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Abstract

Background
The World Health Organisation has promoted a shift towards the test and treat strategy to accelerate elimination of HIV/AIDS. Zambia adopted this policy
change in 2017. However, communication of this policy change and its effect on policy implementation has not been documented. This study sought to
explore the communication of the HIV/AIDS test and treat health policy change and how this affects practice in selected public health facilities in Lusaka
district.

Methods
A qualitative case study was employed with purposeful sampling of policy makers, partners, National AIDS Council managers and frontline health providers in
selected tertiary, secondary and primary-level health facilities in Lusaka District of Zambia. In total, 22 key informant interviews and 3 focus group discussion
were conducted. Thematic inductive – deductive approach coding and data analysis were performed using NVivo pro 12 software.

Results
The results revealed that to communicate test and treat policy change; government relied on print media such as newspapers, IEC materials and electronic
media through radios and television. The o�cial channels of communication and feedback mechanisms for test and treat HIV health policy change were not
clearly stipulated in the health facilities for reference. This created a lapse in communication which resulted in policy misinterpretation and resistance from
both implementers and clients. The HIV policy changes reshaped health systems negatively as infrastructure was altered to accommodate increased service
demand workload for HIV services and operational hours for HCWs. Further, policy makers seemed to be unprepared for the policy changes.

Conclusion
Effective health policy change communication with clear channels and open feedback mechanisms is vital for successful policy change implementation as it
enhances understanding and subsequently adoption of the policy. Further, there is a need to enhance collaboration amongst policy makers, partners,
implementers and the public in developing and applying communication strategies that facilitate quick adoption of health policy changes.

Contributions To The Literature
1. This study contributes to the limited literature on how communication of policy change affects policy implementation. Communication of policy change

is critical in ensuring that policy intentions �nd the correct expressions in the health systems.

2. Effective health policy change communication with clear channels and open feedback mechanisms is vital for successful policy change
implementation as it enhances understanding and subsequently adoption of the policy

3. There is a need to enhance collaboration amongst policy makers, partners, implementers and the public in developing and applying communication
strategies that facilitate quick adoption of health policy changes

Background
Globally approximately 36.9 million people are living with HIV/AIDS [1]. Sub-Saharan Africa carries a disproportionate burden of HIV/AIDS, accounting for
more than 70% of the global burden [2]. In Zambia, HIV prevalence is estimated to be 11% among adults while close to 15% of children are HIV positive. The
HIV prevalence is higher among urban than rural residents (9.8% vs 5.0%) [3]. Further, there has been an increase in HIV prevalence among urban young men
from 3.7% in 2001–2 to 7.3% in 2013–14[4], and 9.4 million Zambians do not know their HIV status [5].

In tackling the HIV/AIDS infection, Zambia has adopted various HIV/AIDS policies over the years. These include the HIV/AIDS voluntary counselling and
testing (VCT) strategy which was expanded to maternal health in an effort to achieve prevention of mother to child transmission (PMTCT) in 1999. In 2002,
the government of Zambia created the National HIV/AIDS/STI/TB Council (NAC) whose mandate was to oversee HIV, sexually transmitted Infections and
tuberculosis policies and programs. The creation of NAC saw the introduction of many HIV policies such as HIV work policy in all sectors; counselling and
testing (C&T) policy, and the HIV test post exposure prophylaxis in health facilities for exposed health workers and clients [6]. In 2013, diagnosis, counselling
and testing (DCT) was introduced where all admitted patients were mandated to undergo HIV testing and counselling [7].

Changes to the HIV policy saw the mother to child transmission evolve from voluntary PMTCT to option A, B, compulsory PMTCT option B+ to now
Elimination of mother to child transmission (EMTCT) [8]. In line with World Health Organization (WHO) call to zero rate new HIV infections and mortality,
Zambia adopted the test-and-treat policy or the ‘90–90–90 target’ in 2017, a shift from passive voluntary counseling and testing. This policy entails that 90%
of the people living with HIV know their HIV status; 90% of the people living with HIV who know their HIV status are accessing treatment; and 90% of people
living with HIV who are receiving treatment have suppressed viral load. The target 90/90/90 aims to control HIV infections by the year 2020 and eliminate it by
2030 [9].Through a test and treat, if a person tests HIV-positive, he or she is immediately enrolled on HIV treatment. Before the advent of test and treat, people
living with HIV had to wait for their CD4 count to drop to a particular level before starting treatment. Huge progress has been made since the adoption of the
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test and treat. For example, the proportion of ART initiation increased from 52% in 2004–2006 to 97% in 2016–2017 and time from testing to ART initiation
reduced from a median of 17 days in 2004 to one day in 2016–2017among children living with HIV/AIDs[10].

Despite the progress in HIV/AIDS policy in Zambia over the years, HIV/AIDS still remains one the greatest threats to population health [3]. The changes in
HIV/AIDS policy have come with some implementation successes and challenges similar to other low- and middle-income countries. Global in�uences by
international funders have shaped the HIV/AIDS policy changes. Contextual factors such as social stigma and discrimination, traditional and religious beliefs,
disease epidemiology, leadership, human resource, political and economic challenges have equally affected the success of HIV/AIDS policy changes[11].
Other notable implementation gaps for HIV/AIDs policies relate to retention on treatment, availability of nutritional supplements, support groups or isoniazid
preventive therapy[12, 13].

While the above implementation gaps of HIV/AIDS policy changes have been widely documented, how these policy changes have been communicated has
been understudied. Studies show that the manner in which health policies changes are introduced and communicated in a health system has potential to
impact positively or negatively on implementation success [14]. Communication of HIV/AIDS policy changes is critical to ensure policy intentions �nd the
correct expression in the health systems efforts to improve population health outcomes[15]. Health policy changes alter the normal functioning of health
systems, hence the need for appropriate communication [16, 17]. Understanding how HIV/AIDS policy changes are communicated, would therefore help
enhance the quality of policy change implementation.

This study sought to explore the communication of the HIV/AIDS test-and-treat health policy change and how this affects practice in selected public health
facilities in Lusaka district.

Methods
Study Design

A qualitative case study was undertaken. The case study was appropriate for this policy study because it allowed the researcher to interact with key
stakeholders involved in health policy change communication and implementation. Further, it allowed for detailed exploration of HIV policy change
communication processes and how this shaped the health system [18, 19]. Case studies are most appropriate for policy studies. The study uses the
consolidated criteria for reporting qualitative research (COREQ) guidelines (additional �le). 

Study Site

The study was conducted in Lusaka district the capital city of Zambia. It was purposefully selected due to the role it plays in policy leadership and oversight,
as most high-level HIV policy institutions including the Ministry of Health (MoH), National Aids Council and other partner institutions are found in the capital.
Policy changes are mostly decided in Lusaka and then communication all other peripheral cities, towns and villages. The health facility sites were selected
based on recommendation from MoH policy makers. These were facilities that reported a high in�ux of HIV/AIDS clients on daily basis based on data
submitted to MoH [20].

Sampling criteria and participant recruitment

Purposeful sampling method was employed to select participants relevant to the study who were at different levels of health care systems, with varied
expertise in HIV/AIDS management which allowed to capture rich data from different perspectives. The health facility participants were purposefully
sampled. Snowballing was also employed and helped to identify key participants in communication processes of test and treat policy. The policy makers were
recruited using snowball sampling. With the cascade of hierarchy participants were selected to explore the communication policy process to identify
bottlenecks and potential areas of improvement.  

Data collection

The qualitative data were collected over a period of �ve months from November 2019 to March 2020. Phone calls were made to potential participants
to arrange for face-to-face interview dates. Data were collected using recorders and notebooks respectively with consent from individual participants. To avoid
any breach to privacy interviews were carried out in participants’ usual o�cial place of work privately. Data was stored in audio recorders; Laptop computers
secured by password and note books safely in lockable cupboards in investigators ‘o�ce. To ensure con�dentiality, all records were reviewed at the same sites
under custody of principal investigator without moving them to other locations. The questions in the interview guides were phrased according to category of
participants to bring out information on their roles about the change in HIV policy, communication, support and implementation. The interviews were
conducted in English by the principal investigator (CS).

Key informant interviews 

The key informants were policy makers from MoH; NAC managers; Lusaka District Health O�ce (LDHO) HIV/AIDS programme managers; partners; health
facility managers from the primary; secondary and tertiary health care facilities involved in HIV/AIDS management and policy communication processes. A
total of 22 key informant interview were held across Lusaka, with key state and non-state actors in HIV/AIDS policy change (table 1) 

Focus group discussions

Three focus group discussions (FGD) with frontline healthcare professionals involved in health implementation of test and treat health policy change from the
primary, secondary and tertiary health care facilities were conducted. The FGDs were conducted within private areas of frontline HCWs to allow freedom of
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expression away from their supervisors. The FGDs had 7-11 participants per session. The cadres comprised of clinicians and psychosocial counsellors
speci�c to HIV/AIDS management. A cumulative number of 26 participants participated. The table below shows the level of health care facility, number of
participants and their specialty (table 2).

Data analysis

The audio recorded interviews were transcribed using Express scribe v8.26 (NCH software, Canberra, Australia) and google docs (Google LLC, California and
USA). Data from various sources were �rst read separately to develop themes and categories (table 3) [21]. The themes and categories centred on expressions,
incidents, phrases and reactions during interviews, discussions and observations. All KIIs and FGDs were separately compared and contrasted with each other.
 This was to help identify patterns, consensus, variations or contradictions in deliberating, frequency of phrases, emphasis, consistency in raising speci�c
issues and answering the set objectives. The relative relevance of information based on emphasis by the study participants as these were at different levels of
health care systems showed variations in policy communication. These informed the selection of broader theme categories for presentation in the study while
eliciting ideas from literature review and the theoretical framework [22]. Data was then analyzed using the priori thematic themes. This type of approach was
appropriate because certain concepts on HIV policies existed in current HIV services and literature. The focus was on standard communication of test and
treat HIV health policy change; though other new ideas that emerged related to test and treat health policy change were included. Based on framework
analysis and literature, inductive – deductive approach coding and analysis were performed manually by developing a medium for evolving categories and
themes linked to the prede�ned ideas of the framework, conversations and experience (table 3) [23].

Ethical considerations

Approvals were sought from ethics committees; the University of Zambia Biomedical Research and Ethics Committee (UNZABREC) [reference number 277-
2019] and National Health Research Authority (NHRA). Permissions to conduct interviews in the intended health facilities were sought from the Provincial
Health O�ces, District Health O�ces, individuals and health facilities managers. Voluntary written consents from individual participants were obtained. 

Results
We present our �ndings on the communication of the test and treat all policy change in Zambia based on the policy makes and health provider perspectives.
Emerging themes from the data included; communication strategy for HIV/AIDS policy change, implementation of policy change, effect of policy change on
practice and acceptability of policy change. Although data were collected from various participant categories, no major differences in the discussions were
noted and views speci�c to a particular participant category are noted within the manuscript.

1.0. Communication strategy for HIV/AIDS policy change to test-and-treat

1.1. HIV/AIDS strategic framework for 2017 to 2021

The policy makers mentioned that government had outlined a policy communication strategy that was operationalised through the HIV/AIDS strategic
framework for 2017 to 2021. The strategic framework provides for coordination and management of the policy response to HIV/AIDS in Zambia. The
coordination of the HIV/AIDS policy change takes place at national, provincial, district and community levels by aligning national priorities, expected
outcomes and targets that all stakeholders should work towards. However, the frontline health providers revealed that the awareness strategies for HIV/AIDS
policy change to test-and-treat-all that were put in place by the MoH through the strategic framework were inadequate. They narrated that the change to test-
and-treat policy took them by surprise, as there had been limited prior information. They felt that the policy change was abruptly introduced in the health
systems without orientation. 

 ‘‘There is also a communication strategy, guided by HIV/AIDS strategic framework, on how each sector of the health system is going to be informed from the
facilities, to community leaders to the people living with HIV to even those who would take care of those people living with HIV.’’ (KII 02 Policy maker MoH 02) 

‘‘Even us health workers we were not ready for it. They just said, just go and test, so we had to put ourselves in their shoes, the clients; we had to explain that it
was a government policy or program so we just had to do it without explaining its bene�t.’’ (FGD 03 Primary health facility participant)

1.2. Communication channels of policy change 

The policy makers stated that to communicate policy, MoH generates a circular that cascades to the provincial health o�ces, district o�ces, tertiary
secondary through to primary health care facilities and vice versa. However, the frontline health providers indicated that these processes seemed not to have
been fully utilized when introducing the test-and-treat policy. Even when the above channels of communication were followed, the communication of policy
changes delayed to reach implementers and the community. Some providers stated that verbal instructions via phone calls as well as informal messages
about the change in policy to test-and-treat were given before written instructions were provided to the health facilities.  

‘So, policy ideally is communicated from the district, the district gets it from the province, province from the ministry. But with new technology now many are
the times where you just see a WhatsApp message, oh! This is from the ministry but we always like to wait for o�cial communication from the district before
we act on anything…’’ (KII 07 Secondary health facility manager)

1.3. The role of the media in communicating the policy change to test-and-treat-all  

1.3.1. National television and radio stations
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The frontline HCWs mentioned that the media played an important role in communicating the test and treat policy to both the public and facilities. The test
and treat policy change were �rst communicated to the public through the national television by the president of the republic of Zambia. It was reported that it
was during the presidential pronouncement that some of the frontline HCWs got to know about the HIV test and treat policy. Following the presidential
pronouncement many media houses such as print and radio ampli�ed the sensitization of the test and treat policy. The health care providers indicated that
since the president had to make this announcement on national television to reach the entire country, it signi�ed the importance government attached to this
particular policy change.   

‘‘I personally got it from TV that there is test and treat there was no communication from management, am sure most of us got it from TV…’’ (FGD 01, Tertiary
health facility participant)

‘Sensitization was done using TV and radios, but it's like many people did not understand what it meant. A lot of people we were still in denial despite being
told, about that test and treat policy. But it took some time when it started it wasn't easy after sometime people came to understand and by now I can say it's
only about 10% of people who are still refusing the test and treat’ (KII 08 DHO manager 01)

1.3.2. Information education and communication, and other print media 

The policy makers mentioned that newspapers, brochures, and posters were used to communicate the test and treat policy change to the public. However, the
frontline health care providers felt that distribution of print media did not reach certain populations as some people in most remote areas were unable to read
and had no access. They thought using print media to communicate the test and treat policy change was ineffective for certain sections of society. For
instance, few people from the community could afford to buy newspapers. The majority of the people who read newspapers are senior government o�cials as
they are routinely provided to them as part of their o�ce privilege. The providers also mentioned that late delivery of print media affected real time
communication of the policy change. It was suggested that use of online print media especially via social media platforms like Facebook, Instagram,
WhatsApp, and messenger should have been used as it could be accessed by those with smart phones as they said:

‘‘I can't say ah no we were not involved in developing IEC materials, again what comes �rst is English posters, these our people cannot read, even local
language sometimes it becomes political which language to hang up. The message on pictures sometimes needs to be explained. Even me I think I don’t know
if you ask me details on posters...’’ (KII 12 primary health facility manager 02)

‘‘The social media television, radios or WhatsApp, Facebook or SMS all this is very effective, even young people like these online issues there is also a lot of
gossip so they can get the information using distractors…’’ (FGD 01 Tertiary health facility participant)

2.0. Implementation of test and treat HIV policy change

 2.1. Historical context and knowledge and history of HIV/AIDS health policy changes

All the participants were cognizant of HIV/AIDS health policy changes in Zambia over the years. Policy makers and health facility managers were more
knowledgeable on history of HIV policies; while those from primary and secondary levels were not keen about when and why polices were changed or phased
out. Though not in order, participants were able to mention many previous HIV policies. The commonly cited policies were DCT, option B+ under maternal
health and VCT which they felt had was present in all policies due to its emphasis on the counselling aspect. The participants in all the health facilities felt
that they were still actively using the VCT but only applied it differently. This is because counselling was being offered to all clients as they provided test and
treat.  The points of services were also still being referred to as VCT rooms.

‘‘Remember these things have been happening for a long time, there has been testing but it become now compulsory that everybody who come must be tested
and tested counselled though it started with VCT and DCT...’’(KII 04 Tertiary health facility manager 01)

‘‘VCT is still there some people still walk into a facility on their own position to offer to have a test yeah. You can differentiate test and treat really to…, the only
difference is that there is no gap now ok, no waiting for cd4 count to drop that’s the major difference with test and treat’’ (KII 05 NAC manager 01) 

2.2. Stakeholder engagement in test and treat health policy change

The facility managers described that the government engaged various stakeholders such as public services organizations, companies and civil organizations
to encourage people to take-up HIV tests including access to self-testing. Partners who were running different HIV programs in the health facilities were also
engaged to support the test-and-treat policy. These partners such as PEPFAR, CDC played a vital role in providing resources to advertise and explain the HIV
policy change to test-and-treat. Similarly, community-based structures through local health committees were engaged to support the policy change to test-and-
treat. However, the participants felt that the engagement was mostly top-down, and not much room was provided to improve this relationship given the rapid
change in policy and short time to implementation. A frontline HCW and health facility manager said: 

‘‘I would really say they need to look at this … when a policy �rst of all at formulation level they should really involve the grass root, implementers of this policy.
As the policy is being formulated, �nd that it is passed and it has to be implemented again let the orientation begin with the key implementers’’ (KII 07
Secondary health facility manager)

2.3. Healthcare worker training for implementation of test-and-treat all policy

Both the health facility managers and frontline providers indicated that there was some training that was intiated for those providing HIV care in the facilities.
These training were undertaken in form of orientations given to a few selected health staff from tertiary and secondary health facilities. Some facilities were
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selected as pilot centres for test-and-treat policy before national wide scale-up. The facilities provided valuable lessons before the policy was expanded to
other primary facilities. However, some participants felt that not much was head about this pilot, as it seemed to only cover a few health facilities. Key lessons
were not communicated to the providers in other facilities. Further, the policy makers agreed that information in the health facilities at all levels of care
concerning this policy was not uniform due to different levels of individual service provision and staff capacity. The tertiary levels had in most cases highly
specialised o�cers due to required service standards including concerning HIV management and vice versa for lower levels of health facilities. 

‘‘…So, throughout the country Yes; the test and treat policy is it being practiced, ah the variance in implementation may be there; what I mean is we have
guidelines on how the test and treat may be implemented but, in some areas, it’s is a bit di�cult to implement in such a way because they may not be
receiving drugs directly from MSL (medical stores for life); they may not have lab facilities right there but in essence the test and treat is implemented
everywhere.…’’ (KII 02 Policy maker MoH 02)

2.4. Materials and resources to support test and treat HIV health policy change

The facility managers and providers explained that there was a differential support in terms of resources depending on the level of the facility as well as the
volume of patients that were being attended to. However, most of the participants felt that majority of the health facilities did not receive the adequate
supplies and commodities to support the scale-up of the test-and-treat policy. They stated that this resulted in many facilities experiencing stock-outs of key
supplies for the policy at the time of scale-up. When the policy was pronounced, the front-line providers indicated that they struggled with resources for
initiating HIV services starting with basic medical utilities such as testing kits and baseline investigations. Further, the providers reported that the primary
health care facilities which were usually found in the slums with high volume populations more material supplies to be able to provide the services for test-
and-treat. A primary health facility manager said:

“I would be honest to say I don’t know when the formulation began and whether maybe when the formulation began, we were or I personally was not in the
district then, maybe meetings took place and what, but… from my knowledge I may be wrong I don’t think we were involved We were not supported …. ….no, we
were not supported. I can say for test and treat the key things we were struggling with even now things like urine stick, ok you want to have at least that dip
stick you need as you are initiating the client…” (KII 07 Secondary health facility manager)

“. So now the Ministry of Healthsupplied us with more testing kits, through our partners like CDC and CIRDZ; they employed more peers as treatment
supporters also counsellors. So, we received more Counsellors, more testing kits; yes, so we were able to do all the activities.” (KII 11 Primary health facility
manager 01)

2.5. Financing test and treat HIV health policy change

The policy makers narrated that government had committed funding to the implementation of the test-and-treat policy change. However, the felt committed
funds were still inadequate to carter for scale-up. For this reason, all participants indicated that funding from the partners was critical to sustain some of the
policy changes in terms of service provision to HIV patients and management of care. The policy makers narrated that many partners were supporting the test
and treat policy in community-based HIV programs. They increased funding and even funded staff to do part-time work to offset increased workload in
selected high-volume primary level health facilities. However, both policy makers and health providers felt that having most funding for HIV services in the
hands of donors was unsustainable given that this was a lifelong disease and it bordered on the economic development of the country. The partner support
also included recruitment of staff at the health facilities, remuneration of staff, providing incentives, availing resources for policy monitoring and evaluation. 

‘‘…The ministry invested in this policy a lot. And partners came on board and we are grateful to this…’’ (KII 15 Policy maker MoH 03) 

‘‘…. you know the country is divided into two parts, the northern region has six provinces: Copperbelt; central, north-western; Luapula; Muchinga and northern,
these are supported by USAID. Then the others Lusaka, eastern, western and southern are supported by CDC. And each of these; they give funds to different
organisations in these provinces, and thefunds they receive these organisations they are supposed to support the facilities under their care…’’ (KII 03 HIV
partners - manager)

3.0. Changes  brought about by the HIV policy change to test-and-treat 

3.1.  Human resources and infrastructure adjustment

The frontline HCWs and managers described how the test-and-treat policy silently changed the operations of the health systems from the primary, secondary
and tertiary levels of health care. They explained that some of the changes brought about by this policy change included demand for human resource,
operationalization; infrastructure physical readjustment of utilization of space in some facilities to accommodate the expanded services for counselling and
screening; change in work schedules; increased working hours; patient interactions skills and service provision to patients just to mention a few. However, the
policy makers mentioned that they did not anticipate an overhaul operation of the health systems due to the HIV policy change but expected services to run as
usual. A policy maker said:

‘‘... It changed the way we provide services because it meant that services were now tailored towards addressing that policy; but it was not easy on the ground
because the staff and buildings remained the same, so workload increased because as a clinician as someone is attending to clients when you see that there
is positive you have to shift certain things in the facility so that they receive the treatment there and then, and it was di�cult….’’ (KII 06 DHO manager)

4.0. Acceptability of test and treat HIV health policy

4.1.  Accepatability of policy among health providers
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Both the facility managers and frontline providers explained that the test and treat policy was widely accepted among healthcare workers as a long-awaited
policy which had made HIV service provision easier. This is because they felt it contributed to reducing ill health of clients with advanced HIV. They thought
early testing and treating of patients, as advocated for in the policy test-and-treat policy entailed putting the patients in better position to avoid opportunistic
infections and mortality. Being able to manage HIV in its early stages meant that patient visitations to the facilities would be reduced, but also address
congested HIV service infrastructure. The screening and checking procedures were made simple helping them to make accurate diagnoses after the HIV test
results were known. A frontline HCW from a District Health O�ce said: 

‘‘…Now we bene�ted because it helped us by �nding out what is disturbing this patient and you put the patient on the correct drugs and the two weeks later the
patient recovers; patients who could have been on the ward for a long time, in and out but once you put someone on correct medicines 2 weeks later, they are
�t...’’ (KII 08 DHO HIV program manager 02)

4.2. Sense ofownership of HIV/AIDS policy change

The health facility managers and frontline providers mentioned that they felt little sense of ownership of HIV/AIDS policy change to test-and-treat. They saw
this HIV/AIDS policy change as more of an agenda of the ministry; hence they did not feel responsible for its successful implementation.  Further, the health
facility managers reported that policy makers from the MoH and partners seemed to have taken it for granted that health facility personnel would perform and
implement the new HIV policy change to test-and-treat with minimal supervision making some individual providers to be hesitant about making certain
decisions. The lack of institutional changes to support policy change such as restructuring human resource operations to accommodate and sustain policy
change made local capacity to own the policy challenging. Furthermore, presence of various partner organisation pushing the policy change agenda also
made the providers to question ownership and the intentions of the policy. One manager had this to say: 

“... to implement anything that is new you must supervise, if you don’t supervise many policies fall through but if you don’t it will not work, if you supervise It
will work…�rst of all policy must be mentored then, number two it must be explained, and then must be implemented and implementation involves supervision,
supervision especially when you are just introducing something new…” (KII 04 Tertiary health facility manager 01)

4.3. Policy change resistance from the community members

Both the facility managers and frontline providers explained that when the test-and-treat policy was �rst rolled out to the public, many community members
thought that it was just imposed on them and so they resisted it. They narrated that they had to spend a lot of time negotiating to convince the clients seeking
health services to accept being tested-and-treated. The policy makers on the other hand seemed to have ignored the possible resistance to the test-and-treat
policy from public. They seemed to have taken it for granted that somehow community members would appreciate the value of this policy given its bene�ts.
Further, the policy makers seemed to have focused more on the statistics and targeted achievements of the test and treat policy. One policy maker said: 

‘‘…It was aimed at curative that all people found positive should be given ARVs for free, even testing is free and preventive level because we know those on HIV
medications, we presumed would stop spreading the infection if they comply with treatment. From the numbers the policy is doing wonders a lot of people are
on drugs now….’’ (KII 15 Policy maker MoH 03)

While an implementer had this to say:

‘‘…so, it was di�cult and it is still di�cult. We are struggling with the issue of retention into care; but are �ghting hard by continuing with sensitisation,
community peers who follow them and to just explain to them on the bene�ts of being on medication. But I cannot lie we are losing people on medication
especially those we put on medication during the period of test and treat because they were not ready…’’ (KI 08 DHO HIV Programme Manager 01)

Discussion
The current study explored the communication of the HIV/AIDS test and treat health policy change and how this affected practice in selected public health
facilities in Lusaka district. The results revealed that to communicate test and treat policy; government relied on print media such as newspapers, IEC
materials and electronic media through radios and television which made very little impact to implementers and users. The o�cial channels of
communication and feedback mechanisms for test and treat HIV health policy change were not documented in health facilities for reference. This created a
lapse in communication which resulted in policy misinterpretation and resistance from both users and implementers. The policy changes reshaped health
systems physically as infrastructures were altered to accommodate increased service demand and operations that increased workload for HCWs.

We found that policy makers, partners, NAC managers and tertiary health facility managers had a better understanding of various HIV communication and
implementation strategies for test and treat health policy change. However, the frontline HCWs were not aware of why or when HIV policies were frequently
revised. The HCWs were not adequately engaged in policy communication processes and strategies neither did they provide feedback regarding the policy
performance. A study done in Ghana supports this �nding by stating that when HCWs and users understand the primary intentions of a health policy change
they gain ownership and became the ambassadors of policy change dissemination [14]. This is done through empowering them with knowledge and early
involvement in policy processes including formulating communication strategies [14]. However; this is contrary with the study done in USA which highlighted
that over consultations with the grass root could derail progress especially when dealing with a magnitude of a public health problem such as HIV/AIDS that
requires urgency [24].

The test and treat policy changes were abruptly introduced in Zambia and most of the implementers were caught unaware. Immediately the policy change
was pronounced, the policy makers, partners and politicians started to actively champion it through adverts on various media platforms, community meetings
and road shows. Unfortunately, the key messages were not tallying with services in health facilities in terms of infrastructure, practice, human and material
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resources on the ground. This brought confusion on how best to implement the changes. The frontline HCWs experienced task shifting, and felt demotivated
due to increased workload to accommodate the policy change. This �nding is in line with a qualitative study done in Uganda where an HIV program
implementation was introduced haphazardly without proper communication strategies to implementers and investing in human and material resources [25].
This jeopardized HIV service delivery due to inadequate resources and capacity the program [25]. Another study done by Lo-Beer et al found that inadequate
HIV policy change communication directives can bring confusion to existing health services and delivery if not communicate well due to imprecise changes to
be adopted [26].

We found that the test and treat policy was misinterpreted as a mandatory HIV test by many HCWs to all clients who visited health facilities for any ailment
due de�cient information on service provision and protocols. However, not all clients accepted this new change of HIV service provision as the bene�ts were
not emphasized. This is in compliment with other studies done around the globe which highlighted that in order to have successful policy implementation
there is need to pilot new health policies changes to allow diffusion and enhance uptake [27, 28]. Health policy change uptake can be enhanced if the
implementer and user understood what was supposed to be done [29]. Many shunned health facilities in preference for over-the-counter medications defeating
worthiness of the HIV policy change intentions. This could result in high HIV incidence rate.

The study �ndings further revealed that there were no documented formal HIV policy communication protocols in all health facilities with everything left to the
discretion of policy makers and tertiary health facility managers or senior management in health facilities. Lack of communication protocols lead to
confusion in policy directives on the ground. This is in line with the study done by Gilson who suggested policy directives should be documented and
mentored continuously for best outcomes [16]. Additionally, policy makers, partners and NAC managers did not collaborate with health facility managers,
frontline HCWs and the public to communicate policy change for successful implementation. They presumed their o�cial channels of communication were
effective contrary to what was obtaining on the ground. Studies have shown that working with the grassroots and providing policy directive frameworks for
HIV management accelerates uptake of policy changes [30, 31].

To communicate test and treat HIV health policy change, government relied on print media like newspapers, posters and brochures; electronic media such as
public and private radios, television and social media pages like Facebook, WhatsApp and MoH websites which were ineffective. Print media such as
newspapers both for public and private had inadequate impact to communicate the policy. Though newspapers could be stored for reference and exchanged
amongst the public literacy levels were said to be very low to be appreciated by many clients and mostly accessed along the line of rail. This is in line with a
study done in Tanzania which showed that HCWs even given protocols can be poorly utilized due to poor reading cultures [32]. The television sets and radios
were not common gadgets to access information from and expensive despite having a nationwide coverage including rural areas. There were reported power
outages in the city that denied access to information from televisions and radios.

Social media had a wider coverage but mainly accessed by privileged youths in urban areas and people with white collar jobs. Due to different opinions on the
test and treat policy, debates were generated for and against the new services the various media platforms. The HCWs had The MoH and partners printed
plenty of information education and communication (IEC) materials with test and treat HIV policy change key messages on posters and brochures to support
information dissemination to HCWs and the public. Studies done in USA suggest that HIV health policy literacy is important to avert barriers to information
[33].The public and implementers must be incorporated to design health policy communicating strategies to maximize policy uptake with open feedback
mechanisms [34]. Physical discussions on HIV policy change were often held in health facilities. This gave chance to patients to clarify on the policy.

The test and treat HIV policy was implemented differently across health facilities. Some HCWs provided some counselling to clients while others did not
negotiate and made anti-retroviral treatment compulsory for newly HIV diagnosed. This is contrary to studies done in in Zambia that revealed that consent to
HIV testing and management is still a fundamental human right that should be treated with autonomy for every individual or else may negate good intention
of HIV services if coerced. Therefore, there is a need to enhance awareness and supervise the health facilities so that the implementation of the HIV test and
treat health policy change is not left to the discretion of frontline HCWs.

Given the above �ndings, the gap of inadequate communication of test and treat HIV health policy change if not addressed could derail policy change uptake
into 2030. The dream for elimination of HIV may not be achieved. Therefore, there is a need to provide test and treat policy communication guidelines and
protocols to all health facilities for standard practice.

Study strengths and limitations

The selection of participants interviewed had varied occupations in the healthcare systems and credible data was collected due to variations in function and
competencies; while health facility level ranged from primary, secondary to tertiary level of care which enhanced data validity and quality [35]. This
consolidated content and face validity was achieved. The data was deemed reliable as answers become more consistent across all related respondents [36].
Most of the participants though holding the targeted o�ces had served for less time to understand the test and treat HIV health policy as Ministry was
undergoing restructuring; while many participants were newly employed. The cost following up participants was an issue due to the outbreak of COVID-19
pandemic as many HCWs were restricted to contact visitors and rescheduled appointments quiet often. Time for KII and FGDs was reduced to no more than
an hour due to COVID 19 for observing social distances, rescheduled working hours and staying home rules. So smaller FDGs were opted for safety.

Conclusion
The study showed that the involvement of implementers in test and treat HIV health policy change communication processes was not prioritized by
government, which affected implementation and policy ownership among the HCWs. The media adverts for the test and treat HIV policy change should have
should been designed in collaboration policy makers, partners, implementers and users to match with information on the ground especially relating to practice



Page 9/12

to enhance policy uptake. Further, we �nd that it was cardinal to empower HCWs with trainings to understand policy change guidelines, expected outcomes
and impact from the test and treat HIV health policy change.

The hallmark of the adoption of test and treat HIV policy was to eliminate HIV/AIDS in Zambia by the year 2030. The status of the �ndings on the
communication and implementation revealed that the dream was far from being realized while the goal to control HIV by 2020 was threatened by the outbreak
of the corona virus pandemic. There was need to do more on the collaborations amongst stakeholders; distillation of information; standard communication
processes and strategies for all to buy in and practice the test and treat HIV health policy change uniformly with enhanced feedback loops and mechanisms
while addressing unexpected effects initiated in the health systems.
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Tables
Table 1: Summary of key-informant interviews

Participants  Number Institution 

Policy Makers - Health policy department 4 MoH

Policy Makers - Public health clinical 3 MoH

Program manager HIV partners 1 PEPFAR

National HIV/AIDS.STI/TB Council Managers  3 NAC

Health Facility Managers   2 Tertiary health facility

District Health O�ce Facility Managers 1 LDHO

District Health O�ce HIV/AIDS program Managers 2 LDHO

Health Facility Managers – clinical 3 Secondary health facility 

Health facility manager 3 Primary health care 

Total  22  

 

Table 2:  Summary of focus group discussions with frontline HCWs

Level of healthcare facility Participant category  Total 

Tertiary 1 Doctors  1 8

    Nurses  5

    Psychosocial counsellors 2

Secondary 1 Doctors  1 11

    Nurses  7

    Psychosocial counsellors 3

Primary 1 Nurses  5 7

    Psychosocial counsellors 2

Total 3   26

 

Table 3: Qualitative data code-list
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Major theme categories Sub-theme categories

1. Communication of test and treat HIV health policy change •  Communication strategy for HIV/AIDS policy change
   • HIV/AIDS strategic framework for 2017 to 2021

   • Communication channels of policy change

• The role of the media in communication policy change to test-and-treat-all  
   • National television and radio stations

   • Information education and communication, and other print media (online media)

2. Implementation of test and treat HIV policy change • Historical context and knowledge of HIV/AIDS health policy changes 

• Stakeholder engagement in test and treat health policy change

• Healthcare worker trainings for implementation of test and treat policy

• Materials and resources to support test and treat HIV health policy change

• Financing test and treat HIV health policy change

 

3. Changes brought about by the HIV policy change to test-and-
treat

• Human resources and infrastructure adjustment

• Organisational change HIV service delivery

4. Acceptability of test and treat HIV policy change • Accepatability of policy change among health providers

• Sense of ownership of policy change

• Policy change resistance by community members 
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