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ABSTRACT

Introduction: The disease burden of HIV and AIDS in Zambia is among the highest in the world. In 2009 the HIV Nurse
Practitioner (HNP) program was implemented to address the disease burden of HIV and AIDS that is worsened by a critical
shortage of health care workers and in Zambia. The objective of this study was to analyze the perceptions of supervisors of the
first three cohorts of graduates of the HNP program regarding the HNP role, the impact of the role on the quality of care for HIV
patients and their families, and perceived challenges in integrating the HNP graduates into the Zambian health system.
Methods: This paper reports findings from a cross-sectional survey of the supervisors from the first three cohorts of Zambian
HNP graduates who completed the program between 2010-2012. Thematic analysis was used to identify themes from the
responses of 60 supervisors. The project received approval from the University of Zambia Biomedical Research Ethics Committee
and from the University of Alabama at Birmingham Institutional Review Board.
Results: The HNP graduates’ supervisors reported an understanding of the role, and a positive perception of the impact of the
HNP cadre on the quality of HIV and AIDS care for patients and their families. The perceived challenges to integration of the
HNP into the Zambian health system included the need to clarify job descriptions and responsibilities for the new role within the
Ministry of Health, addressing issues related to the shortage of nurses to meet other health needs, ensuring appropriate referral of
complex cases, and providing ongoing HNP supervision.
Conclusion: The findings in this study can be used to guide the development of this program and the development of future
task-shifting programs to provide comprehensive care to patients with HIV and AIDS.
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1. INTRODUCTION

Sub-Saharan African countries are faced with an estimated
shortage of 2.4 million physicians and nurses.[1, 2] This short-

age creates challenges in accessing preventive, routine, and
disease-related healthcare services and is a significant barrier
to achieving the United Nations Millennium Development
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Goal #6: Reversing the Spread of HIV and AIDS, Malaria
and other major diseases,[3] and the 2015 Sustainable De-
velopment Goal #3: Ensure healthy lives and promote well-
being for all at all ages.[4] Achievement of these goals would
make significant contributions in the fight against HIV/AIDS.

Zambia is a landlocked, sub-Saharan, developing nation of
14.6 million people in southern central Africa with a median
age of 16.7 years and a life expectancy of 51.8 years.[5] Zam-
bia was identified as one of the 49 Least Developed Countries
(LDC) by the United Nations.[6] Sixty-eight percent of the
population is below the International Poverty Line, living on
less than $1.25 per day. Zambia has the fifth highest percent-
age of the population living at this level of poverty globally
among LDCs[6] and is challenged with a workforce of 8.5
skilled health care workers / 10,000 population[2] and 0.7
physicians per 1,000 population.[5] This compares to 122.3
skilled health workers / 10,000 population and 2.4 physicians
per 1,000 population in the United States.[5] Extreme, per-
sistent, and widespread poverty complicates the shortage of
healthcare workers addressing the disease burden of HIV and
AIDS.

The disease burden of HIV and AIDS in Zambia is among
the highest in the world. The adult prevalence rate of HIV
in Zambia is 14.3%,[7] seventh in the world.[8] The HIV
mortality rate in adults in Zambia is 52%, and HIV is the
most significant cause of adult mortality in Zambia.[9, 10] The
HIV mortality rate in children under age 5 years in sub-
Saharan Africa is 15 times more than the rate in developed
nations.[11] The World Health Organization (WHO) has in-
dicated that scaling-up the development of effective health
services will result in more than 60% of these child deaths
being avoided.[12]

Since 1991, the Zambian Ministry of Health National Strate-
gic Plan has identified the need to improve access to equi-
table, quality, cost-effective health services.[13, 14] In 2009,
the General Nursing Council of Zambia, in partnership with
the Zambian Ministry of Health, the University of Zambia
and other Zambian and international partners, initiated the
HIV Nurse Practitioner (HNP) program in response to the
critical shortage of health care providers in Zambia. The
Zambian Nurses and Midwives Practice Act of 1997 spec-
ifies that Zambian nurses are allowed to prescribe selected
medications if they have completed an approved educational
program.[15]

The HNP program curriculum was approved by the Zambian
Ministry of Health and by the Zambian General Nursing
Council, and graduates of the program were authorized to
provide first-level care (including initiation of antiretroviral
therapy) to patients with HIV and AIDS. It was anticipated

that providing advanced, specialized academic training and
clinical mentorship for nurses would reduce delays in treat-
ment and improve quality of care for patients with HIV and
AIDS. The primary focus of this training program was to
meet the urgent need for front-line, primary HIV care ser-
vices in Zambia.[16]

A total of 92 nurses completed the 1-year program during its
first 3 years. As of September 2015 a total of 169 students
have completed the program, and 33 were currently enrolled
and still in training. Both Enrolled (two-year) and Registered
(three-year) trained nurses are permitted to enter the program.
The program consists of didactic classwork and extensive
clinical mentoring. The program structure is illustrated in
Figure 1.[16]

Figure 1. Components of the HNP Program

Two papers have been previously published describing the de-
velopment and implementation of the Zambian HNP program
and outcomes from the first two cohorts of graduates.[16, 17]

This paper presents findings from surveys that were com-
pleted by 60 supervisors of the 92 graduates from the first
three cohorts of the program related to their perceptions of
the role of the HNP, potential contributions and challenges
associated with integration of this cadre of health worker
into the Zambian health system, and recommendations for
changes to the HNP program. The questions that guided the
study were:

(1) What were supervisors’ perceptions of the role of the
HNP graduate?

(2) What were supervisors’ perceptions of ways in which
the HNP role would affect care of patients with HIV
in Zambia?

(3) What were supervisors’ perceptions of challenges to
the integration of the HNP role into their clinical sites?

(4) What were supervisors’ perceptions of challenges to
the integration of the HNP role into the general Zam-
bian health system?
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(5) What were supervisors’ recommendations about strate-
gies to improve the HNP program?

Literature review
In 2008, the WHO published 22 global recommendations for
the implementation of task-shifting as a strategy to rapidly
increase access to HIV care services. Recommendations
#18 and #19 speak to the nurse’s role and the potential im-
pact on the system of care by making more efficient use of
the available human resource cadre of nurses and training
them with the knowledge to safely assume tasks tradition-
ally administered by the physician.[18] Significant evidence
has been published in support of shifting designated tasks
from the physician to a trained nurse as a high-quality, highly
accepted, and cost-effective strategy to address the short-
age of human resource toward scaling-up services in critical
shortage areas.[19–21]

Five papers were identified that presented reviews of exist-
ing studies about the effectiveness, acceptability, or cost-
effectiveness of task-shifting to nurses. Callaghan, Ford and
Scheider conducted a systematic review of 84 published arti-
cles related to task-shifting for HIV treatment in Africa.[22]

This review included task-shifting to nurses as well as other
health worker cadres. These authors concluded that task-
shifting substantially increases access to HIV care in un-
derserved areas, and should be considered when human re-
source shortages impede program development. The authors
reported that task-shifting created more time for physicians
to attend to more complicated cases and also reduced bot-
tlenecks in clinics by improving efficiency. Emdin and col-
leagues conducted a meta-analysis search of nurses and clin-
ical officers providing HIV care. Internet searches related
to three themes was performed: HIV/AIDS, ART and task
shifting. Of the 2,021 studies identified, 9 were eligible for
the meta-analysis and 3 were only eligible for the qualitative
review. All of these studies were conducted in Africa and
included a total of 59,666 participants. The authors con-
cluded that outcomes of HIV treatment by non-physicians
and physicians were the same, and that patients perceived
nurses as providing more holistic care, resulting in greater
levels of patient satisfaction.[23] Iwu and Holzemer reviewed
11 studies related to outcomes of task-shifting to nurses. The
authors concluded that the overall impact of task-shifting to
nurses was positive, and the clinical outcomes were com-
parable to physician managed patient outcomes.[24] Kredo
and colleagues reviewed 10 studies regarding task-shifting
HIV care in Africa from doctors to nurses and clinical of-
ficers. They reported moderate quality evidence that task
shifting does not decrease the quality of care, and that pa-
tients lost to follow-up were decreased in nurse-initiated

care.[25] Mdege, Chindove and Ali conducted a systematic
review of 6 published studies including 19,767 patients eval-
uating task-shifting models against other interventions based
on outcomes including adherence to ART medications, clinic
follow-up visits, costs and effectiveness. The findings sug-
gested that task-shifting can potentially reduce cost and be
effective in providing access to ART medications without
compromising health outcomes for patients.[33]

Nine papers were identified that reported individual studies
evaluating outcomes of task shifting to nurses. Bemelmans
and colleagues studied a district-wide task-shifting model
in Malawi, in which antiretroviral therapy (ART) initiation
responsibilities were assigned to non-physicians. Findings
indicated an increased access to ART, despite ongoing staff
shortages. ART enrollment was doubled after shifting the
responsibility for ART initiations.[26] Boulle and colleagues
studied data from 459 patients over a 2-year period from the
Stratall trial in rural Cameroon comparing patient outcomes
from nurse and physician visits. Findings indicated that
task-shifting to nurses did not compromise patient outcomes.
The authors suggested that task-shifting and investment in
nursing resources for management of non-complicated pa-
tients would reduce waiting lists, reduce costs, and free up
physicians time for other essential activities.[27] Grimsrud
and colleagues studied outcomes at a nurse-managed clini-
cal site in Cape Town, South Africa. Forty-one percent of
the 5,746 patients who were initiated on ART over 5 years
were referred to the nurse-managed clinic when stable. The
nurse clinic outcomes included lower mortality rates, and
loss-to-follow-up. Virologic failure rates were similar among
patients from the nurse and physician-managed clinics, and
there was no increased risk for morality or virologic failure
in the nurse-managed clinics.[28] Dambisya and Matinhure
conducted 34 interviews and eight focus group discussions
with participants from various levels of the health system
in Uganda. Respondents included policy makers, human
resource managers, health workers, health worker leaders
and managers, and student nurses. Respondents reported
widespread task-shifting in response to the human resource
shortage. The findings from this study suggested that tasks
were officially shifted to trained staff and also unofficially
shifted to staff with less training in response to the need,
and that task-shifting was highly accepted in HIV and AIDS
service delivery.[29] Morris and colleagues implemented a
task-shifting program in Zambia in which selected responsi-
bilities were shifted from physician to clinical officer, from
clinical officer to nurse, and from nurse to community health
worker. Training for the task-shifting program included di-
dactic sessions, skills training, intense mentoring, and quar-
terly assessments. The authors concluded that task-shifting
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was an effective strategy to scale-up staffing to address pro-
gram needs.[30] O’Malley and colleagues evaluated a pilot
program in Namibia that trained 11 nurses from nine differ-
ent clinical sites in nurse initiated ART management. The
purpose of this study was to assess the acceptability and
feasibility of task-shifting to inform policy in the context of
the Namibian health system. Six-months after training was
completed, researchers conducted 70 face-to-face interviews
of patients, managers, nurses and physicians in nine clinics
where the task-shifting intervention occurred. The findings
indicated patients, nurses, physicians and healthcare workers
perceived that task-shifting resulted in improvement in nurs-
ing skills, clinic flow, and patient quality of and access to
care.[31] In a study evaluating two-year outcomes of a nurse-
initiated and managed HIV program in Lesotho, Cohen and
colleagues observed favorable patient outcomes including
feasibility and effectiveness of the nurse led initiative, im-
proved adherence to ART, and a strengthened primary care
system by task-shifting critical duties to qualified nurses.[32]

Asfaw and colleagues studied patient satisfaction levels in
a task-shifting service delivery setting in four regions of
Ethiopia through ART clinic exit interviews of 665 patients.
Most patients (528 of the 665 patients surveyed) reported
satisfaction with the services they received in the clinic, and
patients who received services from nurses or health offi-
cers were significantly more likely to report satisfaction that
those that were seen by doctors.[34] Foster and McIntyre
interviewed 230 patients at six facilities in the Western Cape
of South Africa.[35] Their model compared dispensing ART
by an indirectly supervised pharmacist’s assistant to dispens-
ing by a trained nurse. Findings suggested that dispensing
by the pharmacist’s assistant is the least expensive strategy,
however patients reported that they preferred receiving their
anti-retroviral medications from the nurse because of conve-
nience and fear of HIV status disclosure (two known barriers
to adherence).

In summary, although a number of studies have identified
positive outcomes of task-shifting in many areas of Africa,
there have been few studies examining the perceptions of su-
pervisors and other co-workers on the impact of task-shifting
on the health system. Findings from the present study con-
tribute to the existing literature by describing the perceptions
of a group of supervisors of HNP students about the benefits
as well as challenges associated with integration of the HNPs
into the Zambian health system. The feedback regarding
graduates from three successive cohorts of the HNP program
offers the opportunity for a longitudinal observation of the
process of training the HNP students for useful application to
this program, and future programs for expansion of the nurs-
ing role, and defining the new scope of practice to effectively

address the shortage of health care workers in response to a
health crisis such as HIV and AIDS.

2. METHODS
This was a cross-sectional survey of the supervisors from the
first three cohorts of Zambian HNP graduates who completed
the program between 2010-2012. Thematic analysis was
used to identify themes from the responses of 60 supervisors.
The original project received approval from the University
of Zambia Biomedical Research Ethics Committee and from
the University Alabama at Birmingham Institutional Review
Board. The HNP Monitoring and Evaluation Team devel-
oped the survey instrument. The instrument has face validity,
but there was no formal assessment of reliability.

The 92 graduates from the first 3 cohorts of the program were
asked to give the survey to their workplace supervisors at
the end of the 1-year HNP program (30 graduates from Year
1, 34 graduates from Year 2, and 28 graduates from Year
3). The project’s Monitoring and Evaluation Team members
determined that asking students to deliver the surveys to their
supervisors would be a more reliable way to ensure that the
supervisors received the surveys than sending them in the
mail. Supervisors were asked to post mail their anonymous
responses to the project coordinator when completed. The
survey consisted of one question asking for information on
the respondent’s position within the Zambian health system,
and five open-ended questions regarding the respondent’s
perceptions about the HNP role and the program. Two of the
co-authors, the HNP Program Coordinator, and HIV Nurse
Specialist (Mwale and Wahila), transcribed the supervisors’
comments and entered them into an Excel database. Two
of the other co-authors (McCullock and Wilson) exported
the comments as RTF files into the MaxQDA-11 c© quali-
tative analysis program and used thematic analysis to inde-
pendently code the comments to identify common themes
for each survey question . After initial independent coding,
these two co-authors subsequently compared their coding to
achieve consensus. The coding was finally reviewed by the
remaining co-authors who validated the emergent themes by
consensus.

3. RESULTS
Sixty supervisors, or 65%, of the 92 total graduates’ super-
visors for the first three cohorts, participated in the study
(25 supervisors from Year 1 graduates, 11 supervisors from
Year 2 graduates, and 24 supervisors from Year 3 graduates).
Supervisors were from all nine Zambian provinces. (Fol-
lowing this study Zambia restructured so there are now ten
provinces). One supervisor described his/her role as data
entry clerk, and this response was not included in the anal-
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ysis because it was not clear whether the respondent was
actually a graduate’s supervisor. Because the responses were
anonymous, there were no data about demographic charac-
teristics of the supervisors. Similarly, it was not possible
to determine whether supervisors may have responded to
the surveys collected for more than one cohort, so some of
the same supervisors may have responded to more than one
survey across the three years.

Findings related to each of the five study questions are pre-
sented below by describing the categories that were identified
under each question, and presenting examples of comments
coded in each category in italics. Table 1 illustrates the num-
ber of comments coded in each of the categories by study
question.

Table 1. Frequency of Codes for Each Study Question
 

 

Question 1 – Describe Your Understanding of the HNP Role 
1a. Providing comprehensive care for HIV patients and families in 

collaboration with physicians/clinicians 

100

1b. Leadership and coordination of HIV services 7 

Question 2 – Describe Ways in which the HNP Might Affect Quality of 
Care for HIV Patients and Families 
2a. Positive effect on quality of care: Improving access to care 36 
2b. Positive effect on quality of care: Task shifting 15 

2c. Positive effect on quality of care: Improving quality of care 55 
2d. Negative effect on quality of care 1 

Question 3 – Describe Concerns or Problems With Integrating HNP Into 
This Clinic 
3a. Anticipate no problems  15 
3b. Anticipate positive outcomes 16 

3c. Concerns with Integrating HNP Into this clinic 34 

Question 4 – Describe Concerns or Problems with Integrating HNP Into 

Zambian Health System 
4a. No problems 20 

4b. Anticipate positive outcomes 8 
4c. Concerns about integration into Zambian health system 38 

Question 5 – Other Comments To Help us Improve Programs to Prepare 
Nurses to Care for Patients with HIV/AIDS and their Families 
5a. Clarify HNP role and scope of practice 6 
5b. Need for recognizing, compensating or motivating the HNPs 4 

5c. Supportive of the program and the HNP role 12 
5d. Suggestions for selection of participants, program design, training, 

and ongoing HNP education strategies 

22 

5e. Other concerns 5 

 

Question 1: Supervisors’ Perceptions of the Role of the
HNP Graduate

Two codes emerged from responses to the first question ask-
ing supervisors about their perceptions of the role of the
HNP:

(1a) Provision of comprehensive care in collaboration with
physicians / clinicians and (1b) Leadership and coordination
of HIV services.

1a. Provision of Comprehensive Care.

Comments were coded in this category if they referred to

collaboration with other clinicians in caring for patients with
HIV and AIDs or their families, providing care when the clin-
ical officer (CO) or physician was not available, or providing
clinical services including screening, testing, counseling,
follow-up, outreach, coordination of care, managing oppor-
tunistic infections, initiating ART, caring for stable patients,
or increasing access to HIV services. Examples of comments
coded in this category include:

• The HIV Nurse Practitioner will be able to provide
a comprehensive care to HIV patients in their health
institutions by prescribing and maintaining patients on
ARVs (anti-retrovirals)

• Ensure adherence to medication and follow up of pa-
tients

• Prescribing drugs and managing opportunistic infec-
tions

• Initiate ART on stable clients within the ART clinic

1b. Leadership and Coordination of HIV Services.

Comments were coded in this category if they referred to
leadership, vision, coordination, or management of services
for HIV patients in the absence of the CO or physician. Ex-
amples of comments coded in this category include:

• Liaises with community based health workers and vol-
unteers

• To be able to run a clinic in the absence of a clinician
• The HIV Nurse Practitioner should assume leadership

roles in the care and treatment of people with HIV
infections

Question 2: Supervisors’ Perceptions of Ways in which
the HNP Role Might Affect the Quality of Care Provided
to Patients and Their Families

Four themes emerged from responses to the second question
asking about the affect of the HNP role on the quality of
care for patients with HIV and their families. Three codes
reflected positive perceptions: (2a) improving access to care,
(2b) task-shifting, (2c) improving quality of care. One code
reflected a negative perception on potential impact on quality
of care (2d).

2a. Positive Effect on Quality of Care; Improving Access to
Care.

Comments were coded in this category if they referred to im-
proved access to care for people with HIV and their families
by reducing the critical shortage in human resources, reduc-
ing waiting time for clients, reducing delays in care, and
improving access to a care provider. Examples of comments
coded in this category include:
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• They are able to provide a holistic care to people in-
fected with HIV and AIDS and their families. Thereby
improving services quality in under-staffed health fa-
cilities throughout the country

• Their role will positively affect the quality of care
in that even in the absence of a clinician, non-
complicated cases will still be attended to. This will
significantly reduce on the delays in care

2b. Positive Effect on Quality of Care; Task-Shifting.

Comments were coded in this category if they referred to
task-shifting the roles of the physician, medical officer, and
clinical officer to the HNP and by providing care in the ab-
sence of a clinician, freeing physicians for more complicated
cases, managing clients independently and providing the
same quality care as medical doctors. Examples of com-
ments coded in this category include:

• The nurse practitioner role will affect the quality of
care provided to patients by reducing the shortage in
human resource, by helping medical officers or clinical
officers in the task-shifting role by providing the same
quality care which medical doctors would have given

• Helping medical or clinical officers in the task-shifting
role

• It will improve the quality of care as they will be able
to initiate, maintain ARVs, and also treat any oppor-
tunistic infections even in the absence of the clinician

• Stable patients are seen by nurse practitioners, giving
more time for doctors and clinical officers to concen-
trate on serious cases

2c. Positive Effect on Quality of Care; Improving Quality of
Care.

Comments were coded in this category if they referred to
improving the quality of care by referring complicated cases
in a timely manner, spending more time with patients, im-
proving adherence, improving patient follow-up, providing
care in the absence of a clinician, reducing mortality, rais-
ing the standard of management and care, improving access
to counseling, providing a continuum of service, providing
holistic care, improving patients’ confidence, maintaining a
close relationship with patients, monitoring patients more
closely, involving family members to encourage patients, and
supporting families of HIV patients. Examples of comments
coded in this category include:

• The way in which the HIV Nurse Practitioner role
affects the quality of care provided by keeping the pa-
tients taken care of, that is improving the quality of
life, providing ARVs, take care of OIs (opportunistic

infections) and doing lab investigations and also coun-
seling. Also involving family members to encourage
patients

• The basic training of nursing makes them to care for
the patient and the family with the added training of
HIV practitioner makes them complete to provide psy-
chosocial and clinical/management of HIV in the clinic
and at home

• They are able to provide a holistic care to people in-
fected with HIV/AIDS and their families. Thereby
improving services quality in understaffed health facil-
ities throughout the country

Only one comment reflected the perception that the HNP
role will have a negative impact or no impact on the quality
of care of patients with HIV/AIDS:

• If the nurse is not given support during her practice by
discussions or e-providers this would make her man-
age all patients including complex cases. This may
also lead to failure in identifying when to consult or
refer and consequently compromise care of patients
otherwise needing specialized treatment.

Question 3: Supervisors’ Concerns or Perception of
Potential Problems in Integrating the HNP into Their
Health Care Facility.

Three codes emerged from responses: (3a) anticipating no
problems with integration of the HNP in their clinic (3b)
anticipating positive outcomes of integrating the HNP into
their clinic and (3c) concerns with integrating the HNP into
their clinic.

3a. Anticipating No Problems with Integration of the HNP
in their Clinic.

Comments were coded in this category if they indicated that
there have been no problems, and/or anticipation of no prob-
lems for staff or patients with integration of the HNP into
their clinic. Examples of comments coded in this category
include:

• There are no concerns or problems as nurse practi-
tioners have adequate clinical skills (and) offer their
training

• In this clinic, no concerns as everyone working here
knows their place

3b. Anticipating Positive Outcomes of Integrating the HNP
into this Clinic.

Comments were coded in this category if they indicated that
there have been positive outcomes through benefits to pa-
tients, staff, and the HNPs. Examples of comments coded in
this category include:
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• The introduction of this type of cadre has contributed
to regular follow-up of patients and early commence-
ment of treatment.

• Integrating HIV Nurse Practitioner into our health care
facility should in fact promote a holistic and compre-
hensive care, treatment and support.

3c. Concerns with Integrating the HNP into this Clinic.

Comments were coded in this category if they indicated con-
cerns regarding the role, acceptance of the new role, adverse
impacts on the operation of the clinic, the patients, the staff
or patient wards, the need for strategies to ensure high quality
of care and overloading the HNPs with work and not ade-
quately rewarding them financially. Examples of comments
coded in this category include:

• Allowing HIV nurse practitioners fully independently
without regular supervision may compromise quality
of care

• Normally they miss the basics that is, in the physical
examination, not done thoroughly and also taking the
vitals

• If current staff structure are not well oriented to the
HIV nurse practitioner roles – this may cause the nurse
to be isolated and not supported by other clinicians

• As more get trained more staff will be pulled away
from general nursing duties i.e. we need more nurses

• All systems need feedback but a weekly cumulative re-
port on statistics and services provided will guarantee
this

• The major concern is work burden/overload on this
nurse, may we consider to motivate them

Question 4: Supervisors’ Concerns or Perception of Po-
tential Problems in Integrating the HNP into the Zam-
bian Health System.

Three codes emerged from responses asking supervisors
about their concerns or perceptions of potential problems
in integrating the HNP into the Zambian health system: (4a)
anticipating no problems with integration of the HNP into the
Zambian health system, (4b) anticipating positive outcomes
of integrating the HNP into the Zambian health system and
(4c) concerns with integrating the HNP into the Zambian
health system.

4a. Anticipating No Problems with Integrating of the HNP
into the Zambian Health System.

Comments were coded in this category if they indicated that
there have been no problems, and/or anticipation of no prob-
lems for staff or patients with integration of the HNP into
the Zambian health system. Examples of comments coded

in this category include:

• There should be no problems because nurse practi-
tioners are an acceptable cadre throughout the world,
therefore there should be no obstacles in getting licens-
ing and establishments updated

• I have no concerns or potential problems integrating
HIV nurse practitioners into the Zambian health sys-
tem, they are a better substitute to the shortage of
clinicians

• There are no potential problems; it is a welcome idea
• No major concerns if consultation and referral systems

are strengthened
• So far no problems noted as the introduction of this

cadre has greatly contributed to good service delivery
to ART clients

4b. Anticipating Positive Outcomes of Integrating the HNP
into the Zambian Health System.

Comments were coded to this category if they indicated that
there have been positive outcomes to patients, staff and the
HNPs. Examples of comments coded in this category in-
clude:

• Instead it’s a step ahead as there are many patients
waiting to be seen by one clinician, it will really be a
breakthrough in the Zambian health system

• There are few clinicians in the Zambian health system,
integration of the HIV nurse practitioner will increase
number of medical practitioners

• So far no problems noted as the introduction of this
cadre has greatly contributed to good services deliver
to ART clients

4c. Concerns with Integrating the HNP into the Zambian
Health System.

Comments were coded in this category if they indicated con-
cern for negatively impacting the nursing shortage, overuse
of nurses, HNP knowledge of the need for referral and consul-
tation, HNP supervision, ongoing HNP education, diploma
recognition, or financial incentives to motivate HNPs. Exam-
ples of comments in this category include:

• Nurse practitioners might not be recognized by the
Zambian health system and they might not be ready to
give the practitioner and incentive, failure to sustain
the nurse practitioner program by the Zambian health
system

• Supervision of the nurse practitioners should be ongo-
ing to avoid unnecessary problems

• Need continuous medical education, may need contin-
uous updates on new interventions and strategies

146 ISSN 1925-4040 E-ISSN 1925-4059



http://jnep.sciedupress.com Journal of Nursing Education and Practice 2016, Vol. 6, No. 7

• We must clarify from the beginning each one’s role,
the job description, and responsibilities

• Shortage will be created in departments where these
nurses (those trained as HNP) are coming from

Question 5: Supervisors’ Suggestions About Strategies
to Improve the HNP Program.

Five codes emerged from responses asking supervisors to
share comments that will improve the program: (5a) clarify
HNP role and scope of practice, (5b) need for recognizing,
compensating, or motivating HNPs, (5c) supportive of the
program and the HNP role, (5d) suggestions for selection of
participants, program design, training, and ongoing HNP ed-
ucation strategies and (5e) general concerns, potential prob-
lems.

5a. Clarify HNP Role and Scope of Practice.

Comments were coded in this category if they indicated the
need to clarify the HNP role, responsibilities, and scope of
practice. Examples of comments in this category include:

• A clear distinction of what complications can be man-
aged and which to refer

• There might be confusion on whether the HIV nurse
practitioner is a new cadre that should only concentrate
on the new skills or can still be used as a nurse in case
of shortages

5b. Need for Recognizing, Compensating, or Motivating
HNPs.

Comments were coded in this category if they indicated the
need for recognition, compensation or motivation for the
HNPs. Examples of comments in this category include:

• I don’t see any problem except the financial impact
it may have from the demand for recognition of this
diploma and mentoring reward

• HNPs need to be motivated compensated

5c. Supportive of the Program and the HNP Role.

Comments were coded in this category if they indicated sup-
port for the program design, curriculum, or integration of the
HNP role into Zambian health care. Examples of comments
in this category include:

• So far the two nurses I have worked with are doing a
great job, the program should continue with empower-
ing them with more knowledge

• Where these nurses work there are less problems in
the coordination of the ART program

5d. Suggestions for Selection of Participants, Program De-
sign, Training, and Ongoing HNP Education Strategies.

Comments were coded in this category if they indicated sug-
gestions to improve the program by selection of program
participants, the program design, training, or curriculum
content, and ways to improve the HNP resources after the
program. Examples of comments in this category include:

• Priority should be given to NPs serving in rural areas
• Priority should be given to rural health staff where they

have one or few clinicians
• Mentees need other references apart from the mentor

(books, internet)
• Train NP for leadership of rural health centre
• Additionally, let them also undergo clinical teaching

skills course
• They should also be trained as mentors for ART
• Nurses will need refresher courses so that they are

always updated with new coming literature on the care
and treatment of HIV/AIDS

5e. General concerns, potential problems.

Comments were coded in this category if they indicated po-
tential problems or areas to improve including quality of
care, scope of practice, and regulatory issues. Examples of
comments in this category include:

• Allowing HIV nurse practitioners fully independently
without regular supervision may compromise quality
of care

• HNP not backed by law

4. DISCUSSION
The findings from this study support findings from previous
research that demonstrate positive impacts of task-shifting
of HIV services from physicians to nurses, although there
are several limitations that must be acknowledged. Only
65% of the supervisors of the 92 graduates returned the sur-
veys. Although the project’s Monitoring and Evaluation
Team members suggested that graduates should deliver the
surveys to their supervisors (instead of having project staff
mail the surveys), the response rate may have been higher if
the surveys had been mailed. A second limitation is the fail-
ure to collect demographic data about the supervisors who
responded to the anonymous surveys. These data could have
been useful in identifying whether there were differences in
perceptions about the program based on location of the clinic,
or other demographic characteristics of the respondents. A
final limitation was that the instrument used in the study
was developed by the researchers, and although it had face
validity, there was no assessment of its reliability.

Despite these limitations, the study findings contribute to
the emerging body of research to assess the impact of task-
shifting programs in low resource countries like Zambia.
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The supervisors who responded to the surveys in this study
indicated that they understood the role for which the stu-
dents were being prepared to include collaborating with other
clinicians, providing comprehensive care to HIV and AIDS
patients and their families, providing care with the clinical
officer or physician is not present, screening, testing, enroll-
ment, counseling, follow-up, outreach, and coordination of
services for HIV/ART clients. The supervisors also identified
many positive aspects of the task-shifting program including
improving access to care, managing OIs, caring for stable
patients, initiating ART, and freeing the physician to man-
age more complex cases. These findings are consistent with
findings reported in our literature review.

Although the supervisors identified many positive aspects
of the HNP program, the concerns that they identified have
significant implications for ongoing efforts to improve the
program and to integrate the graduates into the Zambian
health system. One respondent noted concern about nega-
tive impact on health outcomes if the HNPs do not receive
adequate support and supervision, leading to failure to re-
fer patients who may need physician management. Other
concerns that were identified included (a) problems with
retaining the HNP graduates if the health system does not
recognize the role and identify incentives and to reflect their
additional education and job responsibilities; (b) the need to
develop a system to monitor and ensure quality of care of
the HNP graduates; (c) exacerbating the shortage of nurses
in other areas of the health system if the HNP graduates are
pulled to serve only HIV patients; and (d) the potential for
excessive workload and burnout of the graduates due to the
heavy demand for their services.

These findings suggest that it will be important to develop
clear roles and guidelines for the HNP role, ensure ongoing
supervision and support, monitor the quality of care provided,
and ensure an adequate distribution of nurses across all com-
ponents of the Zambian health system. As HIV services
become increasingly focused on providing log-term chronic
disease management, it will be important to assess whether
the HNP program should prepare nurses for more general
advanced practice roles, rather than focus specifically on
HIV.

5. CONCLUSION
Findings from this study suggest that supervisors generally
had positive perceptions of the potential impact of the HNP
role on the Zambian health system, consistent with findings
from other studies of task-shifting to increase access to care
for patients with HIV. However, there were concerns iden-
tified related to the need for clarifying the role, providing
adequate incentives and ongoing support, and for monitor-

ing the impact of the program on patient outcomes and on
nursing workforce needs in Zambia. These findings have im-
plications for ongoing monitoring, evaluation, and revision
of programs aimed at task-shifting to improve access to care
in resource-constrained settings.
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