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Introduction

Globally over forty million persons are infected with tHeamanimmunodeficiency Virus (HIV),
andthe implications for health, social and economic impact worldwide are tremendaoube
Caribbean region the challengé tackling the problem of HIV/ABIs twepronged:containing

the spreadof the diseasend addressing the needs of those infected with the virus. Addressing
those needs became more urgent with the increased spiaadiVin the Caribbeanat the end

of 2007, an estimated®30,000people were living with HIV and AIDS in the Caribbean. Some
20,000 people were newly infected during 2007 and there wd#000deaths due to AIDS.
The estimated HIV prevalea rate in the Caribbean in 200&as 1.1% (UNAIDS 2008)

In the early part of this decade, as governments and NGOs scaled up activities to meet the
demand for care it became apparent that there was a shortage of healthcare providers trained

in HIV/AIDS in the Caribbean region. To address this rteedzarbbean HIV/AIDS Regional

Training (CHART) Network was established for the purpose of contributing to systematic
capacity development among institutional and commusbgsed health care providers involved

in prevention of HIV/AIDS and in the care, treatmant support of persons living with HIV and

AIDS.¢ KS 2@SNIff 321 f 2F GKS /1 !we¢ bSGE2N] Aad «a
to deliver quality HIV care in accordance with national, regional and international standards so
astoreducethebwtenandimpace ¥ | L+k! L5{ @M dKAY GKS NBIAZ2YE

In order to improve the care and treatment of persons living with HIV/AIDS and their families,
and to strengthen uptake of HIV prevention services and behaviours, training of health care
workers is a top pority. Practitioners mustkeep upto-date with the wide variety of
manifestations of HIV and AIDS as well as with frequently changing treatment regifineys.
must be updated on how to use new classes of antiretroviral drugs and drugs for prevention
and treatment of opportunistic infections, monitor persons who are on antiretroviral therapy

and refer patients appropriatelyNow that PLWHA are receiving antiretroviral drugs,

! CHART Network Strategic Plan 2@01.1



practitioners must also be trained to recognize side effects of these drugs aikemndify
evidence of ARV resistance. The shock often associated with disclosure of the diagnosis and the
emotional burden created by the disease call for special counselling skills, which have to be
learned by both old and new providers. Finally, the enwommunity, including health care
workers, must battle stigma and discrimination in their own attitudes as well as in others as
they strive to deliver high quality care. As show in the logic model below, training has a direct

implication for reducing thenortality and morbidity associated with AIDS.

Figure 1: The link between health provider training and reduced impact of HIV and AIDS

Outcomes Outcomes
[Providers and |General
Health System) Population)

sFunding Training and s#0f people trained sk nowledge, skills, sKnowledge, about #HIV transmission
eStaff mentoring health inHIV prevention, and attitudesin prevention, care, rates decreased
el providers care, and HIV prevention, andtreatment *HIV incidence
eInformation system treatment ;:fg:{:]rit increased decreasetll ;
eMonitoringand el ':;felsaseigple *HIV morbidity and
evaluation system . s mortality
+Quality of prevention, care, decreased
prevention, care, andtreatment
andtreatment servicesincrased
servicesincreased sCondomuse
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#Risk behaviour
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Training events organized or conducted by the CHART Network reached a total of 16,592 health
care providersbetween 20042009 these persons attended one or more of the training
activities offered. Some training activities were funded entirely by the GF Round 3 grant, while
others were undertaken by combining funds from GF Round 3 with funds @8®WID and
HRSA, which were provided throughECH.

In an effort to evaluate theoutputs and outcomes of the providers trained bye CHART
Network over the last 5 years, the CHART Regional Coordinating Unit condincessl
evaluation activities. The #eities were: 1)a study of the CHART trained physicians, 2) a study

of the use of the knowledge and skills gained through training, and 3) a qualitativeasnhahyg
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persons living with HIV (PLHIV) and their perceptions of quality of ddms.report wi provide

an overview of these studies conducted between July and October, 2009.



A Study among Physicians who have attended CHART training activities

Background

The Caribbean has been consistently described as the second most affected region varidwid
with an estimated adult HIV prevalence of 1.2% (USAID 2008). Further, in terms of disease
related deaths, HIV/AIDS has been found to be the leading cause of death among young adults.
It has been estimated that 1.6% of women and 0.7% of men betweengbe a@f 15 and 24 are
infected with HIV in the Caribbean (USAID 2008). Other reports state that the 20 to 49 age
group is most affected in the Caribbean, accounting for more than 65% of positive cases

annually (USAID 2008).

The type of physician providing L+ OF N3 3ISySNrfteée FFFSOGa LI i
treatment, care and support. According to RAND (2006), there are three categories of
physicians who provide support for person infected with HIV. These are: i) infectious disease
specialists, who temh to treat a high volume of HiMfected patients; ii) highdl\fvolume

generalists (family practitioners); and iii) ld#\fvolume generalists. A survey of physicians
conducted by RAND (2006) revealed that the HifkFvolume generalists had knowledge albou

the disease that was nearly equivalent to that of the specialists. Collectively these physicians
FNB GSNXYSR aSELISNI 38 y-8Bwioltinie Phiysiciads tehdgd t@ie yedsNI & § =
knowledgeable about the disease and its treatment procedurek;imA y 3 (i fexpaft Gy 2y
ASYSNIftAataédd t I NIAOALI Yyia oK2 NBOSAOSR (KSAN.
more likely to be receivingighly active antiretroviral therapyHAART) than were patients of

non-expert generalists.

In a study coducted in Barbados on stigma, discrimination, and HIV/AIDS knowledge among
physicians, it was found that physicians who had graduated in 1984 or earlier had seen fewer
HIV/AIDS clients, had lower levels of knowledge about the disease, were more likedy fort

HIV/AIDS without consent, and were less likely to have ever attended education training

courses on HIV/AIDS. It was also reported that only 53% of the physicians participating in the



study had attended an HIV/AIDSsarvice training program betw@el995 and 1999 (Massiah
et al.2004).

Additionally, the study noted that the knowledge of the clinical indications of the disease was
low. Further, over 75% of the physicians did not think they had adequatesellingskills. It

was also found that 95%f the physicians would not release HIV test results without a patient's
consent, 33% would test, without consent, a seriously ill patient, and 15% would test, without
consent, a patient they had to perform an invasive procedure if they perceived thenpatie

be highrisk such as gay men (Massktral. 2004). It was also concluded that physicians lacked
up-to-date training to provide adequate treatment, care and support to PLHIV. It was
acknowledged that patients not only required clinical support frdme physicians, but also
emotional factors needed to be considered in caring for PLHIV. It was suggested that these
gaps can only be bridged by mandatory training for physicians within the public sector (Massiah
et al.2004).

In order to ascertain infor@tion on physicians trained by the CHART Networktudy’ was
conducted among Caribbedrased physicians that have attended training events organized by
the CHART Network. The study was guided by the following objectives: 1) to determine
whether CHARTrdined physicians are currently providing HIV care and treatment services;

and, 2) to ascertain additional training needs for physicians.

Methodology

The study employed a quantitative approach which involved an online survey and telephone
interviews & the means of data collectiomhe online survey was conducted utilizing the
services of an internet based survey company which contacted participants via email. Where

there was no available email address, participants were contacted by telephone.

2 Datafrom asimilarjoint study between CHART an@ECHvas used in the analysis
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Samping

The sampling frame wdsased on slf-identified cadres of CHARM&ined physicians that were
trained between 2004 2009. Thesample was generated using the TrainSMART database and
stratified by location (i.e. country of origin)The data gatheredvere entered into SPSS for

coding, processing and analysis. Study response rate was 32%.

Findings

Physicians who responded to this survey were from Jamaica (61.2%), Bahamas (13.4%), the
OECS (8%), Trinidad and Tobago (7%), Barbados (7%) and other Garithirgdes (4%). The

majority of respondents reported working either at a government sponsored hospital (43.5%)

or at a health careentre/clinic (32.6%). Eightfour percent reported that their primary role in

their facility was as a physician, whiledlm:’> NB L2 NIISR G KSANJ LINR YI NEB
oPH™> & F ALINPFSAa2NkSRdzOF2NESX YR M> Fa az2i

Provision of care and treatment services

Close to 80% of physicians reported working at a facility that provides HIV care and treatment
services and 3% reported currently providing care and treatment to PLHIVs. The predominant
services offered at their facility included counselling and testing (98%), antiretroviral therapy

(91.5%) and treatment for opportunisticfections (83%)3eeFigure 1).



Hgure 1: Types of services provided in facilities that offer HIV care and treatment services
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The average number of HIV positipatients being seen per month wa40, though the
averages differed by country (see Table 1). Close to 72% of pingsinithe survey reported
that they hal provided an HIVelated clinical consultation at their site and 58.6% reported that

they provided HIV clinical consultations at another site.

Table T Selreported average number of patients seen per month byrtou

Country

Jamaica

Trinidad and Tobago
Barbados

Bahamas

Guyana

OECS

Other Caribbean

All

Average Number of Patients

28
113
73
17
190
41
28
40




Benefits of training and additional training needs

Ninety percent of physiciansurveyed reported that they hadused the skills and knowledge

acquired through participation in the training received via CHART in their work activities. These
respondents reported that taking part in CHART training actiViteesgivernthem the ability to

GalllS oAGK LI GASyda oAGK OFINB YR dzyRSNRGEFYRAY
YR LINB@SylAzyé¢ | a ¢Sttt la Faaraad Ay (GKS aRI
Respondents that reported not using the skills/lknowledge obtained froaining mainly

worked in places that primarilyeferred HIV positive patients. Survey respondents were asked

what types of additional training were needed for themselves and at their facility. The most
requested training topics needed for their own bekei GSNBY GNBO23y Al Ay 3
NEaAadlyoOoS (G2 !we¢é oOocH:>0TX aaARS STFSOua 27F |
AYFSOGSR 2NJ I FFSOUSR 0@ |1 L+k!L5{¢ oOonTmr0d ¢ KS
behalf of the facility in whicki KS& ¢2NJ] 6SNBY alLJAeOK2a20Alf ad
FFFSOGSR o6& |1 L+xk!L5{¢ oO6cm>20X aK2g G2 NBRdIzOS
OcH203Y aF RKSNBYOS G2 !'we¢é OSco203 &2LIJI2NIdzyAa
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Figure 2. Selfeported training needs reported by physicians for themselves and needed at their

facility
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Conclusions

Findings from this studgemonstrate that participating in CHART training activities has been an
effective method through which physicians have received important and relevant information
about the care and treatment of HIV. Physicians who have taken part in CHART training events
reported that they are using their improved knowledge and skills as they provide care and
treatment to their patients and that they are sharing their knowledge and insight both within
and outside of their institutions. Respondents identified several tamdl training needs,

which will give useful guidance to the Network.



I OO0OOAU 1T &# (AAI OE #AOA 001 OEAAOOS 50A 1
from CHART Training

Background

¢KS 22NIR I SFHEGK hNBFYATFGA2yQa 62 ldiaf5%2nnc NF
million fulttime paid health workers worldwide whose primary role is to improve health
whether through health programs operated by government or nongovernmental organizations,

plus additional health workers in ndmealth organizations (such asirses staffing a company

or school clinic). The report further stated that health service providers constitute about two

thirds of the global health workforce, while the remaining third is composed of health
management and support workers. The above ssrto highlight the important role that

health care providers play in ensuring the welfare of the global population especially so, as the

toll from HIV/AIDS continues to rise.

In an initial effort to monitor and evaluate the influence of training amohnealth care
providers other than physiciansnassessment was conducted in October 2007 to determine
GKSOGKSNI a/ 1 !'we¢ GNIXAYySSa oSNB 6fS G2 AYLISYSyYy
OF NNASNE (2 0KSRNSel 2087)Quéstonmiied weke2admin®téred and
telephone interviews were conducted. The study was limiteghaoticipantswho completed a
Voluntary Counselling and Testing training (VEtijveen January and December 200@th

108 Health Care providers being targeted witl#8esponding. The primary finding was that
82% had been utilizing knowledge and shkélsrnt from CHART trainings on the job. The main
challenges for sharing the newly obtained knowledge in the workplace were identified as:
insufficient staffing, insuffient trained personnel, insufficient time on the job to use the
training, lack of organizational support and, to a lesser extent, lack of suitable space and a

shortage of technology to make use of time and training received.

In 2009, the CHART RCU tedecided that a similastudyshould be conducted that wouldok

at trainings on a broader scaleThis vould give a comprehensive view as it relates to how

10



CHART training participants use the knowledge and skills gained from trainigthermore,
the dearth of information related to the impact of HIV capacity building training in the region

provides an opportunity for the findings from this study to add to the body of knowledge.

The purpose of thetady was to evaluate whether and how participation @HART training
programmes has influenced the practices of a variety of health care provajasg from
physicians. The respondents included nurses, midwives, pharmacists, nutritionists, laboratory
technicians, medical assistants, nursing assistaaspsellorsand other health care assistants

The study was guided by the following objectives: 1) to assess the use of knowledge/skills by
participants according to cadyr@) to identify the barriers to use of knowledge/skills gained by
participants; 3) to dtermine the perceived level of effectiveness of training provided to

participants; and}) to evaluate additional training needs of the respondents.

Methodology

The study employed a quantitative approach which involved an online survey and telephone
interviews as the means of data collectidrhe online survey was conducted utilizing the
services of an internet based survey company which contacted participants via email. Where
there was no available email address, participants were contacted by teleploa surveys

completed by an interviewer

Sampling

The sampling frame was based on sedintified cadres of CHARMinees (except physicians that
were trained between 2004 and 2009Physicians were excluded from this survey because they were
being surveyed separatelyData were collected using an online survey and telephone calls. The data

gathered were entered into SPSS for coding, processing and analysiesptiese rate was 32%.

% A stratified random sampling technique was used where the Caribbean region was stratified into 15 countries and a simple
random sample was selected from each country. Sampligights were assigned based on the reported number of trainees
trained from each country and the number of respondents from the country in the sample. Weighted sample size was 6887.

11



Findings

Respondents were from Jamaica (52%), followed hided and Tobago (17%), the Organisation of the

Eastern Caribbean States (11%), the Bahamas (11%), Barbados (8%) and other Caribbean countries (1%).

Fitya S@SyYy LISNOSyild 2F NBalLRyRSyida

NBL2Z2NISR 62NJ]Ay3

nurse/midwife, pharmacist, nutritionist, etc) with the majority working either in a hospital or in a health

care centre (68%). Others reported working in an HIV specialty clinic (5%), an educational institution

(5%), a communitpased organization (4%) or at anothglace (18%).

Nearly 42% reported working

with HIV/AIDS services, with the majority of these persons indicating that they worked either as direct

care providers (54%gpunsellord H yz"2 0 = SRdzOl G 2 NA

Use of Knowledge and Skills

0Ti20 X

LISSNX GNBFGYS)

The majority of respondents (88%) reported that they were able to use the knowledge and skills

acquired from their training. A larger proportion (58%)nofses, pharmacists, and other direct care

providers reported sharing thie knowledge and skills obtained from the training sessions more with

others at the workplace thanther persons who had less or no direct contact with patigit%), and

counsellorg15%). Those that reported sharing information received from the trgidid so by sharing

the resources received from the training (84%) and/or by encouragingockers to practice differently

(83%). The main reason giventmalth care technicians for naising the knowledge/skills gained from

training was that the inform@gon received was not relevant to their specific work tasks. Of those who

reported not using the knowledge and skills acquired from their training, 92% still foresee an

opportunity to use them in the future.

Effectiveness of Training and Additional trai ning needs

When asked to rate the usefulness, relevance and effectiveness of the CHART training (s) on a scale from

0 to 5, (with O being the lowest and 5 the highest), the average scores were high in all three areas.

Usefulness had the highest mean sx@4.6), followed by relevance (4.5) andeetiveness (4.5) (see

Table2).

Table2: Overall training usefulness, relevance and effectiven¢is6035)

Average Scores

your work?

Overall how useful was the training received? 4.6
Overallhow effective was the training received? 45
Overall how relevant was the training received to 45

12
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Figure3d)

Figure3: Selfreported training needs among health care providers and technicians in the Caribbean

Selfreported training needs among health care providers
and technicians in the Caribbean

<
Key m Health care providers (HCP 6\"&0
HCTs=lab techs, nursing asst, etc m Health care technicians (HCT FHCRN=3919)HCT(N=978)

HCPs=RNgharmacists, nutritionists, etc

HIV Related Workplace Policies

Providers woking in HIV/AIDS services were asked what types of HIV related policies were available in
their healthcare facility. The two most common policies available were Post Exposure Prophylaxis or PEP
(56.6%) and an Infection Prevention and Controldydb6.6%). The presence of other policies included

an Occupational Exposure Policy (47.5%), a Stigma and Discrimination Policy (35.3%), followed by an
Adherence Policy (33.3%). The presence or absence of these workplace policies is indicative ot the effor
that needs to continue in the region to make health care delivery safebédn practitioners and

patients.

13



Conclusions

The data revealed that individuals that have attended CHART trainings were satisfied and have found
the trainings useful, relevarand effective. In addition, a majority of persons who provide fiore

care reported that they have shared the skills and knowledge obtained from their CHART training among
their coworkers. This finding demonstrates that there have been exponentiaéfite to training a

single individual. The most common training requested were ways to support the psychosocial needs of
PLHIVs and trainings related to providing antiretroviral therapy, including sessions on learning the
initiation of ART and its sideffects, treating opportunistic infections and TB/HIV-iotections. The
findings from this study point to the continued need for a regional training mechanism for health
providers like the CHART Network. Information from this study will also be usedide faining
activities to be undertaken by the CHART Network in the futuEéorts will be made to ensure that
persons accepted for training are those most likely to apply new knowledge, skills and attitudes on the

job.

14



Perceptions of the Quality of C are: A Study among Persons Living with
HIV

Background

Published research documenting the Caribbean experiences of the health care encounter by
persors living with HIV/AIDSPLHI8) and their perceptions of the quality of care received is
sparse. Thisatk of literature highlights the fact that the existence of policy and other support
mechanisms foPLHIVss poorly defined and developed in the Caribbean regi®esearch is
needed in the area of perceived quality of healthcare received by persong Viwih HIV/AIDS

in the region because it remains unclear how care is receiveBUWVswhat areas of the
health encounter need to be improved, and how increased and/or improved training amongst
healthcare providers can assist in higher quality provisiboare toPLHIVs Findings from this

area of research could influence advocacy at the policy formulation level and curriculum design
for medical students and other students being trained to work in the healthcare system across

the region.

The perceptins of quality of care dPLHIVare highly dependent on their experiences with the
health care systemSudies conducted in the UScumentPLHIVseporting poor treatment by
health care providers and lack of or limited access to HA&Rfer because ofnability to
afford such treatments or the incidence of physicians offering substandard treatment such as
dual ARV therapy (QAP 2002). Poortmeent by health care providers walsoexemplified by
discriminatory remarks or actions of providePLHIVseported that the infrastructure in some
public health centres that treaPLHIVavas not conducive to maintaining the confidentiality
status of HIV positive patienfQAP 2002). Other evidenbased studies investigating quality

of health care byPLHIVgevealed that the lack of trust thaPLHIVshave in medical staff
contributes significantly to perceptions of treatment. Schuster et al (2005) reported that health
care measures such as access to care, quality ratings of medical care and hospital care, and

trust in doctors or clinics, were lower for people who reported perceived discrimination. In

4 Highly Active AntRetroviral Therapy also known as triple ARV thgrap
15



multivariate analyses controlling for respondent characteristics, discrimination remained
significantly associated with each of these health care measiBeso-economic status (SES) is

a variable that is correlated with perceived quality of car®bHIVs According to Ramakrishna

et al (2004), socioeconomic status and educational status modulate the experience of stigma to
a great extent. The educated middimssPLHIVinteract with health care providers on a more
equal footing. Ramakrisia further postulates that poverty, gender, and stigma are intricately
related and poor access to resources compounds stigma. Thurborn et al (2004) purported that
negatiwe interactions with health care providers can have important implications for the health
and health care of Hhgositive individuals. As it relatés sociceconomic status, Thurlyo et

al relayed that greater SE®ased discrimination was associated wigneater levels of
depression and posttraumatic stress symptoms, greater severity of AIDS related symptoms,

lower perceived general health, and less health care satisfaction.

A fewpublishedstudiesfrom the Caribbean and Latin Ameris@re found that documented

PLHIV experiences with the health care system and perceptions of quality ofAcatedy
documenting the experiences of women living with HIV/AIDS in Mexico in 2000 by Vazquez et al
reported that women face bureaucracy, low servipeality and the stigma associated with

HIV/AIDS more so than men who are {gbsitive. Among the problems highlighted by women

in the studyinclude tendency to delay diagnosis and relaying results, medical negligence and a
lack of sensitivity during therocess; poor quality health servicatiichA Yy T NA y 3 S dzZLJl2y ¢ 2
dignity; alack of adequate emotional support and stigma, discrimination and mistreatment in
health services particularly critical for women, such as gynaecological and prenatal services
(Vazquez et al 2000). The International Community of Women Living with HIV/AIDS (ICW, 2005)
reported that genderrelated stigma and discrimination are sometimes reflected in the

attitudes of staff in health settings. It is important to note, as outlined@ (2005), different
treatment and care regimes call for the development of proper gender equitable trials, client
research trials, and client data reporting, both on drugs and on other aspects of care and

treatment.
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Three workshops conducted witALHIg were held in St. Vincent, Grenada and Barbados and
facilitated by the International HIV/AIDS Alliance in 2006. The objective of each workshop was

to examine perceptions of quality of care among PLHIVs. Participants se Wwkshogs

asserted thattred YSY G 61 & aGy20 2dzad | 602dzi IAGAYI YSRAC
increased psychosocial care, which will in return achieve greater adherence to regimens and
greater effectiveness of treatment programmedo@d,2007). Participants in the workshep

expressed the need for greater communication with providers and involvement in the delivery

of treatment and care. These workshops also identified some barriers to care and treatment,
including: discrimination in hospitals, breaches in confidentialiagk of proper nutrition,
unemployment, lack of knowledge about and shortage of ARVs and lack of community and

family support (Hoad, 2007).

The literature on perception of quality of care received by PLHIVs revealed that several factors

may influence pereptions of care received from health care providers. These factors include

social class, educational level, gender, mode of transmission, workplace exposure to the virus,

and stigma and discrimination. It is unclear however how these and other facterplay

within different health care and social settings in the Caribbean region. Whether quality of care

Ad I Fdzy QlAz2zy 2F LINPJDARSNEQ AylLoAtAGe G2 O02y+F
training in providing care foPLHIVsthe literature describes how thattitudes of health care

providers affectPLHIVsSn how care is accessed and received. It is also apparent from the
literature that there is naclear definitionof quality of care, especially in regards to the care,
treatment and suport of PLHIVs With the growing HIV epidemic in the Caribbean regibe,

authors believed thaa study of this naturevas both timely and important

A study was thereforaindertaken a study texaminethe perceptions related tajuality of
healthcareamong persons living with HIV/AlDSBarbados, Jamaica and Haithe study was
guided by the following objectives:

e To determine the factors affecting PLHIV perceptions of the quality of health care
received
e To document the experiences of PLHIV relativenteractions with service providers
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Methodology

There were two criteria for participation in the study: 1) the participant must be HIV positive,
and 2) must have received care/treatment at a facility in the country of study within the past
year. For this study a qualitative technique was seen as more appropdatetothe sensitive
nature of the topic.Using qualitative methodsallowed for a more intimate interactiomvith
PLHIVsinvolving the building of trust to stimulate honest expressions of @gtions, feelings,
behaviours and experiencesocus graps and indepth interviews wereused to ascertain
information regarding perceptions of quality of care received by PLHIVs in Barbados, Jamaica
and Haiti. These countries were chosen to be part efgtudy because they 1) have a CHART
training centre, and 2) reflect different health care settings (centralized and decentralized).
structured survey was used to capture demographic data, information on the primary
treatment facility, and interaction ith health care providersThesurveyinstrumentwaseither
seltadministeredor completed with the assistance of the moderator or assisttrthe end of

the focus group discussion

¢2 alGSSNI GKS RA&AOdzaaA2Yy I | Y 2def diquatynBeéwas dzA RS =
developed and utilized during the discussion. Specific probe inserts were included to stimulate

more discussion and also to generate issues that were not spontaneously disclosed. A
moderator conducted the sessions with the assista of a note taker/assistant. The moderator

also noted the salient points as well as important ae@rbal communication. The sessions took

an average obne and a half houro completeand were tape recorded and transcrihed

Data Collection

Sixtyseven participants were recruited from Jamai¢36), Barbadoq11), and Haiti(20). The
KSIfGK OFNB aeaidSy Ay . I NblFR2&a Aa O2yaARSNBR
is provided by the main treatmententre, the Lady Meade Reference Unit (LRU)jhe
Caribbean HIV AIDS Alliance (CHAA) assisted in identifying appropriate support organizations

for the recruitment of study participants associated with th@adymeade Reference Unit
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namely CAREComfort Assist Reach out Educas)d UGLAABUnited Ggs and Lesbias
AgainstHIV/AIDS, Badulos)

Participants in Jamaica were recruited in all four regional health authorities where persons
might receive HIV care and treatméntith the assistance of the Regional Health Authority and
its clinics TheJamata AIDS Network faBeropositives (or JN Plus) also assisted in recruiting
participants from their support organization to join the focus groupSocial workers and
Adherencecounsellorsfrom regional clinics and hospitals invited participants accordimg t

study criteria, and provided the location of the focus groups.

In Haiti, a research assistant was hired to assist in data collection and management of the
study. Patients who attended the Zanmi LaSante HIV clinics in Hinche, Thomonde, and Boucan
Care were invited to participate in this study by the research assistant. Every seventh person

was approached by the clinic nurse and told about the study.

Breakdown of groups by CountryFocusGroup Discussionsconducted by Country, Location
and Type

Country Location Parish Type
Barbados Bridgetown - Mixed
Barbados Bridgetown - Mixed
Jamaica | Port Maria | St. Mary Mixed
Jamaica | Montego Bay| St. James Males only
Jamaica | Mandeville | Manchester Females only
Jamaica | Kingston Kingston/St. Andrew Mixed
Jamaica | Kingston Kingston/St. Andrew Mixed

Haiti Hinche - Mixed

Haiti Hinche - Females only
Haiti Boucan Carrg - Mixed

Haiti Thomonde - Mixed

¥ITYAESR 3ISYyRSNJ

®Health Authorities in Jamaica are governmental agencies responsible for all matters relating to public health
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All focus group participants were reimbursed for travel cq@®80US and a given a small
incentive ($15US). Participants were asked to complete a short survey at the end of the focus

group/in-depth interview sessions.

Ethical Considerations

A study of this nature which seeks to explore perceptions of care received igiveer@sid
participation in this study did involve some risks, though minimal. Persons may have felt
uncomfortable answering some questions either in the focus group or on the survey, but the
participant did not have to answer any question he/she did nohtsta answer. This study was
submitted to the Ethics Committees of the Ministries of Health in Barbados and Jamaica, and
GAGK GKS tINIYySNAR Ay | SIFHfO0Kk%lIYYA [FalydS 1 St
were required to sign an informed congeform. In Haiti, due to low literacy, participants

agreed to participate in the study by affixing their thumbprint to the consent form.

Findings

In Cctober 2009, a total okleven (11) focus group discussions, (two in Barbadidge in
Jamaicafour in Haiti) were conducted. Although some of the participants for both Barbados
and Jamaica were sourced through AIDS support networking groups, the majority of the
participants did not belong to a support group. The overwhelming majority were public clinic
attendees. The hope of obtaining more persons utilizing private facilities was not realized as
this proved to be a difficult exercise. The more financially privileged groups are generally
adverse to research and more so when it relates to sensitive and palrsssues (UWUCLA
Jamaica Health Study 1993, unpublished repditjlike Barbados, Jamaica had an all male and
female group affiliated to a support groupn Haiti, one female only focus group was
conducted. Thesegender specifigroups were compiledat explore gender sensitive issues with

respect to the quality of care received.

The age range of study participants was between 20 and 63 years, with a mean age of 35.8

years. Most participants were female (64%), with the least educated respondentsgnarin
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Haiti. Across all three sites, participants tended to report being unemployed (76%), with a few
reporting being selemployed. There were differences in participants in the three countries in
the number of years diagnosed with HIV. In Jamaica, I2Z8%deen diagnosed between one to
three years and 39% had been diagnosed between four to nine years. In Barbados, seven of the
eleven participants reported having been diagnosed for ten years or more. In Haiti, 50% of the
participants had been diagnosdlree years or less and the other half between four to nine
years(seeTable 3. Across all countries, the majority of participants reported having one main
site for care and treatment. Over eighty percent of respondents across research sites reported
currently receiving antiretroviral therapy. There was a difference however in the frequency of
visits between countries. In Jamaica 72% reported a visit every 3 months, while in Barbados,
63.6% of participants reported having a clinic visit every 6 monBeticipants in Haiti

attended the clinic every month for care.

Factors affecting perceptions of care
{ SOSNIf {1S@&@ INBlFla 6SNBE ARSYUGAFTASR Ay GKS F204dz
of care. Points of dissatisfaction related to cdefitiality, waiting time, holistic treatment and
stigma and discrimination. These areas of dissatisfaction were driven by personal experience
and reports focused mostly on nemedical/technical providers and ancillary staff. The
overwhelming perceptiolis that leaks of confidential information are wide spread and that the
main source of this information about their health is the health facility.
GL 3ISG Yé LINBAONALIIA2Y FA{ESR Ay al yRS@OAf (S
still go to ny clinic sometimes but | mix it. All a nurse meet me recently and say that she glad

to see that | stop cover my face with a cap. So when you think you not being noticed you
I NKRarticipant, Jamaica)

aL OFYS (2 3S4G Y& 0f 2 2RmeNdta e lab&he kofhRand start it KS
5 &1

u
SIYy I'yR (KSNB .@artipayit2Janiaikay 3 (2 Of St y ¢

Participants cited scenarios where confidentiality leaks were evident and medical files were

misplaced and not properly secured.
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oDem fling yu docketlbover the place and could never find it so yu have to wonder what
GKS®8 R2 gAGK AUXPRSY 4§ @drticipant, JanicaNS I R | YR & LJ
Clinic staff has also noted the breaches in confidentiality amongst ancillary staff.
@& SQ@S KS l(aNdary (tKff$ discussing persons who are positlvenean among
GKSYaSt gSad ! yR S@OSy 2dz2NJ aSOdzNAdGe adrFF (GKS
everybody who comes to a particular doctor is positive. In general really some since they
know that the person is positive they may treat them differently from another person who is
not, they would prefer to deal with the person who is not positive, talk to them nicer than
how they do the other persén(In-depth interview participantJamaica)
To curb tlese breaches and unprofessional actions, clinic staff suggested the need for
sanctions.
GL GKAY]l] GKSNB ySSRa G2 0SS az2Y$8S alyoOiArAz2yaod
and over; they may go to training or whatever and they still have this afobehaviour

towards persons who are positive. So | think along with the education, the workshops, cause
education is key and knowledge is power, if there are some sanctions to say that if you

7 7

violate-A ¥ @ 2dz ONBI | I LIS NE& 2 y@s OREFANRUFKAKIIBEXEG &
A2yyl KFILWISYyd L UKAY]l U0KSY Y@rNEpthlide®iéd S 62d
participant Jamaica)

Furthermore, over half of the respondents reported that their provider allowed interruptions

during their consultabn and 25% felt that their provider did not maintain their confidentiality

or that they did not know whether the provider maintained their confidentiality. Time spent in

the clinic waiting to receive follow up care was reported in all three countriea asajor

weakness in the facilities where they receive care. In Haiti, participants reported that

medication stock outs in the clinic pharmacies were also a problem.

GThe care | expect from the hospital goes directly in the sense of providing mediines. S
many times we have been asked to take the medicines and the hospital was unable to
provide it to us. | hope and suggest that the hospital solve this problem once and.for all
(Participant, Hai)i

Stigma continues to be an important perceived probleiihe following quote represents the
views of the respondents in all three countries who expressed reluctance to disclose the nature

of their illness:
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