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Preface

The 2004 Guyana HIV/AIDS Service Provision Assessment (Guyana HIV/AIDS SPA) survey was
undertaken as part of the President’s Emergency Plan for AIDS Relief initiative and was designed to
collect baseline information on the status of HIV/AIDS services in the formal health sector in Guyana.
The survey collected information on the preparedness of health facilities to provide high-quality
preventive services as well as care to people living with HIV/AIDS. Information on availability of
services and components of services relevant to quality was collected from a representative sample of 155
public and nongovernmental facilities, of all types.

The information collected in the 2004 Guyana HIV/AIDS SPA on HIV/AIDS services and HIV/AIDS
health service providers will assist policymakers and program administrators in developing effective
strategies for improving the utilization and coverage of services and to prioritize resources in ways that
will ensure better health outcomes.

The information included in this report is also important for identifying areas of intervention that will help
improve the quality of the HIV/AIDS services provided to clients and improve treatment and care and
support for people living with HIV/AIDS.

The Ministry of Health will ensure that activitiesin the proposed areas of intervention are implemented.

| am deeply indebted and grateful to all of the 2004 Guyana HIV/AIDS SPA field and office staff
members for their dedicated efforts to make these highly important data available in such a timely
fashion.

Finaly, | would like to take this opportunity to thank the U.S. Agency for International Development for
its financial support for the 2004 Guyana HIV/AIDS SPA.

Dr. Ledie Ramsammy
Minister of Health
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Key Findings and Recommendations

The 2004 Guyana HIV/AIDS Service Provision Assessment (Guyana HIV/AIDS SPA) survey provides
baseline information on the status of HIV/AIDS services in the formal health sector in Guyana. The
survey was conducted in a representative sample of 155 facilities including hospitals, health centers,
health posts, and laboratories throughout Guyana and among those managed by government,
nongovernmental organizations (NGOSs), private for-profit, and faith-based organizations (FBOSs).

The HIV/AIDS-related services that were assessed include voluntary counseling and testing (VCT/CT),
care and support services (CSS), antiretroviral therapy (ART), post-exposure prophylaxis (PEP),
prevention of mother-to-child transmission (PMTCT), and youth-friendly services (YFS). Information
was also collected for tuberculosis (TB), sexually transmitted infections (STIs), and malaria services.

HIV/AIDS services are relatively new in Guyana, with counseling and testing, and PMTCT services the
most devel oped.

Along with documentation of which types of facilities are offering HIV/AIDS and related services, afew
systemic issues were identified:

e AnHIV testing system®, availablein 17 percent of facilities, is more likely to be found in Regions
4 and 6 and least likely to be found in facilitiesin Regions 1 and 8. Fifteen percent of facilities
with a testing system rely on external, nonaffiliated facilities to conduct the test and provide
feedback. One in five facilities with an HIV testing system has a written informed consent policy
for HIV testing in all relevant service sites, and about 80 percent have registers with test results
and records of clients receiving test results. Protocols and guidelines specifying the content of
counseling and that address issues of confidentiality are rarely present in service sites. About 90
percent of facilities with an HIV testing system have a trained counselor. Eighty-four percent of
facilities offer counseling under conditions where there is visual and auditory privacy in all sites
where counseling for HIV testing is provided.

e Availability of care and support services for HIV/AIDS clients shows regional differentials, with
facilities in Region 4 most likely to offer CSS for HIV/AIDS clients, followed by those in
Regions 9 and 10. These services are more available in hospitals. Among facilities offering CSS,
two-thirds offer TB diagnostic or treatment services and malaria treatment services, 81 percent
offer STI services, and 85 percent offer treatment for some opportunistic infections (Ols). All first
line TB medicines are available in 41 percent of the facilities offering both CSS for HIV/AIDS
clients and any TB services, and in 87 percent of the facilities actualy following Directly
Observed Treatment Short-Course (DOTS) strategy, with hospitals most likely to have al TB
medicines available. Medicines for treating the most common STls are widely available, with
treatment for gonorrhea being the most likely to be unavailable. Chloroquine is the most readily
available antimalarial medicine in stock (82 percent). Treatment guidelines for TB, STls, Ols,
and malaria, and the relevant diagnostic capacities are wanting nationally.

e Advanced care and support services, including ART, home-based services, PMTCT, and staff
access to PEP are available in less than 10 percent of facilities nationally. Implementation of ART

! A facility that conducts the test, has an affiliated laboratory, or has an agreement with atesting site where the test
results are expected to be returned to the facility, was defined as having an HIV testing system.

KEY FINDINGS and RECOMMENDATIONS
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services is still in the early stage, with only 23 percent of hospitals (N = 7, unweighted), and no
other facilities offering any ART services. The service isonly offered in coastal Regions 2, 3, 4, 6
and 10. Seven out of ten facilities offering antiretroviral medicines (ARV) have a staff member
trained in adherence counseling and/or nutrition rehabilitation, but only one in ten have a staff
member trained on other aspects of ART services. Guidelines and protocols for care of people
living with HIV/AIDS and for diagnosis and treatment of Ols commonly associated with
HIV/AIDS were available at the time of the survey in only one facility.

Post-exposure prophylaxis is not widely available (8 percent of al facilities) except in hospitals
(55 percent). Where PEP is available, records that allow monitoring of full compliance are not
routinely maintained.

PMTCT services are less widely available than general counseling and testing services. In total,
23 percent of hospitals and 14 percent of health centers offer PMTCT services. PMTCT services
are only offered in Regions 4, 6, and 10. Only 7 percent of facilities offer at least some
components of PMTCT services, with 41 percent of these providing ARV prophylaxis as a part of
their PMTCT services and 91 percent reporting they routinely offer infant feeding counseling and
family planning counseling to HIV-positive women.

Y outh-friendly services with VCT or PMTCT services are available in 11 percent of facilities
with an HIV testing system.

Infection control practices for prevention of nosocomia infection are weak. Slightly more than
half of all facilities have functioning equipment for sterilization or high-level disinfection (HLD).
Running water is available in all relevant service areas in 56 percent of all facilities, in 74 percent
of hospitals, 72 percent of health centers, and in only 38 percent of health posts. Soap in
hospitals and sharps boxes in health centers are the least commonly available elements for
infection control. Only one in ten facilities have infection control guidelinesin any location in the
facility, with hospitals (31 percent) more likely to have any infection control guidelinesin at least
one location.

Recommendations;

HIV/AIDS services are offered in a variety of siteswithin one facility, particularly large facilities.
When planning training and interventions for improving and monitoring quality of services, al
service sites need to be included. At present, it is common that attention is focused on the main
service site.

Recordkeeping to allow monitoring and evaluation of quality needs to be strengthened.

Protocols and guidelines that specify the content of counseling and that address issues of
confidentiality need to be developed and widely disseminated.

The newly developed National Guidelines for HIV/AIDS need to be disseminated, and service
providers adherence to national standards needs to be reinforced through supervision. Thisis
particularly relevant for lower-level facilities, such as health posts or rural health centers, which
may be the first point of contact with the formal health sector for clients needing information,
testing, and treatment for opportunistic infections.

KEY FINDINGS and RECOMMENDATIONS



e Ensuring running water in health posts should be a priority. This can be provided using a bucket
with atap if apiped systemis not feasible.

o Expected infection control practices should be reinforced, through written guidelines, and made
availablein all service sites within afacility.

o All hospitals and laboratories should be able to sterilize or HLD process equipment. An

assessment of need in other facility types is needed to ensure that all eligible facilities can safely
provide their basic services.

KEY FINDINGS and RECOMMENDATIONS  Xiii
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Chapter 1 Overview of the Health System in Guyana

1.1  Background

Guyana is located in the northwestern shoulder of South America and has a population of 751,223
according to the 2002 Guyana Population and Housing Census (Bureau of Statistics, 2005). The country
covers about 215,000 square kilometers and is divided into ten administrative regions. Regions along the
coastal line are densely populated and include Guyana’s major cities. Guyana is one of the poorest
countries in the Caribbean and in the world, ranking 104 in the 2004 Human Development Index Report
(UNDP, 2004). According to the 1999 Guyana Survey of Living Conditions, 36 percent of the population
was living in absolute poverty (US$1.40 per day), 78 percent of whom were living in rural interior areas
(UNDP, 1999). Guyana is the only English-speaking country on the mainland of South America.

The 2002 Population and Housing census shows that from 1980 to 1990, the negative growth rate of the
Guyanese population was reversed, but emigration remains a significant factor in the Guyana
demographic profile. Guyana is still in an expansive phase of demographic transition, but there are signs
of an aging population. There has been a decline in the proportion of the population age 0-4 and 5-9 years
(indicating fertility decline, and/or migration of young children or high child mortality), and the
population 65 years of age and over has risen from 3.9 percent in 1980 to 4.3 percent in 2002.
Approximately 36 percent of the population is under age 15 and about 7 percent is over 60. The estimated
rate of population growth for 2004 was 0.61 percent and the total fertility rate was estimated at 2.1
(USAID, 2004).

1.2  HIV/AIDS Epidemicin Guyana

The first case of AIDS in Guyana was diagnosed in 1987. The reported incidence of AIDS is estimated to
have increased from 1.3/100,000 population in 1987 to 58/100,000 population in 2001 (Persaud, 2001).
By the end of 2003, the estimated prevalence of HIV/AIDS was 2.5 percent among adults age 15-49
(ranging from 0.8 to 7.7 percent) (UNAIDS/WHO, 2004). The prevalence of HIV/AIDS in Guyana is
estimated to be the second highest in the Caribbean, after Haiti. AIDS has become a leading cause of
death among the 25-44 year age group and a second cause of death overall (PAHO/WHO, 2003).

HIV/AIDS is now considered a generalized epidemic, no longer primarily among high-risk groups. The
main mode of transmission is reported to be related to heterosexual activity, accounting for more than 80
percent of all AIDS cases. The rate of HIV/AIDS infections is growing faster among women than among
men, specifically in the age group 15-24 years (Persaud, 2001). The highest HIV prevalence was reported
among female sex workers tested in Georgetown (45 percent in 1997), followed by patients attending
STD clinics. In 2002, 18 percent of male STD clinic patients and 12 percent of female STD clinic patients
tested in Georgetown were HIV positive. This is an increase of about a 40 percent among men and more
than 70 percent among women since 1992-1993 when 13 percent of men and 7 percent of women tested
positive (Persaud, 2001). HIV prevalence among pregnant women tested in antenatal clinics ranged from
4 to 7 percent between 1992 and 1997 and 0-12 percent in 2002/2003 (Persaud, 2001).

The incidence of HIV/AIDS varies by region with the highest found in the densely populated coastal
urban settings. Approximately 80 percent of HIV/AIDS cases in Guyana were reported in Region 4. At
the end of 2003, the estimated number of adults and children living with HIV/AIDS was 11,000 (ranging
from 3,500 to 35,000), including all HIV-infected people whether or not they have developed symptoms
of AIDS. The estimated number of AIDS deaths in 2003 was 1,100 (ranging from 500 to 2,600)
(UNAIDS/WHO, 2004). There are more than 4,000 orphans estimated in Guyana, who have lost one or
both parents to AIDS (Ministry of Labor, Human Services and Social Security and UNICEF, 2004).

OVERVIEW OF THE HEALTH SYSTEM OF GUYANA 1



1.3  Demographic and Health Characteristics

The health care system of Guyana faces multiple challenges in improving and ensuring the health and
well-being of its people. There is not only the burden of combating illnesses associated with poverty, but
also the need to respond to emerging diseases and illnesses associated with a modern, urban lifestyle.
Emerging access to global communications and commerce is raising the expectations of the population
for more and better care and for advanced health care technology.

According to BUCEN-IDB demographic indicators for 2004, life expectancy at birth is 63 years and the
infant mortality rate is 37.2 per 1000 live births. Guyana’s burden of morbidity combines emerging
chronic noncommunicable diseases, continuation of existing communicable diseases, the HIV/AIDS
epidemic, and injuries, in addition to widely spread protein-energy malnutrition, iron deficiency anemia
and obesity, indicating that the country is in the early stages of epidemiological transition. The World
Health Organization (WHO) reports increases in the incidence of major communicable diseases such TB,
malaria, and Hansen’s disease in Guyana. According to WHO, the four leading causes of death for all age
groups in Guyana in 2000 were, in descending order: ischemic heart disease, HIV/AIDS, cerebrovascular
disease, and diabetes mellitus (PAHO, 2001).

The government of Guyana is committed to the global initiatives, Roll Back Malaria and Directly
Observed Treatment Short-course (DOTS) for tuberculosis.

This chapter provides a brief overview of the health system in Guyana as it relates to health facilities and
outpatient services. It provides a context in which to view the findings of the 2004 Guyana HIV/AIDS
Service Provision Assessment survey.

Information is presented with respect to the—
e General organization of the health system
o Package of health services provided at different facility levels
e Issues related to the health system and quality of care.

1.4  General Organization of the Health System

The health sector is operated through government ministries, mainly the Ministry of Health (MOH), the
Ministry of Local Government (MOLG), the Ministry of Public Works, Communication and Regional
Development, and regional authorities. The MOH is responsible for the regulation of health policy and
legislation, accreditation of facilities, setting standards of care, provision and training of human resources,
and overall monitoring, evaluation, and supervision of public and private health sectors. The MOH also
funds and runs the vertical health care programs, including those for HIV/AIDS, TB, Malaria, the
Expanded Programme on Immunization (EPI), and others. The Central Board of Health, the Central
Nursing Council, and the Pharmacy and Poison Board are the regulating bodies, reviewing developments
of the health system.

To decentralize the health system, the Regional Democratic Councils were formed in 1986 to give more
responsibility and authority to regions. Health services are delivered through the management of the
Regional Democratic Councils, funded by the Ministry of Local Government (MOLG). The Ministry of
Health is a major provider of the human and technological resources for national and regional health care
services. Recruitment of health sector staff, however, is conducted by the Public Sector Commission
(PSC), responsible for all public sector recruitments, except teachers and police.

2 OVERVIEW OF THE HEALTH SYSTEM OF GUYANA



Various other government agencies, such as the Guyana Agency for Health Science Education,
Environment and Food Policy (GAHEF), the Social Amelioration Programme (SIMAP), the Central
Housing and Planning Authority (CH&PA), the National Nutrition Council, the Guyana Water Authority,
and the Guyana Sewage and Water Commission are also involved in health care delivery. The Ministry of
Labor is responsible for the Geriatric Hospital and the Leprosarium, and Region 6 manages the National
Psychiatric Hospital.

Parastatal or quasi-public institutions such as the Guyana Sugar Corporation (GUYSUCO) and the
LINMINE and BERMINE bauxite companies provide health care for their employees and their families.

Health care services are also delivered through nongovernmental organizations (NGOs), mainly faith-
based and not-for-profit, but also by the fast-growing private sector.

International donors play an important part in health care delivery and technical cooperation.
1.5 Funding of the Health Sector

The public sector provided funds for almost 70 percent of health care expenses in 1994, compared with 22
percent and 8 percent covered by the private and parastratal sectors, respectively (Ministry of Finance,
1996).

The public health system is funded mainly by the governmental budget and partially through client out-
of-pocket expenditures (user fees), by insurance systems, and by international donors. In 1999, more than
5 percent of government health spending came from international donors, with most of the funding in the
form of external grants from United Nations agencies, USAID, Inter-American Development Bank,
German Technical Cooperation, and others (PAHO, 2001). The National Health Insurance Scheme (NIS)
covers some portion of health care and contribution to this insurance is mandatory for all employed and
self-employed persons.

The Ministry of Finance disburses money to the MOLG, which in turn funds the Regional Democratic
Councils that deliver health services in each region. Each Regional Democratic Council has a Regional
Chairman and a Regional Executive Officer who is a chief accounting officer, responsible for
administrative control over regional health resources. In each region there is a Regional Health Officer
reporting to the MOH on health-related matters, both technical and professional. The MOLG sometimes
limits health expenditure budgets in favor of other sectors. The MOH has no authority to set the budgets
for the regional administrations. The Ministry of Public Works, Communication, and Regional
Development also funds different level health facilities. The National Referral Hospital in Georgetown is
funded by the MOH.

16 Health I nsurance Organizations

The National Health Insurance Scheme (NIS) is a parastatal government-owned entity. In 2000 there were
121,423 active registrants. The NIS is mandatory for all publicly and privately employed or self-
employed persons age 16-60. The insurance does not cover dependents and people outside of formal
sector, and there is no provision for the uninsured population. The NIS provides benefits for sickness,
maternity, medical care, and job-related injury (PAHO/WHO, 2003).

There are three types of private insurance: commercial health insurance, insurance provided by companies

(which either hire health providers or build the health facilities to provide health care for employees), or
companies pay directly to the private health sector serving their employees.
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Private insurance is minimal and covers the employee and the family members: No data are available on
the number of covered population. There is a self-regulatory Insurance Association of Guyana. However,
there is no statutory regulatory mechanism for private insurance companies.

1.7  Organization of Public Health Sector
The public health services are delivered through five levels of care:

e Level 1 Health Posts provide preventive care, simple curative care, promote proper health
practices, and are staffed by community health workers.

e Level II Health Centers provide preventive and rehabilitative care and promotional activities, and
are staffed by a public health nurse, nursing assistant, midwife, and dental nurse.

o Levels III District Hospitals serve geographical areas with a population of 10,000 or more,
providing basic inpatient and outpatient care, with capacity to provide selected diagnostic lab and
radiological services and basic preventive and curative dental care.

e Levels IV Regional Hospitals (Regions 2, 3, 6, and 10), provide emergency services, routine
surgery, specialized diagnostic and care services for general medicine and pediatrics, obstetrics
and gynecology, dental care, and dietetics. This level of facility is equipped with X-ray facilities
and pharmacies.

e Level V National Referral Hospital in Georgetown provides a wide range of inpatient and
outpatient specialized diagnostic and care services.

There are 321 health facilities in Guyana, with 5 national hospitals, 4 regional hospitals, 18 district
hospitals, 112 health centers, and 182 health posts. There are also 12 laboratories. A total of 1,631
hospitals beds are in the public sector, with 37 percent of them in Region 4 where the capital city
Georgetown is located. The distribution of hospital beds is uneven, with more than 80 percent of them
located in the coastal regions (MOH, 2003a).

Referral mechanisms from the lowest to the highest levels of care are well defined, but patients often
bypass them and directly attend the highest levels of care, such as regional or national referral hospitals.

1.8  Organization of the Parastatal and Nongover nmental Health Sector

The parastatal sector is composed of quasi-governmental organizations in which government ministries,
the mayor and councilors of the city, or major companies such as the NIS, Guyana Sugar Corporation,
and the LINMINE and BERMINE bauxite companies have a controlling share for decisionmaking.
Although the distinction between the government sector and the parastatal or quasi-governmental sector is
usually made when describing the Guyanese health sector, both sectors are run by the state. From an
operational and a financial perspective, the parastatal sector is governed by its own set of rules and
regulations, has separate budgets, and exercises more autonomy in daily operations. However, from a
political perspective, the Ministry of Health has a controlling share for decisionmaking in parastatal
organizations.

The fast growing private sector, predominantly in Regions 4 and 6, includes for-profit and nonprofit
organizations and covers everything from traditional midwives, private pharmacies, private doctors,
private hospitals, diagnostic facilities, clinics, and dispensaries. The private sector provides half of all
curative services, complementing preventive, secondary, and tertiary services that are offered mainly by
the public sector. The main source of funds come from fees paid by patients for the services.
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The Ministry of Health monitors private hospitals through the Private Hospitals Act.

There are also a number of NGOs, primarily religiously affiliated and other charitable organizations,
providing health care services mainly in deep hinterland areas.

19 Human Resour ces

The main health providers in Guyana are physicians, nurses, Medical Extension Workers (MEDEX), and
community health workers.

There were 366 medical doctors and 1,738 nurses and midwives in Guyana in 2000-2004 according to the
WHO Global Atlas of the Health Workforce (WHO, 2006). Because of manpower shortages, the doctors
work primarily on a visiting basis in hospitals and mainly in big cities along the coastal line.

MEDEX have 18 months of clinical training and work in health centers or district hospitals. Community
health workers are the main service providers in health posts in rural areas, operating through outreach
and home visits. Selected by the community, community health workers receive 16 weeks of basic
training on health promotion, first aid, managing malaria, common respiratory and diarrheal infections,
and all stages of pregnancy. In 2002 there were 57 MEDEX workers and 236 community health workers
working in the primary health services in the country’s public sector (MOH, 2003a)

Existing staff are unevenly distributed throughout rural and urban regions, with 70 percent of physicians
located in Georgetown, where only a quarter of the population resides. There is a shortage of manpower,
due in large part to emigration of skilled health workers from Guyana. Manpower is augmented by using
foreign-trained health providers.

1.10 Health Education

The University of Guyana and GAHEF are the main institutions training health care providers. Table 1.1
below provides detailed information on health education available in Guyana.
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Table 1.1 Health training institutions and programs in Guyana

Training program

Period of training

Georgetown Sschool of Nursing

Professional Nurse Training Program
Nursing Assistant Program
Single-trained Midwifery Program
Nurse Aides Training Program
Post-basic Midwifery Program

36 months (full-time)
24 months (full-time)
18 months (full-time)
12 months

12 months (full-time)

New Amsterdam School of Nursing

Professional Nurse-training
Nursing Assistant-Program
Post-basic Midwifery Program

36 months
24 months (full-time)
12 months (full-time)

Charles Roza School of Nursing

Professional Nurse Training Program
Nursing Assistant Training Program
Post-basic Midwifery Program

36 months (full-time)
24 months (full-time)
12 months (full-time)

Private Sector Nurse Training School, St. Joseph’s Mercy Hospital

Professional Nurse Training Program

36 months (full-time)

Other Clinical Training Programs Financed by the Ministry of Health

Community Health Worker
Multipurpose Technician
Pharmacy Assistant
Environmental Health Assistant
Dentex

Community Dental Therapist
Rehabilitation Assistant
Laboratory Assistant

Medex

X-ray Technician
Public Health Nurse/Health Visitor

4 months (residential)

18 months (full-time)

9 months

12 months

24 months

12 months

18 months

9 months

18 months (full-time)

Accredited by the University of Guyana
12 months (full-time)

12 months

Accredited by the University of Guyana

University of Guyana

Medicine - MBBS Degree

Pharmacy - Associate in Science Degree

Medical Technology - Associate in Science Degree
Radiography - Associate in Science Degree

Health Services Managers

Health Sciences Tutors

Nursing/Public Health Bachelor of Science Degree

5 years

3 years

3 years

3 years

(Certificate) 0-1 year
(Certificate) 1 year
2 years

Source: PAHO/WHO. 2003. Health sector analysis, Guyana (draft version).
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1.11 Ministry of Health HIV/AIDS Programs

In 1989, to address the HIV/AIDS epidemic in the country, the government of Guyana, through the
Ministry of Health, established the National AIDS Program (NAP) with the following objectives:

e Prevention and control of transmission of STDs and HIV infections

e Reducing morbidity and mortality from STD/HIV infections

e Promoting sexual health

e Reducing the social and economic impact of HIV/AIDS
The NAC and the National AIDS Program Secretariat (NAPS) were created in 1989 and 1992,
respectively, to coordinate efforts to control the epidemic. From 1992-1997, NAPS implemented the
Guyana’s Medium Term Plan. In 1999, the Parliament approved an HIV/AIDS policy paper and a

Strategic Plan was developed for the period 1999-2002. A Presidential Commission on HIV/AIDS was
established to coordinate national efforts in 2004.

The government of Guyana is implementing a National Strategic Plan for HIV/AIDS (2002-2006)
seeking to 1) reduce the risk of and vulnerability to infection through prevention and control of the
transmission of STIs, 2) promote sexual health, and 3) save, prolong, and improve the quality of life of
persons living with STIs/HIV/AIDS.
The national program includes the following elements:

e Increasing awareness through information, education, and communication

e Condom social marketing for high-risk groups

e Voluntary counseling and testing services

e Programs targeting youth

e Syndromic management of sexually transmitted infections

e Treatment of opportunistic infections

e Blood safety and tuberculosis control
There are multiple HIV/AIDS projects and activities being funded and implemented by international
agencies and donors. These include projects to increase public awareness of AIDS, to strengthen current
surveillance and information systems, and to expand HIV/AIDS and related services. Key participants in
developing and funding HIV/AIDS initiatives include Canadian IDA (CIDA), USAID, WHO, Pan
American Health Organization (PAHO), UNAIDS, the Inter-American Development Bank (IDB), and the
Global Fund to Fight AIDS, TB, and Malaria.

Information on specific HIV/AIDS activities is provided in Chapter 3.
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Chapter 2 Survey M ethodology

21 Institutional Framework and Objectives of the 2004 Guyana HIV/AIDS SPA
The 2004 Guyana HIV/AIDS SPA was undertaken jointly by the Guyana Responsible Parenthood
Association (GRPA) and the Guyana Ministry of Health (MOH), with technical assistance from ORC

Macro under the MEASURE DHS project. The survey is a part of the President’s Emergency Plan for
AIDS Relief initiative and was funded by the U.S. Agency for International Development (USAID).

An international technical working group (TWG), comprising representatives from WHO, UNAIDS,
USAID, and other organizations, including nongovernmental organizations (NGOs) that implement
HIV/AIDS services, developed common indicators for measuring the quality of HIV/AIDS services that
are provided through the formal health sector.

The primary objective of the 2004 Guyana HIV/AIDS SPA is to provide a base-line measurement of the
indicators defined for monitoring the President’ s Emergency Plan for AIDS Relief. These indicators are—

e Capacity to provide basic-level servicesfor HIV/AIDS
e Capacity to provide advanced-level servicesfor HIV/AIDS
o Auvailability of recordkeeping systems for monitoring HIV/AIDS care and support
e Capacity to provide PMTCT and PMTCT+ services
e Auvailahility of youth-friendly services
Additional objectives were to—
e Provide base-line information on the extent to which specific HIV/AIDS services are offered

e To describe the processes used in providing HIV/AIDS services and the extent to which accepted
standards for quality service provision are followed

e To provide comparisons of findings at anational level between different types of facilities

e To identify gaps in the support services, resources, or the processes used in providing client
services that may affect the ability of facilities to provide quality services

In addition to collecting information for the above objectives, the survey teams were requested to observe
PMTCT services, using a structured checklist for quality elements of counseling, and to conduct exit
interviews of PMTCT clients. The objectives, methodology, and results for this component of the survey
are reported separately.

2.2  Content of the Survey and Data Collection Instruments

The international technical working group (TWG) defined the following specific elements for each
indicator to be measured.
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Indicator 1.  Capacity to provide basic-level HIV/AIDS services

1) Availability of a system for testing and providing results for HIV infection; 2) systems and qualified
staff for pre- and post-test counseling; 3) resources and supplies for providing specific health services
relevant to HIV/AIDS (TB, maaria, STI); 4) elements for preventing nosocomial infections;, and 5)
trained staff and resources for providing basic interventions for prevention and treatment, for people
living with HIV/AIDS (PLHA).

Indicator 2:  Capacity to provide advanced-level HIV/AIDS services

1) Systems and items to support the management of opportunistic infections (Ols) and the provision of
palliative care (symptomatic treatment) for the advanced care of PLHA; 2) systems and items to support
advanced services for the care of PLHA; 3) systems and items to support services for antiretroviral
combination therapy (ART); 4) conditions to provide advanced inpatient care for PLHA; 5) conditions to
support home care services, and 6) post-exposure prophylaxis.

Indicator 3:  Availability of recordkeeping systems for monitoring HIV/AIDS care and support

Availability of adequate recordkeeping and reporting systems for all services offered by the facility.
Adequate recordkeeping and reporting systems are those defined for basic- and advanced-HIV/AIDS
services and for PMTCT.

Indicator 4:  Capacity to provide prevention of mother-to-child transmission (PMTCT) services

Offering counseling and testing, antiretroviral (ARV) prophylaxis, infant feeding counseling, family
planning counseling to pregnant women, and maintaining an adequate record system for these services.
The availability of PMTCT as well as ARV therapy for HIV+ women and their families (PMTCT+), is
also assessed.

Indicator 5:  Availability of youth-friendly services (YFS)

Offering services that focus on the special needs of youth, specificaly for HIV counseling and testing and
PMTCT services, having a provider trained for youth-friendly services, and having guidelines for youth-
friendly services.

Information was also collected on the basic infrastructure of each facility and the existence of support
systems that may contribute to a better standard of services or increase clients' utilization. Infrastructure
elements assessed included the presence of electricity and water, as well as the availability of client
amenities, adequate levels of privacy, days of service availability, and staffing levels. Support systems
assessed were those related to general management, quality assurance, logistics for medicines, infection
control, and those to aid clients in receiving services (appointment and referral systems).

The 2004 Guyana HIV/AIDS SPA used two types of structured, printed, survey instruments—a facility
resources audit and health worker interviews. These instruments were based on generic HIV/AIDS SPA
questionnaires developed in the MEASURE DHS project.

The facility resources audit consisted of various modules to be used depending on the services offered in
the facility. The modules covered 1) the overall management systems and infrastructure for the facility, 2)
outpatient care and support services, 3) inpatient care and support services, 4) health information systems,
5) laboratory services, 6) pharmaceutical and consumable supplies, 7) tuberculosis services, 8) HIV
counseling and testing services, 9) ARV services, and 10) PMTCT services. The modules collected
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