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Introduction
In recent years, the global community has come a long way to accomplish the Millennium 
Development Goals. Success has been achieved through well-thought-out development plans 
and integrated investments.1 This has strengthened health programmes, expanded health 
coverage and produced targeted improvements in health outcomes in the health sector. Even 
though we observe these advancements, new data accurately show that progress has been uneven 
and that there is still room for improvement.1 This underscores the urgent need to strengthen 
health systems and to emphasise the critical importance of primary healthcare and universal 
health coverage (UHC).

The delivery of health services to patients with human immunodeficiency virus (HIV) infection and 
type 2 diabetes mellitus (T2DM) at the primary healthcare level is crucial for improving health 
outcomes. Zimbabwe is one of the countries most affected by the HIV epidemic in sub-Saharan 
Africa.2 According to the Zimbabwe Population-based HIV Impact Assessment (ZIMPHIA 2020), 
there are an estimated 1.23 million adults living with HIV in Zimbabwe, with an adult HIV 
prevalence of 12.9%.3 The survey also found that HIV prevalence was higher among women than 
among men (15.3% vs. 10.2%), and that the annual HIV incidence among adults was 0.38%, 
corresponding to approximately 31 000 new HIV infections per year.3,4,5 Type 2 diabetes mellitus is 
also a growing public health concern in Zimbabwe, as it is estimated that 6.4% of adults have 
diabetes, which was the fifth leading cause of death in the country in 2019.6 A key principle in the 
management of people with chronic illnesses is continuity of care without treatment disruptions. 

Background: People living with human immunodeficiency virus (HIV) and comorbid diabetes 
mellitus (DM) face significant challenges owing to the complex interplay between these 
chronic conditions and the need for comprehensive and integrated care. Service availability 
and readiness for primary care are essential for the health of individuals and populations.

Aim: This study aimed to explore barriers and facilitators to the provision of care to the 
patients with HIV and T2DM comorbidity.

Setting: The study was conducted at Primary health centres in Harare, Zimbabwe.

Methods: A mixed-methods design was applied.

Results: An audit of primary care facilities identified that there was adequate infrastructure 
and equipment for HIV and T2DM diagnosis and treatment. However, there are gaps in the 
availability of essential medicines and supplies, such as test strips for blood glucose monitoring. 
The assessment also showed that the centres had a chronic shortage of healthcare providers, 
including doctors, nurses and counsellors, and there was a need for additional training and 
support for healthcare providers in the management of HIV and T2DM.

Conclusion: The study concludes that the delivery of health services to patients with HIV and 
T2DM at primary care centres in Harare, Zimbabwe, faces significant challenges. Suggestions 
included improved resource allocation and multisectoral collaboration to improve the delivery 
of healthcare services.

Contribution: The research contributes insight into disparities between urban and rural 
primary care facilities in providing services, emphasizing the need for targeted interventions 
to bridge gaps and enhance care quality.

Keywords: primary healthcare; HIV; T2DM; availability; readiness; accessibility; SARA; 
Zimbabwe.
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Moreover, HIV and T2DM comorbidities pose significant 
challenges for the health system as they require long-term 
care, regular monitoring and adherence to medication.7,8 

One strategy adopted by Zimbabwe to improve the delivery 
of primary healthcare services, especially for people living 
with HIV and T2DM, is the establishment of satellite clinics.9,10 
Satellite clinics are smaller council health facilities linked to a 
larger polyclinic or hospital that provide basic health services 
such as HIV testing and counselling, antiretroviral therapy 
(ART), chronic disease management, maternal and child 
health and family planning.9,11 

These satellite clinics are intended to increase the coverage 
and accessibility of health services, especially for people 
living in remote, underserved or densely populated areas, by 
reducing the distance and cost of travel and decongesting the 
main health facilities.9,12 Satellite clinics are also expected to 
improve the quality and continuity of care by ensuring that 
people living with HIV and T2DM receive regular follow-up, 
monitoring and support from trained health workers.9

Despite the potential benefits of satellite clinics and polyclinics, 
there is a lack of evidence regarding how they are perceived 
and utilised by people living with HIV and T2DM in 
Zimbabwe. Studies have mainly focused on the health system 
factors that affect the performance and sustainability of 
primary care clinics, such as human resources, infrastructure, 
supplies and supervision. However, there are gaps in service 
delivery to people who are supposed to benefit from these 
services and how these gaps influence patients’ health-seeking 
behaviours and outcomes. Understanding the availability and 
readiness of primary health centres (PHCs) for primary care 
service delivery is important for identifying the strengths and 
weaknesses of the current model and informing the design 
and implementation of effective and responsive interventions.

The World Health Organization (WHO) Global Action Plan 
for the Control of non-communicable diseases (NCDs) 
2013–2020 states that countries should adopt person-centred 
PHC and UHC to enhance their health systems and fight 
NCDs.13 Most Africans receive their medical care at 
government-funded hospitals or on an out-of-pocket basis, 
despite efforts by some African nations, including Ghana and 
Nigeria, to achieve UHC through universal health insurance 
systems.14,15 Multiple visits and services from the health 
sector further compromise individuals with multiple 
morbidities.

According to a study conducted in Zimbabwe, people with 
HIV and T2DM had difficulty accessing healthcare because 
of a variety of issues, such as lengthy wait times, expensive 
bills and lack of understanding about the management of 
their conditions.16,17

Another study conducted in sub-Saharan Africa found that 
healthcare providers faced challenges in the delivery of 

health services, including limited resources, high patient 
loads and inadequate support from the healthcare system.18 

To ensure that these services meet the demands of the 
patients, it is necessary to evaluate their readiness and 
availability. This study aimed to assess the availability and 
readiness of health services for patients with HIV and 
T2DM at eight primary care centres in Harare using the 
WHO Service Availability and Readiness Assessment 
(SARA) methodology and structured interviews. The WHO 
SARA methodology has been widely used to assess the 
availability and readiness of health services in various 
settings.19 

Research methods and design
Study design
This study employed a mixed-methods approach to explore 
the preparedness of primary healthcare facilities to deliver 
care to patients with HIV and T2DM comorbidities. An audit 
of services at primary care clinics was conducted using a 
validated data collection tool (WHO) (SARA tool).20 The 
strengths and weaknesses of the healthcare services were 
further explored through semi-structured interviews with 
key informants. 

The mixed-methods approach was chosen to provide a 
multifaceted perspective on the study topic and explore 
potential strategies to strengthen current health systems. 

Study setting
This study explored the primary care services provided to 
patients with HIV and T2DM in Harare, the capital city of 
Zimbabwe. Clinics funded by the government and non-
governmental organisations (NGOs) provide primary 
healthcare services to approximately 2.5m people in urban 
and rural communities in Harare.21 

The range of services provided at PHCs includes 
HIV  screening, diabetes and hypertension management, 
management of acute and chronic conditions and health 
promotion. The facilities are mostly staffed by professional 
nurses and managed by nurse managers (sisters-in-charge or 
matrons).

Sampling
Eight of the 12 primary healthcare facilities in Harare were 
purposely selected, of which six were located in urban 
communities and two in rural communities.

Data collection
Data were collected between January 2022 and December 
2023 by a researcher and trained research assistants. The 
SARA assessment was conducted through observations, 
checklists and a review of policy documents and patient 
records.22 The checklist collected information on the 
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demographic data and training of staff, as well as the presence 
or absence of guidelines, basic equipment relevant to diabetes 
and HIV care, diagnostic services, essential medicines, 
community services, education and counselling. 

Key informants at each study site (facility managers and 
healthcare providers) were identified and invited to participate. 
Participants were informed of the study by the researcher, and 
written informed consent was obtained. Participants were 
recruited until data saturation was reached.

The researcher conducted the interviews in English, aided by 
an interview guide, to elicit participants’ perceptions of the 
quality of primary healthcare services for patients with HIV 
and T2DM co-morbidity and to identify possible barriers and 
facilitators of integrated care. The interviews were audio-
recorded and transcribed before analysis.

Data analysis
Observational data and data extracted from facility records 
were captured using a data collection tool. Data were collated 
and analysed using the Statistical Package for Social Science 
(SPSS). Data relevant to the study objectives were reported 
using simple descriptive statistics such as frequencies and 
percentages.

All of the transcripts of the interviews were read thoroughly 
to get a sense of the whole, and content analyses were 
conducted for each transcript, all of which were done by the 
researcher. Similar concepts were clustered together, data 
were integrated and synthesised into a descriptive structure, 
and codes were created. The themes derived from these 
codes were grouped into domains.

Data collection instrument
The WHO SARA is a validated tool used to assess the 
availability and readiness of health services in six areas: 
infrastructure, equipment, medicines, supplies, healthcare 
providers and patient information (Online Appendix 1). 
Each domain contains a specific number of tracer items.23 
This tool was chosen because it has been validated globally, 
and it offers a comprehensive framework for assessing the 
availability and readiness of health services for specific 
conditions. There is a multi-domain assessment that evaluates 
various aspects of service delivery such as staffing, 
infrastructure and medicines. The SARA provides a reliable 
and well-established framework for evaluating service 
delivery generally and for specific populations, such as 
patients with HIV and T2DM comorbidities.

Ethical considerations
The researchers obtained ethics approval from the 
University  of KwaZulu-Natal Biomedical Research Ethics 
Committee (Approval number: BREC/00003160/21) and the 
Medical Research Council of Zimbabwe (Approval number: 
MRCZ/A/2821) prior to data collection. Written informed 

consent was obtained from the participants of the 
semi-structured interviews, and their confidentiality and 
anonymity were maintained throughout the study.

Results 
Staffing and infrastructure
The availability and readiness of health services for patients 
with HIV and T2DM were reported according to six 
domains: staffing levels, training, availability of guidelines, 
infrastructure, equipment and essential medicines.

Staffing levels
Figure 1 displays the staffing levels at the six urban 
(numbers 1–6) and two rural clinics (number 7 and 8). 
Generally, urban primary care facilities have larger staff 
sizes compared to rural primary care facilities.

Staff training, equipment and essential medication 
The findings on the training of staff, availability of guidelines, 
infrastructure, equipment and essential medicines are 
reported in Table 1. Training was defined as health providers 
with training on HIV Vertical Transmission Programme, 
voluntary counselling and testing, HIV/AIDS prevention, 
care and management for adolescents, ART prescription and 
management, clinical management of HIV/AIDS, diagnosis 
and management of diabetes; diagnosis and management of 
cardiovascular diseases such as hypertension, diagnosis and 
management of chronic respiratory diseases. The presence of 
standard precautions was audited and included standard 
precautions for infection prevention and pre-and post-
exposure HIV counselling and testing. Basic equipment 
requirements included adult scale, thermometer; stethoscope, 
sphygmomanometer and BP cuff, light source, intravenous 
infusion kits, oxygen concentrators, oxygen cylinders 
and  availability of oxygen. Facilities were expected to 
provide  on-site testing of haemoglobin, blood glucose, 
HIV  rapid tests, general microscopy and urine dipstick. 
Essential medication required for chronic diseases included 
metformin, glibenclamide, amitriptyline, atenolol, captopril, 
co-trimoxazole paracetamol and ART.

FIGURE 1: Staff employed at primary care facilities.

34 37
42

46

66
74

68

79

50
54

27
32 31

36
28 31

43
49

0

10

20

30

40

50

60

70

80

1 2 3 4 5 6 7 8 Mean

Facility

Nu
m

be
r o

f w
or

ke
rs

Type of workers Total workersCore health workers

http://www.phcfm.org


Page 4 of 9 Original Research

http://www.phcfm.org Open Access

Across almost all domains, urban facilities scored higher 
than rural facilities. Training of staff in urban facilities was 
measured to be a mean of 79.2% (range 62.5–87.5) while the 
mean in the rural facilities was 75.0%. The mean for the 
presence of standard precautions was 93.8% (range 71.4–100) 
in urban facilities and 81.3% (range 71.4–85.7). The availability 
of basic equipment ranged from 55.6% to 89.9%, with the two 
rural facilities scoring the lowest. The ability of rural facilities 
to perform basic on-site testing was extremely poor at 40%. 
Urban facilities were only marginally better at a mean of 
56.7% (s.d. 12.8).

Basic amenities
The availability of basic amenities required for clinics 
to  provide essential services includes communication, 
ambulance, power supply, water and sanitation, privacy 
to examine patients and computer with internet access. 
Clinic access to each of the required amenities is shown in 
Table 2.

All, except one rural facility, had two of the three 
communication options (i.e. functioning landline; functioning 
cellular telephone; functioning short-wave radio for radio 
calls). One rural facility only had one means of communication, 
and none of the clinics had all three.

Facilities were evaluated for their preparedness to 
transport patients with emergencies to hospital according 
to the following three criteria: functional ambulance/
vehicle for emergency transportation; access to an 
ambulance/vehicle for emergency transport and fuel for 
the ambulance/emergency vehicle. Only one of the sites 
had all three, six had two out of three and one of the rural 
sites had only one.

The audit of clinic power supply included whether 
facilities had access to electricity from any source (e.g. 
electricity grid, generator, solar, etc.), central supply 
of electricity as a main source, secondary or backup source 
of electricity, electricity available at all times from the 
main  or a backup source in previous week, functional 
generator, fuel/charged battery or functional solar system. 
Urban facilities scored 69.1% on average (range 57.1–85.7) 
while rural sites 57.1% and 71.4% for availability of reliable 
power supply.

Access to safe water consisted of an inspection of the 
availability of safe water for the facility and a supply of safe 
water available within the premise. All facilities were fully 
compliant (100%) with the requirements regarding safe water 
supply and access. 

The audit of sanitation consisted of an inspection regarding 
waste management practices for sharps waste (such as 
needles or blades), medical waste other than sharps (such as 
used bandages), functional incinerator, fuel for the incinerator 
and toilet (latrine) on premises in functioning condition. 
Urban clinics scored a mean of 73.3% (s.d. ±10.3) for sanitation 
requirements, while rural facilities scored a much lower 
mean of 50% (s.d. ±10).

Only half of the facilities had consulting rooms that ensured 
privacy for patient consultations. Five of the eight sites had a 
functioning computer and access to email or internet, and 
three only had one of the two.

Specific services for patients with HIV and chronic 
non-communicable disease
The readiness of facilities to deliver specific services is shown 
in Table 3. 

TABLE 1: Training of staff, availability of guidelines, infrastructure, equipment and essential medicines.
Domain Percentage of standards met

Facility (Urban) Facility (Rural)

1 2 3 4 5 6 Mean s.d. 1 2 Mean s.d.

Training 75.0 62.0 87.0 87.0 87.0 65.0 79.0 10.0 75.0 75.0 75.0 0.00
Standard precautions 86.0 86.0 100.0 100.0 100.0 71.0 94.0 7.0 71.4 86.0 81.0 9.0
Basic equipment 78.0 89.0 89.0 67.0 78.0 67.0 78.0 10.0 66.7 56.0 61.0 8.0
Laboratory 60.0 60.0 60.0 60.0 60.0 40.0 57.0 13.0 40.0 40.0 40.0 0.0
Medicines 86.0 71.0 86.0 71.0 57.0 57.0 71.0 13.0 57.1 71.0 64.0 10.0

s.d., standard deviation.

TABLE 2: Availability of basic amenities.
Amenity Percentage (%) score of availability of amenities

Facility (Urban)  Facility (Rural)

1 2 3 4 5 6 Mean s.d. 1 2 Mean s.d.

Communication 67.0 67.0 67.0 67.0 67.0 67.0 67.0 0.0 33.0 67.0 50.0 24.0
Emergency transport 33.0 33.0 100.0 33.0 33.0 33.0 44.0 27.0 33.0 67.0 50.0 24.0
Power supply 86.7 71.0 71.0 57.0 57.0 71.0 69.0 11.0 71.0  57.0 64.0 10.0
Water sources 100.0 100.0 100.0 100.0 100.0 100.0 100.0 0.0 100.0 100.0 100.0 0.00
Sanitation services 80.0 60.0 80.0 80.0 80.0 60.0 73.0 10.0 40.0 60.0 50.0 10.0
Privacy 100.0 0.0 100.0 0.0 0.0 100.0 50.0 55.0 100.0 0.0 50.0 71.0
Computer 100.0 100.0 100.0 100.0 100.0 50.0 92.0 20.0 50.0 50.0 50.0 0.00
Mean at facility 82.0 62.0 88.0 62.0 62.0 69.0 71.0 - 61.0 57.0 - -

s.d., standard deviation.
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Almost all facilities (range 75% – 100%) possessed the 
minimum required resources for HIV screening, prevention 
and treatment, which were the guidelines on HIV testing, 
guidelines on HIV/AIDS counselling, HIV rapid diagnostic 
test and male condoms. Facilities also demonstrated strong 
capacity (83.3% – 100%) to treat patients with HIV and 
opportunistic infections, evidenced by the availability of 
guidelines for HIV/AIDS opportunistic infection treatment 
and care, TB testing, intravenous infusion kit, co-trimoxazole 
and first-line TB medications. Scores ranged from 83.38% 
to  100%, indicating that facilities had strong readiness 
to  manage patients on antiretroviral treatment. The 
indicators for readiness included the availability of first-line 
antiretrovirals Tenofovir Disoproxil Fumarate (TDF) + 
emtricitabine (FTC) + Efavirenz (EFZ)/Nevirapine (NVP) 
and capacity to perform investigations such as CD4, viral 
load, blood urea levels and liver function tests.

Facilities also scored highly in the preparedness to provide 
prevention of mother-to-child transmission of HIV. Between 
81.1% and 100% of facilities provided HIV counselling 
and  testing services to HIV-positive pregnant women 
and  infants, prophylaxis to HIV-exposed infants, infant 
feeding counselling, nutritional counselling for HIV-positive 
pregnant women and their infants, family planning, training 
in prevention of mother-to-child transmission (PMTCT) 
programme and training in infant and young child feeding.

Facilities also possessed satisfactory readiness to care for 
patients with chronic non-communicable diseases, with 
scores from 81.3% to 100%. Care of patients with T2DM 
included guidelines and resources for diagnosing and 
managing T2DM, as well as specific training of staff.

Table 3 shows that both the urban and rural healthcare 
facilities performed equally well in meeting the NCD 
standards assessed, with both achieving an average of 91.67% 
compliance.

Healthcare providers’ perspectives on the 
delivery of health services for patients with HIV 
and type 2 diabetes mellitus
Interviews with healthcare providers revealed that they 
faced challenges in the delivery of health services that 
included staff shortages, lack of training, limited resources, 
high patient loads and inadequate support from the 
healthcare system. 

Human resources
Participants highlighted the challenges of staffing shortages 
and the lack of training affected the ability of participants to 
provide optimal care. Several participants reported that they 
only occasionally provided counselling to patients with 
diabetes because of staff shortages. Others simply give 
patients posters or leaflets (if available) so they can read if 
they can do so. Participants identified the main reasons for 
the lack of staff, supporting materials and time:

‘We are facing healthcare worker shortages at the moment with 
this massive relocation of healthcare workers to European 
countries in search for greener pastures, nurse patient ratio at 
the moment is unexplainable.’ (41 year old, Sister-in-charge, 
Clinic 3)

Participants expressed dissatisfaction with by the absence of 
guidelines in the facilities and inadequate training in HIV 
and diabetes during the previous 2 years. Many participants 
expressed dissatisfaction with the lack of diabetes-related 
in-service training opportunities. Many stated that the 
information they learned during pre-service training and 
education served as the foundation for their practice. They 
added that the absence of an official copy of the diabetes 
management guidelines in each of their facilities exacerbated 
their lack of knowledge:

‘We are very unfortunate, in some of our facilities there are no 
guidelines, so we are treating patients with our out-dated 
knowledge that we acquired back in college.’ (54 year old, 
Sister-in-charge, Clinic 4)

One participant observed that certain conditions, such as 
HIV, are the focus of education campaigns and counselling 
sessions; however, patients with diabetes do not receive the 
same benefits because their disease progresses slowly and 
silently. He also discussed the funders’ lack of interest in 
providing financial support for the initiative:

‘Infectious diseases tend to grab everyone’s attention quickly 
which will then result in non-communicable diseases being 
neglected.’ (57 year old, Matron, Clinic 1)

Infrastructure
Participants expanded on the challenges with inadequate 
medicines and laboratory tests:

‘We go for a long time without medical supplies for non-
communicable diseases, patients have to go purchase their 

TABLE 3: Targeted services for people living with HIV and type 2 diabetes mellitus.
Area of care Number (n) and percentage (%) of items or standards met at the facility (Responses = yes)

Facility (Urban) Facility (Rural)

1 2 3 4 5 6 Mean s.d. 1 2 Mean s.d.

HIV testing and counselling 100.0 75.0 100.0 100.0 100.0 100.0 96.0 10.0 100.0 75.0 87.0 18.0
HIV AIDS care and support 100.0 86.0 71.0 100.0 71.0 86.0 86.0 13.0 86.0 71.0 79.0 10.0
Antiretroviral therapy 83.0 100.0 100.0 100.0 83.0 83.0 92.0 9.0 100.0 100.0 100.0 0.00
PMTCT 100.0 100.0 91.0 91.0 91.0 100.0 97.0 5.0 100.0 82.0 91.0 13.0
T2DM# 83.0 83.0 100.0 100.0 91.0 83.0 92.0 9.0 100.0 83.0. 92.0 12.0

T2DM, type 2 diabetes mellitus; PMTCT, Prevention-of-mother-to-child-transmission; s.d., standard deviation.
#, non-communicable diseases.
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supply from private pharmacies, take their blood samples for 
tests like Hb1AC to private laboratories which is expensive.’ 
(38 year old, Sister-in-charge, Clinic 7)

In addition, participants cited difficulty in accessing 
healthcare, lengthy waiting times, exorbitant hospital bills 
and a lack of HIV and T2DM management knowledge:

‘Patients must receive treatment for HIV from the HIV clinic, 
and from there, they must go to the outpatient department for 
the treatment of diabetes, which is time consuming and 
expensive, especially if the review appointment dates are 
different. They receive free treatment for HIV care and 
management, and they have to pay for diabetes management 
in  the outpatient department. A lot of these patients with 
comorbidities miss diabetes appointments.’ (48 year old, Sister-
in-charge, Clinic 7)

There were also positive perceptions expressed by 
participants of the services provided by their facilities, as 
supported by the following statements:

‘It has never happened that we go out of stock for ARVs in the 
OI Clinic. There is constant supply of medical supplies, patients 
get medical services at no cost at all and services like counselling 
are available.’ (44 year old, Sister-in-charge, Clinic 2)

and;

‘The clinic staff is a well-resourced team equipped with 
additional finance, time and team members with improved 
electronic communication for better record keeping.’ (54 year 
old, Sister-in-charge, Clinic 6)

Some participants identified that integration for care would 
facilitate service delivery: 

‘Integration of care foster commitment and will be easy to 
monitor care quality and performance across board.’ (40 year 
old, Sister-in-charge, Clinic 8)

Discussion
This study evaluated the preparedness of primary care 
facilities in Harare, Zimbabwe to deliver services to people 
with HIV and T2DM. The findings indicate that primary care 
facilities in Harare were inadequately prepared to care for 
patients with complex comorbid conditions such as HIV and 
T2DM, scoring below the 90% readiness target.24

A notable discordance in staffing levels was noted between 
rural and urban primary care facilities. Rural facilities had less 
staff and staff with less training, which poses additional 
challenges to the provision of care to patients in rural areas with 
HIV and T2DM. A possible reason for lower staff numbers and 
levels of training in rural clinics may be the attrition of staff 
from rural to urban areas. As a result, greater focus is required 
on recruiting and retaining staff to work in rural areas.

Training readiness in both rural and urban facilities was 75%, 
suggesting that healthcare providers may have gaps in 
knowledge and skills and may provide suboptimal care of 
patients. Patients with comorbid HIV and type 2 diabetes 
require health providers with awareness of managing 

patients with medical complexities in order to co-ordinate 
their clinical care. Targeted training is required to equip 
health providers to provide integrated care, avoid adverse 
drug-drug interactions, support patient self-management 
and address psychosocial barriers to care. 

Significant gaps were identified in the infrastructure and the 
availability of amenities at all facilities required to deliver 
services. Basic equipment was absent in many sites, particularly 
in those in rural areas. Another area of serious concern is the 
inability of many facilities to perform basic investigations on-
site. Laboratory readiness was particularly low in rural areas 
(40%) as well as urban facilities (57%). This low diagnostic 
capacity is consistent with the findings of  other African 
studies.25,26,27,28,29 Inadequate laboratory infrastructure and 
services in rural areas could lead to challenges in the timely 
diagnosis and monitoring of HIV and diabetes, adjustment of 
medications and treatments based on laboratory test results and 
detection and management of complications associated with the 
two conditions. According to the WHO, essential laboratory 
services should be available and accessible to at least 80% of the 
population.24 For the care of patients with complex conditions, 
such as HIV and diabetes, an even higher level of  laboratory 
readiness may be desirable to ensure comprehensive monitoring 
and management. Sub-optimal levels of equipment and 
investigations also heighten the importance of staff training to 
advocate for quality patient care.

Primary care facilities demonstrated strong systems to counsel 
and screen for HIV and T2DM. However, the non-availability of 
essential medications is extremely alarming. Treatment 
disruption among patients on antiretroviral treatment can result 
in decreased levels of viral suppression and potential drug 
resistance. Zimbabwe, like many other African countries, has 
not managed to attain the 95-95-95 targets. Increased efforts are 
needed to ensure a consistent supply of essential medicines in 
all primary care facilities to improve adherence to treatment. 
Unsurprisingly, rural sites fared worse than their urban 
counterparts regarding the availability of essential medication. 
Only 64% of the 14 essential medicines were available in rural 
clinics, whereas 71% were available in urban clinics. Of note, 
there was scarcity of essential medications such as insulin in 
primary care. The lack of these essential medicines can lead to 
life-threatening complications.25,30 The study findings reflect the 
situation in other African countries. A similar audit across 
Mozambique found the availability of diabetes medicines to be 
58% in rural facilities versus 77% in urban facilities.20,31

All facilities had access to safe water but lacked other 
amenities such as private consultation rooms and emergency 
patient transport. Facilities in rural sites had the least 
resources with suboptimal sanitation, limited access to 
computers, internet access and reliable communication 
means. The absence of emergency patient transport could 
account for avoidable deaths from treatable conditions.

The findings are concordant with reports from health users 
of the difficulties in accessing care. Similar issues have 
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been documented in other low- to middle-income countries, 
such as Zambia, Tanzania, Kenya, Malawi, Namibia, Nepal, 
Rwanda, Bangladesh and Haiti.30,32,33,34

Facility managers and providers interviewed suggested the 
following solutions in addressing these issues. Supply chain 
and logistics management should be strengthened by 
investing in upgrading supply chain infrastructure, including 
transportation, storage and inventory management systems; 
implementing digital technologies (e.g. electronic logistics 
management information systems) to enhance supply 
chain  visibility and responsiveness and establishing robust 
forecasting and procurement processes to better anticipate 
and meet the demands of remote health facilities.

Enhancing quality improvement initiatives was another 
solution offered by key informants. This could be achieved 
by developing and implementing standardised clinical 
protocols and care pathways for integrated HIV and diabetes 
management, providing continuous training and mentorship 
programmes to build the capacity of healthcare workers 
in  remote areas and implementing regular supportive 
supervision and performance monitoring to identify and 
address gaps in quality of care. Another solution was to 
adopt decentralised and community-based service delivery 
models by expanding the role of community health workers 
and peer supporters to extend the reach of services in remote 
areas, establishing mobile health clinics or outreach teams 
to  periodically visit hard-to-reach communities and 
empowering patients and communities to actively participate 
in the planning and management of local health services.

Leveraging digital health technologies via utilisation of 
telemedicine and eHealth solutions to provide remote 
consultation, diagnosis and treatment support; deploying 
health tools for real-time monitoring of stock levels, patient 
adherence and service utilisation and integrating digital data 
systems to improve health information management and 
decision-making at all levels. Another solution is to foster multi-
stakeholder collaboration by engaging with local governments, 
community organisations and private sector partners to 
mobilise additional resources and expertise, promote cross-
sectoral coordination to address the social determinants of 
health in remote communities and strengthen community-
facility linkages to enhance patient engagement and support.

Building the capacity of healthcare providers is crucial for 
improving the health systems in these regions. Approaches 
in low- and middle-income countries (LMICs) often 
emphasise task shifting and training of healthcare 
personnel.35 In this study, the mean number of core health 
staff was 43%, which is less than half, leading to increased 
workload for health workers. Urban clinics have better 
staffing than rural clinics.

In diabetes management, task shifting and training have 
yielded positive results such as improved diagnosis 
and  management adherence, early screening, reduced 
uncontrolled diabetes cases, fewer hospitalisations because 

of acute metabolic complications, consistent drops in 
glycosylated haemoglobin levels and better identification 
and referral of inadequately controlled cases.36 Despite these 
successes, many patients with diabetes do not receive the 
recommended care, which healthcare providers attribute to 
financial problems or different appointment schedules. 
Group counselling sessions were occasionally available to 
educate the patients on medication adherence, lifestyle 
changes and complications. Providers cited several barriers, 
including staff shortages, time constraints, long distances, 
silent disease progression and lack of supportive supplies.

Guidelines are vital in primary health care, and their absence 
can severely impair facility functionality. To be effective, 
guidelines must be user-friendly, widely disseminated and 
implemented at all levels of the healthcare system, including 
primary healthcare. Given the generally poor educational 
background of practitioners in peripheral facilities, it is 
imperative to distribute copies of the guidelines throughout 
these remote health facilities to positively impact patient 
management.37,38 Guidelines help to maintain care quality, 
harmonise practice with current research and reduce 
provider frustration when managing complex cases.

Financial barriers also hinder diabetes service readiness 
despite Zimbabwe’s policy of providing free public sector 
services at the point of care.39 Frequent stockouts, poor 
quality of care and slow programme rollouts in remote areas 
because of funding shortages remain significant obstacles. 

Conclusion
The study concludes that the delivery of health services to 
patients with HIV and T2DM at primary care clinics in 
Harare, Zimbabwe, faces significant challenges. There is a 
need for increased attention to rural health facilities to 
address the health disparities faced by rural communities. 
Proactive recruitment and retention of staff as well as active 
training of health providers would help improve the quality 
of care of patients. Further investigation is required into the 
lack of essential medicines and strategies to ensure treatment 
for people living with chronic diseases such as HIV and 
T2DM.

This study also underscores the importance of addressing 
the challenges faced by healthcare providers to ensure that 
they can provide quality care to patients. The following are 
the recommendations from this study: enhancing the 
distribution of resources to primary care facilities to close 
the gaps in the  supply of necessary medications and 
supplies. Patient education to increase patients’ 
understanding of HIV and T2DM management and to 
encourage treatment adherence, as well as training and 
support for healthcare professionals in managing HIV and 
T2DM, can improve the quality of care provided to patients.
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