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Abstract  
One of the major challenges mitigating against the success of the HIV program in Nigeria, 

particularly in Taraba state, the state under study, was the incidence of community terrorism 
and clashes between the TIV farmers and Fulani herdsman that happened across certain 
communities where healthcare facilities were located that offered HIV program. This article 
will analyze the HIV program in Taraba state and how community terrorism and clashes has 
contributed to poor quality of care received by HIV patients and led to the dearth of 
healthcare workers, such as doctors, Pharmacists, nurses, laboratory scientists, record staffs 
etc and consequently contributed to the high prevalence of HIV in the state.  

Introduction  

The HIV program in Nigeria has being in operation for over ten years now. In a new 
national survey conducted by the federal government for the 2012 National HIV/AIDS and 
Reproductive Health Survey-Plus (NARHS Plus), Nigeria’s HIV/AIDS prevalence rate is 
now 3.4 per cent. This is compared with 3.6 per cent in 2007, in some states the program have 
been quite successful, with a reduction in the HIV prevalence, while others have witnessed 
increase in prevalence. The state under study, Taraba state had a prevalence of 5.8 in 2010, 
the 2012 National HIV/AIDS and Reproductive Health Survey-Plus (NARHUS Plus) showed 
that HIV prevalence in Taraba has risen to 10.5. The increase in HIV prevalence in Taraba 
state has being greatly affected by the continuous occurrence of community terrorism and 
clashes between certain groups of tribes and people of different religions and has also 
contributed to the dearth of healthcare workers in most of the healthcare facilities. Over the 
years, a number of healthcare workers in these facilities where crisis took place have moved 
or retired and none have being replaced, this has affected the ability of healthcare workers to 
offer quality services to HIV clients. More especially the outbreak of community clashes in 
areas where hospitals and healthcare facilities are located have greatly affected access by 
patients to continue their treatment and care. The facility adversely affected is General 
Hospital Wukari, this community crisis occurred over a period of 2 years between 2013 and 
2015.  

Materials and Method  

An exercise was carried out at General hospital Wukari, one of the major healthcare 
facility offering HIV treatment and care in Taraba state through a folder audit. I personally 
participated in auditing about 1,122 folders of clients on treatment and prophylaxis, out of 
over 15,000 clients that have being enrolled over a period of 9 years. The exercise involved 
screening patients’ folders to ensure the following patient management and monitoring tools 
(PMM) are available; (i) initial clinical evaluation forms, (ii) adherence strategy work plan, 
(ii) medication adherence assessment form, (iv) laboratory request form showing baseline 
investigations, (v) ART care card, (vi) referral forms showing intra or inter referral linkage 
etc. These forms were screened and analyzed and the following data were extracted.  

1. Patient Unique ID.  
2. Patient Hospital number.  
3. Age (<1, >1-5, >15, >6-14).  
4. Sex (Male and Female).  
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5. Date of enrollment.  
6. Current CD4 count (value, Date, CD4 count in the last six month).  
7. Current HAART Status  

a) Initiated on HAART (Y/N)  
b) Date  
c) Eligibility criteria used.  
d) ARV regimen.  
e) Last Pharmacy pickup.  
f) Any Drug pick-up in the last three month (Y/N)  

8. Date of next appointment  
9. Outcome of folder audit  

a) Current on care  
b) Current on HAART  
c) Dead  
d) Due for CD4 catch-up  
e) Eligible based on CD4 count.  
f) Lost to follow up  
g) Transfer out.  

Results  

A total of one thousand one hundred and twenty-two (1,122) folders were audited and the 
following information and data were extracted. 

S/N PARAMETER TOTAL MALE % MALE FEMALE % 
FEMALE  

1 AGE 
 <1YR  7  3  42.86%  4  57.14%  
 >1-5YR  8  5  62.50%  3  37.50%  
 >15YR  1101  375  34.06%  726  65.94%  
 >6-14YR  8  25%  33.33%  6  75.00%  
2 Date of Enrollment of clients.  
 2006  2  0  0.00%  2  100.00%  
 2007  108  46  42.59%  62  57.41%  
 2008  256  100  39.06%  156  60.94%  
 2009  260  75  28.85%  185  71.15%  
 2010  295  105  35.59%  190  64.41%  
 2011  54  20  37.04%  34  62.96%  
 2012  86  20  32.26%  66  76.74%  
 2014  32  12  37.50%  20  62.50%  
3  CD4 count done in the last six months, (March-August 2015)  

 Yes  7  1  14.29%  6  85.71%  
 No  1114  384  34.47%  730  65.53%  
 Percentage number of audited clients’ folder that had CD4 count done in the last six 

months = 0.62%  
Percentage number of audited clients’ folders that had no CD4 count done in the last 
six months = 99.38%  

 CD4 done in 2015  17  5  29.41%  12  70.59%  
 CD4 done in 2013  64  20  31.25%  44  68.75%  
4 Initiated on HAART  
 Yes  706  225  31.87%  481  68.13%  
 No  408  159  38.97%  249  61.03%  
 Percentage number of audited clients’ folders initiated on HAART = 63.38%  
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Percentage number of audited clients’ folders not on HAART= 39.62%  
5 ARV Regimen  
 First Line  728  229  31.46%  499  68.54%  
 Second Line  3  1  33.33%  2  66.67%  
 6  Drug Pick up in the last 3 months  
 Yes  199  62  31.16%  137  86.84%  
 No  920  321  599  
 Percentage number of audited clients’ folders that picked up drugs at least once in the 

last three months = 17.78%  
Percentage number of audited clients folders that failed to pick up drugs at least once 
in the last three months = 82.22%  

7 Current on care 1 1 100.00% 0  0.00%  
 Current on HAART  8  2  25.00%  6  75.00%  
 Clients due for CD4 

count test  
178  52  29.21%  126  70.79%  

 Last CD4 count value, for clients due for CD4 count test  

 1000 – 500 CD4 
count  

19  4  21.05%  15  78.95%  

 499 – 400 CD4 count  15  6  40.00%  9  60.00%  
 399 – 300 CD4 count  18  3  16.67%  15  83.33%  
 299 – 200 CD4 count  41  11  26.83%  30  73.17%  
 199 – 100 CD4 count  53  16  30.19%  37  69.81%  
 99 – 1 CD4 count  27  6  22.22%  21  77.78%  
 Percentage number of audited clients’ folders retained on treatment and care = 

21.03% 
Percentage number of audited clients’ folders lost to follow up = 78.97%  

8  Lost to follow up  886  315  35.55%  571  64.45%  
 Lost to follow up (Distribution by year)  
 2007  65  27  41.54%  38  58.46%  
 2008  199  82  41.21%  117  58.79%  
 2009  194  62  31.96%  132  68.04%  
 2010  247  91  36.84%  156  63.16%  
 2011  46  20  43.48%  26  56.52%  
 2012  69  14  20.29%  55  79.71%  
 2014  22  9  40.91%  13  59.09%  

Charts Representations.  

 

Figure 1 Outcome of Folder Audit. 
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Figure 2 Age Distribution. 

 

Figure 3 Loss to follow-up Distribution according to year of Enrollment. 

 

Figure 4 Last CD4 count done for clients versus number seem (Distribution class interval) 
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Figure 5 Date of Enrollment versus number seem, from Audited Clients folder 

Discussion  

Percentage number of audited clients’ folder that had CD4 count done in the last six 
months (March-August 2015) was 0.62%. Percentage number of audited clients’ folders that 
had no CD4 count done in the last six months (March-August 2015) was 99.38%. Percentage 
number of audited clients’ folders initiated on HAART was 63.38%. Percentage number of 
audited clients’ folders not on HAART was 39.62%. Percentage number of audited clients’ 
folders retained on treatment and care was 21.03%. Percentage number of audited clients’ 
folders lost to follow up was 78.97%.  

From the chart presentations, comparing Figure 5 (chart on enrollment of clients) to Figure 
3 (chart on lost to follow up) there seem to be a tremendous drop in number of clients retained 
on care and treatment in the facility. A huge number enrolled have being lost to follow up, 
some probably dead, some did self-transfer to other facilities without any official document, 
and others enrolled in other facilities as new clients. The analyzed data showing very low 
CD4 count of 0.62% for 236 (21.03%) clients currently on treatment and care is proof of poor 
quality of care of clients. Clients on treatment and care are meant to be routinely monitored 
and screened and sent for CD4 test and other laboratory investigations every six months, the 
low percentage of clients having current CD4 count results is proof of this.  

The retention of clients on treatment and care was greatly affected during the community 
crisis that affected General hospital Wukari, the facility under study, where clients’ folders 
were assessed. Over the years the number and quality of healthcare workers have also 
depreciated. The quality of adherence counseling, which is the bedrock of antiretroviral 
therapy (ART) have suffered tremendously. Trained and specialized healthcare workers are 
no longer working at this facility; the ones present are poorly motivated.  

There is therefore an association between the outcome of patients care at GH Wukari and 
the crisis that affected access to healthcare at the facility.  
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