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Purpose: Community Client-Led ART Delivery groups (CCLADS) were introduced as part of the differentiated service delivery
models in 2017 to better serve growing number of HIV patients and reduce unnecessary burden on the HIV care delivery system.
However, there is limited evidence on the exact patients’ and care providers’ experiences and perceptions regarding the CCLADS
model of ART delivery. We therefore aimed to explore the experiences and perceptions on CCLADS model from the patient and
provider perspectives.

Participants and Methods: A descriptive qualitative study was conducted at two ART clinics in Southwestern Uganda. We
conducted in-depth interviews (IDI) to get a deeper understanding of the patient and providers’ perspective regarding the model.
Responses from participants were recorded using audio recorders and were translated and transcribed. We used thematic approach to
analyze the data.

Results: A total of 20 in depth interviews were conducted, with providers, CCLAD leaders and Adults Living with HIV (ALHIV) to
assess the experiences and perceptions to participation among People Living with HIV (PLHIV) enrolled in CCLADS and the care
providers. Key themes included benefits, limitations, experiences and perceptions of CCLADS. Benefits to ALHIV included: Longer
refills, reduced transport costs, receive drugs in time, peer advice; to providers: time saving, less tiresome and reduced congestion at
facility. Barriers included: stigma, limited outreaches, failure to comply. Patients perceived the model positively (cost effective,
improved quality care, no missed appointment where as others were negative (blood samples not taken like before). Experiences also
included enough time, learnt some activities and good adherence.

Conclusion: Participation in the CCLADS groups provides several benefits to the patient including reduced transport, longer refills
and good adherence. Stigma remains a challenge to CCLADS participation, which requires innovative and collaborative strategies
from Ministry of Health (MOH) and implementation partners to address in order to sustain CCLADS participation.
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Introduction

Sub-Saharan Africa is one of the most burdened regions with HIV/AIDS, and ART service delivery puts a lot of pressure
on the health system. Among the 38.9 million people living with HIV globally in 2021, 62% were accessing lifesaving
Antiretroviral Therapy (ART) and 53% are virally suppressed.'” In the Same year (2018), Uganda registered an
estimated 1.4 million people who were living with HIV, 1,190,000 (72%) of who were accessing ART and the viral
load suppression was at 64."* This heavy burden of disease translates into higher cost of care, patient congestion, and
long waiting times at the health centers.’
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The World Health Organization (WHO) recommended differentiated HIV service delivery as a novel evidence based
strategy to reduce congestion at the facility ART clinic, promote meaningful involvement of People Living with HIV
(PLWHIV), and to enhance patients’ self-management.*> The differentiated delivery models included Community
Client-Led ART Delivery Groups (CCLADs), Community Drug Distribution Points (CDDPs), Facility-Based Groups
(FBGs), and Facility-Based Individual Management (FBIM).®® In Uganda CCLADs have been implemented as one of
the differentiated service delivery (DSD) model since 2017 by the ministry of health.* This is a client centered approach
to improve on the quality of care through provision of ART delivery while acknowledging specific drivers and barriers to
empower patients to manage their disease with the support of the health system.”'*

Each CCLAD group consists of between 4 and 8 HIV positive patients who come from the same community with
a group leader who must have been consistently on ART, selected by the health care provider. The collection of ART
regimens at each refill for all the group members from the facility is done by only one member who then it’s the group
leader who distributes to the others.

HIV differentiated care might be influenced by many factors such as stigma, quality of care among health workers
and transport among others.'> These may affect, retention in care for many patients leading to loss to follow up,
defaulting ART and eventually failing to achieve viral load suppression.'® However, there is little research about the
benefits and limitations to participation in order to maximize the benefits of CCLADS.'"'® We assessed these benefits
and barriers to participation in Community Client Led ART Delivery (CCLAD) groups among adult patients who are
enrolled in CCLADs in two high volume facilities from two districts in South-Western Uganda. The findings from this
study are critical in addressing critical barriers to participation by designing innovative and collaborative strategies in
order to sustain CCLADS participation and its optimal benefits.

Materials and Methods
Study Design and Setting

This was a descriptive qualitative study conducted among adult HIV patients enrolled in CCLADS, health workers and
CCLAD leaders in Bushenyi and Rubirizi Health Centre (HC) IVS in south western Uganda enrolled in CCLADS. Bushenyi
Health Centre IV is located in Bushenyi district, approximately 300km from Kampala, Uganda’s capital, and about 75km
from Mbarara, western Uganda. Rugazi Health Centre IV, is located in Rubirizi district, also in Western Uganda,
approximately, 97km from Mbarara. In Uganda, Health Centre IV facilities serve a catchment population of over 100,000
people, headed by a medical officer and serve as a referral centre for lower level facilities from HC III and below. They offer
all services with a fully functioning HIV clinic with approximately 1500 HIV positive active clients registered.

Geographically, these Health Centres are located in districts with one of the highest HIV prevalence (Bushenyi; 6.8%
and Rubirizi; 7.1%) (Ministry of Health, Uganda, 2021) which is higher than the national prevalence of 5.5% (UPHIA
Report, 2020). In addition, the two HCIVs have been implementing CCLADs model since 2018.

The CCLDs model enrolls stable patients following a detailed health education talk by responsible workers. These
explain the advantages, disadvantages and how these models operate. So, those who admit to join form groups of 4-8
people and chose a CCLAD leader who has disclosed their status to everyone and is no longer stigmatized by their
status. The group members alternate the responsibility of going for ART refills and after that they gather at a selected
place, distribute their ART and share peer advice and encouragement to each other to improve ART adherence.

Study Population and Sample Size

We collected data from adult HIV patients aged 18 to 65 years receiving HIV care and treatment from the two health
centre fours (IVs) of Bushenyi and Rugazi. We included adults who were considered stable “patients receiving ART for
at least a year with no HIV comorbidities” and also enrolled in CCLADS. We conducted a total of 20 in-depth interviews
on participants; 8 interviews on CCLAD leaders, 8 interviews on patients and 4 interviews on providers. This was
considered a sufficient sample and saturation was reached.
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Data Collection Procedures

We developed interview guides using information from previous studies. We pretested our semi structured interview
guides at Mbarara municipal Health Centre IV and this helped us in adjusting and modifying on the questions developed
to suit the context and objectives of the study. All patients provided informed consent to participate in the study,
Interview guides were used for the data collection. A total of 20 participants were purposively selected to participate in
the in-depth interviews and data was collected using research assistants for a period of 2 months from May to July 2021.
All the IDIs were audio recorded by the research assistants and later transcribed and translated verbatim into meaningful
transcripts.

We conducted in-depth interviews (IDI) to get a deeper understanding and explore the experiences and perceptions
regarding the CCLADS from the patient and provider perspective. We used interview guides to interview participants
who were involved in CCLADs. We specifically conducted in-depth interviews (IDIs) due to the sensitivity of the study
population, since there still exists social and internal stigma among the victims and this would limit free interaction if at
all we opted for focus groups. IDIs helped us to gain a deeper understanding on the benefits, limitations, and perceptions
of CCLADs engagement and participation from the perspective of both the patients and providers.

Interaction with the Participants

We worked with health providers in the HIV clinics to generate a list of all HIV patients enrolled in the CCLAD model of
ART delivery. We reached out to these adult HIV participants in the ART clinics through phone calls. Those who
responded were given appointments and were consented to participate in the study. We also interviewed other patients
were had come to the clinics on their routine clinic visit day. All participants enrolled in the study provided a verbal and
written informed consent to participate in the study. privacy was ensured by using private rooms for the interviews,
participation was voluntary and no names or any patient identifiers were used during the interviews, neither are they used
anywhere during the publication process.

Data Management and Analysis

All the interviews were audio recorded and transcribed verbatim by the research assistants who conducted the interviews.
We read through the transcripts while listening to the recording, correcting errors, anonymizing the data (eg, names,
places) and inserting notations for pauses, laughter and punctuations. Field notes were used to include the nonverbal or
contextual issues. Coding was manually done grouping similar quotes together under the broad themes (benefits,
limitations and improvement in quality of care identifying the similarities and differences revealed through the
participants’ narratives, eliminating duplicates, and ensuring inclusion of data from different sources.

We selected direct quotes that we thought were representative of the participant’s views and included them in the
results. This was done by listening to the audio recordings of all participants and identifying those that were repetitive,
and the number of respondents who expressed similar ideas, examining their level of emphasis and tone of voice.
Overall, we followed four major steps and was largely iterative process. The first step involved data familiarization
through multiple readings of interview transcripts. The second step entailed generating a coding framework. Codes were
inductively generated from the interview transcripts. The third stage was that of abstracting the coded data into thematic
categories and lastly making meaning out of the different codes and themes.

Ethical Consideration

Ethical clearance and approval were provided by the Ethical Review Committee of Mbarara University of Science and
Technology and Ugandan National Council on Science and Technology. Voluntary written informed consent was
obtained from all participants for participation in the study. This study was conducted in accordance with the declaration
of Helsinki. The research team also sought permission from the faculty of nursing and health sciences, department of
nursing sciences of Bishop Stuart University. We also sought administrative clearance from the district health officers and
in charges of the participating facilities of Rugazi and Bushenyi Health Centre ['Vs to allow the process of data collection
within the study facilities. In addition, the confidentiality of participants was maintained by removing patient identifiers
from the questionnaire and keeping the filled data secure.
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Results

A total of 20 in-depth interviews were conducted exploring experiences and perceptions associated with CCLADS
participation and retention in care. We interviewed 4 health providers, 6 CCLADS leaders and 10 patients to gain
a deeper understanding on their participation and engagement but also their perceptions on CCLADS. There was an equal
participation (8) at 50% of both female and male patients, 3 male providers and one female. The mean age of the
participants was 43 and there was a standard deviation of 15.47. Participants who had attained primary level of education
were more at 50%, 28% had no formal education and were involved in farming since 57.1% were peasants. 28.6% of the
participants who participated in the study were married (Table 1).

From the results, two major themes emerged from participant experiences; a) Benefits of CCLADS participation with
subthemes of benefits to participants and benefits to providers including longer refills to the patients and reduced
congestion at the facilities; b) Limitations to CCLADs participation with stigma as a subtheme and; c¢) Improved
Quality of Care.

Table | Socio-Demographic Characteristics of Adult HIV Patients in CCLADs and Their

Providers
PATIENTS
ID NO | Age Sex | Education Level Marital Status | Occupation Religion
001 67 M No formal education | Widower Peasant
002 35 F Primary Cohabiting Peasant
004 30 M Primary Cohabiting Peasant
006 40 F Primary Divorced Business
008 33 F O’level Married Teacher
009 25 F O’ level Single Teacher
005 70 M No formal education | Married Peasant
007 55 F Primary Married Business
CCLAD LEADERS
ID NO | Age Sex | Education level Marital status | Occupation
LoOl 45 M No formal education | Widower Peasant
L003 25 F Primary Cohabiting Peasant
L004 30 M No formal education | Cohabiting Business
LOO6 59 M Primary Divorced Business
L009 55 M Primary Married Peasant
Lolo 33 F O level Single Teacher
PROVIDERS
ID NO | Age Sex | Role Marital status
POOI 25 M Registered nurse Single
P0O03 45 F ART in charge Married
P004 30 M Registered nurse Cohabiting
P006 59 M Enrolled nurse Married
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Several benefits were highlighted by both the patients and providers. They included: longer ART refills, reduced
transport costs, receiving drugs in time, reduced congestion at facility, advice from health workers and fellow group
members and special consideration at the facility.

On the other hand, they also faced some limitations to participation in the CCLADs like stigma among the group
members, reduced drug stocks, longer duration during clinic days, Lack of transport to the facility, no materials like bags
and patient’s failure to comply which would cause poor retention in care. The participants also mentioned some of the
things that would be preventing other HIV stable members to enroll in CCLADs and mainly stigma emerged. Regarding
the perceptions of participants towards CCLADs, one major theme of improved quality of care emerged from the data
collected.

Theme |: Benefits of Participation in the CCLADS
Subtheme |: Benefits to Participants
The patients shared their experiences and benefits that they had had ever since they enrolled to CCLADs as follows;

Longer Refills for the CCLAD Members
The providers said that the CCLAD members are given longer refills since they are stable clients and this reduces
frequenting at the facility on clinic days and the patients were happy to stay home and do their activities.

We give them 5-6 months refill depending on the stock levels. And by the way that was also a motivator, because clients in
groups are given longer refills compared to those on clinic based model since they have no co morbidity and they are adhering
well to ART p007.

In addition, the patients also said that it was helpful since they would take long without going to the facility which saves
on their time and transport costs.

We are given a longer refill than before when we were still picking our drugs individually, we are now given a 3 months refill
003.

People Save Their Time for Doing Other Activities
Patients explained how being in CCLADS benefited them in a way that they could keep doing their work and still get
their medication. This is mainly because on the clinic day, members keep rotating and it takes time to go to the facility.

The benefits I got, Time! Managing to do my works because when your colleague goes to pick for you medicine at the hospital
and you stay at home, there is something useful you can do at home. For example I rear hens when I don’t go to the hospital for
like a period of three months because someone else is collecting the medicine, I also do other things like going to my garden so
I make sure I use the time productively, that’s one LO10R.

Reduced Transport Costs to the Facility
Patients said that these CCLADs reduced on the transport cost in a way that they no longer spend a lot of money since
they all contribute less money for only one person’

Also on transport, members have been relieved, because if one was using 10,000 shillings before, he/she now uses just 1000
shillings to contribute to the member’s transport who will be going to the clinic RL003.

You know when I was still picking my drugs from the clinic, I would spend about 7000 shilling on transport. And so from our
training we were briefed how we would start contributing just 1000-2000 shillings for a member to pick for us our medication.
So generally the model is cost effective 006.

Received Drugs in Time
The CCLADs model enabled the patients to receive timely drugs since they would always be when remaining with a few
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pills at the time of the next drug refill in order to retain them in care. The patients also added that they were receiving
medications in time.

You know I always keep checking in the drug packs of all my members, and so when the pills reduce to like a balance of 1-2
pills, then that’s when I go to the clinic for a refill. I make it a point to go to the clinic before all pills are finished 007L.

Social Support
Patients reported that they were given counseling back at the hospital which encouraged them and they felt providers
were thinking about them and during meetings; they give advice to themselves concerning personal issues.

For instance we advise members never to take their daily pills before eating something, and also to drink enough water. So
generally, CCLAD group model is the best for HIV care delivery L003.

I cannot lie to you about our health providers, they welcome us well, and they always want to listen to our complaints, they also
do the necessary counseling, you real feel that they want us to live longer 008.

Patients and providers also think that the model has helped to support patients who would otherwise not make it to the
facility for their refills.

That time whenever you would be feeling weak, you would miss going to the clinic for your refill, unlike now when another
member can help to pick for you drugs, whenever other members are not in position to 005.

Learnt Some Activities in the Group
Patients have learnt so many things like writing because to go the facility, you have to know how to read what is on the
document, so they always train each other on different activities.

When we were starting those groups, some of the clients did not know how to write their names, but all members of our group
now can read and write. Members have also developed a self-esteem, no more stigma p009.

Subtheme 2: Benefits to the Providers
From the experiences of providers as they implement the CCLADS model, they reported some benefits during care
delivery.

Reduced Congestion at Facility
Our clients always confess that they have been saved from frequenting the facility because the clinic used to be so busy
on every clinic visit, and that’s they would be delayed before they could be served.

When the patient numbers reduce, you have time to document, you also have enough time to talk and listen to the clients,
because most patients have many health issues like Opportunistic Infections (OIs) among other infections p005.

Since all the people do not come to the facility at the same time on the clinic day, there is no longer congestion at the
facility. Only one representative comes to the clinic and picks drugs on behalf of all CCLAD members.

We used to have overcrowding of clients on every HIV clinic day, but now that is no longer experienced. The clients themselves
also tell us how they were relieved of transport costs, since they now can come to the clinic once in a year and one at a time
p007.

Enough Time for the Health Providers
Providers say they are given more time since they now work on few patients compared to the ones they would work on
before these had joined the CCLADS so they easily work on the few patients who are available.
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When the patient numbers reduce, you have time to document, you also have enough time to talk and listen to the clients,
because most patients have many health issues like Opportunistic Infections (OIs) among other infections p005.

Theme 2: Limitations to Participation in the CCLADS,
The different providers, leaders and the patients talked about the different limitations that they faced while participating
in in the CCLADS.

Subtheme |: Stigma

CCLAD leaders said that some of the group members did not want to go pick the medications when it was their turn to
pick the drugs for other group members because they did not want people to see them picking drugs hence knowing them
as positive HIV patients

The only challenge we have so far is stigma, as we gather up as group members in one place to pick our drugs or for any other

health service, are always talked about in the community as people living with HIV 006.

In addition, some members lack confidence to disclose their status to their partners and this affects their care and they
may end up leaving the model because they fear gathering in the group as they can be seen and identified by family and
community members.

Before I was well enlightened, I got a man whom I actually have a child of 7 years with, so I had to hide him my HIV status.
But after some time, I decided to go back to the clinic, I explained how I had dropped out of care, and then the providers
reinstated me 001L.

Fear to Be Seen and Known by Community Members

Different clients shared what would be preventing adult HIV patients to join CCLADs. Most patients feared to be seen by
community members and preferred not to be part of the CCLADS. From the interviews, Patients in CCLADs always
gather up in one place for meetings or even when picking drugs, some of the group members tend to expose themselves
and people in the community begin talking about them as people living with HIV which causes stigma to others who
would like to join CCLADs.

Some people don’t like being known as people living with HIV, that’s why they fear groups because they think they will be
exposed 009.

Reduced Drug Stocks at the Health Facilities
Sometimes the drugs are not enough at the health facility and yet some patients should be given for a six-month refill
which would not be available for all the members and so the providers give them few drugs which will make them return

to the facility earlier than they are supposed to return.

When CCLAD model came in the drug refills increased up to 3—6 months, and so the challenge comes when we do not have
enough drug stocks P00S5.

Reduced Income Levels Among the Patients

As the group operates, they are supposed to solicit the money for transport however some members at the time of picking
drugs, they fail to raise the money they are supposed to be contributing and this becomes hard for CCLAD leader to
gather required money and meet the costs to reach the facility.

The challenge that we have in the group is lack of transport to the clinic, sometimes a member fails to raise even 100 shillings
and I end up walking to the facility to pick drugs LOO3R.
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the challenge that we have in the group is lack of transport to the clinic, sometimes a member fails to raise even 100 shillings
and I end up walking to the facility to pick drugs LOO3R.

Lack of Materials Like Bags Where to Carry Drugs from
The providers said that normally they should pack the drugs a day before the patients come to the facility but that is not
possible since they do not have those bags

You know we are supposed to pack drugs a day before the clinic day, but since we do not have where to pack those drugs, we
have to wait for the clients to first come, so that we use the bags they will have come with. You can see we still have a gap there,

since we cannot prepare to serve our clients in advance p004.

The same issue was talked about by the patients themselves that they actually lack bags where to carry drugs from since
the numbers are many and the tins are also many.

We only improvise by borrowing a bag from friends, and the challenge that comes with that is that the person who gives the bag

keeps inquisitive of what you would want to use the bag for. you know it’s hard now to carry over 15 tins of drugs 006.

Failure to Comply When Invited to the Facility

Since they are already in CCLADS and members have picked their drugs, they do not find reasons for them to respond
when called by the providers like in cases of viral checkups. This is a challenge because at some point they will be virally
suppressed and will be dropped out of CCLADS.

You know that disappoints me is when we are all invited at the clinic by the providers, but my other group members other than
my wife fail to comply. It actually shows me that such people do not love themselves; they only need me to love them instead.
They always think they are punishing government when instead they are punishing themselves L010.

Lack of Confidentiality

Some members in the group cannot keep quiet about what is happening when they meet, so they always go to other
people talking about all the information that has been shared. Therefore, if a person had plans to join CCLADS, it would
be difficult for them knowing that everyone will know about them.

There is when you find you’re in a group and one has rumor and when you leave they ask him what you were doing there and he

says they were distributing medicines for HIV/AIDS and you find that he has spread the rumors 002.

Geographical Location of the Health Facility
Providers reported that people being near the hospital, it would not be ideal for them to join groups since its easy for
them to reach the hospital without difficulty.

At some point it has improved retention, but only that we have very few clients so far that are in CCALD groups. Our catchment
area here being town, people prefer to come for their drugs by themselves p004.

Theme 3: Improved Quality of Care
Since people who pick drugs are few, the quality of care provided is better than before when many HIV patients could
congest at the facility and the providers work tirelessly without resting.

All clients in groups are happy with the model, they talk about how they no longer delay in the line for their refills, they are also
happy that they no long spend on coming to the clinic so frequently, that they have now saved that money that would have been
for transport p009.

Group leaders felt like the model had also improved on ART adherence among the patients enrolled in those CCLADS.

546 https: HIV/AIDS - Research and Palliative Care 2022:14

Dove!


https://www.dovepress.com
https://www.dovepress.com

Dove Kasande et al

The group members have always been warned that whoever does not suppress will be chased away from the group. More so
those clients who drink alcohol we do caution them to stop or they would be chased away from the group too, and by the way
those clients do need to be warned and they eventually change for better adherence p005.

Clients felt good about the model this was reported by the providers and how the model has really helped them since it
was implemented.

......... because this model helped us last year when COVID-19 was at its highest pick. Since during that period there were
transport challenges, therefore members of different groups would contribute money for transport, and they would give it to
one person to pick for them drugs. So the retention remained un-interrupted, we therefore give credit to the CCLAD groups
p004.

Patients say they no longer fear people to know them as people living with HIV so when they are attending the meetings,
they do not find it stigmatizing in any way.

When HIV clients are still under clinic based, they tend to hide their HIV status from the community, but with groups, clients
always meet more often in their groups which exposes them, and this tends to wipe away stigma p005.

another patient also said that,

We do not care if people get to know our status, we got used to our situation of being HIV positive, so even if other people in
the community get to know 007L.

Discussion

This study assessed the providers and patients experiences and perceptions on participation in the CCLADS model in
south western Uganda. The results were discussed following three major themes: From participant experiences; a)
Benefits of CCLADS participation with subthemes of benefits to participants and benefits to providers including longer
refills to the patients and reduced congestion at the facilities and; b) Limitations to CCLADs participation with stigma
and one major theme of improved quality of care from participants’ perceptions.

Benefits of CCLADS Participation to Patients and Providers

Adequate time with the health provider was a satisfying experience reported because health providers have few patients
to work on. Providers say they are given more time to focus on patient concerns without pressure since they now work on
few patients compared to the ones they would work on before joining the CCLADS. It is known that patients are more
satisfied with health care services overall when adequately given attention and their needs are met resulting in better
health and psychological outcomes."’

It was noted that CCLADs model is time saving, patients take longer refills, they incur reduced transport costs,
receive drugs in time, yet there is reduced congestion at facility. Similar findings were reported by Kintu hence more time
to meet patient needs and improved care at the facility.?’ The reduced congestion at facility is further supported by
Kizito’s study that confirmed that longer waiting hours at the facility were highly associated with decision to join the
CCLADS?® and the report from Jaffar which reported that health facility-based models are less appreciated and hinder
patients from their uptake.?’

Our study further revealed that patients no longer walk long distances and they receive encouragement advice from
colleagues which is in agreement with Prust’s study in Malawi where patients reported reduced travel times and less
congestion at health facilities.** In addition, the CCLADS model has been reported to increase male involvement as
reported by Kushemererwa.?® This is so important to patient motivation to stay in care, adhere to treatment and hence
better health outcomes as also foreseen by WHO in the effort to increase the patients on treatment and to achieve viral
load suppression in the UNAIDS 95-95-95 goal by 2030.*%*

The CCLADs further relieved patients from the high transport costs spent while coming at the facility since the
amount of money they spend was not much as compared to the money spent before they joined CCLADs. This also
reported from various related studies.?"**2® In addition, patients receive drugs in time and this helps them not spend
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any day without taking the drug. The providers said that they always give the CCLAD members the drugs even when
they are remaining with a few in their tins.

Longer refills of 5 to 6 months depending on drug stocks for the CCLAD members have been reported to significantly
reduce the rate of frequent visits to the facility and to improve adherence outcomes to ART.? Group leaders felt like the
model had also improved on ART adherence among the patients enrolled in CCLADS thus improving the quality of life.
These findings are in line with those from Dakum’s study that concluded that community ART treatments are associated
with adherence and treatment outcomes.>”

Special consideration at the facility was one of the major benefits experienced by CCLADs. CCLAD members are given
first priority when they come to the facility and their blood samples are taken where they are tested for how they are faring
with the viral load and this encourages them to have the morale to continuously pick the drugs for other members in CCLAD.
Similarly, Brown et al in their study to assess factors predictive of successful retention in care of HIV positive men, it was
realized that ART delivery systems are instrumental in decreasing logistical barriers to HIV care, support of flexible
treatment environments, and accelerated linkage to care which is very crucial in ART treatment programs.”® In the same
way, the CCLADs, one of the ART delivery system, eases linkage to care through special considerations of the members
hence well motivated to collect drugs for others and to give important feedback to the facility.

These benefits also tally with Tom Decroo et al’s study, “Community-based antiretroviral therapy programs can
overcome barriers to retention of patients and decongest health services in sub-Saharan Africa” who highlighted that
these models provided cost effectiveness and sustainability of these patients in CCLADs and therefore these would

2930 and their retention in care®"*?

improve drug accessibility, adherence, treatment outcomes

Since all the people do not come to the facility on the clinic day, clients no longer congest the facility hence no longer
experience delay at the clinic. Pascal Geldsetzer further stated that CCLADs have improved ART retention by reducing
the time burden to the health workers.?® In addition, ART home delivery shortens waiting times and improve quality of
care for even those in facility-based care by decongesting ART clinics, a good experience for health providers having

more time to address patient concerns and needs.

Limitations to Participation in CCLADs

On the other hand, stigma among the CCLAD members where some of them fear to be seen and known by the group
members as HIV patients was a major limitation reported. This is similar to a study done in Malawi where stigma still
remained a major concern.’® Kizito’s study further emphasized that some patients still have not fully disclosed their
status which prevents them from freely going to the meeting points to collect their refills associating it to lack of
confidentiality.?

Different clients shared what would be preventing adult HIV patients to join CCLADs where stigma was more
prominent and this made members prefer not to be part of the CCLADS. From the interviews, patients in CCLADs
always gather up in one place for meetings or even when picking drugs, some of the group members tend to expose
themselves and people in the community begin talking about them as people living with HIV which causes stigma to
others who would like to join CCLADs which showed lack of confidentiality®*. Also reduced drug stocks at the facility,
leading to shorter refills which eventually make the CCLAD members frequent the facility and eventually causing missed
appointments by some members. Timely and adequate health facility planning to make drug requisitions and orders is
paramount to combat this critical issue while building confidence among CCLADs on the sustainability of the drug
supply chain.

Participants’ Perceptions of Quality of Care at the Facility
Quality of care was perceived to be improved based on the fact that people who pick drugs are few, the quality of care
provided is better than before when many HIV patients could congest at the facility and the providers work tirelessly
without resting. Providers getting time to attend to patients concerns and needs is fundamental to satisfying their needs
hence highly rating the care received."’

Stigma of patients in CCLADS was perceived by participants to be minimized. Patients said they no longer feared
people to know them as people living with HIV. However, supporting studies to this cause were limited. The reduced
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stigma could be attributed to the health education talks to prepare them psychologically to help and support each other to
make their access to health care easy and satisfying. So that, they see each other as one, with a common problem that has
a common solution. People are reluctant to visit the facility due to the challenges with health facility-based care. With the
CCLAD models, most patients felt relaxed with the ever-provided health care services and at times they tend not to
respond when they are called by health workers.

The perception towards the CCLADs model was generally good for both the patients and the health workers. There
was a reported Positive feeling as clients felt good about the model this was reported by the providers and they
appreciated that the model has really helped them since it was implemented and patients feel comfortable about it.
This is most likely due to the realized benefits to both the patients as well as the providers.

Study Limitations

The study being qualitative has limited generalizability of findings to a larger population. However, we were confident
about the findings of the study because we were able to reach saturation; the in-depth qualitative inquiry gave a detailed
understanding of both the patients’ and providers experiences, positive and negatives hence availing a broader under-
standing of their perspective to facilitate improved service delivery. We recommend a future mixed study in a larger study
setting to increase generalizability.

Conclusion and Recommendations
The CCLADS ART delivery model is a highly appreciated model by both providers and patients involved. Positive
experiences (benefits to both patients and providers) and negative experiences (limitations) were realized. Participants’
perceptions of improved quality of care were reported key findings.

We recommend continued flow of information in ART clinics using various means to increase awareness on the
CCLADS model and its benefits to achieve optimal participation.
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