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Abstract 

The study to determine the effect of patient experience management using the Deming PDSA cycle 

on the quality of HIV care was conducted in under-resourced settings of Uganda. The interventional 

study had 437 files studied, and 224 adult HIV clients with poor HIV care outcomes of; missed 

appointments for more than two weeks, poor adherence to treatment of < 85%, and unsuppressed viral 

load of > 1000 viral copies per milliliter were interviewed at baseline and end line. The study revealed 

a 13.6% prevalence of the study HIV care outcomes among all the client files, the majority of which 

were for patients in care for more than four years. 11.8%, 65.2%, and 46.5% were due to poor 

adherence to treatment, two weeks missed appointments, and unsuppressed viral load at baseline, which 

reduced to 4.7%, 25.1%, and 31.5% at end-line assessment, respectively. 80% of the studied clients 

were retention in care between the baseline and end-line assessments. 7.7% of the study files had never 

had a viral load done to the clients at baseline, which reduced to 1.4% at the end line. 34.5% of the 

study client files were overdue for a viral load at baseline but only 16.8% at end-line assessment. The 

study also showed a general improvement on the patient experience before and after interventions. In 

conclusion, Patient Experience Management using the Deming PDSA cycles improves the quality of 

HIV care in under-resourced settings. 
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Introduction 

Quality healthcare is achieved through 

continuous quality improvement, which concept 

was started in 1982 by Deming, who 

demonstrated the science of improvement using 

the Plan-Do-Study-Act (PDSA) cycle [1]. 

Patient-centred care, one of the dimensions of 

quality healthcare, is well documented in the 

Uganda National health sector quality 

improvement framework and strategic plan 

2015/16-2019/20 as one of the approaches to 

improve the quality of care in the Ugandan 

healthcare system. The study of “Application of 

the Deming PDSA cycle as a patient experience 

management tool to improve HIV care, was an 

action research in under resourced settings of 

Jinja- Uganda” to provides an alternative to the 

current quality improvement approaches. Patient 

experience is a patient-centred care, a concept 

that started in the 1980s, create a positive patient 

experience, and it is until today relevant in the 

healthcare environment [2]. 

In recent years, perceptions of performance 

and quality of healthcare organizations have 

begun to move beyond examining the provision 

of excellent clinical care alone, but to consider 

and embrace the patient experience as an 

important indicator [3]. Patient experience is 

defined as “the sum of all interactions, shaped by 

an organization’s culture, that influence patient 

perceptions, across the continuum of care” [2] 

[3]. It is an important factor in patient perception 

of quality, leading to better utilization and 

adherence to treatment [4]. It is known that poor 
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adherence to treatment in HIV care leads to 

unsuppressed viral load, high chances of HIV 

transmission, and drug resistance hence the use 

of second and third-line regimens that are 

expensive. 

Background 

The quality of HIV care and management in 

Uganda is unsatisfactory, with 59.6% prevalence 

of viral suppression nationally and 48.8% for the 

East central region where Jinja is located. Jinja 

district, with 28486 active HIV patients in care, 

has 2848 patients on second-line regimen of 

ARVs. The district also has 7.9% (2250) miss 

appointments, 5.3% (1509) poor adherence to 

treatment, and 10.4% (2962) of HIV clients with 

unsuppressed viral load. The poor HIV care 

outcomes are attributed to poor patient 

adherence to treatment. The situation was 

worsened by the adoption of the Test and Treat 

Guidelines of WHO in 2016 by Uganda, which 

increased the number of HIV clients into care 

from 21571 to 28486, amidst limited resources, 

ARV stock-outs, and lack of service providers 

skilled in adherence counseling. 

Study Objectives 

To determine the prevalence of poor HIV care 

outcomes among patients in care, to determine 

the patient experience of clients with poor HIV 

care outcomes, and to determine the effect of 

application of Deming PDSA cycle as a patient 

experience management tool on the quality of 

HIV care. 

Justification 

The study was intended to provide new ideas 

on using patient experience management as an 

approach to improve the quality of HIV care in 

under-resourced settings. The study was to 

support the decision-makers and other 

stakeholders to make decisions, policies, and 

guidance based on evidence. The study was also 

to improve on patient-centred care for improved 

patient adherence to care and treatment reduced 

missed appointments and improved viral 

suppression and health status of HIV patients. It 

was anticipated that the public health outcome of 

the study will contribute to reduced HIV 

transmission with improved viral suppression. 

The policy makers are to make policies with 

evidence from the study. 

 

Figure 1. Conceptual Framework for Patient Experience Management to Improve HIV Care 
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Literature Review 

Globally, 36.7 million people are estimated to 

be living with HIV, and about 1 million AIDS-

related deaths occurred in 2016 alone, with Sub-

Saharan Africa having more than half of the 

global burden. The UNAIDS 90–90–90 global 

targets were to accelerate progress such that, by 

2020, 90% of all people living with HIV are 

identified, of which 90% are put on 

Antiretroviral Therapy (ART) and of which 90% 

are virally suppressed [5]. The Uganda 

Population-based HIV Impact Assessment 

(UPHIA) 2016/2017, [6] showed that the HIV 

prevalence had reduced from 7.3% as per the 

Uganda AIDS Indicator Survey 2011 [7] to 6.0% 

among adults of 15 to 49 years of age. The report 

also estimated that 1.2 million people aged 15 to 

64 and 95000 children below 15 years of age 

were living with HIV [6]. It is estimated that 

62% of HIV positives were already in care [8] 

but only 56% were on treatment by June 2016 

[9], of which by 2017, only 45% and 65% were 

males and females, respectively [10]. 

Adherence to Treatment, Appointment 

Keeping and Viral load Suppression 

among HIV Positives 

The success of HIV treatment is dependent 

not only on access to ART but also on retention 

in care and good adherence to treatment to 

achieve viral suppression, prevent virologic 

failure, reduce viral transmission, and 

HIV/AIDS-related deaths [11, 12]. The optimal 

adherence to treatment to achieve viral 

suppression is noted to be 95%. However, in a 

study conducted in India, it was observed that 

9.5% of patients had poor adherence to HIV 

treatment of less than 80% [13]. In a study to 

determine the prevalence of adherence to 

treatment, patient self-reported adherence to 

HIV treatment of 50.4% was noted in Nigeria, 

associated with busy schedules of patients, 

simply forgetting to take their pills and religious 

constraints as major challenges to adherence 

[14]. 

Retention in care is one of the important 

indicators of a good HIV care program. A recent 

report by Uganda Virus Institute noted that only 

50.2% of patients were retained on HIV 

treatment 12 months after ART initiation in 

2018. It also observed that 26.6% of clients got 

lost from care during pre-HIV treatment in both 

rural and urban HIV clinics [15]. One study 

revealed an overall retention rate of 51.1% and a 

loss-to-follow-up of 52.9% in the first 6 months 

of ART initiation [16]. However, the lost to 

follow-up of clients in HIV care for newly 

enrolled pregnant and breast-feeding women 

was observed to be only 8.1% [17]. Retention of 

HIV clients in care is determined by regular and 

scheduled visits by the patients, and it is affected 

by missed appointments [18]. It is also important 

to note that adherence to clinic appointments is a 

predictor to adherence to treatment [19, 20]. 

Studies have also shown a positive association of 

missing appointments with poor adherence to 

HIV treatment [21], failure to suppress viral load 

[22, 23], and drug resistance [24, 25]. Other 

implications of missed appointments were noted 

to be increased costs in service provision and 

access and wastage of time for both the service 

provider and the client [26]. A 7% of HIV clients 

in care missing their appointment in the last three 

months was observed [27]. Relatedly, a study in 

three settings of Cameroon observed that 49% of 

children in HIV care missed their appointment 

schedules, and this was attributed to longer 

follow-up appointments [28]. Contrary to that, 

only 1.8% of scheduled clients in a district-based 

hospital in Uganda missed their visits for refills 

in a period of 28 weeks of follow-up study [29]. 

The Uganda virus institute report 2018 noted 

that appointment keeping is one of the early 

warning indicators of HIV drug resistance being 

monitored by looking at the proportion of 

patients picking up all prescribed drugs on time 

before the previously prescribed and dispensed 

drugs have run out. The report further noted that 

65.2% of patients keep their appointment at least 

within two days after the appointment date [30]. 
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The ECASA Group of Consultants LTD in 

the Uganda AIDS Country Progress Report 

estimated that by June 2018, 87% of people 

living with HIV and on treatment had viral 

suppression [31], which results were close to the 

76.8% [32]. It was also observed that the 

likelihood of having viral non-suppression 

remained significantly lower among adolescents 

who had been on ART for more than 9 years 

[32]. A study conducted on 219 individuals in 

HIV care observed a 33.9% undetectable viral 

load [33], a 70% re-suppressed after adherence 

interventions [34]. The re-suppression was noted 

to be only 23% after 3 sessions of intensive 

adherence counselling among children under 20 

years of age [35]. Viral load monitoring to 

clients on treatment 12 months after initiation 

revealed 79% coverage [36]. 

Patient Experience and Management 

Indicators 

Patient Access to Care and Appointment 

Scheduling 

Patient access to health care means having 

“the timely use of health services to achieve the 

best health outcomes” [37]. Good access to care 

is defined by the undelayed but easy gaining of 

entry into the health care system and getting 

access to sites of care where patients can receive 

the needed services [38]. Patient appointment 

mechanism directly determines the "timeliness" 

of the health care service given [39] while 

scheduling for health care services is a complex 

issue that requires the balancing of clinical 

process, patient needs, and influencing the 

capacity of health systems to offer appointments 

in a timely manner [40]. Efforts to patient 

retention in care should be based on the 

measures to maintain the provider-patient 

relationship and to understand the nature of 

patients falling out of care. Maintaining an 

appointment list and tracking whether patients 

attended the clinic is one of the ways to improve 

appointment keeping. This approach is said to 

allow for a more systematic look at the group of 

patients who don’t keep the appointment, so that 

resources are targeted to engaging them [41]. 

Generation of a list of patients who missed an 

appointment on a particular day is one of the 

strategies for tracking appointment keeping and 

reducing on the time lag between missed 

appointments and when efforts are put to bring 

the patient back to care [26]. The fact that missed 

appointments cost both time and revenue, 

application of a systems-thinking approach, 

improving the flow of work and removing 

wasteful processes, redesigning of clinic 

workplace, and formation of a multidisciplinary 

team, have been observed to improve 

appointment scheduling [40]. Studies have 

shown that using a mix of approaches such as 

pre-appointment reminder calls, regular updates 

of patients’ phone numbers and addresses, and 

phone calls after a missed appointment improve 

on patient appointment keeping [42]. Peer to 

patient’s relationship was noted to reduce 

facility-based barriers to appointment keeping 

[43] and provide targeted psychosocial support 

services to reduce missed appointments [44, 45]. 

Waiting Time 

Patient waiting time remains a problem in 

today’s healthcare systems because of the 

dynamic, complex, and emergent nature of 

healthcare systems, as patients frequently have 

negative experiences with healthcare waiting 

rooms [39]. Reduction of waiting time of 

patients needs a systematic breakdown of 

workflow processes and identify problem areas 

[46, 47]. It is acknowledged that addressing 

waiting time is complicated as multiple 

stakeholders and operational processes are 

involved and interlinked. Delivering the best 

patient care was noted not to only rely on the 

clinical expertise of the health provider but also 

involves the interplay of the clinical setup, 

workflow, and communication. A project to 

improve the patient waiting time with revision of 

the appointment scheduling, patient reminders, 

more effective communication, and work 

reassignments, showed no improvement in 

waiting time due to fluctuating manpower, 
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resources, and poor handover of patients from 

one provider to another within a visit but an 

increase in the percentage of patients seen by the 

doctor within a period, improvement in staff 

satisfaction and communication. However, poor 

appointment scheduling was noted to be a key 

component that contributes to delays and long 

waiting times for patients in outpatient clinics 

[47]. 

Knowing where to Access Services and 

Communication between Provider and 

Patient 

Health care services are considered accessible 

when patients face no actual or perceived 

barriers to receiving services. It has been 

observed that supporting access to health care 

from the users’ perspective helps patients to 

receive the right care at the right place and time. 

Integration of services, increasing staff numbers, 

expanding service delivery hours, reducing 

waiting times, and having systems for triaging 

patients, have been noted to improve access to 

care [48]. Communication between provider and 

patient aims at finding providers who meet the 

needs of individual patients and with whom 

patients can develop a relationship based on 

mutual communication and trust [38]. The 

domain is measured based on aspects of service 

provider listening carefully to the patient, 

explaining things in a way that is easy to 

understand, having respect for the patient, 

allowing enough time during the consultation, 

and providing adequate privacy during service 

delivery. 

Respecting what Patients say, 

Consultation Time and Service Provider 

Communication Skills 

While excellent clinical care remains the 

expectation, health care consumers are now 

seeking health care and supporting systems that 

respect patients [40]. It is observed that there is 

a need to involve patients in their own health and 

care such that service providers provide what 

matters to the patient, who are the experts of 

their own care. Shared decision-making was 

noted to be the process in which people who 

experience a change in their health work 

together with clinicians to select tests, treatment, 

management, and support packages [49]. 

The mismatch between the service provider 

and the patient during consultation, as the 

service provider is interested in making a 

diagnosis, while the patient focuses on the future 

actions of the service provider, is noted to exist 

[36]. It is, therefore, important that consultation 

meets the intentions of both the service provider 

and the patient. In a study to assess patients’ 

satisfaction with a consultation at a general 

clinic in Saudi Arabia, it was observed that 53% 

of the respondents were dissatisfied with it [50]. 

Patient experience has a series of complex 

healthcare processes, each comprised of 

numerous critical points of interaction between 

patients and the service provider. In a study to 

improve service provider’s communication 

skills, the service provider’s interpersonal skills 

were noted to be the most important in-patient 

experience. Patient satisfaction study of trained 

service providers and communication skills 

revealed that the proportion of “excellent” 

ratings of provider services increased, most 

notably; in the involving of patients in care 

decisions, explaining medical condition, the 

providers knowing the patient as a person, 

listening, and overall quality of care from the 

provider [51]. 

Understanding Service Providers’ 

Instructions and Interactions with 

Facility Staff 

It was observed that many patients leave their 

healthcare visit unsure of what their providers 

asked them to do or what was discussed, as only 

12% of adult Americans have proficient health 

literacy, and only 30.1% of them could 

adequately teach-back [52]. It is known that 

other staff in the facility can influence the 

outcome of the patient’s visit to the facility. 

This is aimed at seeing other facility staff 

being supportive and helpful to patients, 
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courteous, and respectful to the patients seeking 

care from the facility. Nonclinical and clinical-

support personnel have a powerful influence on 

how patients perceive their entire care 

experience, just like the medical practices can 

improve the overall care provided by focusing 

on nonclinical and clinical-support services to 

create a strong first impression of patients at 

every care visit, to prepare clinical staff to 

deliver excellent service, minimizing needless 

delays in service delivery, and prioritizing the 

services that patients consider to be most 

important [53]. 

Coordination of Care and Knowing 

Important Medical History 

Coordination of care is a conscious effort to 

ensure that all key information needed to make 

clinical decisions is available to patients and 

providers [38], and it is defined as the deliberate 

organization of patient care activities between 

two or more participants involved in a patient’s 

care to facilitate the appropriate delivery of 

health care services, [54]. Studies indicate that 

over 80 percent of diagnoses are based on 

medical history [55], a powerful diagnostic 

technology [56]. It is suggested that a more 

rational approach to the use of the medical 

history led to improvements in diagnostic 

efficiency and effectiveness, with benefits for 

individual patient care [56]. 

Medication Information 

Patients are reported not to understand the 

instructions they receive on medications, and 

40–80 percent of the medical information 

communicated by health care practitioners is 

completely forgotten by the time they reach 

home [57]. Patients always have challenges in 

taking their medications as a result of; limited 

patient empowerment, mistrust of prescribed 

medications, and frequent noncommunication 

about medications prescribed. It was also noted 

that patient-centered care makes service 

providers view patients as partners in their 

disease management and therefore talk to 

patients about the prescribed medicines [58]. 

Methodology 

The study was conducted in Jinja district - 

Uganda, at Bugbee, Budondo, Walukuba, and 

Mudede health centres, purposively selected due 

to their high patient numbers. The study units 

were files of adult HIV clients identified with 

any of the poor HIV care outcomes of; missed 

appointments of > two weeks, poor adherence to 

treatment of < 85%, and unsuppressed viral load 

of > 1000 viral copies per milliliter. Duration in 

care was one of the determinants for a client file 

to be considered for the study, as only clients 

who have been in HIV care for at least 6 months 

are eligible for a viral load test by the Uganda 

Ministry of health standards. Patients of the 

selected files above were also targeted for an 

interview as study units. 

Lastly, the PDSA cycles at the study health 

facilities were also used as study units during the 

study. The sample size estimate of 226 was 

determined by the use of the hyper geometric 

method for a known population. Files of HIV 

active clients for the period of October to 

December 2018 were reviewed to identify any of 

the study HIV care outcomes, of which 437 were 

found to fit in the inclusion criteria. 224 clients 

for the identified files were interviewed at 

baseline in January 2019 and end-line 

assessment in July the same year. 

The action research involved interventional, 

observational, descriptive, and qualitative study 

methods. Data collection was done in three parts; 

1) the client-patient experience exit interviews 

using the Customer Assessment of Healthcare 

Providers Systems (CAHPS). This experience 

was determined by 14 elements on a Likert scare 

of ‘Never,’ ‘Sometimes,’ ‘Usually,’ and 

‘Always,’ and 1 element of rating service 

providers on a scale of 1 to 10, with 1 being the 

lowest, 2) the patient HIV care outcomes, and 3) 

the PDSA cycles, using the documentation 

journals. Monthly quality improvement 
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meetings were held to share results and 

experiences among the study health units. 

The data was analyzed using Microsoft excel, 

and results were shared with the 4 teams of 

health unit managers to conduct a root cause 

analysis of the findings at baseline and plan for 

improvement using journals to document the 

PDSA cycles. The baseline and end-line 

assessment findings are presented in tables and 

narratives with percentages of the various 

parameters of client experience and quality of 

care. 

From the Likert scale of the patient 

experience measured indicators, results in 

percentages of respondents were analyzed and 

presented. Findings from the PDSA cycles were 

presented in a descriptive manner to give a 

picture of the interventions at the study sites. The 

study followed the professional codes of conduct 

for research, including observing subjects’ right 

to privacy, confidentiality, and informed 

consent. 

The study protocol was approved by Milldam 

Uganda Research and Ethics Review 

Committees (REC REF 0309-2018), and the 

Uganda National Council of Science and 

Technology (UNCST) (HS 2510). I declared not 

having any conflict of interest or relationship 

with the study sites, research, and ethics 

committee, and they had no influence in any 

manner that might have affected the validity of 

the study. 

Results 

Demographics of the Study Client Files 

The study showed that 29.3%, and 70.7% of 

client files identified with any of the poor HIV 

care outcomes were for males and females, 

respectively. The prevalence of the study HIV 

care outcomes at baseline was 13.6%, with 

Bondo, Bugembe, Mpumudde, and Walukuba 

health centre having 7.3%, 14.8%, 13.4%, and 

17.9%, respectively. 

Most of the client files included in the study 

were for clients who had been in care for more 

than four years. 

Results on the HIV Care Outcome 

Indicators 

The findings show that a total of 52 (11.8%) 

client files were identified with poor adherence 

to treatment at baseline assessment. Walukuba 

health centre having only 0.7% of its clients with 

a poor adherence score at baseline is uncommon, 

and it is possible that the assessment for 

adherence for the HIV clients in care was being 

done wrongly by the service providers, as at end-

line assessment, it was observed to be at 11.3%. 

The study revealed that 285 (65.2%) of the study 

files had more than two weeks of missed 

appointments, and a reduction to 88 (25.1%), at 

end-line assessment. It was also observed that of 

the 285 client files of missed appointments for 

more than two weeks, 266 (93.3%) had an 

adherence score of > 85% at baseline 

assessment. 

The study revealed that at baseline 

assessment, 203 (46.5%) of study client files 

were due to unsuppressed viral load, which 

reduced to 109 (31.5%) at end-line assessment. 

It was also revealed that 142 (70%) of all client 

files with unsuppressed viral load were for 

clients who had been in care for more than four 

years. 162 (37.1%) of client files studied had 

undetectable viral load at baseline assessment, 

which improved to 181 (51.7%) at end-line 

assessment. 34 (7.7%) of the study files had 

never had a viral load test done to the clients at 

baseline assessment, which reduced to 5 (1.4%) 

at end-line assessment. 30 (83.3%) files of 

clients who have never been done a viral load at 

baseline assessment were between 6 months and 

2 years in care. It was observed that 151 (34.5%) 

of the study client files were overdue for a viral 

load test to be done at baseline assessment, 

which reduced to 59 (16.8%) at end-line 

assessment. The study further showed that 192 

(91%) client files with unsuppressed viral load 

had adherence to a treatment score of >85% at 

baseline assessment, which reduced to 47 

(42.2%) at end-line assessment. This could be 

pointing to resistance to HIV treatment, which is 

a challenging situation. 

7



 

Results on the Patient Experience of HIV 

Care at the Study health Facilities 

The study identified 437 potential 

respondents based on the study selection criteria, 

out of which 224 were interviewed at both 

baseline and end-line assessments. Specifically, 

there were 44, 82, 45, 43 respondents for 

Budondo, Bugembe, Mpumudde, and Walukuba 

health centres at baseline, and 52, 64, 51, and 57 

at end line assessments, respectively. For patient 

access to HIV care, there was an improvement 

on the percentage of respondents reporting that 

they “Always”; get appointment schedules from 

service providers, access HIV care service 

within four hours from arrival to exit and get to 

know where to access HIV care services within 

the health facility, from an averagely of 44.9% 

to 86.2%. Secondly, there was an improvement 

in communication between service providers 

and the patients from the average of 57.6% to 

92.4% of the respondents reporting that they are 

“Always”; listened to by the service providers, 

explained to in a way that is easy to understand, 

showed respect for what they say, given enough 

time during consultation, and adequate privacy 

during service delivery. The study results also 

showed an improvement in the patient 

experience domain of interactions between the 

patients and the facility support staff from an 

average of 54.8% to 88.4% of the respondents 

reporting that the support staff are “Always”; 

helpful, courteous, and respectful to patients. 

Fourthly, there was an improvement in the 

coordination of the HIV care from an average of 

37.2% to 85.4% of the respondents reporting that 

their service providers are “Always”; knowing 

important information about the patients’ 

medical history, getting someone from the 

service provider’s room to follow patients up to 

the next service point, providing patients with all 

the prescribed service packages, and talking to 

patients about all the prescribed medicines. 

Lastly, the patients' improved satisfaction with 

the service provider for the services received 

from 28.3% to 50.5% of the respondents scoring 

“Excellent”. 

The Effect of Application of the Deming 

PDSA Cycle as a Patient Experience 

Management Tool 

Appointment scheduling in HIV care 

During the implementation of the study, it 

was observed that appointment keeping was a 

challenge, especially for Bugembe, Walukuba, 

and Mpumudde health centres. Patients used to 

come in any day and time for treatment, and 

anyone at the facility could prescribe and refill 

ART for the clients. At Mpumudde, some of the 

support staff, like the linkage facilitators, could 

at times supply more drugs than what is 

prescribed, and there was no harmonization of 

appointment dates with the drug supplies. 

Completing the HIV client card was a challenge 

to almost all the health centres, and it could be 

hard to know that important information or 

service offered to a client. Health managers were 

not concerned about what was happening in the 

clinics, and the linkage facilitators were serving 

clients out of sympathy. During the 

implementation of the project to improve on 

appointment keeping at all the study health 

facilities, health managers realized that they had 

left the leadership of the HIV clinics to lower 

cadres, and the quality of care was noted to be 

limited. At Mpumudde health centre, several 

meetings were held with the health facility 

managers to support them realize the areas of 

weakness, and this helped in a number of ways, 

including the allocation of more staff to the 

clinic. Using the Deming PDSA cycles, the 

following tested changes were used; all the study 

health facilities conducted harmonization of 

appointment date with drug supplies through pill 

counting of drug balances for the client to ensure 

that a client is supplied only enough for the next 

appointment date. The health managers also 

defined the roles of linkage facilitators to ensure 

that they do not prescribe or dispense drugs to 

clients. HIV clinic days were harmonized, and 

all clients were informed of the changes in the 

HIV clinic days such that other days were only 

for new HIV clients or those with complications 
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to treatment. The creation of a box or space for 

files on appointments helped in the identification 

of those who have missed attending the clinic. 

This was followed by a phone call to the client 

who had missed the clinic the following day. 

Service providers also practiced on-spot 

documentation of the services offered to the 

clients in the HIV care card to avoid incomplete 

information capture, which could affect clinical 

decisions. 

Reducing Waiting Time for Patients during 

HIV Care 

Waiting time was noted as one of the major 

challenges being faced by HIV patients as they 

accessed care, especially at Walukuba, 

Bugembe, and Mpumudde health centres. The 

HIV clinics at the study sites were understaffed, 

yet the few service providers used to start clinics 

late, there was no order of service of first come, 

first serve, the laboratory services were a 

distance from the clinical rooms, and patients 

used to get lost within the facility. All these gaps 

were contributing to delayed access to services 

and, therefore, long waiting times for the 

patients. A number of change ideas were applied 

using the PDSA cycles to improve on the patient 

waiting time as follows; change in the client flow 

to reduce on unnecessary movements of both the 

clients and the service providers, provision of 

services in a one-stop centre for easy access to 

all the services, provision of fast come fast serve 

card to enable the early comers to access services 

first, increasing staff to provide services, 

identification of files for patients on appointment 

a day before the clinic day, pre-parking of drugs 

for clients before the clinic day, and ensuring 

early starting of the clinics. These practices were 

scaled to all the study health facilities, and they 

realized improvement in the patient experience 

with waiting time. 

Increasing Access to Services within the 

Clinic 

The service providers of Walukuba and 

Bugembe health centres were surprised to realize 

that some of their clients were not aware of 

where to access all the prescribed services. This 

was because there was one waiting area for all 

outpatients, which caused stigma and confusion 

to patients as to which room or service provider 

to see. The rooms for provision of services were 

not labelled for easy identification of the service 

sites, and service sites were distant, especially 

the laboratory and the pharmacy, and limited 

communication to patients on where to access 

the different services within the health facility. 

In an effort to improve the situation, and using 

the PDSA cycles, the service providers 

identified safe spaces for the HIV clients where 

all the services were provided during particular 

clinic days, and such spaces were also used for 

other services during non-HIV clinic days to 

reduce stigma. There was also labeling of the 

service points within the service areas for easy 

directions to the clients. Walukuba health centre, 

positioned the records assistant at the 

registration point to direct all clients to the next 

service point after registration. 

Listening Carefully to Patients Concerns 

During the study, clients of Walukuba and 

Bugembe health centres reported not being 

listened to “Always” by the services providers. 

The health managers attributed the situation to 

the allowing of support staff with limited 

training and skills to provide HIV care, 

uncoordinated patient appointments, and the 

poor leadership and management of the HIV 

clinics as service providers had organized 

absenteeism where a few service providers 

would be available for duty compared to the 

expected. The study supported the engagement 

of the health manager to create clinic days for the 

different categories of clients (differentiated 

HIV care) notably, the children, the adolescents, 

and the virally unsuppressed clients. 

Identification of a nurse to do triaging of HIV 

clients during clinic days such that all stable 

clients are served fast, and only the unstable 

clients could see the clinician, allocation of more 

staff during the clinic days to reduce the work 
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pressure, and harmonization of appointment 

schedules were the strategies implemented to 

improve on the patient experience of being 

listened to during their visit to the service 

provider. 

Explaining Things to Patients in a Way 

that is Easy to Understand 

During the study, Walukuba health centre was 

reported to have service providers who do not 

always explain to patients in a way easy to 

understand during the baseline assessment 

interview compared to other study health 

facilities. It was noted by the health managers 

that Walukuba health centre had linkage 

facilitators who had little knowledge on some of 

the medical terms, yet they had much more 

interface with the patients than the quantified 

staff. It was also noted that the facility is in a 

community with mixed tribes and languages. 

The facility gets clients who do not understand 

the commonly used local languages in the area, 

and the service providers were not able to speak 

to them, hence the need for an interpreter. These 

factors affected this patient experience element, 

and in a way to improve, the health facility 

managers allocated more qualified staff to the 

HIV clinic to reduce the interface of the patients 

with the support staff. The managers also 

allocated a linguistic linkage facilitator to 

interpret for patients. The two interventions 

improved the situation at Walukuba health 

centre as the ‘Always’ response by the study 

participants on whether the service providers 

‘Always’ explained things in a way and 

language easy to understand increased from 

24.5% to 98.2% at baseline and end-line 

assessments respectively. 

Service Provider Respecting What Clients 

say during HIV Care 

Respecting of what patients say by the service 

provider is a right, and it maintains the dignity of 

the patient. During the study, respect for what 

clients say by the service providers was good at 

most of the study health facilities except at 

Walukuba. Walukuba health centre service 

providers reported not having been aware that 

patients were not feeling comfortable with the 

limited respect of what they say during access to 

care. The findings prompted the health managers 

to hold a meeting to give feedback to all the 

service providers. It was also agreed that the 

service providers implement the communication 

of the patient experience rights to the clients 

during every clinic day. Patients gained the 

confidence to express their dissatisfaction during 

the exit interviews, and such feedback was being 

shared during the monthly quality improvement 

meetings. The study showed an improvement in 

the “Always” response to service providers 

showing respect to what patients say most, 

especially at Walukuba health centre, from 

24.5% to 96.5% at baseline and end-line 

assessments, respectively. 

Service Provider Spending Enough Time 

with Clients during Consultation 

It was a fact that all the HIV clinics were 

understaffed and overcrowded as the facilities 

were running only one clinic day in a week. 

Under such a situation, it was hard for the service 

provider to spend enough time with the patients 

during consultation. 

The interventions were an additional human 

resource to the clinics, the orientation of the new 

staff on the key aspects of the clinic running, and 

the splitting of the HIV clinics in a differentiated 

manner as the unsuppressed clients, children, 

and adolescents were being seen during their 

special clinic days. Bugembe health centre being 

with the biggest number of clients also split the 

general HIV clinic to run for two days in a week. 

These interventions worked for the health 

facilities and there was improved time for 

consultation. 

Improving Privacy for Clients during 

HIV Care 

HIV is a very stigmatizing and discriminating 

disease in Uganda, and this has affected access 

and utilization of HIV services. Privacy at 
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Budondo and Walukuba health centres was 

grossly rated low by the majority of the 

respondents. This was attributed to the fact that 

general outpatients were mixed with the HIV 

clients during access to care. It was also a 

practice at Budondo and Walukuba health 

centres that HIV client files would be read by 

name in front of all the outpatients. It was also 

possible to see and hear the details of the service 

provider’s discussion with the HIV client at 

Budondo health centre as the window for the 

clinician’s room had no canteens, and the service 

point was just near the window. 

At Mpumudde health centre, the sorting of 

files, recording, intensive adherence counselling 

sessions and dispensing was being done in the 

in-patient ward. All the in-patients were seeing 

and hearing all that was taking place. At 

Bugembe and Walukuba health centres, 

dispensing of drugs for the HIV clients was 

happening at the general dispensary, and it was 

hard to observe the privacy of the HIV clients. 

All these factors have compromised privacy and 

increased stigma at the health facilities. It had 

resulted in patients coming on non-clinic days 

and late in the evening when many of the 

outpatients have left the facility. 

It also affected appointment keeping, 

adherence to treatment, and access to other 

services like family planning. At Budondo 

health centre, a new room was allocated for HIV 

care. The room was near the filling room for easy 

transfer of files and storage. Budondo and 

Walukuba health centres piloted the use of first 

come first serve cards with numbers. This 

eliminated the calling of clients by name to 

access services. Walukuba, Bugembe and 

Mpumudde health centres made the HIV clinics 

a one-stop centre with almost all the services in 

one area. The space for the clinic was closable 

for the general patients not to know what is 

happening in the clinic. This was a magic bullet 

to privacy as it reduced stigma improved the 

client’s confidence, expression, and access to 

HIV service. 

Support Staff Helping and Respecting 

Clients during HIV Care 

Access to HIV care can be affected by the 

communication of the support staff to the 

patients. Lack of help and respect to the clients 

seeking care by the support staff creates a bad 

experience of the care. It is important that 

support staff are helpful and respectful to the 

clients seeking care to contribute to a good 

experience with the services received. At 

baseline assessment of patient experience, 

Walukuba and Bugembe health centres had 

lower percentages of the “Always” response of 

24.4% and 50.9% compared to Mpumudde and 

Budondo health centres with 78.8% and 75.6%, 

respectively. The health facility teams attributed 

it to the fact that the HIV clinics at the affected 

health facilities were mainly being run by the 

linkage facilitators, who are support staff. The 

linkage facilitators had taken on the roles of the 

qualified staff, yet they had no professional 

ethics to practice. At Bugembe health centre, the 

health managers redefined the roles of the 

linkage facilitators and limited their involvement 

in the roles of the qualified staff. At Walukuba, 

one of the notorious linkage facilitators was 

replaced with another one, and this improved the 

situation. It is also true that the addition of more 

qualified staff to the clinic also reduced the 

interface of the linkage facilitators with the 

clients. Budondo and Mpumudde also practiced 

the redefining of roles for linkage facilitators 

through meetings that involved the health 

managers, the HIV clinic service providers, and 

the linkage facilitators. It was also observed that 

the support staff became more respectful and 

courteous to patients during access to HIV care 

at all the study health facilities. 

Service Provider Knowing Important 

Information about the Client Medical 

History 

Studies indicate that over 80 percent of 

diagnoses are based on medical history. 

Reviewing and knowing the past medical history 

of an HIV client in care helps in the provision of 
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quality HIV care services. It was revealed that 

the HIV clinics in the study health facilities were 

inadequately staffed, and this was affecting the 

time required for the service provider to review 

client cards to know important information of 

the client’s medical history. It was also noted 

that the HIV service providers were not stable as 

health managers could rotate and switch service 

providers to different departments at any time. It 

was also true that the highly qualified and senior 

service providers were not interested in working 

in the HIV clinics, and they were also not 

attending refresher training on HIV care. At all 

the study health facilities, the nurses and linkage 

facilitators were the ones mainly managing the 

clinics. This was affecting the quality of HIV 

care provided and therefore making it hard for 

the service providers to review and have an 

adequate medical history of the clients under 

their care. The magic bullet to this problem was 

increased staffing into the HIV clinics and 

engagement of the health managers to allocate 

appropriate carders of service providers to the 

clinics. For example, Mpumudde allocated a 

clinical officer, a laboratory technician, and a 

nursing officer to the clinic, while Budondo 

allocated a medical officer, a clinical officer, and 

a nursing officer. Bugembe acquired two more 

nurses, while Walukuba added a nurse and a 

laboratory staff to the clinic. The strategy was 

noted to reduce the chances that a lower carder 

manages the HIV clinic. The strategy improved 

the “Always” response to service providers 

knowing important information about the 

patient’s medical history above 90% at all the 

study health centres. 

Follow up of Clients to Next Service 

Points during HIV Care 

The study noted that follow-up of clients to 

the next service point was only being 

implemented by Mpumudde health centre, 

which attributed it to physical escort of the client 

to the different service points by the linkage 

facilitators. Other study health facilities also had 

linkage facilitators, but they were not being used 

to follow up clients to the next service points. It 

was also reported that the facilities were 

understaffed to have someone follow up on 

clients to the next service points. Bugembe, 

Walukuba, and Mpumudde health centres opted 

to have a one-stop centre for almost all the 

services such that the next service points are 

within the same room or area, and it was not 

necessary to escort a client but to direct him or 

her to the next service table by pointing. 

Budondo health centre did not opt for any of the 

interventions, and this affected their 

improvement on this element. 

Providing all the Prescribed Service 

Packages to Patients during HIV Care 

The problem of providing limited prescribed 

service packages almost affected all the study 

health facilities. The service packages that were 

noted by the health facility managers as affecting 

this element were drugs, and Viral load testing. 

Budondo, Walukuba, and Mpumudde health 

centres had a low viral load coverage as some 

patients for this service were waiting for long 

hours at the main laboratory. It was realized that 

some clients would leave the laboratory without 

getting the service but convince the dispensing 

staff that they have been bled for the test to 

access their drugs. Bugembe health centre had 

solved this through the engagement of the 

laboratory staff to give priority to clients for viral 

load, and the strategy was working for them. 

This is what Budondo health centre tried, and it 

also worked for them. Walukuba and 

Mpumudde health centres innovated to have the 

viral load bleeding site within the HIV clinic to 

avoid missed opportunities, and this was a very 

successful strategy for them. On the side of 

drugs, there was always adequate stocks of 

ARVs, and access was ensured. However, the 

facilities had limited supplies of drugs for 

opportunistic infections, especially Co-

trimoxazole. Budondo health centre had enough 

of drugs for opportunistic infections as it was 

practicing good procurement and rationing of 

drugs. Walukuba and Bugembe health centres 
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tried the same strategy, and it also worked for 

them. Mpumudde did not succeed as the 

mandate to order and store drugs was not in their 

hands, and the in-charge was not willing to 

support this arrangement. It can therefore be 

concluded that working as a team with the 

laboratory staff either to give priority to clients 

for viral load in the main laboratory or creating 

a bleeding site in the HIV clinic improves viral 

load coverage and access. 

Talking about the Prescribed 

Medications to Patients during HIV Care 

The knowledge of patients on the medications 

provided increases adherence to treatment and 

improves patient’s participation fully in their 

care. The service providers agreed with the study 

results that they were not giving adequate 

information to clients about the prescribed 

medicines. This was attributed to the thinking 

that clients were familiar with the drugs they 

take, yet at times there was a change in the size, 

package, and color of the medicines. There were 

also instances where substitution and switching 

of drugs was being done but still with no 

adequate information given. This was affecting 

adherence to treatment, and at times clients 

would take from one type of ARVs that they are 

familiar with and leave the ones they are not 

familiar with. The health managers of Bugembe 

and Mpumudde health centres had not assigned 

a qualified staff to dispense instead, it was the 

linkage facilitators (support staff) dispensing. 

This could affect the level of information about 

medicines that could be given to the clients. At 

Walukuba health centre, dispensing was being 

done at a general pharmacy where all patients 

were getting medicines from, and health workers 

were too busy to give enough information to 

patients, coupled with the stigma that patients 

were facing during the dispensing time as HIV 

drugs are unique and packaged in plastic bottles. 

The same situation was at Mpumudde health 

centre as the dispensing window was facing the 

in-patient ward, and all in-patients would see and 

hear the instructions to the HIV clients during 

dispensing. To improve on the patient 

experience element of talking about the 

prescribed medicines, Walukuba and 

Mpumudde health centres made and 

implemented a health talk program on medicines 

during each clinic to remind clients on the drugs 

they take but also to give new changes in the 

HIV care and treatment. Bugembe and 

Mpumudde health centres put up a fulltime nurse 

to dispense drugs including giving full 

instructions on the medicines. There was a 

change in the dispensing area at Walukuba 

health centre as they transferred the HIV drug 

dispensary into the HIV clinic room to make 

HIV care a one-stop centre, while Mpumudde 

health centre resorted to dispensing within the 

dispensing room to reduce stigma during 

dispensing. 

Rating of Service Providers 

Picking an opinion on how the patient rates a 

service provider gives a picture on whether the 

patient appreciates the efforts of the service 

provider in providing a service, and it is also an 

indicator that the patient will adhere to the 

service provider’s instructions or even come 

back for services next time based on the built 

trust. It is a measure of how satisfied the patient 

is with the services of the service provider. The 

study showed an improvement in the satisfaction 

rates with the service providers across all the 

health facilities. 

Discussion 

HIV Care Outcomes of Adherence to 

Treatment, Missed Appointments and 

Viral Suppression 

The study revealed that females identified 

with poor HIV care outcomes were two times 

more than the males. This could be due to the 

fact that there are more HIV-positive females 

(65%) in Uganda accessing HIV treatment than 

males (45%) [10], even when the study did not 

determine the percentages of males and females 

on treatment at the study health facilities. It is 

therefore important that efforts should be geared 
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towards men accessing HIV treatment in the 

study health facilities. Retention in care is 

important for a good HIV care program. The 

study showed an 80% retention in care during 

the 6 months of study. This was higher than the 

50.2% retention on HIV treatment 12 months 

after ART initiation [15], respectively. The 

difference could be due to the periods of study, 

i.e., 6 months and 12 months in the two studies. 

There was a 10.3% lost to follow during the 6 

months of study, compared to the 26.6% 

observed among pre-HIV treatment clients in 

care at both rural and urban HIV clinics [15]. 

The findings are similar to the observed lost to 

follow within 6 months of treatment initiation 

that reduced as patients stayed longer in care 

[16]. However, it was observed that among 

pregnant and breast-feeding women, the lost to 

follow among newly enrolled HIV positives to 

treatment was as low as 8.1%, [17]. 

Conclusively, the longer a patient stays in care, 

the less likely that he/she will get lost to follow-

up, and therefore, the need for many efforts in 

early than late retention in HIV care. 

The researcher did not come across data on 

the death rates of HIV-positive individuals in 

health facility clinics but observed a 1.3% death 

of the study clients during the 6 months period 

of study. This confirmed that retention in care is 

affected by death, among other factors. It was 

also hard to get data on the rate at which client 

files get lost with in the health facilities, which 

affects the quality of HIV care as the history of 

the patient cannot be traced. The study revealed 

a 3.4% loss of files for clients studied within a 

period of 6 months. The loss of client files 

reflects a poor filling and patient information 

management system, and service providers need 

to come up with strong interventions to reduce 

on the loss of client files and records within the 

health facility. 

There was no literature accessed on the 

possibility of having a poor HIV care outcome 

despite being in care for a longer duration. 

However, the study showed that more than 55% 

of clients identified with a poor HIV care 

outcome mostly unsuppressed had been in care 

for more than 4 years. It can therefore be 

concluded that being in HIV care for a long time 

does not guarantee good HIV care outcomes. It 

is recommended that service providers continue 

supporting all clients to adhere to HIV treatment 

irrespective of their duration in care. 

Adherence to HIV Treatment 

Adherence to HIV treatment is very key in 

suppressing the viral load, and studies have 

shown a positive association of missing 

appointments with poor adherence to HIV 

treatment [21]. The study revealed that 11.8% of 

all the clients identified with poor HIV care 

outcomes had a poor adherence of <85%. The 

finding is almost similar to a study conducted in 

India that observed that 9.5% of patients had 

poor adherence to HIV treatment of less than 

80% [13]. The study also observed that 93.3% of 

patients who had missed an appointment for 

more than two weeks were scored an adherence 

level of > 85%. This is ridiculous, and it can be 

attributed to the knowledge gap and or non-

committed service providers to score patient 

adherence to treatment per national guidelines. 

The following change packages were used to 

improve adherence scoring and patient 

adherence to treatment using the Deming PDSA 

cycle; Mentorship to service providers on patient 

adherence scoring and documentation, 

Intensified health education and information on 

drugs supplied, and intensive adherence 

counseling to all patients with poor adherence. 

The interventions were noted to reduce poor 

adherence to treatment. Therefore, it is 

recommended that the above interventions, 

when implemented as a package, improve 

service providers’ capacity to score adherence 

and patient adherence to treatment. 

Adherence to Appointment Schedules in 

HIV Care 

It is important that patients keep their 

appointment schedules if adherence to treatment 

is to be ensured. The study revealed that 65.2% 
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of the studied client files at baseline were due to 

missed appointments for more than two weeks in 

the previous three months. The period of missed 

appointments for at least two weeks in the 

studied client file was taken by the researcher to 

cater for such common practices of service 

providers not taking into account of cumulative 

pill balances from previous patient refills. The 

findings were close to the observed 49% [28], 

but too high to the 7% of [27]. The difference 

could be as a result of the differences in the 

period of review for the status of missed 

appointments, the duration of the missed 

appointment, and the age category of clients 

studied. During a root cause analysis of the 

causes of missed appointments at the study sites, 

the service providers identified that clients were 

having cumulative drug balances during their 

visits, and service providers were not doing pill 

counting to ensure that the drugs given balance 

with the date of appointment. The cumulative 

balance could make patients not keep 

appointments since they would not see the 

reason for coming back to the health facility. The 

clients were therefore being scored with good 

adherence, yet they did not keep the appointment 

as evidenced by the 93.3% who missed 

appointment but were scored a good adherence 

across all the study facilities at baseline. The 

service providers also observed that some clients 

were coming for treatment any time and day, 

including weekends, and this could affect the 

documentation of the services provided in the 

client record cards and registers as some 

working spaces and individuals may not be 

available or accessible. The third factor that was 

affecting appointment keeping was that some 

clients would get excess drugs through the health 

facility support staff without documentation and 

consent of the technical service providers. 

Lastly, there was a systemic failure of timely 

documentation and update of the client records. 

All these were the service provision challenges 

on adherence to appointment schedules across 

all the study health facilities. There was no 

literature accessed by the researcher that noted 

the above as some of the challenges to 

appointment keeping, but the available 

information was related to patient and 

community factors only. 

To improve appointment keeping, the project 

used a systems-thinking approach to improve 

workflow, redesigned the clinic workplace, and 

used a multidisciplinary team [40] because using 

a mix of approaches such as pre-appointment 

reminder calls, regular update of patients’ phone 

numbers and addresses, and phone calls after a 

missed appointment improve on patient 

appointments keeping [42]. The change package 

used to reduce on missed appointments were Pill 

counting to harmonize the pills supplied with the 

appointment date, Emphasis on strict 

appointment keeping for patients and duty 

attendance of the service provider during the 

clinic days, post missed appointment follow up 

phone calls to patients, Timely recording and 

updating of the client information required, and 

Engagements of the health facility managers to 

increase staffing of the HIV clinics. However, 

the end-line assessment results did not show 

much reduction in the percentage of client files 

with both missed appointments of more than two 

weeks and an adherence score of >85% from 

93.3% to 60.3%. This means that the 

intervention of mentorship to service providers 

on patient adherence scoring and documentation 

had less effect on adherence scoring and or 

oversupply of drugs compared to the 

appointment schedules. It is therefore 

recommended that the study sites need to review 

the problem to identify other root causes such as 

multiple site visits by the clients and develop 

interventions to close the gap. 

Viral Suppression in HIV Care 

The ultimate goal of HIV treatment is to 

achieve viral suppression among patients. The 

third ambitious target for Uganda as adopted 

from UNAIDS is to achieve a 90% viral 

suppression by 2020 among HIV clients on 

treatment. Poor viral suppression leads to 

increased chances of developing resistance to 

15



 

treatment, opportunistic infection 

manifestations, HIV transmission, and 

eventually death. Baseline assessment results 

showed 46.5% of the client files identified with 

any of the study poor HIV care outcomes being 

due to unsuppressed viral load of >1000 

copies/ml. The results do not match with the 

13% unsuppression among the total clientele of 

the HIV clinic [32], compared to study results 

based on clients who had any of the poor HIV 

care outcomes studied. The findings agree that 

re-suppression occurs after adherence 

interventions [34] [35], as it was found out that 

only 31.5% of the study client’s files were still 

with unsuppressed results at the end line 

assessment. The study also revealed that only 7.7 

of the study files had never been done a viral 

load test at baseline assessment, which reduced 

to 1.4% at end-line assessment. The viral load 

test coverage is in agreement with the 75% 

coverage in 2017 [31]. The study further 

revealed that 70% of all the unsuppressed client 

files studied were for clients who had been in 

care for more than four years. This may be 

interpreted that the more a client stays in care, 

the more likely it is that he/she will turn 

unsuppressed. These findings are contrary to 

those from Cambodia that stated that the 

likelihood of having viral non-suppression was 

significantly lower among adolescents who had 

been on treatment for more than 9 years [32]. 

The difference could be related to differences in 

the health care systems in the two countries but 

also in the age categories studied. The rate of 

undetectable viral load among the study files 

was only 37.1%, at baseline assessment similar 

to the 33.9% undetectable rate for viral load [33]. 

The undetectable viral load rate among the study 

files at the end line assessment improved to 

51.7%. 

The study also observed that 83.3% of the 

client files expected to have had viral load 

monitored, and with results, the respective HIV 

patients had never been done any viral load test 

between the period of 6 months and 2 years. The 

study further observed that 34.5% of the study 

client files were overdue for a viral load test to 

be done based on the Ugandan Ministry of health 

standards. However, this was reduced to 16.8% 

at end-line assessment. The findings at both 

baseline and end-line assessments are similar to 

the observed 21% of HIV-positive clients who 

were due for viral load 12 months after initiation 

to treatment but did not have it done [36]. The 

effect of the observed gap leads to poor HIV care 

as the right decisions are delayed to be made. 

Health facilities need to have a mechanism of 

ensuring that all clients due for viral load access 

the service. It is also common for patients who 

are due for viral load testing missing the service 

even when they make a visit to the clinic. The 

study also showed that 91% of client files with 

unsuppressed viral load had adherence to 

treatment score of 85% and above at baseline 

assessment, which reduced to 42.2% at end-line 

assessment. This could be pointing to resistance 

to HIV treatment, which is a challenging 

situation. During the study, it was noted by the 

service providers that efforts to address 

challenges to viral load suppression were 

limited. To note; there was limited access to viral 

testing, late return of viral load test results, 

documentation of the viral load results in the 

client care cards was inadequate, documentation 

of intensive adherence counselling sessions was 

not effective, and timeliness of the sessions was 

not as per the ministry of health standards that 

guide that each session should be conducted one 

month apart. 

The change packages tested to improve viral 

load suppression were Assigning of staff 

responsible for viral load, creating a viral load 

bleeding area within the HIV care site, timely 

tracking of patients for viral load testing and 

results, provision, and documentation of 

intensive adherence counselling sessions to HIV 

clients with unsuppressed viral load. The 

intervention resulted into a reduction in the 

number of clients with unsuppressed viral load 

among the study clients, as at baseline 

assessment, there was 46.5% of the study client 

files with an unsuppressed viral load of >1000 
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copies/ml, which reduced to 31.5% at end-line 

assessment. It is therefore recommended that 

service providers need to implement the above 

strategies as a bundle to ensure re-suppression. 

Patient Experience Management 

Patient experience has not been used as a 

means of assessing the quality of care in Uganda 

yet, if implemented, it leads to a memorable 

event in patients. It is important to note that 

patient care requires multiple practitioners 

during service provision, causing 

communication differences variations in 

protocols and approaches. It is therefore 

important to note that patient experience is 

beyond the patient-clinician interaction but the 

whole health care system. 

Patient Experience Management has been 

used to close gaps in patient care especially for 

chronic conditions like HIV, and it creates a 

model of attention focused on the patient 

experience to accomplish the “Wow” effect in 

patient’s access to health care. There has been 

challenges in patient experience management 

before of resistance to change, other 

organizational priorities, lack of support from 

senior staff, and limited resources. There is 

limited literature on how patient experience 

management has been used to improve patient 

centered care. 

Therefore, this study adopted the Deming 

PDSA cycle approach because it is the most 

commonly used quality improvement approach 

in healthcare, and it uses a rapid cycle process, 

the Plan Do Study Act cycle, to test the effects 

of small changes in a short time using a 

systematic and data-driven approach to 

implement, test, and sustain changes. 

Improving Appointment Scheduling and 

Reducing Waiting Time for Patients 

during HIV Care 

It was observed that appointment keeping was 

a challenge, and health facility teams used 

different interventions like; Harmonization of 

HIV clinic days and appointment date with drug 

supplies through pill counting, timely 

documentation of appointment schedules, line 

listing clients, and identifying those who miss 

appointments schedule in an effort to bring the 

patient back to care, and patient re-engagements 

and similar observations have been made before 

[26]. 

Scheduling for health care services requires 

the balancing of clinical process, patient needs, 

and influencing the facility health systems to 

offer appointments in a timely manner [40]. It 

was in a similar way observed during the 

implementation of the above strategies to 

improve appointment scheduling. 

Waiting time was noted to be one of the major 

challenges faced by HIV patients as they 

accessed care and a number of change ideas that 

were used to improve on it include a change in 

the client flow, creation of a one-stop centre for 

HIV care, and increased staffing. Although the 

interventions above worked well for the study 

health facilities, they did not show improvement 

in waiting time but improved staff satisfaction 

and communication [47]. This could be 

attributed to differences in the settings under 

which the studies were conducted. 

Increasing Access to Services within the 

Clinic and Listening Carefully to Patients 

Concerns 

Health care services need to be accessible to 

patients at the facility without any physical or 

perceived barriers. During the study, it was 

observed that the waiting area for some 

outpatients were contributing to stigma to 

patients during access to HIV services. The 

rooms for provision of services were note 

labelled for easy identification of the service 

sites. The laboratory and the pharmacy were a 

distance away from the clinical rooms, yet there 

was limited information to patients on where to 

access the different services within the health 

facility. The following tested change packages 

were used to improve patient access to services 

within the health facilities; Provision of services 

in a one-stop centre, labeling of the service 
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points for easy directions to the clients, 

Designation of staff to triage patients and direct 

them to the next service points. 

The study showed that the majority of the 

HIV patients at Walukuba and Bugembe health 

centres were not “Always” listened to by the 

services providers. Listening carefully to 

patients by the service provider improves the 

trust of the patient that his/her medical and 

psycho-social issues will be well understood and 

taken care of. The interventions to the observed 

situation were Creating separated clinic days for 

the different categories of clients, notably the 

children, the adolescents, and the virally 

unsuppressed clients, additional clinic staffing to 

reduce work pressure, and harmonization of 

appointment schedules with the created clinic 

days. 

Explaining Things to Patients in a Way 

that is easy to Understand and Service 

Provider Respecting what Clients say 

during HIV Care 

Walukuba health centre was observed not to 

be explaining things to patients in a way easy to 

understand at baseline assessment as it had its 

support staff (linkage facilitators) with many 

interfaces with the patients than the qualified. 

The health teams at this facility implemented the 

following tested changes to improve on the 

situation; Additional staffing of the clinic to 

increase on service providers interface with 

patients and allocation of an interpreter for 

clients with languages not known by the service 

provider. The tested changes were in conformity 

with [36] observation that “excellent” ratings of 

the service provider increased when patients 

were involved in care decisions. 

Conclusion 

The improvement in the HIV care outcomes 

using patient experience management is hinged 

on improved health facility leadership and 

governance, skilled human resources, and client 

flow in a one-stop centre mode. The ministry of 

health needs to support the implementation of 

patient experience management for improved 

HIV care in resource-limited settings. The 

healthcare system of any resource-limited 

system needs to ensure that leadership and 

governance at the health facilities need to be 

strengthened as they are critical in improving 

patient HIV care. Health facilities need to have 

adequate and competent service providers to run 

the HIV services to improve on the quality of 

care and patient experience with the services 

provided. 
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