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Abstract 

Background  Registered nurses working in the mobile health clinics (MHCs) play an important role in enabling HIV 
care access to populations in remote areas through Nurse Initiated Antiretroviral Therapy program (NIMART).

Aim  To explore and describe the nurses’ experiences regarding operational factors influencing the implementation 
of HIV care services in the mobile health clinics (MHCs) of eThekwini Municipality in KwaZulu Natal. 

Methods  Qualitative Exploratory Descriptive (QED) method was used after permission was granted from North-West 
University Human Research Ethics Committee provincial and local health authorities. Data saturation informed sample 
size of thirteen MHCs nurses were purposefully sampled to participate. Audio-recorded, semi-structured, online, one-
on-one interviews guided by open-ended questions were done for data collection, and including demographic pro-
file. The interview transcripts were analysed using Atlas-TI and SPSS descriptive statistics was used for demographics. 

Results  Eleven subthemes emerged under patient-related, nurse-related, and organisational-related themes which 
influence the operational factors in the MHCs, namely: patient defaulting treatment, lack of privacy, unavailability 
of phones, stressful and demotivating MHCs, nurses feel unsafe, lack of support from management, lack of budget, 
unavailability of computers, shortage of medical equipment, shortage of nursing staff and absence of data capturers.

Conclusion  Structured contextual coaching and support program for nurses is imperative to ensure effective 
and strengthened operations in MHCs, further supported by improvement in human resource for health allocation 
for MHCs in light of expanding health care programs

Contributions  Evaluation of health care programmes, and human resource for health quality improvement needs 
in the clinical practice of HIV care of MHCs nurses which advocate for specific policy formulations.

Keywords  Mobile health clinics, NIMART implementation, Nurses, Operational factors, Community-based clinics, HIV 
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Background
Decentralized human immunodeficiency virus (HIV) 
care plays an important role in the HIV care continuum 
enforced in various care modalities including mobile 
health clinics (MHCs). MHCs are a community-based 
intervention that functions specifically as a delivery 
model for various medical services, including primary 
care and screening, preventative specialty care, and social 
interventions [1, 2]. Registered nurses in the South Afri-
can public health system are the main drivers that oper-
ate the MHCs [3], which are also used as an additional 
healthcare delivery approach aimed at HIV program 
expansion, without misplacing their initial inception 
purpose of serving general populations with healthcare 
access challenges [4]. Instead MHCs have been offi-
cially acknowledged and accepted as primary health care 
(PHC) service extension for remote areas within the local 
district health system [2] offering various healthcare ser-
vices including HIV care, which is the focus of this study.

Delivery of healthcare services via MHCs generally, 
is considered valuable, especially for the vulnerable and 
hard to reach communities as they experience the lowest 
access to healthcare [5], yet such communities display the 
greatest burden of disease [6]. MHCs are progressively 
used in both urban and rural settings, found either in low, 
middle and high income countries to deliver wide range 
of healthcare service packages [7]. However research 
suggests that MHCs are the untapped resources of the 
healthcare system [8]. The Advantages of MHCs have 
been highlighted by various studies [9] and they include 
serving the at-risk populations and promoting high-
quality care at low cost. In SA such services are provided 
free of charge especially by the district health system. 
Furthermore these MHCs are known to render primary 
healthcare in a culturally competent way and function as 
a flexible model of healthcare delivery [10]. This positions 
the MHCs to be an essential component of the healthcare 
delivery system as affirmed in literature [11]. By taking 
health services to the community through MHCs, gov-
ernments hope to intensify the use of these services and 
improve local people’s various health outcomes [12]. Fur-
thermore, MHCs have been cited as playing a significant 
role towards elimination of inequality and contributing in 
attaining universal health coverage within the healthcare 
systems [13]. The Joint United Nations Programme on 
HIV/AIDS (UNAIDS) highlighted that MHCs can play 
vital strategy towards achieving universal access to health 
goal especially in Brazil, Russia, India, China and South 
Africa (BRICS) countries [14].

In the South African public healthcare system, the 
registered nurses are the main role players in the MHCs 
operations [15], although certain contexts may have a 

different setup [12]. The services which are provided by 
the nurses in MHCs are usually not far-fetched from 
those provided by local healthcare settings. In terms 
of HIV care, which is one of country’s priority areas 
[16], MHCs contribute substantially throughout the 
series of HIV care continuum. As people living with 
HIV (PLWH) attending MHCs services complete sev-
eral steps along care continuum, consisting of HIV 
testing and diagnosis, linkage to and retention in pri-
mary HIV care, and receipt and adherence to antiret-
roviral therapy [17]. Successful attainment of certain 
HIV care indicators through MHCs have been reported 
[18], and are anticipated since nurses working there 
are expected to have been exposed to the nurse initi-
ated management of antiretroviral therapy (NIMART) 
training and certification. NIMART training  is a short 
course on essential HIV clinical management that tack-
les the fundamentals of HIV management and includes 
prevention, diagnosis, treatment initiation, manage-
ment, control, referrals, monitoring and evaluation of 
treatment success [19]. It was specifically developed 
and aimed at registered nurses working in the primary 
health care (PHC) settings in order to improve access 
to antiretroviral therapy (ART) [20]. NIMART train-
ing was introduced in South Africa in 2010 [21]. Cer-
tification after training is awarded only upon successful 
completion of a portfolio of evidence (POE) containing 
a range of competencies, which includes various num-
ber of adult and children cases for initiation of ART 
and follow up and [22] in certain settings certification 
can be awarded following formal objective structured 
clinical examinations (OSCE) having taken place to 
assess nurses’ competencies [22]. So, rendering HIV 
competent care within the MHCs context is possible.

According to the researchers’ knowledge, no study 
has reported on the operational factors affecting the 
implementation of HIV care in the MHCs context. 
Operational factors in this study refers to all the activi-
ties that are involved in the running of the MHCs spe-
cific to HIV care. These HIV related activities are 
believed to be of essence because they will fit in with 
the MHC design, due to their unique flexible deploy-
ment nature which in most cases responds directly 
to the needs of the communities that they serve, and 
linking them to priority healthcare programmes [23]. 
Operational factors in the c context are deemed impor-
tant as they can provide informed feedback, while facil-
itating process evaluation for offered HIV care services. 
Therefore, this study’s objective serves to disseminate 
experienced operational factors undertaken by regis-
tered nurses working in the MHCs of eThekwini Metro 
in KwaZulu Natal province of South Africa. .
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Research design and methods
Study design
A Qualitative Explorative Descriptive (QED) design was 
employed to explore and describe the operational factors 
influencing the implementation of HIV care services in 
the MHCs of eThekwini Municipality in KZN. Advan-
tages of using the QED research design is that it aids the 
researchers to fully understand the participants’ experi-
ences in their real world in terms of what works and what 
is not [24]. Therefore, a detailed account of day-to-day 
events on operations in the MHCs were captured includ-
ing their characteristics. Literature advocates that QED 
design is suitable in scenarios where not much is known 
about the phenomenon of interest as it is in the case with 
MHCs operations of the study context, or the problem 
is too complexed to be captured by other methods (e.g., 
questionnaire survey) [24]. The highly pragmatic nature 
of QED allows for answering of solid and realistic ‘what’ 
kinds of question [24], such as those addressed in this 
study.

Study setting
The study setting was eThekwini Metropolitan District of 
KwaZulu Natal province in South Africa which consists 
of urban, and rural/ peri urban areas divided in Cen-
tral, Northern, Southern and Western subdistricts [25]. 
Healthcare delivery throughout the Metro is via Dis-
trict Heath System (DHS) through 17 district hospitals, 
8 community health centres and 233 primary healthcare 
clinics [25]. DHS emphasize the importance of organizing 
and coordinating health service delivery at the local level 
as the strategy embodies a decentralized, area-based, 
people-centred approach to health care [26]. A total of 
36 MHCs teams are available within eThekwini District, 
and they are attached to one of the fixed health facilities 
mentioned above. Each MHCs team has multiple mobile 
points (locations) which they service, and those mobile 
points are unique from each other. Each mobile point is 
regarded as a standalone MHC. Each MHC team have 
between 5 to 20 MHC points they operateAccording to 
Statistics South Africa (Stat SA), eThekwini municipal-
ity was found to be home to 3,199,000 people as of mid-
year of 2022, which is seen as an increase of 0.72% from 
the previous year [27]. Widely spoken language is isiZulu 
followed by English and the rest of other 11 official lan-
guages [28].

Population, sample size, technique, and procedure
Registered nurses who work in the MHCs that provide 
HIV care related services constituted the study popula-
tion. Each MHC team of 36 teams had a minimum of 
two registered nurses totalling 72 registered nurse eligi-
ble for study population. Thirteen registered nurses who 

were NIMART trained from various subdistricts within 
eThekwini District formed an appropriate sample size 
[29] which was guided by reaching data saturation [30, 
31] and non-probability purposive sampling technique 
was used [32] to select the study participants in line 
with qualitative nature of the study Guest et al. (2006). 
Recruitment of participants took place through various 
methods including (a) schedule physical meetings which 
took place in the central MHC departure points usually 
in the mornings before they could go out to various loca-
tions, (b) written recruitment materials which were dis-
tributed prior and during the physical meeting and (c) 
electronically in a form of email to their MHCs manage-
ment and human resource departments. 

Inclusion and exclusion criteria
Only professional nurses who were NIMART trained 
were included in the study. Additionally, such nurses 
should have had a minimum of two years working expe-
rience in MHCs because they would provide in-depth 
knowledge about HIV related activities in that setting. 
Furthermore they needed to have had , access to a smart-
phone with WhatsApp and one gigabyte data bundles 
was to after supplied for interviews. WhatsApp was the 
possible means of communication since the study was 
conducted during when Covid-19 pandemic restricts 
were imposed.

Data collection
Commencement of data collection took place after 
obtaining informed consent from all the participants. 
Semi-structured English interviews were done remotely 
using WhatsApp guided by researcher-developed inter-
view guide [33]. WhatsApp was deemed suitable means 
of data collection method since Covid-19 lockdown 
restrictions were in place during data collection and had 
to be observed to mitigate against the spread and control 
of the infections. All the nurses had access to a smart-
phone which promoted recommended ‘social distant’ 
method [34] of collecting data in the midst of restric-
tions. Interviews took place through WhatsApp video 
calls, which lasted between 45 minutes to over an hour 
each, and they were all recorded. Flexibility in terms of 
location and time for data collection was observed and 
controlled by the participants availability and suitabil-
ity as outlined in literature [35]. Transcription of all the 
recorded interviews took place shortly after each inter-
view and data analysis took place thereafter.

Data analysis
Inductive theme content analysis was embarked upon 
using computer assisted qualitative data analysis software 
(CAQDAS), precisely ATLAS.ti was deemed suitable, 
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as it has been used extensively in healthcare studies [36, 
37]. The following seven steps were followed: 1. Becom-
ing familiar with the data, which commenced during data 
collection and continued through data transcription. The 
authors emersed themselves with data through in-depth 
reading. 2. Generating initial codes, by uploading all the 
project document on ATLAS.ti and organised according 
to the project order. This was initial coding which aimed 
at labelling the topics as they were mentioned by the par-
ticipants as part of describing data 3. Building a coding 
frame, 4. Searching for themes, 5. Reviewing themes, 
6. Defining and naming themes and 7. Producing the 
report. Throughout the analysis process a co-coder was 
assigned, and served as a validator of codes, themes, and 
sub-themes. Furthermore, descriptive statistics using sta-
tistical package for social science (SPPS) was used to ana-
lyse the demographic profile of the participants.

Ethical considerations
Permission to conduct a study was approved by the fol-
lowing three entities: North-West University Health 
Research Ethics Committee (reference no: NWU 00934-
19-A1), KwaZulu-Natal Province Department of Health 
(KZ_202002_017), and eThekwini Metropolitan Munici-
pality Health Unit (30/1/1/6/3/1). All nurses participated 
in the voluntarily, and anonymity, confidentiality as well 
as privacy was maintained throughout, by ensuring that 
no names were attached to the nurses nor mobile clinic 
names during the interview process. Instead, a coding 
system was created to link the participants and only the 
research team had access to that data. Written consents 
were obtained from all the study participants, through 
the following process: an initial meeting was set up with 
various sub-district managers to explain the study, and 
once permission was granted then the registered nurses 
were approached as a second step whereby full explana-
tion about the study was conducted including oppor-
tunity of asking questions and answers was provided. 
Thereafter, logistics on how and when data collection was 
to be conducted using electronic media was explained. 
Finally, online written consents were obtained through 
using Google Forms which were sent via WhatsApp or 
SMS and verbal consents were also obtained on the day 
of the interview.

Trustworthiness
Four general principles of trustworthiness [38] were 
adhered to in the study. Member checking was used to 
ensure credibility during interviews [39]. Transferability 
was achieved through detailed description of the context. 
Dependability was achieved through providing detailed 
participants characteristics, including their methods of 
selection to the study, and account of all research steps 

and results were described in detailed [40] this pro-
cess was embarked on by S.J.N & L.A.P who are study 
researchers. Peer debriefing was also used for dependa-
bility because it is a solid communication habits that cre-
ate trust [39], peer researchers were requests to read and 
comment on the study data, furthermore the researcher 
also engaged in reflexive auditing. The first researcher 
S.J.N who is not the member of staff or the MHCs con-
ducted the interviews, and she had no personal nor pro-
fessional relationship with participants, that ensured 
confirmability for the study [40], furthermore confirm-
ability was also achieved through study findings which 
were grounded in the data, using participants’ quotes, 
and validating the interpretations of the data with the 
study participants.

Results
Biographic profile of the participants
Registered nurses’ age ranged between 30 to 49 years, 
with seven to 25 years of clinical nursing experience and 
three to five years working in MHCs , as depicted in Fig. 1 
below. Figure 2 contains details about NIMART training, 
certification, and the time that such training took place. . 
Majority 12 (92%) of the nurses had undergone NIMART 
training, only 3 (23%) received certification and training 
had taken place four years ago on average, however the 
rest of the training took place between one to nine years..

Training of MHCs nurses on NIMART is indicated in 
Fig. 3, precisely how long ago that training was received. 
The mean being four years and range being zero to nine 
years.

Themes and subthemes
Three main themes emerged from the study denoting 
operational activities influencing implementation of HIV 
care services within the MHCs, which were related to 
patient, nurse, and organizational factors. Eleven sub-
themes also emerged related to various factors and are 
depicted in Table 1.

Theme 1: patient related factors
Earlier studies have reported on patient factors as con-
tributors to the factors influencing implementation of 
HIV care, but such reports never included MHCs con-
texts. Literature mostly reported factors from the urban 
versus rural community health clinics viewpoint [41].

Sub‑theme 1: treatment dropout among patients
Patients are one of the main stakeholders in the health-
care system as they are the core consumers of the ser-
vices rendered [42]. According to the South African 
patient’s right charter [43], patients have responsibility 
to comply with the healthcare system. However, reports 
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from nurses in this study demonstrated that patients 
who seek services from the MHCs fail to comply with the 
healthcare system requirements, particularly those seek-
ing HIV care. The patients go into the MHCs and pretend 
to be naïve HIV patients and lie to the nurses pretending 
to be new patients. Meanwhile they are known patients 
who have defaulted treatment elsewhere and due to fear 
of going back to where they receive their HIV care from, 
they resort coming to the MHCs under false pretence.

“They [patients] come running to the mobile and 
pretend like they are new clients, meanwhile they 
had defaulted from the fixed clinic” (Nurse 2, female, 
age 35)

“…..we receive people that have been defaulting from 
the fixed clinics, and they come to us as if they are 

new. They just test [for HIV] as if it is the first time 
they’re testing. ” (Nurse 1, female, age 35)

Subtheme 2. Lack of privacy for the patients
Privacy is the global term that suggests protection of 
the physical, dispositional, and informational dimension 
of an individual [44]. Privacy concerns in PLHIV have 
been reported before, but from the patient’s perspective 
[17]. In this study, lack of privacy has emerged from the 
nurses’ perspective, and it is perceived as a factor, affect-
ing the daily operations in the MHCs.

“How do you give services where there’s no privacy? I 
mean we work underneath the gazebo. Someone out-
side the gazebo hears everything happening inside” 
(Nurse 7, male , age 40)

Fig. 1  MHCs nurses’ age, experience in nursing and in MHCs environment

Fig. 2  MHCs nurses’ NIMART training profile and certification rate
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“We do get a little bit of resistance from our patients 
whereby they don’t want to be initiated at the mobile 
points because of stigma as there is no privacy” 
(Nurse 10, female, age 30)

Theme 2: nurse‑related factors
Subtheme 3: nurse’s incapacitated means of communication
Nurses highlighted that appropriate means of communi-
cation are not available at the MHCs. Yet communication 
in any healthcare setting is very important [45]. In the 
context of MHCs, communication is always needed with 

various stakeholders for an example, contacting the labo-
ratory, line managers, community leaders and patients. 
If no means are provided for the nurses to be in contact 
with stakeholders, that impacts negatively on patient 
interventions since some of the MHCs only operate once 
a month in certain areas.

“wherever we are there are no telephones as there’s 
no means for us to even stay connected with the 
fixed clinic, we are just alone. We used our phones to 
do most of the things, when you run out of something 
we use our phones even in cases of an emergencies” 
(Nurse 11, female, age 42)

“My dear there are no phones if you are in the crisis 
you use your own phone, and no one even bothers to 
compensate you. When I need to call an ambulance, 
police station, fixed clinic or even my manager I use 
my own phone” (Nurse 3, female, age 36)

“…we don’t have like phones sometimes we don’t 
even have the network when we are trying to phone” 
(Nurse 12, female, age 47)

Subtheme 4: MHCs are stressful and demotivating.
Job satisfaction influences health worker motivation, 
staff retention and performance, which in turn impact 
on the successful implementation of health system 

Fig. 3  Time period NIMART training received by MHCs nurses

Table 1  Study themes and sub-themes

Themes Sub-themes

1. Patient-related factors 1.1 Treatment dropout among patients

1.2 Lack of privacy for the patients

2. Nurse-related factors 2.1 Nurse’s incapacitated means of com-
munication

3. Organisational factors 3.1 MHCs are stressful and demotivating

3.2 Nurses feel unsafe at MHCs

3.3 Lack of support from management

3.4 Lack of budget

3.5 Unavailability of computers

3.6 Shortage of medical equipment

3.7 Shortage of nursing personnel

3.8 Absence of data capturers
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reforms [46]. Literature reports that organizations and 
people that operate MHCs are often motivated by a 
commitment to underserved communities [47]. How-
ever, nurses in this study had a different mood about 
working in the MHCs.

“I do not want to lie, I do not feel-good working 
here and seeing our poor people and being unable 
to provide them with care. it is not like you do not 
know what they need you know exactly but then 
you don’t have what is required. It is truly demoti-
vating” (Nurse 4, female, age 31)

“...mind you already when you come you are dog 
tired from driving as we don’t have any drivers, 
and our [mobile]points are very far”. (Nurse 6, 
female, age 32)

Subtheme 5: nurses feel unsafe at MHCs
Safety concerns of community nurses have been 
reported as they travel within various communi-
ties [48], even nurses in this study reported the same 
concerns.

“One does not feel safe at all in the mobile points 
and once all the patients are gone, you become 
a target, mainly because of the 4x4 [van that is 
equipped with four-wheel drive (4WD)] that you 
are driving” (Nurse 1,female, age 35)

“we are not protected in the mobiles, I mean the 
communities that we visit sometimes are not safe 
and being in possession of ARVs puts us in danger 
because they stop us demanding these ARVs on the 
road apparently” (Nurse 2, female, age 35)

Theme 3: organizational factors
Subtheme 6: lack of support from management
It has been proven that inadequate management and 
poor leadership roles lead to failure in healthcare deliv-
ery system [49] and leads to job related stress [50, 51].

“There is no support from our managers for the 
mobiles if we can be honest. Mobiles are expected 
to function exactly like the fixed facilities, yet they 
[managers] are never involved in the programs or 
activities that are being run” (Nurse 8, female, age 
47)

“There’s no support at all. Gosh. There is no sup-
port. It’s so frustrating. You want to try, and you 
know what, sometimes……. It’s just impossible 

because you can’t do it alone!” (Nurse 1, female, 
age 35)

Subtheme 7: lack of budget
For a successful implementation of any healthcare pro-
gramme, a budget needs to be put in place, well before 
programme activities can resume. However, seemingly in 
relation to MHCs operations such budget does not exist. 
However, this is not unique to MHCs but instead a study 
in South Africa [52] found during an audit that, none 
of PHC clinics were fully or adequately budgeted for. It 
is therefore not surprising for MHCs to report budget 
issues since MHCs are an extension of PHC clinics.

But if you raise the issue of staffing with the manag-
ers, they tell you there’s no budget. So, if there’s no 
budget, they also need to accept that there are no 
proper services (Nurse 4, female, age 31)

“We constantly have to depend on the left over from 
the fixed clinics, we don’t have standalone budget 
dedicated to us as mobiles” (Nurse 7, male, age 40)

Subtheme 8: unavailability of computers
All MHCs activities need to be captured and entered on 
the District Health Information System (DHIS) [53], to 
measure and evaluate some key health indicators. HIV 
care elements are no exception, especially data on HIV 
positive patients remaining on ART (TROA). However, 
nurses reported that the data capturing activities are 
problematic at the MHCs sites due to lack of working 
tools such as computers, which are essential for captur-
ing and feeding of information through to the district 
office.

“They [patients]default from the clinic knowing that 
we wouldn’t know, because we don’t have even the 
computer to check them on the system” (Nurse 1, 
female, age 35)

“We don’t have a computer to actually capture this 
people for tier. So, those are the challenges” (Nurse 
5,female, age 34)

Currently data at MHCs is handwritten in registers by 
nurses and aggregated into data sheets for submission 
to the District office which is similar to what has been 
reported previously [53] . Problems with this approach 
include a high work burden and a lack of training as per-
ceived by the nurses, as well as poor data quality [54]. 
This acts as a barrier for the effective running of the ser-
vice and concurs with the findings of [52] where clinics 
were not adequately prepared to render integrated HIV 
services. However it is appreciated that its could be 
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difficult to carry desktops around in the MHCs because 
theres are no physical structures in some of the MHCs 
points no eletricity. But a laptop or a tablet with built in 
software will surfice.

Subtheme 9: shortage of medical equipment
Nurses depend on functional medical equipment in order 
to perform their duties which include prevention, diag-
nosing, monitoring and treating diseases not excluding 
rehabilitation activities [55], Therefore medical equip-
ment is at the core of delivering effective healthcare. 
Their shortage impedes on effective rendering of services, 
desolately MHCs nurses expressed a great challenge over 
medical equipment availability.

“For instance, right now we don’t have a scale, its 
broken because each day we have to go up and down 
with in the car and sometimes the roads we travel in 
with other points its soooo [extremely] rough” (Nurse 
3, female, age 36)

“We don’t have the basic tools or equipment that 
are needed so that we can function well and provide 
HIV services as how the managers expect us to do” 
(Nurse 2, female, age 35)

“I mean it doesn’t help to blame the nurses saying 
they are not providing the service meanwhile they 
are not given the necessary tools and equipment 
needed to complete such a service” (Nurse 5 female, 
age 34)

Unfortunately the shortage of medical equipment 
phenomenon is reported to be a widespread problem in 
various South African healthcare contexts [56, 57], hence 
no surprise when the MHCs nurses report of it as well. 
Researchers in this study agree with [58] who stated that 
serious health care repair is required, as research con-
ducted in fixed clinics revealed that none of the clinics 
were adequately equipped [52].

Subtheme 10: shortage of nursing personnel
Inadequate of human resource in healthcare is not a new 
phenomenon even in the global arena [59], and it has 
been reported as being worse in sub-Saharan Africa and 
is a major weakness in healthcare system [57] attributed 
by various reasons [57]. Regrettably, further predictions 
have been made by the World Health Organization on 
the problem worsening by 2035 [60]. A similar report 
emerged from this study

“How can you run a mobile clinic alone [being the 
only one NIMART trained in the team]and looking 
after people who are sick, sick, sick? So, it’s a recipe 

for a disaster” (Nurse 4, female, age 31)

“I am not just one person. Here I am a driver, I am 
a cleaner, I am a clerk, and I am a nurse” (Nurse 4, 
female, age 31)

Attending to patients’ seeking HIV care require time 
in order each individual needs of the patients can be 
attended to fully. But if these patients are seen at the 
MHCs which only have a single professional nurse who 
still needs to attend to other patients-this will results 
in lessen time spent on the patient which might affect 
the overall quality that is received at the end of the day. 
Therefore, additional nursing trained and certified in 
NIMART is highly recommended in order to improve 
effectiveness.

Subtheme 11: absence of data capturers
Data capturing of clinic service is of essence since all 
operation decisions are made based of the informa-
tion available. Therefore, the source of data is equally 
important as its use. Hence ensuring that data in cap-
tured timeously and accurately by someone trained 
to do it, is important. However, nurses in the MHCs 
report that there are no data capturers.

“We don’t even have a clerk who could be doing 
this. [it is] time consuming in short and very much 
delaying ” (Nurse 4, female, age 31)

This is not only unique to MHCs as it was reported 
before in the PHC settings [46]. The lack of instru-
mental HIV care staff such as data capturers results in 
increased nurses workload, while increasing the risk of 
doubting the integrity of captured data due to the fact 
that only one professional nurse is working there and 
not necessarily trained to be data captures [53], in the 
midst of existing challenges. Furthermore, some of the 
nurses are not even tech no savvy. A need for innova-
tive ideas to capture data smartly should be viewed as 
urgent. Alternative methods such as mhealth in MHCs 
would be considered as they possess great benefits [61] 
such as the availability of smart phones is widespread 
to be operated by a designate person for a task.The 
wealth of data collected across the MHCs needs to be 
accurate, consistent and appropriate, to provide timely 
and reliable information which can be viewed inter-
grately reporting, measurement and analytics needs 
[62]. Futhermore the MHCs also need to implement 
the systems that are adopted by the rest of the country. 
TIER.Net which which is a patient monitoring system 
for HIV patient visits was introduced in South Africa in 
2010 [63].
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Discussion
Various existing gaps found within the MHCs have 
caused the stakeholders to take advantage of the defi-
ciencies for their benefit. to capitilise for their advantage 
as no tracking system is in place. Defaulted treatment 
patients from other facilities present themselves to the 
MHCs as new patients, which leads to wasteful expendi-
ture on already stretched supplies and compromised staff 
compliment in the MHCs. Furthermore other patients 
also get impacted in terms of waiting periods. Therefore 
if HIV care services are offered in the MHCs, they should 
be offered comprehensively with all its supporting sys-
tems required in place, which will prevent dublication of 
service and provide continuity of care. However MHCs 
contribute indirectly towards resolving the challenge 
reported [64, 65]of high HIV treatment defaulter rate in 
primary health care settings as patients get reorientated 
back to the healthcare system through MHCS. An urgent 
need to evaluate current MHCs’ infratracture and design 
is critical inorder to ascetain the feasbility of HIV care 
offereing through MHCs, because the results emintated 
from this study indicate that indeed current multi chal-
lenges existHuman rights should be central in any type 
of healthcare service that is provided irrespective of its 
setting. In this study pronounced lack of privacy was 
prominent regardless that such has been reported in the 
fixed clinics as well [41]. That has a potential to cause 
low service update [66, 67] due to indignitied and com-
promised care. MHCs should have innovative means of 
communications in place since they are rendering care in 
secluded and remote areas. His study highligligted how 
the importance of communication was neglected com-
pletely and nurses had no means of contacting the out-
side healthcare departments once they are outside in the 
MHCs yet continuation of care and followup could be 
made easy through effective communication methods. 
On the hindsight nurses in the study resorted in using 
their personal communication devices without com-
pensation in order to fulfil their professional duties. Yet 
mobile devices usage in healthcare have been endorsed 
for over two decades already [45, 68, 69]. The communi-
cation challenge findings in this study are similar to what 
has been reported previously [45].

The degree of stress reported by nurses in this study 
is concerning since there direct correlation between 
work satisfaction and the quality [70] produced. Duties 
performed under stress are easily prone to professional 
errors [70], thereby impacting of the quality of HIV care 
rendered at the end.

Danger associated with working in the MHCs has 
been reported in terms of personal, physical, and psy-
chological safety, attributed by lack of security personnel 
escorting them in some MHCs points, female dominated 

profession [71] whereby they are easily taken advantage 
of based on their gender. Also carrying ARVs with them 
which are used for formulation of illicit drug whoonga 
[72], which is linked to criminal activities [72] following 
its consumption. This could be very conflicting for the 
nurses as they are bringing much needed drugs yet fall 
victims of crime because of the very same drugs. Balanc-
ing own safety and that of patient has been document in 
literature as one of the gray areas [73], such as the situa-
tion MHC nurses find themselves in.

With all the stated challenges noted in the study find-
ings, a possible solution could be reached whereby man-
agement at operational level could be harnessed through 
visible and intentional management of the MHCs. Cur-
rent status reported by nurses stated that lack of support 
and supervision is prevalent, which is similar to what has 
been reported before [41]. Unfortunately, such condi-
tions will yield to unfavourable programmatic outcomes 
as evidenced in this study. Therefore, managers’ support 
in any format is deemed crucial, even more in settings 
such as MHCs. The gross lack of support cited in this 
study is contrary to other study [74] where nurses and 
their managers felt optimistic about HIV care and had 
increased job satisfaction. The absent support demon-
strates no good working partnership between the man-
agers and their subordinates and literature [75] describes 
this as a complex problem where unsupportive relation-
ships within their work group exist and always results 
in poor outcomes. Lack of support therefore paralyses 
the MHCs nurses not to even exercise their contextual 
innovative capabilities as no one could endorse them. 
But instead, they are expected to do things by the book 
which sometimes are challenging to be implemented in 
the MHCs context, as in most cases such policies are for-
mulated and designed for the fixed clinic environments 
which are different from MHCs. . Also, these factors will 
impact negatively to the overall HIV care rendered by 
MHCs nurses. Tangible presence, guidance, affirmation, 
and mentorship in the MHCs by their managers should 
be prioritised, to keep the nurses motivated while moni-
toring ongoing monitoring and evaluation of HIV care 
services. Once this if fulfilled then MHCs will function 
effectively to a certain extent.

Strenghts and limitations
The qualitative nature of the study was able to capture the 
voices of the nurses that are rendinring HIV care in the 
MHCs context and a nature of the study has never been 
conducted before. Theirfore the study findings forms the 
basis for further research and can influence policies in 
terms of how management and operations are done in 
the MHCs.
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Limitations of the study include the fact that the 
study was only conducted in one district in KwaZulu 
Natal, therefore the results cannot be generalisable to 
all the MHCs in the province, national, continental and 
internationally.

Implications of the study
The study demonstrated a great need for mobile health 
services to be entrenched on the six health systems build-
ing blocks outlined by the WHO health system frame-
work 2007 [76] i.e. service delivery, health workforce, 
information, medical products, vaccines and technolo-
gies, financing and leadership/ governance mentorship. 
Unfortunately, all the building blocks have shortcomings. 
Following few suggestions can be considered such as a 
structured contextual coaching and support programme 
should be in place, and to be led by nurse managers, 
while enhancing and promoting peer buddy mentorship 
system.

Operations would be better enhanced if the following 
practical suggestions are effected: support and staff pro-
vision, introduction and accurate use of district infor-
mation system, specific budget allocation, incentive 
consideration, and recognition that MHCs cannot oper-
ate the same as the fixed PHCs.

Conclusion
This study demonstrated a serious gap that exist and 
the challenges that the nurses in MHCs are faced with 
day in and day out without any support whatsoever. Pri-
ority consideration and attention regarding the MHC 
operations is urgently needed since this study high-
light the importance of HIV care delivery through the 
MHCs while in the presence of challenges. Reflections 
on the quality of HIV care service offered to the commu-
nity members should be conducted in line with human 
rights. While assessing if they are being met for both the 
patients and the nurses who are in operation of these 
clinics. Indirectly the MHCs mimic what the local PHC 
clinics look like in terms of their operations as in most 
cases within the district MHCs are attached to either 
CHC or PHC establishment.

Recommendations
Policy gaps in health delivery in MHCs are significant 
and should be looked at with specific lenses addressing 
contexual issues by those in leadership and strong gov-
ernance should be implemented inorder to improve and 
upscalling of services provided in the MHCs. The entire 
of MHCs needs to go through some reformation inor-
der to meet the current health needs, whereby infra-
structure that will respond to the needs eg for both the 
patients and the staff working there eg patient privacy, 

basic necessary tools that aid in perfomance of nurses’ 
duties. could be implemented. Furthermore, attractive 
incentive packages should be offered to MHCs nurses, 
such incentives have a potential to increase nurses’ 
morale, decrease attrition rate, and attract more nurses 
to work in the MHCs Platforms for debriefing, pscho-
logical supports and incentives would form exam-
ples of what is needed including focused area capacity 
buiding activities which would be inclusive of men-
torship. Stimulation of MHCs nurse’s ethics should be 
stimulated inorder for their automonony over services 
and the environment (conditions) they are working 
in. A system to ensure that all the MHC patients are 
entered in the data based is critical, even if it means 
such patients are inputed under the fixed clinic that the 
MHCs are attached to. Such access will enable patients’ 
unique identifers to be dipicted as well as facilitates 
person-centred monitoring as per WHO guidelines. 
This would be possible because MHCs personel report 
to the fixed clinic or central office everyday before and 
after every MHCs visit. Due to existing infrastructural 
challenges as lack of eletricity and proper office sup-
plie in the MHCs, potable monitoring devices in a form 
of tables to capture esssential data can be introduced, 
devices similar to the ones that are being used during 
census.to serve such a purpose. Furthermore, to adress 
identified shaortages of staff, MHCs stall complement 
should be increased to atleaste 3 professional nurses 
per MHC with another trained member of staff who 
will be responsible for data control.

Legislative framework applicable to workplace not lim-
ited to Basic Conditions of Employment Act, the Occu-
pational Health and safety Act, Nursing Act and Policy 
on Nurses Rights should be incoparated significantly in 
the MHCs work environment. Impact studies need to be 
conducted to evaluate the need for the services.

Acknowledgements
The authors are grateful to the MHCs nurses who voluntarily shared their 
views and experiences with the researchers.

Disclaimer
The views and opinions expressed in this article are those of the authors and 
do not necessarily reflect the official policy or position of any affiliated agency 
of the authors.

Authors’ contributions
Conceptualization, S.J.N. and L.M.; methodology, S.J.N.; software, L.M.; valida-
tion, S.J.N., L.M. and L.A.S.; formal analysis, L.M.; investigation, S.J.N.; data 
curation, L.A.S.; writing—original draft preparation, S.J.N.; writing—review and 
editing, S.J.N., L.M. and L.A.S.; supervision, L.M. and L.A.S.; and L.A.S. All authors 
have read and agreed to the published version of the manuscript.

Funding
Open access funding provided by North-West University. This study was no 
part of any funding.



Page 11 of 12Ngcobo et al. BMC Nursing          (2024) 23:102 	

Availability of data and materials
The dataset used and analyzed during the current study is available from the 
corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The study was granted permission to be conducted by North-West University 
Health Research Ethics Committee (reference no: NWU 00934-19-A1), Kwa-
Zulu-Natal Province Department of Health (reference no: KZ_202002_017), 
and eThekwini Metropolitan Municipality Health Unit (reference no: 
30/1/1/6/3/1). Written informed consents were obtained from all the nurses 
that participated in the study. All nurses participated in the voluntarily, and 
anonymity, confidentiality as well as privacy was maintained throughout the 
study period. All experiments were performed in accordance with relevant 
guidelines and regulations.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1 Lifestyle Diseases Research Focus Area, Faculty of Health Sciences, North-
West University, Mmabatho, South Africa. 2 School of Nursing and Public 
Health, College Health Sciences, University of KwaZulu Natal, Durban, South 
Africa. 3 Department of Public Health, Faculty of Health Sciences, University 
of Venda, Thohoyandou, South Africa. 

Received: 31 October 2023   Accepted: 25 January 2024

References
	1.	 Singh SP, Baig F, Singh S. Mobile health clinics as a healthcare delivery 

model to address community disparities. Kansas J Med. 2022;15:259.
	2.	 Ngcobo S, Makhado L, Sehularo L. HIV care and support services 

offered in mobile health clinics: a systematic review. HIV AIDS Rev. 
2022;21(3):191–207.

	3.	 Cockroft M, et al. Nurse-led mobile health clinics: an opportunity for 
student scholarship and faculty practice. J Nurs Educ. 2020;59(10):594–6.

	4.	 Ngcobo SJ, Makhado L, Sehularo LA. HIV care profiling and delivery status 
in the mobile health clinics of eThekwini District in KwaZulu Natal, South 
Africa: a descriptive evaluation study. Nurs Rep. 2023;13(4):1539–52.

	5.	 Gibson BA, et al. Accessibility and utilization patterns of a mobile medical 
clinic among vulnerable populations. Health Place. 2014;28:153–66.

	6.	 Ataguba JE, Akazili J, McIntyre D. Socioeconomic-related health inequal-
ity in South Africa: evidence from General Household Surveys. Int J Equity 
Health. 2011;10(1):48.

	7.	 Bassett IV, et al. Linkage to care following community-based mobile HIV 
testing compared with clinic-based testing in Umlazi Township, Durban 
South Africa. HIV Med. 2014;15(6):367–72.

	8.	 Attipoe-Dorcoo S, et al. Mobile health clinic model in the COVID-19 
pandemic: lessons learned and opportunities for policy changes and 
innovation. Int J Equity Health. 2020;19(1):73.

	9.	 Hill C, et al. Knowledgeable Neighbors: a mobile clinic model for disease 
prevention and screening in underserved communities. Am J Public 
Health. 2012;102(3):406–10.

	10.	 Mayernik D, et al. Parish Nurse-Initiated Interdisciplinary Mobile Health 
Care Delivery Project. J Obstet Gynecol Neonat Nurs. 2010;39(2):227–34.

	11.	 Hill CF, et al. Mobile health clinics in the era of reform. Am J Manag Care. 
2014;20(3):261–4.

	12.	 Abdel-Aleem H, El-Gibaly OMH, EL-Gazzar AFES, Al-Attar GST. Mobile 
clinics for women’s and children’s health. Cochrane Database Syst Rev. 
2016;2016(8):CD009677. https://​doi.​org/​10.​1002/​14651​858.​CD009​677.​
pub2.

	13.	 Marten R, et al. An assessment of progress towards universal health 
coverage in Brazil, Russia, India, China, and South Africa (BRICS). Lancet. 
2014;384(9960):2164–71.

	14.	 UNAIDS, HIV care and support taking into account the 2016 WHO con-
solidated guidelines. 2016.

	15.	 Massyn N, et al. District Health Barometer 2013/14. Durban: Health Sys-
tems Trust; 2014. p. 2016.

	16.	 Ngcobo SJ, Mchunu GG. Bachelor of Nursing students’ HIV and AIDS 
knowledge in KwaZulu-Natal province: An evaluation study’. Curationis. 
2019;42(1):a1928. https://​doi.​org/​10.​4102/​curat​ionis.​v42i1.​1928.

	17.	 Yehia BR, et al. Barriers and facilitators to patient retention in HIV care. 
BMC Infect Dis. 2015;15(1):1–10.

	18.	 Sanga ES, et al. Linkage into care among newly diagnosed HIV-positive 
individuals tested through outreach and facility-based HIV testing mod-
els in Mbeya, Tanzania: a prospective mixed-method cohort study. BMJ 
Open. 2017;7(4):e013733.

	19.	 Mboweni SH, Makhado L. Perspective chapter: enhancing the nurse-
initiated management of antiretroviral therapy training and implementa-
tion-a conceptual framework. 2023.

	20.	 Mboweni SH, Makhado L. Conceptual framework for strengthening 
nurse-initiated management of antiretroviral therapy training and imple-
mentation in North West province. Health SA. 2020;25:a1285. https://​doi.​
org/​10.​4102/​hsag.​v25i0.​1285.

	21.	 Crowley T, Mokoka E, Geyer N. Ten years of nurseinitiated antiretroviral 
treatment in South Africa: A narrative review of enablers and barriers. S 
Afr J HIV Med. 2021;22(1):a1196. https://​doi.​org/​10.​4102/​sajhi​vmed.​v22i1.​
1196.

	22.	 Jones M, Cameron D. Evaluating 5 years’ NIMART mentoring in South 
Africa’s HIV treatment programme: Successes, challenges and future 
needs. S Afr Med J. 2017;107(10):839–42.

	23.	 Aung K-K, et al. The emerging business models and value proposition of 
mobile health clinics. Am J Account Care. 2015;3(4):36.

	24.	 Pelzang R, Hutchinson AM. Patient safety issues and concerns in Bhutan’s 
healthcare system: a qualitative exploratory descriptive study. BMJ Open. 
2018;8(7):e022788.

	25.	 Mahadeo S, et al. The availability of priority medicines for children under 
5 years in eThekwini, South Africa. J Pharm Policy Pract. 2022;15(1):1–7.

	26.	 Fusheini A, Eyles J. Achieving universal health coverage in South Africa 
through a district health system approach: conflicting ideologies of 
health care provision. BMC Health Serv Res. 2016;16:1–11.

	27.	 StatsSA. Mid-year population estimates 2022. Statistical release P0322022. 
2022.

	28.	 Buys E, et al. Clinical and socio-demographic determinants of community 
reintegration in people with spinal cord injury in eThekwini Municipality, 
KwaZulu-Natal province. S Afr J Physiother. 2022;78(1):7.

	29.	 Bryman A. Social Research Methods. 2016: Oxford University Press.
	30.	 Guest G, Bunce A, Johnson L. How many interviews are enough? 

An experiment with data saturation and variability. Field Methods. 
2006;18(1):59–82.

	31.	 Guetterman T. Descriptions of sampling practices within five approaches 
to qualitative research in education and the health sciences. 2015.

	32.	 Padilla-Díaz M. Phenomenology in educational qualitative research: 
Philosophy as science or philosophical science. Int J Educ Excell. 
2015;1(2):101–10.

	33.	 Jamshed S. Qualitative research method-interviewing and observation. J 
Basic Clin Pharm. 2014;5(4):87–8.

	34.	 Lobe B, Morgan D, Hoffman KA. Qualitative data collection in an era of 
social distancing. Int J Qual Methods. 2020;19:1609406920937875.

	35.	 Cater JK. Skype a cost-effective method for qualitative research. Rehabil 
Counsel Educ J. 2011;4(2):3.

	36.	 Friese S. Qualitative data analysis with ATLAS. ti. 2019: Sage. http://​www.​
quarc.​de.

	37.	 Makhado L, et al. Factors facilitating trained NIMART nurses’ adherence to 
treatment guidelines: a vital matter in the management of TB/HIV treat-
ment in South Africa. BMC Nurs. 2020;19(1):1–8.

	38.	 Lincoln YS, Guba EG. Naturalistic inquiry (Vol. 75). London, New Delhi: 
Sage Publications; 1985.

	39.	 Stahl NA, King JR. Expanding approaches for research: Understanding and 
using trustworthiness in qualitative research. J Dev Educ. 2020;44(1):26–8.

	40.	 Parola V, et al. Caring in palliative care: A phenomenological study of 
nurses’ lived experiences. J Hosp Palliat Nurs. 2018;20(2):180–6.

https://doi.org/10.1002/14651858.CD009677.pub2
https://doi.org/10.1002/14651858.CD009677.pub2
https://doi.org/10.4102/curationis.v42i1.1928
https://doi.org/10.4102/hsag.v25i0.1285
https://doi.org/10.4102/hsag.v25i0.1285
https://doi.org/10.4102/sajhivmed.v22i1.1196
https://doi.org/10.4102/sajhivmed.v22i1.1196
http://www.quarc.de
http://www.quarc.de


Page 12 of 12Ngcobo et al. BMC Nursing          (2024) 23:102 

	41.	 Julien A, et al. Health care providers’ challenges to high-quality HIV care 
and antiretroviral treatment retention in rural South Africa. Qual Health 
Res. 2021;31(4):722–35.

	42.	 Mosadeghrad AM. Factors influencing healthcare service quality. Int J 
Health Policy Manag. 2014;3(2):77.

	43.	 Nevhutalu HK. Patient’s rights in South Africa’s public health system: 
Moral-critical perspectives. Stellenbosch: Stellenbosch University; 2016.

	44.	 Malfait S, et al. Is privacy a problem during bedside handovers? A 
practice-oriented discussion paper. Nurs Ethics. 2019;26(7–8):2288–97.

	45.	 Whitlow ML, et al. Bringing technology to the bedside: using 
smartphones to improve interprofessional communication. CIN. 
2014;32(7):305–11.

	46.	 Munyewende PO, Rispel LC, Chirwa T. Positive practice environments 
influence job satisfaction of primary health care clinic nursing managers 
in two South African provinces. Hum Resour Health. 2014;12(1):1–14.

	47.	 Malone NC, et al. Mobile health clinics in the United States. Int J Equity 
Health. 2020;19(1):1–9.

	48.	 Terry D, et al. Workplace health and safety issues among community 
nurses: a study regarding the impact on providing care to rural consum-
ers. BMJ Open. 2015;5(8):e008306.

	49.	 Pillay-van Wyk V, et al. Mortality trends and differentials in South Africa 
from 1997 to 2012: second National Burden of Disease Study. Lancet 
Global Health. 2016;4(9):e642–53.

	50.	 Labrague LJ, et al. Stress and ways of coping among nurse managers: an 
integrative review. J Clin Nurs. 2018;27(7–8):1346–59.

	51.	 Warshawsky NE, Caramanica L, Cramer E. Organizational support for 
nurse manager role transition and onboarding: strategies for success. 
JONA. 2020;50(5):254–60.

	52.	 Crowley T, Stellenberg EL. Integrating HIV care and treatment into pri-
mary healthcare: are clinics equipped? Afr J Prim Health Care Fam Med. 
2014;6(1):1–7.

	53.	 O’Mahony D, et al. Knowledge and attitudes of nurses in commu-
nity health centres about electronic medical records. Curationis. 
2014;37(1):01–6.

	54.	 Heunis C, et al. Accuracy of tuberculosis routine data and nurses’ views of 
the TB-HIV information system in the free state, South Africa. J Assoc Nurs 
AIDS Care. 2011;22(1):67–73.

	55.	 Moyimane MB, Matlala SF, Kekana MP. Experiences of nurses on the 
critical shortage of medical equipment at a rural district hospital in South 
Africa: a qualitative study. Pan Afr Med J. 2017;28(1):157–157.

	56.	 Mokoena MJ. Perceptions of professional nurses on the impact of short-
age of resources for quality patient care in a public hospital. Limpopo 
Province: University of South Africa; 2017.

	57.	 Maphumulo WT, Bhengu BR. Challenges of quality improvement in the 
healthcare of South Africa post-apartheid: a critical review. Curationis. 
2019;42(1):1–9.

	58.	 Koelble TA, Siddle A. Institutional complexity and unanticipated conse-
quences: the failure of decentralization in South Africa. Democratization. 
2014;21(6):1117–33.

	59.	 Veld M, Van De Voorde K. How to take care of nurses in your organi-
zation: Two types of exchange relationships compared. J Adv Nurs. 
2014;70(4):855–65.

	60.	 Organization WH. A universal truth: No health without a workforce third 
global forum on human resources for health report. Geneva, Switzerland: 
Author, 2013.

	61.	 James S, et al. Experiences of Australian primary healthcare nurses 
in using telehealth during COVID-19: a qualitative study. BMJ Open. 
2021;11(8):e049095.

	62.	 Fleissner B. et al. The importance of data governance in healthcare. White 
papers, Encore. 2014. retrieved from http://​encor​eheal​thres​ources.​com/​
wp-​conte​nt/​uploa​ds/​2014/​10/​The-​Impor​tance-​of-​Data-​Gover​nance_​
FINAL-​Oct-​2014.​pdf.

	63.	 Etoori D, et al. Misreporting of patient outcomes in the South African 
National HIV Treatment Database: consequences for programme plan-
ning, monitoring, and evaluation. Front Public Health. 2020;8:100.

	64.	 Williams N, Peter Z and Goon D. Experiences of HIV positive clients 
defaulting isoniazid preventive therapy in King Williams town, Buffalo 
City municipality, Eastern Cape Province, South Africa. Afr J Phys Health 
Educ Recreat Dance. 2015. 21(2.2): 328-347.

	65.	 Geng EH, et al. Retention in care and patient-reported reasons for 
undocumented transfer or stopping care among HIV-infected patients 

on antiretroviral therapy in Eastern Africa: application of a sampling-
based approach. Clin Infect Dis. 2016;62(7):935–44.

	66.	 Kontomanolis EN, et al. The social stigma of HIV–AIDS: society’s role. Hiv/
aids (Auckland, NZ). 2017;9:111.

	67.	 Asadi H. et al. HIV positive patients’ experience of receiving health care 
services: A phenomenology study in Iran. Open AIDS J. 2018;12(1). Pub-
lisher ID: TOAIDJ-12-150. https://​doi.​org/​10.​2174/​18746​13601​81201​0150.

	68.	 Spurck PA, et al. The impact of a wireless telecommunication system on 
time efficiency. J Nurs Adm. 1995;25(6):21–6.

	69.	 O’Connor C, et al. The use of wireless e-mail to improve healthcare team 
communication. J Am Med Inform Assoc. 2009;16(5):705–13.

	70.	 Raykova EL, et al. PUBLIC HEALTH CARE. Folia medica. 2015;57(2):133–7.
	71.	 Brandford A, Brandford-Stevenson A. Going up!: Exploring the phenom-

enon of the glass escalator in nursing. Nurs Adm Q. 2021;45(4):295–301.
	72.	 Grelotti DJ, et al. Whoonga: potential recreational use of HIV antiretroviral 

medication in South Africa. AIDS Behav. 2014;18(3):511–8.
	73.	 Mavis Mulaudzi F, et al. Between a rock and a hard place: Ethics, nurses’ 

safety, and the right to protest during the COVID-19 pandemic. Int Nurs 
Re. 2021;68(3):270–8.

	74.	 Davies NECG, Homfray M, Venables EC. Nurse and manager percep-
tions of nurse initiated and managed antiretroviral therapy (NIMART) 
implementation in South Africa: a qualitative study. BMJ Open. 
2013;3(11):e003840.

	75.	 Tuckett A, et al. ‘Why nurses are leaving the profession… lack of support 
from managers’: What nurses from an e-cohort study said. Int J Nurs 
Pract. 2015;21(4):359–66.

	76.	 Organization WH. Everybody’s business--strengthening health systems to 
improve health outcomes: WHO’s framework for action. 2007.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

http://encorehealthresources.com/wp-content/uploads/2014/10/The-Importance-of-Data-Governance_FINAL-Oct-2014.pdf
http://encorehealthresources.com/wp-content/uploads/2014/10/The-Importance-of-Data-Governance_FINAL-Oct-2014.pdf
http://encorehealthresources.com/wp-content/uploads/2014/10/The-Importance-of-Data-Governance_FINAL-Oct-2014.pdf
https://doi.org/10.2174/1874613601812010150

	Registered nurses’ experiences regarding operational factors influencing the implementation of HIV care services in the mobile health clinics of eThekwini Municipality in KwaZulu-Natal
	Abstract 
	Background 
	Aim 
	Methods 
	Results 
	Conclusion 
	Contributions 

	Background
	Research design and methods
	Study design
	Study setting
	Population, sample size, technique, and procedure
	Inclusion and exclusion criteria
	Data collection
	Data analysis
	Ethical considerations
	Trustworthiness

	Results
	Biographic profile of the participants

	Themes and subthemes
	Theme 1: patient related factors
	Sub-theme 1: treatment dropout among patients
	Subtheme 2. Lack of privacy for the patients

	Theme 2: nurse-related factors
	Subtheme 3: nurse’s incapacitated means of communication
	Subtheme 4: MHCs are stressful and demotivating.
	Subtheme 5: nurses feel unsafe at MHCs

	Theme 3: organizational factors
	Subtheme 6: lack of support from management
	Subtheme 7: lack of budget
	Subtheme 8: unavailability of computers
	Subtheme 9: shortage of medical equipment
	Subtheme 10: shortage of nursing personnel
	Subtheme 11: absence of data capturers


	Discussion
	Strenghts and limitations
	Implications of the study
	Conclusion
	Recommendations
	Acknowledgements
	References


