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Key Messages: 

 An integrated and comprehensive approach to improving access and quality of primary care 

in rural, under-resourced areas of Zimbabwe is a highly efficient and effective alternative to 

more typical vertical “silo” interventions designed to address one-off diseases or challenges.  

 Multi-disciplinary mentoring teams, which also support comprehensive outreach services, 

provide important flexibility to address changing epidemiological events or service 

weaknesses as they arise.  

 Policy-makers should consider rationalizing multiple vertical interventions into a more 

comprehensive, systematic approach to support hard-to-reach rural communities.  
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Abstract 

Countless obstacles hinder the universal goal of increasing access to quality primary health 

care—nowhere more than in rural, under-resourced areas of Sub-Sahara Africa.  This 

implementation study evaluates a program model designed in a rural district of Zimbabwe to 

concurrently strengthen numerous weaknesses and quality gaps across a wide spectrum of 

common primary care services. The model, demonstrated at 17 rural facilities serving a 

population of 65,000, deploys multiple interventions across all relevant health worker cadres to 

strengthen the facility-community health system; it was designed to address the limitations and 

high costs of more typical vertical or “silo” interventions aimed at narrower objectives. 

Comparing pre- and post-intervention results for five proxy monitoring indicators, we also 

compared outcomes to a control group of 25 facilities in two neighboring, non-intervention 

districts with similar geography and demographics. We also assessed patient satisfaction and 

data quality. Among the findings after two years of program implementation, overall HIV testing 

doubled (and more than tripled for children), increasing the total number of clients on 

antiretroviral treatment (ART) by 38.4% (p<0.001) compared to 22% in control facilities 

(p<0.001). The proportion of children under five appropriately classified and treated for 

pneumonia rose from 46.6% to 88.8% (p<0.001). The number of TB suspects identified 

increased by 93.4% (p<0.001) v. a decline of 20.6% in comparison sites (p=.644); and the 

proportion of pregnant women who made their first antenatal visit early, before 16 weeks 

gestation, rose from 31.4% to 48% (p<0.001) compared to a 5.8% decline, or 29.3%, in 

comparison sites (p=0.205). Outpatient service utilization rose by 11.2% (p=0.21), compared to 

an 8.9% decline in the comparison sites (p=0.101). These results suggest that a comprehensive, 

integrated approach to raising both service uptake and quality of care in severely resource-

constrained rural settings can be highly effective.  

 

Introduction 

Barriers to primary health care in rural Sub-Sahara Africa are notorious and wide-ranging, 

leading to severe weaknesses in the ability of health systems to respond to the high burden of 

disease in the region (Olapade-Olaopa et al. 2017).  Skilled healthcare workers are especially in 

short supply in hard-to-staff rural areas where more than 60% of the population lives (World 

Bank 2016). Staff is further stretched as care is decentralized to the farthest reaches for complex 

chronic diseases like HIV. In remote facilities, minimally trained primary care nurses are 

frequently left without adequate supervision (Bailey et al. 2016; Clements et al. 2007; Schriver 

et al. 2017) or the opportunity to advance their knowledge and skills—all negatively affecting 

their performance and quality of care (Mkoka et al. 2015). At the same time, long distances, 

rugged roads and the lack of transport in remote areas, periodic shortages of medicines, and 

facility infrastructure challenges all erode patients’ incentive to seek care (Stringer et al. 2013).  

 

These same challenges are further compounded in the severely resource-limited settings of rural 

Zimbabwe, where funds for everything from infrastructure maintenance to basic commodities 

have been harshly depleted over 20 years of economic decline and political tensions (Green 

2018). Once a beacon of progressive healthcare, the country’s public spending on health declined 

to as low as 4.4% of gross domestic product during the 2000s (World Bank 2014) and life 

expectancy remained below 55 until as recently as 2012 (World Bank 2015)—despite the 
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government’s avowal to pursue universal health coverage. By 2013, the under-five and maternal 

mortality rates were 89 per 1,000 live births and 470 per 100,000, respectively (WHO 2013).  

These conditions have had a deleterious effect on healthcare worker motivation and efforts to 

address the system’s low performance and quality of care (Blacklock et al. 2016). Like many 

African ministries, the Zimbabwe Ministry of Health and Child Care (MOHCC) routinely relies 

on donor-funded vertical programs in HIV treatment, IMNCI, child immunizations, and other 

areas. But the many barriers to care suggest more integrated solutions could benefit rural 

communities (Rowe et al. 2005).  Costs for “silo” programs mount quickly when support teams 

are dispatched to remote facilities to address one-off challenges. They also place a burden on 

thinly staffed rural clinics by taking providers out of service for training, and by re-ordering 

facility priorities based on the “program of the month”—all of which can distract them from 

patient-centered care.  

 

In this context, Wild4Life Health, a small U.S.-based NGO, was invited by the Zimbabwe 

MOHCC to help improve access and quality of care across all the rural areas of Hwange District, 

a vast terrain around Victoria Falls. Over three years from 2015 through 2017, Wild4Life 

partnered with the district ministry team to create an integrated approach to rural care, by 

optimizing mostly existing human and financial assets and using minimal external resources to 

facilitate process change. The program combined multi-disciplinary mentoring of facility and 

community-based healthcare workers with comprehensive outreach services to remote 

populations; implementation of a continuous quality improvement (CQI) regimen; a community 

approach for supporting the district’s large HIV population to alleviate pressure on the facilities; 

and a resource-building process for lay community health leaders.  To evaluate this package, we 

measured change in five proxy process and outcome indicators, and also compared results to a 

control group of 25 facilities in two neighboring districts. We hypothesized that this 

comprehensive package of support could make a measurable difference to the universal 

challenge of raising both uptake of services and quality of care in remote rural communities. 

 

Materials and Methods 

Setting 

The rural communities of Hwange District are home to a population of 65,571 mostly indigent 

people who are served by 17 remote public health facilities. Wild4Life, which had supported 

HIV testing and treatment decentralization in five of the most remote clinics since 2010,  

conducted an extensive assessment of the 17 clinics and found that performance was deficient 

not only in HIV care but also across many routine primary health areas.  

 

For example, the clinics under-tested and -treated for HIV, especially children, and were 

chronically weak in identifying and testing TB suspects. More than half of children presenting 

with a cough (53.5%) were incorrectly classified as having pneumonia, leading to frequent 

misuse of antibiotics. There were also challenges in maternal, child and reproductive health 

including late bookings for first antenatal care visits (averaging later than 22 weeks gestation), 

and poorly followed protocols in ante-natal care and labor and delivery (e.g., only 7% of 

deliveries used partographs). In addition, the knowledge among community-based Village Health 

Workers (VHW), and the frequency of their patient visits and referrals to clinic, were poor, 
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inconsistent or undocumented altogether. Underlying these issues, the clinical data produced by 

the facilities were incomplete and error-prone, with variances as high as 62% between source 

registers and monthly district reports. As such, there was little reliable evidence on which district 

health managers could base interventions to improve diagnosis and treatment quality.   

 

Responding to this assessment, Wild4Life and the MOHCC’s District Health Executive (DHE) 

management team agreed on a comprehensive multi-prong approach (Kirk et al. 2015) to 

improve primary care in the rural clinics with an integrated program model aimed at three core 

objectives: 1) to increase access to care and uptake of key services across many of the district’s 

primary health burdens; 2) to substantially improve the quality of diagnosis and treatment of 

many routine conditions; and 3) to increase patients’ health-seeking behavior.  We designed the 

model on the premise that quality and access, and therefore positive health outcomes, would 

arise from integrating care across the entire system—not from addressing an individual health 

problem, and by targeting all relevant cadres (Kim et al. 2015). It was also clear that a more 

economical and sustainable model of support for hard-to-reach rural areas like Hwange, with 

severely constrained resources, would depend on optimizing work processes and leveraging 

existing resources (such as district MOHCC personnel) rather than incurring costs for externally 

funded program inputs and staff. 

 

MOHCC/Wild4Life Program Model 

The MOHCC/Wild4Life program model combined interventions engaging all key players across 

the district-level health system (Vasan et al. 2017) including district supervisors, mentors, and 

facility staff; community-based health workers and health center community leaders; and 

community members themselves. The program was comprised of three core clinical and 

community-based interventions, and two additional supportive activities:  

 

Comprehensive Clinical Mentoring: In this core component, we formed multi-disciplinary 

mentor teams of five to six experienced MOHCC district mentors with specialties including HIV, 

TB, childhood illnesses and sexual/reproductive health, as well as data and pharmacy 

management. While mentors were technically strong, the program focused on building less-

understood critical coaching skills and an integrated guidance tool, based on MOHCC diagnosis 

and treatment protocols, to systematically lead them through comprehensive clinic visits.  

Starting in 2015, mentor teams visited clinics for a full day twice per quarter over 18-24 

months—sufficient time for them to establish supportive relationships with facility staff. Service 

and quality gaps were tracked at each visit and recorded in a customized graphical “report card” 

with an overall “grade” to focus the facility staff’s attention on protocols needing improvement 

by the next visit.  

 

After about 12 months, healthcare workers were trained on nationally adopted CQI techniques to 

identify and rectify service/quality gaps on their own; mentors then followed up on each clinic’s 

CQI targets to assure the practices became routinized. A final but critical element included 

embedding district MOHCC supervisors in the mentor teams. This enabled supervisors to 

maintain oversight authority, but also engage in the team’s integrated and “supportive” coaching 

approach.  
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Fig. 1  Mentoring session 
during patient 
consultation, with (L to 
R), mentor, facility nurse, 
District Nursing  Officer 
as supervisor, and 
patient 

  
 

 

 

 

Integrated Primary Care Outreaches: Outreaches were conducted on the same mentoring visits, 

and by the same mentor teams alongside clinic staff. Unlike most outreach activities in 

Zimbabwe, which typically provide a single set of services (e.g., immunizations or HIV services 

or family planning), the Wild4Life-supported teams provided patient services for the full range 

of primary care and outpatient needs. The teams concentrated on villages typically 10km or 

further from the facility to reach the remotest populations, working with VHWs and local leaders 

to mobilize attendance in advance. Each session was preceded by a health education lecture on 

topics tailored to each community’s needs.   

 

Village Health Worker Support: Zimbabwe’s vital VHW volunteer cadre is sporadically trained 

and almost never assessed or mentored due to restricted resources. The program supported 

refresher trainings but especially focused on assessments of skills and knowledge in the field. 

Then program staff and facility nurses mentored deficient VHWs on such challenges as HIV and 

TB medication administration, emphasizing referrals of serious cases to the facility and defaulter 

tracking. To help sustain and improve performance, a new team of high-performing VHWs was 

formed to provide peer mentorship. VHWs who met minimum reporting and patient-visit 

objectives were incentivized by a modest quarterly package of cooking supplies. 

 

In addition to the three core interventions, the program also launched and managed Community 

ART Refill Groups (CARGs), a mechanism endorsed by the Zimbabwe MOHCC and piloted in 

Mozambique (Jobarteh et al. 2016) for small self-supporting groups of stable ART patients in a 

local village. CARGs greatly reduced congestion in the clinics, allowing nurses more time to 

improve the quality of facility care. The program also engaged Health Center Committees 

(HCC)—groups elected by each community to be nominally responsible for their clinics’ 

operations. A long-standing fixture in Zimbabwe, most HCCs had fallen into dysfunction until 

the World Bank-funded Results-Based Financing program (Gorter et al. 2013) charged them 

with overseeing proceeds from that initiative starting in 2013. The program trained HCCs on 

management oversight duties and more importantly launched a process to help committees 

exchange best practices, which helped them to maintain facilities, mobilize demand for services, 

and advocate for quality care with nurses.   
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Fig. 2  Wild4Life-MOHCC Integrated Program Model 

 

 

 

 

 

 

 

 

 

 

 

While the program was not resourced to address every gap in the system such as national supply 

chain disruptions and infrastructure disrepair, it did target limited funds for some essential 

supplies (e.g., blood pressure monitors); small but critical renovations needed to maintain basic 

services; adolescent support groups; educational materials; emergency transport of essential 

medicines and commodities; and back-up funding for the district’s sample transport system. 
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Program Evaluation 

Key indicators and outcome analyses 

The package of interventions above was rolled out to Hwange’s 17 rural areas in three phases: to 

the first five Wild4Life-supported clinics on the east side of the district in January 2015, 

followed by seven facilities in the central region in January 2016 and the remaining five west-

side clinics in October 2016.  

 

Table 1: Integrated Program - Hwange District Rollout 
 

 Hwange East Hwange Central Hwange West 

Facilities (5) Dete, Lupote, 

Mabale, Makwandara, 

Songwa 

(7) Dinde, Kamativi, 

Kanywambizi, Lukosi, 

Mwemba, Sidinda, Simangani 

(5) Chisuma, Jambezi, 

Lukunguni, Milonga, 

Ndlovu 

2017 Total 

Population  

18,070 25,972 20,529 

Program 

Start Date 

January 2015 January 2016 October 2016 

 

The program monitored a total of 120 indicators monthly from all clinics, comprising selective 

metrics across relevant primary care areas and confined to those collected by the MOHCC, so as 

not to place any burden on facility staff to collect additional data. Baseline data were collected 

for each group of clinics for the year prior to their implementation (i.e. mainly in 2014 for the 

five east-side clinics, and 2015 for the 12 central/west clinics). Wild4Life staff and MOHCC 

mentor teams collected and verified data during regular monitoring visits and uploaded them to a 

web-accessible database for analysis.  

 

For the program evaluation, we selected five proxy outcome indicators covering HIV, TB, 

maternal health, access to services, and IMNCI as a key quality indicator, reflecting the 

objectives and conditions addressed by the program. Specifically, the outcome indicators are as 

follows:   

 

HIV: We assessed the number of clients on ART due to the life-saving implications of the 

treatment for adults and children (0-19 years). We also tracked the growth of HIV testing, one-

year retention in treatment, and viral load suppression (in intervention clinics only).   

 

TB: We selected the number of TB suspects identified through screening as a key indicator, 

because TB was found in our initial facility assessments to be a grossly under-identified yet a 

vital first step in TB care. We also assessed the proportion of TB suspects who received follow-

on testing by smear microscopy as the next step in care. 

 

Maternal Health: Early antenatal care, reflecting women’s health-seeking behavior, is an 

important factor in mitigating risk of complications and mortality in childbirth. We measured the 

proportion of pregnant women who first visited ANC at less than 16 weeks gestation as a proxy 

for the program’s efforts in maternal care, as well as the use of partographs during delivery and 

male partner involvement. 
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Access to Services: As an indicator of service uptake, we measured the total number of 

outpatient visits against each clinic’s catchment population. These visits, including both new and 

repeat facility attendance and patients seen at program-supported outreaches, are measured as the 

average visits per person per year.  

 

We compared pre-intervention baseline data with results at two years after implementation 

started, and conducted two tailed t-tests to assess statistical significance of changes noted. We 

also compared results for intervention clinics to the same indicators during the same time periods 

for 25 similar clinics in two neighboring rural districts in Matabeleland North Province (Binga 

and Lupane Districts). These facilities share similar geography, demographics and pre-

intervention capacity with the intervention clinics.   

 

Quality of Care indicators 

IMNCI: As a measure of quality of care, we assessed the proportion of children under five 

presenting with a cough whose cases were both properly classified as pneumonia and also treated 

according to MOHCC protocol. Because the MOHCC does not routinely collect this data, we 

assessed this indicator from a random sample of five clinics across the three clinic groups and 

used a census method to determine “appropriateness of care,” as defined in the national IMNCI 

register, of all 2,587 pneumonia cases in those clinics over three years. There is no external 

comparison group for this indicator. 

 

We also used a standard MOHCC tool to measure patient satisfaction during May-August 2017 

across all 17 clinics, resulting in 178 client interviews (10-11 clients per facility on average). The 

survey covered four main areas: wait times, adequacy of information provided by nurses, 

experiences v. expectations, and VHW competency. Descriptive analysis was used to analyze 

results.  
 

Data Quality 

We assessed the relative data quality at the beginning of implementation in each clinic and in 

March 2018 (near the end of implementation) by comparing the number of variances found by 

mentors between source registers and facility reports sent to district management.  We also 

reviewed reports from semi-annual MOHCC Program Review Meetings to extract qualitative 

learnings and information on operational changes. 
 

Results 

Key Outcomes 

Individual performance of the 17 sites varied, sometimes widely, across the five indicators 

studied, due to multiple reasons: Staff changes and turnover, commodity stock-outs that 

constrained some sites (and VHWs) more than others, and the attitude of individual HCWs 

toward program changes all affected results. However, the summary statistics averaging 

performance across all clinics showed substantive improvement for each indicator at endline 

compared to baseline and compared to changes in the comparison clinics.  Results are 

summarized in Table 2 below and further detailed in the following text:  
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Table 2: 
RESULTS 

1. HIV: # of clients on ART 
  

  

2. TB: # of suspects 
identified 

  
  

3. Maternal Care: % of 1st 
ANC visits at  <16 weeks 
gestation 

  

  

4. Access to Services:                                         
OPD service utilization                                                       
(# of visits/person/year) 

  

  
Base-
line 

End-
line Change 

 
  

Base-
line 

End-
line Change 

 
  

Base-
line 

End-
line Change 

 
  

Base-
line End-line Change   

PROGRAM 
TOTAL 

Adults: 3,706 5,072 36.9% 
p< 

0.001   

708 1,369  93.4% 
p< 

0.001 

  31.4% 48% 

52.9% 
p< 

0.001 

  1.43 1.59 

11.2% 
p= 

0.21 
Child-
ren: 369 567 53.7% 

p= 
0.003   

  
560/ 
1,782 

920/ 
1,918 

  
90,786/
63,455 

102,722
/64,571 

Total: 
4,075 5,639 38.4% 

p< 
0.001   

    

COMPARI-
SON        
GROUP  

  
Dec. 
2015 

Dec. 
2017 Change     2015 2017 Change     2015 2017 Change     2015 2017 Change   

Adults: 
      
9,402  

     
11,671  24.1% 

p< 
0.001   

1,649 1,310 -20.6% 
p= 

0.644 

  
31.1% 29.3% 

-5.8% 
p= 

0.205 

  
0.79 0.72 

-8.9% 
p= 

0.101 
Child-
ren: 

      
1,569  

        
1,718  

9.5% 
p= 

0.09 
    

2,179/ 
7,002 

2,274/ 
7,757 

  
157,08

4/ 
198,16

4 

144,415
/200,83

1 Total: 
    
10,971  

     
13,389  22.0% 

p< 
0.001   

    

  

SOURCES for comparison group data: For number of ART clients: MOHCC AIDS & TB Annual Report, 2015 and 2017. For all other indicators: MOHCC DHIS2, March 2018. For 
comparison site populations: Binga and Lupane District Health Information Offices, 2018.  
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5. IMNCI: % of pneumonia cases in  <5 children 
appropriately classified and treated 

Facility Baseline Endline Change   

  2015 2017     

Dete 52.7% 97.3% 
84.6% 

  

69/131 108/111   

Kamativi 52.6% 91.7% 
74.3% 

  

236/449 466/508   

Jambezi 47.4% 74.6% 
57.4% 

  

45/95 94/126   

Milonga 20.2% 79.6% 
294% 

  

20/99 39/49   

Ndlovu 23.8% 83.3% 
250% 

  

10/42 35/42   

  p-value 

5-facility total 

46.6% 88.8% 

91% p<0.001 
380/816 742/836 

 

HIV: The total number of ART clients increased from 4,075 to 5,639 or 38.4% (p=0.001) v. 

22% (p=0.001) in comparison clinics. The number of adults increased by 36.9% (p<0.001) v. 

24.1% (p<0.001) in comparison clinics.  The most dramatic change occurred in the number of 

children (ages 0-19) on ART, which increased by 53.7% (p=0.003) in intervention clinics and by 

only 9.5% (p=0.09) in comparison sites. The increases shown across all sites (intervention and 

comparison clinics) were likely aided by the national policy change to “treat all” HIV patients 

regardless of eligibility in the final six months of 2017.  We also monitored HIV testing as the 

critical first step in identifying HIV positive individuals.  There was an overall increase in HIV 

testing of 99%, and 244% for children at end line compared to baseline (data not shown).  This 

increase in testing was a major factor in driving case identification and ART initiation. In 

addition, the average 12-month retention rate of all people on ART was 93.2% at end line (v. the 

national target of 90%) and the rate of viral load suppression (defined as <1,000 copies/mL) was 

89.8% for 2,544 clients tested within the MOHCC/Wild4Life program. This compares to 79.9% 

for 2,917 clients tested over the same period in 25 unsupported facilities in two Hwange urban 

areas--the only other group we could find doing generalized VL testing comparable to the 

intervention sites.   

 

Although several individual central/west clinics showed low growth or even declines in adult or 

child ART clients, most of those same facilities showed very high growth in testing. This 

suggests two factors contributing to lower ART client growth in certain clinics: 1) Patient audits 

taken early during the interventions in central/west clinics initially reduced the number of ART 

clients (as those who died or transferred out of the clinic were removed from registers), thus 

lowering the number of clients after the stated baseline levels but increasing the accuracy of 
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ART registers. (By comparison, in east clinics, most of these audits had started prior to the 2013 

baseline, thus growth over the 2013-15 report period appears relatively higher.) 2) Many child 

clients aged out of the <20 age segment, thus reducing the reported number of children on ART 

as they are accurately accounted for as adult ART clients in intervention sites. Our experience 

suggests that these two factors would not have been accounted for in the data management of 

comparison group facilities, where little or no support had been provided, so their actual numbers 

of clients on ART is likely even lower than they appear to be.  

 

TB: The total number of TB suspects identified increased by 93.4% (p<0.001) in intervention 

clinics v. a decline of 20.6% (p=0.644) in the comparison group. Performance was consistent 

across all clinics except for three in the east. By 2017—a year beyond the 2014-2016 reporting 

timeframe for that clinic grouping—two of these three clinics reported much higher results. Of 

the suspects identified over two years, 82% were tested by smear microscopy for confirmation 

(data not shown). This level was below the 90% national target, mainly due to typical rural 

challenges of transporting sputum samples to labs, but it was significantly above the average 

61.7% within the comparison group.   

 

Maternal Health: The proportion of pregnant women reporting early for antenatal care (less 

than 16 weeks gestation), rose from 31.4% in 2015 to 48% in 2017, for a 52.9% increase overall 

(p<0.001). This compares to a negative change in the comparison clinics of -5.8% (p=0.205), and 

to the national average of 23.8% as of June 2017. Most clinics performed similarly except one 

outlier, Lukosi, the largest of the 17 facilities. It is uniquely located near an urban center and 

draws town women to its fee-free services. However, because transportation is inconvenient, 

ANC attendance is inhibited. (Excluding Lukosi, 2017 results would rise to 55%). Mentor-led 

CQI training, referrals from VHWs, outreach education sessions and community mobilization by 

HCCs—all likely played a role in reinforcing this result. The CQI process also emphasized two 

other maternal-care issues: the proper use of partographs for tracking mother and fetus status 

during labor, which rose from 7% of cases to 45% during an intensive four-month period in late 

2017 (results not shown); and the involvement of male partners to support the pregnancies, 

which we measured by tracking the portion who tested for HIV with their pregnant partners in 

ANC among all women attending. That rate increased from 19.5% in 2015 to 31.3% in 2017.  

 

Access to services: The usage of outpatient services, including new/repeat facility attendance 

and patients seen at outreach, rose from 1.43 visits per person per year in 2015 to 1.59 in 2017 

(p=0.21), an 11.2% increase. This is still far below the WHO’s recommended five visits per year. 

By contrast, visits in comparison facilities declined by 8.9% from 0.79 to 0.72 visits (p=0.101).  

While neither result was statistically significant, the program did see a significant increase in 

patients seen through outreach visits in remote villages, which increased 281% from 1,835 

patients in 2015 to 6,987 in 2017.  

 

Quality of Care 

IMNCI: In our review of 2,587 reported pneumonia cases—drawn from a random sampling of 

five of the 17 clinics as described above, the proportion that was appropriately classified and 

treated with antibiotics according to MOHCC protocol grew from 46.6% in 2015 to 88.8% in 

2017, a 91% increase (p<0.001). Main causes of misclassification ranged from failure to take 

respiratory rates to the absence of any pneumonia symptoms at all. Mentors, by building staff 

skills in diagnostic investigation, documentation and treatment, were the primary driver of this 



12 
 

improved quality finding—which we surmise has also reduced the misuse, cost of, and resistance 

to antibiotics in the process.  

 

To assess quality of care, we also measured patient satisfaction in mid-2017, after all clinics had 

been receiving the MOHCC/Wild4Life program for at least nine and up to 30 months. The 

MOHCC-designed survey showed significant evidence of patient satisfaction, with 94% of 

patients reporting that services were “better than” or “as expected.” These and other results are 

shown in Table 3. While we have no prior survey or comparison clinics that underwent this 

survey, these responses suggest improvement, considering that dissatisfaction and tensions had 

been routinely reported between Hwange communities and facilities in the past. 

 

Table 3: Patient Satisfaction Survey Response Summary, May-August 2017 

How long did you 

wait for service? 

Was health 

information 

provided by nurse 

adequate? Service provided was: 

Do you find your 

VHW knowledgeable 

/competent? 

<2 

hrs 

2-4 

hrs 

>4  

hrs Yes No 

better than 

expected 

as 

expected 

worse than 

expected Yes No 

118 43 17 152 22 71 96 11 128 48 

Total: 178 Total: 174 Total: 178 Total: 176 

66% 24% 10% 87% 13% 40% 54% 6% 73% 27% 

 

Data Quality 

The quality of monitoring data managed by the clinics, as measured by the number of variances 

between source registers and district reports, improved substantively from pre- to post-

intervention, in every category of indicator reviewed (HIV testing, OI/ART, IMNCI, PMTCT 

and pediatric TB). The MOHCC’s standard tolerance for variances of <5% was exceeded greatly 

during the first month of intervention, and in every category but one fell to between 0 and 2.6% 

by the end of implementation. In HIV testing, for example, there were 621 variances out of 1,427 

data points recorded (43.5%) during the first month of interventions, compared to 13 out of 499 

(2.6%) during the month of March 2018, near the end of interventions. In IMNCI, the variance 

rate fell from 61.8% to 10.3%--which mainly reflected two under-reported cases of pneumonia. 

 

Table 4: Data Quality Review, 17 Rural Health Centers 
 
# and % of data variances reported by facilities to district,  v. # of actual cases  recorded in source 

registers.  Variances >5 are considered invalid by MOHCC. 

HIV Testing 

  
Pre-      

Intervention 
Post-

Intervention 

# Variances 621 
43.5% 

13 
2.6% 

Reported 1427 499 
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OI/ART 

  
Pre-

Intervention Post-   Intervention 

# Variances 68 
8.8% 

7 
0.5% 

Reported 772 1,307 

IMNCI 

  
Pre-   

Intervention 
Post-

Intervention 

# Variances 21 
61.8% 

3 
10.3% 

Reported 34 29 

PMTCT 

  
Pre-   

Intervention 
Post-

Intervention 

# Variances 16 
11.0% 

0 
0.0% 

Reported 145 92 

TB (Children) 

  
Pre-  

Intervention 
Post-

Intervention 

# Variances 6 
50.0% 

0 
0.0% 

Reported 12 16 

 

 

Program participants—primary care nurses, mentors, supervisors and VHWs—similarly reported 

qualitative improvements in skills and working environment due to the program, as expressed 

during Program Review Meetings. Among the results they cited were increased confidence to 

manage HIV, TB and IMNCI cases; improved teamwork to organize work and solve problems; 

better communication with communities and patients; and improved case documentation and 

validated data quality. As one nurse said: “We now have a greater sense of commitment to 

delivering quality services to our clients.”  -- Program Review Meeting, 26 April 2018 

 

Discussion 

The results of this program evaluation strongly suggest that a comprehensive, integrated 

approach to raising primary health care service uptake and quality is important to consider as an 

alternative to vertical support programs (Dudley et al. 2011), especially for challenging rural 

communities. 

 

In our estimation, the program model, which combines multiple interventions concurrently 

targeting a wide array of service/quality challenges, as well as the inclusion of all cadres who 

had a role in them, are fundamental to driving substantial improvements across the spectrum of 

primary care challenges. Focusing on a narrow disease area, or on a single cadre, would not 

likely have delivered the breadth and depth of improvements seen. In particular, the multi-

discipline, integrated mentoring approach was valuable for engaging with many challenges in 

rural clinics, especially when supervisors participated in the supportive team approach (Manzi et 
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al. 2014). Once the process, team and procedures were established, the platform became a 

versatile tool for district health management to address service gaps or epidemiological events as 

they arose.  For example, when Hwange management grew concerned about the level of 

maternal mortality in the district in early 2017, the mentor team started focusing on weaknesses 

in Labor & Delivery and added CQI targets to relatively quickly improve the lack of partograph 

usage and other protocol weaknesses, and increase male involvement. 

 

Listening to communities’ needs was also important in driving service uptake and patient 

satisfaction. (Kamuzora et al. 2013) About 18 months after launching our initial set of outreach 

services for remote villages, communities voiced the lack of dental and eye care as dire gaps. 

Minimal resources were then added to support an outreach dental therapist on the mentor team 

and to purchase eye medications, which in part triggered a significant increase in outreach 

attendance in following quarters. We found once patients started coming for those acute needs, 

they also took advantage of other services on offer such as HIV testing, immunizations, and 

family planning. We surmise that they therefore benefitted from preventive and curative care 

sooner than they might have otherwise. 

 

Another benefit to this integrated approach is the potential for reduced costs, especially for hard- 

and expensive-to-reach rural areas, where leveraging limited financial and human resources over 

multiple objectives can significantly increase cost-effectiveness. For example, by getting “double 

duty” on outreaches from qualified mentors while they were already in the field for facility 

mentoring, the program saved on fuel, vehicle maintenance and mentor per diem costs compared 

to sending out multiple teams on separate assignments. While a full cost-effectiveness analysis is 

outside the scope of this study, based on expenditures on the program by Wild4Life over the 

three year period of the program, the results were achieved at an average direct cost of $16,792 

per clinic per year over and above the national costs of service delivery. Future research would 

be needed to fully assess cost-effectiveness against other models, as well as to assess the relative 

impact on health outcomes. 

 

This program evaluation is limited by its quasi-experimental pre-post-test with comparison group 

design, and its results should be interpreted with these limitations in mind. Another limitation is 

the lack of conclusive evidence about sustainability of the program impacts, as more post-

intervention time is needed before it can be assessed. However, we built a number of 

components into the interventions to enhance sustainability. These included the implementation 

of CQI training into the mentorship regimen to help facility staff and district managers pursue 

solutions to problems without further external support; establishment and training of a new sub-

cadre of highly effective VHW peer mentors who continue to support their lesser-skilled 

colleagues; the inclusion of district supervisors into the mentorship/outreach teams to engrain 

those processes into their own routines; and the integration of dedicated Whatsapp groups to 

provide continued clinical support between mentors and facility staff, as well as administrative 

support among HCC community leaders. 

 

In spite of the above limitations, this evaluation provides evidence of substantial post-

intervention improvements across an array of health access, quality and patient satisfaction 

outcomes.  Many of these challenges—for example, increasing the number of children on ART 

and increasing the identification and cure of TB patients—are ones for which the Zimbabwe 

MOHCC is currently seeking solutions as it continues to decentralize services to its remotest 

clinics. The MOHCC-Wild4Life model not only delivers on such discrete challenges but also 

offers a versatile mechanism for resource-limited policy-makers and health managers to 

strengthen the overall quality of care, data integrity and HR capacity of the health system.   
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