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Abstract

Introduction

STIs, including easily treatable bacterial infections such as syphilis and gonorrhoea, continue to cause a huge burden of ill health in both developing and developed countries. Syndromic management is currently the best approach for the management of sexually transmitted infections in developing countries, but its successful implementation is often questionable
Objectives

The overall aim of this study was to assess and compare the quality of STI services in the primary health care clinics in Leribe district, Lesotho. The specific objective of the study was to assess the availability of STI drugs, clinicians’ knowledge of STI management, and the availability of STI examination equipment 

Methods

A descriptive cross-sectional quantitative study was conducted with 23 nurse clinicians in PHC clinics in Leribe district of Lesotho. This study explored the gaps and issues around the provision of syndromic management of STIs using the DISCA tool.
Results

Most of the facilities have inadequate and non reliable equipment and supplies as well poor and inadequate infrastructure. There is lack of continuous training on STI management, low complete treatment to STI clients with only a few of the health centres giving complete treatment and there was also poor contact tracing of partners. Almost all clinicians cited the correct treatment for managing male urethral syndrome. 

Conclusion

The lack of continuous training compromised STI management because nurse clinicians lacked skills to provide quality services. 
In general, although the principles of syndromic management are well understood by most clinicians, there are no systems in place to support the use of these guidelines
Recommendations

More efforts should be made to create an enabling environment in which high quality STI services can be provided by the PHC facilities. This includes availability of all necessary working equipment and adequate supplies, improvement of infrastructure that will be conducive for privacy, as well as frequent training of Clinicians on the syndromic approach.

STIs services need to be improved and marketed so and innovative strategies need to be implemented to educate the public about the relationship between HIV and STIs.
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CHAPTER 1: INTRODUCTION AND BACKGROUND
1.1. Introduction

Sexually transmitted infections (STIs) remain a public health problem of major significance in most parts of the world and the increased interest in STIs control in developing countries is largely a result of the Human Immune Deficiency virus (HIV) epidemic (Mayaud et al., 1998). Apart from being serious diseases in their own right, STIs fuel the sexual transmission of HIV infection. The presence of an untreated STI (either ulcerative or non-ulcerative) can enhance both the acquisition and transmission of HIV by a factor of up to 10 (UNAIDS 2008a). According to Mayaud et al (1998), STIs impose an enormous burden of morbidity and mortality in many developing countries, both directly through their impact on reproductive and child health, and indirectly through their role in facilitating the sexual transmission of HIV infection. It has been estimated that in urban populations in sub-Saharan Africa, STIs are responsible for 17% of the total burden of disease in women of reproductive age (Mayaud, et al., 1998). Women are affected disproportionately by the adverse effects of STIs, which include infertility, poor pregnancy outcomes, and enhanced transmission of HIV (Mayaud, et al., 1998). WHO has been advocating the syndromic approach for STI management in poor resourced countries since 1990 (Trollope-Kumar & Guyatt, 2006).
According to World Health Organization (WHO) there is a strong correlation between the spread of STIs and HIV transmission, and both ulcerative and non-ulcerative STIs have been found to increase the risk of transmission of HIV (WHO, 2007). Reports of an association between STIs and HIV infection have now been supplemented by virological studies showing that intercurrent STIs increase concentrations of HIV in genital secretions (Mayaud et al., 1998).  It has also been shown that ulcerative disease has the strongest risk, but urethral and vaginal discharges were also proved to be important and are commonly found in the population at large. The authors also maintain that treating STIs has been found to reduce the shedding of HIV infected cells (Amaral, 1998). 

The emergence of HIV and AIDS has focused greater attention on the control of STIs.  Effective management of STIs is one of the cornerstones of STI control, as it prevents the development of complications and sequelae, decreases the spread of those infections in the community and offers a unique opportunity for targeted education about HIV prevention (WHO, 2003). It has been shown that improved clinical services for STIs can significantly reduce the incidence of HIV infection in developing countries, and that this can be achieved by low technology, sustainable, and highly cost-effective programmes (Mayaud et al., 1998). Appropriate treatment of STIs at the first contact between patients and health care providers is therefore, an important public health measure (WHO, 2003).
An additional relationship between HIV and other STIs which has not only been postulated but also experienced by some clinicians in high HIV/STIs prevalence areas is the alteration of the natural history of an STI in an individual with coexistent immunodeficiency associated with HIV. The severity of manifestations may be increased, infectiveness prolonged and increased, and the response to conventional treatment regimens reduced. On account of these proven relationships between conventional STIs and HIV, the Joint United Nations Programme on HIV/AIDS (UNAIDS) and WHO have designated the control of STIs as one of the priority interventions for the prevention of HIV transmission (WHO, 2003).

Etiological diagnosis of STIs has been traditionally based in laboratory procedures; this kind of diagnosis had been found to be problematic for health care providers in poor resourced countries (WHO, 2003; Amaral, 1998). Many health care facilities in developing countries lack the equipment and trained personnel required for etiological diagnosis of STIs (WHO, 2003). The developing world faces the problem of unavailability of many laboratory tests applied in industrialized countries. Moreover, providers from many developing countries are not prepared to perform even basic tests and microscopes are hardly ever available (Amaral, 1998). It places constraints on their time and resources, increases costs and reduces access to treatment. Where laboratory facilities are available they must be staffed by suitably qualified personnel with adequate training to perform technically demanding procedures, and the establishment of external quality control must be made mandatory (WHO/UNAIDS, 2007).
 It has been suggested that in resource-poor settings, where access to effective management strategies for HIV infection is unaffordable, successful management of symptomatic STIs may reduce transmission of HIV. In such countries, treatment of symptomatic STIs together with the promotion of condom use is seen as an affordable means of controlling the spread of HIV (Moodley et al., 2004). According to Amaral, 1998, while simple and inexpensive tests are not available, other strategies than etiologic case management have been proposed and tested for the control of STIs and HIV infection. The urgency to respond to the needs of communities widely affected by STIs impelled WHO to propose a new clinical approach for diagnosis and treatment of infections without laboratory tests. Syndromic management of STIs has been advocated as an appropriate clinical approach in resource poor settings.

1.2. Syndromic Management
The traditional method of diagnosing STIs is by laboratory tests; however, such tests are often unavailable or too expensive. To overcome this problem, a syndrome-based approach to the management of STI patients has been developed and promoted in a large number of countries in the developing world since 1990 (Trollope-Kumar et al., 2006). The syndromic management approach is based on the identification of consistent groups of symptoms and easily recognized signs (syndromes), and the provision of treatment that will deal with the majority of or the most serious, organisms responsible for producing a syndrome. WHO has developed a simplified tool (a flowchart or algorithm) to guide health workers in the implementation of syndromic management of STIs (WHO, 2003).
 The main features of syndromic management of STIs are: classification of the main causative pathogens by the clinical syndromes they produce; use of flow charts derived from this classification to manage a particular syndrome; treatment for all important causes of the syndrome; notification and treatment of sex partners, and no expensive laboratory procedures required ( UNAIDS/WHO(2009). 
Syndromic case management is based on classifying the main causative agents giving rise to a particular clinical condition, such as the syndrome of urethral discharge in men (WHO/UNAIDS, 2009). It then uses flowcharts which help the health care provider reach a diagnosis and decide on treatment. The treatment covers all the important causes of the syndrome (WHO/UNAIDS, 2009). Regardless of whether the diagnosis of STIs is presumptive or aetiological, correct case management of STI includes nine elements: history; physical examination; diagnosis; early and effective treatment; advice on sexual behaviour; promotion and provision of condoms; partner notification and treatment; case reporting and, if necessary, clinical follow-up (Weaver, et al., 2008).
Accurate management of infected individuals is a key component of most STI-control programmes. In the absence of cheap, simple, and accurate diagnostic tests, or comprehensive laboratory services for microbiological diagnosis, WHO has developed a set of syndromic-management guidelines for the treatment of men and women with symptoms presenting to basic health-care services in less developed countries (Weaver et al.,2008). These clinical algorithms recognise that there are several possible causes of common clinical syndromes, and recommend treatment based on the most common causative organisms. In control of reproductive-tract infections, including STIs in low-income and middle-income countries, WHO recommends syndromic management for individuals with symptoms. This intervention was initially developed in areas where prevalence of such infections is high. The objectives of syndromic STI management are to provide rapid relief of symptoms, to treat all infections effectively, to avoid harm and unnecessary treatment, and to prevent future STIs in individual patients and communities (Plummer, 2003). Plummer (2003) shows that although seemingly straightforward, these objectives may be mutually conflicting and may pose dilemmas for decision-makers and service providers. Partner management (notification and treatment), behavioral counseling and promotion of condom use are essential in understanding the complexity of sexual networking and transmission dynamics is part of such a strategy. Understanding the complexity of sexual networking and transmission dynamics is part of such a strategy. Although the rationale and design of syndromic case management appears simplistic, it is by no means easy to implement (Moodley et al, 2004). The ultimate objective of the syndromic management strategy is to reduce the load of sexually transmitted infections, and hence HIV transmission. This strategy is multifaceted and includes the recognition of symptoms by the patient and an effective treatment regime that comprehensively covers the possible etiological agents for a defined syndrome. The strategy also includes the appropriate health seeking behaviour of infected individuals, recognition of syndromes by the service providers (WHO, 2003). 
Curable STIs therefore continue to be a large public health problem especially in resource poor settings. Although STIs deserve effective treatment, little attention was paid to their management prior to the HIV era. The public health importance of STIs has however, been increasingly underscored over the past decade with numerous studies providing epidemiological and biological evidence that implicate STIs as co-factors in the sexual transmission of HIV (Moodley et al., 2004). 

1.3. Country background
Lesotho is about 30,350 km² and is mountainous country with a population of 1,800 million people. Only 11% of the land is arable. In 2008, 60% of the population was aged 15-64 years, and 35% was aged 0-14 years of age. There are 95 males for every 100 females in the country (Bureau of Statistics, 2008). The country is encircled entirely by the Republic of South Africa. The Ministry of health and social welfare (MOHSW) has overall responsibility for the provision of health services in Lesotho.  Implementation of the primary health care (PHC) strategy in 1979 implied a major change in the way the health delivery system of Lesotho was organized. PHC represented a shift from centralized service delivery to a more decentralized approach. PHC necessitated redefinition of boundaries so that the Health Service Area (HSA) concept was conceived and nineteen HSAs were established.  In order to enhance the delivery of PHC the Christian Health Association (CHAL) was established in 1974.  CHAL is an amalgamation of Christian churches that are committed to the provision of health services to Basotho particularly in hard to reach places around the country (Ministry of Health and Social Welfare, 2008c). CHAL owns and manages 49 percent of the health facilities in the country and receives annual subventions to provide subsidized health services. Within a given health district there are CHAL and government clinics rendering PHC. 

The most common challenge experienced in delivery of STI treatment is often experienced in catchment areas that are served by Catholics clinics since they interrupt syndromic management of STIs as they cannot be engaged in condom distribution. The centralization of powers has contributed significantly to shortage of resources at district level hence a hindering factor to the provision of syndromic management of STIs (Ministry of Health and Social Welfare, 2008a).

The increased degree of morbidity and mortality caused by STIs and the well established evidence that STIs facilitate the transmission of HIV, countries guidelines are needed in formulating policies and principles in programme development for the prevention and care of STIs. The introduction of syndromic management of STIs has provided good results as evidenced by the decrease in the prevalence of syphilis in Lesotho (Ministry of Health and Social Welfare, 2008d). Lesotho National STIs control programmes that are aimed at reducing the prevalence and incidence of epidemic were structured as vertical at national and peripheral level but in most instances, individual case management at point of service is integrated in the PHC system. A ‘PHC Package,’ which outlines norms and standards for prevention and management of STIs in the public sector facilities, has been developed. This includes the development and capacity building of human resource on management of STIs and HIV/AIDS/STI counselling, policy and political will in the form of STI guidelines, the general health information system that includes STI data items, laboratory infrastructure and STI medicines and supplies for facilities to have annual quality of care reviews (Ministry of Health and Social Welfare, 2008a).
Leribe district is in the northern region of the country about 150km from the capital town Maseru. Leribe is a semi-urban area with a population concentrated around low lands due to factories and small business in town which contributes to migration. Health care is provided by two (2) district hospitals with one (1) STI referral clinic and 22 PHC clinics and serves an estimated total population of 223,894. The STI clinics are the primary contact of patients as well as a referral from all 23 clinics 16 health centres are owned by the government while 7 are under Christian Health Association (CHAL) as partners in health in Leribe district (Ministry of Health and Social Welfare, 2006).The district being situated along the route leading to Katse dam benefited from injection of various resources including building of 2 clinics the initiatives significantly improved geographic access to the health care services at primary level for the population in this district (Ministry of Health and Social Welfare, 2008d).

Ideally primary health care clinics in Lesotho constitute the first contact with the formal health system. Health clinics in Lesotho are staffed with Nurse Clinicians, a cadre of registered nurses that has comprehensive skills in preventive and curative care as well as dispensing of treatment. Key activities undertaken in clinics include immunisations, ante – natal and post – natal care, family planning and other curative and preventative public health services. The people of Leribe (like other Basotho) have a very solid cultural foundation of mutual assistance, contributing to fear of disclosure about STIs; however they have survived numerous challenges with remarkable resilience and dignity (Ministry of Health and Social Welfare, 2008d).

1.4. The magnitude of STI problem and the response both at national and district level in Lesotho
STIs constitute a major public health problem in most parts of Southern Africa (Ballard et al., 2001).  The national STI incidence rate for 2008 was 4,732 per 100,000 general population based on the estimated total population and ranked among the top five conditions for which adults seek health care in Lesotho (Ministry of Health and Social Welfare, 2008d).  These infections are important because of their magnitude, and their potential for causing serious complications. Data from HSAs of Lesotho show that STIs and their complications are the second commonest cause of morbidity among outpatients and STIs contributes to 13-17% of the total outpatients (Ministry of Health and Social Welfare, 2008a).

1.5. The National STI Initiative
The control of STIs is one of the most cost-effective and important strategies for reducing the spread of HIV. In order to improve the control of STIs, the national STI Initiative was set up to develop a number of best practice sites (Maw, 2003). The national STI guidelines incorporated clinical recommendations made by WHO and trained service providers in all public service areas throughout the country in 1998.  In Leribe District, an integrated programme of joint planning with the District Management Team led to the introduction of three 6-monthly cycles of training and evaluation (Ministry of Health and Social Welfare, 2008b). A number of resources are currently available for improving the management of STIs at PHC level. These include a training manual for the management of STIs, guidelines and national norms and standards for STI at PHC level and the quality of care assessment tool. 
1.6. What is the DISCA?
Through the experiences of health care workers, supervisors and programme managers in 4 SADC countries namely Botswana, Namibia, Swaziland and Lesotho, a tool known as District STI Quality of Care Assessment (DISCA) was developed, to assess the quality of care of sexually transmitted infections. The tool was piloted in Botswana, Lesotho, Namibia and Swaziland from 2004 – 2005. It is a short questionnaire that looks at the key input, process and output indicators related to STIs care.  Lesotho integrated it into the monitoring and evaluation of STI care in 2007 (Ministry of Health and Social Welfare, 2008b).
This is a quality assessment tool that measures key input, process and output indicators related to STI care at PHC level. It is a short questionnaire and was developed after extensive consultation with nurses, public health professionals and health service managers. It is used to assess a number of key factors that contribute to quality of care for clients with sexually transmitted infections. The DISCA uses an indirect method of assessing quality of care which relies on inspection of the clinic, interviewing staff and looking at clinic records. In DISCA assessments, direct assessment methods are not possible. As indicated by Moys, (2004), “It uses indirect methods of assessment, such as inspection of the facility, record review and interviews with healthcare providers, and it defines quality in terms of compliance with technical standards for the provision of care” (Magwaza et al., 2002).
Indirect assessment methods are believed to be less complicated in a routine healthcare setting, and clinic supervisors can undertake these evaluations as part of their work, without much reliance from outside experts and evaluators.  It gives information on indicators of accessibility, requirements for safe examination and treatment, antenatal screening, staff training, availability of drugs, number of clients correctly treated and clinicians’ knowledge of correct drugs (Magwaza et al., 2002).

Based on the information from the DISCA the supervisor, together with the clinic staff can try and identify the reasons for the problems and develop a strategy for overcoming them. Repeating the DISCA at a later date will provide information on whether there has been improvement in the situation. In other words, the DISCA is a tool for evaluating and monitoring the quality of STI care at the clinic level. The information from several DISCA forms from a number of clinics may also be summarized to provide an overview of the quality of STI care at district or sub-district level (Moys et al., 2004). The information obtained is used to guide the development of interventions and forms a baseline from which future project evaluations can be done. Maw, et al (2000) maintains that in the National STI initiative sites in Lesotho, the DISCA is used every 12 months and the information collected is used to guide further interventions. 
1.7. Problem statement
Syndromic management is currently the best approach for the management of sexually transmitted infections in developing countries (Moodley et al., 2004). Syndromic management for urethral discharge in men, and genital ulcers in men and women, has proved to be both valid and feasible. It has resulted in adequate treatment of large numbers of infected people, and is inexpensive, simple and very cost-effective. Successful management of STIs requires members of staff to be respectful of patients and not to be judgmental. Clinical examination must take place in appropriate surroundings where privacy can be ensured and confidentiality guaranteed. When dealing with adolescents, the health care provider should be reassuring, experienced and conversant with the changes in anatomy and physiology associated with the different maturation stages, e.g. the menarche in girls or nocturnal emissions in boys. In some situations, health care workers require training to overcome their own sensitivities and to be able to address the issues associated with sexuality and STIs in an open and constructive manner (WHO, 2007).
1.8 Research question
What is the quality of STI care delivered by the primary health care clinics in the Leribe district in Lesotho?

1.9 Aim of the study 
This study aimed to assess the quality of STI care in the Primary Health Care Clinics in the Leribe District of Lesotho over a 12 month period.

1.10 Study objectives 
· To determine the number of STI clients seen in health facilities over a 12 month period

· To assess the availability of STI examination equipment in health facilities over a 12 month period

· To assess the availability of STI drugs in health facilities over a 12 month period

· To evaluate the clinicians knowledge on STI management

1.11 Study significance
The inadequate quality of STI services in the public sector in Lesotho has been documented, but these findings have not been integrated into health delivery systems that could effect the necessary improvement. This baseline assessment of STI management was conducted in order to determine areas of strengths and weakness in the current practice. Baseline data on the knowledge and practices of health care providers would be important in designing interventions to improve the quality of STI care they offer (Maw and Letsie, 1999). 

This study therefore is very valuable to the Leribe district health management team, as it has formed the basis of a benchmark for future STI quality care activities; identify areas needing improvement in the quality care of STI services in the district; and outline a set of recommendations and an action plan to address the identified shortcomings and improve them. It is anticipated that the findings from this study will: 

· Enhance and reinforce the need for continuous evaluation of STI services in Leribe district as a mechanism for quality improvement

· Assist the district management team to continuously seek effective strategies to improve identified problems on STI service provision, in form of the developed action plan and

· Use the action plan as a tool for monitoring and evaluation of STI services.

The direct beneficiaries of this study will be the Leribe district health management team. The major beneficiaries were the clinicians and clinic managers in 23 clinics as strengths and gaps of STI services were analysed. The other beneficiaries would be the national department of health in Lesotho, particularly the HIV/AIDS directorate within which STI unit falls. The study findings would also provide evidence to the management for decision making

CHAPTER 2: LITERATURE REVIEW
2.1 STI and HIV prevalence
The sub-Saharan Africa is the region most affected by the HIV/AIDS pandemic, with more than thirty million people living with HIV and AIDS in the region. According to 2008 Report on the global AIDS epidemic, an estimated 1.9 million people were newly infected with HIV in sub-Saharan Africa in 2007, bringing to 22 million the number of people living with HIV in this region (UNAIDS, 2008b). It is estimated that there are approximately 10 million young people aged 15-24 years and almost 3 million children less than 15 years of age living with HIV. Southern African countries including Botswana, Lesotho, Namibia and Swaziland are among the worst affected (UNADS, 2008b). According to the study done in Botswana in 2000, the prevalence of HIV is high among patients seeking care for STI-related complaints. HIV prevalence was 54% among women with vaginal discharge or lower abdominal pain, 62% among men with urethral discharge and 74% among patients with genital ulcer disease (GUD). The proportion of GUD cases caused by genital herpes increased between 1993 and 2001, whereas the proportion caused by syphilis and chancroid decreased (Weaver, et al. 2008). 
Lesotho has the third highest adult HIV prevalence in the world at 23.2% in 2008.In 2007, 7 of 10 antenatal care (ANC) sentinel sites showed decreased HIV prevalence compared to 2005. HIV prevalence in women aged 15-24 appears to be falling, but was still increasing between 2005 and 2007 in ANC clients aged 30-40years). All 10 districts, both sexes had HIV prevalence above 15%.  All but one ANC sentinel site reported HIV prevalence above 15% in 2007(UNAIDS, 2008a). 

The incidence and prevalence of STIs amongst the sexually active population in Lesotho is a strong indicator of trends for HIV transmission. Lesotho’s 2007 sentinel survey showed that HIV prevalence amongst individuals diagnosed with an STI was 56.2%,54.4%,in 2009,and  63.3%) of STI clients were HIV-positive indicating the high incidence of HIV within the population that contracts STIs. In order to address this, STI treatment guidelines were revised in 2008 and additional training sessions conducted to ensure that syndromic management of STIs is available in all health facilities (Ministry of Health and Social Welfare, 2008d).
Baseline prevalence data on STIs in Uganda, where an important intervention study was performed shows that the most prevalent infection was bacterial vaginosis affecting half of the population tested, Haemophilus ducreyi positive serology was found in one fourth and even HIV infection was observed in almost one fifth of the village population (Amaral, 1998).  Other studies on STI prevalence found that there are high rates of infection among an asymptomatic population in South Africa. Between 49 and 90% of women attending family planning or antenatal clinics have at least one STI. Up to 15% of family planning or antenatal clinic attendees were seropositive for syphilis, 16% were infected with Chlamydia, 8% with gonorrhea and as many as 20 - 50% of women have vaginal infections (Amaral, 1998).

2.2 Treatment for STIs in private sector
Effective treatment of curable STIs is one of the few strategies available to reduce the spread of HIV in sub-Saharan Africa. Many people with STIs seek treatment from private practitioners. The reason cited being receiving respectful care in relation to confidentiality and shorter waiting period. Private practitioners can help improve the management of STIs, but there is unmet training needs in appropriate STI treatment, counselling and health education (WHO, 1999) The government of Lesotho through the STI unit carried out the study in 2001 to determine the involvement of private practitioners on STI management. Researchers interviewed eighteen private practitioners from Maseru, capital town in Lesotho, to examine their attitudes and knowledge about managing patients with STIs. Practitioners in six of the service area received training in the syndromic management of STIs and the supply of drugs. This approach is particularly appropriate in countries such as Lesotho, where STI prevalence is high and resources are scarce (Maw, 2000).The study showed that both the practitioners and patients feel that the private sector provides more convenient and confidential care and offers longer opening hours than public health facilities. However treatment is expensive and drug resistance is also a risk as partial courses of antibiotics are often prescribed.

Political and moral leadership is required to achieve success in behaviour change. The scale of the problem in SADC calls for other role models to add their voices in promoting behaviour change. Health care workers are role models in their communities and a resource that could intervene during the consultation to influence behaviour change. This aspect of care (behaviour change) is usually not emphasised in STI training. Health care workers are generally expected to be expert Counsellors (inform, educate and counsel), but evidence suggests the contrary, that  bad attitude of health workers is often cited a cause for STI patients avoiding seeking care in the public sector (Ministry of Health and Social Welfare, 2008a).
2.3 Challenges to control STIs 
The syndromic approach was proposed for symptomatic STI cases, but this procedure can lead to two selection bias with some important consequences. Firstly, at least half of women who have cervicitis caused mainly by Neisseria gonorrhoeae and Chlamydia trachomatis are asymptomatic and would not benefit with an intervention that is initiated with any complaint. Secondly, the performance of flowcharts is better among any symptomatic group than among asymptomatic women, because prevalence of disease is higher, with lower rates of false positive tests and consequently, of overtreatment (Amaral, 1998). It is of fundamental importance to note that infected individuals differ markedly in their contribution to the spread of sexually transmitted infections within the population. Hence, the concept of a sexually transmitted infection core-transmitter group has importance in the field of public health (Ballard et al., 2000).The difficulty arises in being able to identify the core-transmitter group, because its identifying feature is a hidden behavioural characteristic namely, the number of sexual partners, and concurrent ones in particular, within a specific period. Sex workers are but one subgroup of core transmitters. Beyond that, the disruption of family life associated with migrant labour and the widespread use of sexual favours for basic survival have created a significantly large core-transmitter group within the general population. Within the core-transmitter group, there are; those who have sought health care but have been inadequately diagnosed, treated, and/or counselled, those who are symptomatic but are delaying seeking health care as well as those who are asymptomatic (Plummer, 2003).
2.4 Lesotho’s response to the STI problem
Introduction to syndromic management of STIs and simplified treatment guidelines and many years of training and supervision have resulted in functioning STI services at primary care level hence reduction of STI incidences (Ministry of health and social welfare, 2008c). However, quality of care with regards to STI management still remains a challenge, specifically the implementation of quality STI management programmes at PHC level (Mullick et al., 2001).

STI prevention and Control program was established in 1998. Based on the aetiologal study conducted in 1993 – 94, syndromic management protocol for STIs was developed in 1994. Trainings of health care staff started in 1995 and a new syndromic STI management based reporting system was started in 1995.  A number of resources are available for improving the management of STIs at PHC level; they include a training manual for the management of STIs, guidelines and national norms and standards for STIs at PHC level (Maw and Letsie, 1999). 

2.5 Syndromic approach for treatment of STIs
WHO has been advocating for syndromic management of STIs since 1990.Women and men reporting symptoms suggestive of an infection are treated presumptively, based on algorithms that are sometimes accompanied by clinical examination or risk assessments (Morey et al.,2004).This is supported by UNAIDS,(2009), that ccontrol of sexually transmitted infections is one of the main aims of the national strategy for preventing HIV infection using the syndromic approach.Recent studies has shown that syndromic management in young men with gonorrhoea were treated appropriately with syndromic management, 28% of women with these infections received suitable treatment. 
Etiological diagnosis of STIs is problematic for health care providers in many settings. It places constraints on their time and resources, increases costs and reduces access to treatment. In addition, the sensitivity and specificity of commercially available tests can vary significantly, affecting negatively the reliability of laboratory testing for STI diagnosis. Where laboratory facilities are available they must be staffed by suitably qualified personnel with adequate training to perform technically demanding procedures, and the establishment of external quality control must be made mandatory (WHO, 2003).

Many health care facilities in developing countries lack the equipment and trained personnel required for etiological diagnosis of STIs. To overcome this problem, a syndrome-based approach to the management of STI patients has been developed and promoted in a large number of countries in the developing world. The syndromic management approach is based on the identification of consistent groups of symptoms and easily recognized signs (syndromes), and the provision of treatment that will deal with the majority of or the most serious, organisms responsible for producing a syndrome. WHO has developed a simplified tool (a flowchart or algorithm) to guide health workers in the implementation of syndromic management of STIs (Amaral, 1998). 

Syndromic management for urethral discharge in men, and genital ulcers in men and women, has proved to be both valid and feasible. It has resulted in adequate treatment of large numbers of infected people, and is inexpensive, simple and very cost-effective. However, recent studies indicated that herpes simplex virus type 2 (HSV2) is fast becoming the commonest cause of GUD in developing countries (UNAIDS, 2009). This may negatively affect the treatment outcome of GUD if antiviral therapy is not appropriately instituted. Syndromic management is not always appropriate, while it is often effective for men, it may be less effective for women. Protocols based on symptoms cannot identify and treat asymptomatic cases, and the majority of STIs in women are asymptomatic, even symptomatic women do not always recognize and report their symptoms to providers (WHO, 1999). The algorithms for syndromic treatment need to be evaluated periodically and adapted to changing local conditions, and health care workers need ongoing supervision and training to ensure adherence to the algorithms (Morey et al., 2006).

The vaginal discharge algorithm incorporates speculum examination, however such examination is less feasible in most PHC settings in which health workers have neither training nor equipment. It is therefore necessary for more evaluations for syndromic management of STIs and updates done regularly (UNAIDS, 2008b).  Plummer (2003) further confirms that syndromic management of STIs is the effective approach mostly used in developing countries and also extensively used in the industrialized world. However, Kamoga and Sonko (2003), confirms that though the approach is very effective there are limitations; firstly, since it is based on symptomatic treatment it is possible to miss asymptomatic patients, secondly because patients are treated for multiple infections at the same time, there is a risk of over treating some, thus leading to drug wastage and drug resistance.
Despite its limitations, the syndromic approach is still recommended as the standard of care in many developing countries because of its simplicity and feasibility. It also comprises of a range of important activities aimed at reducing STI transmission, including drug treatment and compliance, partner notification and treatment, behavioral counseling and condom promotion. Lastly one of the key benefits of the syndromic approach is that it allows for standardization of practice and patients receive treatment at the first visit because the treatment regimen targets all common causative agents of the presenting symptoms (Ramkissoon et al, 2004). 

CHARPTER 3: RESEARCH DESIGN AND METHODOLOGY
3.1 Study design
This was a descriptive cross-sectional study, using quantitative methods. Data was collected during January 2009 through administering a structured (mainly) closed-ended questionnaire with professional, enrolled and assistant nurse in 23 health clinics and conducting observation of the health facilities.

3.2 Study setting and population
The study was conducted in 23 PHC clinics in Leribe districts of Lesotho; all the clinics in the districts offer STI services from 08H00 to 16H00 during the week. The study population was nurse clinicians from all the PHC clinics in the area under study. These are one STI referral clinic (government owned), 22 health centres of which 16 are government owned and 7 are CHAL.
All clinics offer ante and post-natal, family planning, immunizations, prevention and curative at PHC level as well as STI services.

3.3 Sampling 
A census was conducted with all PHC clinics within the district as each clinic is unique in terms of geographical situation, infrastructure, and equipment and staffing. The sample included all the PHC clinics in the area so as to get a picture of the quality of care rendered in each facility. The sample comprised of one STI referral clinic, 22 health centres thus a total of 23 PHC facilities. In selecting the nurse clinicians for this clinic-based study, the researcher used convenience sampling. One nurse clinician who treats STIs and was available in each clinic during the time of the study was selected in the sample and a total of 23 nurse clinicians completed the questionnaire. 

3.4 Data collection
The DISCA tool was used to collect data. The DISCA tool is a questionnaire in a form of a small booklet that is used to assess provision of STIs service in PHC clinics. One nurse clinician in each clinic completed the DISCA tool which assessed accessibility of the clinic to clients, antenatal screening and STI treatment, staff training, referral criteria, problems that affect daily delivery of quality STI care, and recommendations to improve the situation.  
In addition observations were made to establish whether consultations of patients are done in privacy, availability of equipments for safe provision, current guidelines and information, education and communication (IEC) materials. 
Data was collected by the researcher over a period of a month, one day was spend per PHC clinic

3.5 Validity and Reliability
The DISCA has been used for measuring the quality of STI services in PHC clinic since its introduction in 1998, and Mullick et al (2002), and Coetzee et al (1998) underscored the fact that the DISCA tool measures what it purports to measure. 
3.6 Data analysis 
Before and during data processing, quality-control checks were performed to ensure that all information in the 23 DISCAs had been properly collected and recorded to ensure completeness and internal consistency. The raw data was cleaned, edited and statistically analysed using MS Excel. 
3.7 Ethical considerations 
The Research and Ethics Committees of the University of Limpopo (Medunsa campus) approved the research protocol and gave ethics clearance, respectively. 

An information sheet was given to all the participants outlining the study purpose and process to be followed. 
Informed consent was sought from all clinicians to participate in the study. Confidentiality and privacy was maintained throughout the study by keeping the names of the respondents anonymous. Permission to access clinics was granted by the Lesotho Department of Health to conduct the study. 

CHARPTER 4: RESULTS
4.1. Introduction
In this chapter the results is presented in tables, graphs and written texts. Results will be presented using the three sections; section 1 will present results on the profile of the health facilities, section two will present data on availability of STI services, section three will present data on the nurse clinicians’ treatment knowledge.
Out of twenty three health centres, only two were rural 
4.2. Profile of health facilities
The data was collected from 23 PHC clinics in Leribe district of which 16 clinics were government owned and 7 were owned by CHAL, however all clinics were under the administration of the government hospital and procurement of equipment and salaries payment is done by the district management team. There were 20 professional nurses, 1 enrolled and 2 nursing assistant who participated in completing the DISCA tool. All the PHC clinics offer STI services from 08H00 to 16H00 during the week. The total number of clients seen at the PHC clinics over the twelve months was 65229 (Table 4.1). The highest number (14%) of STI clients were seen at Mositi, followed by 12% clients seen at Maputsoe Seven Day, St Rose, Khabo and Motebang STI referral respectively, with Mahobong, Matlameng, Maputsoe filter, Peka, Seetsa the lowest  2% client load. 
Table 4.1: STI clients, vaginal speculum, examination beds and lights per health centre in 2008

	Facility
	Adult Clients
	STI Clients
	% STI Clients
	vaginal speculum
	Exam beds
	Exam light

	Maryland
	3256
	156
	5
	2
	1
	0

	Mahobong
	5653
	102
	2
	2
	1
	0

	Holy- trinity
	986
	99
	10
	4
	2
	1

	Thaba Phatsoa
	1267
	34
	3
	1
	1
	0

	Potmain
	908
	56
	6
	1
	1
	0

	Matlameng
	621
	14
	2
	3
	1
	0

	St.Theresa
	5598
	156
	3
	3
	2
	1

	Kolojane
	897
	67
	7
	3
	1
	0

	Louis-Gerard
	457
	43
	9
	2
	2
	1

	Mositi
	845
	120
	14
	3
	1
	0

	Maputoe filter
	2649
	63
	2
	5
	4
	3

	Maputsoe Seven Day
	567
	67
	12
	3
	3
	2

	Peka
	678
	12
	2
	3
	1
	2

	St Rose
	754
	89
	12
	2
	2
	0

	St Monic's
	889
	97
	11
	3
	3
	0

	Seetsa
	4590
	89
	2
	3
	1
	1

	Motebang MCH
	7995
	630
	8
	2
	2
	1

	St. Ann
	5892
	300
	5
	1
	3
	1

	Palama
	345
	21
	6
	1
	1
	1

	Lejone
	6789
	321
	5
	2
	2
	0

	Linotsing
	2799
	124
	4
	2
	2
	0

	Khabo
	3445
	401
	12
	2
	1
	0

	Motebang STI referal
	7349
	897
	12
	4
	4
	3

	Total
	65229
	3958
	6
	42
	17
	57


There was a total of 65229 adult clients seen in all 23 PHC clinics, and out of that 3958(6%) were presenting with STIs. However 7(30%) of the health centers had STI prevalence ranging from 10-14%.
4.3. Availability of STI equipment 

Figure 4.1 shows that the majority of clinics (48%) had 1 examination bed, 30% had 2 examination beds, 13% had 3 examination beds and only 9% had 4 examination beds. For all the PHC clinics the number of examination beds was equivalent to number of examination rooms. None of the consultation rooms was especially dedicated for STI consultation. In some health centres the consultation room was demarcated using a curtain. 

Figure 4.1: Number of examination beds per clinic
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Figure 4.2 shows that 30% of health centres had two and three vaginal speculums per clinic, 17% had only one speculum, 9% had four speculum while 4% of heath centres had five speculum. Cidex solution was used for sterilization of the equipment and examination gloves were available in all the facilities.
Figure 4.2: Number of vaginal speculum per clinic
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Figure 4.3 shows the number of examination lights in the health centers and majority of health centers (52%) had no examination lights, 30% had one examination light, 9% had two and three examination lights respectively. In almost all (20) health centers the exam lights were out of order during data collection whilst in 3 other health centers though they had the light but they not often use it. The 7(30%) health centers that had STI prevalence ranging from 10-14% had between 2 and 4 vaginal speculums. 

Figure 4.3: Examination lights per clinic
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Figure 4.3 shows that 52% of clinics had examination lights, 30% of clinics had examination lights while, 9% of clinic had examination lights respectively
4.4 Availability of condoms
Male condoms were available in 16 facilities for the last 12 months except for the 7 CHAL clinics where they do not encourage use of family planning methods. 
Figure 4.4: Areas where condoms are kept in the facility
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Figure 4.4 shows areas where condoms are kept and the area where condoms are mostly kept was the reception areas (52%) followed by the consultation area (32%) and only 16% of the condoms were kept outside of the clinic. 
The data also show that condoms were reported to have been out of stock for 3 weeks in 4 of the 16 health centres that are distributing male condoms. With regard to condom demonstration for STI clients, dildos were available in 13 of the 16 health centres that were distributing condoms.

4.5 Availability of STI drugs
There are five main drugs that are used in the management of people with STIs (Metronidazole, ciprofloxacin, erythromycin, doxycycline, benzathine-penicillin). The record reviews showed that often drugs were unavailable in most health centres and often ciprofloxacin tabs were out of stock for a long time. Nurse clinicians reported that the reason for the unavailability of drugs was delay in ordering and delivering by the main district pharmacy.

4.6. Total number of clients treated by syndrome
A total of 3958 clients were treated for STI for the first time in the facilities in the twelve month of 2008. Of these 2043 were treated for vaginal discharge, 696 for penile discharge, 582 for Pelvic Inflammatory Disease, 389 for genital ulcers and 246 with Genital Warts. See figure 4.5 

Figure 4.5: Total number of clients treated with STIs syndromes for 2008  
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About 37.5% of the clients were given incomplete STI treatment, and of these 700 clients were treated for vaginal discharge while 200 clients were treated for genital ulcer according to the Syndromic Management guidelines as reported by the Nurse Clinicians. 582 clients diagnosed with pelvic inflammatory disease (PID) were supposed to have been referred to the hospital. Only 3 of the 23 facility gave complete treatment to STIs. The Nurse Clinicians reported that to complete STI treatment among others the client has to be given a seven days treatment and has to come on the seventh day for review which they don’t do. According to study findings there are more females than males consulted for STIs in 2008. A major concern has been the performance of the WHO algorithm for management of abnormal vaginal discharge, one of the most common complaints amongst women. The chart may include a speculum examination, or be based on history and symptoms alone. All women complaining of discharge are treated for vaginitis, i.e. infection with Trichomonas vaginalis, bacterial vaginosis and:or Chlamydia albicans (Brabin.,2000).
Figure 4.6: Incomplete treatment by diagnosis
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Figure 4.6 shows that 700 patients with vaginal discharge were unable to complete their treatment followed by 583 of patients with pelvic inflammation and 200 with genital ulcer
4.7 Contact tracing of STI Clients
The document review shows that not all facilities issued contact slips to all STI, only 43% of the facilities issued slip to all STI clients. In addition the return rate of partners of STI clients was low. 84% of STI clients were issued contact slips and only 21% of partners were treated. Contact slips were not available in most of the health facilities. 

4.8 Syphilis screening among pregnant women
All pregnant women (1,250) who attended antenatal care for the first time were screened for syphilis. Of these 29 (2.3%) tested positive for syphilis. None of the facilities had on site laboratory testing for RPP. Blood specimen is sent to the hospital laboratory. The turnaround time for the PRR results ranged from 1 to 14 days with an average of 4 days. 
4.9 Nurse Clinicians’ Knowledge of correct STI treatment
Clinicians were asked to report on drugs treatment for commonly presenting STI syndromes. Responses were assessed on correct adherence to the national protocol (figure 4.1). Almost all the clinicians (22) were able to cite the correct treatment for male urethral syndrome, 19 correct for vaginal discharge, and 12 for genital ulcers. However, the correct drug treatment for pregnant women with STI vaginal discharge was found to be the weakest (8 Clinicians). 18 Clinicians knew the correct substitute drug for Doxycycline in the treatment of vaginal discharges (figure 4.7).

Figure: 4.7 Nurse Clinicians’ Knowledge of correct STI treatment
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4.10 Nurse Clinicians’ Workload
The clinicians’ workload was calculated using the total number of clients seen in each facility for the past twelve months divided by the total number of clinicians/ professional nurses working during the day of assessment, with the results divided by 20 working days. The clinicians’ workload varied between the facilities. The average number of clients per clinician per day was 50. The facility with the highest workload was Lejone (169), followed by Khabo (172). The rest of the facilities recorded Clinician’s workloads of less than 40 with Maputsoe seven Day recording the lowest clinician workload of 9.

The facility personnel were also asked to comment on the challenges affecting the quality of STI services provision in the facilities and their responses are presented in figure 4.8 below. 

Figure 4.8 response of health care workers in issues pertaining to STI Management
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Inadequate equipment and poor infrastructure were the biggest challenge (25%), followed by poor turn up of contact clients (24%), inadequate skills followed by 19%, hence staff shortage was the list challenge as reported by the clinicians.
4.11. Availability of syndromic management guidelines and IEC material
With regard to STI syndrome management guidelines, all 23 facilities had the guidelines for syndromic management of STI and they were kept in the consulting rooms. Client information, education and communication (IEC) materials on HIV/AIDS and STIs were available in 22 facilities, and they had the IEC materials in local Languages, but only one health facility did not have the IEC materials.

CHAPTER 5: DISCUSSION AND CONCLUSION
5.1. Introduction 
This chapter presents the summary of findings of the study, the conclusion and recommendations in relation STI service provision. The chapter presents the discussions on profile of PHC clinics in Leribe district, availability of STI services and nurse clinicians’ knowledge of STI treatment

The study assessed the quality of STI care in primary health care clinics in the Leribe district Lesotho.
All the assessed health centers offer STI services from Monday to Friday from 08H00 to 16H00. From this data it is clear that STI services in Leribe district are not totally accessible to the whole population in the district given that migrant workers and factory workers visit their homes only weekends when the clinics are closed. 

A total of 65229 adult clients were seen from the 23 health centers, and 3958(6%) clients presented with STIs. However 7(30%) of the health centers had STI prevalence ranging from 10-14%.  1265481 visited outpatient department for both Government of Lesotho (GOL) and CHAL facilities for various illness, and 119,539 reported with STIs with the prevalence rate of 9.4%. Total number of women with vaginal discharge is 45,122 and men with urethral discharge is 17,493 (Annual Review report 2007/2008, 2009). 

5.2 STI equipment and safe examination
The findings of the study show that almost half of clinics (48%) had 1 examination bed and only 9% of the clinics had 4 examination beds. For all the clinics the number of examination beds was equivalent to number of examination rooms. This suggests that there was no consultation room especially used for STI management. In two health centers the consultation room is demarcated by using a curtain which makes it easy for people on the other side to hear the consultation between the client and the clinician. Generally confidentiality and privacy of the STI clients is not maintained. 

The data show that more than half of health centres (52%) had no examination lights and, 30% had one examination light, 9% had two and three examination lights respectively.  In cases where there were examination lights almost all were out of order during data collection whilst in the three health centers where the examination lights were working the nurse clinicians reported that they don’t use them due to workload showing that client examination is not done in the district. 

The number of speculum varied per health centre, about 60% of health centres had two and three vaginal speculums per clinic and only 11% of health centres had four to five vaginal speculums.  Over all the total number of speculums was few as compared to the number of STI clients to be examined and of major concern was that 17% of heath centres had only one speculum. The results further showed that of the 7(30%) of the health centres that had STI prevalence ranging from 10-14% had between 2-3 vaginal speculums. Each health center is expected to have minimum of 10 speculums, and they should be cleaned and soaked in cidex solution for at least 4 - 6 hours for disinfection

 Some of the interviewed nurses reported that speculum examination is not done due to lack of skills and limited number of speculums.
5.3 STI Drugs Availability
The record reviews showed that often drugs were unavailable in most health centres and of the five main drugs used in the management of STIs ciprofloxacin tabs were the most common drug to be out of stock for a long time. Nurse clinicians reported that the reason for the unavailability of drugs was delay in ordering and delivering by the main district pharmacy. 

5.4 Availability of Condoms
Male condoms were available in 16 health centres with the exception of the 7 CHAL clinics which do not encourage use of family planning methods. In most health centres (52%) condoms were kept in the reception and in 32% of health centres were kept in consulting rooms and only in 16% of health centres were the condoms kept outside of the clinic for easy access to clients. 

The record review also show that condoms were out of stock for 3 weeks in four of the 16 health centres that are distributing male condoms. 

With regard to condom demonstration for STI clients, dildos were available in 13 of the 16 health centres that were distributing condoms. Promotion and provision of male condoms together with their correct use, is an essential part of management of STI clients. This should be an integral part of any encounter in antenatal and family planning services, and should be easily accessible for all clients at every facility during and beyond service hours (Ministry of health and social welfare, 2008d). In 6 of the facilities, STI clients were not shown how to use the male condom.
5.5 STIs Treatment by syndrome 
A total of 3958 clients were treated for STI for the first time in the facilities in the twelve month of 2008. Of these 2043 were treated for vaginal discharge, 696 for penile discharge, and 582 for pelvic inflammatory disease, 389 for genital ulcers and 246 with genital warts. According to study findings there are more females than males consulted for STIs in 2008.The Nurse clinicians reported that to complete STI treatment among others include speculum examination, which they rarely do, and that the client has to come after seven days treatment for review  and in most cases clients do not come hence incomplete treatment. 
A major concern has been the performance of the WHO algorithm for management of abnormal vaginal discharge, one of the most common complaints amongst women. The chart may include a speculum examination, or be based on history and symptoms alone. All women complaining of discharge are treated for vaginitis, i.e. infection with trichomonas vaginalis, bacterial vaginosis and or C. albicans (Brabin., 2000).
5.6 Syphilis screenings among pregnant women
All pregnant women (1,250) who attended antenatal care for the first time were screened for syphilis. Of these 29 tested positive for syphilis. None of the health centres had on site laboratory testing for Rapid Plasma Reagin (RPP). Blood specimen is sent to the hospital laboratory which affected the turnaround time for the PRR results which ranged from 1 to 14 days with an average of 4 days which compromised early syphilis detection and treatment. The longest turn around time was recorded amongst the rural health centres. Screening for syphilis facilitates early detection and treatment of asymptomatic infection in antenatal services and it is important for the secondary prevention of syphilis during pregnancy, and for control of congenital syphilis (Ramkison et al., 2004). 

5.7 Contact Tracing of STI Clients 
The findings from this study showed that although contact slips were issued there is poor turn up. Only 43% of the facilities issued STI contact slips and the return rate was low Partner notification slips are usually used to index STI clients in order to facilitate notification of partner(s) of the need treatment, and it is important for interrupting the transmission of STIs and preventing possible re infection, but in practice there are obstacles (UNAIDS 1998). The study showed that even clients who were issued with contact slips (84%) only 21% came for treatment, and contact slips were not available in other facilities  

5.8 Clinicians’ Knowledge of STI treatment 
One of the most positive findings of this study is that almost all clinicians (22) cited the correct treatment for managing male urethral syndrome, 19 correct for vaginal discharge, and 12 for genital ulcers. However, the correct drug treatment for pregnant women with STI vaginal discharge was found to be the weakest (8 Clinicians). 18 Clinicians knew the correct substitute drug for Doxycycline in the treatment of discharges. This finding concur with Ramkisoon et al (2004) who also found that nurse clinicians’ treatment knowledge for urethral discharge was slightly better than for all other STI syndromes. 

All the health care services providers in 23 health centres last received a formal training of STIs in 2002, implying that regular staff capacity building is compromised in syndromic management of STI
 With regard to STI syndrome management guidelines, all 23 facilities had the guidelines for syndromic management of STI and they were kept in the consulting rooms. Client information, education and communication (IEC) materials on HIV/AIDS and STIs were available in 22 facilities, and they had the IEC materials in local Languages, but only one health facility did not have the IEC materials.
5.9 Nurse Clinicians’ Workload
The study showed that the nurse clinicians’ workload varied between the facilities. The average number of clients per nurse clinician per day was 50. The facility with the highest workload saw 172 and 169 clients per day respectively while the rest of the facilities recorded clinician’s workloads of less than 40 clients per day. The health centres in the urban area has  high client number except one in the rural that has more clients since it is situated in highlands water project area and population  is high due to migration. Only on health centre recorded a clinician workload of less than 10 clients per day. 

5.10 Conclusion 
Most of the facilities lack, or have inadequate equipment and supplies necessary for the management of STI in the district. The lack of continuous training also compromised STI management because nurse clinicians lacked skills to provide quality services. Though nurse clinicians show interest shown in the provision of quality STI services, the environment in which they work is not always conducive to sustaining that interest.  In addition, there are no reliable equipments and supplies as well as no enough infrastructures.
 Complete treatment to STI clients according to the national syndromic management guidelines was very low with only a few of the health centres giving complete treatment. 

According to UNAIDS (1998) Partner notification is important for interrupting the transmission of STIs and preventing possible eventual re-infection. The findings of this study showed Poor contact tracing of partners. 

One of the most positive findings of this study is that almost all clinicians cited the correct treatment for managing male urethral syndrome. 

In general, although the principles of syndromic management are well understood by most Clinicians, there are no systems in place to support the use of guidelines. 
5.11 Recommendations
5.11.1 Management of STI services
The role of the Communicable Disease Control is to provide facilities with required resources to provide STI services. In addition, the health management team has a responsibility to strengthen the capacity of facilities to provide high quality STI services. More efforts should be made to create an enabling environment in which high quality STI services can be provided by the PHC facilities. This includes availability of all necessary working equipment and adequate supplies, improvement of infrastructure that will be conducive for privacy, as well as frequent training of Clinicians on the syndromic approach.

5.11.2 STI service delivery
STIs services need to be improved and marketed so that more people access the services. The links between STI, PMTCT, Family planning and VCT need to be strengthened. Innovative strategies need to be implemented to educate the public about the relationship between HIV and STIs. The use of Village health Workers (VHWs) and support groups is recommended for marketing of STI services including distribution of e IEC material with a local language in the communities is also recommended.

Routine follow up of partners of STI clients to be implemented in all facilities, and health workers need to be encouraged to refer all STI clients for HIV testing and keep record of such referrals.
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Appendix 1: DISCA TOOL

Leribe distict (Lesotho) STI Quality of Care Assessment

Instruction

1. Interviewing a senior clinician

2. Inspecting of the facility will be carried out, looking for the equipment used for STI clients examination, STI treatment flowchart, privacy of the rooms used for the examination of clients, availability of STI contact slips.

3. Indicate with an X on the appropriate answer

	Country of study
	

	District
	

	Health facility name
	

	Date of visit
	

	designation of person filling out the evaluation
	


	ACCESSIBILITY
	
	

	1. Does this facility offer STI treatment at all times between 8am and 4pm on all weekdays? 

if no what times?
	
	

	
	

	2. Does this facility offer STI treatment as part of after clinic hours service? 
	
	

	3. How many consultation rooms are there in this facility?
	

	4. Does this facility use all consultation rooms to treat clients with STIs? Yes      No 
	
	

	5. Please observe whether this facility offers consultation in private for all STI clients i.e. consultations cannot be observed by other clients and providers?
	
	

	6. Please request a caseload book or register and record the following figures for the last 12 months:

Total number of clients seen………………………………………


Total number of adult clients (13 –15 years and older)………

Total ante natal clients………………………………………….

Total number of clients with STI…………………………………
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	SAFE EXAMINATION
	

	 Are the following pieces of equipment available in all adult consultation rooms?

	

	Examination bed 
 

Examination light
 
	

	
	

	How many are in working order
	

	Vaginal specula

Examination gloves

	

	
	

	Speculum examinations are done on all women with STIs


	All

	
	Most

	
	A few

	
	None


	PROVISION OF SAFE TREATMENT

	Are there current STI syndromic management guidelines at this facility

	Are STI syndromic management in all adult consultation rooms?

	Are there individual education materials about STIs/ HIV prevention and treatment available in this facility?


	Are these educational materials written in a local language?

	How are specula sterilized in this facility?

	Is syphilis RPR testing done on site in this facility?


	If not, what is the turn – around time for the RPR test results?

	 (* The time elapsed between taking blood form RPR from the client and getting the results back from the laboratory)

	Has there been any occasion over the last 12 months when male condoms ran out?

	Where about in the clinic are condoms available ………………………………

	Are STI clients shown how to use condoms in this facility?



	Is there a dildo available for condom demonstration in this facility? 

If no, how do you make sure that a client knows how to use condoms in this facility?……………………………………………………………………………

	15. Which clients with STIs would you refer for treatment?…………………………

	16. Partner notification

	Are partner notification cards/letters available in all adult examination rooms

Are the cards written in a local language? 

How many partner notifications were issued in the last month? ………………

	Is blood taken for RPR (syphilis) test from all STIs?


If not, for which conditions do STI clients have taken for RPR test? 


	ANTENATAL SCREENING AND STI TREATMENT

	Is syphilis screening done on all pregnant clients who attend antenatal



	How many first time antenatal clients were seen last month?

	How many-tested positive for syphilis? 

	Do you examine and treat pregnant clients for STIs other than syphilis?


	Which pregnant women with STIs do you refer for treatment? 

	What is the total number of professional nurses working at this clinic?

	How many clinicians working here have been on formal training course in STI syndromic management? .

	How many clinicians working here haven on a formal HIV & AIDS counseling course? 

	How many clinicians (doctors or nurses who examine and treat clients) are working today? 

	If you had a problem about STI management who would you consult?  (State name and designation of this person) 


STI drugs and treatment

Visit the pharmacy or drug store room. Ask the pharmacist or nurse in charge of drugs the following:

	Drugs
	Is it currently in stock
	Over the last 12 months has the drug run out of stock
	State the reasons for drugs running out

	1. Ciprofloxacin 250mg tabs 
	Yes    No
	Yes    No
	

	2. Metronidazole 400mg tabs
	Yes    No
	Yes    No
	

	3. Erythromycin 250mg
	Yes    No 
	Yes    No
	

	4. Doxycycline 100mg tabs
	Yes    No
	Yes   No
	

	5. Benzathine penicilline 2.4mu
	Yes    No
	Yes   No
	


Fill in the information below for the 10 most recent clients treated on STI. Use the client cards, daily register or pharmacy records to obtain the information.

	STI clients
	Syndrome

See codes below
	What type of drugs did the patient receive?

State the type, dose and duration
	Correct drug
	Correct dosage
	Correct frequency & duration 
	RPR test requested

	1.
	
	
	Yes  No
	Yes  No
	Yes  No
	Yes  No

	2.
	
	
	Yes  No
	Yes  No
	Yes  No
	Yes  No

	3.
	
	
	Yes  No
	Yes  No
	Yes  No
	Yes  No

	4.
	
	
	Yes  No
	Yes  No
	Yes  No
	Yes  No

	5.
	
	
	Yes  No
	Yes  No
	Yes  No 
	Yes  No

	6.
	
	
	Yes  No
	Yes  No
	Yes  No
	Yes  No

	7.
	
	
	Yes  No
	Yes  No
	Yes  No
	Yes  No

	8.
	
	
	Yes  No
	Yes  No
	Yes  No
	Yes  No

	9.
	
	
	Yes  No
	Yes  No
	Yes  No
	Yes  No

	10.
	
	
	Yes  No
	Yes  No
	Yes  No
	Yes  No


	Syndromic Codes: (to be used in the 2nd column above):

	1 – Penile discharge 

	2 – Vaginal discharge


	3 – Pelvic inflammatory diseases (PID) 

	4 – Genital Ulcers 

	5 – Genital warts


	6 – Other STI (Specify)


Ask the clinician the following questions: (check answer with STI syndromic management guidelines)
	What drugs (type, dosage, frequency and duration) would you use to treat:

	a man with penile urethral discharge?




a woman complaining of vaginal discharge 

a man or a woman with a genital ulcer 

	How would you treat a pregnant woman with an STI vaginal discharge?

	If Doxycycline was out of stock what would you use in this place for discharge? (give drug, dosage, and duration)


Comments

 What are the problems that affect the daily delivering of quality STI care in this facility__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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Appendix 4: Information sheet for interviewee 
Puleng Nthinya is currently a registered student at the School of Public Health, University of the Limpopo, (MEDUNSA CAMPUS). He is registered for the Masters in Public Health (MPH), student number: 9877831. As part of his studies, I am conducting the evaluation of the quality of care for Sexually Transmitted Infections (STIs) services in all the 23 Primary Health Care facilities in Leribe district, Lesotho. The Aim of this research is to do an assessment of quality of STI services, and the results of the study will benefit the district in implementing syndromic management of STIs. 

Permission is obtained from the Ministry of Health and Social Welfare Lesotho, however to maintain confidentiality the names of people who informed the study will not be made available to the Ministry. 

I therefore request for your permission to be involved in the interview. Your participation in the research is entirely voluntary. There will be absolutely no penalties should you wish to withdraw at any stage. 

Should you have any questions please feel free to ask me now or at any time. 

Regards

Puleng Nthinya

Appendix 5: Consent form

I have read the above information sheet and give my consent to be interviewed. I understand that any comments that I make, or answers that I give, will be used as the basis for the improvement of the quality of care for the STI management programme in the Leribe District.

This consent is given on the condition that no comments will be directly attributed to myself, nor can they be traced back to myself, and that the interview will be treated in strictest confidence by the research team.

The person giving the consent and need more clarifications will contact Puleng Nthinya 

E- Mail address: nthinyap@embanet.com
Phone Numbers; Home: (00266)22401027


    Work: (00266) 22328067


   Cell:     (00266) 63069533

Please indicate if providing consent by signing below:


Signed ………………………………………… Date…………………...

Signed ………………………………………
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								Vaginal discharge		700

								Genital ulcer		200
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								Out side clinic		16
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								Reception area		52

						Urethral syndrome				22
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						Genital ulcers				12

						Pregnant women				8

						substitute for Doxycycline 				18



Beds per clinic

11	7	3	2	

Vaginal speculum per clinic

4	8	8	2	1	

Examinantion light per clinic

Nil 	One	Two	Three	12	7	2	2	Incomplete treatment by diagnosis



Vaginal discharge	Genital ulcer	Pelvic inflamation	700	200	583	Areas where condoms are kept



Out side clinic	Consulting room	Reception area	16	32	52	Knowledge of STI treatment
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