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1. IEC&IT

1. [Z &I

YT TN -7 T AICBITS
HV SEZEDUVEDTH S, £ED 155
H5 49 MDA H T B HIV iR =
2001 FEICIE 16% EMEETNh THW . Th
lIC&BE 100 BALULEAHIVICRERELTSEH
D, ZDS5BH20BABRL FOTAILA
BLE (ART) ZAEBEE LTWA EHETNATWL
feo

ERRERMBRSTE (2006-11 F) DR T,
HY T BAFIE. 2EICIRAT B ART H —
EXDEBITHIST N H—ERH/N\N—F%
AT 2 EERIC. ZTOEXIBRT ZHFEE
EHDELTWD, BRI A X - 5% - R

BOX 1. —%I15%R

2
RIEFHS (NAO) &R (MOH) AL, | 752610 Km
TEBRYIZT 1T A SEVERT HV R | 11,700,000(2005,UNFPA
B ORRY —CAHLE 72 BTHHE SREIRTECRE | 750 (2005, UNFPA)
FLIRFET SR 102 (2006,UNICEF)

EBNGEBLTWVS 7,
HVRZEICOWTIFEE D2 REMR %=
100% H/N—9 5 &EH 2006 FITER TN
fco ARV H —EX|TDWTIE. 2003 FEITH
&IV 71 dp B KRB I B CERFERIC
TN, 2005 FITIFBRRE LIV TRER]
BEE Y (FRIREIL L), 2007 FREFR T,
£E 728D 328 DREHER TREMN 155
ADYART ZZIF5NB K SITE Y. ART Z 44

5mAMIETER | 182 (2006, UNICEF)

AR HIV RZEER | 14.3% (2007, ZDHZ+)
HIV f 2 %% 845,546 (2005, ZSBS)
ART J&EE 110,000 (2007, MOH)
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BEELTWS HIVREEDIN 53% =55 E
TEHo,

LH L. Y—ERICEZBEEEE DR,
RBEIE. ART H—ERMLAKRTEHEHHE
ELTHELTWE Y, BT Y —ZDR5N
TWABENRERIFATOWEREEICE DT,
ART H—E XD 7 7 R & ZDHED BT
FNDKREREE L DML B>,
RRENARTH —EREZIF. ThEHR
MICHE T Afcsicid. 5Dz 227«
NS5 TCESRVIEWVRERR CH— EX%&
RITONDZEDNRETHY. TOF 5L
EREEt > 2 — (RHC:Rural Health Center) A
ART ' —E R =Mt 2BENEZOr— 3
VTHBEEZSN, LH L. RHC TIEF
REBRAZ Y T ODHPENRE. HHRDKRE
fBDf=. ¥ E7REEEHZES (Zambia
Medical Council) & ) HEiTENF ART H—E
ARIEDTDDFERELEH 1 KZ 1> 'Y T8
ESNERERIFEAEB/ZLTOENEN
SERBEHH o1,

CDRENOWHRE LT REREIF. BB=E
fh SREEBRAMPUEGYE Z RHC D
7O M)=FESELTES TERE/NAIV
ART H—ERX 7075 L] ZENEBTIT2/N

A0y 7OV bELTEELRE, BR
lFZDERE/NTMIVARTH—ERXTOT S L
loxt LT, ERR #7548 (JICA) D THIV/AIDS
FT7H—EZA@te7OI T~ (2006~2009) |
& THIV/AIDS 7 7 —EXEEBRFRA7OY T
7 b (2009~2014)) %@ CCHRMBENEITD
T,

KEESIE. BEROHAIHFEER (ODA) &
LT. 91T HV/ T4 XDFHHSBEELT
ZOENICR MR A7 R T b 2@
C. (3R) EZEREERTE > 2 — (NCGM)
EREEROBEL. FETENBICHITS
ART ' —ERILEANZ A GZEMZ LTz TER
ENAIVART H—ERXTOI S L] H#EDK
DICEELTERDERTEDTH S,
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PETDHV TAXR/RDFICBEWNT
&, JICA IE THIV/ T4 XBLUERTRTO
17 1 (2001~2006 &) =N LT, e
7 REHERR (UTH) OBEZEICBS VLTSS
B REE (EQA) B K UREREERD FBHHY X >
TV AIC BT Sz EEEREmR L TELR
ZNICB|EFE. THV T4/ X7 7H—E R
{t7AaT Ty 1 (2006~2009 £ ) & Z DEHE
ZHILHTD THVY T4 X777 H—EREE
BE 7O bk (2009~2014 %)) %@L
T. BEESOHIHV IA XS T7H—EZRD
7o) T EEOREICHT BEMT
BARAET TITo2TW5, TcEBEHAICIE.
ERIAX - &% - EREREEFTZES (NAO N
HV T4 X/ #EREE 075 L0—T 1 %—
Z—ERE L. HV I A X, ERZEEDOLY
BOWERE - /- E=Z2U 7 « §HED
fcDEERERb 2RO R L TE T,

IN5DS5BENCGM L. THV T4 X477
-7y b & THV T4 X
FTY—EXABEERTIOY IV M ANRH
BLUEREFREZRELTETE Y. Fic
ENERICHIFTE HV T4 X757 —EXDIR
HEFIVLE'INAIVART H—ER") & ZF
DH—EARBET IV ELERRT BHD

2. JICAHEMHATOY 7 FEELT:
WTED NCGM < K AR flTs2 18 DFESE

ER7O7ZL ("BERE/NACIVARTH—EX
TOUSL") ORELZEEZY Y ET7REE S
EBHIITOTETWS,

1. BLARWIZEITBHMEHV LA X7 7
BAZ7OYTY k(2006 5 4 B ~ 2009 £
3R)

i) 7Oz b THLAY
XFRITIV—T
1. WRHIFICHIFSHHVEHEE (KE
29,000 A\)
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X SR
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- YR
Bz FRIEIR FaUPIE| LOTTR
A=
HRMFTIDON HV BRE | BEBICEASNEAADBPHE
ANDHIV/AIDS 7 7 —E X & N/A N/A
ENDONADMEORIHEAE B A
ITns
JOv v FBiE
HIV/AIDS # 7 H—EXHAHEE |1 VCI/PMTCT TERINIEHVBEEHEEDE 4000 7000
N, IR T 7 AEJgEE B ’ !
3% 2 ART #BaEE DRREH, 2,300 3,500
3 ART#8EED 6 hBLURDEERIER < 10% <10%
R
1 HVAD Zt YT/ BEAND|1-1 V(T Y —EXZRET 2FRBEEIER DI 29 29
77 AL EELS 1-2 PMTCT %1249 2 {REE B R DK 29 29
1-3 DCT 1t 9 2R EEEHER DL 29 29
1-4 Finger Pricking HIV testing method % #% 8 29 29
L TWBIREEEMERDEL.
1-5 \ggﬁ%ﬁglVﬂ'ﬁ‘/tU‘//TZT/r 4 3,500 4000
1-6 PMTCTICHBIF B HV AT Y w5 EF
2T 1 DERES. 4,000 >/000
1-7 T§>B$/7 )= e BWTHEITE N HIV & 80% 80%
1-8 g;; )=y ZIC BV THTES N HIV S 809% 80%
2 BOEVHV 7Y - EXHR|2-1 ART H—E X #1824t 2 (REEERILEE D 10+4 10
ftEh, R5—=IL7v7TEn3 TR —F
2-2 BEESTHY V) VT RIRHT BREE 2 20
FEREEE DL
2-3 BEEUHIEDOHD D4 A MEE
lCK YR )—Z>FENT ART BEFD 80% 80%
BEDEE
2-4 $EReERTh (EieR) X 85% 85%
2-5 CDA BEEZIT - HV BEEREEDES 80% 80%
2-6 %R%Zﬁ%i@'l@tb\ﬁ Vg% IR LIcEE 80% 80%
3 HVIAXTYT7H—EXDEMR SEHNHEBEINEE rOHR U¥HERE
ROEEENNRIETNSG RRLANLTADNEEE NI A XL —
SaFIV)Y—FTHB yes yes
4 oy blcko>TELSNT: 7OV FTESNEEIINE/NAIV
HINENAIVARTH—EZD|  ARTH—EZXDERSA RS54 VICRME yes yes
ERHA RSAVICBIAEN| N3
% BRIAZEDH 12 12
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ERHECHEARFLEEVEDNFEALET
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BREC 2= M) —FEBEBLTEY
AFH, ARTH—ERXZZET S TE/NAIV
ART H—ERXR] ZEBERNICEAT AT & &R
Sz, ZTDREITIE. B/INAIVART H—E XD
RAIDBBREICEER E NIz /N1 )V ART H—E
ADOAVt 7 b Box2) HEE L. BLEH
MEHAEREI N ART H—E X% BFEIBTHIZ
HTEB LSO T,

Box2. ®E/\1JVART H—EXDa>VE Tk
. ENAIVART H—EADEZEIL. ART O %E

RHOGREBERREE. BERMENSKES €
INTIV ART F— L] ZBC. EBMFER - B3Rk
DEZEEZITHIFRBL Y 2— LAV TRHES
N5 ARTH—EXTH %,
H—ERARMEF —LIXENAIVED. Y—E
ADHEFMEEEBRT BHICT A MELT
REEER R TETUEESHEWL (L& AIEH
RPERIFFRHSNEL ),
E/NA)V ART F—LDZHE#BELCT. ART 7O
75 LEE/INAIV ART 4 ~ & L TOHIRE
LU —0 ERBRENZEELT S EZBIET,
ART 2E(ZE/\A1)L ART H—E 2D &H % HbiER
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DANEFEDOHERE BRI CITHON

FEEOFHE A RER. E/NAIVART H—E
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HVREEZEZZE) I LTiIThbnt, BHE
i&. ART & BRIRBREIEDT T A MHE,
BEETHT ) VIHHE. DEBAY VL
)V OMES L URZAD ) VT /1 1BE
ENZTEN TS,

MEZIET LB DERR. #EEh. B
RERD. FRIEDRERE. AV T —EE T
INA)VART F—L " Z##8 L. E/N1)V ART
YA bELGRRSNEHIGHREL Y 2 —
ZMRBETHE L, HEREL> 2 —IcEBF5
ART f — ERIRMEZ B Z FtE LTc, ERIEFIC,

HIRRIE L > 2 —DRBEBEIA R Y THWNT
NF—LDFHEIE L TEMHBEIT ART —E
AERMTEDB L ST Bl B|INAIV
ART F—LDAR v 7EF MG REL > 2 —
ARy T E—RBILEBERDS, FF—LXY
N—DEFHFEPENELET SH5LDI1CLT
Wo e (& 1),
E/NAIVART F—LAlE. ;b bOD 1 ILR
BEEFOTWE ART Y —EREZET BT
T BAEMELCEWERDEZ2) > JIC
WEGEMEREE. £1F (FRES L UBH
BEEESEL ) BLU D4 HGEEDMBREDS
BHI5RAEFT O TWVD, F—LHDMKRE
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TENX L. BEENHH SERENMRBRREZ
EffRL. REZKBEL. TORERERXICTA
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1. €/\AJU ART ' —E R DHHEH

THIT, SETREINS ART BB OHE:
REIENNICX IS T B fcsd. BNRPRDREE
BRERNZRILT BcHICEEBELEMER
AT R— (D4 Ho v 2—BKUHEAL
EomEBLTRE L. ENAMIVF—LDME
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iv) R

2008 £ 10 A. BAHLSOAERD. ¥
E7REEEHFETTOY 7 b DRIKEHE
ZERELTc, RIKFTHERESICLDE. F3
Y IERTIE 4 DM REL 2 —. LY
T OETIE 5 DOMgREL > 2 —CTE/N\A
JUART H —EXDREIEN. ARTH—EX
ZEBNICIRET 2FRERROMIE. F3~
JIEBD1 DDV 3 VRl Favyizx
B LT IBZNZTND 2 B A & 8.
BETO6DFTELR(FXLI 2, TLT
2007 55 1 U¥EA & 2008 55 2 TUHHAICHT
felcB R ENTEHV BEEREEZED S B, 46.6%
(578/1295) h. E/\AJV ART H—E RIT &KV
ART ZRita LTfc, BRERIBREE Y AT LICE
DWEREEICLD E. Fav I IEBEL

14 77ZAHIb LR—

> 7 JEBD ART BEDRFHUL. 2006 F5
1 O¥EEARDONRN—XZ1 >V T—2 B LT,
TNZTN. 324 AbH 5 2556 AL 235 AHD 5
1634 A& E LSBTz €E/NAIVART B —
EXﬁ%Bb:ﬁﬁ@Aﬂ*%@@%ﬁMé
HlesEZAS5NS, ICEKZENDIE, L
/77%®Am$%®95$$%%%6tﬁ
LARDEEBERIE. 19.1% I 13.3% & 2
L. 7327 T EBDBERZRIE 2008 F£0D
FT2MFHART3.0% DHTHDfc (N—
ZAVT—RIEAFTELGDOR), FaV
T I EBDERZERICDOVTCIEESICHAET

BHIANEBEHLHBHH. E/NA)VART H—E X lF.
ART BEDEMICEIF TR, BEREED
BOICEER LIz DR N,
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x1. FavIIBNCBIT MR

Indicator Baseline Fin. Eva. Target
(Q12006)  (Q2 2008) g

Project Purpose

1. Cumulative number of HIV positive case detected by VCT/PMTCT 481 4193 4,000
2. Cumulative number of ART clients 235 1634 2,300
3. Percentage of defaulters within 6 months among ART clients — 3% <10%
Output 1. Access to HIV counseling and testing

1-1. Number of health facilities providing VCT service 10 20 29
1-2. Number of health facilities providing PMTCT service 2 18 29
1-3. Number of health facilities providing DCT service 0 26 29
1-4. Number of health facilities applying F-P HIV testing method 0 10 29
1-5. Annual number of HIV counselling and testing in VCT 694 3005 3,500
1-6. Annual number of HIV counselling and testing in PMTCT 167 2246 4,000
1-7. Percentage of HIV tested among TB clinic 0% 71% >80%
1-8. Percentage of HIV tested among ANC clinic 100% 100% >80%
Output 2. Quality HIV care services

2-1. Number of health facilities providing ART services 2 6+4 10+4
2-2. Number of health facilities which provide adherence counselling 2 10 20
2-3. Percentage of patients on ART who are screened by CD4 count testing for eligibility ~ Unknown % >80%
2-4. TB Treatment Success(TB Cure) rate 86% 85% >85%
2-5. Percentage of HIV positive TB patients who undertook CD4 test Unknown 100% >80%
2-6. Percentage of TB patients who are eligible and started ART Unknown 100% >80%
Outputs 3: DHMT's management capacities in HIV care services

3-1. Frequency of experience sharing — Quarterly  Quarterly
3-2. ORs conducted and shared at central level — Yes Yes
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&2 LT IBICHT HHR

Indicator EREEImE AL (B Target
(Q12006)  (Q2 2008) g

Project Purpose

1. Cumulative number of HIV positive case detected by VCT/PMTCT 942 5,887 7,000
2. Cumulative number of ART clients 324 2,566 3,500
3. Percentage of defaulters within 6 months among ART clients 19.1% 13.3% <10%
Output 1. Access to HIV counseling and testing

1-1. Number of health facilities providing VCT service 17 23 29
1-2. Number of health facilities providing PMTCT service 12 19 29
1-3. Number of health facilities providing DCT service 0 14 29
1-4. Number of health facilities applying F-P HIV testing method 0 6 29
1-5. Annual number of HIV counselling and testing in VCT 1171 2300 8,000
1-6. Annual number of HIV counselling and testing in PMTCT 2659 2900 5,000
1-7. Percentage of HIV tested among TB clinic 20% 73% >80%
1-8. Percentage of HIV tested among ANC clinic 9% 47.2% >80%
Output 2. Quality HIV care services

2-1. Number of health facilities providing ART services 1 6 10
2-2. Number of health facilities which provide adherence counselling 0 6 20
2-3. Percentage of patients on ART who are screened by CD4 count testing for eligibility 0% 88.7% >80%
2-4. TB Treatment Success(TB Cure) rate 70% 74% >85%
2-5. Percentage of HIV positive TB patients who undertook CD4 test Unknown 100% >80%
2-6. Percentage of TB patients who are eligible and started ART Unknown 100% >80%
Outputs 3: DHMT's management capacities in HIV care services

3-1. Frequency of experience sharing — Quarterly  Quarterly
3-2. ORs conducted and shared at central level — Yes Yes
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40.1% H° 1 BFEUARICENETETWSDITXT
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85.0% DEIFED. il REEL > Z—ITHIF
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20,000 7 7 F v =IO BEITNEE 55D 2
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KOS, ART BEETHICEEZ S5 X 506
HDH 2 ENEDOEERTIE. EHHEBEIFE
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2 5%HBHEUNDERZRET 2H4ELH D
B35,
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3 HIV 7R FOZREDIEM ( RHAZZEIND

'K)

CDEOIGTE/INMIVART H—ERXDEZL D
MEITMA T, BENGEAD )T /1
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DoY) VT ERBEDOEBMFBHEHOEE L.
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WEL (9% H5 47.2%). TD/RBEHIN
fe HIV B ORTBERIE. BIRVITIEMN LTz (L
> 7 JBRT 5887 AN, F 3T TEBC 4193
ANEM ), E/NAMIVARTHF—EREBLCT
W FREL > 2 —CTH ART 2T BT EHT
EHLDITHE e BEEZLYZITRT
{GolcEEZASNS, O TH. OZ2
ZT7 14 DL THD ART BEH. HIVEREICHE
THEED—DEVDNTVESRER[BRAD
ENZERTHDICEMMLIERESN TV

18 77ZAIV+ LR—Fvol06 77 HIV/ T4 X 2006-2010



2 ICAR AT OV 7 b %@ CTafFED NCGM (1T K SRSz iR DS

BNZERTHDICEmMLIcERETNATY
%7, THICEELT LiE. FAaD. HVEE
MEEAELG, AT 2270 DhTI w5 —¢&
M REE > 2 —DREERA R Y 7 DIliE
ZE T iR 2—72 1T TG E
INA IV ART H—ERICHEWNTEH. HIVIRE/
Aot -8 RgEhEBIELELS
E LT ETH B, TORERIZ. FraEnfc
HIV O —EXZeeT 5ol HIV RE /
Ao T EREY—EXDEA Z[EE
ICbk 5T EDEEMER LI

O EREBM(AZI 2271 DEFTAHICES

AEOBHEOML)

M REL > 2 —ICB T DREERAZ Y
TDEIIIERBICRSN T W fedd, ZTTD
ART ' —E RITHIFBERBMIIANEIRD
BEZE AR 5T &ICRII > Tee BEITH L.
ART BEICHT 2BEETHY VT —&L
THVREMEEZEETIAHF, D127 4 XY
N—ZFIE LT, gt alcd W T 2 EED
BEETHY S —HEBAL,

—Dl&. AT ) VI EBLTEERTE
2 - LERETEHAREEEMRICEET S
(RN —ZREETFHT VLT —1 T &

S—2lF. BEEYR—FLUABEELTL
FolEBEZREICRIHICOZTa2 2T«
ICEWTEEZEHL FINAM RT3 O
SAZTAN—ADBFETHY VT —]
THbB, INSDBREEFHIEZT—H
F—LELTERICHAL, riotEiREt
VEA—DRBEEREAZ Y 7 EHEELTEH
THLDIR LT, Bl EHlEFazaz
TAICEBICHEBELTHSY., #HEHEREDR
FEEAREF > TWAEVSFREF> TV
%, DF Y. #HIBREELITTHL. HERE
FELD A, HEFRELY X —DE< DT
SAZTADB5DHAT VST —HEBEEEBH
THIEIFRB TH- . FERBMIE. Y
ET7H5DRE Y DES ICANERDOR
BETRUREY —EXZRHT BT Th
. T—EXDEHREICHIEREICEMELT
W5,

T ZAHI s LR—=Fvol06 TFET HIV/ T4 X 2006-2010 19



2 ICAR AT OV =7 b %@ CTafFED NCGM (1T K SRSz IR DS

2. HVIA X 7EERRA7OY 7 F
(2009 11 B ~2014% 108 )

i) 7AYz I bTFHIY

XNRTIV—T X SR thig,
1. XZRMED 50,000 ~ 60,000 AD HIV 5 L7 FavJ . AOER. B
& A>T S8R, mapM. REE

2. WHRABDEBREBRAZY 7 (L>7T
J.Favs . HAE HIXVTTER)

3. EBMNRERAZ Y 7

4, REBEAR YT

B= EHIER BiE

Baiv=]

TET7HMEOHAERICE N 1 T ETHMEDOEED S5 80% LU EHE/NA
TEDOESWNARTH —EZXAD JVARTH—ERXRZEA L. FEERTEICAN N/A

LA
TORABELET S ab

JOI17 BB
BOBWARTH —EXZH#T| 1 2014 FEDTOY 17 METETIC 48 U EDRE os
HCHAT Bletdic, Riggn| ERIERTARTY—LAHREIND '

FE. MECERERBOZLAN| 2 2014 EDTOYV 0 MRTER T, 80% thg
INCHEWT, BEsy—e x| TNV ART A MAY 75% LLED ART fifisR yes

b LTS 3204F0707x7 METERAT, FEEINT

WEIRESED 75% B LTS yes
4 E/NAJVART 4 — ERDRBTOFUEER, o
ERLETHEINDS y

20 7O ZAIV - LR—Fvol06 TE7 HIV/ T4 X 2006-2010



2 ICAR AT OV 7 b %@ CTafFED NCGM (1T K SRSz iR DS

A%z5tE. EARUERHES
£21T5%

= REREIR B
AR
REERED. BMFRERICKD |11 ﬁ{ﬁ%%iéﬁiﬁ;‘?ﬁ% (Zligrlél/ ,:]5’17/ EK/?‘%%EB
ENAIVARTH—E R0RA| A LESE: NOEN) o yes
. ERXER : p JIVF—33
RUEGREBESRDE | samag | 7 EIT AR
512%%
[ 12 MRS B R UL EBDE/\A )V ART H—
2EMEREEEL T, REEHET/N1ILART o
H—EADBEEEHEE =R ) > I RUTHES y
K5EO5%ET S
1-3 E/\A)V ART ICBE T BE L NIVOERES RE os
EDEREZIET S y
BRREB DTS E/NA )V ART|2-1 /i ART BRI EE 2% MM (£2E) (<H yes
YP—CRESGARTH— 2| EID
I LTC. WRETANRER (22 FEEINT W BBEE DT HDERRN 75% LU
PEMEERUEESEA R LRESN. LR— M RETNS yes
HXDEL DG5S
#h B ART H — E X D #5(3-1 ART IEASTEABERZHIN. HEIND yes
WERICICAITLT 32 T T 35 2 oo o TN /A L ART H— E 25 100%
RO LY T ORMRER / REME| =fins yes
ROEEEENID®RILENS
FHRXREB (DREBKRUARX|4-12014FE0TOI T METETIC 18 LLEDREE os
VHSE) A, TEINAJLHV EEM CE/N\1)VART U —EADRHIEENS y
Y—ERERAA FS12] 12|42 FIEMKBICHL T, BNV ART H—EZXH
NoT. ENAIVARTH —E %E%‘ELC%]\‘SM\ 100% EBH 5 DEE TEM
& yes

T ZAHIV s LR—=bFvol06 FET HIV/ T4 X 2006-2010 21




2 ICAR AT OV =7 b %@ CTafFED NCGM (1T K SRSz IR DS

i) 7aY Y boxiskihiE

g0V 0 bOXRMIE (LT TE
FavyE) A, BEERMAD S /7 0 EER.
ARV T ZEPEIME N, £fegiyay T
T FTEHTYVEELAHDTETCWGEL DI
INRER (FICEINERER)bA70Y
JbAOUE—IN\—ELTEERT AL
& Lteo IV AMD HIV BRER(L 20.8%. T
N TORRRIL 14.5% TH Y. FiERH

BDADERENPPLENIRIT TH o Teh\
mERNAEIEN TR E LT E/\AJV ART
TR T BMERERBDOE LA E D 2T
ZE EZTDRTHLAOER. HAVTS
AIEfh FF—PEFEHBH RS EICADT
HEH59. #IFETDH ART H—ERXZ@b LWL
EDEFNT VETRBELSHEN T L
HdblF5Nns,

22 TUZAIV - LR—Fvol06 TE7 HIV/ T4 X 2006-2010



2 ICAR AT OV 7 b %@ CTafFED NCGM (1T K SRSz iR DS

HOEER
A : 25,0860
REEEENMS : 2 @bt / 31 HilgiREL > 2 —

HOEEIEEERDILT HH S5 300km D
ETAICHY . 2009 FRFR T, 258,060 DA
iyt L 3,575 AD HIV BatEE DY ART % &
LTWe ZDRRTIEAOEERKREZD
ELICH BV VINZ v 3 VR TDFH+ ART
T—EXHQRMEET WTHY., timREE>
Z—TlFRHPEEINTWEL o T

HAXVGS8EB
A : 94,940
REEEEMMY : 0 &bt / 20 #lgRfEL > 2 —

ARV T ZEISEEILT AH S 400km D
EZAITHY . 2009 FEFRTAOK 94,940
THY. 796 AD ART EEHLZFITRINTL
feo BRV T ZEICIEERRBEDFE LG WM e
&, FERFRTY TIC 1 OMIGREL > 2 —
ICBWT. BMRERLILDT7 U M) —FITK
5 ART F—EXADRBENTW e, DFEUE
INA )V ART —EXDEFZ B 5 BEICRtE L
TWec &z s,

T AV« LR—=Fvol06 FET HIV/ T4 X 2006-2010 23



2 JICAEAMHATAY 17 b %@ CTaaED NCGM (2 K B H iz DESE

iii) IR REBICEH I B E/NCIVART 1 b

EIRRAE

7OV MRRY Sl FIRERER (4
OF. AXVITIE)ICEWT. E/NALIV
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REBRBEAZ Y 7ICLBELZ—DA
MO, BENEDRRDPTRAEEREL
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FAL. ABOER. NOEEHTIEE D
D i 15 1R 4 t > 2 — (Siachitema, Naluja,
Simwatachela, Mapatizya, Chilala, Mawaya,
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T HAVTZETIE 13 hErDMIEREt
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Mambova, Kauwe, Katombola, Simango,
Ngwezi, Sikaunzwe, Kabuyu, Siakasipa and
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Basic Information Matrix

Total Population:
# of Health Facilities: ___ Hospitals, __ RHCs, ___ HPs

DMO / /2010

Fulfilling Date (dd/mmlyy)

Catchment area - Population

- # of health post

Access - Distance/time from DMO (km/min)

- Accessibility in rainy season

ART services Commencing time (month/year)

Static or Mobile?

ART accreditation (Yes / No)

Service schedule

# of ART active clients adults >14

children 0-14

# of staff - MD

-CO

- NS

- Lab Tech

- Pharmacy

- EHT

- others

# of trained staff

- Adult ART/Ol management|_MD, _CO, _NS, Others:

MD, _CO, _NS, Others:

MD, __CO, __NS, Others: MD, __CO, _NS, Others:

- Peadiatric ART/Ol management|_MD, _CO, _NS, Others: __MD, _CO, _NS, Others: __MD, _CO, _NS, Others: __MD, _CO, _NS, Others:

- Psycosocial counselling|_MD, _CO, _NS, Others: _MD, _CO, _NS, Others: _MD, _CO, _NS, Others: _MD, _CO, _NS, Others:

- PMTCT|_MD, _CO, _NS, Others: __MD, _CO, _NS, Others: __MD, _CO, _NS, Others: __MD, _CO, _NS, Others:

- DCT|_MD, _CO, _NS, Others: _MD, _CO, _NS, Others: _MD, _CO, _NS, Others: _MD, _CO, _NS, Others:

- Adherence counselling|_MD, _CO, _NS, Others: __MD, _CO, _NS, Others: _MD, _CO, _NS, Others: __MD, __CO, _NS, Others:

- Data management|_MD, _CO, _NS, Others: __MD, _CO, _NS, Others: __MD, _CO, _NS, Others: __MD, _CO, _NS, Others:

- Commodity (lab & pharm) management|_MD, _CO, _NS, Others: _MD, _CO, _NS, Others: _MD, _CO, _NS, Others: _MD, _CO, _NS, Others:
- DBS|_MD, _CO, _NS, Others: __MD, _CO, _NS, Others: __MD, _CO, _NS, Others: __MD, _CO, _NS, Others:

- Others|_MD, _CO, _NS, Others: __MD, _CO, _ NS, Others: __MD, _CO, _NS, Others: __MD, _CO, _NS, Others:

24

T A« LR—=Fvol06 FET HIV/ T4 X 2006-2010



2 JICAEAMH AT Y 17 b %@ CToRED NCGM (2 K BRIz R DEE

Basic Information Matrix DMO [/ /2010
Providing Services (Yes / No)
-CT
- PMTCT
-TB
- Laboratory services
— ARV stocks
Weekly service schedule (OPD, ANC, etc.)
Monday (am/pm)
Tuesday (am/pm)
Wedesday (am/pm)
Thursday (am/pm)
Friday (am/pm)
Laboratory capacity (Yes / No)
- HIV diagnosis
- CD4 count
- Hematology|
- Chemistry
- Sputum smear
- Sputum exam
- X-ray|
Data management tools (Yes / No)
- Lockable cabinets for case records
- Suspension files for client files
- SmartCare Forms (paper-based)
- SmartCare System (computer-based)
- VCT/DCT/PMTCT register
- Pre-ART register
- ART Monthly register
- Safemotherhood card
Others
- Power supply
- Water supply
- Communication (landline/ mobile/ radio)
- Transportation (vehicle/ motorcycle/ bicycle )
Basic Information Matrix DMO / /2010
ART supporters
Number of supporters total (Male: Female: ) (Male: Female: ) (Male: Female: ) (Male: Female: )
Number of supporters active (Male: Female: ) (Male: Female: ) (Male: Female: ) (Male: Female: )
Days spent at the health facility (per week) days/week/person days/week/person days/week/person days/week/person

Tasks of supporters ART services [ registration of clients |0 registration of clients [0 registration of clients [ registration of clients

O adherence counselling 0 adherence counselling)d adherence counsellingld adherence counselling
O filling clinical forms O filling clinical forms O filling clinical forms O filling clinical forms
O dispensing O dispensing O dispensing O dispensing
O filling ART registers | filling ART registers |0 filling ART registers [ filling ART registers
O others (specify) O others (specify) O others (specify) O others (specify)

VCT O O O [m]

PMTCT O O O O

OPD O O O [m]

ANC O O O O

Under 5 clinic O O O [m]

Family planning O O O O

B O O O [m]

IPD O O O O

Others (specify) O O ] ]

Other supporters

- Lay counsellors

- Adherence counsellors

- TB Treatment supporters

- Community health volunteer

- PLWHA self support groups
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iv) 370/ a7
BOSWART H—ERXZEBRT S
Y7 RERIFERFEERHER (2006-

2011) DHT. 'BOEWMRMEERT —EX%

AlgE% PR REDEL T &W>XA—HY

EEIFTWS, 7OV bHAZEELTL

BE/NAIVART H—EREZNICEBHLISE

BChY. iSOV MDA VINT M EE

slT. REEIZ2010F 5 BIc TERE/NA

JVHV G —EXHA KAV OFITE £

nicEdin> TERENAIVARTH—ERY

072 LILKETE] ZHEK Lz, ThicLD

EEFTE—T7—XELT2010~2011 FED
BIC10DES (LT D, Faryrz, AOE.
HRAVTS VIV I, AL, LRy
JI.ITAT74. AEULKRY AT7IER)
TENAIVART Y —ERZERTSEWNDT
ETHfe, TZDERBICBEVLTIE. MR
RN —ERXEBRZITOEMRER ZEEES
BIBHZENKRDHEN, THITRBEEEMEF
#E. BREEAELCT. ERTOTILE
LTkW@<EZZ) V7T - FHIZEITL.
RTOTVZLELTOERRBPREEZLR
LW CEE LT

B3 FRTOTVI MIBIFBENAIVART Y —EXEAA RSAY

Nyational Mobile HIV Services
Guidelines

‘Reaching Out to Remote Communities’

March 2009
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FREEFB.
A

TV b TRZDIcHD
BN, 7

EN

V. RIGCTONIVAA Y T A=3VTR

7T L (HMIS) %581k L. & T HMIS DiER %
DT BEENZERER. M - BREREAZ Y
ZIEDIFTEE L, TNEZEBL. KE5HE
FIREZTO>EWVWD. T—20DE A#4
B BERIEEEVODTEENELEEH TV,
RIS TR PR C TV RBZ U —F 7 T
AFaZELTHEWVWHL 62D MEY IH
SHBANL—YaFIVIY—F2T0OIx
7 bELTCEE LT

OPERATIONAL RESEARCH
The Project for Scaling up of Quality HIV/AIDS Care Service Management (SHIMA project)
o 2009 2010 2011 2012 2013 2014
Research Topics bjectives Target
4 g 9 o [ ]als]a] o] s] e ]e]a]a]o]2]s]a]1]2]s]4
1. To identify the factors associated with the lossto | |_|_|_|_
Continuum of |follow-up Clients who were lost to _fOHOW' Baseline survey Interventions & monitoring Evaluation |
1 Care 2. To explore strategies to strengthen continuum of ~|UP from the services during year A=t -d=-F--d=-F-|-4-L
care 2009
1. To analyse the field implementation of CD4 test
Access to for fo\low-up of the treatment outcome Clients who are on ART at the Baseline survey Intervention mid-evaluation | | Intervention Evaluation
laboratory 2. To examine the factors related to poor . . .
2 N . . main mobile sites since the
services related |implementations beginning of the services - - [ [N [ KR [ T S
to ART services |3. To explore strategies to improve its ginning
impl ion
1. To examine current situation of ART clients (e.g.
3 ART services for [adherencem treatment outcome, disclosure, etc.) Clients who are on ART at the Baseline survey Interventions & monitoring Evaluation
adults * 2. To explore their perceptions on ART services selected ART sites
provided at the facilities e e e e e e e e
1. To examine current situation of EID and PITC for |Health facilities which offer PITC -
4| Paediatric HIV - [chidren and identiy its challenges Children who are on ART, their Baseline survey | | Intervention “ id & Evaluation
services *  |2. To examine current situation of paediatric care, ~|caregivers and health workers F==-+> s i s el el 2
support and treatment
1. To examine men’s attitudes towards HIV services,
especially HIV testing for themselves and their family
5 | Male |nv*olvement members ) o Married men aged 18-50 Baseline survey Interventions & Evaluation
2. To explore possible strategies to improve men as LAl - d-Lol-d-Ls
well as their family members’ access to HIV services - i
1. To examine their tasks, contribution to the other
ART treatment health‘ serylcesprowded at health centres, and ART treatment supporters po——
6 supporters * conditon in which they are working working at health facilities
PP 2. To recommend strategies to sustain their work at 9
the health centres
any other issues
as needs arise

* o be implemented in collaboration with the National Center for Global Health and Medicine, Japan (includes involvement of research assistants from the NCGM research group)

T ZHIV « LR—
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AXNL—=Y 3 FIV ) —FEELIRSGH
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1. ART expansion to rural
health centre level by
mobile ART service
in Mumbwa district,
Zambia

(FETHHMELY 7 T8ICE TS TN
JVART H—E R L BHMEFREEL 2 —\D
ART 4 —EXDHEK )

Christopher Dube”, Ikuma Nozaki”, Tadao Hayakawa?,

Kazuhiro Kakimoto?, Norio Yamadad® & James B

Simpungwee”

1. Mumbwa District Health Office, Zambia

2. National Center for Global Health and Medicine,
Japan

3. Research Institute of Tuberculosis, Japan

4. Clinical Care and Diagnostics Services, Ministry of

Health, Zambia
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Fig.1

A comparison of characteristics of ART clients at commencement and outcomes at the first six-month of ART

between District Hospital and Rural Hearth Centres

District Hospital Ruéa:nljr(::hh QOdds Ratio P_value®
= 0/
(n=458) (25) (95%Cl)
Characteristic
A
gfsf’;zars) 277 (60.3%) 129 (55.6%) 1215(0883-1673) 0231
0, 0/
%9 or more 182 (39.7%) 103 (44.4%) Ref
Ge’\”Ade' 100 (41.4%) 84 (36.2%) 0.803 (0580-L114)  0.188
. 269 (58.6%) 148 (63.8%) Ref
Clinical Staging
[ 66 (14.6%) 42 (22.7%) 0.582(0.378-0.897)  0.013
0/ 0/
Mo v 386 (85.4%) 143 (77.3%) Ref
F“C\f:ri?:'gsmus 183 (39.9%) 143 (62.2%) 0403 (0.291-0.559)  <0.001
0, 0/
Aol or Bed Iid 276 (60.2%) 87 (37.9%) Ref
Regimen o 5
ST dAUALT 377 (8210@) 149 (54.20/0) 2561 (1.788-3.668)  <0.001
e 31O ATT 82 (17.9%) 83 (35.8%) Ref
)0, 0/
e 0 (0.0%) 0 (0.0%)
D4 cell
C c;ﬁue ’ 370 (80.8%) 214 (92.2%) 0.350 (0.205-0.506)  <0.001
0, 0/
N 88 (19.2%) 18 (7.8%) Ref
Outcomes at 6 Month
Retained at original site 319 (69.5%) 176 (75.9%) 0.725 (0.506-1.040)  0.080
Dead 20 (6.3%) 32 (138%) 0422 (0.248-0.716)  0.001
Lost to follow-up 99 (21.6%) 24 (10.3%) 2.383 (1.438-3.842) <0.001
Transfer out 12 (26%) 0 (0.0%) 1519 (1439-1.604) 0013
Functional Status
Working 279 (86.6%) 148 (96.1%) 0.263 (0.109-0.633)  0.001
Ambulant or Bed lid 43 (13.4%) 6 (3.9%) Ref
CD4 cell
Counted 71 (223%) 64 (36.4%) 0501 (0.334-0.751)  0.001
Not counted 248 (77.7%) 112 (63.6%) Ref

#Pearson’s chi-squared

[#TU]

T/INA IV ART F—E R E WS HEIXREE
BAMZILCHE LIEERDZ LULAERIC
BEWT. BIDHDDRENG ART —E X =k
K9 BHEE LT, OREBROMIETEER
TEAOEELFL
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2. Social factors affecting ART adherence in 3. False Beliefs About ART Effectiveness,

rural settings in Zambia

(Y YET7HMNEDMAERICE N TARTT K
E7 S5V AR EZEZ BN ER DR )

lkuma Nozaki", Christopher Dube?, Kazuhiro
Kakimoto", Norio Yamada®, James Simpungwe®

National Center for Global Health and Medicine,
Japan

Mumbwa District Medical Officer, Zambia

Research Institute of Tuberculosis, Zambia
Ministry of Health, Director of clinical care and

diagnostic services, Japan

Side Effects and the Consequences of
Non-retention and Non-adherence
Among ART Patients in Livingstone,
Zambia

(¥E7HMEVE YR b2IcHIFS
ART £E D ART D RVEIEAICET % [
&2 fAZINIcDW1T)

lkuma Nozaki'?, M. Kuriyama®®, P. Manyepa®, MK.
Zyambo?, K. Kakimoto', Till Barnighausen”

1. National Centre for Global Health and Medicine,
Japan

2. Harvard School of Public Health, USA
School of Nursing, University of the Sunshine
Coast, Australia

4. Livingstone District Health Office, Zambia

5. School of Nursing, Osaka Prefecture University,
Japan

AIDS Behav (2013) 17:122-126
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4. An evaluation of a refresher training

intervention for HIV lay- counsellors in
Chongwe District, Zambia
(FYET7HMEF 3>~ 7 BICHIFS HIV
LAAorE5—Icdss)7Lyovy—1+
L—ZYJT0%HR)

5. Association between tuberculosis

treatment outcomes and the mobile
antiretroviral therapy programme in

Zambia
(FYET7HEHMEOENCIVART 755 L
IERTOT S LICEZ B EDRST)

Charles Msisuka", lkuma Nozaki?, Kazuhiro Kakimoto?, Shinsuke Miyano"?, Christopher Dube?, Nangana

Motoko Seko”, Mercy M. S. Ulaya®, Gardner Syakantu® Kayama®, Naoko Ishikawa"?, lkuma Nozaki"?, Gardner

Syakantu®

5.

Chongwe, Lusaka, Zambia

National Center for Global Health and Medicine,
Japan

School of Nursing, Osaka Prefecture University d
Japan International Cooperation Agency (JICA),
Japan

National AIDS Council, Zambia

SAHARA-J: Journal of Social Aspects of HIV/AIDS.
2011,8(4):204-9.

Japan International Cooperation Agency, Zambia
Office, Lusaka, Zambia

National Center for Global Health and Medicine,
Japan

Mumbwa District Medical Office, Mumbwa, Zambia
Department of Clinical Care and Diagnostic
Services, Ministry of Health, , Lusaka, Zambia

INT J TUBERC LUNG DIS 17(4):540-545
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1. Introduction

1. Introduction

Zambia is one of the countries worst
affected by the HIV pandemic in sub-Saharan
Africa. The national HIV seroprevalence among
adults between 15 and 49 years of age was 16%
in 2001"and it was estimated that over 1,000,000
Zambians were living with HIV, of whom about
200,000 were in need of antiretroviral therapy
(ART).

To ensure improved access to rapidly
expanding, high-quality ART services, the Fifth
National Development Plan (2006—11) committed
the Zambian government to an expansion of HIV
testing and treatment facilities to all 72 districts

BOX 1. General Information
of the country in order to provide ART services

as close to the affected households as possible?. Area 752,610 Km?
The National AIDS Council (NAC) and the Ministry Population 11,700,000(2005,UNFPA)
of Health (MOH) are working together to achieve MMR 750 (2005, UNFPA)
these goals. IMR 102 (2006,UNICEF)

The MOH began the National Antiretroviral U5-MR 182 (2006, UNICEF)
(ARV) Program in 2003 with a phased approach? HIV Prevalence | 14.3% (2007, ZDHZ+)
which included pilot, development, expansion HIV Orphans 845,546 (2005, ZSBS)
and consolidation phases. By 2007, the number ART Clients 110,000 (Aug. 2007, MOH)

of facilities providing ART services had reached a
total of 328 throughout the country’s 72 districts.
By the end of 2007, the cumulative
number of ART clients throughout the country
had increased to 149,199, accounting for 53% of
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people living with HIV (PLHIV) and in need of ART.

However, the distances involved and
the expense of transport for people to access
these services remained a challenge*® even after
expansion of the ART services. This constituted
a potential barrier to ART access and optimal
adherence’?, especially for clients living in rural
areas where resources are limited. In order to
provide and maintain ART services, these should
be as close as possible to the community where
the clients live. Thus, rural health centers (RHCs)
are an ideal location for ART services. However,
because of a lack of resources and the required
capacity, RHCs rarely fulfil the necessary criteria
to provide ART services by functioning as static
ART sites, as stated in the Medical Council of
Zambia’s published guidelines'. Responding to

1. Introduction

this challenge, the MOH instituted a pilot project
that provided mobile ART services to RHCs. Japan
provided technical cooperation through the
Japan International Cooperation Agency (JICA)
Integrated HIV and AIDS Care Implementation
Project at District Level and the Project for
Scaling-up of Quality HIV and AIDS Care Service
Management.

The present report reviews our
experiences with the introduction of mobile
ART services, which are making a dramatic
contribution to the expansion of ART services
in rural Zambia and represent the first technical
cooperative effort at ART expansion provided
through Japan’s Official Development Assistance
(ODA) program.
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2. The History of Recent NCGM Technical Support Provided through JICA's Technical Cooperation Project

In the field of HIV/AIDS control in Zambia,
JICA assisted the strengthening of laboratory
services during the HIV/AIDS and Tuberculosis
Control Project (2001-2006) by introducing
external quality assurance (EQA) and preventive
maintenance procedures for laboratory
equipment used at the University Teaching
Hospital (UTH).

JICA then expanded its assistance to
improve the accessibility and quality of HIV care,
including treatment, as part of the Integrated HIV
and AIDS Care Implementation Project (2006-
2009) and the succeeding Project for Scaling-up
of Quality HIV/AIDS Care Service Management
(2009-2014). This project has helped develop a
HIV care service provision model for rural areas
and establish the necessary mechanisms for
scaling up this model.

JICA also dispatched a Japanese expert
to serve as the HIV/AIDS and TB control program
coordinator, who worked with the National
HIV/AIDS/TB/STI Council (NAC) to strengthen
the management capacity needed for better
planning, coordination, monitoring and
evaluation. In addition, a rural ART advisor (2009-
2010) was dispatched to the Ministry of Health to
support the expansion of ART services into rural
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2. The History of Recent NCGM Technical
Support Provided through JICA's

Technical Cooperation Project

areas.

NCGM has been providing the necessary
technical support to the Zambian Ministry of
Health by dispatching long-term and short-
term experts for the both the Integrated HIV
and AIDS Care Implementation Project and the
Project for Scaling-up of Quality HIV/AIDS Care
Service Management, and is participating in the
project mission teams as a technical consultant. In
addition, we have dispatched a rural ART advisor
in order to bridge the gaps between both projects
and support a seamless transition.

1. Integrated HIV and AIDS Care Implementation
Project at the District Level
[April 2006-March 2009]

i) Project Design Matrix (ver. 2.0)
Target Groups:
1. PLWHAs (estimated 29,000 persons)
2. DHMTs at the district level (about 300
professional staff)
Target Area:
Chongwe and Mumbwa Districts
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. N . . Target
Narrative Summary Objectively Verifiable Indicators Chongwe Mumbwa
Overall Goal
Interventions to improve the Number and contents of interventions
HIV and AIDS care services for introduced in other districts
PLWHAs demonstrated at target N/A N/A
districts are introduced in other
districts
Project Purpose
HIV and AIDS care services are|1  Cumulative number of HIV-positive cases 4000 7000
improved and accessible at detected by VCT/PMTCT ! '
target districts 2 Cumulative number of ART clients 2,300 3,500
3 Percentage of defaulters among ART
clients within 6 months <10% <10%
Output
1 Access to HIV counselling and|1-1 Number of health facilities providing VCT 29 29
testing is improved service
1-2 Number of health facilities providing 29 29
PMTCT service
1-3 Number of health facilities providing DCT 29 29
service
1-4 Number of health facilities applying the 29 29
“finger pricking” HIV testing method
1-5 Annual number of HIV counselling and 3500 4000
testing cases in VCT ! !
1-6 Annual number of HIV counselling and
testing cases in PMTCT 4,000 >/000
1-7 Percentage of HIV cases tested at TB clinics 80% 80%
1-8 Percentage of HIV cases tested at ANC
clinics 80% 80%
2 Quality HIV care services are|2-1 Number of health facilities providing ART 10+ 4 outreach 10
strengthened and scaled up services
2-2 Number of health facilities which provide 20 20
adherence counselling
2-3 Percentage of patients on ART who
are screened by CD4 count testing for 80% 80%
eligibility
2-4 TB treatment success (TB cure) rate 85% 85%
2-5 Percentage of HIV-positive TB patients who o o
undertook a CD4 test 80% 80%
2-6 Percentage of TB patients who are eligible 0 0
and started ART 80% 80%
3 DHMT's management capacities Frequency of experience-sharing meetings Quarterly Quarterly
in HIV care services are ORs conducted and shared at the central
enhanced. level yes yes
4 Lessons learned by the Project Lessons learned by the Project are reflected
are incorporated into national in the national guidelines on mobile ART yes yes
guidelines on mobile ART services.
SEIVICES. Number of regular monthly meetings 12 12
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2. The History of Recent NCGM Technical Support Provided through JICA's Technical Cooperation Project

ii) Project Sites

Two districts, Mumbwa District in Central
Province and Chongwe District in Lusaka
Province, were selected as project sites for the
introduction of the mobile ART services. Mumbwa
District is one of the six districts in the Central
Province of Zambia and its provincial capital is
located about 150 km west of Lusaka, the capital
of Zambia. The current population of the district
is reportedly about 170,000, and the adult HIV
prevalence rate in Central Province was estimated
to be 11.3% in 2005. Chongwe accounts for about
200,000 of the Lusaka Province population and
its provincial capital is located about 48 km east
of Lusaka. The adult HIV prevalence rate in Lusaka
Province [in 2005] was estimated to be 19%.

Zambia Health Facility Census
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iii) Concept of the Project
Introduction of Mobile ART Services

When the project started in 2006, ART
services had been expanded at the district
level but only district hospitals could provide
treatment. As a result, not many people were able
to access treatment, even if it was free of charge.
Furthermore, not all people could continue
treatment, even if they were able to access the
services. There was, therefore, an urgent need
to expand the ART services and bring them as
close as possible to those places where clients
actually live. The project tried to expand services
at the rural health center (RHC) level. However,
shortages of health resources, including human
resources, are much limited at this level. Usually,
only two or three health professionals work at the
health centers.

Therefore, the decision was made to
introduce the “mobile ART services” system. The
principle of mobile ART services, as described in
Box 2, was developed in order to ensure quality
and sustainability of the services provided.

The two District Health Management
Teams (DHMTs) selected several RHCs as mobile
ART hosting sites and developed expansion plans
(Fig. 1). Selection criteria included the catchment

population, the number of expected ART clients,
existing human and other resources, performance
of existing health facilities, current activities and
the relationship with local communities, distances
from district hospitals, and the year-round
availability of roads leading to the facility.

Box 2. Concept of Mobile ART Services

« The definition of mobile ART services is the
provision of ART services at the rural health
center level with support from the DHMT
through a “mobile ART team” consisting
of healthcare providers for ART, laboratory
services and technical assistance.

« The service provision team is mobile but
the service site must be static, i.e., in a rural
health center, to ensure sustainability of
the services.

«  Through the support of the mobile ART
team, the ART program aims to strengthen
the capacity of hosting rural health centers
as mobile ART sites.

« ART clients must be registered at each rural
health center with the mobile ART services
and taken care of by the rural health center
staff.
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After assessing human resources
in the health facilities and DHMTs, training
courses were conducted for medical staff and
community members (including PLHIVs) to
introduce the mobile ART services. These courses
included training in antiretroviral therapy and
opportunistic infection (ART/OI) management,
adherence counselling, psychosocial counselling,
and diagnostic counselling and testing (DCT).

A mobile ART team, consisting of medical
doctors, clinical officers, nurses, dispensers,
laboratory technicians and counsellors from
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National Mobile HIV Services
Guidelines

‘Reaching Out to Remote Communities”
March 2009

the district hospitals and/or District Health
Management Teams (DHMT) paid regular visits
to the selected RHCs every two weeks in order
to help the health staff provide ART services. In
addition, the visiting team members promoted
capacity building for the host RHC staff through
a program of regular visits so that their tasks
could be gradually taken over by the RHC staff
themselves.

The team transported blood samples to
laboratories in the district hospitals for complete
blood cell counts, biochemistry testing (including
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liver function and renal function) and CD4 counts.
Test results were usually returned to the RHCs
within two weeks - when the teams visited
the site again. Patients in a serious condition
were referred to district hospitals for further
examination and treatment. Otherwise, the RHCs,
supported by the mobile ART team, provided
the same ART services as the static ART sites. The
degree of support provided by the mobile team
was then gradually reduced as the capacity of the
health center staff to provide ART management
increased.

Since this project also served as a pilot for

developing the service provision model in rural
areas of Zambia, outcomes and lessons learnt
during the project were forwarded as feedback to
the Ministry of Health, and then compiled into the
National Guidelines.

To prepare for the expected rapid increase
in the number of ART clients throughout the
district, the capacity of laboratories in the district
hospitals was improved by providing fully
automatic complete blood cell counters, CD4
counters and chemistry analyzers. A vehicle was
purchased for each district and equipped with
instruments needed to provide mobile services.
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iv) Outcomes

In October 2008, a mission from
Japan conducted the joint final evaluation in
conjunction with the MOH. According to the
final evaluation report, mobile ART services had
successfully started up at four RHCs in Chongwe
District and at five RHCs in Mumbwa District,
and the number of ART sites had reached six per
district, including a mission hospital in Chongwe
District and two district hospitals by the end of

the second quarter of 2008. Of those ART clients
who were newly enrolled between the first
quarter of 2007 and the second quarter of 2008,
46.6% (578/1295) had initiated ART using the
mobile ART services. According to the district
report that was based on the health information
management system, the cumulative numbers
of ART clients in the Chongwe and Mumbwa
districts increased significantly, from 235 to 1634
and from 324 to 2556, respectively, compared

Project outcomes: Chongwe DHMT

Baseline Fin. Eva.

Indicator (Q120068)  (Q2 2008) Target
Project Purpose
1. Cumulative number of HIV positive case detected by VCT/PMTCT 481 4193 4,000
2. Cumulative number of ART clients 235 1634 2,300
3. Percentage of defaulters within 6 months among ART clients — 3% <10%
Output 1. Access to HIV counseling and testing
1-1. Number of health facilities providing VCT service 10 20 29
1-2. Number of health facilities providing PMTCT service 2 18 29
1-3. Number of health facilities providing DCT service 0 26 29
1-4. Number of health facilities applying F-P HIV testing method 0 10 29
1-5. Annual number of HIV counselling and testing in VCT 694 3005 3,500
1-6. Annual number of HIV counselling and testing in PMTCT 167 2246 4,000
1-7. Percentage of HIV tested among TB clinic 0% 71% >80%
1-8. Percentage of HIV tested among ANC clinic 100% 100% >80%
Output 2. Quality HIV care services
2-1. Number of health facilities providing ART services 2 6+4 10+4
2-2. Number of health facilities which provide adherence counselling 2 10 20
2-3. Percentage of patients on ART who are screened by CD4 count testing for eligibility ~ Unknown % >80%
2-4. TB Treatment Success(TB Cure) rate 86% 85% >85%
2-5. Percentage of HIV positive TB patients who undertook CD4 test Unknown 100% >80%
2-6. Percentage of TB patients who are eligible and started ART Unknown 100% >80%

Outputs 3: DHMT's management capacities in HIV care services
3-1. Frequency of experience sharing — Quarterly  Quarterly
3-2. ORs conducted and shared at central level — Yes Yes
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to baseline data for the end of the first quarter
of 2006. The mobile ART services had obviously
increased the number of ART clients in these
two districts. Even more interesting was the
observation that the percentage of defaulters
within the first six months among the ART
clients in Mumbwa District declined from 19.1%
to 13.3%, while the percentage of defaulters in
Chongwe District was only 3.0% by the end of the
second quarter in 2008 (baseline data were not

available). This shows that mobile ART services
contributed not only to the increase in ART clients
but also to the decrease in defaulters (although
the lower defaulter rate in Chongwe District
needs to be investigated further).

Project outcomes: Mumbwa DHMT

Baseline Fin. Eva.

Indicator (Q12006)  (Q2 2008) Target
Project Purpose
1. Cumulative number of HIV positive case detected by VCT/PMTCT 942 5,887 7,000
2. Cumulative number of ART clients 324 2,566 3,500
3. Percentage of defaulters within 6 months among ART clients 19.1% 13.3% <10%
Output 1. Access to HIV counseling and testing
1-1. Number of health facilities providing VCT service 17 23 29
1-2. Number of health facilities providing PMTCT service 12 19 29
1-3. Number of health facilities providing DCT service 0 14 29
1-4. Number of health facilities applying F-P HIV testing method 0 6 29
1-5. Annual number of HIV counselling and testing in VCT 1171 2300 8,000
1-6. Annual number of HIV counselling and testing in PMTCT 2659 2900 5,000
1-7. Percentage of HIV tested among TB clinic 20% 73% >80%
1-8. Percentage of HIV tested among ANC clinic 9% 47.2% >80%
Output 2. Quality HIV care services
2-1. Number of health facilities providing ART services 1 6 10
2-2. Number of health facilities which provide adherence counselling 0 6 20
2-3. Percentage of patients on ART who are screened by CD4 count testing for eligibility 0% 88.7% >80%
2-4. TB Treatment Success(TB Cure) rate 70% 74% >85%
2-5. Percentage of HIV positive TB patients who undertook CD4 test Unknown 100% >80%
2-6. Percentage of TB patients who are eligible and started ART Unknown 100% >80%
Outputs 3: DHMT's management capacities in HIV care services
3-1. Frequency of experience sharing — Quarterly  Quarterly
3-2. ORs conducted and shared at central level — Yes Yes
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Figure 1. ART sites in two districts
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This finding was supported by the results from
operational research conducted in Mumbwa -
comparing treatment outcomes between the
district hospital and the RHCs where mobile ART
services had been introduced. The results showed
that the RHCs were likely to have fewer “lost
to follow-up” cases in the first six months after
starting ART, compared to the district hospital
[P < 0.001; OR (95% Cl); 2.383 (1.438-3.842)].
The retention rate after the first six months of
treatment in the mobile ART sites was 75.9%,
while the corresponding rates reported in other
studies in African countries varied from 39.2%
to 86.7%'". In addition, RHCs were able to start
ART for HIV-infected patients when they were in
a better state of health, according to the clinical
and functional status information reported in
the study. Another questionnaire targeting ART
clients at the same sites demonstrated that only
6.4% of respondents could have reached their
nearest ART service site within one hour, without
making use of the mobile services, while 40.1% of
those using the mobile services actually reached
their ART service site within one hour. Another
important point is that 85.0% of the respondents
would have had to pay more than 20,000 Kwacha
(4-5 USD) for a round trip to their nearest ART
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service site if the mobile services were not
available, while only 3.2% of them actually paid
more than 20,000 Kwacha when the mobile
services were present (Fig. 2).

These results indicate that the mobile
ART services dramatically improved the access of
rural patients to treatment and raised compliance
rates by reducing the burden imposed by travel
time and expense. However, to evaluate the
outcomes of mobile ART services, future research
needs to include more assessments. For instance,
the long-term outcomes of mobile ART services,
including individual treatment outcomes, should
be evaluated because ART must be continued

throughout the life of the patient. Adherence
to ART and the risk of low adherence specific
to rural settings should also be assessed. In our
experience, almost half of the ART clients did not
own a watch and 9.5% relied on the position of
the sun to determine the correct time to take anti-
retroviral drugs'®. Living conditions in rural areas
are different from those in urban areas and these
may also affect ART adherence. Moreover, even
though the mobile service was able to improve
access to ART, factors other than travel time that
could also acts as barriers to treatment should

also be investigated.

Figure 2. Access to health facilities: travel time and transportation fee
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v) Impacts

In addition to the numerous benefits of
mobile ART services, we also observed positive
impacts on the uptake of voluntary counselling
and testing (VCT) and prevention of mother-
to-child transmission (PMTCT) services. The
annual number of persons taking advantage of
HIV counselling and testing doubled, and the
acceptance of HIV-testing among patients at
TB clinics increased to more than 70% in each
district. In Mumbwa, the percentage of HIV-tested
women in ANC clinics also improved (from 9%
to 47.2%). Overall, the cumulative total of HIV-
positive persons detected increased dramatically
(to 5887 in Mumbwa and 4193 in Chongwe). The
mobile ART services at RHCs also contributed
to an improvement in the uptake of HIV testing
and counselling services, including PMTCT. That
was probably due to ensuring availability of ART
near the community helped mitigate the fear of
knowing test results, reportedly one of the access
barriers to HIV testing and counselling services',
and revealed the potential demand for such
services. More importantly, we tried to enhance
the capacity for HIV testing and counselling
services at RHCs, as well as at the mobile ART

services, by training medical staff and counsellors

50 Technical Report vol.06 HIV/AIDS in Zambia 2006-2010

from the local communities, including PLHIV.
This experience showed the importance of
simultaneously strengthening both HIV testing
and counselling and treatment services so that
these services could work together as part of an
integrated HIV treatment system.

Since the number of medical staff in the
RHCs was quite limited, community participation
in ART services helped overcome the human
resources crisis. We trained community members,
including PLHIV, as adherence counsellors
who then encouraged ART clients to take their
ARVs, as required. We introduced two types of
community adherence counsellor: a facility-based
adherence counsellor stationed at the health
facility to monitor and support the patients, and a
community-based adherence counsellor to trace
the patients in the community, provide support,
and to bring defaulters back for treatment. These
adherence counsellors worked closely as a team,
helping each other, and also worked together
with the medical staff in the RHCs. In addition, it
was easier for the counsellors from communities
near the RHCs to trace the patients because
they were very familiar with the community and
had a good relationship with the local people-
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not only in terms of geographical closeness but
also in terms of mutual trust. Some local people
were also trained to be lay counsellors or PMTCT
lay counsellors. This degree of community
participation contributed not only to overcome
the lack of human resources needed to provide
adequate health services, as reported previously

14-16

in Zambia'*'?, but also to improve the quality of

the services provided.
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2. The Project for Scaling Up Quality HIV and 2. Four District Medical Offices (DMOs)

AIDS Care Service Management
[November 2009-November 2014]

i) Project Design Matrix Version 2

Target Groups:

1. 50,000 to 60,000 people with HIV and AIDS

(PWHAs) in the target area

(Mumbwa, Chongwe, Kalomo, Kazungula)

and their staff members

3. Southern Provincial Medical Offices (PMOs)

and their staff members
Target Area:

District/Southern province

Chongwe, Mumbwa, Kalomo and Kazungula

meetings, international/national conferences)

Narrative Summary Objectively Verifiable Indicators Targets
Overall Goal
Access to quality ART services 80% of districts in Zambia mainstream mobile
in rural area is improved in|  ART services into their operational plan for HIV N/A
Zambia. and AIDS control.
Project Purpose
Management capacities for More than 48 health facilities* in target districts
sustainable service provision provide ART services by 2014. yes
are improved at all levels for } }
the expansion of quality ART More than 80% of mobile ART sites keep more
services in rural area. than 75% of active cases (= less than 25% “lost” yes
or “death” cases) by 2014.
More than 75% of planned ART stakeholders
meetings are held at all levels by 2014. yes
Lessons learnt through the use of mobile ART
services are disseminated at various forums (i.e., yes
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Outputs

T Ministry of Health

1-1 The National Mobile HIV Services Guidelines are

. es
(Headquarters) is able to disseminated to all provinces. Y
facilitate the adoption and ‘ ) . ]

. . 1-2 Implementers' meetings for monitoring mobile
sound implementation of the yes
mobile ART service by DMOs. ART services are held annually.
1-3 An annual progress report on mobile ART services
es
in Zambia is produced and disseminated. Y
2 Target Provincial Medical|2-1 Biannual provincial ART stakeholders’ committee
. es
Offices (PMOs) are able to meetings are held regularly. Y
provide technical support and 59 M than 75% of rerly visits to t .
supervision to districts for ART ore than o of quarterty vistts 1o targe
services including mobile ART districts are conducted and monitoring reports yes
services. are submitted to the MOH.

3 Management capacities of|3-1 The ART expansion plan is reviewed and revised
DMOs/health facilities in annually. yes
Chongwe and Mumbwa** are

9 . 3-2 100% of scheduled mobile visits are conducted
enhanced for the continuous . _
strengthening of rural ART throughout the project period. yes
services.

4 New target districts (Kalomo|4-1 More than 18 health facilities* provide mobile
and Kazungula) are able to ART services in accordance with the operational yes
plan, introduce and manage plan by 2014.
the mobile ART services as
per the National Mobile HIV 4-2 100% of new target DMOs mainstream mobile
Services Guidelines. ART services into their annual operational plans yes

and budgets by 2014.
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ii) Project sites

In addition to the two districts which
were the former project sites, two districts from
the Southern Province, namely Kalomo and
Kazungula, were also included in the list of target
areas. The provincial health office responsible for
those two districts, the Southern Provincial Health
Office, was also included in the project scope in
order to develop an effective scaling-up model for
ART service provision using mobile ART services
based on the National Guidelines. The adult HIV
prevalence rate in Lusaka Province was estimated
to be 20.8% and that in the Southern Province
was estimated to be 14.5%".

Four target districts
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Kalomo District
Population 25,0860
2 Hospitals/31 RHCs

Kalomo District is around 300 km south of
the capital, Lusaka. The population in 2010 was
25,0860 and 3,575 PLHIV were receiving ART, as
of the end of 2009. In 2009, ART services were
only available at two hospitals, Kalomo District
Hospital and Zimba Mission Hospital.

Kazungula District
Population 94,940
No Hospitals/20 RHCs

Kazungula District is around 400 km
south of the capital, Lusaka. The population in
2010 was 94,940 and 796 PLHIV were receiving
ART, as of the end of 2009. In 2009, ART services
were available at 11 RHCs by way of the outreach
services provided by the district medical office.
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iii) Site selection in the new districts of Kalomo
and Kazungula

At the beginning of the project, a

situational analysis for mobile ART site selection

was conducted by the project members and

district medical office staff. The same matrix

was used for the analysis shown below. After

Kanchele and Namiwanga RHC) in Kalomo
District and 13 RHCs (Nyawa, Mukuni, Makunka,
Kazungula, Mambova, Kauwe, Katombola,
Simango, Ngwezi, Sikaunzwe, Kabuyu, Siakasipa
and Katapazi RHC) in Kazungula District were
selected as mobile ART services sites, as part of
the National Mobile ART Services program.

the analysis was complete, 8 RHCs (Siachitema,
Naluja, Simwatachela, Mapatizya, Chilala, Mawaya,

Basic Information Matrix DMO [/ /2010

Total Population:
# of Health Facilities: ___ Hospitals, _ RHCs, ___ HPs

Fulfilling Date (dd/mmlyy)
Catchment area

- Population

- # of health post
- Distance/time from DMO (km/min)
- Accessibility in rainy season

Commencing time (month/year)
Static or Mobile?
ART accreditation (Yes / No)
Service schedule

adults >14

children 0-14

- MD
-CO
- NS
- Lab Tech
- Pharmacy
- EHT
- others

Access

ART services

# of ART active clients

# of staff

# of trained staff

- Adult ART/OI management|_MD, _CO, _NS, Others: MD, __CO, _NS, Others: MD, __CO, _NS, Others: MD, __CO, _NS, Others:

- Peadiatric ART/Ol management|_MD, _CO, _NS, Others: __MD, _CO, _NS, Others: __MD, _CO, _NS, Others: __MD, _CO, _NS, Others:

- Psycosocial counselling|_MD, _CO, _NS, Others: _MD, _CO, _NS, Others: _MD, _CO, _NS, Others: _MD, __CO, _NS, Others:

- PMTCT]|_MD, _CO, _NS, Others: __MD, __CO, _NS, Others: __MD, __CO, _NS, Others: __MD, _CO, _NS, Others:

- DCT|_MD, _CO, _NS, Others: _MD, _CO, _NS, Others: _MD, _CO, _NS, Others: __MD, _CO, _NS, Others:

- Adherence counselling|_MD, _CO, _NS, Others: _MD, _CO, _NS, Others: _MD, _CO, _NS, Others: __MD, _CO, _NS, Others:

- Data management|_MD, _CO, _NS, Others: __MD, __CO, _NS, Others: __MD, _CO, _NS, Others: __MD, _CO, _NS, Others:

- Commodity (lab & pharm) management|_MD, _CO, _NS, Others: _MD, _CO, _NS, Others: _MD, _CO, _NS, Others: _MD, __CO, _NS, Others:
- DBS|_MD, _CO, _ NS, Others: __MD, __CO, _ NS, Others: __MD, __CO, _ NS, Others: __MD, _CO, _NS, Others:

- Others|_MD, _CO, _NS, Others: __MD, __CO, _ NS, Others: __MD, _CO, _ NS, Others: __MD, _CO, _NS, Others:
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ugh JICA's Technical Cooperation Project

Basic Information Matrix DMO [/ /2010
Providing Services (Yes / No)
-CT
- PMTCT
-TB
- Laboratory services
— ARV stocks
Weekly service schedule (OPD, ANC, etc.)
Monday (am/pm)
Tuesday (am/pm)
Wedesday (am/pm)
Thursday (am/pm)
Friday (am/pm)
Laboratory capacity (Yes / No)
- HIV diagnosis
- CD4 count
- Hematology
- Chemistry
- Sputum smear
- Sputum exam
- X-ray
Data management tools (Yes / No)
- Lockable cabinets for case records
— Suspension files for client files
- SmartCare Forms (paper-based)
- SmartCare System (computer-based)
- VCT/DCT/PMTCT register
- Pre-ART register
- ART Monthly register
- Safemotherhood card
Others
- Power supply
- Water supply
- Communication (landline/ mobile/ radio)
- Transportation (vehicle/ motorcycle/ bicycle )
Basic Information Matrix DMO / /2010
ART supporters
Number of supporters total (Male: Female: ) (Male: Female: ) (Male: Female: ) (Male: Female: )
Number of supporters active (Male: Female: ) (Male: Female: ) (Male: Female: ) (Male: Female: )
Days spent at the health facility (per week) days/week/person days/week/person days/week/person days/week/person

Under 5 clinic

Family planning
B

IPD

Tasks of supporters ART services O registration of clients |0 registration of clients |0 registration of clients |0 registration of clients

O adherence counsellingd adherence counselling) 0 adherence counsellingf 0 adherence counselling
O filling clinical forms O filling clinical forms O filling clinical forms O filling clinical forms
O dispensing O dispensing O dispensing O dispensing
O filling ART registers | filling ART registers |0 filling ART registers | filling ART registers
O others (specify) O others (specify) O others (specify) O others (specify)

VCT O [m] O O

PMTCT O O O O

OPD O [m] O O

ANC O O O O
O [m] O O
O m] O ]
O [m] O [m]
O O O O
0 0 0 0

Others (specify)

Other supporters

- Lay counsellors

- Adherence counsellors

- TB Treatment supporters

- Community health volunteer

- PLWHA self support groups
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iv) Concept of the New Project
Scaling up Quality ART Services

The Government of the Republic of
Zambia, acting through the Ministry of Health,
endeavours to provide quality healthcare services
as close to affected families as possible. The aim
of the project is to improve the management
capacity for the expansion of quality ART services
in rural areas, based on the National Mobile ART
Services Scale-up Plan. The Zambian Ministry
of Health issued national mobile HIV services
guidelines in May 2010 and 10 pilot districts were

selected to expand ART into rural health centers.
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These services are coordinated by the district
health offices, acting under the supervision of
the provincial health offices (PHO). In addition,
the Ministry of Health will closely monitor and
evaluate the national program by means of
the national implementers’ meetings and the
technical and financial support provided.
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v) Planned Operational Research

The importance of operational research
(OR) has long been recognized in resource-
limited settings, including those found in Zambia.

the improvement of program performance and
can influence policy changes. The OR plan to be
implemented by the new project is shown below.
The research topics involved can be classified into

OR helps strengthen monitoring and evaluation six areas.
mechanisms by improving the routine data
collection process carried out in the field as high-
quality data are required in order to answer

various research questions. It also contributes to

OPERATIONAL RESEARCH
The Project for Scaling up of Quality HIV/AIDS Care Service Management (SHIMA project)
o 2009 2010 2011 2012 2013 2014
Research Topics bjectives Target
P ! 9 a [ s]a] o] s] e e]s]ala]2]s]a]1]2]s]4
1. To identify the factors associated with the loss to | |_|_|_|_
Continuum of |follow-up Clients who were lost to _f°”°W' Baseline survey Interventions & monitoring Evaluation |
1 Care 2. To explore strategies to strengthen continuum of ~|UP from the services during year Jd-1--d-F-[-d-F-|-4-F
care 2009
1. To analyse the field implementation of CD4 test
Access to for follow-up of the treatment outcome Clients who are on ART at the Baseline survey Intervention mid-evaluation | | Intervention Evaluation
laboratory 2. To examine the factors related to poor . it o
. . . main mobile sites since the
services related |implementations beginning of the senvices --t -t ==t ===
to ART services |3. To explore strategies to improve its ginning
i ion:
1. To examine current situation of ART clients (e.g.
3 ART services for [adherencem treatment outcome, disclosure, etc.) Clients who are on ART at the Baseline survey Interventions & monitoring Evaluation
adults * 2. To explore their perceptions on ART services selected ART sites -
provided at the facilities e e e e e e e e e
1. To examine current situation of EID and PITC for [Health facilities which offer PITC -
Paediatric HIV |children and identify its challenges Children who are on ART, their Baseline survey | | Intervention “ d & Evaluation
services * |2, To examine current situation of paediatric care, ~|caregivers and health workers Fe=-+> =t === ==
support and treatment
1. To examine men’s attitudes towards HIV services,
especially HIV testing for themselves and their family
5 Male |nv*olvement members ) } ) Married men aged 18-50 Baseline survey Interventions & Evaluation
2. To explore possible strategies to improve men as J [ N I I A [ Y R T O R
well as their family members’ access to HIV services 1 - i
1. To examine their tasks, contribution to the other
ART treatment healt'h.ser‘wces'pruwded at health centres, and ART treatment supporters pv——"
supporters * condition in which they are working working at health facilities
2. To recommend strategies to sustain their work at
the health centres
any other issues
as needs arise

* to be implemented in collaboration with the National Center for Global Health and Medicine, Japan (includes involvement of research assistants from the NCGM research group)
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One of the unique aspects of these
projects was that operational research (OR) was

incorporated in the project design.

1. ART expansion to rural
health center level by
mobile ART service
in Mumbwa district,
Zambia

Christopher Dube”, lkuma Nozaki”, Tadao Hayakawa?,

Kazuhiro Kakimoto?, Norio Yamadad® & James B

Simpungwee”

1. Mumbwa District Health Office, Zambia

2. National Center for Global Health and Medicine,
Japan
Research Institute of Tuberculosis, Japan

4. Clinical Care and Diagnostics Services, Ministry of
Health, Zambia

{2 Background

Despite the Government’s effort to
expand services to the district level, it is still hard
for people living with HIV to access antiretroviral
treatment (ART) in rural Zambia. Strong demand
for expanded ART services at the rural health
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center level faces various challenges involving
resource shortages. The Mumbwa district health
management team, with support from the
JICA project, introduced mobile ART services
using human resources and technical support
obtained from district hospitals and implemented
community involvement at four rural health
centers in the first quarter of 2007. Maintaining
the quality of these services in resource-limited
settings was the main challenge faced by the
DHMT.

{2 Objectives

To evaluate the ART treatment outcomes
at rural health centers making use of mobile ART
services.

2 Methods

All client data, except data for patients
under 18, were collected from the ART registration
books at the district hospital and the rural health
centers. All clients who were newly enrolled
for ART in 2007 were included in the analysis
(232 cases at the mobile sites and 458 cases at
the district hospital). In terms of the treatment
outcomes, the condition of clients at the 6th

month after starting treatment was categorized



3. The Outcomes of Operational Research

as either “retained at original site”, “lost to follow-
up”, “dead” or “transferred out”.

{2 Relevant changes

The total number of ART clients from both
mobile sites and the district hospital reached
2053 in the second quarter of 2008, accounting
for 25% to 40% of the estimated clients in need of
ART throughout the district (Fig. 1). Of those who
were newly enrolled, up to the second quarter of
2008, 46.6% (578/1295) initiated ART using the
mobile services.

The average age of ART clients included
in the analysis was 38.1 years (standard deviation:
10.09) and 60.3% of them were female. There
were no differences in the pattern of age and
gender between patients attending the district
hospital and those attending the rural health
centers. However, clients presented themselves
at the rural health centers at an earlier stage and
with better functional status than those at the
district hospital.

The mobile services improved accessibility
to ART, especially for clients in a better functional
state, i.e., those still able to work. In addition,
these mobile services may have helped reduce
the number of cases “lost to follow-up”. This
might be due to the closer involvement of the

A comparison of characteristics of ART clients at commencement and outcomes at the first six-month of ART

between District Hospital and Rural Hearth Centres

Rural Health

District Hospital o Odds Ratio Pvalue?
= 0,
(n=458) (n=232) (95%Cl)
Characteristic
Agfs(_);;ars) 277 (60.3%) 129 (55.6%) 1215(0.883-1673)  0.231
0 0,
. 182 (39.7%) 103 (44.4%) Ref
Ge&de’ 190 (41.4%) 84 (36.2%) 0.803 (0.580-1.114)  0.188
= 269 (58.6%) 148 (63.8%) Ref
Clinical Staging
1@ i 66  (14.6%) 42 (22.7%) 0.582(0.378-0.897) 0.013
0 0,
e v 386 (85.4%) 143 (77.3%) Ref
Functional Status
Working 183 (39.9%) 143 (62.2%) 0.403 (0.291-0.559)  <0.001
0, )0,
prrar A 276 (60.2%) 87 (37.9%) Ref
Regimen o o g
e 377 (82.1%) 149 (64.2%) 2.561 (1.788-3.668)  <0.001
e 82 (17.9%) 83 (35.8%) Ref
)0, )0/
P 0 (0.0%) 0 (0.0%)
CDC‘;E‘::E , 370 (80.8%) 214 (92.2%) 0.350 (0.205-0.596)  <0.001
0, 0,
— 88  (19.2%) 18 (7.8%) Ref
Outcomes at 6 Month
Retained at original site 319 (69.5%) 176 (75.9%) 0.725 (0.506-1.040) 0.080
Dead 29  (6.3%) 32 (13.8%) 0.422 (0.248-0.716) 0.001
Lost to follow-up 99  (21.6%) 24 (10.3%) 2.383(1.438-3.842)  <0.001
Transfer out 12 (2.6%) 0 (0.0%) 1.519 (1.439-1.604) 0.013
Functional Status
Working 279 (86.6%) 148 (96.1%) 0.263 (0.109-0.633) 0.001
Ambulant or Bed lid 43 (13.4%) 6 (3.9%) Ref
CD4 cell
Counted 71 (22.3%) 64 (36.4%) 0.501 (0.334-0.751) 0.001
Not counted 248 (77.7%) 112 (63.6%) Ref

®Pearson’s chi-squared

community and the better support offered to
rural clients.

{2 Lessons Learnt

The mobile ART approach helped expand
services to rural health facilities where resources
were limited, bringing them as close as possible
to the places where clients live.
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2. Social factors affecting ART adherence in

rural settings in Zambia

lkuma Nozaki"”, Christopher Dube?, Kazuhiro
Kakimoto", Norio Yamada®, James Simpungwe®

National Center for Global Health and Medicine,
Japan

Mumbwa District Medical Officer, Zambia

Research Institute of Tuberculosis, Zambia
Ministry of Health, Director of clinical care and

diagnostic services, Japan
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3. False Beliefs About ART Effectiveness,
Side Effects and the Consequences of
Non-retention and Non-adherence
Among ART Patients in Livingstone,
Zambia

lkuma Nozaki"”, M. Kuriyama®*, P. Manyepa®, MK.

' Till Barnighausen?

Zyambo®, K. Kakimoto

1. National Centre for Global Health and Medicine,
Japan

2. Harvard School of Public Health, USA
School of Nursing, University of the Sunshine
Coast, Australia

4. Livingstone District Health Office, Zambia
School of Nursing, Osaka Prefecture University,
Japan

AIDS Behav (2013) 17:122-126
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4. An evaluation of a refresher training
intervention for HIV lay- counsellors in
Chongwe District, Zambia

Charles Msisuka", Ikuma Nozaki”, Kazuhiro Kakimoto®,
Motoko Seko”, Mercy M. S. Ulaya®, Gardner Syakantu®

Chongwe, Lusaka, Zambia

2. National Center for Global Health and Medicine,
Japan

3. School of Nursing, Osaka Prefecture University d
Japan International Cooperation Agency (JICA),
Japan

5. National AIDS Council, Zambia

SAHARA-J: Journal of Social Aspects of HIV/AIDS.
2011,8(4):204-9.

5. Association between tuberculosis
treatment outcomes and the mobile
antiretroviral therapy programme in
Zambia

Shinsuke Miyano"?, Christopher Dube?, Nangana
Kayama®, Naoko Ishikawa"?, lkuma Nozaki"?, Gardner
Syakantu®

1. Japan International Cooperation Agency, Zambia
Office, Lusaka, Zambia

2. National Center for Global Health and Medicine,
Japan

3. Mumbwa District Medical Office, Mumbwa, Zambia

4. Department of Clinical Care and Diagnostic
Services, Ministry of Health, Lusaka, Zambia

INT J TUBERC LUNG DIS 17(4):540-545
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4. Conclusions

Mobile ART services involving the
community are beneficial and effective in
providing ART for PLHIV as close as possible to
those places where patients actually live, and help
ART services to expand into rural health facilities
where resources are limited. More importantly,
in this study, simultaneously strengthening
HIV testing and counselling services led to
impressively high uptakes of not only VCT, PMTCT
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and TB services, but also of ART services. The
strategies we introduced have been cited in the
National Mobile HIV Services Guidelines published
by the MOH and will be able to be duplicated in
other resource-limited areas, not only in Zambia,
but also in other developing countries.
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