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DEFINITIONS
Health Care Worker All cadres that get in contact with patients both trained and

untrained cadres.

Trained cadres Clinical staff including doctors, clinicians and medical assistants, the
nursing staff (nursing officers, sisters, enrolled nurses, community nurses etc), laboratory,
pharmacy.

Lowly trained/untrained cadresHealth Surveillance Assistants, health assistants, patient
attendants and cleaners.

Pre-Test Counselhg: A process of giving information or advice which facilitates an
understanding of the nature and purpose of the HIV test. It examines what advantages and
disadvantages the test holds for the person and the influence the result, positive or negative
will have on them. It implies that the individual understands what the test is, why it is
necessary, the benefits, risks, alternatives and any possible social implications of the
outcome.

Sharps Sharp objects or instruments such as needles, scissors, scalpel blades and others
used in health care settings.

Self Testng Use of rapid HIV test kits to
without assistance from colleagues in taking the blood sample or reading the results.
Universal precautions Minimum standards of infection prevention and control used in
handling of blood and other bodily fluids, at all times to reduce the risk of transmission of
blood borne infections. These include careful handling and disposal of sharps; hand
washing with soap and water before and after all procedures; use of protective barriers
such as gloves, masks, aprons, etc. for direct contact with blood and other body fluids; safe
disposal of waste contaminated with blood and other body fluids.



EXECUTIVE SUMMARY

The Malawipu bl i ¢ health system is in a state of

vacancy rates of around 50 percent for all professional health workers’ posts sector-wide.
Over 90% of health facilities are unable to deliver essential health package (EHP). High
vacancy rates in key health cadres are occurring at a time when the burden of disease is
increasing mainly because of the HIV pandemic. It is estimated that 14% of the adult
population aged between 15-49 years is infected with HIV and AIDS. Health care workers
regardless of cadre play a vital role in the response to the HIV epidemic

High vacancy rates in Malawi have partly been attributed to a number of factors including
death also due to HIV and AIDS, resignation to work elsewhere within Malawi or overseas

or resignation due to poor working conditions.

Health workers just like any other members of the society have been affected by the HIV
pandemic. There are no comprehensive studies on the prevalence of HIV among health
care workers in Malawi. Data from the region show that there are no differences from the
general community and health care workers. Available data show that 10% of deaths in the
Ministry of Health (MoH) (1995-2000) are estimated to have been caused by HIV/AIDS
where most of the deaths were among the productive age group in the health sector
workforce. Health workers are uniquely affected by HIV/AIDS, as they are constantly
confronted by death and illnesses on both a professional and personal level. Health workers
are at risk of contracting the virus through occupational exposure apart from being exposed

to HIV like every member of the general community through sexual contact.

Recent data show that some HIV positive health workers tend to leave HIV services at
their work place to access treatment from far away sites while some just prefer not to
access treatment at all for fear of stigma. By succumbing to stigma health workers cannot
benefit from treatment, care and support programmes. Although data of ART patients in
Malawi show that health workers access ART more than other population groups, it is
important to consider health workers as a specialgroupdue t o the <cou
for health workers. The government of Malawi recognises that it cannot afford to lose

health care workers as they are critical in assisting those infected with HIV.
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Research on factors for accessing HIV treatment care and support services is vital in
designing comprehensive programmes to promote HCW access to HIV and AIDS services.
This called for a study to investigate issues around access to HIV and AIDS services
among health care workers. The study therefore set out to investigate factors that lead to
utilisation and underutilisation of HTC, post exposure prophylaxis (PEP) and ART services
by HCWs in the South Eastern Zone in Malawi.

The study used triangulation of methods; both quantitative and qualitative research
methods were used among health care workers. The study was conducted in three districts
in the southern region within the South Eastern Zone namely; Balaka, Zomba and Mulanje.
Study respondents included all health care workers including low trained cadres from a
total of eight health facilities in each district apart from Zomba district where the study

included seven health facilities.

The study registered an 85% response rate where a total of 391 respondents participated in
the survey from a sample size of 459. In addition, 26 in-depth interviews with respondents

including key informants from all the study sites complimented the survey results.

There were more female respondents (58%) than male participants (42%). The majority of
respondents (57%) were married during the time of the study while 8% were widowed.
Most respondents were HSAs 49.6%; 26.1% patient attendants; 14% nurses; 2.6% clinical
officers; 2.6% medical assistants; 1.6% Laboratory technicians; 0.8% Auxiliary nurses;
0.5% Pharmacy technicians; 0.5% medical doctors and 0.5% radiographers. The mean age
was 33 years, with minimum age at 19 years and a maximum age was 71, standard
deviation equal to 9.764. A total of 26 health care workers and key informants from all the

study sites took part in the qualitative study.

The majority of respondents 94% (n=391) observed that health care workers are at risk of
occupational exposure and 6% indicated that HCWs are not at risk of occupational

exposure to HIV. The majority of respondents pointed that nurses and lower cadres (health



surveillance assistants and patient attendants) are the ones at high risk of occupational

exposure to HIV than any other cadre.

Although 52% indicated to have ever experienced an occupational exposure in the past 12
months, only 30% reported the injury. Of these, 26% went for testing; only 7% started PEP
and only 4% finished PEP treatment. Qualitative data shows that some health care workers
failed to report occupational exposures to HIV because they feared that their bosses would
look down on them as negligent in conducting their duties.

Some health care workers (43%) did not know PEP even in cases where PEP was available
at their place of work. For those that knew PEP (57%), 19% reported that PEP was not
effective. Of the total 23 study sites, only four were providing PEP. Unavailability and
lack of knowledge were the major barriers to access PEP. However, some respondents
reported that the procedures to accessing PEP do not offer confidentiality to health care
workers HIV status as in most instances there are a number of people who have access to
the PEP register.

Almost all respondents (99%) demonstrated good knowledge of ART. About 51% of the
HCWs at least knew a HCW at their work place who was on ART. Qualitative data show

t hat most respondents knew their fell

Respondents were asked where they would prefer to access ART in the case that they were
living with HIV and where they were eligible for ART. A higher proportion of the
respondents (62%) reported that they would prefer to access ART within their place of
work; 31 % at another public facility and 3% would prefer a private health facility.
Qualitative data show that both perceived and actual stigma about the ART site partly
influenced the choice of where to access ART for most respondents.

Twenty one (21) respondents voluntarily disclosed their HIV positive status. The majority

81% of those who disclosed their HIV status were on ART. Most of the respondents (53%)
were accessing ART at a different public facility; 40% indicated that they access ART at

10
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their place of work; and only 7% were accessing ART at a private facility. Short distance
to ART facility and quality of services were the major determinants in choosing where to
access ART. Some respondents indicated that nutrition is one of the major challenges
HCWs on ART face while on treatment.

In most study sites, which were providing ART, there were no special ART services for
HCWs. Qualitative data shows that due to lack of special ART services, HCWs on ART
collaborate with members of staff working in the ART clinic to devise informal ways
through which health care workers can access ART. These included collecting ARV drugs
when the ART clinic is almost empty so that they avoid meeting the general community
members; Others indicated that some HCWSs would go to the ART clinic with files as if
they want to collect some information. However, where the HCW access ART at a
different site, HCWs reported that they queue just like any other client. It was for these
HCWs who complained of both distance as well as long waiting time as some HCWs
spend almost the whole day to collect their drugs.

A higher proportion of respondents 68% (n= 384) agreed that health care workers do
engage in risky sexual behaviour. In-depth interviews with key informants indicated that
health care workers often engage in sexual relationships amongst themselves as well as
with the community members that surrounds them. Although health care workers do not
have money to splash on sex, most community women are not after money per se but to
have access to some favours such as quick medical help or to gain recognition and social
status that they are in a relationship with a health care worker.

Results from the survey show that 55% agreed that HCWSs do have sex with fellow HCWs
in exchange for favours. Quantitative data showed that 4% had ever received favours
(money, promotion etc.) in exchange for sex. On the other hand, 1% indicated to have
given favours in exchange for sex in the past 12 months. Qualitative results showed some
senior staff tend to seduce female workers to have sex with them in exchange of

promotions or attendance at workshops. It was also discovered that it is not only HCWs as
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defined in this study who are at risk of sexual exposure but also other support staff like

ground labourers and drivers.

Most respondents, (80%) indicated that condoms for staff are available free of charge.
30% indicated that condoms are not placed in strategic places where a health care worker
can easily collect them. Qualitative data show that in most facilities, condoms are usually
placed at the pharmacy or family planning unit as such it is usually hard for a HCW to go
to the person in charge of condoms now and again to collect the condoms.

Health care workers within the South Eastern Zone are accessing HIV and AIDS in
particular HTC and ART services. Quantitative data shows that most respondents over
80% had gone for HTC during the time of the study and 5.3% of the respondents had
voluntarily disclosed their HIV positive sero-status. However, it is clear that they are major
challenges in access to post exposure prophylaxis. Results from the study, both qualitative
and quantitative samples, clearly show that most health facilities do not have PEP and PEP
was new to most respondents. PEP was available only in hospitals whereby health care
workers from health centres have to travel long distance to access PEP.

Access to HIV and AIDS service in most health facilities takes place within an
environment of fear, stigma and lack of confidentiality.

With the acute shortages of HCW in the MoH there is need to improve and formalise ways
through which HCWs can collect ARV drugs. There is need to provide special HIV and
AIDS services as well as any other health care for all HCWs in a friendly, confidential and

supportive manner.
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1.0 BACKGROUND
There are plans to mainstream HIV and AIDS activities among health workers in the South

East Zone, which includes the following districts Zomba, Mulanje, Blantyre, Balaka,
Machinga, and Mangochi. GTZ in collaboration with Ministry of Health South East Zone
commissioned a baseline assessment to understand the current situation and identify
possible interventions and recommendations for further mainstreaming of HIV and AIDS

issues.

2.0 LITERATURE REVIEW
Malawi is a small landlocked country in the eastern part of sub-Saharan Africa with a

population of about 12 million with an HIV and AIDS prevalence estimated at 14 %
among the adult population (15-49 years) (MoH and NAC, 2005). Hospital - based studies
have shown that HIV prevalence among adult in-patients is high. Current data indicates
that 70% of all hospital admissions in health facilities are HIV and AIDS related therefore
placing health care workers at a greater risk of occupational exposure to HIV and other
infectious diseases (MoH 2005). For example, HIV infection among adult medical in-
patients at Queen Elizabeth Central Hospital (QECH) in Blantyre, was estimated at 70-
76% (Lewis 2003; Nyirenda 2005).

HIV and AIDS exert a lot of pressure on the already overstretched health system in Malawi
compounded by the increasing scarcity of health care workers. There are severe staff
shortages in Malawi with an average vacancy rate of around 50 percent for all professional
health workers posts sector-wide (Babu Seshu V.V.R, 2006). Lack of available health
workers in terms of both number and quality is a real concern which is further exacerbated
by non-responsive recruitment and deployment processes and a continued drift of highly
qualified health workers towards NGOs and/or research institutions, as well as overseas
migration of highly qualified nurses (approx 100 per year) to UK and other countries
(Babu Seshu V.V.R, 2006). Figure 1 below, shows the factors behind attrition of personnel
from the MoH.

13



Figure 1: Attrition of personnel from the Ministryof Health in Malawi

Source: UNDP (2002); taken from Africa Human Development Report (2005)
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Figure 1 illustrates that attrition has increased throughout the 1990s. The reasons behind
this attrition and consequent human resource crisis have been documented (Africa

Development Report, 2005; Aitken et al, 2003); and can be briefly summarized as follows:

2.1 Summary of Reasons Behind the Human Resource Crisis in The Ministry Of

Health

91 Death — the proportion of attrition of health workers due to death is increasing

9 Resignation due to low and stagnant salaries

—
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mainly due to HIV/AIDS. The age and sex profiles of the deaths corresponded with
the prevalence of HIV in the general population. Particularly high mortality rates
were among technical and front-line staff.

Resignation to work elsewhere within Malawi (namely the private sector, NGOs,

donors)

Resignation to work overseas (the brain drain, especially amongst doctors and

nurses)
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1 Resignation due to poor working conditions

High vacancy rates in key health cadres are occurring at a time when Malawi is striving to
achieve the millennium goals in a context of increasing disease burden predominantly
because of the HIV/AIDS pandemic. Malawi is experiencing a resurgence of major public
health problems such as malaria, tuberculosis, cholera, childhood illnesses, and maternal
mortality rates are still appalling (Africa Human Development Report, Africa Region
2004:64).

22Heal th Workerso IYAsdAESt i bility To H

HIV prevalence rates among health workers in Malawi are not available. In 1999, the
Health Sector Human Resources Plan reported the following losses due to deaths:
registered nurses (2.7%), clinical officers (2.1%), medical assistants (2.1%), and all
enrolled nurses/midwives (1.9%) (MoH 1999). Health workers, more than any other
workforce, are uniquely affected by HIV/AIDS, as they are constantly confronted by death
and illnesses on both a professional and personal level (WHO 2006). Apart from being
exposed to HIV like every member of the general community through sexual contact,
health workers risk contracting the virus through occupational exposure (WHO 2006;
Muula and Maseko, 2005).

A study by Commonwealth Regional Health Community Secretariat (CRHCS) in Malawi
revealed that, deaths accounted for almost half of the departures from the health service
with the vast majority of the deaths (80%) due to HIV/AIDS-related illnesses. According
to previous studies almost 10% of deaths in the Ministry of Health (MoH) (1995-2000) are
estimated to have been caused by HIV/AIDS and the majority of these were in the age
group 20 - 44 years, the most productive age group in the health sector workforce (Martin-
Staple, 2004). Elsewnhere studies have also shown that AIDS illness and death is a major
cause of wastage of health workers in high burden countries (WHO, 2006; Shisana et al
2004). This has led to increased demand for training and recruitment as well as a critical
need for increased MoH workplace HIV/AIDS prevention and care programs (CRHCS et
al 2004).

15



Estimates show that around 2.5% of HIV cases in health workers around the world are a
result of needle-stick injuries (WHO 2002). In Malawi a study by CRHCS et al (2004)
showed that many health workers revealed that they perceived a high risk of HIV and
AIDS infection on the job. As patients often present with advanced disease, a high HIV
viral load is likely and occupational injuries therefore carry a relevant risk of HIV

transmission for health care workers (Oosterhout 2007).

Data show that the risk of HIV transmission from a single percutaneous exposure is
approximately 0.3%. Specific risk factors include injury with a large — bore hollow needle,
deep injury, presence of visible blood on the sharp device, prior use of the sharp device in
a blood vessel and terminal illness in the source person (Centres for Disease Control
[CDC] 2001). In developing countries, the risk of occupational transmission of blood borne
pathogens is increased by excessive handling of contaminated needles resulting from
common unsafe practices coupled with poor infection practices (Aisien 2005). In a study
conducted in five African countries, Malawian health care workers (25.8%) reported most
injuries. This may in part reflect lack of training in injection safety as majority of the

respondents indicated that training is inadequate (WHO 2008).

2.3 Health Wo r k e r s 0to HN¢ CoanseHing and Testing, Antiretroviral Therapy
and Post-Exposure Prophylaxis Services In Malawi.

Health care workers play a major role in reducing the negative impact of the HIV and
AIDS epidemic especially in the southern Africa where HIV prevalence is one of the
highest in the world (UNAIDS and WHO, 2006). HCWs are trusted sources of information
and viewed as role models (Norr, Tlou, and McEImurry 1996; Rahlenbeck 2004; Twarireyi
and Majoko 2003). However, data from different countries within the region show that

HCWs face a number of challenges to access HIV and AIDS related services.

In Malawi very little research has been done on health care worker access to post exposure
prophylaxis (PEP). The few data available gives reason for an urgent need to promote

HCW access to PEP. An evaluation study of HIV- Post exposure prophylaxis programme

16



for occupational injuries at Queen Elizabeth Central Hospital (QECH) in Malawi, reported
an alarmingly high incidence of occupational injuries among nurses in the clinical
department (Oosterhout 2007). Done in 2005, the researchers conducted 37 in-depth
interviews with nurses regarding occurrence of occupational injuries as well as awareness
and utilisation of the programme. The majority (69%) had a needle stick injury. However,
this is likely to be an under estimation as nurses may not have recalled injuries sustained
several months earlier. Twenty eight nurses (76%) reported a total of 56 injuries in 2004,
which translates into an incidence rate of 1.5 occupational injuries per person per year
assuming all worked throughout 2004. Only one of the 28 nurses who had an occupational
injury sought advice for PEP. In the majority (74%), the reason for not seeking help was
being unaware about the PEP programme; four (15%) did not want an HIV test, while
three thought the occupational injury was not serious.

HIV counselling and testing is the gate way to antiretroviral therapy (ART) apart from
offering an individual an opportunity for behavioural change. Quantitative findings of a
study done in Malawi in 2007 in 8 districts across the country showed that most health
workers 76.1%, (n=873) had accessed an HIV test (Bongololo et al 2007). There were
differences between qualitative and quantitative results. In qualitative findings most
respondents had not had an HIV test during the time of the study unlike in quantitative
data. The difference in results can partly be as a result of the different methodologies
where researchers established more rapport with participants in the qualitative study than
in the survey. On the other hand respondents in the survey might have given expected
responses. There were no significant differences in access by gender and cadre. Just
wanting to know status and occupational exposure were the most mentioned reasons fro
testing. Although most respondents had accessed an HIV test, it was reported that they

face a number of challenges to access HTC.

Quantitative findings showed that most respondents 61.2%, (N=890) felt that it was more
difficult for health workers to go for HTC than it was for other people. This was supported
by the results from the qualitative study which showed that most respondents felt that it is

more difficult for a health care worker to access HTC than it is for other people. Some

17



respondents indicated that most of the times health care workers are expected to be
exemplary and not associated with HIV infection as HIV is a viewed as a stigmatised
disease. As such if a health care worker is HIV positive and other people get to know about
it he or she will not be respected in the society. For those who had not yet gone for testing
in the survey the reasons ranged from not being ready for the test (32.0%), being afraid of
an HIV positive result (21.5%) to fear of being looked at as a failed role model. Results
from the qualitative study show that health care workers fail to access HTC for a number
of reasons. Fear of stigma and discrimination after an HIV positive test; observed and
perceived lack of confidentiality; and fear of an HIV positive test were some of the major

reasons for not going for HTC.

Fear of an HIV test amongst health workers has been documented elsewhere in Africa. In
Zambia, a study by Kiragu et al (2007) showed that most health workers did not utilize
counselling and testing because they did not feel to be at risk. Using self administered
questionnaires, the study aimed at assessing HIV/AIDS risk-taking and status awareness
amongst health workers in five urban hospitals in two provinces. The study showed that
only 33% of health workers had tested for HIV despite their greater level of education than
the general public, and their greater risk of exposure occupationally. The investigators
concluded that though respondents were health workers, were in marital unions, and seen
as being at lower risk, they needed to be targeted with behavioural change interventions.
The study was however only conducted in urban hospitals hence might not have

represented attitudes and practices of health workers from the rural areas.

Another study also done in Zambia by Dieleman et al (2007) combined qualitative and
quantitative methods. Using self administered questionnaires, in-depth interviews and
focus group discussions, the study aimed at exploring the impact of HIV and AIDS on
health workers and describing their coping mechanisms. The study found that at least 76%
of respondents were afraid of HIV infection in their work place. The study reports that HIV
positive health hwdrkiegrs rteémai ndeidd ‘niont
suffered in silence. By suffering in silence health workers cannot benefit from treatment,

care and support programmes.
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The availability of Antiretroviral drugs (ARVS) is changing the gloomy picture brought
about by HIV and AIDS as it is making HIV and AIDS a manageable epidemic by
reducing morbidity and mortality in people living with HIV infection UNAIDS (2005). In
a study done in Thyolo on barriers and enablers to ART access, most patients on ART
attributed their change in health to ART and were able to go back to their previous
activities than before starting on ART (Nyirenda et al 2005). Makombe (2007) shows that
in Malawi, by June 2006, 1.8% (1,024) of people on ART were health care workers. There
were 363 men and 659 females whose mean age was 39.7 years. In terms of the health care
workers treatment outcomes, 793 (78%) were alive, 119 (12%) were dead, 5 (1%) had
stopped ART, 65 (6%) had transferred out and 40 (4%) were lost to follow up. Health-care
workers in Malawi have shown considerably better survival probability at 6 and 12 months
from initiating treatment when compared to the general population. This is so although
direct comparisons with the general patient cohort analysis are not valid due to differences
in data ascertainment and analysis. One of the likely reasons is that more health-care
workers started ART in earlier disease stages, as those in stages 1 and 2 had improved
outcomes relative to patients who started in stages 3 and 4. The study, which analysed
routine data, showed that more nurses (24.0%) and clinicians (16.4%) had accessed
therapy at the time when ART had to be paid for compared with other cadres (7.5%) and
had therefore a longer average exposure to ART (ibid). The other reasons though speculative,
but would include health-c ar e wo r k e easter acceds ®© hospital Haboratoriesland ART

clinics, and a better understanding of the life-saving effects of medication (Makombe 2007).

However, earlier evidence coming from other studies in Africa, show that there is low
uptake of HIV testing and counselling amongst health care workers. For instance, a study
conducted in three districts in Zimbabwe on health workers accessing VCT found that
most of the health workers (87.4%) had not gone for VCT and the majority also reported
unwillingness to be tested (Tarwireyi and Majoko, 2003). The reasons identified included
not being ready to test for HIV, not able to cope with results, the perception that there is no
need to test as there is no cure available for the HIV and not wanting to go through the

counselling process.
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Although recent data shows that health workers access ART more than other population
groups, it is important to consider health workers as a special group. Strategies to further
increase the access of individuals, including health-care workers, to CD4 testing and ART are
important, as this may increase longer-term survival and reduce morbidity to decrease the HIV-
related burden on the health-care system (Makombe 2007). It is important to understand the
motivating factors for accessing PEP, HIV testing and HIV treatment among the health
workers so as to come up with strategies that would promote access to HIV and AIDS
service access amongst health workers. This called for a baseline assessment of HCW
access to HIV treatment care and support services in the South Eastern Zone in three
districts namely; Balaka, Zomba and Mulanje. This was very important in order to
understand the current situation and identify possible interventions and recommendations
for further mainstreaming of HIV and AIDS issues in addition to developing a monitoring

and evaluation framework for assessing the level of impact of HIV on Health care workers.

Health workers are the core of the health system and every effort must be made to retain as
many health workers as possible. Retaining health workers is high on WHO agenda in the
Treat, Train and Retain Programme (WHO 2006). This study therefore set out to
i nvestigat e heal t hlV and rAKDS rTssting aadc CoenseHing,
antiretroviral therapy, and post-exposure prophylaxis services in South Eastern Zone in

Malawi.

3.0AIM
The aim of the study was to conduct a baseline assessment of the HIV and AIDS

mainstreaming in SE Zone.

3.1 SPECIFIC OBJECTIVES
1. Assess the risk of HIV infection amongst health workers through occupational

injury or risk behaviour
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a. Understand factors that put health workers at risk of HIV infection outside

the workplace e.g. Risk behaviour such as number of sexual partners, use of
condoms, sexual relationships at the workplace
Factors that put health workers at risk of HIV in the workplace -Experience

of occupational injury

2. Assess the infection prevention measures amongst health workers

Assess current infection prevention procedures at the health facilities
Assess number of health workers by cadre who have undergone infection
prevention trainings

Assess level of implementation among health workers of the infection
prevention procedures

Understand challenges in practising infection prevention measures in their

work.

e. Understand measures HCWs take to prevent HIV infection outside their work

place.

3. Assess the levels of access to HCT, PEP, ART and condoms and the factors that

influence uptake of the services

4.
a.
b.
5.
6.
7.

Understand the level of implementation of care and support policies

Document the structures, policies and guidelines at district and health centre
level on human resource, infection prevention and care of the carer
Understand the level of implementation of the policies and guidelines on

infection prevention and care of carers at district and health facility level.

Assess the impact of HIV and AIDS on Health care workers
Assess the level of HIV and AIDS mainstreaming in other health programs

To make recommendations to GTZ on how best to protect health care workers from

occupational exposure to HIV.

4.0 METHODOLOGY
4.1 Study Design

This was a cross-sectional study which used both quantitative and qualitative research

methods. The study used triangulation of participants and methods. Both qualitative and
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quantitative methods were used simultaneously to collect data. For the quantitative part,
already pre designed questionnaires were used to interview health care workers in all the

three study districts. Data collection was done within the month of February 2008.

The qualitative methods helped to explain the quantitative results apart from giving in
depth contextual information. Qualitative methods are characterized by open, inductive,
flexible, sensitive and responsive approaches (Patton 1990). This means that they are
particularly useful in giving insight to the understanding of how and why people think and
behave in the ways they do in sensitive subject areas (Pope and Mays, 1995). Respondents
in the qualitative part were health workers and key informants - people working in the
administration as well as District Health officers, Officers In Charge and other staff in
leadership and management positions of health facilities within the respective districts.

4.2 Study Location

The study was conducted in three districts namely; Balaka, Zomba and Mulanje, situated in
the southern region. All these districts fall within the South East Health Zone. Selected
public and Christian Health Association of Malawi (CHAM) health facilities within the
study districts were included in the study. Both the study districts and the actual study sites
were randomly selected. The selection of the health facilities took into consideration the
different levels of health care delivery — primary and secondary level. The table below

provides the list of all the health facilities that were included in the study.

Table 1: Respondents by study facility

District Government Hospital| Health centre CHAM facility

Balaka Balaka Hospital Kalembo Kankao rural hospital
Mbera
Namanolo
Kwitanda
Nandumbo
Chendausiku

Zomba Lambulira St Lukes Hospital
Bimbi
Chonde
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Makwapala
Thondwe
Bimbi

Mulanje Mulanje Hospital Muloza Mulanje Mission
Bondo
Mimosa
Kambenje
Chambe
Chonde

4.3 Study Participants

The study participants were health workers (all cadres that get in contact with patients)
both trained and untrained cadres. The trained cadres included clinical staff including
doctors, clinicians and medical assistants, the nursing staff (nursing officers, sisters,
enrolled nurses, community nurses etc), Laboratory, pharmacy, Health surveillance

Assistants, health assistants and non-trained cadres such as patient attendants and cleaners.

4.4 Sampling Strategy

The quantitative part of the study employed a three stage sampling strategy. The first level
of sampling was the random selection of districts; the second level was the sampling of
health facilities using simple random sampling (SRS) after stratifying by level of service
provision. The last level was the actual sampling of the health workers for interviews after
stratifying by cadre. The health workers selected were proportional to the number of health
workers in that cadre by gender at that selected health facility. ldentification and
recruitment of respondents was facilitated through close collaboration with District Health
Officer (DHO) where the DHO appointed an individual to help in logistics in each
respective district. The researchers got a list of all HCWs at each study facility where to
sample from which was disaggregated by sex and cadre. Where the respondent was not

available, a replacement was made from the list of health care workers at that facility.
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All respondents for the qualitative part were purposively sampled. From the qualitative
research, perceptions, attitudes and experiences from the HCW on HIV and AIDS and their

work environment were documented.

4.5 Sample size

The determination of sample size for the survey was based on the fact that the survey
intends to assess the coverage levels of accessing HTC, PEP, condoms or ART services.
Taking into account the design effect of the three stage sampling methodology, the study
used the following formula for calculating sample size for a single proportion:

2= ke ((P- P)s 27)
d2

Where:

=

n is the desired sample size

k is the design effect = 3 as there are 3 stages of sampling

p is proportion of the population having a particular characteristic of interest, in this
case the prevalence of HIV among HCWs. Research from the region shows that
HIV prevalence among HCWs is not different from the general population.
therefore we used 14% (HIV prevalence among adults aged 15- 49 years in
Malawi)

d is the precision (error margin), set at 5.5%

z is standard normal deviate normally set at 1.96 for the 95% confidence interval

Using this formula, the sample size for the study is determined at 459 respondents in the
three districts (153 participants per district).

For the qualitative component, approximately 26 in depth interviews and key informant

interviews were conducted.
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4.6 DATA COLLECTION TOOLS

The study mainly used four approaches to collect data. These included review of

documents, structured questionnaire, in-depth interviews and key informant interviews

4.6.1 Document Review

Relevant documents including policies and guidelines at health facility, district or national
level on infection prevention and care of carers, and other areas of study were reviewed. In
addition documents on mainstreaming of HIV and AIDS in other health programmes were

also reviewed.

4.6.2 In- depth Interviews

Questions from a semi-structured topic guide were asked to study respondents as well as
Ssubsets of questions, d e p elmedviews gere@omducteh e i ndi
in person and lasted approximately one hour. All interviews were conducted in the
language in which the individual felt most comfortable; the research team was fluent in
both Chichewa, and English.

4.6.3 Questionnaire

Already pre-designed questionnaires with close ended questions were used to collect data.
All questionnaires were researcher administered where the researcher filled in the
responses. This helped to ensure quality of entered data and response rate.

4.6.4 Key informant Interviews

Key informants were those respondents deemed to have influence or those perceived to be
more knowledgeable on the issues under study. A semi-structured topic guide was used to

interview the key informants.

4.7 Interviewers

A team of 5 research assistants were recruited to help in data collection. All research

assistants were trained in the survey methodology and administration of the study
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questionnaire as well as conducting qualitative in depth interviews. One data entry clerk
was also recruited to be entering data during the data collection period. An experienced
social science researcher from REACH Trust supervised the data collection team. She has
experience in conducting sensitive research questions which involve interviewing patients
living with HIV, policy makers, health care workers and the general community in both

rural and urban settings.

4.8 Consent and Confidentiality

All interviews were done after obtaining consent. Written consent was obtained at the
beginning of every interview. No monetary incentives were provided for participation in
the study. All interviews were conducted in a private room or place within or near the
study site. No names or identifying information were documented throughout the study.
For qualitative data, a coding system was developed so that each interview was assigned a
unique identity (ID) that had key demographic elements of the interviewee while still
protecting their confidentiality. All data will be kept securely in a lockable cabinet with

access only to the researchers and will be destroyed after three years.

4.9 Analysis of Data

Data from the questionnaire was analysed using SPSS software. The in-depth contextual
information gathered in the qualitative part captured actual voices and words of different
health workers from different cadres across different study districts. All interviews were
transcribed into microsoft (MS) Word. Analysis was done using a framework approach
(Spencer et al. 2003). A framework of analysis was developed using objectives and themes
identified in the initial problem analysis. The framework of analysis was revised to include
any additional themes and sub themes that emerged from the data. Contrasting and similar
themes and sub themes were drawn out with supporting quotes. Effort was made to draw

out any similarities and or differences with regard to gender and cadre of the respondents.
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4.10 Possible Limitations and Quality Control

Logistical and time constraints of conducting the research, partly influenced the choice of
methods and design of the study. Given the sensitive nature of discussing HIV-related
issues, it was anticipated that some participants may choose to give false information or
refuse to participate. This was a possible source of bias in the study. The study tools were
designed to capture any liars in the course of the interviews. From the quantitative sample,
4 HCWs refused completely to participate in the study for different reasons. 5 HCWs
refused to answer some questions on sexual behavior sighting it as very sensitive. 14
respondents gave false information during the quantitative interviews mainly on questions
on knowledge of fellow HCW status and their own status, sexual behaviour and drug
abuse. In addition, the researcher was assisted by a research team of field researchers with
extensive experience in conducting multi-method research, including building trust with

study participants.
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5.0 RESULTS
5.1 Introduction

A total of 391 respondents were interviewed from a sample size of 459 representing a
response rate of 85.2% (see table 1 below). The other 14.8% could not be interviewed
because some respondents had gone to attend funerals, were sick or on maternity leave,
attending workshops or other work related activities which coincided with data collection
for the study. Both qualitative and quantitative data will be presented simultaneously as
they are complementary in the following paragraphs.

Table 2: Respondents drawn from the districts and their percentages

District Sample size Respondents interviewed Percentage
Balaka 153 148 37.9%
Zomba 153 135 34.5%
Mulanje 153 108 27.6%
Total 459 391 100%

Table 2 shows that 37.9% of the respondents (n= 391) were recruited from Balaka district
with the least number of respondents 27.6% having been recruited from Mulanje district.
79.8% of the respondents were from public health facilities while 20.2% were from
CHAM facilities. When the respondents were categorized by level of care for the health
facility where they were working, 52% were working at health centres while 48% were

from facilities providing secondary health care.

52Re s ponde ndenwograplsics c i 0

This section presents the sex, age, marital status, highest educational qualification attained
and cadres of respondents.

5.2.1 Marital Status

Out of the respondents (n=391) 42% were male while 58% were female. Most of the
respondents 57% were married, while as 7.9% were widowed and only 2% were separated
at the time of the study. See table 3 below:
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Table 3: Marital status of respondents

Marital status Frequency Percentage
Married 223 57%

Never married 105 26.9%
Widowed 31 7.9
Divorced 24 6.1%
Separated 8 2.0%

Total 391 100%

5.2.2 Education Qualification attained

Most respondents 34.5% had attained the Malawi School Certificate of Education
(M.S.C.E), followed by 29.3% who had Junior Certificate of Education, while only 1% had

attained university degrees, see the table 4 below:

Table 4: Educational qualifications of respondents

Qualification Frequency Percentage (%0)
M.S.C.E. 135 34.5%
Junior Certificate of Education 114 29.2%
College certificate 55 14.1%
Primary level 48 12.3%
Diploma 35 9.0%
University degree 4 1%
Total 391 100%

5.2.3 Cadre of respondents

Cadre of the respondents were recorded for 387 participants. Out of these most of the
respondents 49.6% (N=387) were HSAs, followed by patient attendants and nurses
representing 26.1% and 14% respectively of the sampled population. There were few
Pharmacy assistants, medical officers and radiographers as shown in table 5 below.

Table 5: Distribution of respondents by cadre

Cadre Number Percentage
HAS 192 49.6%
Patient Attendant 101 26.1%
Nurse 54 14.0%
Clinical officer 10 2.6%
Medical Assistant 10 2.6%
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Lab Technician 6 1.6%
Auxiliary nurse 3 0.8%
Pharmacy Assistant 2 0.5%
Medical Officer 2 0.5%
Radiographer 2 0.5%
Total 387 100%
5.2.4 Age of respondents

Most respondents were between 19 and 39 years of age. The minimum age of the
respondents was 19 years while as the maximum age was 71 years and the mean age was
33 years as presented in the table below.

Table 6: Distribution age-groups of respondents

Age-group Frequency Percent
19-29 181 46.3
30-39 128 32.7
40-49 54 13.8
50-59 19 49

60 and above 9 2.3
Total 391 100%0

5.3 Health care worker risk to occupational exposure
Most respondents 94% (N=382) reported that health care workers were at risk of

occupational exposure to HIV. Only 6% reported that health care workers are not at risk of
occupational exposure. Respondents who had felt that health workers were at risk
occupational exposure were asked which cadres at their facility they felt were at more risk
of occupational exposure than other, and the majority of respondents 42.4% (N=364)
mentioned that nurses were at more risk of occupational exposure than any other cadre in
the health profession because they are usually in direct contact with patients. In addition,
lower cadres of HSA and patient and or ward attendant were also seen to be at risk of

occupational exposure. See table below.
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Table 7: Cadre perceived at high risk of occupational exposure

Cadre Frequency Percent
Nurse 154 42.4%
Health Surveillance Assistants 91 25.0%
Patient/Ward attendant 75 20.6%
Clinical officer 27 7.4%
Laboratory Technician 8 2.2%
Surgeons 5 1.4%
Radiographer 4 1%
Total 364 100%

When asked to rate their own risk to occupational exposure to HIV, the majority 63.4%
(n=374) rated their occupational exposure as high; 24.6 % as moderate; 9.9 % as low and
only 2.1% indicated that they are not at risk of occupational exposure. For those who rated
their occupational exposure as high, most of them indicated that they usually do activities
related to contact with body fluids, for example, taking specimens, disposal of hospital

waste, assisting in child birth with few or sometimes no protective materials at all.

Results from the qualitative data particularly from the respondents in the trained cadres
showed that untrained cadres were at a higher risk of occupational exposure than trained
cadres mainly because of their lack of knowledge and low levels of understanding on not
only the importance of practising infection prevention procedures but also how to do some
complicated infection prevention procedures. There was a general consensus that when it
comes to attending trainings on infection prevention and other related topics, usually it is
the senior and or trained cadres who attend the trainings, which are longer and
comprehensive and are then expected to brief their juniors. The respondents indicated that
the briefings are usually short and only provide very basic information. Most respondents

argued that the briefings are not enough as there are some procedures that are practical and
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for them to understand they would need to be practically taken through the various
procedures. The quotes below summarise the respondents views about risk to occupational
exposure and the views on the trainings. This practice was confirmed by most key
informants who argued that they are not able to provide well planned trainings to the other

members in their facilities due to lack of resources.

| would say our patient attendants are at a higher risk of occupational exposure. T
not know or understand some of the ¢sirthey do. You can see the way they hal
harmful waste.

In depth interview with a clinician in Zomba
Most of the trainings are usually attended by the seniors who then brief us. But yqu
there are som things that needs to be practiced and the briefings do not offer us wit
opportunities.

In depth interview with a patient attendant in Balaka

ey do

ndle

know

N such

Most respondents from the in depth interviews indicated that at times low cadre staff
perform procedures for which they do not have any background training in and with few or
no protective materials at all. Some respondents from the lower cadre staff highlighted that
they do some technical procedures and work which their colleagues in the trained cadres
went to school for professional training for two or more. However, they were quick to
point out that they had acquired such skills to do some of the procedures from on job
experience, See the quote below:

In mycase | do what others went to training for say four years. Even clinicians call
help them.| have acquired the skills from experien€Erom observations, during the
interview the respondent was issuing instructions to nurse trainees on what to do with a

patient who had undergone a minor surgery)

In depth interview with a patient attendant in Mulanje

Most respondents reported that lack of protective materials put health care workers at a

higher risk of occupational exposure to HIV. Some respondents reported that they felt
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hopeless with the circumstances in which they worked without protecting themselves as

they felt had no power to change their situation. See the quotes below:

We do not have masks in our matsyy wing. Fluid splashes are a common occuren
However, we just work. What else can w& dgasi timangogwira nanga tipanga bwa?gi
(We just use our bare hands, what else can we do?)

In depth interview with a female nurse at a health centre in Mulanje

5.4 Health care worker experience with occupational injury
Respondents when asked to estimate the number of times they experience occupational

exposure in a month, 54.5% (n= 386) reported that they experience occupational injury or
injuries that might expose them to risk of HIV infection while 45.6% reported that they
either do not experience occupational injuries or the injuries are not common and therefore

one month is too short a period for them to make an estimate.

All the participants in the study were also asked if they had experienced an occupational
injury that could put them at risk of HIV infection in the 12 months prior to the study.
About half of the health care workers 51% (n=374) explained that they had experienced an
occupational exposure in the past 12 months. Experiences of occupational injuries were
high amongst the clinical officers (80%) followed by the patient attendants (67%). High
rates of exposure were also reported among the laboratory technicians, nurses, and medical
assistants as shown in table 8 below. Most of these injuries were due to giving injections
(32%) followed by disposing waste (16%) and taking waste (15%) Other circumstances of
cleaning the ward (12%), injuries putting a drip (11%), dressing wound (8%) and

performing an operation (6%) and taking samples (5%).
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Table 8: Experience of occupational exposure by cadre

Experience of occupational exposure in thTotal
Respondent cadre last 12 months
Yes No
Medical doctor 0% (0) 100% (2) 2
Clinical Officer 80% (8) 20% (2) 10
Nurse 58% (31) 42% (22) 53
Radiographer 0% 100% (2) 2
Medical Assistant 60% (6) 40% (4) 10
Pharmacy Assistant 0% 100% (1) 1
Lab Technician 67% (4) 33% (2) 6
Auxiliary nurse 50% (1) 50% (1) 2
Patient/Ward attendant {69% (67) 31% (30) 97
HSA 39% (72) 61% (114) 186
Other (sp) 60% (3) 40% (2) 5
Total 51% (192) 49% (182) 100.0% (374)

In addition, there were some respondents who indicated that they experienced more than
one occupational exposure in a month. See table 9 below

Table 9: Cadre experiencing more than one occupational exposure in a month

Cadre Two times More than three times
Patient Attendant 17.5% 55.4%

HSA 57.5% 20%

Nurses 18.5% 7.5%

Clinicians 0% 3.1%

Auxiliary nurse 0% 1.5%
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Medical Assistants 7.5% 0%

Laboratory technicians 2.5% 1.5%

Other 5% 0%

The qualitative data supported the quantitative findings as most health care workers
reported experiencing occupational exposure in their day to day activities. Most of the
respondents indicated that they had experienced occupational exposures in the last 12

months. See the quotes below:

| have ever experienced an occupational expo@uarthe past 12 months). | was removing
waste and a needle pricked me. | just cleaned the affected area with spirit.

In depth interview with a patient attendant at a health centre in Balaka
| did experience an injury just some two months ago. | was taking some sampke
patient using an injectioso (accidentally) | pricked myself.

In depth interview with a nurse at Mulanje mission hospital in Mulanje.

| was doing a lumber puncture on a patient. Accidentally | pricked myself.

I n depth interview with a cl

55Heal th workersdé6 practice of wuniversa

The study participants were asked about the level of implementation of some of the
prevention infection procedures, if they are able to use them all the time when they are
required to. In the circumstances where they only followed the IP measures irregularly or
never used them then they were also asked to identify the factors that cause them not to

practice the guidelines.

Table 10: Table showing practice of IP guidelines (as percentages)

IP guideline Level of practicg

Always Sometimeg Never Tota
Wear gloves 56.0% 30.7% 13.3% 100
Washing hands with soap when 65.5% 28.6% 5.9% | 100
Attending to a patient
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Putting on an apron 45.6% 27.3% 27.1% 100
Putting on goggles in theatre 40.8% 31.6% 27.6% 100
Putting on mask 38.8% 31.6% 29.6% 100
Wiping hands with spirit 28.0% 30.7% 41.3% 100
Decontaminating instruments after usq 63.8% 17.3% 18.8% 100
Use of safety boxes 93.4% 5.3% 1.3% | 100
Putting on closed shoes 69.7% 24.5% 5.7% | 100
Heavy duty gloves 34.8% 27.0% 38.2% 100
Heavy duty aprons 36% 25.8% 38.2% 100

From the table above it can be observed that use of safety boxes is very high and was rated
as being used always when required by 93.4% of the study participants, wiping hands with
spirit always was reported lowest by 28% of the respondents. 30.7% reported that they
only put on gloves when required sometimes and 17.3% also reported they decontaminated

instruments after use.

Quantitative data shows that most respondents (74%) face challenges when they want to
practice infection prevention procedures and guidelines. Only 26% reported that they do
not face any challenges. Analysis by district showed that 42.4% of respondents from
Balaka; 33% from Mulanje and 25% from Zomba reported that they experience challenges
to practice IP. Of the 74% (n=391) who reported that they face challenges to practice IP,
most of them 58% were from primary facilities while as 42% were from secondary level
facilities. Analysis by category of service provision shows that 78% (n=33) of respondents
from CHAM facilities; 69% (n=137) from district hospitals and 76% (n=221) from health

centres reported that they face challenges to practice IP guidelines.

Unavailability of the materials was the most cited reason during the study for not always
practicing the IP guidelines by 80% (N=391) of the respondents. Other reasons for
inconsistency or non use of the IP practices were heavy workload (6.6%), negligence
(13%) and feeling inconvenienced when using some of the materials (1.8%). Other
responses reported by a minority of respondents included that sometimes priority is given
to other sections/departments of the health facilities where contact with body fluids is high,

unawareness of the IP guidelines or fear that they might make the patient feel stigmatised.
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Most untrained cadres 57% (n=386) reported that they face challenges when they want to

practice IP guidelines as compared to 43% of the trained cadres.

Qualitative data showed that unavailability of protective materials and heavy work load
were the major barriers to health care worker practice of universal precaution guidelines.
Some lowly trained cadres indicated that they are most of the times sidelined when
distributing IP materials. Some respondents reported that other respondents tended to be
selective in practicing infection prevention guidelines. Some respondents indicated that
some health workers tended not to follow universal precaution guidelines when handling
friends and or relatives. In addition, some health workers reported that they do not feel it is
human to leave patients waiting in the treatment rooms while they go searching for
protective materials. As such they feel pressured to attend to clients without protecting

themselves. See the quotes below:

Sometimegou just feel like the pent will look at you as proutkunyada’ or that he or
she(the patient) is infectious if you handle him or her witloges.As such one may just go
on to handling the patient without putting on gloves for instance.

In depth interview with a clinical officer Zomba

It happens that there is a long queue ofigrais and you do not have IP materials. You $ort
of feel pressured to handle the patients as it is not human to leave the patients waiting and
you go looking for things like gloves.

In depth interview with an HSA at a health facility in Balaka.

In cases where protective materials are not available, respondents indicated that they
sometimes improvise to avoid putting both the patients and themselves at risk. Other
respondents reported that when they do not havethemat er i al s t hey try to
other wards and if they fail they resolve to suspending the procedure. It was clear that most
respondents felt bad when they fail to help their patients as such they indicated that they try

their best to improvise where possible or risk exposure. See the quotes below:
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In my casewhen there are no heavy duty glovesesort to doubling the glovdsut still
more you find that the gloves leaeracks and there are fluids all ovgour hands. Out
profession is risky

In depth interview with a clinician in Zomba
It is difficult for them to follow IP guideln e when it 6 s arelaly ksjng
candle as source of light especially at Maternity wing. There is noffpanahich could
have been better than candkasd its now 2 months without parafanthe facility.

In depth with a key informant at a health centre in Mulanje

5.6 Reported actions after experience of Occupational Exposure
The respondents who had reported that they had experienced an occupational exposure in

the last 12 months (as reported in section 5.4 above), were asked about the actions they had
taken following their most recent exposure. Most of the respondents 70.7% indicated that
they had washed their hands and only 30% reported the injury to their supervisors and or
authorities; 26% had an HIV test following the occupational exposure; 7% started PEP
and only 64% (n=14) of those that started PEP completed the PEP treatment. Of all the
people who took an HIV test following an occupational exposure, only 50.9% (n=51) had a
follow up test.

Quantitative data shows that there were a number of reasons for not reporting their most
recent occupational exposure. The majority indicated that they saw the exposure as low
risk, others indicated that they feared ridicule from their supervisors while others said that
they did not know where to report the injury. Even in study sites where PEP was available,
some respondents indicated that they did not know where to report occupational injuries.
However, when asked why other health care workers do not report occupational injuries,
most respondents indicated that the majority of HCWs fear going for an HIV test, a factor
they did not mention for their failure to report their occupational exposure. Other
respondents attributed the lack of reporting to lack of compensation. Qualitative data
further demonstrates HCWs take occupational exposures as part and parcel of their
profession and do not see the need of reporting occupational exposures. See the quotes

below:
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Every day you experience an occupational exposure. So you mean you should rep
and every experience? We get used to them.

In depth interview with a nurse in Balaka
To talk about fluid splashes, that is the order of the dayosslhein the maternity ward,
for example when assisting in child birth. You just realise that there is atseitgin your
mo u turhabigozindik r a Kk ut i mk amwa € muita ko ma eamah lt
have swall owed the fluidsé.

In depth interview with a nurse in Zomba

ort each

ao&dt h

In addition, some respondents reported that there was nothing a HCW benefits from
reporting an occupational exposure as such they felt there is no need to report occupational

injuries that put them at risk of HIV as captured in the following quote:

ONgati wak at en g dlgakhae ekawafotgkezereba bwana ako n(
upi ndul ap @f yauhave cmracte® the virus you have contracted it. What
you benefiby reporting to your supervisor?)

In depth interview with a patient attendant in Zomba

liye

will

Furthermore, most respondents reported that some health care workers especially lower
cadres do not report occupational exposures for fear of being shouted at and seen as

incompetent by their supervisors. See the quote below:

ONe sometimefail to report (occupational exposures) because wéear ridicule fromour
supervisors. Thegometime$ook at you as if you do nkhow your job. So for fear of
reprisals you just opt not to repart

In depth interview with an HSA in Balaka
Most of the times HCWs judtess the affected aaeand even if they reportothing is
done,they areregarded as careless aitldere isno compensation.

In depth interview with an HSA at a health facility in Balaka
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Data from qualitative interviews shows that some respondents stopped PEP due to negative
side effects which are in some cases sever severe such that some respondents resort to stop

taking the PEP drugs altogether. See quote below:

After | experienced an occupational exposure | started PEP. However, | could not
the dosage due to negative side effects. | felt sick. | was feeling hungry butatamad

ni ci an at

Indepthintervi ew wi t h a cl i

5.7 Health care worker access to post exposure prophylaxis (PEP)
Some health care workers even in cases where PEP was available at their place of work did

not know that PEP was available at their work place. Only 36.5% (n=381) indicated that
PEP was available at their place of work. A good number of respondents 43 % (n=365)
indicated that they did not know PEP while as only 57% demonstrated that they knew PEP.
Most respondents 68% who said they did not know PEP were HSAs while as only 28.8%
were patient attendants. See table 8 below:

Table 11: Cadres that did not know PEP

Cadre that did not know PEP Frequency Percentage
HAS 107 65.2%
Patient Attendants 50 30.4%
Nurse 5 3%
Other 2 1%

164 100%

Of those who demonstrated that they know PEP, 19% reported that they felt PEP was not
effective. Unavailability and lack of knowledge of PEP were some of the major challenges
that health care workers reported they face to access PEP. Key informant interviews
indicated that only five health facilities in the study districts were offering PEP (Balaka
h dstpct
hospital and Mulanje Mission Hospital). In most of the facilities where PEP was available

Centr al hospital, Zomba Centr al

there was no personnel to administer PEP 24 hours a day. In the study sites where PEP
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was available, the clinicians responsible at the ART clinic were also in charge of
prescribing PEP. In the health facilities where PEP was not available, most staff reported
that they usually had to report to the in-charge of their facility who would then provide
them with a referral to the district hospital for PEP.

Qualitative data showed that most respondents especially from the lower cadres had little
or no knowledge on PEP. Furthermore, very few health care workers reported that they
have ever received any training or briefing on PEP. Some respondents confessed that they
had only heard about PEP from the researchers during the study interviews. Most
respondents were very interested to get information from the researchers about PEP. See

the quote below:

d have never heard anything about PEP. | am hearing it from you to8ay
In depth interview with a patient attendant at a health centre in Balaka
| think PEP is available heréat the district hospital). | do not know the procedures [of
accessing PEP
In depth interview with a clinician in Mulanje.
In the interview you mentiodesomething about PEP. What is @anyoushed more ligh

on this?

In depth interview with an HSA at a health centre in Mulanje

The qualitative data indicated that unavailability and lack of knowledge about PEP and
where to report occupational injuries were the major challenges to HCW access to PEP.
From the qualitative interviews some respondents pointed out that the end result of
unavailability of PEP is death of health care workers due to occupational exposures. It was
clear that in instances where health care workers can not access PEP and fail to practice
infection prevention (IP) guidelines, it is not only the health care worker who is at risk but

also the patients. See the quote below:

Lack of PEP leaves thelCW with no option in as far as occupational exposure is
concerned.Most of the times, after anccupationalexposure,a HCW just continue

working therebyrisking their lives This is a big challenge. In a way, many health gare
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workers will continue conércting the virugthrough occupational exposure) and eventually
die
In depth Interview with an HSA at a health centre in Balaka.

| experiencedan injury last year whenwas giving injection to a patient. | jusqueezeq

blood fromtheinjured part and continued working because thisrno PEP at this facility,

| did not bother to report the incident because i knew that i could not get any compel
for the injury.
In depth interview with an HSA at a health facility in Balaka.

]

nsation

Other respondents indicated that the procedures to accessing PEP do not offer
confidentiality to health care workers. They indicated that some health care workers fail to
access PEP due to lack of confidentiality. They indicated that in most instances the PEP
register is easily accessed by other people thereby compromising confidentiality of HCW

HIV status. See the quote below:

Very few health care workers have benefited from(Bip) because H®/s are afraid of
disclosure. | mean the PEP procedurésther HCWSs can get to know a health care
workers HIV status during the process to access PEP)

In depth Interview with a nurse at Mulanje Mission Hospital

5.8 Health care workers access to HIV testing and counselling (HTC)
Most respondents 58.2% (n=388) indicated that it is easy for a HCW to access HTC than it

is for other people to access HTC. Most health care workers 82% (n=385) had ever had an
HIV test. More women 58.5% than men 41.5% indicated to have taken an HIV test. The
majority had gone for HIV testing just to know their HIV status. See table below

Table 12: Motivation for going for testing

Motivation for going for an HIV test Frequency Percentage
Just wanting to know sero status 157 52.3%
Occupational exposure 30 10%

Il health 30 10%
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Planning for the future 24 8.0%
Blood transfusion 21 7%

Partners/ spouse sexual behaviour 15 5%

Own (sexual) behaviour 8 2.7%
Partner or one of sexual partners has HIV 4 1.3%
Want to be a role model 5 1.7%
Other 6 2.0%

Total 300 100%

The choice of where to go for an HIV test was partly influenced by distance to the HTC
sittkas wel | a s perbegtioniofrcahfidentiakityuatthe HEC facility. However,
when asked where they went for their recent HIV test, most respondents 43.5% (N=315)
reported that they had accessed it at a different public facility than their own place of work
(some health workers had not been working at the current facility when they had taken an
HIV test); 35.6% had tested at the facility where they worked, a small proportion 2.5% had

self tested. See table 16 below for the site of the most recent HIV test.

Table 13: Site for the most recent test

Where tested Frequency Percent
At a different public facility 137 43.5%
At this health facility 112 35.6

At a private health facility 41 13%
Stand alone site 14 4.1%
Self test 8 2.5%
Other 3 1%
Total 315 100%

Most respondents 94.5% were confident that the confidentiality of their HIV test results
had been respected. Most respondents 72.9% reported that they did not face any challenges

to access HTC. See the table 14 below for the list of challenges:
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Table 14: Challenges faced to accessing HTC

Challenge faced Frequency Percentage
Afraid before the test 45 11.5%
Discouragement from friends and spouse 18 4.6%
Long waiting time 12 3.9%
Attitude of the HCW conducting the test 6 1.9%
Distance to the facility 3 1.0%
No challenges 226 72.9%
Total 310 100%

For those that indicated that they had never had an HIV test, they were asked to give a
reason for their failure to access HTC. The majority 47.7% (N= 63) reported that they had
not gone for testing by the time of the study because they were not ready for an HIV test as
they had not yet made up their mind to go for testing while others also reported fear of an
HIV positive result (20.8%) as the reason for not accessing an HIV test as shown in table
15 below. When those who had not had an HIV test (n=72) were asked if they would be
interested to go for HTC if self testing was made available to them, all of them indicated

that they would be willing to self test.

Table 15: Reason for not taking up HTC

Reason for not going for HIV testing Frequency Percent
Not ready 30 41.7 %

| am healthy 15 20.8%
Afraid of a positive HIV result 9 12.5%

| am busy 9 12.5%
Confidentiality not guaranteed 3 4.2%
Not necessary 4 5.6%
Afraid of being a failed role model 2 2.8%
Total 72 100%
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Although most respondents in the survey indicated that they had ever had an HIV test,
qualitative data showed that most respondents in the qualitative sample had not had an HIV
test during the time of the study. Key informant interviews indicate that uptake of HTC
was low amongst HCWs in most health facilities. Although some key informants reported
that at times HCWs prefer to access HTC from far away sites, it was clear that very few
HCW access an HIV test.

Uptake of HTC among HCWs is generally low. | alnfosteda certain HCW to go for

testing. | have seen a group of them going to MACRO and mostdesthen they comg
hereto start ART.

Key informant interview in Zomba.

Most respondents indicated that it is not easy for a HCW to access HTC within his or her
place of work as it is usually difficult to access HTC from friends. Other HCWs felt their
colleagues or staff in the HTC unit were not as capable with the testing procedures as to

test fellow HCWs. See the quote below

| have never gone for testing. | think | am HIV positive. The thing is | have marrieg
in my life. I have 5 wives. | hetlrat in every 5 wmen 2 are HIV positive definitely | mig
be HIV positivel think | cankill myselfi f | get to know tha

think the counsellors here are skilled to counsel an individual after a positive HIV ties

live a normal life aftethe test.

In depth interview with a male HSA at a health centre in Balaka

It was noted that in some circumstances, it was difficult for a senior cadre to access HTC at
his or her place of work due to power relations. It was reported that it is usually difficult
for a lower cadre to provide HTC a senior even where the senior member of staff
voluntarily presents herself or himself for HTC. Respondents indicated that the counsellor

just feels that it was not polite to test a senior staff member. See the case below:

| went for VCT some time back. However, when it was mythen/CT counsellor refuse
to test me out of what he sambpect. He just gavae the test kits so that | test myself. |
way | can say it was self testing.

In depth interview with a clinician in Zomba.

1%
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Most respondents 42% (n=369) indicated that HCW do conduct self testing. Only 20%
indicated that they did not know if self testing takes place or not mainly because it is
something that is conducted in secret most of the times. Asked why HCW self test, the
majority of respondents 83.3% (n=252) reported that it is because of lack of confidentiality
in most testing sites such that it is better to self test than to go to an HTC clinic. Other
minor reasons included that HCWs have access to HIV test kits, fear of stigma and not
wanting to be tested by a junior member of staff. The majority of respondents did not have
any preference as to who should offer counselling and/or testing to them. About half of the
respondents 54% (n=379) indicated that they would not mind the cadre of the person as

long as he or she was a trained counsellor.

Qualitative data indicated that self testing is common among health care workers. Some
respondents who indicated to have ever self tested reported that it is not easy to do self

testing. See the case of a nurse who self tested below:

| hawe ever tested myself. | got the test kits from the hospital. Actuéilyriowed to
return them the following morning. | prayed before testing my self. Self testing |needs
courage After | had tested myself | now went to testhugband| pretended as ifdid not

know my HIV serostatus.

In depth interview with a female nurse in Zomba

Although self testing was seen as challenging by most respondents, it was noted that there
are some HCWSs who knew their status through self testing and are now on ART. It was
clear that the most likely cadres to do self testing were trained cadres mainly because they

do have easy access to most resources at a health facility. See quote below

Several people selést. There are some nurses as well as some senior cadres who|are on
ART after they self tested.

In depth interview with a key informant in Zomba.
Self testing is usually done by those that have easy access kits.Usually test kits are

kept at the VCT clinic as such access is limited to very few individuals.
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In depth interview with an HSA in Mulanje

Most respondents from the qualitative sample indicated that if given a chance to choose
who to test them they would prefer someone senior or from the same cadre as themselves.
In these choices trust was the determining factor where respondents indicated that they
would choose someone who can be trusted that he or she will keep the HIV results

confidential. See the quote below:

It is just a reality for a senior HCW to prefarsenior person. It is usually a challenge

access HTC from your junior. It is more complicated where you know each otref.

different when you are sicBecausehe mind gives in so does the body such that yo
not mind who is testing you.

In depth interview with a nurse in Zomba.

5.9 Health care worker access to ART
There was good demonstration about HCW knowledge on the function of ART though in

some few cases respondents had some misconceptions about its function. For instance,
less than 1% (n= 379) indicated that ARVs can cure AIDS. About half of the respondents
51.3% (n= 372) reported that they at least knew a HCW at their work place who was on
ARV drugs. For those who had provided information on how they came to know about
other HCW access to ART, voluntary disclosure 57.2% (N=187) was the most common
way HCW had come to learn that a fellow HCW was on ART seconded by gossip. See

table below:

Table 16: Common ways how HCWs knew the HIV status of other HCWs

Mode of knowing Frequency Percentage
Disclosed to me (voluntary disclosure) 107 57.2%
Through gossip 41 21.9%

Saw them at the ARV clinic 15 8.0%

Read from their health passport 14 7.5%
Through medical consultations 8 4.3%
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Other 2 1.1%

Total 187 100

Table 16 above shows that some HCW on ART tend to be open in disclosing their HIV

status to friends at their work place.

Quialitative data showed that it was easy amongst health workers to know about each others
HIV status. Most respondents reported that in most instances they get to know a fellow
HCW HIV status through general gossip. It was reported that even in cases where a health
care worker tries to hide his or her HIV status some HCWSs get to know through a number
of ways similar to those mentioned in the quantitative data. One clinician had this to say

when he was asked how HCWs get to know about the HIV status of a colleague

If you are seen to frequent a health facility where ART is offered, work mates start to
gossip and eventually find out that you are indeed on ART. Was@aHCW who used to
collect his drugs at Zomba rigal hospital. He did not want other people to know that he
was on ART. However because he used to go there every nowaamtbagpllect his AR\
drugs people came to know thatwas on ART.

In depth interviewwithac | i ni ci an at St Lulke’

In the survey, study participants were asked about their perceptions if they could access
ARV drugs if they were living with HIV the majority 97 % (n=374) indicated that they
would initiate ART and very few (3%) indicated that they would not if they were to be
clinically certified eligible to start ART. A higher proportion 62% reported that they
would prefer to access ART within their place of work. Qualitative data show that most
HCWs choice of an ART site was partly influenced by both perceived and actual stigma,
for instance, those HCWs who had ever heard other HCWs gossiping about a fellow
HCWs HIV status they were less likely to prefer accessing ART at their place of work. In
addition, during the qualitative interviews it was found that few HCWs had negative

perceptions about ART as in the quote below
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I cannot start ARVé..there was a cert
three years without taking ARV drugs. However when she was put osh&RITd not live
l ongéé she died. | would not want to

In depth interview with a female HSA in Zomba.

Qualitative data indicate that most health care workers preferred to access ART at far away
sites where no one would know them for fear of stigma. They felt that accessing ART from

their place of work would lead to the confidentiality of their treatment being compromised.

| cannot start ART at this facility. Most HCWs do not keep results eoni@gd The time
you leave the ART clinic news is all over about your HIV statusuldywefer to go where
no one knows me. He or she will have nothingalk about me since he or she does
know me

In depth interview with a female HSA in Mulanje
| cannot access ART fromighfacility. Should | access ARWere so that | become th

subject of discussion? ONdilandirire

not

e

pano

In depth interview with an HSA in Balaka.

In total, 21 HCW voluntarily disclosed their HIV serostatus during the interviews and from
these, the majority that disclosed were were from the lower cadre staff. Eighty-two percent
(82%) of those that disclosed were on ART, those who were not yet on ART indicated that
they were not yet eligible. Most respondents 53.3 % were accessing at a different public
facility while 40% were accessing from their work place and only 6.7% were accessing
ART at a private facility. Among the factors that would facilitate choice of facility,
proximity to the ART facility was the major determinant in choosing where to access

treatment. See Table 17 below:

Table 17: Factors that influenced HCW choice of where to access ART

Reason Percent
Short distance 53% (n=8)
Good quality of service 20%(n=3)
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To be anonymous 13%(n=2)

Afraid of stigma 7% (n=1)

Other 7% (n=1)
Total 100% (n=15)

Table 17 shows that short distance and quality of ART services were the major factors

influencing choice of where to access ART among HCWs.

In general, 37.5% (n= 16) of the respondents who were on ART indicated that they do not
face any problems when they want to access ART and that they had some form of psycho-
social support in their workplaces. The majority (63%) reported receiving nutritional
support while 25% belonged to a support group and 12% indicated being assigned light
duties. However, some respondents pointed out that they face a number of challenges to
access ART despite the treatment being provided in their work place. These challenges

ranged from lack of confidentiality to distance. See table 18 below:

Table 18: Challenges faced to access ART

Challenge Percent
Lack of nutritious food 18.8%
Other 18.8%
Stigma 12.5%
Lack of confidentiality 6.3%
Distance 6.3%
No challenge 37.5%
Total 100%

From the qualitative interviews, HCWSs expressed similar challenges in accessing ART
despite ART being provided at their workplace. Lack of nutritional support was
highlighted as one of the major challenges for HCWs on ART and they also reported
challenges in adhering to treatment. It was noted that even though HCWs are salaried,
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there salaries are low and as such they fail to buy nutritious food to complement their

treatment.

The other problem we face is that of nutrition. The money we receive is not engugh to
support us buy nutritious food.

In depth interview with a patient attendant in Balaka.

Furthermore, knowledge of the likely side effects of the treatment was reported as a
challenges for health care worker access to ART. It was noted that HCW know what a
patient on ART goes through and they would not want to experience the same. Some HCW
felt that to them it might be much better just not to start ART at all. See the quote below:

For us HCWat is difficult to start ART. The thing ise know how ART patients feeld
the subsequent deatliVe see the when they come to access medical treatment. |It is
t

>

usually hard for us to access ART because we know what to eéXjeeietar the subseque
death

In depth interview with a nurse in Balaka.

Most respondents 69.5% (n=364) indicated that there are no special ART services for
HCWs on ART within their place of work. Qualitative data showed that in study sites that
had an ART site, there were no special ART services for HCWs. To solve the problem,
HCWs on ART in collaboration with members of staff working in the ART clinic had
devised informal ways through which health care workers use to access ART. Some
reported that HCWs on ART go to collect ARV drugs when the ART clinic is almost
empty so that they avoid meeting other community members. Others indicated that some

HCWs would go to the ART clinic with files as if they want to collect some information.

However, the picture was different where the HCW accesses ART at a different site
whether public or private where he or she does not know anyone. In such circumstances
HCWs reported that they queue just like any other client. It was for these HCWs who
complained of both distance as well as long waiting time as for some HCWs reported

spending almost a whole day to collect their drugs. Most respondents reported that with the
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human resource crisis in Malawi it is a waste to let a HCW who is physically fit to spend a
whole day just to collect ARV drugs. See below the case of a health care worker in a health
centre in Balaka as reported by a close friend when he was asked if he knew any HCW
within his work place living with HIV:

O0When it is his day to go and coll ect

hi

receive anything from the administratione Hises his own transport to go to Andiyamo

clinic because that is where he collects his drugs. At times when he has no bic

walks. It is a long distance but that is the ck3&RT clinic from here. Most of the time

spends the whole day there asdueues just like anyone else. It could have been be

he could have to jump the queue so that he does not spend the whakettagt means

he can report to for duties in time.o
(Reported by an HSA in Balaka district)

ycle he
he
tter if

Data emerging from key informant interviews showed that there were no special ART
services for HCWSs on ART, but they were quick to mention that no HCW queues at the
ART clinic. Most respondents from study sites that had no ART clinic indicated that
HCWs queue just like anyone else as most of them do not know the HCWs at the clinics
they went for treatment. Other respondents argued the use of an ID which could easily
identify a HCW so that he or she does not queue. However, others argued that introduction
of identity cards would compromise the confidentiality that other HCWs want from far

away ART sites.

Although there was no consensus on how best to provide ART to HCWs most respondents
23% mentioned that having special staff clinics treating HIV and other illness within their
work place could go a long way in facilitating health care worker access to ART.
Respondents from qualitative data showed that if a HCW only clinic what is often known
a s staf clinic’ ould treat other diseases not only HIV and AIDS then confidentiality
could be guaranteed as everyone can access the staff clinic for any health problem.
However, having staff clinics cannot help to improve HCW access to ART in an

environment lacking trust and confidentiality.
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5.10 Care of carer policy

Although majority of respondents both from quantitative and qualitative samples supported
the idea of giving K5,000 cash to health care workers who test HIV positive, not many
respondents 55% had ever heard about the care of carer policy. Most respondents 58%
(N=394) reported that no activities had been done at their places of work with respect to

implementing the care of carer policy.

Qualitative data showed that in most study facilities not much has been done in as far as
implementing the care of carer policy is concerned. For instance at Balaka Central
Hospital, briefings had just been made as at the time of the study. In remote study sites
there was complete lack of knowledge of the policy. The care of carer policy was still new
in most health facilities. In some instances, especially in health facilities located in remote
areas, most respondents including key informants indicated that they were not aware of the
policy. In most health facilities the policy had just been introduced such that not much had
been done in as far as implementing the care of carer policy was concerned. See the quote
below

| have never heard about this policy. | do not have the guidelines for thay pohy be
the district hospital they have the guidelines.

In depth interview with a key informant at a health centre in Mulanje.

The situation in most facilities where the policy was being implemented was that they had
only formed a committee to look into the implementation of the policy.

5.10.1 Potential challenges to implementing the care of carer policy
Although the policy is not yet implemented at a larger scale, respondents from the

qualitative sample were able to come up with potential challenges to implementing the
policy. See below
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i) Lack of funds
Most respondents indicated that lack of funds is the major potential challenge to
implementing the policy. Most key informants noted that implementation of the policy

needs a lot of resources.

The other challenge | can see is ladkfonds.Most of the activities within the care pf

carer policy depend on our own efforts to generate funds. Of course there can be some

donor support but usually donor money comes with its own strings.

In depth interview with a key informant in Mulanje

ii) High expectations

In addition, most respondents and other key informants especially from district hospitals
indicated that health care workers were expecting a lot from the policy. It was clear that
most HCWs are expecting that their problems will be solved with the implementation of

the policy. See quote below:

Most HCWshave high expectations most of which will not be jostty implementing the
policy. | think it is an issue to do with misundenrsding of the policy.
In depth interview with a key informant in Mulanje
Most HCWs would want tirerelatives to also benefit from thgolicy. It is usually a
challenge to explain to them that the focusn them as HCWs.
In depth interview with a key informant from Zomba.

iii) Favouritism

Some respondents reported that the application of the policy may be subject to favouritism.
It was noted that some respondents did not think the policy will be applied without
discrimination between the trained cadres and the low and non trained cadres. See the

quote below:

1%

A

I dondét think the policy wildl be appl
the sermor cadres unlike us the lower cadres. We even daenvone of us has beg
bereaved; he response frormanagement is not the same as compared to whisna
senior cadre.(In depth interview with an HSA from Zomba)
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Although in most study sites not much had happened on implementing the policy apart
from briefings and choosing committee members, at Zomba District Health Office (DHO),
the story was different. In Zomba they have been helping sick HCWSs with nutritional

support. See the case study below from a key informant interview:

We have been implementimghat | can callthe care of carer policgome time backWe
give our HCWs nutritional food supplemetdsHCWs who are in need of the nutritior
package. It is usually Likuni flour 5 kilograms per moatid sibusiso. For HCWs who a
HIV positive it is routine. For those that are critically ill they can even receive 5 tif
sibusiso per month. Instead of giving them K5, 000 as outlined in the policy we
giving them K2, 000 so that the other mpmmes to the nutrition package. The thing
most HCWs would use the money for some other needs apart from their nutritional
as patients. We have a number of structures like we have a coordinator for social W
In our social welfare each membeontributes K100 per month. It is this money which
use to see a fellow HCW in case of sickness and or death. There is also a support
the and we have an orchard which will help us to compliment the nutrition packag
we have.

In depth interview with a key informant in Zomba.
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5.11 Health care worker reported sexual behaviour
The survey also asked about HCW sexual behaviour if they were willing to discuss with

the interviewer. Most respondents 98 % (N=385) agreed to answer the section on sexual
behaviour. For those who refused 2%, their reasons for refusal included their perception
that they were not at risk to contract HIV from sexual exposure either because they were
widowed and had no sexual partner or because they had taken the vow of celibacy. For
those who consented, they were asked about their sexual experiences within the past 12
months. Where the respondent is sexually active, he or she was asked a number of

questions that included for example the number of partners as well as on condom use.

A higher proportion of respondents 68 % (N= 384) agreed that health care workers do
engage in risky sexual behaviour. Qualitative data agreed with these findings where
respondents indicated that a health care worker apart from being at risk of occupational
exposure to HIV, they were also at a high risk of contracting HIV through sexual contact.
In depth interviews with key informants from respective study sites indicated that health
care workers often engaged in sexual relationships amongst themselves as well as with the
community members that surround them. Most key informants agreed that this was
common amongst male clinicians, because of their access to private rooms, they tended to
engage in sexual activities with female patients within the consultation rooms. Most
respondents pointed that although health care workers do not have money to splash on sex,
women from the community were not after money per se but to have access to some
favours such as quick medical help when they or their relatives are sick or just to be
recognised and be given higher social status because they are in a relationship with a health
care worker. See the quotes below:

Health care workers engage in extra makirelationships with the general communi|ty.

Most community members especially women would like to be treated with favou
they come to the health facility. In addition, the community perceives a HCW
economically stable regardless of cadre.

In depth interview with a male HSA in Balaka

r when

to be
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Apart from health care worker engaging in sexual relationships with the community
members, data showed that a few health workers also engage in sexual relationships
amongst themselves. Results from the survey showed that 55 % agreed that HCWs do have
sex with fellow HCWs in exchange for favours. Results further showed that 4.2% (n=312)
of the respondents had ever received favours (in terms of money, promotion etc) in
exchange of sex whereby nine (9) were male and four (4) were female. In addition, 1%
(N=308) had ever given favours to other HCWs in exchange of sex in the past 12 months.
The lower and non trained cadres were more likely to either receive and or give out favours
in exchange for sex compared to other trained cadres. Of those who indicated to have
received favours in exchange of sex most of them 69% (n=13) were HSAs and 31% were
patient attendants. On the other hand, only 1% (n=305) reported to have ever given out
favours in exchange of sex, all of which were men. Of those who had given favours in

exchange of sex, 33% (n=3) was a patient attendant while as 67% were HSAs.

Qualitative results showed some senior cadres in authority tend to abuse their power by
coercing female workers to have sex with them in exchange of promotions or opportunities
to attend workshops. It was also reported that it is not only HCWs as defined in this study
who are at risk of sexual exposure but also other support staff like ground labourers and

drivers. See the quotes below:

HCWs are contracting HIV through sexual contact by engaging themselves in
relationships within the hospitaBenior HSAs and HSAs because the latter wants t
favoured to go to a wkshop. Drivers and patient attendants, the latter trying
compensate their low salaries.
In depth interview with a male HSA at Mbera health centre in Balaka

OFor one to go t o aouhave th baeoagrualarelationgmip with
the person in charge 6

In depth with a female HSA at health centre in Mulanje.
HCWs are in the fore front in terms pfactice ofrisky sexual behaviour. Bh happens
(sexual relationships amongst HCWSs) even within their private rooms especially duri
nightduties 6 Ant huwa dtlkesetpeople areijust &6 careless)

In depth interview with a key informant in Zomba

sexual
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However some respondents reported that it is the nature of the HCWs job that puts them in
such tempting situations. Most respondents noted that male clinicians are at a high of
engaging in risky of sexual behaviour within their work place not only because they have
access to a private room that they use for patient examinations but also because they do

some examinations on women which put them to temptation. See the quotes below:

Clinicians (male) are also likely to contact HIV through sex because they have a p
room where they conduct vigorous examinations at women. Hence succumk
temptations while on duty.

In depth interview with an HSA in Balaka

Some women come to the hospital not becauseatieegick but just to seduce the HC
especially clinicians as they are the ones who diagnose clients in a private Yau
sometimes look at a patient and see what she is doing and you wonder if she is rea
So if such women meet a clinician whoat strong then the HCW can contract the vi
on duty easily

In depth interview with an HSA in Mulanje.

rivate
ing to

w
n
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In some health facilities, respondents indicated that other health care workers do engage in
sexual relationships so as to have access to some benefits such as farming land and free
accommodation. (The ministry of Health had just deployed HSAs to various health
facilities during the time of the study. This meant that for example if an HSA is posted she
or he would need to find accommodation within or close to his or her catchment area as
such finding a sexual partner in the area helped in getting free accommodation.) For

example see the quote below

Some HCW do engage in extra marital relationships example HSAs because they (
not want to spend on house rent anth&we access tiand to cultivate.
In depth interview with an HSA in Balaka

58

jo



Most respondents, 74 % (n=376) reported to have been sexually active in the past 12
months. 73.9% reported to have had a single partner in the last 12 months, while 6.1% had
had two sexual partners, only seven (7) respondents had reported three or more partners.
18.1% of the respondents reported that they had been celibate. Of those who indicated that
they had more than one sexual partner in the last 12 months more men 70% (n=30)

indicated that they had more than one sexual partner in the last 12 months.

All the study participants who had reported to be sexually active were asked about their
last sexual encounter. The majority 75.2% (n=319) indicated that their last sexual partner
was their spouse, while 13.5% was with a girlfriend/boyfriend, 9.7% was with a
fiancé/fiancée. Very few respondents reported causal acquaintance (1.3%) and a sex
worker (0.3%).

Only 269 respondents of those who reported were sexually active were able to provide
information on whether they had used a condom in their last sexual encounter or not.
34.9% reported that they had used condoms during their last sexual encounter. More
females 56% than males 44% reported that they had used a condom during their last sexual
encounter. Of those who did not use condoms (n=175) 86.9% reported not using condoms
because their last sexual encounter was with their spouses, 16% were with their
girlfriends/girlfriends while 4% was with their fiancée/fiancé. Of those who said condoms
were available for HCWs only 40% (n=312) reported that they had used condom(s) during
their last sexual encounter. The frequent cited reasons for not using a condom during their
last sexual encounter ranged from not feeling at risk of contracting HIV from partner;
wanting to conceive; regular partner and partner or respondent does not enjoy sex using a
condom. It should be noted that 49 respondents reported using a condom with their spouses

during their last sexual encounter.
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Table 19: Partner during last sexual encounter and use of condom

Sexual Partner Use of condom
Yes No
Spouse 52.1% (49) 86.9% (152)
Girlfriend/Boyfriend  [22.3% (21) 9.1% (16)
Fiance /Fiancée 22.3% (21) 4% (7)
Casual acquaintances [3.2% (3)
Total 100% (94) 100% (175)

When asked what can be the most effective HIV prevention method among HCWs
respondents mainly reported abstinence as the most effective prevention method among
HCWs despite most of them being married or engaged in sexual activity as illustrated in
table 20 below.

Table 20: Perceived effective prevention method among HCWs

Prevention method Frequency Percentagg

1. Abstinence 148 38.9%

2. Being faithful to one partner 130 34.2%

3. Preventing occupational exposure among HCW 53 14%

4. Consistence and proper use of condoms 49 129 %
Total 380 100

Both qualitative and quantitative data shows that most HCWs were married during the time
of the study. Most respondents from the qualitative interviews indicated that abstinence is
not considered effective especially for those who were married. In addition, some
respondents indicated that condom use in marriage is difficult as it shows that you do not
trust your partner. Most respondents argued that for those HCW who are not yet married it
is better for them to abstain until they are married and for those who are married it is better
they remain faithful to their spouses.
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5.13 Availability of condoms for HCW in workplace
Most respondents 80% (N = 391) indicated that condoms are available free of charge at

their place of work. Qualitative data shows that the condoms are not particularly targeted
for the HCW but for the patients but HCW could also take them if needed. However, in
some remote health centres it was reported that they sometimes run out of condoms. See

quote below

It is now almos# months since we had condoms at theslity.

In depth interview with a key informant interview at a health facility in Mulanje

Quantitative data shows that most HCWs felt that condoms were placed in strategic places
where they could be easily collected. However, qualitative data and observations showed
that in most facilities, condoms were usually placed at the pharmacy or at the family
planning unit and usually aimed for the patients and clients as such it was usually hard for
a HCW to go to the person in charge at the pharmacy or family planning unit now and
again to collect condoms. For those who indicated that they had problems to collect
condoms at their work place they reported that they resort to buying or not using condoms
at all. In an in depth interview with a key informant in Mulanje, she indicated that they do
not place condoms in strategic places but she appreciated the idea of placing condoms in
strategic places and indicated that she will see to it that this is introduced at her facility. In
some facilities, it was reported that HCWsdo not have secured toilets where they can place
condoms as anyone from the community can easily access the toilets and take home the
condoms meant for health care workers. 62% (n= 391) agreed that senior management
have shown leadership in promoting safe sex among HCWs. Qualitative data showed that
in some health facilities senior management during meetings they talk about the need for
HCWs to prevent HIV and encourage them to practice safe sex as expressed in the

following quote:

They try to remind us on the importance of using condoms to prevent HIV. Itis us w
to be negligentattimés amati uza kungoti 1 feyo pen
CIN with an HSA in Balaka

ho tend
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5.14 Health Care Worker Abuse of Addictive Drugs
Quantitative data show that most respondents 80% (n=371) indicated that health care

workers do not abuse addictive drugs. On the other hand 9% agreed while as 11% reported
that they do not know if health care workers abuse addictive drugs. Of those that agreed
that HCWs tend to abuse addictive drugs, 66.7% indicated that clinical officers and
medical officers are more likely to abuse addictive drugs than any other cadre. Some
respondents, 46% mentioned that most HCWs abuse Pethidine. The reasons for abuse of
drugs ranged from general addiction to need to remain active while on duty. Only 1
respondent disclosed to have ever abused addictive drugs where the main reason for abuse
was just for pleasure — addiction. Most respondents reported that there is need to
strengthen security measures on access to addictive drugs where only few qualified

personnel are allowed to access addictive drugs.

However qualitative data show that most health care workers tend to abuse addictive drugs.
It was noted that male clinical officers are most likely to abuse addictive drugs mainly
because most clinical officers have easy access to such drugs. See the quotes below:

There are so many HCWs who abuse addictirugs, more especially clinicians with t
aim of being actie and just for pleasure, others want to be excited especially wher
are drunk and others they want forget problems. A common drug used is Re#mndi
Valium. These drugs are common hesmthey are often used in different departments
accessibility is easy.

In depth interview with a clinical officer in Balaka

Drug abuse is not an issue among the lower caduesike the trained cadres). It is
difficult for the lower cadres to access the drugs.

he
they

>

and

In depth interview with a key informant from Zomba.

Some respondents observed that it usually the heavy work load that influences some
HCWs to abuse addictive drugs either to remain active or to rest. See the quote below:

This habit is ery common mong HCWSs especially clinical officers. éjhare mostly
influenced by the tiresome work they do in the theatre and ICU. Some, ut isf
frustration on personal problems.

In depth interview with a key informant in Balaka.
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5.15 Other Observations From Different Study Sites n General

Giving false information

Some respondents could say they always put on closed shoes when required to while they

were putting on open shoes during the interview.

Some respondents tended to give false information. For example in both qualitative and
quantitative samples, 14 respondents were identified to have given false information during
the survey. Most tended to cheat on questions on knowledge of fellow HCW status, sexual

behaviour and drug abuse.

General cleanliness

Four health facilities namely; Chonde health centre in Mulanje, Kwitanda and Mbera

health centres in Balaka and Mulanje district hospital were generally untidy during the

time of the study. For instanceatChonde, the patients’ waiting
ventilation where cholera containers and other materials are stored, while at Kwitanda and

Mbera health centres pati ent s’ wridy.t The rotger hbalhyfagilities @varee

generally clean during the time of the study.

Placing of condoms in toilets
Most health facilities had no condoms in strategic places such as in toilets. However,

condoms were observed placed in toilets at St Luke hospital in Zomba.

Refusing to respond to some questions (questionnaire)
- Some of the Health workers were not very open in responding to some of the

sections especially on their sexual behaviour.
- AtStL u k e’ s ihZomsbp, oné respondent refused to be interviewed because

she misunderstood the objectives of the study she sighted her marital status (that

she is not married) as the reason for not participating in the study.
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- A nurse in Zomba almost refused to address questions on the sexual behavior
section because she felt the researcher aged 31 was young to discuss such matters
with her.

Lack of infrastructure and equipment

- A number of health facilities had no proper designated places to dispose hospital
waste for example, at Chonde health centre in Mulanje. In addition, some facilities
had no equipment or faulty equipment i.e. at Chenda Usiku in Balaka health centre
had no steriliser during the time of the study.

Respondents
- Most HSAs that were interviewed were newly recruited and had little knowledge
on most of the topics in the study tools i.e. PEP and practicing of infection
prevention. They had not been trained before their being sent to work in different

health facilities.

6.0 DISCUSSION AND CONCLUSIONS

The study clearly demonstrated that most health workers had good knowledge about HTC
and ART. However, most respondents from the lower cadres especially in remote health
facilities showed poor knowledge about PEP. Those who demonstrated some knowledge
on PEP were trained cadres including doctors, clinical officers, nurses and medical
assistants. These study findings concur with previous studies on HCW access to PEP in
Malawi (Bongololo 2007; Van Oosterhout 2007). Most patient/ward attendants and HSAS
who demonstrated some knowledge on PEP were those who work in the ART clinic. This
is to contrary to most HSAs who spend most of their time away from the hospital. This
means that HSAs miss the opportunity to attend most of the briefings and other fora which
discuss issues about PEP among others at the health facilities. In addition, during the study,
the government of Malawi through the MoH had just employed and deployed HSAs to
different health facilities in the country without proper training. It was most of these newly
recruited HSAs that displayed ignorance about PEP as well as on infection prevention.

Although it is necessary to increase the health work force, it is equally vital to train them
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so that they can not only protect themselves from occupational exposures but also protect

their clients and or patients from contracting HIV and other infections.

Results from the study, both qualitative and quantitative, clearly show that most health
facilities do not have PEP and PEP was new to most respondents within the South Eastern
Zone. PEP was available only in hospitals whereby health care workers from health
centres have to travel long distance to access PEP. In most cases these HCWs are expected
to use their own means of transport to access PEP. The care of carer policy in section 9
subsection 9.4 (ix) clearly stipulates that a HCW has a right to access PEP and other
prophylaxis and ART for occupational exposure and infection respectively. It is the duty of
government and its development partners to make this right a reality. On the other hand
this calls for the need for HCWs to know their rights and demand their rights accordingly.

Data shows that the work environment for most health care workers is usually stressful
exacerbated by heavy work load partly due to the HIV epidemic and lack of protective
materials. Current data shows that 70% of all medical admissions in health facilities are
related to HIV and AIDS placing health care workers at a greater risk of occupational
exposure to HIV and other infectious diseases (MoH 2005). Although the care of care
policy clearly provides for the availability of protective materials to minimise the risk of
work based transmission of HIV and other infectious diseases, the situation in most health
facilities within the South Eastern Zone are far from realising this. Most HCWs feel they
are vulnerable to occupational exposure to HIV and some HCWs openly articulated their
fears. This is in line with other studies within Malawi which demonstrated that HCWs fear
occupational exposure (CRHCS/USAID/AFR/SARA, 2004).

Research results demonstrate that HCWs do not practice all universal precaution
guidelines. Although working under pressure with heavy workloads, health workers need
to be sensitised on the need not to be selective in practicing the guidelines by neglecting
some guidelines when dealing with some patients whom they suspect to be HIV free. Lack
of consistent use of universal precautions related to inadequate administrative support and

heavy work load have also been identified in high resource countries in the United States

65



and Europe (Beekman and Henderson 2005; Mccaughey 2006). Health care workers need
to be reminded that following of precautions are for the protection of both themselves as
well as the patients as cross-infection of some diseases may be facilitated where
precautions are not adhered to. Inadequate supply of materials for implementing universal
precautions was another challenge faced by health workers. Lack of materials have
elsewhere been associated with poor treatment or inadequate service provided to patients
(Lindelow and Sernnels., 2006). In order to ensure effective infection prevention
programmes, health workers require constant supply of necessary materials to protect

themselves from new risks as well as their clients.

In addition some respondents indicated that they feel constrained to use protective
materials on their friends and or relatives for fear that they will be perceived as
discriminating them. This clearly shows that most patients do not know their rights that
they are supposed to make sure that a health care worker is using protective materials
whenever required before handling them. In addition, it is pointer towards knowledge gaps
among most HCWs who are supposed to use protective materials before handling any
patient regardless of the relationship between them. This agrees with other studies in
Malawi (Bongololo 2007; Talashek 2007) where data showed that HCWs tend to be
selective in practising infection prevention where respondents reported that they observe
the guidelines when handling patients they deemed as HIV positive. Both practices of
choosing where to practice infection prevention based on relationship or perceive HIV
infection not only puts the HCW at risk of occupational exposure but also the patient is at

risk of contracting other infections from the HCW.

Furthermore, some respondents reported that they do not feel human to leave patients
waitingwhi | e they go to ‘borrow’ or | ook

demonstrates the challenges HCWs face to balance professionalism and being humane. In
order to ensure effective infection prevention programmes, health workers require constant
supply of necessary materials to protect themselves from new risks as well as their clients.
It is important to provide enough protective materials for HCWs to uphold ethics in their

delivery of duties.

66

or



There were knowledge gaps in practice of Universal precaution guidelines where some
respondents especially among lower cadres did not know some practices. This should serve
as wake up call to the MoH and its development partners as they plan towards shift tasking
to lower cadres. This then means that there is need to compliment the programme with
regular supply of protective materials and comprehensive training on the practice of

universal precautions.

The presence of some lower cadres doing technical procedures points to the health care
worker crisis in Malawi as well as an opportunity to offer training to some HCWs from
lower cadres who can go to school to upgrade their knowledge and skills. Low cadre health
workers need to have more information on the importance and practice of infection
prevention procedures, and the extent to which these are incorporated into their training
needs to be reviewed. This can offer the Ministry of Health an opportunity to improve the
quality of service delivery. Data shows that shortage of HCWs is one of the major

challenges to scale up ART as well as to deliver essential health package in Malawi.

A number of HCWs indicated that they reported occupational exposures however, the
presence of fear after experiencing occupational exposure due to number of reasons
ranging from system related to individual related clearly shows that most HCWs do not
access PEP after occupational exposure. Some respondents indicated that they do not
report occupational exposures due to fear of authorities who might regard them as careless.
This finding concur with findings from study on HCW access to HIV/Tuberculosis (TB)
services in Africa which shows that 12% reported being told off for being careless when
they went to report an occupational exposure (WHO [Treat Train Retain] 2008). A
comparatively small percentage accessed PEP after occupational exposure. These findings
are similar to the studies done in Malawi (van Oosterhout 2007; Bongololo 2007) where
most respondents did not access PEP after occupational exposure because they were afraid

of an HIV positive test or that they did not know PEP.
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Quantitative data shows that most respondents over 80% had gone for HTC during the time
of the study. However, qualitative data shows that most respondents had not gone for HTC.
Choice of methods can partly explain the difference in results. In the in depth interviews,
the researcher is more likely to develop more rapport with a respondent where a respondent
can describe his or her own experiences and opinions in his or her own words unlike in a
survey where most questions are closed with few open ended questions. It is also possible
that respondents in the survey gave expected responses. However, it is encouraging noting
that most health workers in the quantitative phase indicated having accessed HTC. The
study findings concur with the WHO report (2007) where over 70% of respondents from
Malawi reported that they accessed HTC. This is in sharp contrast with other studies which
showed that health workers were reluctant to take up counselling and counselling. For
instance, studies in Rwanda and Zambia show that most health workers were not taking up
counselling and testing for HIV (Rahlenbeck 2004, Kiragu et al 2007). This then calls for
the need to increase the entry points to HTC that health workers use in Malawi.
Formalising already prevalent practices such as self testing may provide an opportunity to
promote HCW uptake of HTC. However, self testing disregards the aspect of counselling.
Lack of counselling can lead to post-testing stress, anxiety and depression in turn affecting
the psychological well being of the health workers concerned. There is need to establish
stress relief centres where all HCWs can go regardless of their HIV status so as to reduce
not only the possible negative effects of lack of counselling but also stigma and

discrimination.

Quantitative data shows that lack of confidentiality and fear of an HIV positive result were
some of the main challenges HCWs face to access HTC. For those who indicated that they
had never accessed HTC feeling healthy and not ready were some of the frequently
mentioned reasons for not accessing HTC. While HSAs are providing HTC services to the
general population, qualitative data has shown that HSAs tend not to be suitable to provide
HTC trained HCWs. Some respondents indicated that some HSAs tend to refuse to offer
HTC to trained cadres. In the qualitative research, most health workers reported that they
were not comfortable to access HTC from an HSA for example. These findings are similar

to a study on HCW access to HIV treatment care and support services in Malawi where
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most respondents indicated that they would prefer to be tested by either someone from a
higher cadre or someone from their cadre (Bongololo 2007). The issue of power relations
influence both provision and access to HTC. With the scarcity of human resources for
health in Malawi, there is need to cultivate self esteem and confidentiality among the HTC
providers most of whom are lower cadres so that they can provide services to anyone

regardless of cadre.

ART provision in most ART sites was through facility services with or without adaptations
to maintain privacy and confidentiality for HCWSs. This was the commonly mentioned
mode of ART access by most HCWs on ART. Designing of informal ways to collect ART
drugs show that HCWs need privacy and confidentiality. However, HCWs who reported
that they access ART from distant sites complained that they walk long distances and
queue just like any other ART client. In addition, they lose almost a whole day to collect
drugs. The Malawi government recognises HCWs as essential human resources in key
front-line services in need of special ART services. Although ART decentralisation is
gaining pace there is need to continue to decentralise ART to remote areas and consider
training medical assistants in ART as most health facilities are headed by medical
assistants. With the acute shortages of HCW in the MoH there is need to improve and
formalise the existing ways through which HCWs use to collect ARV drugs. There is need
to provide special services for all HCWs who access ART from sites away from their work

places so that there is no time wasted to access ART.

The study has also shown that there is fear amongst health workers of their supervisors
reaction to them having an occupational exposure. In addition most HCWs fear of HIV
stigma and discrimination after testing HIV positive might be a result of the lack of
openness and support amongst health care workers. In a workplace, it is important when
one knows that they are respected and would be supported if they were in need of such

support.

Both health workers and administrators agreed that HCWs are at a high risk of contracting

HIV through their personal sexual behaviour. Data from else where show that prevalence
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rates among health care workers are not different from the general population (Shisana
2002). There are a number of factors influencing health care worker risky sexual
behaviour. Some health care workers reported to have received favours in exchange of sex.
Some respondents indicated that some health care workers engage in sexual relationships
to access some services such as accommodation and land for cultivation. This study was
done during a time when the Ministry of Health had deployed HSAs to different health
facilities in the country. There is need to support our HCWSs with enough financial
resources to support them. However, although there was a general understanding that
HCWs do not have much money some respondents indicated that some HCWs get a lot of
money from the many workshops that they attend. These findings agree with Talashek
2007 where data shows that HCWSs engage in risky sexual behaviour partly because they

have money they can spend on women.

Key informant interviews revealed that some HCWs use the hospital premises especially
during night duties for their risk sexual behaviours. Most respondents reported that some
HCWs tend to abuse their positions to have sex either with fellow HCWs or the general
community members. This also agrees to a number of studies done on HCWs in Malawi
(Talashek 2007). Furthermore, some respondents indicated that females from lower cadres
are forced to exchange sex for them to attend workshops. This means that for those female
HCWs who refuse to engage in a sexual relationship with the person in authority are

denied an opportunity to go for training.

Furthermore, data shows that some community members often assume that HCWs have
money. Most respondents indicated that some ladies get attracted to HCWSs not because of
money but because they want to have easy access to health care at the health facility. These
findings have been documented else where in Malawi (Talashek 2007). This clearly
illustrates the challenges most women in Malawi face to access free health care in most
public health facilities in Malawi. There is need to empower rural communities with
meaningful income generating activities as well as regular and tailor made information on

HIV and AIDS as well as on their rights on health and health care.
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Although most respondents including key informants indicated addictive drug abuse is not
a major problem among health care workers it cannot be denied that the problem is there.
There are a number of reasons that drive HCW to abuse addictive drugs. There is need to
support addictive drug addicts as well as supporting health care workers who are addicted
to alcohol and other substances so that they can stop abusing addictive drugs. Monitoring

use of addictive drugs in all health facilities can help to stop abuse of drugs.

In conclusion, health care workers within the South Eastern Zone are accessing HIV and
AIDS in particular HTC and ART services. However, they are facing challenges to access
post exposure prophylaxis. Access to HIV and AIDS service in most health facilities takes
place within an environment of fear, stigma and lack of confidentiality. It is most likely
that most HCWs fail to access HIV and AIDS treatment care and support services for fear
that their confidentiality will be compromised in the course of their accessing the services.
In Malawi we have the care of carer policy as a guide to provision of services to HCWs.
The government alone cannot manage to implement the policy. There is need for
stakeholders working in the field of health to translate the policy into practice. Malawi
cannot afford to loose any HCW, this is the only weapon we have for assisting those that

are infected and require skilled care and support (MoH 2005).

7.0 RECOMMENDATIONS

The following paragraphs present recommendations disaggregated by theme.
A. HIV Counselling and Testing

1. Need to compliment the MOH and other service providers to train more health
workers of higher cadres in HTC to provide services to fellow workers who might
not be comfortable to access HTC provided by HSAs or counsellors.

2. Need to explore the possibility of enhancing self testing; paying special attention on
how self testing could be implemented to ensure that HCWs are accessing care and

support services such as post test counselling and ART after self testing.
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3. Need to explore the possibility of health care workers accessing HTC in their own
HCWs clinics (otherwise known as ‘staff clinics’) instead of them going to the
VCT clinics.

B. HCW access to antiretroviral therapy (ART)
1. Explore the possibility of providing special HIV and AIDS services for HCWs.
These services can be incorporated in already existing health care workers clinics

commonly known’ adlowsvarff ftheéensaoascess

would largely dependon heal t h wor ker s
it will be the same health workers providing the HIVV/AIDS services. There is need
to strengthen medical confidentiality among all HCWs regardless of cadre.

2. Need to explore the possibility of HCWs to jump the queue in ART facilities
regardless of whether the HCW works there or not. However this calls for the need
for confidentiality as well especially where some HCWs go to a distant ART
facility to keep their HIV status confidential and may not want to disclose their

identity as a health care worker.

C. HCW access to PEP

1. Need to collaborate with the MoH to decentralise the provision of PEP drugs so
that HCWs do not have travel long distances to access PEP. PEP should be
available in all facilities as it is a right for HCWs.

2. HCWs training on PEP should be on going so that newly recruited HCWs are
updated on PEP. This can also act as a refresher and an update for other cadres.
Training should emphasise on the timely reporting and management as well as the
effectiveness of PEP.

D. Infection prevention

1. Need to compli ment gover nment
for HCWs in all health facilities. Special focus on availability of gloves, soap,

safety boxes and water.
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Need to provide support to infection prevention supervision team not only at
district level but also at facility level to have regular supervisory visits to encourage
HCWs to practise universal guidelines to infection prevention.

Need to support and partner with training institutions to provide regular and
comprehensive trainings to all health care workers not only on the practice of
universal precautions but also on other diseases of importance in the health
profession. These trainings should be supported by supervision on regular basis to
encourage and support health workers.

Need to help health facilities establish and or strengthen reporting structures where
HCWs can report their occupational injuries without fear of being regarded as
incompetent. In addition there is need for capacity building in leadership skills for
people in charge of health facilities.

Need to help establish and collaborate with infection prevention teams in all health
facilities to offer regular education talks on different issues affecting HCWs in the
delivery of health services.

The new crop of HSAs recently deployed to work in different health facilities,
demonstrated poor knowledge on issues particularly on infection prevention and
therefore need to be targeted with interventions to both protect them and the
clients/patients that they interact with.

Need to partner with the MoH and other partners to develop comprehensive
programmes to protect health care workers from other occupational infections not

only HIV but also other diseases such as tuberculosis and hepatitis.

Working with other stakeholders working towards raising community awareness on
HIV and AIDS so that HCWs do not take advantage of them - exchanging sex for

better or faster services.

. Implementation of the Care of carer policy
Need to support the MoH efforts to roll out the implementation and monitoring of
the care of carer policy in all health facilities. In addition, it is important for health

workers to know and understand the Care of carer policy so that they are aware of
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their entitlements and therefore they will be able to make demands as well as carry
out their duties towards implementation of the policy.

Need to support existing support groups and or help establish support groups
among health care workers. These support groups can act as platforms where
HCWs can build and promote trust amongst each other.

Need to partner with other organisations such as the Nurses Association of Malawi
working to promote the welfare of health workers in Malawi across all spheres of
life. For example, mapping out what the association is doing in as far as
implementing the care of carer policy is concerned. In addition, there is need to
review and adapt the tools they are using.

Need to support government in its efforts to support health workers living with
HIV. Most health workers on ART expressed concern that their salaries are not
enough for them to maintain a healthy diet and meet other day to day needs such as
nutrition to support ART. There is need to support the government in scaling up the
implementation of the care of carer policy.

Need to partner with NGOs, for example, Banja la Mtsogolo, working on
prevention of HIV and AIDS to promote safe sex among HCWs.

It is important to ensure provision of condoms in ways that health workers can
easily access.

Workshops or team building activities that would help in promoting trust and
confidentiality amongst health workers in their particular health facilities

Need to partner with religious bodies and other organisations to provide spiritual
and psychosocial care and support for health care workers who test HIV positive or
any HCW in need of such services.

Need to train hospital administrators and in charges of health facilities for the
proper implementation of the care of carer policy. Most key informants from

remote areas displayed lack of knowledge on the policy.

. Sexual Behaviour
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1. HCWs also need to be targeted with interventions for sexual behaviour change;
these could include increasing access and proper use condoms and also promoting

abstinence amongst those not married and faithfulness amongst married couples

2. Communities and patients need to be empowered so that they are not taken
advantage by the health workers and health workers who engage in such behavior

need to be punished.

3. HCWs should also be empowered so that they are able to report cases where their

seniors or fellow health workers want to exchange sex for other favours.

G. Human resource!

1. Need to compl i ment government’'s efforts
staff in all health facilities

2. Need to partner with other service providers to provide basic amenities such as
electricity, water and road networks especially in remote areas to attract HCWSs to
work in remote areas. This can help reduce the heavy work load of the HCWs in
remote areas apart from improving the quality of health services for people living
in rural areas.

3. Need to compliment government and CHAM efforts in training more health care
workers by sponsoring some students at different levels in their career as health
care workers to address issues of HCW crisis and heavy workloads. The work that
HSAs are doing needs to be commended and therefore it might be important in
extending the training that the HSAs undergo so that it is a bit more comprehensive
and equips them for the extra activities they perform that are not under their job
descriptions. It is also important to provide more training to HSAs as they are the

staff readily available right now as it takes longer to train the other trained cadres.

! In some areas for example, in Mulanije there are few institutional houses. Even houses for rent were not
available- this then means that if some HCW is posted to Mulanje he / she can not go there due to lack of
accommodation. This in a way contributes to heavy work load to those available at the health facility. In a
way providing decent accommodation can also contribute to improving the quality of care in some remote
areas. For example, in Balaka there is a certain health centre which is being run by HSAs. In Mulanje there
is a health centre which has a maternity wing which is not functioning due to lack of a nurse to man the
maternity wing.
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E. Health care worker abuse of addictive drugs
1. Need to make sure that all addictive and dangerous drugs are kept under
lockable cabinets with access only to senior personnel at the health facility.
2. Need to remind health care workers on the dangers of abusing addictive drugs.
3. Need for a systematic monitoring on the use of addictive drugs in all health

facilities.
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APPENDICES
Appendix 1: In Depth Interview - Guide For Health Care Workers

1. IDEAS ABOUT HIV TRANSMISSION

These next questions concern your ideas about Hila#hsmission and practice of
infection prevention.

1. What are the most common modes of transmission of HIV among health care workers?

2. Amongst HCWs who is more likely to get HIV through occupational exposure, and
why?

3. Do you think that it is difficult for HCW to protect themselves from contracting HIV on
duty - Why?

4. Are you afraid of getting accidental injuries while at work and why?

5. Do you feel that because of your work you are at a special risk of getting HIV whilst on
duty?

6. Do you know the guidelines stipulated in the universal precautions (infection
prevention)?

7. Do you implement these universal guidelines / precautions? Any challenges? What
are they? Recommendations?

8. Do HCWs engage in extra marital relationships —among HCWs

a) Within their work environment? Which cadres especially? What are the driving forces?
What can be done to stop this?

b) Outside their work environment? Which cadres especially? What are the driving forces?
What can be done to stop this?

Recommendations
9. What can be done to improve/ protect HCW from occupational injuries?

2. POST EXPOSURE PROPHYLAXIS

The following quesbns are on your opinions, knowledge, understanding and
experiences on PEP

1. Do HCWs experience occupational exposures?

2. Do health care workers report occupational injuries?

3 Do you have reporting structures for occupational injuries? What structures are there
where HCW can report injuries?

4. What happens to HCW who experience injuries at work? Any compensation for HCWs?
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5. Have you ever experienced an injury while performing your duties in the past 12
months?
1 What was the type of the injury?
1 What were the circumstances of the injury- what happened next? Explore if the
HCW accessed PEP? (Explore the whole story from experiencing an exposure to
accessing PEP) Did he face any challenges? What were they?

6. Are there measures in this place to protect health care workers after they have an
occupational exposure?

7. What problems do health care workers face when they want to access PEP?

8. If the site does not have PEP- Where do they access it? Distance, name etc

8. What recommendations can you put forward to improve HCW access to PEP?

3. GENERAL QUESTIONS ON HIV/AIDS COUNSELLING AND TESTING (HCT)

The following questions are about your opinions and or experiences on HIV counselling
and tesing.

1 What are the main reasons why HCWs go for HIV testing?

2 Do you think for HCW it is easier or more difficult to go for HTC than it is for other
people? Why?

3. Are there any challenges that HCW face to access HTC?

4. Do HCW prefer self HIV testing? Why?

5. Have you ever gone for HTC?

6. If given a choice which cadre would you prefer to counsel and test you? Why?

7. Are there HCW whom you know who disclose their HIV status?
1 How do they disclose their status?
91 Do they face any problems because of their status?

8. Would feel ashamed if you were infected with HIV
9. Recommendations to improve HCW access to HTC
4. PERSONAL EXPERIENCE WITH HTC

(For those who have indicated they have ever gone for CT in section above)
I would like to ask youabout your experiences concerning HIV testing and counselling
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1 What motivated you to seek an HIV test?

2. How many times have you accessed CT?

3. What facilitated choice of testing site?

4. Can you briefly tell me the history of your testing — how you decided to go for testing
etc

5. Did you discuss your experience with someone, before or after you were tested?

6. Did you face any challenges in accessing HIV counselling and testing?
What were the challenges?

5. GENERAL QUESTIONS ON ART
| would like to ask you questions concerning your knowledge on ARV drugs.

1. What do you understand about ART?
a) Treatment or cure
2. Do you know any health care workers taking these drugs?
3 What are the barriers in general that health workers face when they want to access
ART? What are the challenges?

Recommendations
4. What do you think could be done for more health workers to access ART?
(Possible interventions/activities to encourage health workers to access ART)

If participant has disclosed HIVWpositive status under the previous sections, then it
would be possible to explore his/her individual experience

Since you have mentioned that you are HIV pogéj | am going to ask you some
guestions about treatment.

1 Are you eligible for ART?

2 where do you go to access ART?

3 What were the reasons that made you to access ART?

4 Are there particular problems that you face in accessing ART —what are they?

If the respondent has not yet started ART but has disclosed an HIV positive status

5 Why have you not started taking ART?
6 Do you have plans of starting ART in the near future?

DRUG AND SUBSTANCE ABUSE

Do HCWs abuse addictive drugs at this facility? Why?
What are the common drugs used? Which cadres usually abuse drugs?
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Recommendations?

Appendix 2: Interview Guides for Key Informants

A. HIV transmission and prevention at the work place

=

Do you have infection prevention (IP) procedures at this health facility?

What kinds of IP trainings do you do here? Any challenges? Recommendations?
3. How would you assess health care worker risk behaviour at this place? Focussing
on

N

A Number of partners

A Use of condoms —do you have condoms in strategic places ie
toilets?

A Extra marital sexual relationships at the work place

* What can be the driving force(s) for the situation above- each separately?
4. How best can HCWs be protected from contracting HIV:

1. within their work place
2. Out side their work environment

5. Health care worker abuse of addictive drugs
Do HCWs abuse addictive drugs at this facility?
1. Reasons for abuse
2. Which cadres
3. Which drugs
Recommendations to HCWs drug abuse?

6. What is the level of HCW access and utilisation of the following HIV services:
1. HTC; self testing;
2. PEP; availability; reporting structures for injuries; training
3. ART; HCW special services; any strategies devised?

If the site does not have PEP where do HCWs access PEP? Distance? Name of facility?
Etc

Any challenges in general? Recommendations?

B. Level of implementation of care and support policies at the district and health
centre level

1. Care of carer policy
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i. Implementation of the policy
ii. Structures in place including activities
iii. Challenges and recommendations

2. Infection prevention
I. Implementation of the guidelines
ii. Challenges and recommendations

3. Human resource structures
I. Staffing levels

ii. Major contributing factors to the situation at both district and health facility levels

**Apart from the above policies, are there other policies developed to respond to
encourage aspects of health sector work that inhibits the spread of HIVV/ minimise the
spread of HIV

What are the challenges to implementing the policies?

iii. Do you have a monitoring and evaluation framework for HIV/AIDS among HCWs?
What are the indicators?

C. Impact of HIV and AIDS on HCWs
I. How do you assess the impact of HIV and AIDS on HCWs?
- Absenteeism
- number of health care workers living with the virus
- number of health care workers on ART
ii. Do HCWs disclose their positive HIV status to the admin?
1 Motivations for disclosing
1 Assignment of light duties- HIV positive HCWs
9 On transfers- do you consider HCW HIV status and new
place of work- distance to nearest ART site, quality of
health services?
D. Mainstreaming of HIV in other health programmes.
i. Understanding of mainstreaming- definitions?

ii. To what extent is HIV and AIDS mainstreamed in other health programmes for health
care workers at this facility?

1 Challenges
1 Opportunities
1 Recommendations

ii. Impact of HIV/AIDS related illness on human resources for health? - How to address
this?
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iii. Impact of HCWs deaths on the system - HCW deaths; cost attached to a HCW death
etc.... 7?7 What can bmmmeddaion® t o address it/ reco

vi. What factors are facilitating HIVV/AIDS transmission within the work place? Outside
the work environment? - How to address this/ recommendations?
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Appendix 3: Questionnaire for Health Care Workers

Q1.1 Interviewer ID

Q1.2 Name of the health facility

Q1.3 District of the health facility

Q1.4 Date of the interview
Q 1.5 Type of health facility 1. CHAM

QL. 6 Level of health provision

Q1.7 Respondent ID

2. Public




2.0 SOCIO-DEMOGRAPHICS

2.1 | Respondent sex 1. Male 2. Female
2.2 | Age (Years on your last
birthday)
2.3 | Marital status 1. Never Married 4. Separated 5. Divorced
Kodi muli pa banja? 2. Married 3. Widowed
2.4 | What is your highest level of 1. Primary school 5. Diploma
education? 2. J.CE
3.M.S.CEE 6. University degree
Sukulu yanu munalekezera 4. College Certificate
pati?
2.5 | Cadre 1. Medical doctor 6. Dental Assistant 11. HSA
2. Clinical officer 7. Pharmacy Assistant 12. Other (Sp)
Kodi mumagwira ntchito 3. Nurse 8. Lab technician
ngati ndani? 4. Radiographer 9. Auxiliary nurse
5. Medical Assistant 10. Patient/Ward attendant
2.6 | Have you ever had training(s) 1=Yes 2=No
on the following regarding HIV Yes | No

and AIDS?
(Tick all that apply)

Munachitapo maphunziro

1. HIV counselling and Testing

2. Cotrimoxazole Preventive Therapy (CPT)

3. Opportunistic Infection (Ol) Management
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okhudzana ndi HIV /AIDS? || 4. Antiretroviral Therapy (ART)
5. Post Exposure Prophylaxis (PEP)
2.7 | What can you say about the Yes | No
impact of HIV on HCWs at this| 1. HIV has increased HCWs workload
facility? 2 .HIV has increased absenteeism due to HCWs own illness
3 .HIV has increased absenteeism due to attending to the sick or funerals
Kodi HIV/AIDS yadzetsa 4. HIV has increased HCW occupational risk to infections
mavuto anji pakati pa anthu | 5 H|V has contributed to HCWs death- HCW crisis
ogwira ntchito zaumoyo pa | 6. Other (Sp)
chipatala pano?
3.0
oC

CUPATIONAL EXPOSURE AND POST EXPOSURE PROPHYLAXIS
The following questions are on your opinions, knowledge, understanding and experiences on PEP, dooapatk exposure to
HIV and infection prevention.

3.1 Would you say that health workers are at risk of occupational 1. Yes 2.No (Goto3.3) 3. Notsure
exposure to HIV in their work place?

Kodi ogwira ntchito zaumoyo ali pa chiopsezo chotenga
kachilombo ka HIV pamene akugwira ntchito?

3.2 Among HCW which cadre is more likely to contract HIV 1. Nurses 4. HSA 7. Clinical Officers
through occupational exposure? 2. Radiographer 5. Surgeons 8. Patient/ward attendants
kodi ndi ogwira ntchito anji omwe angathe kutenga HIV 3. Labtech 6. None 9. Dentist
mosavuta kusiyana ndi anzawo pamene akugwira ntchito?

(Circle only one)
3.3 How do you see your occupational risk exposure to HIV in this | 1. Low 2. Moderate 3. High 4. None

facility?
Kodi chiopsezo chanu ndi chotani kuti mugatenge HIV
pamene mukugwira ntchito pa chipatala pano?
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3.4 Why do you think so in question 3.3 above?
Chifukwa chiyani mwatero? _
3.5 During your daily work, how often are you occupationally 1. None 3. Twice a month
exposed to HIV i.e. needle sticks/ fluid splashes ina month? | 2 Once in a month 4. More than three times a month
Kodi pa ntchito yanu yatsiku ndi tsiku mumavulala kangati
pamwezi?
3.6 Have you ever experienced occupational exposure (i.e. a needlel 1. Yes 2. No (Go to Qn 3.10)
stick /fluid splash) while performing your duties in the past 12
months? Kodi munayamba mwavulalapo (needle stick/ fluid
splashes) pamene mukugwira ntchito pa miyezi 12 yapitayi?
3.7 What was the circumstance of the injury? (check all that apply
Kodi munali mukuchita chani? 1. Cleaning the ward
2. Disposing waste
3. Taking samples (ie body fluids)
4. Performing an operation
5. Dressing a wound
6. Giving an injection
7. Assisting in child birth
3.8 Thinking about the most recent injury (Ask all items includin Yes | No
those who saidNO to Qn 3.8.1) 3.8.1. Did you wash and squeeze blood
Kuvul ala kwanu komal i zi r ak||3.8.2Didyoureportthe exposure? (If NO make sure to
ask Qn 3.9)
3.8.3. Did you have an HIV test?
3.8.4. Did you start PEP?
3.8.5. Did you complete PEP?
3.8.6. Did you have a follow up test?
3.9 If not reported the injury in question 3.8.2 above why not? 1. The patient did not look HIV + 6. Fear of an HIV test

Chifukwa chiyani simunapange report?

( Check all that apply)

2. Being busy — heavy work load 7. Lack of compensation
3. Does not know PEP 8. Unavailability of PEP

4. Lack of confidentiality of HIV results

9. Low risk
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5. No structures for reporting injuries
3.10 What are some of the reasons that make HCWs not report an 1. If the patient does not look HIV+ 6. Fear of an HIV test
occupational injury (needle stick/ fluid splashes)? 2. Being busy — heavy work load 7. Lack of compensation
Kodi ndi zifukwa ziti zomwe zimapangitsa anthu 3. Does not know PEP 8. Unavailability of PEP
kusapanga report? 4. Lack of confidentiality of HIV results
(Circle all that apply) 5. No structures for reporting injuries
3.11 Is PEP available at this facility? 1. Yes 2. No(Go to 3.13)
Muli ndi PEP pa chipatala pano?
3.12 Is there someone to administer PEP 24 hours a day? 1. Yes 2. No
Kodipalimut hu amene amayangoban
(Goto Qn 3.14)
3.13 At this facility, where do HCWs access PEP? 1. They do not access PEP
Ogwira ntchito pachipatala pano PEP amalandilira kuti? 2. They are referred to another facility 3. Do not know
3.14 What is the function of PEP? 1. Prevention/prophylaxis 2. Cure for HIV and AIDS
3. Do not know PEP (Probe) ( Go to Qn 3.16)
Kodi ntchito ya PEP ndi chiyani? 4. Other (sp)
3.15 In your opinion how effective is PEP? 1. Not effective 2. Effective 3. Very effective
Mumaganizo mwanu, kodi PEP ndiwothandiza bwanji? (wosathandi za, wothandiza pang¢(
3.16 Do HCWs face challenges when they want to access PEP? What 1. Lack of confidentiality 5 Unavailability of test kits
are the challenges? (Check all that apply) 2. Unavailability of PEP 6. Lack of knowledge about PEP
Kodi ogwira ntchito zaumoyo amakumana ndizovuta zina | 3. Side effects 7. Lack of compensation
zilizonse kuti apeze PEP? 4. Stigma and discrimination 8. None
3.17. Do you practice the following as you work when you are Always Sometimes | Never Not applicable

required to?
Mumakwaniritsa kugwiritsa ntchito zinthu izi pamene

mukugwira ntchito potsatira malamulo- 1P?
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3.17.1

Wear gloves

3.17.2 Washing hands with soap when attending to a patient
3.17.3 Putting on an apron
3.17.4 Putting on goggles in theatre
3.17.5 Putting on a mask
3.17.6. Wiping hands with spirit
3.17.7 Decontaminating instruments after use
3.17.8 Using safety boxes
3.17.9 Putting on closed shoes
3.17.10 | Heavy duty gloves
3.17.11 | Heavy duty aprons
3.18 Do you face any challenges to practice the above guidelines? | 1. Unavailability 2. Heavy work load 3. Negligence
What challenges do you face when practising what we have just| 4. Inconveniencing i.e. goggles 5. None
discussed above? kodi mumakumana ndi zovuta zotani 6. Other (Sp)
potsata ndondomeko ndatchulazi? (Check all that apply)
4.0
ATT

ITUDES AND PERCEPTIONS ABOUT HIV AND AIDS
I am going to ask you questions about HIV and AIDS. Please feel very free to share your opinion(s)

41

mosavuta kudzera mukugonana

Which cadre do you think is more likely to 1. Nurses 6. HSAs

contract HIV through sexual contact? (only one | 2. Clinical Officers 7. Patient attendant
response) 3. Surgeons 8. Radiographers
Kodi ndi gulu liti la ogwira ntchito zaumoyo | 4. Auxiliary nurses 9. Lab tech

lomwe lingatenge kachilombo ka HIV 5. Dentist 10. Anyone

4.2 | Why do you say so? (Check all that apply)

1. Compensate low salary
2. Lack of knowledge and understanding about HIVV/AIDS
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3. Most of them are not married- in a bid to find a partner
4. Easily taken advantage of especially low cadre
Chifukwa chiyani mwatero? 5. They have a lot of cash

6. It depends on the individuals personality

7. They have access to a private room

8. Night shift

9. Other (sp)

4.3 | Do you agree or disagree with the following statements? (Read all the items)

Kodi mukugwirizana kapena ayi ndi maganizo awa? Agree Disagree

4.3.1 HCW should keep their HIV status secret at work

4.3.2 HIV positive HCWs are a danger to patients

4.3.3 HIV positive HCW should be allowed to continue working

4.3.4 You would be worried about catching HIV if handling an HIV+ client

QUESTIONS ON DRUG ABUSE AMONG HCWs
Now | am going to ask you question on addictive drug abuse amongst HCWs

4.5 Do HCWs at this facility tend to abuse addictive drugs| 1. Yes 2. No (Go to section 5) 3. Do not know (Go to section 5)
(injectables / tablets/ liquids etc)?

Kodi pachipatala pano ogwira ntchito zaumoyo
amagwiritsa ntchito mankhwala ozunguza bongo
monga jekiseni kapena mapilisi

4.6 Which cadres commonly abuse addictive drugs? 1. HSA 7. Dental Assistant
Kodi ndi gawo liti lomwe limakonda kugwiritsa 2. Medical officer/ Doctor 8. Radiographer
nchito makhwalawa 3. Clinical officer Medical Assistant 9. Pharmacy Assistant
4. Nurse 10. Patient/Ward attendant
5. Lab tech 11. Auxiliary nurse
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4.7 Which are the commonly abused drugs? Kodi ndi 1. Valium 2. Phenobarbitone 3. Pethidine 4. Spirit
mankhwala ati omwe amagwiritsidwa ntchito 4. Other (Sp)
kwambiri?
4.8 Why do they abuse the drugs? Yes No
Nchifukwa chiyani amagwiritsa makhwalawa? 1. To remain active — heavy work load ie Pethidine
2. To rest i.e. Phenobarbitone
3. Just for pleasure — addiction
4. Other (Sp)
4.9 In the last 12 months have you ever used addictive 1. Yes 2. No (Goto Qn 4.12)
drugs just for the sake of it?Kodi inuyo pa miyezi 12
yapitayi mwagwiritsapo makhwalawa?
4.10 | What influenced you to use the drugs? 1. Torest 2. Toremain active 3. Just for pleasure - addiction
Kodi chinakupangitsani ndichani kuti mugwiritse | 4. Other (Sp)
ntchito makhwalawa
4.11 | What can be done to address HCW abuse of addictive
drugs?Kodi tingathane nawo bwanji muchitidwe
wogwirtsa ntchito mankhwalawa?
5.0
QU
ESTIONS ON HIV/AIDS COUNSELLING AND TESTING (HCT)
The following questions are about your opinions and or experiences on HIV counselling and testing.
5.1 Do you think it is easy or difficult fora HCW to go for HCT | 1. Easy 2. Difficult 3. Not sure
than it is for other people? Kodi mukuganiza kuti ndizovuta
kapena ndi kwa pafupi kuti HCW akayedzetse HIV
kusiyana ndi anthu ena?
5.2 Do HCWs face challenges to access HTC? What are the 1. Lack of confidentiality 5. Unavailability of Kits
challenges HCWs face to access HTC? 2. Fear of Stigma 6. Long waiting time
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Kodi ma HCWs amakumana ndizovuta zanji akafuna
kuyedzetsa HIV ndi kulandila uphungu?

3. Poor staff attitudes
4. Long distance to HTC sites

7. Other (Sp)
8. None

5.3 Do HCWs conduct self HIV testing? 1.Yes 2.No 3.Notsure
Kodi zimatheka HCW kuziyeza yekha HIV?
54 Why do HCW self test? 1. In need of confidentiality 4. Afraid of Stigma
Amaziyeza okha chifukwa chani? 2. Not wanting to be tested by a junior 5. Other (Sp)
3. Have access to test kits
55 As a health care worker which cadre would you prefer to 1. HSA 4. Lab Tech 7. Anyone trained
counsel and test you for HIV? 2. Medical doctor 5. Medical Assistant 8. Other Sp)
Ndi ndani mwa ma HCW amene mungakonde kuti 3. Nurse 6. Clinician
akuyezeni HIV?
5.6 Have you ever had an HIV Test? Munayambg 1. Yes (GotoQn5.9) 2. No
mwayezetsapo magazi kuti mudziwe ngati muli ndi HIV?
5.7 Why is it so? 1. Always busy 5.Notready 6. Notnecessary 2.lam
( Check only one) healthy
3. Afraid of a positive result 7. Confidentiality not guaranteed
Nanga ndi chifukwa chani? 4. Afraid of being a failed role model 8. Other
(Sp)
5.8 Would you be interested to test for HIV if self testing is made 1. Yes 2. No
possible for HCW at this facility in private?
Kodi mungatha kukhala ndi chidwi atakhazikitse
ndondomeko yoti munthu adzitha kudziyesa yekha HIV? | ( Go to Qn 6.5)
59 Mostly, what motivated you to seek an HIV test? Partner or one of sexual partners has HIV

(Circle only one)

Chinakupangitsani kuti muyedzetse ndi chani?

Your own sexual behaviour
You had a blood transfusion
Occupational exposure

Il health

Just wanting to know serostatus

ook wnE
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7. You are planning for the future.

8. Want to be a Role model

9. Your partner’s/ spouse
10. Other(Sp)

6.0

ERIENCES ON TESTING AND COUNSELLING

EXP

(Only those who went for HTC) The following questions are on your experiences about what happened when you had a test;
starting from where you went, who conducted the test, how it took place, how you found out the resultshandappened

afterwards?

6.1

Where did you have the latest test?

Kodi ulendo womaliza munakayezetsa kuti?

1. At this health facility

2. Atadifferent public health facility

3. Ata private health facility

4. Stand alone counselling and testing centre
5

6

sexual

. Self test
. Other (Sp)
6.2 What made you choose the facility where you accessed| 1. Confidentiality is respected 4. Better quality of services
HTC? 2. Given preferential services asa HW 5. Know someone at the facility
Kodi munasankha kumeneko chifukwa chani? 3. Closest facility 6. Other(Sp)
6.3 Do you feel that your confidentiality has been 1. Yes 2. No 3. Not sure
respected?
Kodi mukuganiza kuti zotsatira za magazi anu
zinasungidwa mwa chinsinsi?
6.4 Did you face any challenges to access HTC? What 1. Discouragement from spouse and friends

challenges did you face to access HTC?
Kodi munakumana ndi mavuto otani pamene

2. | was afraid before the test
3. Distance to the facility
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mumafuna kuyezetsa magazi ? 4. Long waiting time
5. Attitude of HCW conducting the test

(Check all that apply 6. Unavailability of test kits
7. None
6.5 In your opinion what would be the best way to 1. Routine health check with HIV test each year at this facility
increase HIV testing and counselling among HCW? | 2. Routine health check with HIV test each year at another facility
(Circle only ong 3. Hiring a private doctor to do annual visit and test HCW for HIV
M6 mal i ngaliro anu kodi |4 HavingindependentVCT providers each year
ingalimbikitse ma HCW ambiri kuyezetsa HIV? 5. Making self testing in private available to all HCW
6. Special clinics for health workers
7. None of the above
8. Other Specify
6.6 Do health workers face any challenges because of their HIV status? What are some of the problems that HCW face because of their

HIV/AIDS status? ( Read all and circle all that apply)

Kodi ma HCW amakumana ndimavuto otani pamene apezeka ndi HIV/matenda a Edzi? Yes | No

1. Other co- workers laugh at them

2. They are considered immoral

3. Left out during trainings

4. Not considered for promotions

5. Patients shun to be treated by them

6. Others refuse to work with them

7. None

7. GENERAL QUESTIONS ON ART
| would like to ask you questions concerning ARV drugs.

7.1

Why do people take ARVs? 1. To cure AIDS 4. To prolong life
Kodi ndi chifukwa chiani anthu amamwa ma ARVs? 2. To boost Immunity 5. Other (Sp)
3. Itis a prophylaxis
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7.2 Do you know any Health worker at this facility who is taking ARV drugs? 1. Yes 2. No
Kodi pachipatala pano, mukudziwapo HCW aliyense amene akumwa
makhwala a ARV?
7.3 How did you know that they were taking ARVS? 1. Saw their health passport
2. through medical consultation
Kodi inuyo munadziwa bwanji? 3. disclosed to me
4. Through gossip
5. Saw them at the ARV clinic
6. Other (sp)
7.4 If you were living with HIV and AIDS, would you access ARVS? 1.Ye 2. No
Kodi mutakhala kuti muli ndi AIDS, mungayambe kulandira ma ARV?
7.5 Where would you access ARVS? 1. At this facility
2. At another public health facility
Kodi mungakonde kulandilira kuti? 3. At a private health facility
4. Other (sp)

If participant has not disclosed HIV positive status skip to 7.11

If participant has disclosed HIWpositive status under the previous sections, then it would bsiptesto explore his/her individual
experience
Since you have mentioned that you are HIV positive, | am going to ask you some questions about treatment.

7.6 | Are you on ARV Drugs? 1. Yes 2. No (Go to 7. 10)
Kodi inu munayamba kumwa ma ARVs?

7.7 | Where do you go to access the treatment? 1. Same site where | work 2. Private site
Nanga mumalandilira kuti mankhwala? 3. Different public facility

7.8 | Why did you choose to go there? 1. To be anonymous

Munasankha kupita kumeneko chifukwa chani?

2. Afraid of stigma
3. Good quality of service
4. Short distance
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5. Others (Sp)

7.9 | Do you face any problems when accessing ARVs? What problems do you face | 1. Lack of confidentiality 6. Distance
when accessing ARVs? 2. Stigma 7. None
(Go to Question 7.111 3. Lack of nutritious food 5. Quality of services
Mumakumana ndi mavuto anji polandila chithandizo chimenechi[ARV]? | 4. Discrimination 8. Other (Sp)
7.10 | Why have you not started taking ARVS? 1. Not yet eligible
(Circle all that apply) 2. Eligible but afraid of side effects
Chifukwa chani simunayambe kulandila makhwala a ARV? 3. Distance to ART facility
4. Fear of Stigma
5. Other (Sp)
7.11 | At this facility, are there special ARV services for HCWs? 1. Yes 2. No
Kodi pachipatala pano ma HCW amalandira ma ARV mwapadera kusiyang
ndi anthu ena?
7.12 | What type of care and support are you accessing from this health facility with 1. Nutrition
your condition? 2. Support groups
(Check all that apply) 3. Assigned to light duties
Mumalandira chisamaliro ndi chithandizo chotani pa chipatala pano 4. Other (Sp)
chokhudzana ndi mmene muliri?
7.13 | What are the barriers in general that health workers face when they want to 1. Lack of confidentiality
access ART? 2. Side effects
(Circle all that apply) 3. Stigma
Pali zovuta zotani zomwe ma HCW amakumana nazo polandila thandizo la | 4. Discrimination
ARV? 5. None
6. Other(Sp)
7.14 | What do you think could be done in order for more health workers to access ARVs? (Possible interventions/activities to encourage

health workers to access ART at this facility? (Read all and check all that apply)

Kodi chingachitidwe ndi chani kuti ma HCW ambiri amene ali ndi HIVV/AIDS athe kumalandira makhwala a ARV

| 1. Special ART clinics for HCWs

| Yes | No
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2. Special clinics in big cities just for HCWs

3. Priority access to ARVs within own health facility

4. Staff clinics treating HIV and other illness

5. Promote trust and confidentiality among HCWs

6. Establish HCW support groups

7. Other (Sp)

7.15 | Have you ever heard about the care for the carer policy? Munamvapo za 1. Yes 2. No (Go to section 8.0)
ndondomeko za kusamala wosamalira (Care of Carer policy)?

7.16 | Are there any activities that take place here within the care for carer programme?| 1. Yes 2. No
Pali ntchito zilizonse zokhudzandondomeko ya kusamalira wosamalira?

7.17 | What are the major challenges to implementing the care of carer policy at this 1. Lack of funds
facility? 2. Lack of interest - Staff members
Kodi ndi mavuto a mtundu wanji omwe muma kumana nawo pofuna 3. Lack of interest — Management
kukwaniritsa ndondomeko za kusamalira wosamalira? 4. Itis only for nurses — other cadres excluded
(Check all that apply) 5. Other (sp)

8.0 SEXUAL BEHAVIOUR

Now I would like to ask you some questions about your sexual behaviour during the last 12 months. | ask you to feel free to

respond to the following questions.

8.1 | Atthis facility, do you agree or disagree with

Agree

Disagree

the following 8.1.1 Condoms for staff are available free of charge

Kodi pachipatala pano mukugwirizana ndi | | collected easily

8.1.2 Condoms for staff are placed in strategic places where they can be

zithu izi: 8.1.3 Health workers engage in extra marital sexual relationships

8.1.4 HCWs have sex with fellow HCWs in exchange for favours

8.1.5 HCWs are reluctant to practice safe sex
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8.1.6. Senior staff and management have shown leadership in promoting
safe sex

8.2 | Inthe last 12 months how many sexual partners 1. One
have you had? Mu miyezi 12 yapitayi 2. two
mwagonanapo ndi anthu angati? 3. Three
4. Four
5. Five or more
6. None (More than twelve months ago, never had sex) (Go to gn 8.9
8.3 | What was the relationship with the partners 1. Spouse 4. Workmate 7. Casual acquaintance
(Check all that apply) 2. Girlfriend/boyfriend 5. Sex worker
Kodi ubwenzi wanu unali wotani? 3. Fiancé/ fiancée 6. Relative
8.4 | When was the last time that you had sex? in days
Ulendo womaliza, ndi liti limene
munagonanapo ndi mkazi/mwamuna?
8.5 | Who was the last partner with whom you had | 1. Spouse 4. Workmate
sex? 2. Girlfriend/boyfriend 5. Sex worker 7. Casual acquaintance
3. Fiancé/ fiancée 6. Relative
Kodi anali ndani?
8.5 | The last time you had sex did you use a 1. Yes 2.No (GotoQn8.7)
condom? Nanga munagwiritsa ntchito
kondomu nthawi yomaliza yomwe
munagonana naye?
8.6 | Why did you use a condom? | Yes | No |
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Munagwiritsa ntchito condom chifukwa 1. To prevent STD/HIV
chani? 2. To prevent pregnancy
3. Did not trust the partner
4. Partner requested/ insisted
8.7 | Why do you not use a condom? (Check all hat Yes | No
apply) 1. You or your partner do not enjoy sex using a condom
2. You have no control in your relationship
Simunagwiritse ntchito kondomu chifukwa | | 3. You or your partner is trying to fall pregnant
chani? 4. You do not feel at risk of contracting HIV from your partner
5. Condoms not available
6. Did not anticipate having sex
7. Condom not effective
8. Regular partner
6. Other (Sp)
8.8 | Inthe past 12 months have you ever....... Yes | No
(read each item) 8.8.1 Received favours (money, promotion etc) in exchange of
sex
Pamiyezi khumi ndi iwiri yapitayi é é é . 8.8.2 Given favours in exchange of sex
8.9 | Of the following methods , which do you feel ig | 1. Consistent and proper use of condoms

the most effective HIV prevention method
among HCWs?

(Circle ong

Kodi mwanjira zomwe nditchule ndi yiti
yomwe ndiyodalirika pozitetezera ku
kachilombo ka HIV kumbali ya ma HCWs?

2.

Being faithful to one partner

3. Abstinence

4.

Preventing occupational exposure to HCWSs
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