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Camdeboo LSA has 33 health facilities, 23 fixed health facilities (17 fixed clinics, 1 community health centre, 2
district hospitals and 3 provincially aided hospitals) offer PMTCT.

The following is a rapid assessment of PMTCT services in the 23 fixed health facilities, which was conducted in
July 2008.

1. Guidelines

- During clinic visits, it was found that m.m:m_.m__w facilities had national and provincial guidelines. However, few facilities did - -
- - nat-have some of these guidelines. ..E_._.m: asked why some. of the facilities did not have the required guidelines, PMTCT .

- e N 4 = . . s e i3 3 - - . : ...‘..lt...

-

"3 stakeholders mentiotied that mm._oz..ﬁmn___E.Emm_wm:ntommn.a Have al'thé requifed gliidléiines since they regularly hand them 7 * %,

out n:::m meetings and HE__.___._um. The lack of guidelines in some of the facilities was alluded to improper filing system.

e Gamdeboo e e
Feeding of infants of HIV positive mothers 14 9
Management of occupational exposure o HIV 14 g
Managing HIV in children 14 g
Prevention and Rx of opportunistic and HIV related 14 g
diseases in adulis
Prevention of MTC HIV transmission and management
" 15 8
of HIV positive pregnant women




Rapid HIY testing 13 10
Testing for HIV 14 9

T8 and HIV 14 g

MNational Guidelines for HBC and Community Based 5 18
Care

National contraception guidelines. Records available 11 12

' Updated protocol/Guidetines for PMTCT

10 13
: _uaﬁoﬂo_ _qoq..ummn_m m:n.w.m:_:a__ . ._M. 11
PEP protocol for rape victims 13 10
Guidelines for the management of STls 15 8
Updated protocolfguidelines for VCT 10 13
PCR testing protocol & 15
Scope of practice for lay counsellors 4 19
Quality control guidelines 2 21




Suggested interventions

« Provide all facilities with outstanding of guidelines
o Put copies of guidelines on CD for back up purposes
» Have a reference point in the facility where all guidelines are kept and they are accessible to all nurses

Family planning

Seventeen of 23 clinics promoted contraception through talks or posters. Some had records on this, most did not. Also 17
out of 23 clinics promoted VCT in the family planning clinic. Other clinics indicated that they did not have a family planning
clinic: Most indicated that this happened one-to-one (after defivery} but no clinic had records on this available. Likewise 17
from 23 clinics promoted family _u_m::_zm in uqmzm#m_ and vam#:mﬁmﬂ nm_,m this was mostly anoamn cn ___..._,20 cards, tick
register, n__ma cards, birth nm_.n_m . . St e e . :

. : - - T L e

2. IEC Material

: o - .szmwm__#*mn_m_umm had IEC material {with few exceptions}. m_n,_ocum._ they could not display some of it due to the fact that
el . ey do not meet required standards, i.e. not laminated. It was _na_om*mn that t some iEC :.__m;m:md is not in focal _m:m:mmm..
- " “and therefore communities cannot use it. R

17 of 23 dlinics said that lay counsellors do health education talks in waiting rooms; most did not have any records on this
but some recorded on a monthly basis, e.g. through an attendance register. 18 of 23 clinics indicated that they host HIV
related health days

Suggested Interventions

« Assist with lamination of posters in facilities where this is required.
s Assist facilities in getting IEC material which are in a local language

3. Support Groups
It was found that there were generally no support groups specifically for HIV+ mothers.

Suggested interverntion



« Toinitiate M2M support group in three facilities with the possibility of expansion to other clinics.

4 VCT

It was found that clinics were not following common protocel for handling VCT/PMTCT cdlients, i.e. some use codes, some

de not; some give written test results, some do not and yet some only give them upon request.
20 of 23 clinics ensure privacy of VCT, mostly using a consulting rcoms. Almost all clinics {22) store test kits in a safe

place, and consent forms were filed and available.
Almost all {21) had NVP tablets in stock, 17 said their drug register was in use and in order

Siiggested intervention
- o ., Refresher myam.___,‘ NCTIPMTCT H_.mm:.mzm for health staff_ Er.o.m_qm_m:mm& trained and E-mmq ,..___Dd._u___.___._d“_. :m_:m.:@doq

unfrained staff. ,
« _ Facilities to initiate meetings to keep health professionals up to date with current developments. Staff who have

" . undergone training should share thé knowledge with those who could not attend training, This may alleviate staff -

.

o ... shortage that happens when staff undergo training away from the facility. ._.:w_.m_.m._..&&ﬂx should -be managed by clinic

"7+ ‘Supervisors or managers.

5. Lay Counselors

It was generally found that lay counselors were used for pre counseling only. Nurses indicated that lay counselors were
used for pre test counseling only because patients were not comfortable to be post counseled by lay counselors due to
confidentiality issues since they come from the same communities with the patients.

Only half of the clinics {10) had a work schedule available at the clinic for the lay counsellors. Scme indicated that they
work from 8:00 to 12:00, others cne lay counsellor in the morning and the other lay counseltor in the aftemnon, to a lay
counsellor worked the whole week every day. A few clinics siad they do not have lay counsellors, and others that they had

not been trained yet.
Suggested intervention

« Lay counselors to do pre and post test counseling as required
+ Nurses to improve their working relationship with iay counselors

o
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« Nurses to help communities develop trust in lay counselors
« Lay counsellors to assist nurses in their effort to get communities to trust them with confidentiality issues

6. Follow up of babies and mothers

There seems to be no challenge in following up mothers and babies since the hospital provides lists of mothers who had
delivered to respective clinics so that clinics may know which PMTCT client delivered, where and when, then conduct
follow up accordingly. Further, they indicated that they see the mother and the baby when they come for the six week
PNC consultation.

14 of 23 clinics indicated that all ANCs are coded on patient cards, others do not code and some code only some not all
patients. 17 of 23 said they would do growth monitoring of infants, ranging from weekly (in particular HIV positive} to

monthly {normal children). : . L e

Please, add more from the infant follow-up section, in particular qualitative.

PMTCT indicators

PMTCT sites Camdeboo LSA, data for May (25 Apr-26 May)' 08, Numbers from case registers [pumbers from summary sheet]
{Nuambers from DHIS}

! Some facilities report data for 1 to 30™/31% of each month
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A
CD4 counts are included for all patlcnts and not spllt for ANCs. The same applies for CD4
counts results less than 200, ’ :

7. No. pregnant women pre test counselled

Discrepancies were observed at Nieuw Bethesda, Willowmore town ¢linic, Brug street and
Bongweni.

8. No. Antenatals referred to ART service points this month

The summary sheet does not request this indicator to be captured. “Not asked not done™

No. Antenatals referred to ART service points this month. Very few referrals 1o the ART site
seemn to be done. Only three facilities reported having referred clients to ART service points.

9. No. pregnant women tested !-IIV‘ positive who accepted Nevirapine
Five facilities reported having wormen who accepted NVP,

10. No. pregnant women on HAA_RT _
Brug street was the only one thag:‘had 1 client on HAART,

11. No. of Nevirapine given to woman at anténatal or labour (swallowed)

Women deliver their babies in higspitals, Most clinics do not issue NVP at antenatal or labour.
Maternity data obtained in hosplfals and not clmlcs

12. No of family planning |ssued postpartum

Only hospitals are able to provnda such ddta but the data is not captured.

Infant data .f,_ |
13. HIV PCR test of baby bornitﬁ 'HIV.pusitive woman at 6 weeks or later

Four facilities have records of HIV, PCR test of'babies at 6 weeks or later

HIV test of baby born to HIV pogitive woman at 9/12 to 24 months . Only 1 facility,
Willowmore town clinic, repc:rted havmg dom: HIV test of a baby born to a positive wornan at
this stage. A
14. HIV tests done on children under 3 years of age
This was done in only 4 faclhneg

15. No. infants referred to ART site
Only | infant was referred to an ART gile by Brug street. Does this mcan that there are no infants
who should be referred to ART s:le'7

16, Infants of HIV positive Nevlra_ipme womsn receiving infant formula
Discrepancies were reported in three facilities.

_‘ e ' | T

17. Infants of HIV positive chﬁapine wmii'é";t_n‘with exclusive breast feeding
Data reported at Gracey could not be verified. Discrepancies were noted at Usher CHC.

11



Data on the aspects below were uot capturéd:
*CD4 counts done

*CD4 counts results <200

* ANCs referred to ART site

18. No. pregnant women tested HIV positive who collected NVP at 32-34 wks

There is no uniformity on this aspect. Some facilities issue NVP at 28 weeks while others do it
at 32-34 weeks. Very few pregnant women actually collect NVP At Horseshoe ¢clinig, 4 women
accepted NVP and only 1 collected NVP.

19. HIV PCR test of babies at 6 wecks or later
Is HIV PCR test done? If so, why are so few facilities doing it?

20. HIV test of children under 5 years of age '
The test is not done in most facilitigs. :

Observations

The DHIS seems to report ﬁgurea. l‘rom summary stats, Most ﬁgures reflect summary stats
figures. How will a new PN taking over know which treatment to give on follow up of patients if
the previous PN knew her patients and she did not record them on the register? Referral of
patients to ART service points negds to be reviewed. Is it not done, or is it done and not
recorded? Few women accepting NVP are noted. No, pregnant women receiving prophylaxis —
bactrim. Only 2 facilities, Usher CHC and Brug strect issued prophylaxis bactrim. Why are other
facilities not issuing prophylaxls bactnm’

Hospitals are not partlclpatmg in data capturmg fully. What is the problem at the
hospitals/CHCs?

Conclusion :

From the data that were prea.mted a question that rings in ones mind is “do health workers
understand the essence of reportinig accurate data in health care delivery?”. Verification of data
is crucial before the data is sent tb the Information Office. The quality of data affects decisions
on resource planning and ult1mat;:ly the quality of service delivery, Patients that are not recorded
on registers are marginalised on service and care. This exercise has proved to effective in
creating awareness of accurate dafa collection.in health facilities. Professional nurses were very
uncormfortable when researchers counted cases in registers in order to verify monthly summary
sheets for each facility. One of the disturbing observations was the fact that some professional
nurses did not understand the registers. Some nurses had no c¢lue where they should record
patient data. There seems to be confusion regarding which register to use for which indicators.
The department of health needs to review the number of registers and to consider training
professional nurses on how and Whﬁ:re to record the required data.
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National PMTCT indicators -7 ’

From the 13 PMTCT sites wherd interviewes were conducted with PMTCT managers, most
facilities fullfilled the criteria, except for about half having inadequate formula supply, 5 from 13

not having a PCR and none having a support group for HIV -positive women and pregnant
women (see Table)

Table: National PMTCT indicators: Carmndeboo clinics

National PMTCT indicators =~ - l : N=13
: ; Yes

On-site counselling for HIV testing - 13
On-site HIV testing o, - 13
Private room in which VCT can be conducted 13
Daily availability of VCT } 12
Referral to ARV site - '_lf 13
CD4 count testing o ol 13
ARYV prophylaxis (Nevirapine) given to mother at 28 weeks 13
ARV prophylaxis given to baby within 72 hours of birth* 5
Antenatal counselling on infant feedmg ' 13
Postnatal counselling and Support_ for infant feeding 13
Adequate supply of free infant f;o:ﬂ.'r'iula g 7
PCR testing for infants for HIV infection 9
At least two trained PMTCT_coahs'q,llors/sarvic@providers per facility 13
At least two trained lay counsellofé_fber facility . 13
A support group specific to HIV&pq}éitive rpothqus and pregnant women 0

4

L

PMTCT programme evaluatioy Iopen-ehdé'ﬂrinterviews)

In-depth intervicws were conduded with 5 clinic supervisors, 13 ¢linic PMTCT coordinators and
5 hospitals/matemnity staff teg,arcum; the implementation of PMTCT program.

Results are devided into the l"ollqwm&, themies: challenges with the PMTCT programme (clients,
infrastructure, staft, current practme) and impmvement of the PMTCT programme



Challenges facing the PMTCT pl;,ﬂgranlme concerning the clients
Stigma in community, non-disclosure of HIV status, no support at home

Infant feeding

“The clients do understand when explaining to them, but they are still reluctant to test. Still
afraid to be known that they are HIV positive. Feedmg options are discussed and explained to
them but continue to mix feed.”

“Clients find it difficult to discloge their status. They are afraid of the stigma. People are
ignorant about HIV/AIDS.” : :

HIV resting

* Pregnanl women refuse testmg }-ew agn..c to be tested. Those that agree to be tested are
negative.’ :

Clients do not adhere to Ireatma'i‘zt &nd advice

“They do not come back; some don't even _éomé'back for their CD4 results which makes it
difficult to treat.” ;

“The clinic area has got dlffE‘ILIl[ pcople that cafnnot read and write. That makes it diffult to
speak, explain and discuss with them.”

“Having to send people to follow clients up Sc-me women are stubborn because of stigma.”
“Farm cases are unable to access clinics.”

Challenges with staff, lnfrasf_r'ucﬁ:re and current practice

Staff needs

Lack of staff -

Overall, most clinics indicated a shortage of staff

Not all facilities have lay counsélloks.

PHC tasks are time consuming, e. g “T'ime spert when dealing with one ANC is too much: ‘it
takes more than one hour helping one ANC.”

PMTCT implementation requires more work, e.g. “More time is needed to explain to patients,
e.g. to make sure the client undcrstands PMTC’I and when to take NVP.”

Lack of training
Most clinies indicated a lack of tramed staff on PMTCT

Lack of support from managers
A few clinics reported a lack of suprport and supcwlslon from clinic supervisors,

Space problem ‘
Several clinics indicated a space: problem (e g. no private counselling room, no dressing room).

M&E S
Most clinics raised the issues of havmg too many registers to fill in:

14



“There are lots of registers: we are tu'cd of talkmg about registers; these registers affect our time
with clients™. ’

There has been confusion on some of the PMTET indicators, e.g. “WNVP collection time of 32-34

weeks differs from the 28 wecks Yequired on the statistics form; that is the reason why it is not
captured.” ;

Guidelines
Some mentioned policy conflicts on infant feeding that contuses patients, Some say exclusive
breast feeding should be 3 months while others say it should be 6 months.

Lack of supplies

A number of clinics had problcms with infant formula supply; also lack of medication was
mentioned. - ‘

Lack of transport '

A number reported that tr ansport problcms for thts poor community makes health service
delivery difficult

“Sometimes transport is a problem to visit and collect clients, sometimes we have to use our own
cars. Patient transport is a pmblem as the hospltal is far away. A person pays R30 to go to the
hospital. The community is poor

Lab results

The PCR still has a waiting perlod
Delivery of supplies is very slow.
We wait for long for lab results. -

Improvement of PMTCT

Staff

Almost all indicated the need for mure profcssmnal staff,

Training in PMTCT

Generally, the opinion was that all staff (of all categories) should be trained on PMTCT. :
“Commitment and teamwork frqm staff is required. Every professional nurse must be VCT and b

PMTCT trained.” ‘

In addition, training on data captunng is needed.

System, referral & follow-up ..

Most indicated a problem of follow-up of the mother and infant from the hc»spnal to the PHC
clinic. There was a need identified 1o improve referral services (by e.g. using tracer cards with
return dates) from hospital to ¢ligic; the follow-up at the clinic by utilizing lay counsellors to do
home visits, the better educate the thother-and explain the importance of follow-up, give
incentives like in private sector (e g matamal packs containing disposible nappies, baby soap,
powder, vaseline, towels).
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Stocks and supplies

Many indicated the 1rnportam.e of regula:r supply of infant formula, but also availability of stock
and equipment.

M & E & guidelines

Concerning the various case reglsters it was suggested to make one comprehensive register.
Many suggested the need for a PC for each clinic, the employment of data (clerks) capturers, and
guidance on capturing data on registers (“They give us new registers and never explain how we
should use them,” “We have a PC ‘but we don't know how to use it.”)

It was also mentioned that coding and recording can be improved;

“At the discharge summary, there is no space for remarks on the discharge form, no space on
form whether baby got NVP, uniform forms for record keeping are needed,”

Community awareness on PMTCT”
A number mentioned the need for increascd community awareness about PMTCT.

Establish support groups ‘

A need to establish support gmups Was expressﬂd

Space '

The request for extra building and Space was clear e.g. for counselling rooms.

16
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ACRONYMS

AIDS Acquired Immune Defiéiency Syndrome

ANC Antenatal care ]

ART Antiretroviral therapy-" .

ARV Antiretroviral '

coC United States Centers for Disease Control and Prevention
CHC Cormmunity Health Centre

CD4 Cell Differentiation

cT Counselling and testing

DHIS District Health Informatign System




FANRPAN Food, Agriculture and:'NaturaI Rgsourcés Policy Analysis Network

FP Family planning

HIV Human immunodeficién;::y vitus -

HSRC Human Sciences Research Councit of South Africa

IMCI Integrated Management of Childhood linesses

LSA Local Service Area _ .'

MCH Maternal and child heaItF: H

MTCT Mother-to-child transmiséion of I:|IV

NVP Nevirapine o

PCR Polymerase chain re_a't_:t._it;_m

PEPFAR (United States) President’s Eme-rgenci( Plan for AIDS Relief
PLWHA Person living with HIV and AIDS

PMTCT Prevention of mother_-to-(:hild transmission of HIV

PN Professional Nurse . '

PNC Postnatal care

SAHA Social Aspects of HIV/AIDS and Health Research Programme
apPss Statistical Package fi:)r,‘ Social Services

vCT Voluntary counselling and testing

UNAIDS Joint United Nations Isrégr‘amme on AlIDS

WHO World Health Organiéat.'i‘bn '

1. INTRODUCTION

.

1.1 Context, background and Iiter_ail;l«"p review

The HIV and AIDS pandernic remains one the most serious development crises in the world (WHO,
2008). Women and children bear a disproportionate share of the burden, and in many settings continue to
experience high rates of new HIV infections and of HIV-related illness and death. [n 2005 alone, an
estimated 540 000 children were newly infected with HIV, with about 90% of these infections occurring in
sub-Saharan Africa (UNAIDS, 2006).

Mather-to-child transmission (MTCT) ¢an occur during pregnancy, labour and delivery or during
breastfeeding (WHQ, 2006) and in the absence of any intervention the risk of such transmission is 15—
30% in non-breastfeeding populations, with breastfeeding by an infected mother increasing the risk to &
total of 20—45% (de Cock, 2000). The risk of MTCT can be reduced to under 2% by a range of
interventions that include antiretroviral (ARV) prophylaxis given to women during pregnancy and labour
and to the infant in the first weeks of life, obstetrical interventions including elective cassarean defivery
(prior to the onset of labour and rupture of membranes), and complete avoidance of breastfeeding
(UNAIDS, 2008). R :

In high income countries, these intervéntions have-led-to new HIV infections in children becoming
increasingly rare. In many resource-constrained settings, however, elactive caesarean delivery is seldom
feasible and it is often neither acceptable.nor safe for mothers to refrain from breastfeeding. In these
settings, the efforts to prevent HIV infection in infants initially focused on reducing MTCT around the lime
of labour and delivery, which accounts for one to two thirds of overall transmission, depending on whether



the mother breastfeeds. Infant feeding patterns are a very important determinant of MTCT. For mothers
using replacement feeding there is obvicusly no transfission through breastfeeding, De Cock et al
suggest breastfeeding through 8 months “leads to about 10% extra transmission (from 20% to 30%), while
breastfeeding through 18-24 months leads to about 17.5% extra transmigsion (from 20% to 37.5%),
compared to no breastfeeding (de Cock et al). Current international guldelines in PMTCT programmes
suggest that breastfeeding be as short ag possible for around 8 months (UNAIDS, 2005). However, a
recent study by Coovadia et al. (2007).to-assess the HIV-1 transmission risks and survival associated with
axclusive breastfeeding and other types of infant feeding, found that exclusive breastfeeding carries a
significantly lower risk of HIV transmission than do all types of mixed breastfeeding (Coovadia et al.,
2007). The estimated risk of postnatal tfdnsmission of HIV by 20-26 weeks of age in exclusively breastfed
infants who were negative at 6 weeks of age was 4,04% (Coovadia et al., 2007). This risk is lower than
that in babies whao receive other food or liquids in addition to breast milk before 6 months of age. Mixed
feeding before or after 14 weeks nearly doubled transmission risk and the addition of solids increased the
risk 11-fold (Coovadia et al., 2007). '

The last few years have seen considerable efforts to introduce and expand PMTCT programmes.
However, these interventions rely heavily on functioning maternal and child health services (FHI, 2003).
Despite feasibility and cost-effectivenpss of PMTCT, implementation and expansion in resource-
constrained setlings remains sub-optimal, By 2005, onty 9% of HIV pregnant women were recelving ARV
prophylaxis for HIV, with a striking verfetlon in coverage between countries (UNAIDS, 2006),

In South Africa in 2008, an eetlmeted'aﬂ @00 children ecquured HIV infection from their mother around the
tirme of birth, and an additional 26 000 children were infected with HIV through breastfeeding (DOH,
2007). Current national government polioy for prevention of mother-to-child transmission (PMTCT)
includes HIV testing during pregnancy, and the provision of nevirapine to pregnant women during labour
and to their infants within 48 hours of délivery (DOH,.2004). A 2002 evaluation of 18 PMTCT pilot sites in
all provinces found an HIV prevalence of 30% among women tested, 85% of tested women received their
results, but only 55% of HIV-posntlve women ettemdmg the pilot facilities received nevirapine prophylaxis
(Doherty et al. 2005).

By March 2005, the South African govemment F'MTCT program had been implemented in 87% of public
health facilities but a large portion of pregnant women'still do not receive an HIV test during pregnancy,
and less than 50% of pregnant women Krown to be HIV-positive receive nevirapine at the time of delivery
(DOH, 2006). Implementation of the PMTCT program.remains a challenge, espegially in poor, rural
areas. The national Department of Heaith indicated that human resource issues remain a key challenge,
together with sustainable drug procurement transport and inter-departmental collaboration (DOH, 2004},
In many areas, record-keeping systems‘are inadequate to enable the follow-up of HIV-infected pregnant
wornen, serving as an additional berner te PMTCT pregrem implementation (DOH, 2004},

In the rural Eastern Cape Province, eeverel studies by the Human Scisnces Research Coundil, have
investigated barriers to utilization of PMTCT and mechanisms for improving access (Peltzer et al, 2005,
Psltzer et al. 2007, Skinner et al., 2006).-These studies have shown that the socio-economic context
presents a formidable barrier to the provision of PMTCT services, and that poor roads, an under-
developed transport system and poor, te‘lecommumcatione present significant obstacles to access, even if
free health care services are made available. This is exacerbated by understaffed and under-developed
health care facilities. Several supportive, interventions have been introduced, which include ready made
Nevirapine packs {this enables the pregnent wotTén to administer the adult and infant Nevirapine dosages
thermnselves), staff training, traditional birth attendant evatuatlon training and supportive activities and
some infrastructural interventions.

Globally, renewed efforts are reqmred urgently to |nereese access to comprehensive, integrated
programmes to prevent HIV infaction in infants and young children. These programmes also serve as a
unique entry point for women to access the services they need to improve their own heaith and to prevent
transmission of HIV to their infants (WHO 2003). - Several recent initiatives have presented an opportunity
for countries to increase the coverage and effectiveness of PMTCT programmes. These include; the
Group of Eight Nations' July 2005 declaration of comriitment on HIV/AIDS, re-affirmation by WHO
Member States in September 2005 to tmplement all goals in the 2001 UNGASS Declaration of
Commitment; and the Abuja declaration; where a'Call to Action Towards an HIV-free and AIDS-free
Ganeration was issued by representetwee of governments, multilateral agencies, development partners,
research institutions, ¢ivil society and peeple living with HIV (UNGASS, 2001)




1.2 The study setting ‘ '

Mpurnalanga has apopulation of 3.64{?,435, in Ehlanzé;ni district 1,526,236, in Gert Sibande 820,699 and
Nkangala district 1,226,500, Mpumalarga is ranked the 3 most rural province in South Africa, with 60.9%
of its total population living in rural aréas, and 86.7% of households have access to water.

It is estimated that 90% of the population is depandent on the state for the provision of all their health
services (Department of Health & Social Services, 2008). The primary health care utilisation rate of 2
visits per person per year has baen constant from 2003 to 2006. The nurse clinic workload is currently
46.7 patients per day, which is 50% higher than the South African average. HIV counselling and testing
uptake in Mpumalanga province is about 70%, while in Gert Sibande District it is below 50%. To prevent
HIV transmission to their babies, 52%-of mothers identified as positive, took Nevirapine in 2006. The
dalivery rate in health facilities fluctuated around 70% .and the current rate of 67.9% for 2005 is well below
the South African average (Health Systems Trust, 2006),

Figure 1; Map showing location of the Mpumalanga Province (in blue study district: Gert Sibande)

1.21  HIV prevalence in Mpumalanga

The antenatal HIV prevalence in Mumélanga province was estimated to be 32.1% in 2006 and 34.8% HIV
prevalence observed in 2005, Among the three districts in the province, Gert Sibande district had the
highest antenatal HIV prevalence (38.9%) in 2006 (Department of Health, 2007),

1.3 Rationale for the Intervantiﬁn-

The HSRC proposes to work with the Mpumalanga Department of Health and Social Development to
provide technical support and strengthen PMTCT service implementation at alt PMTCT sites in Gert
Sibande District of Mpumalanga Province. -

The HSRC, together with its CDC paitners, proposes to assist the Government of Mpumalanga province
to maximize the knowledge gained so'far in implementation of previous interventions programmes to
increase the participation of women in'the PMTCT programme and to increase its effectiveness. The
study will complement the existing national programma on the prevention of mother-to-child transmission
of HIV, and heed the international calt-to make women and children a priority in the fight against the
epidemic.

I parthership with the Mpurnalanga Department of Health and Social Services, the purpose of the
intervention is to provide technical suppdrt and strengthen PMTCT service implementation at all PMTCT
sites in Gert Sibande district. ‘ .

2. PMTCT GOALS AND OBJECTIVES

The goal of the PMTCT component |s to strengthen. brbgrammes to prevent HIV transmission from mother
to child in Gert Sibande District in Mpumalanga. = -
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The objectives are to: 7" e *

1. Expand the PMTCT programme $upport to a total of existing 30 PMTCT sites in Gert Sibande
District. ' '

2. Train health workers (including community and lay health workers) in PMTCT, in accordance with
South African national standards and guidelines,;

3. increase the number of pregnant women who receive confidential HIV counselling and testing
(CT) and who receive their results; K

4. Increase the number of pregnant women protided with a complete course of antiretroviral therapy
in a PMTCT setting; S -

5. Monitor the number of children in Gert Sibande district in Mpumalanga who become infected with
HIV during the first ysar of life; ;

6. Increase the number of eligible women of childbearing age enrolled in wellness and/or treatment
programmes; - |

7. Increase the number of babies born to HIV-positive women who are tested for HIV by PCR at 6
weeks to 6 months, o

8. Increase the number of babies born to HIV-positive women who are tested for HIV antibodies at
12 to 24 montns; s ;

9. Increase the number of infant‘s born te HIV-pasitive women receiving infant formula;
10. Increase the number of infants born to HIV-positive women exlusively breast fed.

3. PMTCT PROGRAMME OUTPUTS L

1. Number of health workers trained in the provision of PMTCT services according to South
African guidelines and standards. .

2. Number of pregnant women who receive CT for PMTCT and who raceive their HIV test
result; - T

3. Number of pregnant \'ivo:‘han who receive ARY prophylaxis in a PMTCT setting,

4. Number of infants tested for HIV by PCR at 6 weeks to 6 months;,

6. Number of pregnant women referred to a weliness and/ar an ART programmae,
4. METHODS

This approach to PMTCT programme strengthening will have the following components:

(a) A baseline and post intervention.rapid assessment in the formal health sector;
(b) Interventions to strengthen PMTCT programme implementation
{c) Monitoring and evaluation suppert.,

i

4.1 A baseline intervention rap'iﬂ assessment in the formal health sector

Strengthening PMTCT programme impleémentation requires understanding of the quality and scope of
existing services, as well as the behavigyral and socigscultural context of implementation. The purpose of
the rapid baseline assessment is to gatherin-depth information on the current situation and dynamics
regarding PMTCT implementation in the formal health sector, and to inform the planned/proposed
interventions, The measures used at .t]'n'e rapid baseling sssessment will be repeated after two years as a
past intervention assessment and to measure the impact of the programme,

A) Interviews with PMTCT clinic managers and record raview
Sampling and procedures S " _

Existing PMTCT sites (n=72) in seven sub-districts (Albert Luthuli, and Pixley Ka Seme) in Mpumalanga
were included in the baseline intervention assessment of the formal heslth sector. Assessments included
two components: - R
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12. PMTCT programme manager's views about PMTCT

Albert Luthuli & Pixley open-end

ed results

Table 1 gives an overview of problems exparienced in the implementation of PMTCT.

1a) Health policy

‘. 1b) Health services

1¢) Clisnts

Froblems with dual therapy

hortage of staff

lliteracy

Problems with Monitoring and
evaluation

L

P CR changelles

Unwillingness to test
thamselves and babies

Lack of follow-up

FLintrained staff

Lack of ID documents

Problems with guidelings

:Understaffed

Low compliance

Sligma I-Space problem

1:Lack of supervigion

| ‘Infrastructurg-probléms

)

. |"‘ . .
The outcome of the Rapid As'so'!;s_ments is as follows on the open ended questions:

Prohlems with Dual Therﬁpy .

+

Untrained staff in terms of Dual therapy and or PMTCT

From the rapid assessments of the clinics, there was a mentlon in two clinics that there is still 2
need for staff to get tralning on dual therapy angd PMTCT. The PMTCT programme is said to be
affected because of untrained arid shortage of staff.

Need more training on untrained-'s.taff. Staff sﬁprtage also iz a challenge (Davel)
Programme is not going well due to staff (Emthonjeni)

v

Starting with AZT Ay

A few clinics mentioned that training has bean done and AZT has been introduced but it hasn't
heen implemented at their facitilities. Other clinics said that AZT started in January 20092 while
other clinics expressed that they do not have AZT on stock and have ordered for it to be
delivered, Derby clinic have just ﬁarted with PCR tasting.

Only starting on the 15t January 2008 with AZT{Kwa zanele)

Nursas have undergone fraining on dual therapy (PMTCT update) but have not implemented it
(Davel) &

Dual therapy that was introduced-not started yét (Msimango)

The new thing that is coming is the introduction of AZT. The clinic has ordered (Bulfour)
Started AZT beginning of January' 2009.8o far everything is fine (Siyathemba)

The clients are refarred to the haspital for AZT (Swallawnest, AL).

AZT not yat available in facility for dual therapy (Swallownest, AL)

Problems with Monltoring and Evaluation .

Women forget to take NVP prior to dalivery ?nd Homa delivery
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There are a low percantage of women forgetting‘,io take their Nevirapine closer at 28 as indicated
by the nurse at Thando and Amsterdam clinics. There is also a challenge with women who opt to
deliver babies at home. . - -

“Pregnant women come for VCT and testing, they alsa come and get NVP, Some patients book
late at 36 weeks (Thando) . :
There is a challenge of women who deliver at home, and they do not get NVP (Amsterdam)”

Lack of follow ups

While thare are many clinics that have put up a-meathad to secure follow up of infants and
mathers, other clinics don’t sesm to have a meéthod in place to ensure follow up of children barn
to HIV positive mothers. This Is parily blamed on women because they complain about the
distance between their home and the clinic ag.well as a lack of transport. This leads to many of
them having home deliveries which interfere With the clinic system.

Wornen do not come for follow-up visits due to distance. HBC do follow-up's with them, some still
don't turn up. Some women start ANC very late (at 32 weeks) (New Scolland)

Some woman don't corne back 1o gef their Elfta and CD4 count results. Some are reluctant to
take ARV, bacause they want to qualify for a grant (Evander)

No bhack referal from ART sites for pregnant women, (Haartebeeskop, AL)

Haospitals do not indicate that the mother is positive. As a result the clinic is unable to follow-up on
habies. Mother's remove the information page. aftach on their file (Kermpville)

Folfow-up with patients-no phong'in the clinic ;Some womnen do not come back after delivery-they
go to clinics of their cholce. Some deliver at home and come 3 months later to there clinic; the
baby never been immunized. Some women dp not want to be tested (PR town)

Nof sure because woman don't come back hﬁy}'é:’for follow-up, thay go fo weliness clinics and

paediatrian ciinic (Ermelo) . - Py

K

Problems with guidelines

Some mentioned policy conflicts on infant feeﬁlng that confuses patients.
Feeding of the bables, the hospilals change fnfants feeding methods (Pix)

Mothers cut codes on the patll,éﬁt file -.°

Some clinics had a problem witri*jihe coding ofithe ANC cards, mothers tearing or changing the
codes but now they have an undérstanding of;how those actions could impact on them.

“The challenge is that they cut tr}ié_ codes patient file; thig is because they have not accept their
status (Bethal) o -

They use to change the codes, but now they are very clear on how it will impact on them
(Kampville) R .

Clients tear codes on their cards (Lesndra)

Manipulation coding (woman changing names.on each visit). Changing of clinics in order for their
status to not be known (Emthonjeni)

Woman did not want codes to be put on their cards because they had an ideology that codes
mean you are HIV+, Woman refuse to lest on:their first visit (Breyton)

Women know their status but hide it and end up mix feading

The PMTCT programme is said to be going'fW_éll because most women know their status but have
a problem disclosing to thair families and nr‘-friprids. There are more babies who test negative
after 6 weeks when they do their PCR tests and their mothars have taken Nevirapine during
pregnancy at 28 weeks. The main problem that the clinics are facing is that women are not

e
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disclosing their status, they are mix feeding which leads to babies becoming/getting HIV positive,
Not having snough milk supply at the ¢linics also contribute to mix feeding. The health
talks/education that the lay counselors provide at the clinic has had a huge tmpact on how the
pragramme is running. Women-are now willing to test and know their status although some of o
them hide it until they are very sick to get help. Thers is also concern that some women rafuse P
their babies to be tested because they are scared what the outcome might be. P

The programme is going well bacause women know about their status and they live a healthy life.
Babies born to HIV+ mothers are negative because their mother's took nevirapine (Kwa chibi)
The programme is nof active because mothers are mix feeding. They have received health
education but they continue fo do that, Sometimes woman hide their status, until they are very
sick. Mother's do not report baby's death. HIV statistics book was torn; some records are nol
there (Slindile) : -

There is also a challenge because nurses confribute to mix feeding. When the client says she
does not have enough milk. They give the baby formula but encourage the mather to continuo
breastfesding (Bethal) : ", :

The PMTCT programme is going well becéuse most of the patients understand it and they are
willing to accept their status. The chaflenge is with the older women because they deny their
glatus (Drigfontein old) . S

There is still mix feeding even if information Is given. They forget o take NVP and give birth at
home, and it is foo late to help the babies (Dirkiesdorp)

Women test, refuse baby to be tested-afraid of outcome-mother's do not remind staff of testing
{Sakhila) v T

Problems start after the baby is born. Mother. chooses formula feeding, but due to home
pressures forces her to mix foeed (Morgezon) -

Stigma

About 14 clinics complained that a lot of women lie about their status and to an extent fail to
aceept their status because of Stigma, Consefquencas are that:
=  mothers end up mix fegding due to_.f_émi_ly pressures

they manipulate coding'on.ANC cards: -
denial e
no follow ups . e
reluctance to take prophwaxis after PCR
moving from one clinic to Bnother
not taking Nevirapine
refusing ARVS oo
copy codes to avoid VCT.
refusal to test ST

B it

Mother's don't want o breastfoad. Mother's refuse to test for HIV. Mother's lle about thelr status
(Kwa zanele) . S

Some woman are reluctant to test Mother's are mixed feeding. Women find it very difficult to
disclose their HIV status to their familles-that is why there is mixed feeding. Some woman forget
to take NVP before labor (Evander hosp) .

Same women are in denial, wHen you give thern their results (First Street)

Some (especially young ones) d¢ not want to know their status. Migrant workers don't coms for
follow-ups. When the counsslio? id off, the sistor struggles to do everything alone (Trichard)
Mother denies the child to be tested (Stanwest)

Clienis' copied codes onto theirrecords so as fo not go for counselling HIV+ mother's go to VCT
with the idea of being HIV- Refused to test the baby, after 6 weeks-still & challenge (Morgenzon)
HIV positive women go from one rj?:‘nic to another in order for their status to not be known
{Bulfour) o

i
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Some come late for ANC because.they stay from the clinic. Some do no want to accept their
status right away. But through counseling they accept (greyling)

After delivery women bring babies. for PCGR bul are reluctant lo take prophylaxis. (Siyathemba)
Some women do not accept their status. Some Posiﬁve women are afraid of disclosing because
of stigma (Nthorwane) ' :

Some women deny their status. Other women do not take NVP. Mother's who are HIV positive
and not wanting to take ARV'S because they are positive. Patients do not go to hospital when
they are referred by the clinic because of transport challenges (driefontein old)

Stigma re. formula feeding-fow womnen disclose HIV status (Sakhile)

Women don't coma for tasﬂng- qftar health;talks

It came to our attention that most patients prefer group counseling and are not willing to do
individual testing. In soma clinics, patients are refusing to test because they would rather know
their status once the bay has beasn delivered. On the other hand, patients are refusing 1o test
because the lay counselors are from the same.community as them and are afraid of the
confidentiality issuas while others are testing but refusing their babies to test.

According to PMTCT graph, the petients participate in group counseling but not individually
testing (Leandra) o "
The programme needs to fmprove because lots of woman stiff refuses to do testing; they only
want to know after delivery (Trichard) K
Women test, refuse baby to be tested-afraid of outcome-mother's do not remind staff of testing
Can't maintain follow ups (Sakhile) r
The programme is partially going, well because there is a challenge when it comes fo VCT. The
tay counsellors are from the commiunity, people are afraid to test, because of confidentialily issue
{Enfombe) o .

. b

No milk for bables '

While women are accepling their:égatus and v'{iliing to do anything to kesep their babies negative,
the shortage of milk Is forcing themy to mix feed. There have been shortages of formula supply in
about 10 clinics in the past months, Some ¢linles have gone through a year without miik.

They think they are trick to test, but on rthe othér side the clinic is not praviding milk {Davel)
Only challenge is that there is no milk for babies (Ermelo town)

The milk supply is not good (Evarder) ;

The programme is not going well because there was a shortage of milk for almost & year
{Kinross) s
There was a problerm with the supply of milk from March-June 2008.But now they have started
supplying the clinic with milk (Stafwest) N

Formula supply very scarce (Stanwest) A

Mother's do not want to exclusively breastfeod (Mispel)

There was no milk all this time, only received itk last week. (Evander)

Never had milk for almost 1 year, only & month ago (October) milk was supply (Kinross)

There was a problem with the supply of milk frem Msrch-June 2008.8ut now they have started
supplying the clinic with milk (Sead) {Embalenhie)

1

Mothers decide an method of-"fé;dlng )

Mothers are now afforded with anibpportunity‘ to choose whether they want to exclusively
breastfeed or formula fesd. Health education seems to be going well in most clinics because the
fraedomn to choose comes about these health talks. Mothers are also encouraged to live a haalthy
lifestyle. o

i
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Mother can choose belween formula feeding and breastfeeding. Nevirapine is given on time (Kwa
Zanele) \

Most woman who have tested are not willing o broastfeed, so the health education Is working
very well (Breyton)

The child is preventad from gefting HIV .Mother are encouraged to live a healthy lifestyle. Health
education massages arg effective (Nthorwane)

Deciding on feeding methods (Dirkiesdorp)

Women don't attend ANC due to transport .

One clinic raported that women don't attend ANC visits as a result of long distances between the
patient's residence and the clinic as well as a lack of transport.

The programme (s nol going good because the aftendance is not very good. The problem is with
the distance as a resull we have people defaulting becguse of that. There is no transport for the
patient to travel to the clinic (New Scotland)

Mix feeding

In 12 of the clinics that we evaluated, mix feeding seems to be the biggest challenge that mothers
are facing. They are unable to stick to one method of feeding. This happens when clinics are not
having encugh supply of milk of not having stock at all. Women find It very difficult to disclose
their status at home hance they mix feed. Others are mix feeding because they are of the opinion
that their babies are not getting encugh from the formula alone and would rather breastfeed them
as well. This leads to HIV born négative babies to becoming infected with HIV. One othar
challenge that women are faced with is that If ‘t_t‘_\ey run short of formula they give cow milk 1o their
babias, L C

Mixed feeding is a challenge (Ermielo town)

There has been a challenge around the visits of ANC mother's because of lack of milk supply
{MN cindi) R .

Mixed feeding of children born {0 HIV+ mothers, most women are refusing to test. Coming late for
antenatal (from 8 months) (Emitonjeni) .

Mother's do not exclusively breastfeed, they mix feed. Some women come late for ANC at 36
weeks (Slindile) b o

Patient mix feeding due to family. irembers wiho would wonder why she is not breastfeeding
(Bethal hosp) ot PR

Some woman are reluctant to test Mother's are mixed feeding. Woman find it very difficult to
disclose their HIV status to their families-that is why there is mixed feeding (Leandra)

Some mother's mix feed (Evander) -

Mother's are mix feeding and teir.babies contract the virus (Leandra)

Other women are mix feeding, saying their babies are not gelting full (First street)

Mother's are mix feeding because-the family members are surprised why they are not
bresstieeding (Bethal town) . o

Mixed feading stifl happan (Sakhifs) o

Clients questioning why HIV mother's must brégstfeed. Mix feeding. Teenage pregnancy, when
schools are opened leenage mothers can't come to the clinic (Grootviei)

Mixed faeding. Mother's find if difficult to gisclose fo families. They use cow mitk to feed the baby
if thay run short of the free milk (dirkiesdorp)

Problems with Health Services.. - G
Shortage of staff ' o X

VCT and PMTCT services have bﬁly one trained person for each in standerton hospital. They
also do not have someone to give health talks or counseling at times.
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Shortage of staff only one PMTCT and VCT frained (Standerton hosp)

Staff shortage, counselling and health tatks take time. Staff rate has decreased. Some patients
are impatient and difficull, If people don't volunteer it becomes difficult. They must take out
volunteer and make it law to test (Standerfon hosp)

PCR challenges

About 3 clinics reported that mothers don't want their bables to take PCR tests because are afraid
of the outcome of the results. Meanwhile the nurges at the clinic reports that they are struggling to
get enough blood from the babies.

Also lots of mother's don't want their babies to do PCR they don't want lo know babies status
(Secunda) oo .

Sister is having challenges withi doing PCR for bables; nurses are struggling to get encugh blood
from babies (Evander) ' :

Benefits of PMTCT

Free milk , C
Some of the major benefits thaf'thé PMTCT pragramme has afforded patients are the
dispansation of free formula milte. This also ensures follow up of babies because mothers have to
come to the clinic to collect milk: The babies have more chance of being HIV negative because
their mothers are exclusively formula feeding them.

Conducting PCR-most babies &re negative (Emthonjeni)

Free formula for children-mother’s come for follow-up. PMTCT provides an opportunity for
mother's to get treatment in order not to infect her baby (Ermelo fown)

Al least people are aware of HIV/AIDS. Mother's are getting free milk (Kinross)

Babies are getting free formula. Babies are born nagative. Babies come for follow-up visit at 18
months (siyathemba) : S S

Out of stock formula is difficult to bxplain -difficult for clients to accept (Msimango)

Women who are positive do not}ﬁént to breastféed because they know they will get free milk
(iswepa) - Lol

L

PCR register

There is now a system in place‘t-h'_a't the ciini'c gse to ensure that all babies who come for PCR are
racorded by means of PCR registgr. i

There is now a register for PCR and the cards, for the babies. All mothers’s who come for
postnatal at six weeks, regardiess 'of their statys they go for counseling (Kinross)
Introduction of the PCR lesting (Cerby) R

Have PCR records (Kinross) -7

Encourage exclusive breastfeeding

The PMTCT programme assists 'th encourages women 1o exclusively breastfeed and this is
done up to & months regardless of the woman's HIV status.

We assist and encourage to exclusively breastfeed (Mispel)

PMTCT campaigns focusing on the feeding method especially breast feeding by PMTCT
Mother's. Some mother's exclusive breastfeed (Morgenzon)

Breastfeeding-mother's are encouraged to breastfeed even if they are HIV positive for 6 months
{Driefontain old) T '

.
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Bahies get treatment early

Almost all the clinics are happy that babies gatting treatment early. Firstly thair mothears taka
Nevirapine and then 6 weeks after delivery they bring their bables for PCR testing. Secondly,
there is free formula milk that is given to babies whose mothers are HIV positive so that they
exclusively breastfeed and this limit their chances of being infected with HIV because their
mothers will not be mix feeding. Malnutrition has also decreased because of the free formula that
is given at the clinic. Mothers test earlier during pregnancy and gét to know their status.
Communities are now said to be supportive of families affected and infected by HIV. It has bean
noted that there is a decrease in the transmission of HIV to the baby. More women are said to be
condomising now because they know thaeir status and willing to take treatment earlier to save
their lives and that of their babies. Finally, wormen being aware of their HIV status earlier in
pregnancy ensure continuity in the care and management of PMTCT programme.

Babies get help early if they are positive they are refarred to treatment site. Mother's get free milk
for babies. Mother's get ongoing counselling. The health of the mother Improve because they get
prophylaxis (Kwa chibi) .

Most children are born HIV negative since the introduction of PMTCT ANC woman knows about
their status (Davel) L y

Help the mather to maintain thg heafth of baby, Babies are born negalive if the mother has taken
medication. Mother's accept t!&r;__s'tatus and they visit clinic for help.

Conducting PCR-most babies are pegative (Kwa zanels)

Most PCR tests are negative (Bréyton) s

Babies are born negative. Mother's.health has improve significantly, as a result they do not have
problems. Communities is now.sdpportive'to thelr children and family members (Slindile)
Decrease HIV transmission to the baby. Mother's informed about PMTCT. Mother's are eager to
do VCT at first visit (Secunda) [ - }

Babies are born negative (Kinrass) oo

Babiles are benefiting because they are born negative. Mother's gét treatment and their health
improves (Evander hosp) o

Most bables are born negative if mother has taken NVP. Malnulrition has decreased due to
pellargon supply. Most mothers are not positive towards checking their status (Embalenhia)
Babies are protected from contricting HIV. Women are well informed about HIV. There is &
decrease of death for both mother's and babies, Decrease In number of full blown AIDS, because
women are taking prophylaxis (Leandra) *
Babies are born negative, Mother's can check.their CD4 count to see if they qualify for ARV
(Sead) B

Mother's come to do CD4 countaftar delivery (First Street)

Babies are born negative, only two positive thls year. Women are condomising. Women are told
about mix feeding. Women also’come for £D4 count after delivery (Bethal town)

Reduce the rate of HIV transmission 1o babies. Better adherence to the programme by mothers.
More women are coming for testinig (Trichard);-

Babigs have been tested negallve and we feel PMTCT is needed and the mother's are realizing
that and it is encouraging. Furtfer.treatmeaht and referrals make them strong. Need for testing
really helps them (Stanwest) -7 : .

Lots of babies on the programme &re negative. If we have a positive baby we check if the
mothers comply with the PMTCT programme-(Mispel)

Neonatal mortality very low nowsMost mather know their status-measures in place to protect the
haby-babies born to HIV+ mothar's are negative-Even after 6 months of exclusive breastfasding,
weeks formula fad babies are atée HIV-.PMTCT iz helping (Morgenzon)

Babigs HIV- to HIV+ mother's-gléatest achievement. Some new furniture for VCT room and
blinds and air conditioner, Somékaf the nurse on:PMTCT and VCT (Msimango)

Pregnant HIV+ women who are :béaifhy, babias born to HIV+ mother's are HIV--motlvate others
through revealing HIV+ status. HIV + mother's.go/ettend for ARV (Sakhile)

Babies whose mother's have ta&é-_h NVFE are born negative. Mather's do go for wellness clinic.




Well babies. More healthy (grottviel)

To get & healthy baby. Mather's also get o know thelr stafus and act accordingly (Kempville)
Babies are born negative. Mothir's get more information on the prevention of mother to child
transmission, Women are now liativated to bring babies for PCR lesting (PR town)

ANC and postnatal patients rac&jivéd VCT services. Improve correct referral prograrmme to all
patients. Awarenass of HIV on early pregnancy of women. Ensure continutity In the care and
management of PMTCT. Babies are born negative If the mother has taken nvp, Women are
tested during ANC for the prevention of mother to child transmission, Women recelve screening
on 8Tl and OI'S (PR hosp) S

Most of the babies are born negative (after doing PCR at 6 weeks. Patients get an oppartunity {o
start treatment and get bettar, Women get (o know their status (Driefontein old)

Children born to HIV positive mothers are well. Mother's who are pregnant are used fo the VCT
(lswepe) ‘ .

Lifaspan of the mother's and babies have changed. There is lass transmission of HIV from mother
to child. (Dirkiesdorp) - i

Repeat tests and raferral
Mothers who have tested HIV ‘gés'itive go back'to the clinics for their CD4 count test results and to
collect mitk or any food supplengant provided by the clinics. Referral system Is said to be going
waell at and Kinross and Leandra ¢linic. -~ ./'»

Mother's who have tested positivg, come back fdr CD4 count. Children are getting food
supplernent. (Kinross) w

Just doing the normal routine work for BMTCT! ];he refarral system is going well (Evander hosp)
The referral system to ART site is going well (Leandra)

Know their status and follow ups

The women who know their HIV.‘s.t"atus make sure that they come for follow ups. This also helps
the mothers to take care of themselves and their babies. There is also improvarment on the in
take of CD4 count testing as well as PCR testing for babies. Some women also decide on
sterllization as one of the method of contraception as they don't want to have more babies after
thay find out their HIV status. More people are now well informed when it comes to HIV. Women
want to know their status so that they can take} treatment earlier,

Women get to know their status, 8 proper follow-up for the mother and baby Is done, Treatment Is
provided timeously if the patients came on time (New Scotfand)

Knowing the patient status helps the health provider to be able to act accordingly. Patlents are
transferred to wellness centre in order to get proper help (Bethal hosp)

improvemnent on postnatal woman, they do také.blood for CD4 count and also bring babies to be
tested (Evander) e

Some babies born are HIV-, thriaugh education: Some women no longer want to have more
babies and request sterilization when they are'pegative and that is good because it safe their
lives (Standerton) ol

Peopie are informed about HIV Women are now coming to test to know their status. Women who
are in the programme are taking treatment to get better (drisfontsin new)

Mother's get lo know their status when they arg pregnant. They recelve free counselling. Women
get NVP to protect the child front getting HIV. Exclusive feeding is encourage (Thando)

Mother's come forward for tasting. Wormen come early for ANC. Babies are born negative,
Mother's are placed on ARV, for'them to get bstter (Amsterdam)

The programme is helpful becatise the clinlc asccommodates people in this area. They do nat use
transport to come to ¢linfic. Womgn who participate in VCT knows about thelr status (Entombe)
To empower the pregnant womer so the children don't get HIV (Kwa ngema)

Follow ups and feeding options..

'.‘.
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Women are na longer defaulting on their follow up sessions, they actually come back. They also
uge the milk and PCR register to monitor follow ups.

Worman are not defaulting after delivery, they come back for follfow-up.

;—;.?veh a good tracking system for infants born at the hospital (have addresses, phone numbers)
richard)

PMTCT servicaes are provided p?‘ofesslonaﬂy Follow-ups for patients. All patients are lested for

HIV (PR town)

Tracing of mother’'s fo bring chrldren far PCR testing. Milk register is used to trace the babies to

come for testing (Amsterdam)

Ll

Willingness to test and doing PCR after Bwaaks

Clinics have reported that most’ women are more willing to test, reasons are that:
+ Once they receive group tounseling thay ara more willing to test.

PCR is conducted at 6 eeks
Records of on baby, milk, porridge and PMTCT are kept
Even grandmaothers who are looking after the babies are bringing them to test
VCT la done on all pregnant women . *
Family planning methods are also dtscuss
There is also records available for all the bables who have done PCR
Some patients want to start with dual therapy

S
Conducting PCR fo babies at 6"weeks Test for cd4 court, Wormen is willing to test individually
once they have receivad group counsehng (Kwia chibi)
Providing PCR services. F'rcwdmg] postriatal care. Prophylactic freatment for postnatal mother.
Kesp records on baby, milk, pam’dge, pmitct. Won trophy-best clinic for immunization and vith a
campaign (Kwa zanele) o
Mothers are testing. And grandmathars who are !ookmg after babias, they bring them for PCR.
Provision of health talks at the dinic to the community at large (Slindile)
VCT is done to all ANC women,, Sroup counssling is going very well (Ermelo town)
Mother's who come for ANC get educational messages about PMTCT. Mother's to be participate
In VCT. Maother's also get mformaﬂon about family planning options (New Scotiand)
More mother's go for VCT, Have good recorda (positive mothers, CD4 count, statistics, referral 10
wellness clinic {(Secunda) Lo
Babies are tested for PCR, and*they are all nagatrve (Davel)
Records for babies who have ddne PCR (Sead)
Clients was the first to start dual therapy (Mispel)
Most of the things are done at the clinic, they have increased testing, and they don't let people go
withaut testing (Standerton hosp).”
The CHC Is good at identifying the pos:t:ve mathera when they come for ANC. The women take
NVP before dslivery (s:yathemba) :
This clinic is very good in VCT, people come tbr testing and clear records are kept (Nthorwane)
The other clinics benchmarked on Kempville thinic for PCR testing. Kempville is the first clinic in
this sub district to provide PCR (Kempville) - .
TB patients have done well, got.a trophy for- thﬂ best HIV/TB ciinic in GERT Sibande district
{lswepa) g
High number of ANC women testmg Educat!dnal messages given to patients (Thanda)
All patients are screened for VCT bafore bemg check up (nat yet officlal) Patients come forward
to test (Amsterdam
Follow-ups visits with mothers are good Every Monday when mothers bring childran for
immunization there is health edycanon o HIV and they encourage bringing more people from
community. During ANC visit mothers do not have a problem to be tested (Entombse)
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Support groups o
There are at least 2 clinics that Have established support groups for women who are HIV positive
in their communities. Some cormmunities are still initiating for the support groups to be formed.

Have managed to implement support group (Davel)

This was the only clinic with a stipport group (Emthonjeri)
initiation of a support group (Kwa ¢hibi)
Starting a support group (Ermelo town) '

et ————— e

Health talks . " L

The clinics have health talk freely available and accessible everyday at the clinics. They offer
coungeling on infant feeding and Hfestyle behavior. They are remarkably changing & lot of
women's health lives. Becausa of these health talks a lot of women are voluntarily testing for HIV
and CD4 count testing. Health talks are also important for follow ups as it assures woman that it
is the right thing to do after you'hHVe found out about your HIV status.

Providing pre/postnatal counsaling on infant feeding. Advice patiants on lifestyle hehavior
(ie.condomising).Adherence on treatment. Adyice on diet (Bethal hosp)

Heallh talks on @ daily basis (Evander) »

The health education talks have made a remarkable change in wornen's health. Have a system in
place to follow-up for patients when the CD4 count is down (First Street)

The health talks are going well 8nd there is a change In the mindset of woman (Bothal towm)
Paople volunteer on their own ¢ fest becausé of the health talks and we sncourage everyone o
listen (Stanwest) -

Positive women are advised to kike their babies for CD4 counting. Health education on the
importance of follow ups for results of PCR (PR hosp)

The health education -on VCT, ast of the patients who test come back after 3 months. Mother's
are breastfeeding regardless oftheir status (drisfontein old)

There are a high number of pesple coming fo test because of the health education they are
getting from the clinic (driefontef new) .

Mother's are benefiting from hegith education.{lswepe)

Women and alf patients get health sducation. VCT is encouraged to all women and other
patients. Parents bring their teendgers who are pregnant to know what is happening (Derby)
Group counselfing introduced, drd then individual counseling afterwards. Working, interaction
becomes possible during group s€ssions (Morgenzon)

Have VCT lay counselors and Mave thern available everyday (Kwa ngema)

IV .
Problems facing tha PMTCT pragramme concerning clients

Ititeracy LI )
Some of the barriers in Mpuma}%nga for wormen are lack of education as some women do not

really understand what is happ#lnjng when fore instance they have been referred to a referral site.
Most woman are illiterate- the};‘_'dd not underst;a‘nd when they are been roferred (Kwa chibi)
Refusing to test themselves or thelr bables

A lot of women are reported to have refused testing for their babies or thamselves or to go E
through VCT for that matter. As'‘B'result they do not know their status. Women don't also come for ‘
follow ups and this makes it difficult for the clinic ta trace them. Some women are totaily refusing

their babies to take the PCR test. Some women even if they do test and get their resultz and are

positive they are not willing to disclose bacause they lack family support and they would rather

keep it to themselves. One clinic reported that young women espacially, do not want to test

S ,
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because they are scared of disclosing their sta‘tg}s. They also do not tast their babies after 6
weeks because most are born at home, Some young women don't want to test if they it is their
first pregnancy and if they are pregnant they dor't disclose to their husbands or farnily and opt for
formula feed. oo o

Mother don't want to test the bables for HIV (Kwa zanele)

Some women refuse to go throwgh VCT and a5 ¢ resuft they do not know thelr status (Ermeio
status) g

Women do not come for follow-up visils due to distance. HBC do follow-up's with them, some still
dor't turn up. Some wormen start ANC very late (at 32 weeks) (Secunda)

Some women are afraid to do PCR because they don't want to know babies status (Evander)
Some women do not disclose thqtf-status-so there is lack of family supporl. Women are not
accepting their status r due to stfigma. (Embalanhlie)

Some women do nof want to test. Some woman do not disclose thelr status, especially those
coming from other facilities (Embalenhie)

Young women do not want o test. There are a lot of babies who are born at home. Mother's do
not come in time for the 6 weeks for immunization, Lots of mother's mix feed (Amsterdam)
Some women do not want to test for the first ime. Women who are positive do not tell their
husbands and inlaws., Women opt for formila faéed in order to get it from the clinics (derby)
Women are afrafd of disclosing their stalus to thelr husbands (entornbe)

o

They don't have 1D document"'s' ’

it was discovered that some of the womean do not have id documents and they are coming form
countries outside South Africa: This as a result this led them to not qualifying for the free formula
supply. Angther reason is that Bhiidren born to women who don’t have id documents lead to
babies not having birth certificates as babies are delivered at homa,

Mother's who don't have ID'S because they cdrning fram other countries. As a result they do not
qualify to get free milk (MN cindi) '

Children who don't have birth certificates beca"'se their mother's do not have due to family

problems (like grandchildren belng raised by grandmother) (Kinross)
Low compllance h

) :

A number of issues around low &empliance wera mentioned including poor access to health
facility, not returning for follow-up‘visits, unwiltingness and ignorance about following treatment,
problems with youth and unrep'grted transfers.

Sometimes clients book late (Niazatshe 4, AL)

Some patients are from far away and only cortie for delivery. They do not come for follow up at
the hospital (Carclina hasp, ALHOS) i

Mothers who do not understand why PMTCT drug are given to unborn child. Arrive late for 1st
ANC visit - late HIV test. Few regort back after delivery (Nhiazatshe 6, AL)

Refarral o test for FHIV, Problems of disciosur_ef. Many "no comebacks" Clients do not come for
CD4 resulis as counselling at th‘a‘t.'staga was not adequate (Dundonald, ALCHC)

.

Challenges with staff

".'"':.-..i"-* :

Untralned staff

There is a lot of clinics who reported that they planty of staff members who have not bean trained
for any of the PMTCT services and would like to be trained. There are clinics that have only two
staff members trained on PMTCT services and this is making it difficuit to implement the services
fully. Some said they need refregher courses on PMTCT because they are unable to implamart
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PMTCT. Some clinics do not I'@;ivé dadicated space or equipment to Implement PMTCT services,
There is also the issue of understaffing which makes training difficult because clinics will not be
left with no one just because other staff members have training to attend. The untrained staff is
not clear about most things that PMTCT requires. The health personnal do not seem 1o ba i
interestad in PMTCT and are demotivated and need something to motivate them 1

The steff is not trained on PMTCT (Kwa chibi) -* .
Staff training - only two staff members are tralnad, Clinics is too small-there are lots of -
programmes happening al clinic, it is difffeult to implement all thiz at the clinic (Davel)

Lack of training of staff (Brayton)

The clinic staff needs to be traindd on PMTCT. More staff needed to focus on the programme
{Ermelo hosp) I .

Naot all the staff members are triined, only one sister is trained (Secunda)

Lack of fraining on PMTCT, It is also difficult to change the old nurses who have been doing
PMTCT work, to change, to change some of the things. Lack of sfaff to implement (Bethal hosp)
Lack of training for the staff (Enithonjeni) ;

Training for staff on PMTCT is critical (MN cindi)

Training courses on FMTCT fof.most staff. Upligte in training. No dedicated PMTCT space and
equipment (Sakhile) S s

Training is a challenge because sisters arg doling PMTCT work without training. There Is some
workshops done but due to shortage of staff it Is difficult to attend (First Street)

Going for training is difficult fol 'staff because of being understaffed in the clinic. Transport issues
for nurses to and from the clinig.(grootviei)

Staff needs to be trained on PMTCT (bulfour)”

The stalff is not trained on PMTGET as a resulf they are not clear about most of the things
(greyling) RS2 :

The primary heafth personnel are not shoWwing interest on PMTCT. Their morale is down because
they are not motivated by magament. The wellness staff is the one doing the work. The
infrastructure is not good; the clinfc Is small to accommodate all patients. Run short of test kit In
December but now is fine (siydthemba) 5

The staff is not trained on PMTfJ_T as a result they are not 100& service due fo lack of
information. The clinic structure.needs fo be improved, more consultation rooms are needed
(Nthorwane) -

Staff is not trained on PMTCT. {Amsterdam) -

Some staff is not trained on PMTCT (Entombe) -

Training is not enough.(AL) . .

More fraining is needed on VCT, PMTCT and ART adherence.(AL)

Dual therapy is & chaflenge expeoted to deliver a service not trainad for.(Pix)

Staff needs training /refresher courses. Staff annot "specialise” in PMTCT as the facility has
other focus areas (Pix Hos) [~

-,

M
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Understaffed =z -
Almost all clinics complain abotfbeing understaffed and having one or no VCT room at all. This
makes it impossible to implerment the PMTCT. services because of having few staff members.
Some clinics are one woman/mian run clinics and everything is dependent on one person and this
makes it strenuous for the indivigual to perform their duties fully. Again the sisters are
complaining that due to this Tactor staff is unablé to attend training/s because there are not a lot of
them at the clinics and if they &re'en training ne one is going to replace them. Although some
appreciated working under pressurg, it is not an ideal environment for many to work under those
conditions. : CRP . i

Understaffed. The clinic is small to provide all the services. There is only one VCT room-need
ona more (Kwa zanels) el :
Understaffing-It Is impossitle ta.implement this programme with few staff members {Emthonfent)
Understaffing is a problem. Doinot have HBC staff because there is na stiperd {(MN cindi)
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Shortage of staff-the sister hasfo do everything (Ermelo town)
There is only one professional.nurse, if she is sick the patients go back, there is & need for more
staff (New Scotland) . ‘;

Difficult to attend training because they are understaffed (evander)

The staff Is complaining about workload and al$o a increase In patients turn up (Embalenhle)
Thers is a shortage of staff to do PMTCT work: Due to understaffing, the staff does not attend
training refated to PMTCT.(Bethal town) _

Shortage of personnel ta provide PMTCT services, Capacity building of staff on PMTCT and
related courses (Trichard) A

We are short staff. Paople who go are not being replaced (Stanwest)

Understaffed, more stalf would be highly appreciafed. Health promoters must also be trained on
this bacause they haven't been trained (Mispel)

Shortage of staff-Most PN has not been trained on PMTCT and VCT. (Standerton hosp)

Staff shorlage means greater workioad (Sakhile)

There is a need for additional sfaff ta work on the programme {Sead)

The HAST coordinator invite all the staff to attend training, due to understeffing the staff does not
attend (Leandra) o Lo

The clinic is understaffed (kempwville) o

The staff is not willing to cooperate with the sister who is responsible for PMTCT services. (PR
hosp) ‘ :

There is a shortage of staff to implement the PMTCT programme (driefontein old)

No, we don't have enough staff. We need a sister and more nurses and a clerk (Kwa ngema)
Short staffed is not helpful as welf; (Pix Hos) -

Lack of support and supervl'gﬁﬁ_ from clinig supervisors
i "
A number of clinics reported a lack of support and supervision from clinic supervisors.

don) »
No support from clinic supervisgrs, only visit when they need something from the clinic
(Viakpisas, AL) 2o '
No support and motivation frorrsupervisors (Haartebeeskop, AL)
Coordinators do not do superviion, Very little support from PHC co-ordinators. Staff attending is
workshops but with no implemantation. Workshops affect productivity of the facility. Not going
well, Cannot do all that is requifed on the PMTCT programme. Workload that is prohibiting.
Trained staff does not share -wi(;p other. Staff riot trainad refuses to participate / learn from trained
staff. (Pix) . L
No visits or support from the co~ordninators. (Fix)

Improvemaent of PMTCT i

Table 2 gives an overview oi‘ si{géestions made by participants on the improvement of tha
PMTCT programme, ' -

2a) Health policy : 1i.2b) Health services 2¢) Cllents
Cual therapy - " Training of steff Community awareness on
T Bk PMTCT

Improve system of referral & || Provision of guidelines Establish support groups
follow-up -1 N
What can be improved .| Additional staff

| Improve stocks

-Provision of computars and/or
| &lectronics -

Improve health policy "I*“'.j . ' i
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Dual therapy

Implementation of dual therapy_.#' Dirkiesdorp

Kl

Improve system of referrat &'follow-up
There was a need identified to improve referral services
HBC trace patients. Special refarral forms used (AL)

Reafarral system from hospital to clinic

Folttow-up and home visits

+

What can be improved?

Most clinics expressed that thef( have one VCT room and that the clinics are small. Infrastructure
must be improved or extended, There is shortaga of milk most of the time and sometimes
shortage of Nevirapine. :

Only one VCT room and thera are two counsam::rs, as a result they have to wait for sach other to
maintain privacy (Kwa chibi) :

Building of a proper clinic because currently they are using municipalily house (Kwa chibi)

More consulting rooms (Kwa zansle)

improvement of the building (Skindile)

Infrastructure improvement (New scoland) (F'R town)

Extension of facility (Evander)

Extend the building (Kinross) .

Upgrading admission system (Embalenhla)

Clinic infrastructure needs improvement (Kempwlle) {Nthorwane)

Tralning of staff

Thirty one (31) clinic managers sald they want their staff to attend training on most of the PMTCT
courses offered.

Kwa chibi, Kwa zanele, Daval, Emthon;em MN Cindi, Breyton, Ermela hosp, Slindite, Secunda,
Bethal hosp, Evander, Kinross,- Evander hosp, Embalenhie, Leandra, Sead, Bethal town, First
Street, Trichard, Sakhile, Morgénzon, Bulfour, Greyling, Siyathemba, Nthorwane, Kempville,
Dirigfontein old, Driefontein new, Amstertfam Derby, Entambe

Traning on dual therapy, (F’;x)

More workshops or inservice training ( Wakpiaas AL)

Training for ail staff for afl programmes entalled in PMTCT. Co-ordinators to update nurses in the
clinics at all times (Moolplaas, AL)

Training on PCR (Dundonald, ALCHC)

General stalf including cleaners need (o be Informed of PMTCT. Training of staff. A staff member
to deal with youth. Only one such staff {youth counseﬂor} arrantly avalable. (Pix)

P 3
. A .

Provision of Guidelines ,

Some clinigs still do not have s'bt:ne protocols and guidelines and would appreclate it if they given
to them. .

Protocol for HIV positive women delwery (Berha! hosp)

Provide PMTCT guidelines (Br'qyfon) {Bulfour).

et
.
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Additional staff
The following 20 clinics said the:-y would 3ppl‘3éi:ﬁlt9 additional nurses and lay counselors

Kwa chibi, Kwa zanele, Davel, émthonjeni, MN Cindi, Breyton, Ermelo hosp, Slindile, Secunda,
Bethsl hosp, Evander, Kinross, Evander hosp, Leandra, Sakhile, Morgenzan, Grootvigl,
Sivathemba, Bulfour, Thanda '

More professional nurses 1o be employed (Haarlebesskop, AL)
Ermployment of all categories in the clinlc (Mooiplaas, AL)
More staff neaded especially enrolied nurse (Glenmors, AL)
More Staff, LCs on permanent payroll. (Tjakastad, AL)
Another LC, a& male, (Eerstehodk, AL) .

Improve stocks o L
"' Iy -
Stocks and supplies o .
Many Indicated the importance of regular supply of infant formula, but also availability of stock
and equipment. -
Get AZT in stock (AL) e |
Milk should be supplied monthly (AL)
Reguiar supply of formula (AL), . :
To have lest kits and confracegtion in maternity ward, af the moment the tes! kits are kept by the
laycounselfors and they do ot werk on weekends. Drugs are kept in the phamarcy {Pix Hos)

Embalenhle — milk
Leandra - milk & PCR
Bethal — itk
Stanwest — milk
Mispel - milk

First street — milk
Msimango — milk .
Nthorwane - itk L 2
Dirkiesdorp ~ milk o

T

-

Provision of Computers or elactronics
Siyathemba needs a computer .
PR town needs ordinary clinic equipment

o i
Improve on clients - .
Community awareness on PMTCT

A nurmber of clinics mentioned the need for increased community awareness about PMTCT.

Emphasise importance of PMTCT to the community as a whaole.(AL)

Educating the mothers more about HIV, Training more people to give health talks during ANC
vigits (AL) - :

Booklets/ to gve to clients pamphiets or leaflets. (Pix)

Clients receiving CT are under the mpression that staff know their status even before HIV test.
Causes clent enxiety, that is a-challenge for staff to deal with. Post - test pastive mothers need

-t

-
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extensive post test counseliing .and rea.ssurances. " Ra-assure them that this is not the end of the
world". {Pix)

Would like to involve youth in F'MTC T and other HIV activities (Pix)

Awaraness days abouy PMTCT to the community more especially to teenagers, (Pix)
Estabishment of clinic committée. The clinic has tried twice but failad because people ara
expecting payment.(FPix)}

Eztablish support groups
A need to establish support groups was expressed.

Suppor groups of possitve mothers to be established (Pix Hos)

o

ot of
o
b
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1. INTRODUCTION

This is the report for the rapid baseline assessment that was conducted in the 7 sub-districts of
Gert Sibande District between the period of May 2008 and January 2009. The report outlines just

one part of the assessment i.e. the indicator results for the seven sub-districts,

A total of 75

facilities were visited in the following sub-districts: Msukaligwa, Goven Mbeki, Mkhondo,
Dipaleseng, Albert Luthuli, Pixley KaSeme and Lekwa. The table below shows the names of the
facilitias visited in each of the five sub-districts.,

Dipales ‘ |

t

i
1

No | Alhert Luthull Mkhondo - Goven Msukaligwa | Plxley Lekwa sub-
Sub-district Sub-district Mbeki sub-district | KaSeme sub- | district sub-dis ;
- sub. district
T district ;
1 Eerstehoek clinic Amsterdamiclinic | Secunda MN Cindi Vukuzakhe Standerton Balfour
o clinic ¢linic clinic hospital clinic
2 Kromdraai clinic Derby clinlq"l - Evander Davel clinic Wakkerstroom Mig-pel Ntoroan
~o clinic clinic
3 Viakplaas clinic Driefontein new Kinross, Ermelo TLC | Perdekop CHC | Morgenzon Greyling
stand clinic®. clinic % clinic
4 Maooiplaas clinic Dirkiesdorp clinic | Embalénhle | Emthonjeni Volksrust clinic | Sakhile CHC | Grootvle
T clinic | clinic
5 MNhlazatshe no. 4 Draifontein old Tricharedt Brystan Arnajuba Church street | Sivather
clinic stand clinié ~~ | chinic "+ | clinic Hospital clinic clinic
& | Nhlazaishe no, 6 | Isweps clinic: Leandra | Kwa-Zanelé | Elsie Baliot MS
clinic : clinic . clinie Msimango
7 | Tiakastad ¢linic Ngema clinic . Bethat | Kwa- Amersfoort Stanwest
Town elinic | Chibikhulu clinic clinic
o clinic
8 Badplaas CHC Ntornhe cliriic First street | New Daggakraal
clinic 7 | elinic Scotland CHC
‘ = _ clinic
9 Haartebeeskop Kempville clinic Sead glinic | Silindile Erxamokuhle
clinic ot ' clinic clinic
10 | Bettysgoed clinic Thandukukr.\a.hya Evander Ermelo
clinic hospital hospital.
11 | Glenmore clinic Mkhondo Town Bethal -
clinic T hospital
12 | Swallownest clinic | Piet Retief .- '
hospital - * "
13 | Dundonald clinic D
14 | Mayflower S :
‘:,-; 34
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Dlpalos ‘

No | Albert Luthuli Mkhondo . Goven Msukaligwa | Pixley Lekwa sub-
Sub-district Sub-distrlct._ . Mbekl . | sub-district | KaSeme sub- | district sub-dis
C sub. district
district
15 | Fernie 1 clinic '
16 | Fernie 2 clinic N
17 | Diepdale ciinic
clinic .
18 | Carolinea Town
Clinic i
19 | Carolina Hospital .
20 | Slovela clinic i
21 | Embuleni Hospital '
2. METHODOLOGY . :

+

Frior 1o the clinic visits, appointments were made with the HAST coordinators for the seven (7)
sub-districts. The HAST codrdinators informed the sisters In charge of the various clinics about
the PMTCT rapid baseline assessment. About three HSRC researchers conducted the interviews
with the sisters in charge in the above 75 facilities. Confidentiality issues were explained and the
sister in charge was requested to give inforrﬁed consent before the interview proceaded.

Az parl of the PMTCT assesament data was collected from the Case Registers (CR) in the
health care facilities using a_ tool that was developed with data elements for the PMTCT
programme. A Professional ‘Nurse (PN} who Is In charge of the FMTCT programme was
requestad to provide the researchers with all the registers that has PMTCT data, and monthly
Summary Sheets (35). The dnstrict information manager was alzo requesied to provide DHIS
data for the period assessed. Using the data elements, patlent counts were done by the
researcher and professional nurse for the menth that was being assessed. Below are some of
the PMTCT registers that were perused in order to get the monthly figures for the indicators:
PMTCT register, tick register, 'drug register, PCR register, and CD4 count register etc. In order
to check data reliability and.validity, the information obtalned from the case registers was
compared with the informatian recorded on tha monthly summary sheet and DHIS.

3., INTERPRETATION OF TH_E;INDICATDR RESULTS OBTAINED FROM THE CASE
REGISTERS AND THE MGNTHLY SUMMARY SHEET PER FACILITY

3.1 PMTCT INDICATORS ANﬁ"-"D.'ATA ELEMENTS FOR MSUKALIGWA SUB-DISTRICT

Msukaligwa sub-district has & total of 8 PMT‘ET clinics and 1 hospital. Table 1-3 below shows
data that was captured for the fouuwmg indicatars; ANC & PNG, Maternity Indicators and infant
indicators. The data elements presented in different tables throughout this document also include
data from DHIS on the followirig. indicators: number of 1" ANG visit, number of HIV+ women with
CD4 results and number of HIM+ women recelvlng ART. The DHIS deta received did not reflect
maternity and infants indicators, -
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Table 1 below shows the data efements' that are recorded in the ANC & PNC Indicators far the
period of October 2008 in Msukaligwa sub-district:

_"-@‘*':,g«f' Tkt i el &
i K ." ‘
RN ; |t g | it g 5
1. ANC: &PNC- T By |7 s S 5 s i b I s TR I | e
(1) No. of 17 ANC visit 39{37) | 22{33} | 165{18 | 12(16} 018} | 39{ar} [ 5{13} | 61{72] |7 1{1} |
80 33 |9 14, 12 67 - |12 0 10 0 1
{2) No. women 39{0) | 22{=20}.|" 12{12} [e1{s ]} 39{47) | 5{12} | 6170} | 8 1{1}
counsslled for VCT N
(pre-test counselled) 8 E
(3) No. ANC tastad for 3938} | 21{15} ;:' C 12{12} 0{23y | 39{31) | 5{12} | 61{60} | 7 1{4} :
HIV L i
(5) No. of women 14{15} | B(B} ], 4{4} {6} 10{12} | 2{7} 17{15} | 3 1{1} e
tasting positive = r - o
{6) No. women retestad | 0{0} 0 ol 0{0} - 0[O} o{0} 1{0} 3{0} 3 0 ;
(7) No. women testing {0} 0 % {0} {0} o0} 0{0} {0} 3 0 l j
positive on retast h P
(8) No. of HIV positive 0{0}0 | 0 2{0}. 0 0{0y0 | O{0} O | O{0}0 (O{38} |0 O l :
women with CD4 result 0 | .' 0 i
{8) No. of HIV positive 0{0}0 | O el 0{0] 0 {00 | 0010 | 9010 |0{230 | O .
women receiving ART . S £
(10) No. HIV pasitive 3{0} ] B 2{0} 0{0] 0{0} 50} 0{2} 0 ‘L
women with CD4 cell - P
count under =200 i . ‘
(11) No. AZT courses 0{0} 0 10 o0} 0{0} 0{0} 0{0} o{0} 0
dispensed to pregnant I3
women at ANC ol ‘
(12) No. of NVP tablets | 12{12} | 7{6} - | 6{6} o{ay 8{8} 5{6} 2{3} 1110} | 1 :
dispensed to pregnant _ o ‘
women at ANC -
{13) No. pregnant {0} N R 0{0} 0{0} {0} {0} 0{0} a
women receiving o
prophylaxis — bactrlm

311  ANC AND PNC INDICATORS -
Below is the interpretation for tha indicator reslilts shown on Table1.

No. of 1*' ANC visit ) ,

In all Msukaligwa facilities, data recorded on the CR for the 1% ANC visit does not tally with data

recorded on the monthly 55 and the DHIS. Forlinstance, MN Cindi ¢linic: has 61 15 ANC visit
recorded on the CR, 72 on the"r‘hcinthly 55 and DHIS has recorded 0. Kwa-Zanale has not

LS

! The first figure represents the data tiw_._t'ﬁaas obtained from the case registers (CR) and the two figurcs in parentheses
one represents data obtained from the manthly summary shects (55) and the other one data from DHIS. The data
elements highlighted in red are those thal do not tally i.e: data from CR do not tally with data recorded on the monthly
5% and DHIS. L )

"
T
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recorded 1% ANC visits in the ci& but they have recorded 18 on the monthly S8 and the DHIS
shows 12 patients recorded. - ‘

No. womean counselied for VGT - . ‘

In tarms of the women counselled for VCT, Breyten, Kwa-Zanele and New Scotland clinics have
recorded data correctly because they have similar figures recorded in both CR and monthly 55.
The rest of the facilities (Ermalo TLE, Silindile, Emthonjeni, Davel, MNCindi, and KwaChibikhulu)
have recorded data that does not tally on both CR and monthly S8,

Number of ANC tested for HIV :
in terms of the number of ANC who tested for HIV, Breyten clinic has captured data accurately
because they have recorded 12 clients in the CR and 12 in the 35, All the remaining ¢linics have

recorded data incorrectly in both the CR and S5, P

No of womaen tested for HIV | o
Kwa- Zanele has recorded data very poorly because in the CR they have recorded 0 and in the

58 they have recorded 23 clients. A P

Neo. of women testing positive . i
Almost all the ¢linics under recerded data in the CR and ovar recorded data in the monthly 55
except for Sllindile clinic (8/8), Breyten (4/4) and New Scotland (1/1).

No. of women re-tested ek it

Ermelo TLC, Breyten, Kwa-Zarigle and Emthdnjeni have recorded accurate data in both the CR
and S5 i.e. they have recorded® ih both CR and $8, indicating that women did not retest in the
month of Octoher 2008, S o .

No of women testing positive or ratest
All the facilities have recorded (in both the CR and the monthly 53 except for Kwa-Chibikhulu
with 3 clients only recorded on the CR.
No of HIV positive women with CD4 result

MNCindl clinic has over recorded data in monthly 85 with 38 and 0 in both the CR and DHIS.
Breyten clinic has recorded 2 patients in the CR and there is 0 in both the 58 and DHIS data.
The remaining facilities do not have data on this.

No of HIV positive women receiving ART *"

All the facilities have recorded O in the CR, monthly S8 and DHIS excapt for Davel clinic which
has over recorded in the monthily SS. '

No of HIV+ woman with CD4 &éll count under 200
Ermelo TLC, Breyten and Davel clinics have over racorded data In the CR and they have

recorded 0 in the 55, T

¥
¢

P : i

S f

No. of AZT courses dispensad to pregnant women at ANC |
All the facilities have 0 records;ih both CR and monthly S3. ‘

No. of NVP tablets dlapansei‘.ﬁ- pregnant women at ANC
The data on the issuing of NVP-iablets mgly tallies in Ermelo TLE, Ermelo Hospital and Kwa-

Zanele facilities, The rest of thp data recdtded in other facilities does not tally. .
No, of pregnant women racqh{lpﬁug propl}nyla":‘(l's-bactrlm :
There is no data in all the facilities on this. %

e
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31.2 MATERNITY INDICATORS

-l
-F

Table 2 below shows the data élements that are recorded in maternity indicators for the period of
October 2008 in Msukaligwa sab-district:

‘g'l n :ﬁvﬂ\ ; “i:wmﬂ‘ gt nm;‘x‘r‘;\p‘: e o e e g “\‘\M B :‘: 3;r_,514§£{£{"';" YA
| ] i
J h ; %::
: i
. i
AR
A i i R [T
(1) No. women 16430}
established positive {at : -
delivery) R
(2) No. women on ART B 0{0}
at delivery vl C
(3) No. women on AZT AR ooy
> 4weeks B s
{(4) No. women on AZT s 0{0} -
<dweeks HE :
{5) No. of sdNVP tablets v 6{6}’
issued in labour ward o e
(6} No. of infants given R 49{39}
NVP and AZT I ©oorEs
(7) No. HIV positive o 19{24}
muothers choosing to S vy
formula feed .
(8) Live hirths to wornen 1 55{39}
with HIV L ‘%
(9) No of family planning e 30}
issued postpartum - L
Table 2: Matarnity indicators . . i

Table 2 above shows that only Ermelo hospital has recorded data on matarnity indicators. The
data elements that are recorded in the CR do not tally with the data recorded in the monthly S5.
For instance, the number of women established positive at delivery, 84 patients were recordad in
the CR and 39 in the monthly 55. On the number of infants who received NVP and AZT, they
have aver recorded 48 Infants in the CR and 38 In the $5. However, there is tallying data on the
following indicators: number of women at ART. delivery (0/0), number of women on AZT>4 weeks
and aver 4 weeks (0/0), numbet of sdNVP tablets issued in labour ward (6/6).
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3.1.3 INFANT INDICATORS
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Table 3 balow shows the data elements that afe recorded on Infant indicators for the period of
October 2008 in Msukaligwa sub-district:

.

The results for Table 3 are inte’rprated as follows:

v

T e .HH?“-‘EE;.".;’F’;';; :_.|_'-.¢: T
e &
. 2 L
i 1) v
‘ e ggea -
R InTants e e L B S L T 0 e ‘ e AR L
(1) No. of HIV positive mothers o{0} |6 0{0} 0{0} {0} {0} 0{4} 0 4 b
presenting at EPI (Expanded “ L L
Programmaea on Immunisation) v T
clinic at the six week visit ol !
(2) No. PCR tests done by ihe six | 0{0} |6 | . | 0{0} | 0{0} | 3{(5} T0(0; | 12{12) |0 |1 |
week immunisation visit e !
(3) No. PCR tests positive at EPI | {0} |1 ;| {0} {0} 0{0} 2{0} 2(2} 0 0 I
clinic i b
(4) No, PCR tests given to o[ 10 | .| 0{0r |o{0r |ofoy 10{0y | 0{0) 0 |0 3
mothers at EP| clinic SR P
{5) No, mothers established o) [0 |. [0 o[ [|o0) 0{0} 120y |0
positive 1 ‘ : f
(8} No. mothers establishad o{0y .1 0 | O{0) 0{0} {0} {0} {0} i
negative . = 4 1
{7) No. of HIV exposed infants o0y '1 O B 1) {0} 2727} 15{8} 7{8} 3 ¥
exclusively formula fed S L o
{8) No. of HIV exposed infants ooy | 0 CLo{10} | 0{0) 10{18} | O{0} 6} 2
axclusively breast fed ]
(2} No. of HIV exposed infants 00}, | O , 1.0{0} 0{0} | o{0} 0[O} 0{0}
axclusively formula fed (recall e ke
period = last 24 hours) L .
{10} No. infants referred to ART | 0{C}i 1 0 X ({0} {0} 0{0} 1{0] 0{0}
sita ) ‘ i

No. of HIV positive mothers presenting at EPI (Expandad Programme on Immunisation) .
clinic at the six week visit . C P
Ermelo TLC, Breyten, Kwa-Zarialé, Davel and Kwa-Chibikhulu have 0 records in both the CR and '
the monthly §8. Silindile and New Scaotland have recorded data on in the CR and nothing in the

5$5. MNCindi has under recorded in the CR., ;7.

No. PCR tests done by the six week Immunigation visit

Only MNCindi has recorded data that tallies in both the CR and the monthly 55, Ermelo TL.C,
Brayten, Kwa-Zanele have 0 regords in both the CR and the monthly S5. Emthonjeni has under
recorded data in the CR and Davel has over recorded data in the monthly $5.

No. PCR tests positive at EPiiglinie * *~
o N




Only Silindile and Davel clinic have recorded inaccurate data for both CR and monthly 85.
MNCindi has recorded tallying dhta for both Cr and the monthly S8,

No. PCR tests given to mothif at EPI clinic .
All the clinics have recorded 0 data in both tha CR and monthly S8 except for Davel clinic which
has recorded 10 in only the CR. . "
No. mothers astablished posltivo
All the clinics have recorded 0 data in both the CR and the monthly 58 except for MNCindi clinic
which has recorded 12 in the CR only.

'H. '_‘ 1
Neo. mothers established rlagatlve
All the clinics have recorded 0 data inthe CR and some have no racords on the monthly 88,

No. of HIV exposed infants ax_s‘:i_uslvaly formula fed

Only Emthonjeni clinic has recdrded accurate data for both the CR and monthly SS. The
remaining facilities have under. recorded or over recorded in both the CR and monthly 55,

No. of HIV exposed infants axnluslvaly braast fed
Ermelo TLC, Kwa-Zanele and Davel have 0 records In both the GR and monthly SS. Brayten and
Emthonjeni ¢linic have over rec_ord_ed data in tha 55.

N, of HIV exposed infants exclusively formula fed (recall period = last 24 hours)
Kwa-Chiblkhuly and New Scotland have no data in both the CR and 88. The remaining facilities
have recorded U in both the CR and 55. D
No. infants referred to ART slta i’

Only Davel clinic has referred oné infant to the ART site but they did not record data in the
monthly $8. The remaining facilities have recorded 0 in both the CR and 38,

CRCTRE
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32 PMTCT INDICATORS AND DATA ELEMENTS FOR MKHONDO SUB-DISTRICT

Mkhondo sub-district has a lotalio‘f 11 clinics an;d 1 hospital, Tabla 4-6 below shows the data that
is racordad in the following indisators: ANC & PNC, Maternity Indicators and infant indicators for .
the period of November/ Decembear 2008: Lo

Tablae 4 below shows the data elements that arerecorded in the ANC & PNC indicators for
Mkhondo sub-district: :

A %. b . L . . Lo

(1) No. of 1 ANC | 12{10} [ 17{58} [ 32{43} [ 11{13 | &{(6) | 60{60 | 34(52} | 36{31} 33{23}
visit 11 12 28 <312 23 } 37 38 32 14 110 }30
(2) No. womaean 12010y | 17{58} [ 32{d3}, [11{13 | B{8} [ 60{60} | 34{52} | 36{36} | {10} 33{23} | 21{28
counselled for ) oo

VCT (pre-test
counselled) v |- .
(3) No. ANC tested | 12{10} [ 17{50} | 32{14pt [ 11{13 | 8{6} | 60{53} | 34{32} 330y | 910} 33{23) | 21{18
for HIV L T
(5) No. of women 5{2} &{9} 5{14} © 1 4{4) 4{43 | 24{21} | 19{43} [ 11{15} | 2{3} 241{12} | 8{9)
testing positive A !
(6} No. women 0{0} 0{0} 2713y | o0} 2{2}, | 21{0} 040} 0{0} o{0} {5} o{1}
retested : [

{7) No. woman 0{0} 0 0{13} * | 0{0} 2{2y | 13{0y | O{0} 0{0} 0{0} o{5} 81{s))
testing positive on "l
retest L

(8) No. of HIV 0{0} 1 0{9r 12 | 6{8} 13| 1{4} | 0{4} | 13{9} 0{43} 0{15)} 0{3}0 oO{12} 0{0}
positive women w | 3 N 4 19 28 16 15
with CD4 result i .
(9) No. of HIV 0{0} [¥] 0 ~Tofoy |0{0) |0{0}0 |0{0}0 | O{0}0 0{0}0 | 0{0}0 | 0{9}
positive women 7 ';‘-:' 0 0 )

receiving ART i ) B

{10) No. HIV 0{2} {0} 0{0} « |0{0} o{e} | 3{0} 0{0} 0{0} 0 0{0} 0{0}
positive women SRR N

with CD4 cell o
_count under €200 | ‘

{11) No. AZT 0{0} 0 0{0y .t {0} 0{0} | 0{0} o{0} 0{0} a{0} 0{0} {0}
courses dispensed Ol
to preghant ) . L
women at ANC £ , : |
{12) No. of NVP o{2} 79} 12{14} T} 0{0r | 4{2y [ 13016} | 12{13} | 946} 040] 12{4} 0410}

lablets dispansed L

to preghnant i : .
womaen at ANC ‘ o

(13) No, pregnant | 0{D} {0} o{0r | KO of{a} | O{0} 0{0} {0} 0{0] 0{0} 0{0}
women receiving L -

prophylaxis —
bactrim

r»
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3.21 ANC AND PNC INDICATORS

No. of 1* ANC visit 2

Data recorded in the CR, monthly 88 and DHIS for almost all the clinics is not accurate, Data
recorded on the CR and monthly S35 for Derby (6/6) and Amsterdarmn clinic (60/60) tallies but it
has been under recorded In theg, DHIS records. The remaining clinics have also either over
recorded or under recorded in the CR, the monthly 5 and DHIS. Piet Retief Hospital has no
data on this. : )

'y

[

No. women counselled for VCT :
QOut of the 12 facllities, only Derby (6/6), Amsterdam (60/60) and lswepe clinic (36/36) have data
that is accurate for both the CR and the monthly 55. The remaining clinics have either over
recorded or under recorded in both the CR and the monthly S5, Piet Retief Hospital has no data
on this. y : .

Pl

Numbar of ANC tested for HIV | L

Derby and Iswepe have accurale data in both the CR and the 38, the remaining clinics have
either over recorded or under recorded in both the CR and the monthly 55. Piet Retief Hospltal
has no data on this, .

No. of women testing positive SR
Ntombe and lswepe clinic (4/4}:have accurate figures for the CR and the monthly 5. The
remaining clinics have sither overrecorded or under recorded in both the CR and the monthly
S8. Piet Retief Hospital hospital Has no data on this.

No. of women re-tested K

Dirkiesdorp, KwaNgema, Ntombe, Ethandokukhanya, |swepe, Driefontein Old stand clinics have
0 records in both the CR and monthly $5 and Derby c¢linic has recorded 2/2 in both the CR and
55. Driefontein New stand, Town clinic, Kempville, and Amsterdam have over recorded or under
recorded in both the CR and the monthly 85. ;Piat Retief Hospital has no data on this,

No of women testing positiveion re-test’ -

Almost all the facilities have 0 data in both the CR and manthly S8 except for Derby elinic which
has recorded 2 clients in both the CR and $8. ‘Kempville, Amsterdam and Driefontein New stand
have over recorded or under recorded in both the CR and the monthly $8. Piet Retief Hospital
has no data on this. Cow

L
)

No of HIV positive women willi CD4 result -

Only Derby clinic has data that tally in both the monthly 55 and the DHIS, The remaining
facilities have either over rec'orq:d or under recorded in all the three data capturing systems, Piet
Retief Hospital has no data on this. .

No of HIV positive women recelving ART:

Almost all the clinics have O refords for this except'for Kwa-ngema and Derby clinic. Data has
been aver recorded in the DHIS, Piet Retief Hospital has no data on this.

No of HIV+ women with CD4 ¢sll count under 200

Armsterdam and Dirkiesdorp clifiic have either over recarded or under recorded in both the CR
and the monthly. The remaining-facilities nave tecorded 0 in both the CR and the monthly 88 but
Piet Retief Hospital has no dats__!;or'r.this.

No. of AZT courses dispensad to pregnant women at ANC
There are 0 resards in all thé fagilities. Piet-Retief Hospital has no data on this.

No. of NVP tablets dlspansé&tp';'braganhnt women at ANC




LSl

~ .
PR

e
-

-r\ '
]

The issuing of nevirapine has baen aover racm?géd or under recorded in the CR and the monthly . ‘
55 in almost all the facilities. Ntombe and Driefontein old stand has recorded 0 in both CR and ’
38, Piet Retief Hospital has no data on this. + .

No. of pregnant woman recawlhg prophylaxis-bactrim

Almost all the ¢linics have O records on both CRand monthly S8 except for Kwa-Ngema clinic
which has over recorded in the CR and under recorded in the 55, Piet Retief Hospital has no
data on this. ' ‘

3.2.2 MATERNITY INDICATORS

Tabla 5 below shows the data elements that are recorded in maternity indicators for Mkhondo
sub-district: :

{1) No. women establishad . N 3 0{65}
positive (at dalivery) oA .

(2} No. women on ART at N R 0 4 040}
delivery L #

(3) No. women on AZT = “t o 0 0 0{D}
dweaks L X

{4) No. women on AZT B IR .o i} o{M
<dweeks L

(5) No. of sdNVP tablets O N 4 22{14}
issued in labour ward LN -

(6) No. of infants given - 0 4 35{61)
NVP and AZT i

{7) No. HIV positive mo I 0 8{0}
mothers choosing to S :

formula feed -

{B) Live births to women S .| 7{3} 4 0{0}
with HIV ok ",

{9) No of family planning Ch ' {0} 0{0)
issued postpartum L -

Table 5 above shows that only Amsterdam,. Driefontein new stand and Piet Retief hospital have
recorded data on maternity indi¢ators. The data elements that are recorded in the maternity
indicators do not tally at all in these facilities.” It is only a few cases whereby Piet Retief hospital
and Amsterdam clinic have zarg')}ta_llies for both CR and 385,

R
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3.2.3 |NFANT INDICATORS® " "

o :
Ta;rlo & below shows the data elements that are recorded on infant indicators for the Mkhondo
sub-district: . Y

o

f HIV positive (o} | 0{0} | 00} 0{0] 0{0}
mothers presenting at EFI ‘ W o
(Expandead rogramme on i
immunigation) clinic at the e |
six week visit Lt |
(2) No. PCR tests done by | 0{0} [ 2{2} | %0} | Q{0} - 3{3} 203} [o{1r [o{1y |11} | 14 | 2{0}
the six week immunisation k-
vigit . -
(3) No. PCR tests positive | 00} | 1{1y | 640} | 0{@} *| 3{3} 0[0r | o{1t | 0{0y | OO} | 0{0] | 0{0}
at EPI clinic T .
(4) No. PCR tests givento | 0{0} [0 {0} 1 0{0y | 00} 0{0y | O{0} | 0{0} | O{0}
molhers at EP| ¢linic B v
{5) No. mothars oy |3 ooy | o{0y | 00} o{0} [ofoy | 12{0} | O{0}
established positive o o
(6) No. mothers ooy |0 0. 00} | o{0} {0} | {0} | oo} | O{Q} {0}
astablished nagative s )
(7) No. of HIV exposed ROy |0 3 10{0; | 14{0} B{o} |0 o{0y | 14{0} | 40} | O{0} :
infants exclusively formula ' b
fed N :
(8) No. of HIV exposed ooy (0 g 7 1 0{0) | 0{0} 5{0} |0o{0} |00} |o{0} |o{ |0}
infants exclusively breast o ‘|
fed e &
(9) No. of HIV exposed o0y 10 - | O {0} | O{O} 0{0y |00} |o{oy |Of0}y |Of0y | OO}
infants exclusively formula o o,
fad (recall period = last 24 Lo s
hours) 1o 4
(10) No. infants referred to | 0{0} ; O Q- 0{0} -1-0{0} oo} [ofoy [0{0} |00 |0{0 | {0}
ART site £ Crl

No. of HIV positive mothers presenting at EPI (Expanded Programme on Immunisation)
clinic at the six week visit = - T

Tablo 5 above shows that all the facilities have recorded 0 in both the CR and the monthly §5.
However. Kwa-Ngema clinic (2/2) has recorded data that tallies in both the CR and S5. Piet
Retief hospital has no data on iHis.

No. PGR tests done by the si:‘:!waek immunisatlon visit

Only Kwa-Ngema (2/2), Derby cfinic (3/3), Dirkipsdorp and Ntombe ¢linic (0/0) have recorded
data that tallies in both the CR and 8. Other faclliies have elther over recorded or under
racorded In both the CR and 55, -Piet Retief Hospital has no data on this,

No. PCR tests positive at EPI'elinic 3

Almost all the facilities have tallying data in both the CR and 55 except for Ethandakukhanya
which has recorded 0 in the. CR¥and 1 in the monthly 5. Piet Retief hospital has no data on this,
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No. PCR tests given to mothdrs.at EPI clinic’
Driefontein new stand, Town cliffic and Piet Réfief hospital have absolutely no data on this. Other ‘
facilities have recorded 0 in both the CR and 53,

No. mothers established positive L

Dirkiesdorp, Kempville, Ntombe,.Dirby, Amsterdam, Ethandokukhanya and Driefontein old stand
clinics have racorded 0 in boath CR and 88, Kwa-Ngema did not record data in the monthly 55.
Iswepe clinic has recorded 12 inthe CR and.0 in the 85. Driefontein new stand, Town and Pist
Retief hogpital have abgolutely fio 'data on thig.

No. mothers established negitive R
All the facilities have recorded € an this except for Driefontein new stand clinic and Piet Retief
hospital who have absolutely no data on this. ..

MNo. of HIV exposed infants eﬁfiusively formula fed
MNiombae (10/0), Derby (14/0) anP_Drlefonteln old stand (14/0) have extremely over recorded data
in the CR and have 0 records irnthe monthly 55. Only Iswepe and Town clinic have recorded 0 in
both the CR and 55. Piet Retigf hospital has apsolutely no data on this.

o .
No. of HIV expesed infants exclusively breast fed
All the facilities have recorded ,Cﬁi'n both the CR and monthly 53 except for Kempvila clinic which
has only recorded 18 in the CR and nothing in the 83 and Amsterdam 5 in the CR and 0 in the
55. Piet Retief hospital has abgolutely no data on this.

No. of HIV exposed infants a)(:;;.,l,uslvely'formula fed (recall period = last 24 hours)
All the facilities have recorded O{Tin.buth the CF\'_ and 35. Piet Retiaf hospital has absoclutely no

data on this, Sy . .

Na. infants referred to ART sité '
All the facilitias have recorded 8% both the CR and $8.
L R .

PR
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3.3 PMTCT INDICATORS ANUZ DATA ELEMENTS FOR GOVAN MBEKI SUB-DISTRICT

Govan Mbeki sub-district has atotal of 9 pllnlk;s and 2 hospitals. Table 7-9 below will show the
data that was captured for the fbllowing indicators: ANC & PNC, Maternity indicators and infant

indicators for the period of November/ December 2008. Table 7 below shows the data elements
that are recorded in the ANC &:PNC indicators for Govan Mbeki sub-district:

Table _7-

ANC & PNC i

K
visit

22{26}
33

} 31

72{10 |

4} 98

" 36{73}
56

44{57}
3

(2) No. wormen
counselled for VCT
{pre-test counsalled)

32

12{20

72{104
}

44{57}

(3) No. ANC tested
for HIV

27(26]

12017 |, 12{24

T2{52}

28{36}

44{35}

{8) No. of wormen
testing positive

HT

3!
ECSIES

28{22}

5{9}

14{11}

(8) No. womean
retasted

135

0{0}

40

(7} No. women
testing positive on
retast

56

o{o}

12

(8) No. of HIV
positive women
with CD4 result

14
DHIS

‘DHIS

0(-)
13

0{16}
4

3DHIS

50
10

(9) No. of HIV
positive women
racelving ART

56 (0)
Q

{10) No. HIV posltive
women with CD4 cell
count under 5200

0

(11) No. AZT courses
dispensed to
pregnant women at
ANC

(12) No, of NVP
tablets dispensed to
pragnant women at
ANC

{0}

33 |, 46T

8{7}

)

{13) No. pregnant
wamen receiving
prophylaxis — bactrim

L- - 5{0}

29

23

334 ANC & PNC INDICATORS
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No. of 1" ANC visit

The above table 7 illustrate the h

igh level of inaccuracy in data recording for most of the Goven

Mbeki facilities. This is clearly shown in Embalenhle CHC that has under recorded data In the CR

s
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with 72 1* ANCs and over recorded data that does not aven tally in both the monthly S5 and
DHIS (104/98), it is followed by,Leandra (36/7:3438), Secunda (44/57/3), Sead (32/26/33) and
Evander clinics (26/31/44). Firat street clinic has only recorded data in the CR but not in the o
monthly summary S5, but surprisingly thera is data recorded in the DHIS. Qnly Bethal and o
Trichart clinics have recorded accurate data in both CR and S5 but still it does not tally with the '
DHIS data. There is no data on this for both Bethal and Evander hospitals.

No. women counselled for VCT- '

Most clinics have over recorded data in the S5 and Embalenhle is leading with 72 patients in the
CR and.104 in the §S. Only Bethal clinic (20/20) has recorded accurate information. There is no
data on this for both Bethal and Evander hospitals.

Number of ANC tested for HIV - B

Data recorded in all the facilities i not accurate, There is no data on this for both Bethal and
Evander hospitals. N !

No. of women testing positive . .

Data recorded in all the facilities is not accurate, There is no data for both Bethal and Evander
hospitals, - ;

T .

No. of women retested R Lo

Embalenhls and Secunda clinicg have both recgrded data in CR but not in the monthly S5, Only
Leandra clinic (0/0) has tallying data in both the CR and 85. There is no data in the rest of the
facilities. o coe ]

o

No of women testing positive’ on retest .

Embalenhle and Secunda cliniéshave both recorded data In CR but not in the monthly 85. Only
Leandra clinic (070} has tallying data in both the CR and 88, There is no dala in the rast of the
facilities.

No of HIV positive women withi CD4 result -

The above table 7 shows that Séad, Kinross and Secunda clinics have data that is only recorded
in the DHIS but not in the CR and monthly SS. .Bethal town clinic has similar data for both
monthly 55 and DHIS but has Bver recorded data in the CR. Leandre CHC has under recorded
data in the CR, over recorded in the monthly 55 and under recorded in the DHIS, Trichart, First
and Evander clinics did not record data in the monthly 88 but they have different figures recorded
in both CR DHIS. ' Lo

No of HIV positive women recajving ART .

Only Embalenhle CHC has recorded data in thé CR and not in the monthly SS. All the other
facilities have not recorded data’at all on this. 'DHIS has 0 records for all the facilities including
Embalenhle CHC. o

No of HIV+ woman with CD4 cell count under 200
Trichart and Embalenhle clinics have recorded 0 only in the CR, and Evander 1 only in the CR.
There is no data recorded in the Test of the facllities.

Mo, of AZT courses dispansad‘tb pregnantwomen at ANGC
There s no data in all the facilitj?s. o

No. of NVP tablets dispenaud?tq'pragnant woman at ANC

Only Bethal clinic, Trichart and Leandra clinic have recorded accurate data in both the CR and
the monthly £8. The rest of the; facilities have either under recorded or over recorded in both CR
and S or have recorded the infdrmation in the GR only. Evander and Bethal hospital and First
clinic do not have data on this. -, - :

No. of pregnant women receivirg prophylaxis-bactrim

47
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Only Kinross, Embalenhle, Tric}j‘é;t, Evander éhd Secunda clinics have recorded data in the CR
on this. The rest of the facilities’do not have data on this.

332 MATERNITY INDICATORS

Table B below shows the data elements that aré recorded in maternity indicators for Govan
Mbeki. The data for this section has only been completed by Evander hospital, Embalenhle,
Leandra clinic and Bethal hospital. The rest of the facilities do not have data on this.

L

Table8: Maternity indicators ..

establlshed positive
{at detivery) .
(2} No, wamen on v ‘:'D | 0
ART at delivery - -

(3) No. wormen on 1 i 0
AZT = dwaeks ‘
(4) Ng. women on i
AZLT =dwoeks -
{5) No. of sdNVP L
tablets issusd in
labour ward s -l
{6) No. of infantz R ) 15 2{2}
given NVP and AZT P
(7) No. HIV positive DR 10{17} 1 0
mothers choosing to ‘ ' "

formula faséd _
(8) Live births to ' e ' 15{7} 2 {2} 25
wormen with HIV LT .
{9) No of family 0 0 0
planning issued

postpartum

i) 15 1{4}

When looking at the maternity ihdicators, the four facilities that have recorded data on this only
racordad data in the CR and not in the 85. Those that have recorded in both (like Evapder
hospital, Embalenhle and Leandra clinic) tigve either under recaorded or over recorded in both the
CR and 55 and vice versa. It is only on the numbser of infants given NVP and AZT whareby
Leandra clinic (2/2) has managey to record acgurate data. It has also recorded accurate data on
the number of live births to women with HIV.
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3.3.3 INFANT INDICATORS ? -

Table 9 below shows the data é'.ements that are recorded on infant indicators for the Goven
Mbeki sub-district: L "

Table 9: iInfant Indicators

mothers presenting at EPI
{Expanded Programme on
immunisation) clinic at the
six waek visit

(2) No. PCR tests done by | 2{1} 1
the six week immunigation . :
vigit 3 ' . ;
{3) No. PCR tests positive 0 Y ERF 1 m 0{0} !
at EPI clinic T
{4) No. PCR tests given to S N B 10 0
rmothers at ER| clinic R ‘

{5) No, mothers established 1d 10
positive " i
(8) No. mothers established ] 7 T 0
negative -
(7) No. of HIV exposed 5{0} 8 2} 0 2717} 9
infants exclusively formula ot
fed Mk L

(8} No. of HIV exposed 4{0} |0 24{5} 1
infants exclusively breast b ‘
fed

(9) No. of HIV exposed |0 o 0
infants exclusively formula S
fed (recall period = last 24 "
hours) L ‘
{10) No. infants referred to [ L R 0
ART site e

o [ g | 3@ | 10 22 | 2 T, .

]

Locoking at the data alements recorded on the infant indicators for Goven Mbeki, it is very clear
that the recorded data does not.tally or is not adcurate in both the CR and the monthly SS. It is
only on the numhber of PCR done by the & weeks immunisation visit whereby Leandra clinic has
recorded 2 in both the CR and the monthly $5. Also Evandar clinic has 0 records in both CR and
58 for the number of PCR tests positive at EPY clinic. Table 8 shows lot of missing dala by most
of the facilities, -

’
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3.4 PMTCT INDICATORS AND DATA ELEMENTS FOR DIPALESENG

SUB-DISTRICT

Dipaleseng sub-district has a tét‘al of 5 clinics. Table 10-12 below will show the data that was

captured for the following indicators: ANC & PNC, Maternity indicators and infant indicators for
the period of December 2008. Table 10 balow shows the data elements that are recorded on
the ANC & PNC Indicators for Dipileseng sub-district:

Table 10: ANC & PNC indicators |

:

i s
SRR LB Eu
1. ANC & PNC - 1 = |2 3 4 8
{1) No. of 1% ANC visit A 25{25)2 | 36{104H2 {7110 {12122 0{7}3
n' 0 .
(2) No. women counselled for VC‘.T’ 40{25) 2{104} 10{7} 14{12} {7}
(pre-test counselled) r
{3) No. ANC tested for HIV 25{25} | 36{104} 3{7} 10{12} M7}
(5) No. of women testing positive | {9} 16{15} H2} 7{2} 0{4}
(6) No. wormen retested {0} 24{3} o{0} 1{3} 0{2}
(7} No. women testing positive onla‘ - | {0} 13{0} {0} 140} 0{0}
retest ;
{B) No. of HIV positive women wlth 8{8y10 . | &{11}0 1{1}8 721 4{0}0
CD4 result .
{9) No. of HIV positive women 0 0 0(-)3 G6DHIS {0}z
receiving ART N
(10) No. HIV positive women with 3 {0} 0 410}
CD4 cell count under 2200 .
(11) No. AZT courses dispensed to . | 0{0} 2{1} 0 o{t} 0{0}
pregnant women at ANC b
(12) No. of NVP tablets dlspensed‘to {0} 7{1} {0} 0{0}
pregnant wormen at ANC ‘ S b
{13) No. pregnant wornan recewln? 0{0} .

prophylaxis — bactrim

341 ANGC&P

,i"ib
No. of 1% ANC visit .

INDICAT RS

"'".

Table 10 shows that Balfour climc is the only one that has recorded accurate data in bath the CR
and the monthly 55 but has dlfﬁrant data recorded In the DHIS. The remaining clinics have over

recorded in the monthly 88 e,

¥ Siyathemba ¢linic (36/104) has recorded the highest number of

13 ANGC visit in their monthly $% and not in thé CR. The data recorded in the DHIS does not tally
with the data recorded in the nmmhly 35.

No. womaean counsalled for VC.';T

All the clinics hava aither over: recorded or under recordad in both CR and 55 and versa.

Sivathemba clinic is still reflecting the highest number of women counsellad for VCT in their

monthly 58 and notin the CR. "7
Number of ANC tested for HIV

! 50
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Balfour clini¢ {25/25) is the only-.bne that has aé.purate data on the number of ANC tested for HIV.
The remaining clinics have ovekrecorded some in the CR and some in the monthly 35 a.g.
Siyathemba clinic is once again leading (36/104) with the over recording in S5 or under recording
CR. -_'.. .

No. of woman testing positive -

Balfour clinic {9/9) is the only one that has accurate data on the number of women testing
positive. The rest of the facllities have eithar over recorded or under recorded in both the CR and
55. . '

No. of women retestad _ '

Balfour and Greylinstad clinic have recorded 0 in both the CR and the 58. Siyathemba, Grootviel
and Ntoroane clinics have sither aver recorded or under recorded in both the CR and 38,

No of women testing positive on retest’

Balfour and Greylinstad clinics have recorded 0 in the CR and the monthly 55. Siyathemba,
Grootvlei and Ntoroane clinic have either over recorded or under recorded in both the CR and
55, : - E

No of HIV poslitive women with CD4 result

Balfour (9/9) and Greylingstad (1/1) clinic have accurate data that tallies in both the CR and the
monthly $S but not with the data recorded in the DHIS. Siyathemba, Grootviei and Ntoroane
clinic have either over recorded or under racordad in both the CR and 58 and DHIS data does
net tally with what they have. v :

No of HIV positive women recalving ART

Almost all the clinics have 0 records in the CR, only Ntoroane has 0 records for both CR and
monthly 88, but 2 positive women has been recorded in the DHIS. Grootvlei clinic only has data
recorded in the DHIS only but not-in the CR and monthly S5,

No of HIV+ women with CD4 Gell count under 200

Only Siyathemba clinic has acclirate data for both CR and 55, The rest of the facilities have
either under recorded or over recorded in both CR and CR and some do not have records at all
{e.g. Grootvlel clinic)

No. of AZT courses dispansa@l to pregnant women at ANG
Balfour, Grootvlei and Ntoroana clinics have recorded 0 in both CR and S8, Siyathemba clinic
(2/1) has under recorded in the monthly 35 and Greylingstad clinic did not record in the S8,

No. of NVP tablets dispensed, to pregnant women at ANC

Balfour and Ntoroane did not dispense NVP tablets, they both have recorded 0 in both the CR
and the monthly $8. Siyathemba-clinic (7/1) has under recorded in the monthly 55 and Grootvlei
clinic did not record data in the.SR. Greylingstad has not recorded any data on this.

No. of pregnant wamen recelying prophyléxi&-bactrlm
Only Balfour clinic has recorded-0 in both the CR and the monthly 85, The remaining facilities
did net record any data on this. -

"

3.4. 2 MATERNITY INDICATORS

Table 11 below shows the data‘élaments thatare recorded in maternity indicators for Dipaleseng.

The data for this section has only been compléted by Siyathemba CHC, the rest of the facilities
do not have data on this. ) T,

-
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Table 11; Maternity indicators

1y |2 ¥
2 i1 E
|4 &8
1. MATERNITY 11 L 3 5
{1} No, women established positive 1| .
(at delivery) .
(2) No. women on ART at delivery 4
{3) No. woman on AZT > dweeks E
(4) No. women on AZT <4weeks ‘. ‘
' }
(5) No. of sdNVP tablets Issued in -+ _
labour ward .
(6) No. of infants given NVP and AZT:| C741}
(7} No. HIV positive mothers : 07}
choosing to formula feed -
{8) Live birthe to women with HIV 47}

(9) No of famnily planning issued

postpartum

When looking at the maternity Indicators on Table 11, Siyathemba CHC has under recorded and
over recorded in both tha CR and the 55. There is no data accuracy at all on this.
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3.4.3 INFANT INDIQMQBQ;‘

Table 12 balow shows the data
Mbeki sub-district:

Table 12: Infant indictors

glaments that are recorded on infant indicators for the Govan

n',_‘

v " g’ E; 5 c
Fo L
Ao 5 3 ¥ »
1, INFANT BE 2 3 4 5
{1) No. of HIV positive mothers 1 17 0 1 4{0}
presenting at EPI {(Expanded .
Programme on Immunigation) clinic l
at the six week visit - !
{2) No, PCR fasts done by the six =] 1{1} A7{20} 0 1{0} 42}
week immunisation vigit T i
{3) No. PCR tasts positive at EPI . 3{2} 0 {2} 1{2}
clinic .
{4} No. PCR tests given to mothers 3 0 4
at EPI ¢linic :
(5} No. mothers established positiva .| 0 321 7 1
(6) No. mothers established negative ;| 0 : 7 10 3
(7) No. of HIV exposed infants .4 " bo{7} 0 b
exclusively formula fed "‘
{8) No. of HIV axposead infants 0 0 0
exclusively breast fed o
(9) No. of HIV exposed infants 0 i 0
exclusively formula fed {recall perlod .
= last 24 hours) .
(10} No. infants referred to ART snte JE) 1 0 0

et

Looking at the data elements recorded on the infant indicators for Dipaleseng, it is very clear that
ihe recorded data does not tally in both the CR and $5. It is only on the number of PCR done by
the 6 weeks immunisation visit whereby Balfour clinic has recorded 1 In hoth the CR and the
monthly $5. Also there is lot of data recorded only in the CR and not in the monthly S8, Table 12
shows a lot of missing data by mest of the chﬂ;has

o
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35 PMTCT INDICATORS RND DATA ELEMENTS FOR LEKWA SUB-
DHSTRICT
Lekwa sub-district has a total of 5 clinics and 1 hospital. Table 13-15 below will show the data
that was captured for the following indicators: ANC & PNC, Maternity indicators and infant
indicators for the period of Decémber 2008. Table 13 below shows the data elements that are
recorded on the ANC & PNC indicators for Lekwa sub-district;
? .

Table 13: ANC & PNC Indicatcrs

;‘ 8 Q
L : Z |5 :
Yy E 5
A g 2 g 2 g - E
“e |2 |y i 5|5
1. ANC & PNC 1. 2 3 8 6
(1) No. of 1" ANC visit SN M3 |21 12 (- 3(-)46 21(-)22 | 11
! 30 DHIS )31 DHIS
(2) No. women counselled for VQT 37 ; 47 {31} 52
(pre-test counselled) 3 ;
(3) No. ANC tested for HIV . 28{44} 19 17{38} | {67} 52
{5) No. of women testing positive - 11{16} 14 4113} {36} 18
(6) No. women retasted " 1 - 1{15} 18
{7) No. women testing posltwe an 1 1{9} 18
retest : '
| (B} No. of HIV positive women wlth 69{-)7- 14{-}7 | 7(-)8 {0} 26{-)0
CD4 rasult . .
{9) No. of HIV positive wumen ' 002 1(-)0 0
recelving ART B
(10) No. HIV positive women wlth 14 1 0 G
D4 cell count under 5200 ‘ 5
{11) No. AZT courses dlspensac;! 10 1 ' 0
pregnant wamen at ANC - . -
(12) No. of NVP tablets dispensad to | 9{10} . 8 3 {28} 8
pregnant women at ANC &
(13) No. pregnant women recewmg ) 0
prophylaxis — bactrim :

351 ANC & PNC INDICATORS

.

No, of 1* ANC visit Ky

Table 13 shows that Mipsel cllnk:‘. {31/31} is the only one that has recorded accurate data in both
the CR and the monthly summary sheet but different data has been recorded in the DHIS.
Sakhile, Morgenzon and Stanwest clinics have recorded data only in the CR and notin the
monthly 88, and the data recorded in the PHIS ‘does not tally with the one recorded in the CR,
MS Msimango and Standertun hospltal do not have data on this.

C -
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No. women counselled for VCT :
Mispel, Sakhile and Stanwest clinics have only recorded data in the CR and not in the monthly
58, Moargenzon clinic has only recorded data in the monthly 85, MS Msimango and Standerton
hospital do not have data on this, ' :

Number of ANC tasted for HIV -

There is no accurate data in Mispel, Sakhile, Morgenzon, Stanwest clinic and Standerton
hospital. They have either under recorded or over récorded on both tha CR and monthly 5. MS
Mszimango has missing data in both CR and 55.

No. of women testing positive

Thare is no accurate data in Mispal, Sakhile, Morgenzan, Stanwest ¢linic and Standerton
hospital. They have either under recorded or gver recorded on both the CR and 35. M5
Msimango has missing data in both CR and 58,

No. of women retested o ’
There is no accurate data in Mispel, Morgenzon and Stanwest clinic. They have aither under
recorded or over recorded on beth the CR and SS or they only recorded data in CR, MS

Msimango, Sakhile, clinic and-8tanderton-hospital has missing data on this,

No of women testing posltivefon retest

The data is not accurate in all tﬁ“a"-‘facillties. Margenzon clinic has under recorded data in the CR,
Mispel and Stanwest only recorded data in therCR and not in the monthly 35. There Is no data at
all for M5 Msimango, Sakhile, and Standerton,hospital,

No of HIV positive women with CD4 result '

Mispel clinic has recorded only 69 women with CD4 results on the CR and nothing on the monthly
55 but thera are 7 positive women recorded in the DHIS. Sakhile, Morgenzon and Stanwest did
the same, they did not record data in the monthly S5 but there is data reflecting In the OHIS
which is differant form the CR. Standerton hospital has recorded 0 only in the 85, MS Msimango
did not record any data on this..*, -

No of HIV positive women recdliving ART

There is only one record on the CR of a positive woman receiving ART in Sakhile clinic but
nothing has been recorded in the 'monthly 58, The DHIS has also recorded 0 on this. Mispel and
Morgenzon recorded O only in their CR and nothing in the 83, MS Msimango, Stanwest clinic
and Standerton hospital did not gecord any data on thig, therefore on this DHIS this is reflacted as
0. [

Y
e

No of HIV+ women with CD4 éel] count under 200

Most of the clinics only recorded data in the CR and not in the $8 and some have missing data
on this. . R

No. of AZT courses dispenset to pregnant women at ANC

Only Mispe! clinic has dispensat! AZT to T client and it is only recorded in the CR. Morgenzon
recorded O in their CR. S

No. of NVP tablets dispensed to pregnant women at ANC

The data in most of the facilities is not accurate, it shows under recording in the CR (e.g. Mispal),
data recorded only in CR (Sakhlle, Morgerizon, Stanwest clinic) and data recorded only on the
monthly 5 (Standerton hospital).”

No. of pregnant women‘receh}lﬁg prophyla):t'is-bactrlm
Only Morgenzon clinic has recbr'dgd-l‘) in thelr CR. The rest of the clinics did not record any data
on this, N )

i
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3.5.2 MATERNITY INDICATORS
E DICATORS

Table 14 below shows the data elements that are recorded in maternity indicators for Lekwa.
The data for this section has only been'completed by Morganzon clinic, the rest of the facilities do
not have data on this. '

Table 14: Maternity Indicators

4

i

CHURCH

CLINIC

MISPEL
MS
MSIMANGO

“ SAKHILE
N

™| STANDERT

D STANWEST

1. MATERNITY

-
M

{1) No, women established positive
{at delivery) .

{2) No. women on ART at delivery

{3} No. women on AZT = dweeks

{4) No. women on AZT <4weeks ,

(5) No. of sdNVP tablets issued in
tabour ward . -

(6) Na. of Infants given NVP and AZT

(7) No. HIV positive mothers ' 5
choosing to formula feed ' '

(8) Live births to woman with HIV »

{9) No of family planning issued. *.

.

postpartum P

When looking at the maternity IQdi,t:ators on table 14, Morgenzon clinic is the only one that has
recorded data on the number of HIV+ mathers choosing to formula fead, They_ have recorded 5
in the CR and nothing In the $8.* The rest of the ¢linics do not have data on this.
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353  INFANT INDICATORS L

Table 15 below shows the data elgments that are recorded on infant indicators for Lekwa sub-
district:
Table 15: Infant indicator fm"Lﬁkwa

MISPEL

M| s
MSIMANGO
SAKHILE
MORGE
N

| STANDERT
ON
HOSPITAL
ST,

-

1. INFANT

(1) No. of HIV positive mothers =
presenting at EF] (Expanded
Programme on Immunisation) cllnic
at the six week visit

{2} No. PCR tests done by the six 1mn 5
weaek immunigation visit .1

(3) No. PCR tests positive at ERI .,
ciinic :

{4} No. PCR tests given to mothers
atl EPRI clinic

(5) No. mothers established puautwe

(6} No, mothers established negatwa

{7) No. of HIV exposed infants .. {8y . 5

exclugively formuia fed -.‘5 .

(3) No. of HIV exposed infants 8 1
exclusively braast fad = e

() No. of HIV exposed infants - . )

exclu51ve1y formula fed (recall peruod
= |last 24 hourg)

(10) No. infants referred 1o ART s'ﬁe 0

.‘
Looking at the data elements recorded on the infant indicators for Lekwa sub-district, the data
that has been recorded is elther the one appearing on the CR or the one appearing on the
monthly $S, One cannot compare or verify the information recorded on the CR and the monthly
85, There is poor recording of mformatuon on.this one.

.'.._h"
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No. of women testing for pun'it‘lve .
There is tallying data in Nhiazatsha, Tjakastad and Glenmore clinics. The remaining facilitieg

have either recorded data in the CR only or thay have under recordad or over recorded in both
tha CR and the monthly 55.

No. of women retested
There is absolutely no data in all the facilities fnr both CR and monthly $5.

No of womaen tasting positive on ratest
There is absolutely no data in a[l the facilities for both CR and monthly §S5.

No of HIV positive women wlth CD4 rasult
The DHIS has recorded 0 for ali the facilities on this however Mooiplaas, Nhlazatshe 4,
Swallownast, Mayflower and Fe_-rme1 clinics have recorded data only in the CR,

No of HIV positive women rai;'a;iving ART
The DHIS has recorded 0 for afl the facilities on this but Mooiplaas, Badplaas, Swallownest and
Fernie1 clinics have recorded data only in the CR.

No of HIV+ women with CD4 ;l:eﬂll count under 200
Almost all the clinics have only racorded data in the CR but not in the monthly 5. Some clinics
do not have data on thig, :

No. of AZT courses dispensed to pregnant women at ANC
Only Maoipiaas clinic has digpensed AZT to 2 women, but there is no record for this on the
maonthly 35, The remaining clinics have not recorded data on this.

No. of NVP tablets dispensed | to pregnant women at ANG
Glenmore, Swallownest and Mayflower have only recorded data in the CR but not in the monthly
$5. Tha remaining clinics have.not captured any data on this.

No. of pragnant women recelving ‘prophylaxis-bactrim
Swallownest clinic has only recarded 4 pregnant women receiving prophylaxis in the CR but not
in the monthly §8. The remaining ¢linics have not captured any data on this.

61



9

wnpedsod
panss) Buwued
£ Ajwey jo oN (6)
AJH YL UDLUOM
€ . 0} sy anr (g)
peay 2NN

o] Buisocuy
sisuow saqisod
Z AlH ON [£)
17y

puUe AN usalb
£ sjue,ul 30 "oN (9)
. pJem Inoge|

ul pernssi 513(qe)
dANPS Jo "oN (5}
syaamp> L2V

w0 uawom “op {F)
sxeamb < L7V

uo uatuom o {g)
. ABnlISP 1B | HY
- | - A . . N b, uo usom oN (2} | )
‘ 12} aaysod
paysigersa
uawom o (1)

T

1SOUMO||BM

"SIy} UO BIEP BARY J0U Op SBIIDE} BL) JO 153J au) "Jamopiey Ag pejojdwod useq
AUO SEY UDNSBS SIY) JO) BIER 241 IOUISIP-GNS [NUINT WSy J0) SI0JEDIPUL A)|LISJEL Ul PBPI0Da) SIE JEU SUSLUSIR BjRp S SMOUS MOjSq L) 3|q9BL

SHOLYDIGN] ALINJILYIN E£°9%



£0

9MS|P-GNS IINLINT 1DGRY 10} SKIEIIPUL JUBJUI UC PIPICOSI BIE JEU} SHUSLUIIS BJER U} SMOYS MO0J9q g dIqeL

: ) |y O] palagal
3 spueinoN {oL)
{sanoy ¥ 1881 = pouad
[edal) pay ey
Apan|Sfoxa SIUERN
pasoda AlH 30 0N (B)
P 5B

fpanssngona sl

L £ pasodia A 10 0N i)
P2 BINLLOY

: ABnsnfoxa SIUERN
{-Ig 4 ] Z {1}~ g ks £ {~}5 | posodsza yk 0 oM (2
BWjjEDoU pasqese
f2LL L ssaLpow o 9]

: anysod pays|gese
9 9l {Lih sssigow o ig)
‘ . AP |43 |8 S0l o
¥ {2}~ L usnl 51581 42d “oN ()
. : D |43 12 By s0d
A K 1 : b1 5158) 40d "OK (€]
I u. ......-.... . i ‘.-m. <. . ...... o e n.n..-..w. ....-‘v - 1 .w_.. = . i - . - ‘... 1. ...Ha.EEEE ..‘.. . L s L
R - - R - - . .| M ST ) ... . - . . : . . . L ..p. ﬁ@.‘:ﬂ.m g—hﬂ‘ .u”.. ] . -, - .

{¥}o rl] ) ak . iz = : -l | suop sisa yad oW |

K ‘ - . HSIA 320M XI5 8L}

8 SNt {LoesHInULY

SHOIVIKINI INVdNI E9E
"EJEp 84 JO
Aoeingoe st asedwic o) noyyp sI0jeIBL) 51 Y "SS AUIMOLY Sy Ul 10U I H3 B4 W A|UD e1ep PapIosa) SEY FaMOLARK 1BY) SMOYS DACTE /) BIGE )



‘p;".
i
e
¥ L
.';."_. e g
i -
.

M e

.': "t

3.6.3 INEANT !umgﬂggﬁ'.'?gt_.ﬂ ;'BERT LgTi—iyLl SUB-DISTRICT

No. of HIV positive mothers pr‘anontlng at EPI (Expandad Programme on Immunisation)
clinlc at the six week visit -

Table 18 above shows that Viakptaas clinic has recorded 1 patient In the CR and nothing in the
monthly 585 and Swallowneast clinic has recorded 1 patient in the monthly 55 and nothing on the
CR. The remaining facilities do.not have data gn this.

No. PCR tasts done by the six week iImmunisation visit

The data that has been recorded by Eerstehoek, Badplaas, Mayflower, Carolina Town and
Slovela clinics does not tally at all pecause in some instance, they have only recorded data on the
CR only and nothing on the rnun'thly $8 and vice varsa,

No, PCR tests posltive at EPI clinlc

Both Vlakplaas and Carolina Town clinic hava recorded data on the CR only and nothing on the
monthly §5.

No. PCR tests glven to motho}s at EPI clinic

In terms of the PCR tests given to mothers, Viakplaas and Carolina Town clinic have recorded
data on the CR only and nothing.on the monthly 85. Badplaas clinic has recorded 2 FCR tests
given to mothers at EPI clinic on the monthly SS and nothing in the CR,

No. mothers established posll;lvh
Only Nhlazatshe no 4 has recorded accurate data (11/11) on both the CR and monthly 55. The
remaining facilities have either racorded nathlng or they have recorded data in the CR only.

No. mothaers establishead negatlva
Slovela clinic has recorded accurate data on both the CR and the monthly 55 {(17/17). Fernie1l
¢linic has recorded 2 mothers ud the CR only. The remaining facitities did not hava data on this,

Na. of HIV exposed infants uf&ﬁnslvoly formula fed
There is generally no accurate data recorded in all the facilities except for Nthlazatshe nod (5/5)
which has tallying data in both tha CR and the monthly 35,

No. of HIV exposed infants oxcruslvely breast fod
There is ganerally no accurate data racordad in-all the facilities.

No. of HIV exposed infants ax-f.:luslvely furmula fed (recall perlod = last 24 hours)
There is no data recordead on thi-s |n all the facilities.

No. infants refarrad to ART sito
Thare iz generally no accurate data recorded in all the facilities except for Carolina Town and
&lovela clinics which have recordqd data only on the CR.
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3.7 PMTCT INDICATORSE ANq DATA ELEMENTS FOR PIXLEY KASEME
SUB-DISTRICT s ‘

Pixlay KaSeme sub-district has @ total of 7 ciirLics and 2 hospitals. Table 19-21 below shows the
data elerments recorded in the fallowing indicatars: ANC & PNC, Maternity indicators and infant
indicators for the period of June 2008. Table 19 below shows the data elements that are
recorded on the ANC & PNC indicators for Pixlay KaSeme sub-district:

Table 19: ANC & PNC Indicators .

0 G

T ANCBBNE

3

7

(1) No, of 1% ANC visit

tl 1414}
Q

TAT4TT
0

9{2B11
7

i:‘ZB}EB

(2) No, women counselled for
VT (pre-test counsellad)

" 50{18}

o(14]

26{24}

41{467

28 {27}

(3) No. ANC tested for HIV

AT{A7}

0f6}

26{24]

41{36}

27{27)

(8} No. of women testing
positive

:| 9{3)

{4}

14{15}

~{1)

{6) No. women retested

(7) No, women testing positive
on ratest

100
|0

(8) No. of HIV positive warmen
with CD4 result

3{--}

(9) No. of HIV positive women
receiving ART

(10) No. HIV positive women
with CD4 call count under
=200

{11) No. AZT courses
digpensed o preghant women
at ANC

(12) No, of NVP tableis
dispensed to pregnant women
at ANC

B}

a0

3{4}

44

{13} No. pragnant women
racaiving prophylaxis ~ bactrim

46{--}

374 ANC and PNC IN chTbRs

No. of 1*' ANC visits oA i :

Table 19 above shows that there wara 23 1% ANC clients that were verified in the CR at
Vukuzakhe, but the cases werg not recorded in the monthly S5 and also data recorded in the CR
is differant from the one recorded on DHIS., Wakkerstroom clinic has recorded the same data in
bhoth the CR and monthly S5 howewar DHIS records reflect 0 on this indicator. Also Perdekop
clinic has recorded sirmilar flgures in both the CR and §8 but DHIS records reflect 0 on this.
Amersfoort and Daggakraal clini¢ reported dafa in 5 that could not be verified in CR and the
data is also different from the ond.recordead inithe DHIS.

Na. of woman pre-test cpunsa}-li‘ad (for VCT).
v f‘ ' -

o
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Not a single facllity reporied C'pncordant data ‘on this aspect. Wakkerstroom clinic, reported 18
clients on the 55, but 50 were tounted on the CR. At Perdekop, the figure that appeared on the
S5 could not be verified in the CR. Volksrust, Daggakraal and Wakkergtroom underreported their
cases in 85. Amersfoort clinic overreported in SS

No. of women tested for HIV

Wakkerstroom and Daggakraal recorded simitar figures in both the CR and §5. Data at Perdekop
could not be verified in CR. Amersfoort undarPr_he_:portad in S5,

No. of women testing positive :
Only 3 facilities recorded the number of pomtwa women — Wakkerstroom, Volksrust and
Amarsfoort, .

ol .
J

No. of women retasted '
There was no data on women wHo were re- tasted

No. of positive womaean with CﬁM result ‘
Daggakrall recorded 3 clients un‘tha CR, but nothing was reflected on the 55 and the DHIS.

No. of positive women on ART e
There wara no records of pregn}ant women on ART in the CR, monthly 85 and DHIS.

No. of positive women with GD4 count < 260
There were no records of pregnant women wlth .CD4 count = 200, CD4 count data is captured

]

under ART and not PMTCT, -, LI

No. of AZT courses dlspansud to pregnant WQmen on ANC
No data. :

No. of NVP tablets dispansed tn pregnant wdman at ANC

Wakkerstroom raported five casas on the CR"but there ware no such records in the 35,
Daggakraal reported four cases‘ln 55, but threa were recorded on the CR. Ezamokuhla reported
reliable figures. .

No. of pregnant women raceiv‘mg prophylaxls = bactrim

Volksrust had 46 cases in the CR but o data on the SS.
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3.7.2 MATERNITY INDICATBRS

Table 20 below shows the data’ elements that are recorded in maternity indicators for Pixlay
KaSeme sub-district. SRR

Tabla20: Maternity Indicators .

u;_l%ﬂ B

(1) No. women established
pogitive (at delivery)

(2) No. woman on ART at
detlivery

(3) No. women on AZT >
dweeks

(4) No. women on AZT
<dweeks

(5) No. of sdNVF tablets M
issuad In labour wargd A L

{8) No. of infants given NVP N . 2{-} {1
and AZT S ! !

(7) No. HIV positive mothers L - O{1} 41 | 1=
choosing to formula feed K

(8) Live births to women with O 1 7} | -}
HIV i

{8) No of family planning
issued postpartum

Thers was a praoblem with the recording of maternity data. Data was either captured in CR or the
monthty 58. Daggakraal recorddd an infant who received NVP and AZT in 55 and not in the CR.
Facilitieg that do not deliver bab'les will not have this type of data, but hospitals ought to have the
data.
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3.7.3 INFANT INDICATORS ':

Table 21 below shows the data elements that are recorded on infant indicators for Pixley
KaSeme sub-district: ‘

Tahble 21; Infant Indicators

| Ezamokuhie

1. Infant

{1} No. of HIV positive mothers | 0f--}
presenting at EPI (Expanded

Programme on Immunisation) .
clinic at the six wesk visit | !

(2) No. PCR tests done by the | O{--} | 3{-} = {1}
six week immunigation visit

7

(3) No. PCR tests positive at 0{--} A}
EPI clinic Y 2
(4) No, PCR tests given to -1 "l 1=} - M

s

meothers at EPI ¢linic

(5) No. mothers established -} 10} 3{;}:} 5{--}
positive . :

{8) No. mothers established -'_;.“'-0{—-} 35| 19(-] 14{-} | {26}
| negative _ '

(7Y No. of HIV exposed infants | 2{--} | O{-} 4{--} 1{--} {1}
exclusively formula fed ‘ T

(8) No. of HIV exposed infants | 1~} | 2(--) , T
exclusively breast fed f ¥

(9) No. of HIV exposed infants | 2{--}
exclusively formula fed (recall
period = last 24 hours)

(10) No. infants referred to 1
ART site il

No. of positive mothers preseritmg at Expanda'd Programme on Immunisation at the six
waek visit,

There was no data on positive mnthers presentln.g at Expanded Programme on Immunization at
the six week visit. :

No. of PCR tasts done at six wﬂuks immunisation vigit
Wakkerstroom reported one case in the CR and none in the 8S. Amarsfoort clinic reported one

case in both the CR and 88,

No. of PCR tests positive at EP[ clinic
Wakkerstroom reported one casé“in the CR.

No. of PCR tests given to rnnthers at EPI clinlc
There was none.

Na. of mothers established poﬁlth{e
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Perdekop reported similar fi gures m both the CR and 58, Volksrust clinic reported five cases in
the CR and none in the S8. : .

No. of mothers established negative

Perdekop again reported similar figares in both the CR and $5. Wall done Perdekop. Volksrust
raported 19 cases in the CR and none in the S5, The same happened with Amersfoort,
Daggakraal reported 26 cases inthe S5, but they could not be verified in the CR.

i
No. of HIV exposed Infants exciusively formula fed.

Al Vukuzakhe, two infants were on infant formula, but there were no women who tested positive,
uniess these were infants from earlier months. Wakkerstroom reported five positive women, but
no infants on formula, Amersfoorthad 14 positive women, and no infants on formula feeding. A
lot of facilities reportad formula shortages, which might be the possible reason for such low
figures of infants on formula feading Are there other reasons?

No. of HIV exposed infants axcluslvoly breastfed
This data element was also pootly caplured. What are the reasons why there are no figures for
exclusively breastfed infants? -, -

No. of HIV exposed infants exclu&'lvely formula fed {recall period = last 24 hours)

Vukazakhe clinic is the only faGillty that has recorded data on this but it is only reflecting in the CR
not the monthly SS. BS
No. of infants refesred to ART: aite v
There is absolutely no data recorded in all the facilitles
4  Discussion . "
The value of the PMTCT programma i antlraly dependent upon the accuracy of the data
obtained from the paper-based registers. From the data presented in Tables 1-21, it is very clear
that data recording continues to bie a problem for most of the facilities in the Gert Slbande District.
Qut of the 75 clinics visited in the seven sub-districts, only less than a handful can somewhat
racord accurate data that tallies Ji-both the CR and the monthly summary sheets. However, the
data recorded by those few facilities does not even tally with the one recorded on the DHIS. The
question that one asks is, if there is.no data recorded in the CR and monthly 88, what informs the
DHIS staff on the data they record on different indicators. Thers is definitely a need to raview
data discrapancies that is taklng‘placa at differant levels of recording.

In terms of the ANC and PNC' mcﬁr:.ators there are lot of discrepancies especially on the number
of ANG tested for HIV, number of wiomen testing positive, and number of women retested, There
geems to be a trend in .all the facilities that there is no data on the retesting of women.
Moreover, there is a lot happening in the health facilities but not everything is recorded. For
instance, most of the clinics do not have data on pregnant women receiving prophylaxis-bactrim.
The nurses attribute the lack of consistency in recording data to a high workload. There also
seems to be lack of data venf‘ cation in most of the facilities which is why there is lot of
discrepancies. in terms of the *maternlty indicators, most of the information is captured by the
hospitals, still there is not a single hospital from the assessed ones that have recorded data that
is accurate, The hospital staff also blames the lack of data inaccuracy to a high workload. Based
on the above results, one can claarly see why there is a need for an intervention such as thig that
aims to improve the PMTCT services in Gert Sibande. Therefore, there is definitely a need to
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conduct training on patient data recording with thé_ nurses. It will aiso be important to highlight the
importance for that. ‘

5 Challenges experienced d;lring field work

- Thers is generally poor fling system in most of the facilities, HAST coordinators had to
assist the sistars in charge to find the documents neaded for the interview.

- Monthly summary sheets were not available during the day of the interview, some due to
the fact they lack resources like photocopy machines.

- Clients that appsared in CR and were not recorded in 53, means that they are not

recorded on the DHIS. The data that is captured in CR may easily be lost if loose sheets
are misplaced or lost. 0 .

- Most of the facilities are under-staffed as a result their daily schedule had to be
interrupted in order to accammodate HSRC researchers,

8 Recommendations ‘ n

- Clinic supervisars to sign: ‘the data off as correc:t to avoid discrepancies.

- Data should be dmmsaeq in staff meetings to allow the nurses changes to be made.

- Regular feedback from the LSA on data recording is critical, This will assist the clinic
staff to know program progress and gaps and ways to improve implementation of PMTCT
services.

- Filing system should be SEFIQUSIy revuewed

- PMTCT staff in health famhties shOUId rawaw each monthly summary form them to keep
track of the trends,

- Supervisors should conduct monthly or penodlc meetings to dissaminate findings, réview

- Procedures for data edltlng and cleamng should be in place and enforced at each level of
data collection.

- Protocol for data verification pruc:edures w0uld decrease the amount of erroneous data,
Protocols should include actions for correcting different types of errors, and the
responsible person for carrying out those ‘actions. Corrections should be written in the
data logbook and signed off by the appropriate responsible person.

- Training staff on these protocols will increase overall efficiency and value of the system.
It is important to provide bqslc knowledge:and skills to PMTCT service providers on how
to collect data and produce statlstlr..al report for effective manftoring of PMTCT services.

7  Conclusion

The data presented above shows that there is an urgent nead to train the nurses on data
recording and its importance. Dependlng of the population size to be served by the health facalaty
more staff should also be employéd 4o assist with data recording. It is assumed that if all this is in
place, PMTCT services will be Il‘ﬁ ] aved in the Gert Sibande District.
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B) Survey of pregnant women ':,'
ST
Sampling and procedures W
External interviewers approached all pregnant women coming to antenatal care, informed them
about the study, and ask them to participate. Individual interviews were conducted using semi-
structured questionnaires. Women were eligible to participate if they already had an ANC session
with their current pregnancy (and thereby had the opportunity to participate in VCT). Thirty ANC
patient exit interviews were targeted per PMTCT site, conveniently sampled, and interviewad
after informed consent has been.pbtained.

L

Measure for ANC users

in order to identify factors associated with refusal of HIV testing among pregnant women this
component of the questionnaire (Chopra et al., 2005; Kebaabetswe, 2007; Kominami et al., 2007:
Mfundisi et al., 2005; Nguyen el al., 2008; Petrovic et al., (2007) included: HIV tesling status,
demeographic factors (age, educatibnal background, marital status, family size and number of
children) gestational age, frequencias of antenatal vigits, general knowledge about HIV, specific
knowledge of MTCT of HIV, breastfeading and attitudes toward HIV testing. Participants’ own
reasons for not using any part of {ie service (counselling or testing) are oblained by asking open-
ended guestions such as 'Under which conditions would you have accepted to do individual
counsalling for HIV? and 'Under which conditions would you have accepted to do the HIV test?
(Sarker et al., 2007). For measuring attjtude toward HIV testing, the modified HIV-Antibody
Testing Scale developed by Boshamer and Bruce in 1999 and validated in South Africa (Peltzer,

2002) was used lo assess respondents concern-aboul family support, social suppart, and privacy.

)
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B) Survey results of pregnant ﬁfgb‘len

St

Table 1: Background charai::ieristics

e N=1703 %

Age 1718-24 942 55.3
| 25-29 361 21.2
130-34 239 14.0

" 35 or more 161 9.5
Ethnicity Zuln 1164 67.2
SSwati 317 19.5
"Other 231 13.3
Marital status ‘_Single : 1264 74.7
Cohabitating - 266 15.7

+Matried _ 146 8.6

“Divorced/separated/widowed 16 0.9
Formal education ‘Grade 7 or less 236 13.9
Grade 8to 117 - 823 48.4
Grade 12 or more 640 377
Number of own biological «O 282 20.3
children y "1 552 398
|2 327 23.6

3. 121 8.7

4 Qr more 105 7.6
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PMTCT knowledge score 113 6.8
197 11,8
246 14,7
654 391
461 27.6
Know ART Yes 1124 67.5
Know someone on ART Yes 795 47.%8
HTV risk perception l=not at all suseeptible/at risk 79 4.8
2 ‘ 108 6.6
'} 453 27.6
4 235 15,5
S=very suscemlble/at risk 746 45.5
Discuss HIV with partner | Yes 1211 72.2
Wants partner to be tested for  { Yes 1610 96.5
HIV L,
Physical abuse by partner in Yes 232 13.6
past & months o
Aware of a risk factor in your | :Yes 1204 70.7
primary partner (had sex with
another person in the last 90
days, had an STT or 5TI
symploms in the past 90 days,
or ig HIV positive) s
History of 8T in past 12 ,‘:Y"gs 33.6
Flad another HIV test 1. Yes 1037 65.1
previously L
Number of sexual partners in- | 0-1 85.9
past 12 months : 2 or more 14.1
Condom use with your primary |, = Never 55.9
partner in past 3 months o Less than half of the time 11.2
¢ More than half of the time 9.8
% = Half of the time 16.5
['s: e Everytime 6.7
Did you receive group HIV counsalli'n'ﬁ? ‘
In the group counseling session did you raceive... n %
a...infarmation about HIV transmissionrand how to prevent it? 1265 | 96.9
b...information about the BIV. testing process? .~ - 1269 | 97.6
¢...information about the impoﬁanceqf early access to treatment? 125656 | 86.5
d...information about choices for infdnt feeding? 1230 | 94.6
g...information about mother-to-child transmnssuon of HIV and possible measures to 1238 | 95.2
reduce thig? R
f.. interventions that can keep HIV-a!(j:osed Infants healthy such as cotrimoxazole 1206 {1 93.0
prophylaxis and o
antiretroviral therapy? RS
g...assurance on confidentiality and’ dmcussnon of shared confidantiality and couple 1226 | 94.8
coungelling? =
H...information about the option not tb taka an (Hlv) test‘? 1231 | 654
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Did you receive pre-test counselling'?"-‘," )

In the pre-test counsalling session did you receiva,,, i} %
&...information on HIV/AIDS transmigsion and prevention methods'? 1442 | 97.0
b, ..infermation on mather-ta-child transrmsslon (MTCT) of HIV and possible interventions 1418 | 95.8
to preavant it? VoL

_information on HIV testing process? - 1444 | 97.6
d...information on the interpretation of test results? 1405 | 951
In the pre-test counselling sesslonwas... ‘
e...Infarmation provided in the group éo'unselling session followed-up on? 1325 | 80.0
f...consent (written and verbal) for HlV-tasting obtained? 1438 | 97.6
g...corfidentiality and voluntary testing explained and ensured? 1433 | 7.3
h .8 confidential and private c.uunselllng room prowd'ed‘? 1423 | 96.5

..pravious risk behaviour discussed? - c g 1303 | 8856
j the window pariod discussed? ‘ ; 1314 | 89.1
k.. agked what yaur reaction would be.if found H|V+’-’ 1367 | 92.7
I...disclosure to partner / relatives discussed? ‘ 1382 | 93.7
m...encouraged bringing partner to testing? _ * - 1378 [ 933
n...the eounsailor non-judgmental and respectful? "y 1428 | 96.9

1419 | 96.8

o...the counsallor encouraging you t& ask questions and answered them?
e ——

o

Participation in HIV counseliiing and tis_ti;ilg (HCT) and reported reasons for not

vid B

taking part i

Among 1703 patients mtervw:ifet‘l 83.1% agread to participate in individual HIV
dpo

counseling and 81.8% receivedpost- test HIV.counselmg,.

Refused participation in HIV ccmnsellmg (n#SS) was in descending order of importance:

Know my HIV status already (41, 9%), - i

Afraid of test (37.8%) .

Afraid of lack of conﬁdeﬂtlahty (36. 6%)

Did not understand the process during group education session (32.6%),
Had 1o wait for long time (23.5%), ¢

Did not like the counscllmg process (22.0%),

Did not like the counsellor(ZO 5%),

Partner has not agreed (18.0%), and

Other, specify: mainly opgrational (no test kits) and not ready yet

Woe Nk e N

Refused participation in HIV paét-test coun&;élling (n=310) in descending order of

importance:

Know my HIV status (45 3%)

Need more time to make: the decision (30.5%),

Fear of infant formula distribution stigma (25.8%),

1 don’t have cnough mformatlon about HIV testing (25.3%),
Afraid of test (24. 4%)w .

Afraid of lack of confidéntiality (23. 8%),

Did not understand the process during counselling (22.1%),
Refused participation in testing (21.5%),

fo N b b
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9. Had to wait for long tlme ( 18.9%),
10. I don’t know the benefits of knowing my HIV status (17.4%),

11. Did not like the couns::flor (17.4%),

12. Partner has not agreed (13.8%),
13. I can’t get any medication if [ am found HIV positive (13.8%),
14, Other, specify: mainly operational (no test kits) and intended to test later

Determinants of HIV pre-test and post-test'dnmselling

Determinats of pre-test counselling

Determinants of posi-test

o counselling

Variables Unagjusted OR Adjusted OR | Unadjusted OR (95% | Adjusted

(959{1 1) {95% CT) ch OR (95%

i €h

Age i 00»(0 97 1. 02) - 0.98 (0.96-1.00) =
Mavrital status -
Single 1.00°, ";' o 1.00
Cohabitating l. 13;_(1) 79 .63 . fe- 1.12 (0.80-1.57) e
Married 0.77 (0.46-1.31). * " 0.91 (0.57-1.44)

Divorced/separated/widowed

1.36.(0.38-4.80n -~

-

2.10 (0.72-6.10)

Formal education

1.18:(0.97-1.43)

1.33{1.11-1.56)**

Number of own children

0.89 (0.79-1.02) .

0.8 (0.78-0.98)*

PMTCT knowledge score

.29 (4.16-1. 43)**"'

1.07 (0.96-1.18)

Know ART

1.05 (0.78-1.40)

0.91 (0.69-1.19)

Know someone on ART

0.90 (0.70-1.16)

HIV risk perception

0.85 (065-1.12)

1.03(0.92-1.16).

113 (1.02-1.25)*

Discuss HTV with partner

1.30(0.97-1.74) .

1.32 (1.01-1.73)*

Want partner tested for HIV

1.22 £0.61 -2.44)

1.20 (0.63-2.30)

Physical abuse by partner

0.43'((5.3 1-0.75)***

0.71 (0.50-1.19)

Aware of a risk factor in
your primary partrer

1.214Q.82-1.80)

1.09(0.77-1.55)

History of STI in past 12

months

0.90 (062-1.31)

1.19 (0.85-1.68)

Had HIV test previously

3 39.(1780-3.16)*% |.

1.78 (1,33-2,24)%**

Two or more sexual partners
in the past 12 months

0.3540.34-0.80)* . /-

0.64 (0.41-0.98)"

{ondom use consistengy

109 (095-1.25)

0,88 (0,78-0.98)*

Group pre-test HIV
counselling score

1.425¢).24-1.63)**¥ |
AL

1,37 (1.20-1.56)***

Pre-test HIV counselling
SCONE

1.20 (1.12-1.29)%**

Significant at *P <05, **P<. 01 """"Pe 001




Intimate Partner Violence, #lcohol use and sexual behaviour
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Table 2: ANC delivery history

Items N (%)
2nd ANC visit 830 {(60.5)
3rd or more ANC visit , 802 (61.4)
Number of months pregnancy (Gestatlonal age) N (%)
First Trimester ' 83 (5.3)
Second Trimester 589 (37.3)
Third Trimester . 902 (57.2)
Have previous experience of-l'giving birth . 1040 (64.4)
Place of delivery of last baby ' N (%)
Health facility o 939 (89.1)
Home with traditional birth attendant 84 (8.0)
Home without traditional birth attendant 31(2.9)

n
i

Most had previous experience in glvmg birth (64 4%), were 2™ (60.5%) and 3" (61.4%)
ANCs and were mainly in the: 2 (37.3%) al;ld 3 (57.2%) trimesters and had delivered in
health facilities (89.1%). It is important to note that 8% had delivered home with

traditional birth attendant.

Table 3. Intimate partner viEﬁénce
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Experience of physical abus& by partner/husband in | N (%)
the past 6 months o

Yes L 135 (13.8)
No 827 (84.8)
Not applicable ' v 13 (1.3)
Has your partner twisted yo‘ur arm or hair, or N (%)
threw something at you ths,if_-{:buld hurt?

Within The Preceding 12 Mdnths | 45 (32.6)
Before the preceding 12 months T 19 (13.8)
Never happened NE 74 (53.6)
Has your partner pushed, grabbed, or alapped you? | N (%)
Within the preceding 12. mcmthb " 47 (34.1)
Before the preceding 12 monfb:.*. 33(23.9)
Never happened ? - 58 (42.0)
Partner kicked you or slammed you agamst awall, | N (%)
punched or hit you with snmethmg that q.lld hurt
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Within the preceding 12 moﬁﬁié 31(23.5)
Before the preceding 12 months 21 (15.9)
Never happened 80 (60.6)
Partner beat you up, or hurned or scalded you on N (%)
purpose’?

Within the preceding 12 mcrnths 26 (19.8)
Before the preceding 12 months 14 (10.7)
Never happened 91 (69.5)
Partner choked you, or burned or walded | you on N (%)
purpase? :

Within the preceding 12 months 12 (9.1)
Before the preceding 12 months 14 (10.6)
Never happened L 106 (80.3)
Partner used force, like hitting, holding you down, [N (%)
or_using a weapon to make you have sex"

Within the preceding 12 months, 18 (13.4)
Bcfore the preceding 12 mon_it.hsr 15(11.2)
Never happened - 101 (75.4)
Partoer put you down with \_)vords, emotionally hurt | N (%)
or made you feel afraid? A

Within the preceding 12 months - 55 (38.7)
Before the preceding 12 months - : 30211
Never happened = ) ¥ 57 (40.1)

About 14% of the respondents réported that they had experienced physical abuse by
partner in the past 6 months. Réspondents indicated that their partner had:

Twisted their arm or hair, ot threw something at them that could hurt within the
preceding 12 months (32.6) and before the preceding 12 months (13.8%)

Pushed, grabbed, or slapped thErn within the preceding 12 months (34.1%) and before the
preceding 12 months (23, 9%)

Kicked or slammed them agamst a wall, punched or hit them with something that could
hurt within the precedmg 12 mcmths (23. 5%) and before the preceding 12 months
(15.9%)

Beat them up, or bumcd or scsﬂded theth on purpose within the preceding 12 months
(19.8%) and before the prec:edmg 12 months (10.7%)

Choked them, or burned or sca.l'ded them on purpose within the preceding 12 months
{9.1%) and before the precedm.g 12 months (0. 6%)

Used force, like hitting, holdmg them down, or using a weapon to make them have sex
within the preceding 12 months (l 3 4%) anél before the preceding 12 months (11.2%)
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Put them down with words, emotlonally hurt or made them feel afraid within the
preceding 12 months (38.7%) and before the preceding 12 months (21.1%)

Table 4: Alcohol use

How often do you have a dri_ilk containing alcohol in

the past 12 months? N (%)
Never 799 (86.7)
Monthly or less 84 (9.1)

2 to 4 times a month B 19(2.1)
210 3 times a week 17 (1.8)

4 or more times a week _ 2(0.2)
How many drinks containing alcohol do you have N (%)

on a typical day when you are drlnkjng

1or2 53(38.7)
Jord 60 (43.8)
Soré 15(10.9)
Torg . 4(2.9)

10 or more " o 5(3.6)
How often do you have mor'é tilan five drinks {men)

and four drinks (women) more on Dne m:casmn N (%)
Never ‘_';' o 34 (23.8)
Less than monthly L 72 (50.3)
Monthly o 19 (13.3)
Weekly 18 (12.6)
Spouse/partner use alcohal 489 (45.9)
;:gzzll'ned that spouse/parf::ze'r drinks ttm much 257 (43.9%)
How many times in the last'une year: has your

spouse/partner been violent towards ynu while | N{%)
under the influence of alcohol"

Never ‘ ) 37 (20.2)
Between 1 and 3 times -~ % 75 (41.0)
Between 4 and 6 times 48 (26.2)
Between 7 and 9 times - 8 (4.3)

10 or more times 15(8.1)

oA 10
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The majority of the respondents had nevei had a drink containing alcohol in the past 12
months (86.7%), had less than 5 drinks o a typical day (82.5%) and had more than 5
drinks (men) and 4 drinks (women} less than monthly (50.3%). Almost 50% of the
respondents indicated that spouse/partner uses alcohol, 43.9% were concerned that
spouse/partner uses alcohol too much. Respondents also mentioned that in the last one
year their spouse/partner had been violent towards them while under the influence of
alcohol between 1 and 3 times (41 0%), 4 and 6 times (26.2%), 7 and 9 times (4.3%), 10
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and more times (8.1%).

Table 5: Sexual risk behavmur

During the past 12 months how many sexual N (%)
partners did you have?

None : 21 (2.3)

1 773 (83.7)
2 Y 102 (11.1)
3 21(2.3)

4 .. 3(0.3)

5 o 1(0.1)

10 ; 2(0.2)
Has a health care providerI told you that you have N (%)

an STI in the past 12 months?

Yes : 329 (33.5)
No » o 654 (66.5)
During the past 3 months dld you use a é@ndom N (%)
with your primary partner?

Never o 540 (55.8)
Less than half of the time . w iy 107 (11.1)
More than half of the time "~ % -~ 94 (9.7)
Half of the time = 161 (16.6)
Every time -":‘ " L 65 (6.7)
Aware of any risk factor in- your primary partner N (%)
Yes S 672 (70.7)
No . | 278 (29.3)
How worried are you that- yﬁu might already have

or in the future get HIV thawrus that causes N (%)
AIDS? :

Not at all worried 209 (21.4)
Somewhat worried o 135 (13.8)

1
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A little worried Y 211(21.6)
Very worried : : 422 (43.2)

The majority of the respondents (83,7%) had | partner during the past 12 months, 33.5%
were told that they had an STI during the past 12 months, 55.8% had never used a
condom with their primary partner during the past 3 months and 70.7% were not aware of
any risk factor in their primary partner. Only 43.2% were very worried that they might
already have or in the future get HIV.

C) Survey of mothers

Sampling and procedures .

Individual interviews with People Llwng with HIV(PLHIV) post-dalivery (3-6 months postpartum)
and who have used PMTCT services before were conducted, In all PMTCT service points in the
study area, every second consecutive PLHIVS was invitad to participate in the study through
referrals by health care providers. These individuals were asked to inform PLHIVS (post-delivery
and who have used PMTCT services before) abc:ut the study when PLHIVs come to clinic visits,
and encouraging them to volunteer.

Recruitment continued until 10 respandents per facility had agreed to participate. Health care
providers from the selecled clinics wers asked to inform PLHIVs (post-delivery and who have
used PMTCT services before) about the study when PLHIVS come to clinic visits. Individuals
were informed about the study and requested to participate in a confidential interview conceming
their health and social situation. They were also informed that participation is voluntary,

Before the survey was administered, individuals were given background information on the study.
PLHIVs were then asked to complete and sign a consent farm before the interview took place in a
private area in or outside the clinic. The interview was conducted by an external interviewer
trained in administration of the semi-structured interview schaedule for PLHIVS. Interviewers were
recruited from thet study areas with'at least a matric qualification and trained in interview
administration and ethics. They were then placed over three weeks in the PMTCT clinics to
conduct the interviews. The interview was anonymeus and confidential, no identification
information was entered on the quéstionnaire- andialso no information from medical records was
accessed. The questionnaire required approx'lrn' _#’Iy 45 minutes for completion.

Measure '

The questionnaire consisted of the followung sectlons demographics, knowledge of HIV
transmission, antenatal care Utlll?‘.’EItEDl"l HIV counselling and testing, antiretroviral treatment,
delivery and infant profile, shgma mfant feedmg and family planning.

2. Demographic Informatiem : ‘ _‘ : i

The demographic mformanon mclucled the followmg race, language, highest educational
qualification, number of blc_)lopc,ﬁxl children:and marital status.

2.1 Race L
About 98% (n=799) of the partlclpant% are Afrlcan 0.9% (n=7) Coloured; 0.2% (n=2)

Indian and 0.1% (n=1) wl'ntes E ;

2.2 Language &-
Most of the participants mtﬂrvmwed speak Zu]u as their home language 70.8% (n=577),
followed by Isiswati 12.3% (n 100) Engllsh 1.1%(n=9); 0.7% (n=6) Afrikaans and other

languages 13% (n=106),
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2.3 Highest educational qualification

In terms of the educational qualifications only 4.4% have no schooling; 27.2 (n=222)
have std10/matric/N3; 19.5% (n=159) have std9/gr11/N2; 16.1 % (n=131) std6- std7/gr§-
gr%abet4 and 2.9% (n=24) Djplt)fna(s)/ Occupational certificate(s).

2.4 Number of biclogical children

The majority of the participants 34.2% (n=279) have 1 child; 32.8% (n=267) 2 children;
14.4% (n=117) 3 children; 8. 7% (n—-71) 4 children and between 0.1 and 0.2% have 8-9
children.

2.5 Marital status L
The majority of the parttcnpants are single 66% (n—538), 20.2% (n=165) cohabitate; 9.9%
(n=81) married; 1% (8) has dlv_c_)\rccd and 1.2%(n=10) arc widowed.

3. HIVKNOWLEDGE ..

¥ ?.

Tablel: HIV Transmission questlons

Question Yoy | No ) Don’t know No response Total
N Yo N Y N Y N %o N Yo

b Can HIV positive mather | 571 70.1 © |-:1869 2007 69 8.5 815 100
infect her baby with HIV v . 0.7
during pregnangy | :
2. Can HIV positive mother | 640 78.5 117 144 56 6.9 2 0.2 813 100
infect her baby with HTV - '
during delivery
3. Can HIV paositive mather e - 815 100
infaat her bﬁby with HIV 635 77:9' 110 135 65 8.0 06
during breasifeeding VU i

Participants were asked aboﬁt :ﬂie HIV transmission questions. Question 1 on Table |

shows that 70.1% (n=571) agr:if:e‘ that HIV positive mother can infect her baby with HIV
during pregnancy; 20.7% (69):disagree and 8.5% (69) do not know. Question 2 shows
that 78.5% (640) of the participants believe that HIV positive mother can infect her baby
with HIV during delivery; 14. 4% (117) disagree and 6.9% (56) do not know). Question 3
shows that 77.9% (n=635) of the participants believe that HIV positive mother can infect

her baby with HIV during breastfeedmg, 13.5% (n=110) disagree and 8% (n=605) does

not know, T
Table 2: ANC information -+ ‘
|Question v N
CYes Noy No response Total
N e T INe . | N % %
When you were pregnant with this “;” v
baby, did you s 4 traditional birth ‘ EQ_,ZQS 25.2 " H08 74.6 2 02 BI3 100}

atlendant

When you were pregnant with this- .
fbaby, did you go to the clinic or ' 2771 94.6] » 41 5.0 3 041 8I3 oo}

hospital lor check ups?

13
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Table 2 shows that 25.2% (205) of the participants visited TBA when they were pregnant
and 74.6% (608) did not. About 94.6% (771) participants went to clinic or hospital for
check up when they were pregnant and 5% (41) did not. On average 19.3% (157) of the
participants visited the clinic or hospital four times during their pregnancy and the father
did not accompany most of the mothers 77.7% (633).

4, MALE INVOLVEMENT

Table 3: Male invalvement

Questions . -
Yes. . No No response
N % N % N %
[3id you receive information on the ;
) ) 708, 56.49 73 0.0 14 4.2
importance of partner tcsung .
Did you reecive education on safer _ '
gexuval practices and provision of -. ' 726 "‘f‘. g1 56 6.9 33 4.0
condoms = L
— =
Does your current partner know his = .« i
B 1471 P T B 201 247 13 14.5
RICUE P -
Was vour partner contacted after your ‘ a R
i ETR] 384 282 36 135 16.6
results came back positive
wWs your pariner usked 1o take an o '
S 4I7 512 198 24.3 130 16.0
HIV test '

Table 3 shows that 86.9% (n—?OS) of thc part1c1pants received information on the
importance of partner testing; %% (n=34) did not and 4.2% (n=34) did not respond,

About 89.1% (n=726) of the participants received education on safer sexual practices and
provision of condoms; 6.9% (n—56) did not ard 4% (n=33) did not respond. In terms of
the HIV status, 44.9% (n=366)of the participants reported that their current partner know
his status and 38.3% (n=313) peportcd that their partner contacted after your results came
back positive. About 52.2% (n—417) of the participants reported that their partner asked
to take an HIV test.

5. ARV ADHERENCE

Tabled: ARV adherence

Questions ! i
"Yes Nd No response Total
h{'-’ % N |% N % N |%
Did you receive explanations that AZT»- .
fand NVP reduee the chunce of baby - 72] 88.5] * ' 60 74 14 42 81% 100§
conlracling virus B :
Did you receive infortation on how W - "
Jrake AZT and Nevirupine ;105 a5l - 74 .1 36 44| &15 IOOI
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Did you share your results with B . ' I
someone S 564 69.2] . 239 293 12 1.5] 815 100
Have you shared the results with - \ '

purtner/husband +357 43.8). 458 6.2

Have you shared the resulis wilh sisier "ltit}l 17.2 675 82 8

Have you shared you results with;

ather family members - 72 881 743 912

Hhave you shared you results wnh "

fricnds 59 72 755 926

Have you shared you results with: ‘

health care provider aside from the ong . |7 21| 797 978

who gave resulis - .

- The above table 4 shows that 88.5% (n=721) participants received explanations
that AZT and NVP reduce the chancé of baby contracting virus; 86.5% (n=705)
received information on how to take. AZT and Nevirapine; 69. 2% (n=564) shared
their results with someone; only 43,8% (n=357) shared the results with
partner/husband; 17.2% (140) with sister; 8,8% (72) with other family members;
7.2% (59) with friends’ and 2.1% (n=17) with health care provider aside from the
one who gave results, *.°

Table 5: ARV adherence

Question Yes

Don’t know

No response

N

Yo

o N Yo

N

Yo

|. Were you provided with a
drug 1o prevent Mother to
Child transrnission of HIV

TV,

13.1 15

1.8

13

1.6

2. Did you tell your
partner/husband that you
werg told to take the drug

U

333

70

B.6

Table 5 shows that 83.4% of the partlclpants were provided with a drug to prevent

b

Mother to Child transmission of HIV and only 53.1% told their partner/husband that they

were told to take the drug.

Drug administration
Table 6

[

e
)

When did you take or were you R

given the drug - Y Number (N) Percentage (%)
Before labour began ‘\ ' A 466 51.2
Onset ol labour ‘ ) ‘. . 173 21.2
When the buby was born ; o 97 13
Another time - 25 3.l
Naot taken I '“' 27 33
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The above table 6 shows that mmt of the partlclpants took the drug before labour begzm
(57.2%) and about 3.3% did npt take the drug at all. Below are the reasons that they give
for not taking the drug:

- did not want the pill durmg pregnancy

- spouse/partner did not want me to -

- other family members-did not want me to

- did not understand why i should take.f#(1.6%)
- lostit . =)

- forgotto ‘ Ly

HI1V infant Diagnosis
The participants gave the f'()ll()wmg reasons for the baby not receiving the syrup medicine
- Did not take to the clmtc/hospxlal (2. Sﬁ)
- Clinic/hospital ran out of supplies (O 4%)
- Had transport difficulties
- Don't know (7.2%)
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4.2 Interventions to strangthar‘l'_. PMTCT prdgfﬁ'mme implemeantation

The section below outlines the milestones and planned interventions, However, these will he
revised based on the results of the.'rapid baseline assessment.

4,21 Establish partnership with the Mpumalanga Department of Health and Social
Services (MPDOHSS)

A Memorandum of Understanding (MOU) will ba: signed with the MPDOHSS which will constitute
the partnering agreement for implamenting the mtarventlon The MOU will outline the roles and
responsibilities of each party. .

4.2.2 Community mobilisation :

in consultation with the MPDOHSS PMTCT mojilisation programmes will be strengthened and
supported. Activities may include pravision of education, information communication (IEC)
materials, facilitation of organisation capacity buitding, etc.

423 PMTCT programme sup-i.'_.i_:;:;rt and/or expansion

Through support of clinic staff, formation of support groups and community support the following
will be strengthened: a) all pregnant women attending the 30 ANC clinic sites in Gert Sibande
district in Mpumalanga will be encouraged to have confidential counselling and testing (CT) for
HIV infection, b) Women who test HIV-positive will be referred to a wellness programme or an
ART programme for staging of thq-u' HIV disease and HIV-related care and support, ¢) Women
who meet the national governmeht Griteria forinitiation of ART will be encouraged and referred to
an accredited ART site, d) Women who test. HIV-positive, but who do not meet the criteria for
initiation of ART, will be referred 10 a wellness programme and/or relevant social support
sarvices, e) Women identified &g HlV-posmve during pragnancy, and their infants, will be given a
course of single or dual therapy antlretrowrals to pravent mother-to-child transmission of HIV, f)
Infants born to HIV-infected mothers will be tested for HIV 6 weeks or later after delivery using
PCR and at 9 months or later using antibody tasts to determine their HIV infection status, and g)
Infants found to be infected with HIV will be refercad for follow-up.

4.2.4 Recruitment and appointment of staff

In consultation with the MPDOHSS, and in order to support this programme, additional people will
be appointed with project money.‘This is based on the assumption that there are vacant posts at
these clinics and that the salaries of these individuals will be taken over by the MPDOHSS, after
the conculsion of the project. As a mmlmum the following people will be appointed:

. Appointment of 10 professmna! and 6 enrolled nurses
» One information officar o -
« B5PMTCT peer support sma coordmators

42,5 Training of health cara profasslonals
Health care professionals will be tr&ﬁned through the regional training centre using project money
and according to national guidelines and standards. The training will include inter alia, updates on

PMTCT, VCT, dual therapy, posi-baﬂum counselhng and ART updates.

4.2.6 Community health workerl [ay counaellor training

i7
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In line with national guidelines for training of community health workers/ lay counsellors’ training
will be provided to facilitale community mobilation and encourage women to access ANC early,
encourage counselling and testitg, ‘encourage delivery in health facilities by promoting the use of
health facilities for delivery among pregnant women, their famflies (including mothers and
mothers-in-law), and husbands or partners and aspects of infant feeding and health.

4.3 Monitoring and evaluation (M &E) support.

We will offer and provide technical agsistance to MPDOHSS with data collection on the PMTCT
programme and to strengthen its M&E System in the participating clinics, We will request monthly
PMTCT statistics from the 72 PMTCT sites in the project area. We will sesk to coordinate our
Monitoring & Evaluation (M&E) and PEPFAR related reporting activities with routine district health
MAE activities in ordar to minimige any unnecessary duplication of work. This may involve
training in data management and assistanca in guarterly M & E mestings.

The researchers will provide techmcal support to strengthen the existing follow-up and monitoring
system of children. The approach will include ‘appointment and training of staff and facilitating the
resolution of bottle-necks and Syspam challengas.
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