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Abstract

:

Background: South Africa (SA) began implementing its Universal Test and Treat (UTT) policy in September 2016 and Same Day Initiation (SDI) in 2017, aiming to meet the UNAIDS 90-90-90 targets by 2020. With significant advances in HIV testing, large gaps remain in the linkage and retention in care. As part of a contribution to the successful implementation of UTT, this study aims to examine progress in the implementation of the UTT and to identify gaps and facilitators in the successful implementation of the guidelines from the perspective of healthcare providers from under-resourced, high-HIV prevalence rural settings. Methods: We conducted a census of all 170 professional nurses from 18 primary healthcare (PHC) clinics in Rustenburg, South Africa, between October 2018 and February 2019. The perceptions, knowledge and attitudes of nursing staff associated with UTT implementation were investigated though the dissemination of self-administered questionnaires. Stata 16.0 was used to analyse the data. Frequency and contingency tables were used to present categorical data. The precision of the estimates was measured using a 95% confidence interval (95% CI), and the p-value of statistical significance is p < 0.05. Results: The facilities were found to have adequate governance and supervision, but gaps were identified, including staffing challenges, bottlenecks and under-resourced service delivery platforms. It was found that a high level of knowledge is a predictor of positive perception of the UTT programme and its implementation. Being supported by capacity development and having positive perceptions of UTT were important motivators for UTT implementation. Conclusions: This study was able to identify potential facilitators of the UTT strategy implementation at the selected facilities. Clinical guidelines and policies on UTT contributed to successful implementation, which means that the process of closing the gaps identified should prioritise the delivery, support and prioritisation of capacity development, infrastructure and the provision of clinical guidelines to all healthcare workers. It is recommended that nurses receive training on UTT and its benefits to increase their knowledge and promote its successful implementation in clinics.
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1. Introduction


Eastern and Southern Africa remain the regions hardest hit by HIV, accounting for over half of the global HIV burden [1,2]. Notwithstanding this, notable progress has been made against HIV with the expansion of antiretroviral therapy (ART) and the successive adoption of the Universal Test and Treat (UTT) guideline recommended by the World Health Organization (WHO) [3,4,5]. Conversely, health systems in sub-Saharan Africa remain vulnerable and over-burdened [6,7,8]. In addition, persistent deficiencies in health systems have made it challenging for many countries in the region to meet UNAIDS 90-90-90 HIV targets and to take full advantage of UTT policies [8,9,10]. South Africa has the region’s highest HIV burden, with nearly 8 million people living with HIV, of whom 5.5 million are on ART and 5 million are virally suppressed [4]. Despite significant efforts to improve access to treatment, challenges remain in reaching patients and retaining them in care [11,12,13].



South Africa introduced the UTT strategy in 2016 and the Same Day Initiation (SDI) ART policy in 2017, leading to increased testing efforts, but ART initiation within the expected timeframe remains a problem [10,14,15,16]. Healthcare providers play a critical role in the implementation of UTT. Unfortunately, the UTT implementation was not accompanied by expanded human or infrastructural capacity, and effective implementation of the ART expansion guidelines requires a well-trained and adequately staffed workforce [6,7,8,17]. Notwithstanding the efforts to expand HIV testing, South Africa needs an additional three million people to start ART to reach 95% of the people diagnosed with HIV on ART by 2030 [4,18]. As a result of the increased demand for ART, the strain on already overburdened public services may increase, negatively impacting the quality of care. [19,20]. As a result, it is critical to comprehend how public sector healthcare providers manage their implementation of the UTT guidelines, identify gaps and devise solutions to maximise and sustain benefits. The purpose of this study was to look into the perceptions, knowledge and factors associated with the implementation of UTT in underserved rural areas.




2. Materials and Methods


2.1. Study Design and Population


The study setting for this descriptive cross-sectional design was primary healthcare clinics (PHC) in Rustenburg, South Africa. There were 18 PHC with 8 medical practitioners and 170 professional nurses in total. The study population consisted of professional nurses and healthcare managers employed at the time of data collection, which was from October 2018 to February 2019. With a population size of n = 170, due to response rate issues and the limited size of the research population, a census of all 170 professional nurses was chosen as the sampling technique.




2.2. Measures


The data were collected through a structured, self-administered questionnaire. We collected information on the respondents’ socio-demographics, knowledge about UTT and perceptions about UTT. Their knowledge of UTT was assessed through asking 19 questions, which were posed as multiple-choice questions to allow the respondents to select the correct response. Other knowledge questions required the respondent to answer “Yes” or “No”. The correct response was coded “1” and the incorrect or a non-response was coded “0”. A total knowledge score was computed by summing the scores of each question. For each participant, the possible total knowledge score ranged from 0 to 19, including questions on who is eligible for UTT, the period of initiation, the benefits of UTT and what is necessary for the successful implementation of UTT. A three-item Likert scale was employed to quantify their perceptions of UTT. The participants were asked if they would suggest or consider providing UTT, the availability of the resource and how it is being implemented. Responses were categorised as “Yes”, “No” and “Not sure”.




2.3. Data Collection


The data were collected using a self-administered, structured questionnaire formulated in English. The questionnaires were distributed to the respondents by trained research assistants. The nurses completed the questionnaires individually but the research assistants were available to check the completeness of the questionnaires. Due to the nature of this new, progressive HIV treatment and care intervention and its novelty, the questionnaire was developed by referring to previous qualitative tools and constructs obtained from a review of the literature on PMTCT and perceptions and implementation of the universal HIV treatment guidelines [21,22]. To ensure validity, the tool was pre-tested to ensure that the respondents understood the questions. This also allowed for the identification of possible problems with the completion of the questionnaire. The research assistants did not encounter any challenges with the completion of the tool by the six healthcare workers who engaged in the pilot, and no changes were made. The pre-test increased the reliability and validity of the study.




2.4. Data Analysis


The analysis of the data was performed using the STATA IC version 16.0 statistical package (STATA Corp, College Station, TX, USA). Descriptive statistics such as frequencies, percentages and proportions were computed to describe the study variables. Socio-demographic data were obtained. To determine the respondents’ knowledge of UTT, the responses to the 19 knowledge questions were tabulated and reported as proportions according to correct and incorrect responses, and the mean and standard deviations (SD) computed from the total knowledge score. The mean was used to categorise the knowledge levels. Knowledge scores above the mean were categorised as good knowledge, while scores below the mean were categorised as poor knowledge. The variable gender (male or female) was the dependant variable for the study, and the variables within the constructs of socio-demographics, sexual behaviour, knowledge of STIs and partner notification were the independent variables. The Pearson chi-square test was used to examine the difference in demographic UTT knowledge and UTT perceptions between the respondents who suggested UTT and those who did not. The association between variables was measured by using bivariate logistic regression. A significance level of 5% was accepted. The strength of association between the dependent and independent variables was described using an odds ratio at a 95% confidence interval (CI). Statistical significance was set at p < 0.05 for all variables.




2.5. Ethical Considerations


The Research Ethics Committee of Sefako Makgatho Health Sciences University (SMUREC/H/294/2017) reviewed the protocol and gave it ethical clearance. The relevant university authorities granted permission to conduct the study. Informed consent was obtained from all respondents. Participation was voluntary, including the right to withdraw from the study without any preconditions. For anonymity, no identifying information was collected and the data file was password-protected, with access limited to the lead investigator.





3. Results


3.1. The Socio-Demographic and Other Characteristics of the Respondents


One hundred and fourteen (n = 114) healthcare workers were enrolled into the study, among whom there were 94 (82.6%) females and 20 (17.5%) males. The mean age was 42 years, ranging from 23 to 64 years. The ages of the participants were categorised into four groups. Over a third (33.6%) of them fell in the age group 23–35 years, while those who were above the age of 55 constituted just 17 (15.4%) of the study population. With regard to the marital status of the respondents, the majority of them (n = 61, 53.5%) were married. The vast majority (n = 82, 71.9%) of the participants worked in primary healthcare facilities (PHC), while 32 (28.1%) worked in community health centres (CHCs). Of a sample of n = 114 professional nurses, more than half (n = 71, 62.3%) were professional nurses, followed by NIMART providers (n = 31, 27.2%) and operational managers (n = 12, 10.5%), respectively. With regard to their work experience, more than half (n = 59, 55.1%) had over 10 years of experience as a nurse. Furthermore, 51.7% (n = 59) had received HIV training and over a third (n = 32, 31.7%) had had more than 10 years’ experience working with HIV patients (Table 1).




3.2. Access to and Availability of UTT Information


Almost all (n = 111, 97.3%) of the participants knew about UTT. The sources of respondents’ information about UTT came more from other healthcare providers and guidelines (n = 78, 68.4%) and (n = 55, 48.2%), respectively, and respondents were allowed to indicate more than one source. The majority (n = 95, 84.1%) stated that they had access to the 2016 national consolidated clinical guidelines and were either mentored or supported on UTT (n = 87, 76.3%), and most indicated that this support came from their supporting partner (n = 62, 71.3%) (Table 2).




3.3. Respondents’ Perceptions of the UTT Programme


The perceptions of the respondents towards the UTT approach were assessed based on eleven questions to which the answers could be yes, no or unsure. The results indicate that most respondents had positive perceptions of the UTT (n = 79, 69.3%) with a score equal to or more than the mean score, while 30.1% had negative perceptions, and they scored less than the mean score. Most (n = 101, 88.6%) had considered providing UTT services. However, only 62.8% (n = 71) had suggested UTT services to their patients in the past year. This apparent inconsistency may be linked to the unavailability of the necessary resources, as almost half of the respondents (n = 55, 48.3%) stated that their sub-district did not have sufficient medical supplies to implement the UTT programme. In addition, over half (n = 64, 56.1%) of the respondents thought that the UTT programme could do harm if not carefully implemented. Thus, 48.3% (n = 55) stated that UTT was not ready to be made widely available (Table 3).




3.4. Knowledge Level of Respondents about UTT Strategy


The mean of the total knowledge score about UTT on the 19-item question scale was 16 (SD = 2.9), and the range was 4–19. As such, most (n = 80, 70.2%) of the participants had a high level of knowledge of UTT, above a score of 70.5%, whereas those with insufficient knowledge made up 29.8%, with a score of 42.5%. Although most of the respondents were knowledgeable about UTT, over half of the respondents (n = 54, 46.4%) did not see the need to prioritise it for CD4 below 200 and those at HIV stage 4 (Table 4).




3.5. Association between Knowledge and Perceptions


There was a significant association between the level of knowledge and perceptions about UTT (p = 0.001). The study found that those participants with a higher level of knowledge had good perceptions about the programme (Table 5).




3.6. Predictors of Positive Perceptions towards UTT


In determining the factors associated with suggesting UTT to patients, a logistic regression model was deployed whereby different variables were subjected to the model for bivariate logistic regression analysis, and crude odds ratios (COR) were determined at a 95% confidence interval. The variables that were statistically significant (p < 0.05) were further subjected to multivariate logistic analysis, and adjusted odds ratios (AOR) were determined. Being supported and having positive perceptions about UTT was significant in the multivariate analysis. The odds of suggesting UTT were four times more likely for respondents who received support (AOR = 1.46, 95% CI: 1.40–14.19). Furthermore, the odds of suggesting UTT were nine times more likely for those who had positive UTT perceptions. In addition, there was no difference in those who received training, had high knowledge of UTT and had UTT guidelines, and the odds ratio was one (Table 6).





4. Discussion


This study contributes to the body of literature on the facilitators of the implementation of the UTT guidelines. This study examined the respondents’ knowledge and perceptions of early ART initiation under the Universal Test and Treat guideline, and highlights the role of healthcare workers in advocating decisions about ART initiation.



The findings show a high level of knowledge of UTT among the respondents, most of whom were nurses implementing the UTT programme. Studies have found that healthcare workers generally have good knowledge about health programmes, including HAART programmes [23,24,25]. Most of the respondents reported that their knowledge was peer-led rather than the outcome of formal training, which replicated the findings of other studies. Moreover, the literature provides evidence of the sources of knowledge that could be instilled through the initiative of “task-shifting” from physicians to nurses during the implementation of ART initiation programmes, nurse capacity building projects and the opportunity of high patient headcounts [25,26,27,28,29,30]. Task-shifting and mentorship are a reality in high-HIV prevalence rural settings in South Africa.



The good knowledge score in our study is most likely due to the strong presence of supporting partners in the clinics, such as civil organisations, as well as training and mentoring programmes. Capacity-building through training and mentoring programmes by health managers are referred to by other researchers, and they are associated with an increase in positive attitudes and successful programme implementation [23,31].



The findings show that good knowledge and positive perceptions of the programme were associated with the availability of and access to clinical guidelines on the implementation of the UTT in the clinics. This is in line with Moran et al. (2022), who note that formal sources of information such as guidelines and official memoranda improve the implementation of the programme [29]. Pascoe et al. (2020) also mention that given sufficient time to develop, the capacity of nurses and work experience facilitate the implementation of health programmes and satisfy end-users’ expectations [32].



The data show a significant association between having access to clinical guidelines and knowledge and positive perceptions about the implementation of the UTT. More than half of the respondents said that their primary source of information on the UTT was clinical guidelines. The results also showed that participants who had guidelines had better perceptions than those who did not have any guidelines. Lester et al. (2010) found that poor knowledge of the guidelines resulted in an overall low level of implementation [33].



Perceived barriers against the successful implementation of the UTT in this study included concerns about patient adherence, cost-effectiveness, limitations in the stock of ART and limitations in the number of available staff, limitations that have also been reported in other studies conducted over time [29,34]. Despite the above-mentioned perceived barriers, the respondents in this study had favourable perceptions about UTT and would consider providing it. Most respondents supported the implementation of the programme and believed that it is an appropriate use of resources. Such willingness is necessary to promote the acceptance of the UTT by patients. Positive perceptions and motivation to implement the UTT programme were not common in the past decade, where healthcare providers were reluctant to initiate ART early due to a lack of trust in the sustainability of treatment supplies and increased demands on the already sparse human resources for healthcare.



Limitations


The cross-sectional design is a limitation in our study. The relatively small number of healthcare workers and clinics included means that the results should be used with caution and the findings should not be generalised to other nurses in other settings. Although a self-administered questionnaire was used and it was expected that the respondents would answer honestly, the fact that the researcher was a known colleague might have influenced them in such a way that they would have given answers which they perceived to be those the researcher would prefer. This study excluded other healthcare professionals involved in the provision of UTT such as doctors and pharmacists since they are available in the clinics only on sessional basis.





5. Conclusions


This study has shown overall high levels of knowledge and positive perceptions about UTT among most of the respondents who reported support for the implementation of the programme. Most claimed that they had suggested UTT to patients in the past year. Knowledge of the clinical guidelines and policies on UTT contributed to successful implementation, which implies that the provision of clinical guidelines should be prioritised to all healthcare workers to strengthen implementation. Training on UTT and its benefits is recommended to improve nurses’ knowledge and to promote its successful implementation in the clinics. High levels of knowledge are a predictor of positive perceptions about the UTT programme and its implementation. This means that UTT as a new programme for both nurses and patients has implications for both healthcare provider and patient attitudes, acceptability and willingness, and the consequential retention in the programme. Understanding the relationship between nurses’ capacity, attitude, knowledge of the UTT programme and knowledge of the guidelines for UTT implementation contributes to the body of knowledge about UTT and hopefully to reaching the targets of the UTT programme.







Author Contributions


Conceptualisation, L.M.M. and M.M.M.; methodology, M.M.M., formal analysis, M.M.M. and N.H.; investigation, L.M.M.; resources, L.M.M. and M.M.M.; data curation, L.M.M.; writing—original draft preparation, N.H.; writing—review and editing, N.H. and M.M.M.; visualisation, N.H.; supervision, M.M.M.; project administration, L.M.M. All authors have read and agreed to the published version of the manuscript.




Funding


This research received no external funding.




Institutional Review Board Statement


This study was conducted according to the guidelines of the Declaration of Helsinki, and approved by the Ethics Committee of Sefako Makgatho Health Sciences University (protocol code SMUREC/H/294/2017: PG).




Informed Consent Statement


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




Data Availability Statement


A dataset will be submitted upon request by the editor and the data will be sent to the university’s library data curation server for access.




Acknowledgments


The authors would like to thank the research assistant who spent hours in the field to make this study successful. We also thank the healthcare workers for sharing their valuable information with us.




Conflicts of Interest


The authors declare no conflict of interest.




References


	



Johnson, K. Hiv and aids in africa. In Oxford Research Encyclopedia of African History; Oxford University Press: Oxford, UK, 2021. [Google Scholar]

	



Roberts, K.J.; Smith, C.; Cluver, L.; Toska, E.; Zhou, S.; Boyes, M.; Sherr, L. Adolescent motherhood and hiv in south africa: Examining prevalence of common mental disorder. AIDS Behav. 2022, 26, 1197–1210. [Google Scholar] [CrossRef] [PubMed]

	



Govere, S.M.; Kalinda, C.; Chimbari, M.J. Factors Influencing Rapid Antiretroviral Therapy Initiation at Four Ethekwini Clinics, Kwazulu-Natal, South Africa. AIDS Behav. 2022, 26, 1821–1828. [Google Scholar] [CrossRef] [PubMed]

	



Joint United Nations Programme on HIV/AIDS (UNAIDS). Factsheet: Global Aids Update; UNAIDS: Geneva, Switzerland, 2019. [Google Scholar]

	



World Health Organization. Guideline on When to Start Antiretroviral Therapy and on Pre-Exposure Prophylaxis for Hiv, Web Supplement: Annex 2: Evidence to Decision-Making Tables and Supporting Evidence; World Health Organization: Geneva, Switzerland, 2015. [Google Scholar]

	



Takarinda, K.; Harries, A.; Mutasa-Apollo, T. Critical considerations for adopting the hiv ‘treat all’approach in zimbabwe: Is the nation poised? Public Health Action 2016, 6, 3–7. [Google Scholar] [CrossRef]

	



Lahuerta, M.; Ue, F.; Hoffman, S.; Elul, B.; Kulkarni, S.G.; Wu, Y.; Nuwagaba-Biribonwoha, H.; Remien, R.H.; El Sadr, W.; Nash, D. The problem of late art initiation in sub-saharan africa: A transient aspect of scale-up or a long-term phenomenon? J. Health Care Poor Underserved 2013, 24, 359. [Google Scholar] [CrossRef]

	



Dutta, A.; Barker, C.; Kallarakal, A. The hiv treatment gap: Estimates of the financial resources needed versus available for scale-up of antiretroviral therapy in 97 countries from 2015 to 2020. PLoS Med. 2015, 12, e1001907. [Google Scholar] [CrossRef] [PubMed]

	



Nansseu, J.R.N.; Bigna, J.J.R. Antiretroviral therapy related adverse effects: Can sub-saharan africa cope with the new “test and treat” policy of the world health organization? Infect. Dis. Poverty 2017, 6, 24. [Google Scholar] [CrossRef]

	



UNAIDS. Understanding Fast-Track: Accelerating Action to End the Aids Epidemic by 2030; UNAIDS: Geneva, Switzerland, 2015. [Google Scholar]

	



Willis, N.; Milanzi, A.; Mawodzeke, M.; Dziwa, C.; Armstrong, A.; Yekeye, I.; Mtshali, P.; James, V. Effectiveness of community adolescent treatment supporters (cats) interventions in improving linkage and retention in care, adherence to art and psychosocial well-being: A randomised trial among adolescents living with hiv in rural zimbabwe. BMC Public Health 2019, 19, 117. [Google Scholar] [CrossRef]

	



Boeke, C.E.; Nabitaka, V.; Rowan, A.; Guerra, K.; Kabbale, A.; Asire, B.; Magongo, E.; Nawaggi, P.; Mulema, V.; Mirembe, B. Assessing linkage to and retention in care among hiv patients in uganda and identifying opportunities for health systems strengthening: A descriptive study. BMC Infect. Dis. 2018, 18, 138. [Google Scholar] [CrossRef]

	



Ayieko, J.; Brown, L.; Anthierens, S.; Van Rie, A.; Getahun, M.; Charlebois, E.D.; Petersen, M.L.; Clark, T.D.; Kamya, M.R.; Cohen, C.R. “Hurdles on the path to 90-90-90 and beyond”: Qualitative analysis of barriers to engagement in hiv care among individuals in rural east africa in the context of test-and-treat. PLoS ONE 2018, 13, e0202990. [Google Scholar]

	



Walensky, R.P.; Wood, R.; Ciaranello, A.L.; Paltiel, A.D.; Lorenzana, S.B.; Anglaret, X.; Stoler, A.W.; Freedberg, K.A.; Investigators, C.-I. Scaling up the 2010 world health organization hiv treatment guidelines in resource-limited settings: A model-based analysis. PLoS Med. 2010, 7, e1000382. [Google Scholar] [CrossRef]

	



National Department of Health of South Africa (NdoH). Fast Tracking Implementation of the 90-90-90 Strategy for HIV, through Implementatin of the Universal Test and Treat (UTT) and Same Day Antiretroviral Therapy (ART) Initiation for HIV Positive Patientsf; NdoH: Pretoria, South Africa, 2014.

	



Hirasen, K.; Fox, M.P.; Hendrickson, C.J.; Sineke, T.; Onoya, D. Hiv treatment outcomes among patients initiated on antiretroviral therapy pre and post-universal test and treat guidelines in south africa. Ther. Clin. Risk Manag. 2020, 16, 169–180. [Google Scholar] [CrossRef] [PubMed]

	



Songo, J.; Wringe, A.; Hassan, F.; McLean, E.; Vyas, S.; Dube, A.; Luwanda, L.; Kalua, T.; Kajoka, D.; Crampin, A. Implications of hiv treatment policies on the health workforce in rural malawi and tanzania between 2013 and 2017: Evidence from the shape-utt study. Glob. Public Health 2021, 16, 256–273. [Google Scholar] [CrossRef] [PubMed]

	



Joint United Nations Programme on HIV/AIDS (UNAIDS). In Danger: Unaids Global Aids Update 2022; UNAIDS: Geneva, Switzerland, 2022. [Google Scholar]

	



Boyer, S.; Iwuji, C.; Gosset, A.; Protopopescu, C.; Okesola, N.; Plazy, M.; Spire, B.; Orne-Gliemann, J.; McGrath, N.; Pillay, D. Factors associated with antiretroviral treatment initiation amongst hiv-positive individuals linked to care within a universal test and treat programme: Early findings of the anrs 12249 tasp trial in rural south africa. AIDS Care 2016, 28, 39–51. [Google Scholar] [CrossRef]

	



MacGregor, H.; McKenzie, A.; Jacobs, T.; Ullauri, A. Scaling up art adherence clubs in the public sector health system in the western cape, south africa: A study of the institutionalisation of a pilot innovation. Glob. Health 2018, 14, 40. [Google Scholar] [CrossRef] [PubMed]

	



Katirayi, L.; Chouraya, C.; Kudiabor, K.; Mahdi, M.A.; Kieffer, M.P.; Moland, K.M.; Tylleskar, T. Lessons learned from the pmtct program in swaziland: Challenges with accepting lifelong art for pregnant and lactating women–a qualitative study. BMC Public Health 2016, 16, 1119. [Google Scholar] [CrossRef] [PubMed]

	



Knettel, B.A.; Cichowitz, C.; Ngocho, J.S.; Knippler, E.T.; Chumba, L.N.; Mmbaga, B.T.; Watt, M.H. Retention in hiv care during pregnancy and the postpartum period in the option b+ era: A systematic review and meta-analysis of studies in africa. J. Acquir. Immune Defic. Syndr. 2018, 77, 427. [Google Scholar] [CrossRef]

	



Abdulrazaak, A.; Govender, I.; Nzaumvila, D. Knowledge, attitudes and practices of doctors regarding isoniazid preventive therapy in hiv/aids patients at odi district hospital, gauteng province, south africa. South. Afr. J. Infect. Dis. 2018, 33, 1–11. [Google Scholar]

	



Chisholm, B.S.; Swart, A.M.; Blockman, M. South african healthcare workers’ knowledge of dolutegravir’s drug–drug interactions in the first year of its rollout: A cross-sectional online survey. J. Int. AIDS Soc. 2022, 25, e25885. [Google Scholar] [CrossRef]

	



Crowley, T.; Mayers, P. Trends in task shifting in hiv treatment in africa: Effectiveness, challenges and acceptability to the health professions. Afr. J. Prim. Health Care Fam. Med. 2015, 7, 807. [Google Scholar] [CrossRef]

	



Fairall, L.; Bachmann, M.O.; Lombard, C.; Timmerman, V.; Uebel, K.; Zwarenstein, M.; Boulle, A.; Georgeu, D.; Colvin, C.J.; Lewin, S. Task shifting of antiretroviral treatment from doctors to primary-care nurses in south africa (stretch): A pragmatic, parallel, cluster-randomised trial. Lancet 2012, 380, 889–898. [Google Scholar] [CrossRef]

	



Smith, J.; Odera, D.N.; Chege, D.; Muigai, E.N.; Patnaik, P.; Michaels-Strasser, S.; Howard, A.A.; Yu-Shears, J.; Dohrn, J. Identifying the gaps: An assessment of nurses’ training, competency, and practice in hiv care and treatment in kenya. J. Assoc. Nurses AIDS Care 2016, 27, 322–330. [Google Scholar] [CrossRef] [PubMed]

	



Mboweni, S.H.; Makhado, L. Impact of nimart training on hiv management in ngaka modiri molema district, north west province. Int. J. Afr. Nurs. Sci. 2019, 11, 100170. [Google Scholar] [CrossRef]

	



Moran, M.; Skovdal, M.; Mpandaguta, E.; Maswera, R.; Kadzura, N.; Dzamatira, F.; Nyamukapa, C.; Gregson, S.; Tlhajoane, M. The temporalities of policymaking: The case of hiv test-and-treat policy adoption in zimbabwe. Health Place 2020, 61, 102246. [Google Scholar] [CrossRef] [PubMed]

	



Esterhuizen, T.M.; Solomons, D.J.; Van der Merwe, A.S.; Crowley, T. Factors Influencing the Confidence and Knowledge of Nurses Prescribing Antiretroviral Treatment in a Rural and Urban District in the Western Cape Province. South. Afr. J. HIV Med. 2019, 20, 923. [Google Scholar]

	



Bristow, C.; Larson, E.; Vilakazi-Nhlapo, A.; Wilson, M.; Klausner, J. Scale-up of isoniazid preventive therapy in pepfar-assisted clinical sites in south africa [notes from the field]. Int. J. Tuberc. Lung Dis. 2012, 16, 1020–1022. [Google Scholar] [CrossRef]

	



Pascoe, S.J.; Scott, N.A.; Fong, R.M.; Murphy, J.; Huber, A.N.; Moolla, A.; Phokojoe, M.; Gorgens, M.; Rosen, S.; Wilson, D. “Patients are not the same, so we cannot treat them the same”—A qualitative content analysis of provider, patient and implementer perspectives on differentiated service delivery models for hiv treatment in south africa. J. Int. AIDS Soc. 2020, 23, e25544. [Google Scholar] [CrossRef]

	



Lester, R.; Hamilton, R.; Charalambous, S.; Dwadwa, T.; Chandler, C.; Churchyard, G.J.; Grant, A.D. Barriers to implementation of isoniazid preventive therapy in hiv clinics: A qualitative study. Aids 2010, 24, S45–S48. [Google Scholar] [CrossRef]

	



Agnarson, A.M.; Masanja, H.; Ekström, A.M.; Eriksen, J.; Tomson, G.; Thorson, A. Challenges to art scale-up in a rural district in tanzania: Stigma and distrust among tanzanian health care workers, people living with hiv and community members. Trop. Med. Int. Health 2010, 15, 1000–1007. [Google Scholar] [CrossRef]








[image: Table] 





Table 1. Profile of the respondents in the study.






Table 1. Profile of the respondents in the study.





	
Characteristics

	
Frequency (%)






	
Sex

	
Female

	
94 (82.5)




	
Male

	
20 (17.5)




	
Age category

Missing n = 4

	
23–35

	
37 (33.6)




	
36–45

	
30 (27.3)




	
46–55

	
26 (23.6)




	
Above 55

	
17 (15.4)




	
Marital status

	
Married

	
61 (53.5)




	
Single

	
46 (40.3)




	
Widowed

	
7 (6.1)




	
Type of facility

	
CHC

	
32 (28.1)




	
PHC

	
82 (71.9)




	
Type of provider

	
NIMART Nurse

	
31 (27.2)




	
Operational manager

	
12 (10.5)




	
Professional nurse

	
71 (62.3)




	
Working experience

Missing n = 7

	
>5 years

	
35 (32.7)




	
6–10 years

	
13 (12.1)




	
Above 10 years

	
59 (55.1)




	
Certificate or training in HIV management

	
No

	
55 (48.3)




	
Yes

	
59 (51.7)




	
Years working with HIV patients

Missing n = 3

	
<5 years

	
45 (44.5)




	
6–10 years

	
24 (23.8)




	
>10 years

	
32 (31.7)
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Table 2. Access to and availability of UTT information.






Table 2. Access to and availability of UTT information.





	
Characteristics

	
Frequency (%)






	
Know about UTT

	
Yes

	
111 (97.3)




	
No

	
3 (2.6)




	
Where did you hear about UTT (multiple answers)

	
Training

	
36 (31.6)




	
Media

	
27 (23.7)




	
Journals

	
10 (8.8)




	
Memorandums

	
43 (37.7)




	
Guidelines

	
55 (48.2)




	
Healthcare provider

	
78 (68.4)




	
Access to 2016 national consolidated clinical guidelines at place of workMissing n = 1

	
Yes

	
95 (84.1)




	
No

	
18 (15.9)




	
Supported or mentored on UTT in the past 12 months

	
Yes

	
87 (76.3)




	
No

	
27 (23.7)




	
Who offered support

Missing n = 26

	
Manager

	
16 (18.4)




	
Civil organisation

	
62 (71.3)




	
Both manager and civil organisation

	
9 (10.3)
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Table 3. Respondents’ perceptions about UTT.






Table 3. Respondents’ perceptions about UTT.





	Statements
	Yes
	No
	Unsure





	You would consider providing UTT services
	101 (88.6)
	9 (7.9)
	4 (3.5)



	Have suggested UTT services to patients in the past year
	71 (62.8)
	28 (24.8)
	14 (12.4)



	You believe UTT is an appropriate use of health resources
	83 (72.8)
	17 (14.9)
	14 (12.3)



	Support the implementation of the UTT programme
	91 (79.8)
	14 (12.3)
	9 (7.9)



	The sub-district supply chain system can implement the UTT programme easily
	49 (42.9)
	30 (26.3)
	35 (30.7)



	The sub-district has sufficient medicinal supplies to implement the UTT programme
	36 (31.8)
	48 (42.5)
	29 (25.6)



	UTT introduces many health risks
	33 (28.9)
	64 (56.1)
	17 (14.9)



	UTT should not be pursued any further
	18 (15.8)
	77 (67.5)
	19 (16.7)



	UTT is not ready to be made widely available
	30 (26.3)
	55 (48.3)
	29 (25.4)



	UTT has the potential to do more harm than good if not carefully implemented
	64 (56.1)
	37 (32.5)
	13 (11.4)



	We have an ethical obligation to provide UTT because it is an intervention that could increase life expectancy
	90 (79.6)
	10 (8.9)
	13 (11.5)
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Table 4. Knowledge of the respondents on UTT.






Table 4. Knowledge of the respondents on UTT.





	
Statements

	
Correct Response

	
Incorrect Response






	
Recipients of UTT according to the guidelines




	
High-risk patients (False)

	
101 (88.6)

	
13 (11.4)




	
Patients with CD4 < 200 cells (False)

	
81 (71.1)

	
33 (28.9)




	
All HIV+ patients (True)

	
80 (70.2)

	
34 (29.8)




	
HIV-positive pregnant women (True)

	
91 (79.8)

	
23 (20.2)




	
Period of initiating people on ART




	
CD4 cell count > 500 (False)

	
100 (87.72)

	
14 (12.3)




	
CD4 cell count > 350 (False)

	
100 (87.7)

	
14 (12.3)




	
CD4 cell count > 200 (False)

	
95 (83.3)

	
19 (15.8)




	
Start regardless of CD4 count (True)

	
111 (97.4)

	
3 (2.6)




	
Prioritise CD4 below 200 and HIV stage 4

	
53 (46.5)

	
61 (53.5)




	
Eligible patients to be assessed for readiness and willingness to start ART

	
93 (82.3)

	
20 (17.7)




	
Early initiation of treatment increases the life expectancy of an individual

	
104 (91.2)

	
10 (8.8)




	
UTT will help reach the UNAIDS 90-90-90 targets

	
108 (94.7)

	
6 (5.3)




	
UTT will help eradicate HIV infections

	
90 (78.9)

	
24 (21.1)




	
UTT will help with EMTCT

	
102 (89.5)

	
12 (10.5)




	
What is necessary for the successful implementation of UTT




	
A strong HIV testing service

	
110 (96.5)

	
4 (3.5)




	
Tracing and initiating of pre-ART patients

	
106 (93.0)

	
8 (7.0)




	
A strong supply chain

	
102 (89.5)

	
12 (10.5)




	
Training and mentoring of all prescribers

	
112 (98.3)

	
2 (1.7)
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Table 5. Association between knowledge and perceptions.






Table 5. Association between knowledge and perceptions.





	
Level of Knowledge

	
Positive Perceptions

	
Negative Perceptions

	
p-Value






	
High

	
64 (81.0)

	
16 (45.7)

	
<0.001




	
Low

	
15 (19.0)

	
19 (54.3)
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Table 6. Predictors of positive perceptions towards UTT.






Table 6. Predictors of positive perceptions towards UTT.





	

	
Suggested UTT (%)

	
Did Not Suggest UTT n (%)

	
COR (95% CI)

	
AOR (95% CI)






	
HIV training




	
Yes

	
43 (72.9)

	
16 (27.1)

	
Ref

	
ref




	
No

	
29 (52.7)

	
26 (47.3)

	
2.41 (1.10–5.26) *

	
1.10 (0.40–3.02)




	
Being supported




	
Yes

	
63 (72.4)

	
24 (27.6)

	
Ref

	
Ref




	
No

	
9 (33.3)

	
18 (66.7)

	
5.25 (2.07–13.28) *

	
4.46 (1.40–14.19) *




	
Knowledge of UTT




	
High

	
59 (73.5)

	
21 (26.5)

	
Ref

	
Ref




	
Low

	
13 (38.4)

	
21 (61.7)

	
4.54 (1.93–10.64) *

	
1.87 (0.63–5.53)




	
Having UTT guidelines




	
Yes

	
79 (83.2)

	
16 (16.4)

	
ref

	
Ref




	
No

	
7 (38.9)

	
11 (61.1)

	
7.76 (2.61–23.06) *

	
1.02 (0.23–4.42)




	
UTT Perception




	
Positive

	
63 (79.7)

	
16 (20.3)

	
ref

	
ref




	
Negative

	
9 (25.7)

	
26 (74.3)

	
11.37 (4.46–29.10) *

	
9.60 (3.36–27.4) *








COR: crude odds ratio, AOR: adjusted odds ratio, * significant at p < 0.05.
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