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Cover photograph by Charles Llewellyn. A Community Outreach event conducted by Alpha Dance
Group, a Non-Governmental Organization supported by UHAI-CT in the weekly market of Nzihi
Village outside Iringa, Tanzania. During this one-day event 199 individuals were tested and 30
positive HIV cases were found and referred to Care and Treatment Centers. Group Counseling
was held in the covered open area, and post-test counseling in the room with the door covered with
a sheet. (Appropriate signage and branding was posted on an adjacent building.)
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EXECUTIVE SUMMARY

BACKGROUND AND METHODOLOGY

International Business and Technical Consultants, Inc. (IBTCI) conducted a performance evaluation
of two USAID-funded Human Immunodeficiency Virus (HIV) Testing and Counseling (HTC) projects
in Tanzania. The first, a project titled “Rapid Scale up of Innovative HIV Counseling and Testing
Approaches on Tanzania Mainland,” is known locally as Angaza Zaidi, and was implemented by
African Medical and Research Foundation (AMREF) and partners starting in 2008 with a budget of
$16.3 million over five years. The main goal of Angaza Zaidi is to increase the number of Tanzanians
who know their HIV status and link those who test positive to care and treatment services. A non-
profit affiliate of the Johns Hopkins University, Jhpiego, and partners received $16.5 million USD also
in 2008 to lead the other project, Universal HIV/AIDS Intervention for Counseling and Testing
(UHAI-CT) over five years. UHAI-CT's main goal was to increase testing and counseling particularly
among high-risk populations. Angaza Zaidi implemented HTC through Stand-Alone Voluntary
Counseling and Testing (VCT), Integrated VCT and Community Outreach, while UHAI-CT
implemented HTC through provider-initiated testing and counseling (PITC) and Community
Outreach. The team used a cross-sectional design to evaluate the two projects and collected data
using a mix of qualitative and quantitative methods in six regions: Iringa, Tabora, Njombe, Tanga,
Kilimanjaro, and Dar es Salaam. Six questions guided this evaluation and highlights of findings are
presented below.

FINDINGS

Question |: Has Each Project Achieved its Stated Goals and Objectives?

The evaluation team found that both Angaza Zaidi and UHAI-CT projects successfully achieved
many of their respective objectives and targets. Both projects intensively focused on HTC, and
by working with Civil Society Organizations (CSOs) and Faith-Based Organizations (FBOs),
exceeded their targets. This resulted in more than 4 million clients tested for HIV. However, PITC
did not reach its potential; of the 2,532 facilities supported by the project, 872,000 clients were
offered PITC throughout the 5 year implementation period. This averages to 5 clients per facility
per month. Nevertheless, among all models reviewed, PITC had one of the highest yields, thus
demonstrating one of the highest potentials for identifying HIV-positive clients in Tanzania. UHAI-
CT tested very few individuals at risk during years | to 3 (226 actual vs. 6000 target), it did not
establish any Post-Test Clubs, though 30 were targeted, and its quality improvement plan was not
implemented with the rigor envisioned. Neither project developed an effective, robust system to
link HIV-positive clients to the continuum of treatment, care and support.

Question 2: What are each project’s strengths, weaknesses, and gaps in planning,
management, routine data use, and service delivery?

Although the evaluation documents several weaknesses, both projects had more strengths than
weaknesses. Angaza Zaidi implemented a strong program, earned the trust of the public, and had
great working relationships with the Government of Tanzania at all geographic levels. UHAI-CT
participated in the development of learning materials for lower-cadre health staff, and provided
technical assistance to the revision and translation of PITC Monitoring and Evaluation (M&E) tools
and standard operating procedures (SOPs). The National Acquired Immunodeficiency syndrome
(AIDS) Control Program (NACP) commended their efforts particularly during the country’s
transition from SD Bio Line. However, neither project created or fostered a culture of data use.

Question 3: How did each project strategically use different HTC modalities to achieve
its goals and objectives?
All of the HTC modalities play a significant role in increasing HTC and reached different populations.



VCT, through Integrated VCT centers in health care facilities and Stand-Alone VCT centers, were
effective in reaching populations concerned about their HIV status and willing to get tested.
Community Outreach took counseling and testing services to the people and was effective at testing
large groups of people. However, HIV prevalence data obtained suggests that the Community
Outreach modality was not used strategically to target and test populations at high risk for
HIV. Both projects have greatly contributed to the reduction of stigma associated with HIV, and the
social and physical barriers to receiving testing and counseling.

Question 4: What are the lessons learned from successful interventions that merit
continuation or replication, better practices, significant products and tools for possible
dissemination and replication?

Key lessons learned by both projects include the necessity for a decentralized approach to project
management, as it allows for more regular communication with key stakeholders and regular
monitoring of project implementation. With UHAI-CT, the value of start-up support was highlighted
as an additional key lesson learned. With Angaza Zaidi, creating linkages with other projects to
provide more services to CT clients, or with other important organizations, such as churches, to
create a friendly atmosphere for couples for HTC, were key to project success.

Question 5: Was each project able to successfully refer newly identified HIV-positive
clients to HIV care and treatment facilities? What systems were used for these
referrals?

While both projects referred HIV positive clients to care and treatment, neither project
created a robust, traceable linkage system to ensure HIV+ clients are linked to care and
treatment. This resulted in a misalignment of HTC along the continuum of prevention, care and
treatment, with a number of missed opportunities for linking clients who test positive for HIV to
treatment and care.

Question 6: How has each project built capacity and/or institutionalized its practices to
heighten opportunities for sustainability? Were these efforts successful?

Both projects made measurable progress towards building capacity of local institutions and
institutionalizing practices. Of all modalities implemented by Angaza Zaidi, Integrated VCT
modality, which make up 85% of all of its facilities, seem to be the most sustainable, as facilities are
owned by the government or private organizations and staffed by health facility personnel. UHAI-
CT has solidified the necessary infrastructure, including training and M&E, for PITC, and 12 districts
from 6 regions have included PITC in their budget since 201 1.

CONCLUSIONS

The evaluation team concludes that both projects met many, but not all, of their objectives and
targets. Although the evaluation documents several weaknesses, both projects had more strengths
than weaknesses. While all of the HTC modalities played a significant role in increasing HTC and
reaching different populations, they were not used strategically to reach populations at high risk.
Among a number of key lessons learned by both projects is the necessity for a decentralized
approach to project management in Tanzania to facilitate project monitoring, communication, and
stakeholder engagement. Neither project created a robust, traceable linkage system to ensure
HIV-positive clients are linked to care and treatment. However, both projects made measurable
progress towards building the capacity of local institutions and institutionalizing practices for HTC.

RECOMMENDATIONS

At the programmatic level, we recommend that future projects in HTC:
e Strategically increase opportunities for counselling and testing, particularly among key
populations, by using all modalities and with continuous monitoring of data;



Strengthen capacity of the Ministry of Health and Social Welfare (MoHSW) for maximal
implementation of PITC within the current system;

Develop smooth and functional HTC- Care and Treatment Clinic (CTC) linkage system with
active feedback loop;

Adopt a proactive, innovative and flexible approach to project implementation that considers
the changing landscape of HTC globally and nationally.

At the Policy level, we recommend strategic diplomatic negotiations between USAID and
NACP to:

Create change in existing policy to allow non-health counsellors to perform testing and
counselling;

Ensure stronger engagement throughout the continuum of project implementation;

Facilitate rapid scale-up of successful interventions by enabling continuous sharing of
innovations and lessons between United States Government (USG) projects and by
promoting product security



INTRODUCTION

PURPOSE

IBTCI conducted an evidence-based performance evaluation of two USAID-funded HIV Testing and
Counseling (HTC) projects: “Rapid Scale-up of Innovative HIV Counseling and Testing Approaches
on Tanzania Mainland,” known locally as Angaza Zaidi (EN: “to shed more light”), implemented by
AMREF and its partner and Management Science for Health (MSH); and Universal HIV/AIDS
Intervention for Counseling and Testing (UHAI-CT), implemented by Jhpiego and its partners
Africare and the Tanzania Marketing and Communications Company (TMARC).

AUDIENCE

The aim of this performance evaluation was to provide USAID/Tanzania, The Government of
Tanzania, and other in-country stakeholders with an objective, independent assessment of the
efficiency and quality of the performance of these two projects at the national, regional, facility and
community-based service levels. It identifies achievements, implementation gaps and challenges;
documents lessons learned and best practices; and provides key recommendations for future
programming.

EVALUATION QUESTIONS
Main questions for this program evaluation were the following:

1. Has each project achieved its stated goals and objectives?

2. What are each project’s strengths, weaknesses, and gaps in planning, management, routine
data use, and service delivery?

3. How did each project strategically use different HTC modalities to achieve its goals and
objects? Were these modalities effective in reaching the target populations? What are the
lessons learned from successful interventions that merit continuation or replication, better
practices, significant products and tools for possible dissemination and replication?

4. Was each project able to successfully refer newly-identified HIV-positive clients to HIV care
and treatment facilities? VVhat systems were used during these referrals?

5. How has each project built capacity and/or institutionalized its practices to heighten
opportunities for sustainability? Were these efforts successful?

In order to answer these evaluation questions and to provide the appropriate recommendations at
the conclusion of the evaluation, USAID/Tanzania provided a prioritized list of questions under four
major themes for the evaluation team to consider: Program Management, Program Accomplishments
and Results, Monitoring and Evaluation, and Lessons Learned. More details can be found in the
Evaluation Statement of Work in Annex I.



BACKGROUND

The Inception Report, included as Annex Il, provides a detailed background on the status of the HIV
epidemic in Tanzania, HIV counseling and testing, as well as a full description of the two projects
being evaluated. A summary of key points follow:

Similar to other countries in the region, the HIV epidemic in Tanzania is mature and generalized,
with an estimated [.4 million Tanzanians living with HIV and 86,000 deaths yearly. Data indicate a
statistically significant decline in HIV prevalence in recent years for all ages 15 to 49 (from 5.7% in
2007-08 to 5.1% in the 201 1-12 Tanzania HIV/AIDS and Malaria Indicator Survey (THMIS)). Notably,
prevalence is nearly twice as high among women as men (6.2% vs 3.8%), and in Zanzibar, prevalence
is nearly three times as high among key populations, specifically people who inject drugs (PWID),
female sex workers (FSWs), and male sex workers (MSWs) who have sex with men (MSM) —
16.0%, 10.8%, and 12.3% respectively (THMIS 2011/2012). Progress in preventing new HIV
infections is mixed. Knowledge about HIV and how it is spread has greatly increased over time,
though in-depth understanding remains low. Testing rates have dramatically increased, from 37% of
women in 2007 (THMIS 2007/2008) to nearly two-thirds, or 62.5% in 2012 knowing their HIV
status, and nearly half of all men, or 44%, knowing their status, compared to 27% just a few years
earlier (THMIS 2011-2012). However, this does not seem to have an impact on incidence of new
HIV cases, as estimated prevalence among those ages |5 to 19, often used as a proxy measure for
incidence rate in the general population, remains steady at 1% in both THMIS 2007/2008 and
2011/2012.

USAID remains a key partner to the Government of the United Republic of Tanzania in its fight to
control the spread and reverse the course of the HIV epidemic in the country. As one of the
original 14 countries targeted in President Bush’s Emergency Plan for AIDS Relief (PEPFAR), the US
Government’s support to Tanzania has enabled a dramatic increase in the number of adults and
children accessing Anti-Retroviral Treatment (ART), with approximately 364,000 individuals receiving
treatment as of 2012. Also by 2012, a total of 3.37 million individuals sought HIV testing and
counseling and received their results. As many as |.| million pregnant Tanzanian women have been
counseled and tested to prevent mother-to-child transmission of HIV (PMTCT), and 526,000
orphans and vulnerable children (OVC) received support.

USAID’s strategic objective for HIV/AIDS for the periods 2005 to 2014 is “to reduce transmission
and impact of HIV/AIDS in Tanzania”, with four specific intermediate results (IR). The first IR is
improved HIV/AIDS preventive behaviors and social norms; IR2 is increased use of HIV/AIDS
prevention to care services and products; IR3 is improved enabling environment for HIV/AIDS
responses from community to national levels, and IR4 is enhanced multisectoral response to
HIV/AIDS. In 2008, USAID procured two HTC projects, Angaza Zaidi and UHAI-CT, both with
indicators and targets aimed at contributing to IR2. With a total five-year budget of $32.8 million
USD, these two projects account for more than one third of PEPFAR funding in support of HTC in
Tanzania.

AMREF - ANGAZA ZAIDI

AMREF was awarded a national five-year (July 2008-July 2013; extended through May 2014), $16.3
million USD project, under Cooperative Agreement Number 621-A-00-08-00018-00 with its partner
Management Sciences for Health (MSH) titled “Rapid Scale-Up of Innovative HIV Counseling and
Testing Approaches in Tanzania Mainland”, also known as Angaza Zaidi, a Swahili phrase that means
“shed more light.” The primary goal of this project is to improve the health of Tanzanians by ensuring
that they know their HIV status, take steps to protect themselves, and have better quality of life if
infected. The Angaza Zaidi technical approach uses three modalities: integrated voluntary HTC,
stand-alone HTC, and community-based HTC. Implementation is guided by strategies of targeting;
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decentralization and community engagement; branding; partnerships and sub-granting; advocacy; and
counseling and testing systems strengthening.

The major goal of the project is to reach 2.3 million Tanzanians with quality HTC services and inform
them of their sero-status. The project focus is on the general population and hard-to-reach
populations in the community setting. Currently, Angaza Zaidi operates in 42 sites, including 36
Integrated VCT and 6 Stand-Alone VCT sites in I8 regions in Tanzania mainland. Regions are
subdivided into intensive and basic support sites. Intensive sites receive substantial financial and
technical support compared to basic support partners/regions. There are |2 intensive support
regions (Dar es Salaam, Mwanza, Mara, Kilimanjaro, Arusha, Iringa, Njombe, Mbeya, Rukwa, Ruvuma,
Mtwara, Lindi), and six basic support regions (Morogoro, Tabora, Manyara, Dodoma, Kigoma, and
Singida).

JHPIEGO - UHAI-CT

Jhpiego was awarded a national five-year (July 2008-July 2013; extended through May 2014), $16.5
million USD project titled the Universal HIV and AIDS Intervention (UHAI, which means “life” in
Swahili) for Counselling and Testing “UHAI-CT”, under Cooperative Agreement Number 621-A-00-
08-00019-00 with its partners Africare and the Tanzania Marketing and Communications Company (T-
MARC). The primary goal of this project is to increase access to testing and counselling services to
Tanzanian families, couples, and individuals, particularly those at high risk, and to link those found to
be HIV-positive to relevant HIV care, treatment, and prevention services. The UHAI-CT technical
approach is guided by the principles of innovation, rapid expansion, diversity of strategies, quality,
sustainability, strong links to HIV care and treatment and cost effectiveness. UHAI-CT activities are
implemented using two modalities: PITC, and Community Outreach.

The major goal of UHAI-CT was for 1.2 million Tanzanian clients, including adults and children, to be
counseled, tested, and given their results. The project focus is on the general population at health
facilities and key populations at hot spots in four regions: Iringa, Njombe, Tabora, and Dodoma. The
Evaluation Team visited three of these regions: Iringa, Njombe, and Tabora.

METHODOLOGY

METHODS

A team of four consultants, including two international and two Tanzanian professionals, conducted
the HTC performance evaluation: Mr. Charles Llewellyn, Team Leader, Mr. Gary Leinen, an
international Technical Advisor, and two local Technical Advisors, Mr. Masejo Songo and Ms. Neema
Matee. Responsibilities of each of these individuals are outlined in the Inception Report (Annex ).
The main data collection took place between late October and early December 2013. At IBTCI
headquarters, Dr. Rachel Jean-Baptiste provided oversight to the evaluation process and took over
leadership in drafting the report and disseminating results to stakeholders in January 2014.

A summary of evaluation methods is provided here (full details provided in Annex Ill). The team
used a cross-sectional design to evaluate the two projects and collected data using a mix of
qualitative and quantitative methods. These included a review of project and country documents as
well as published, peer reviewed journal articles on HCT modalities; key informant interviews with
stakeholders including representatives from each of the projects, USAID (in Tanzania and in
Washington), regional and district health officials, community leaders, and select providers of HCT
services from the full range of HCT modalities; interviews with HIV counselors; focus group
discussions (FGDs) convened within the communities targeted by the two projects; and facility
audits to document availability of services, materials and privacy in select HCT facilities, as well as to



gain a deeper understanding of referral mechanisms, if any, that are consistently used (Data
Collection Tools can be found in Annex V).

The team conducted exit interviews with clients of both projects who had just used services in
order to assess their actual counseling experiences. All modalities were represented. This
questionnaire included 32 questions, of which 4 described the client’s experience before getting
tested, 3 were open-ended follow up questions, and the remaining 25 focused on the counseling
experience, privacy, trust and rapport with the counselor; confidentiality and disclosure; and advice
and information provided. The majority (18) of the 25 questions on the counseling experience were
yes/no, while the others provided three choices. Each response was weighted with a numerical
value (see Annex V), and a Client Quality Score was developed by totaling the questions. Reliability
Alpha was calculated and, after further adjustment, 2| questions remained in the Client Quality
Score with an Alpha reliability of 0.78. The team summarized scores for each HIV testing modality
and used bivariate analyses to test for statistically significant differences. All data were collected in
six regions: Iringa, Njombe, Tabora, Tanga, Kilimanjaro, and Dar es Salaam. These regions were
selected after discussions with USAID, United Republic of Tanzania (URT), and implementing
partners. Both projects overlapped in 4 of these 6 regions.

Sites within each region were randomly assigned. Site visits were conducted in both urban and rural
locations. In each of these, a mix of service delivery modalities were visited. During site visits,
evaluators gathered information on current practices and standards and data from staff, clients and
other stakeholders.

The team analyzed qualitative data by key themes and used quotes from key informants to illustrate
different opinions or underscore points of view across the populations being served. The team used
descriptive statistics to describe the populations from whom data was collected, and cross
tabulations to evaluate differences by type of facility, gender, age, and other important variables. Any
statistical significance was determined using t-tests for continuous variables, and chi square for
binomial or categorical variables.

LIMITATIONS

Several limitations were noted in the Inception Report, and below we re-emphasize two:

1. The performance of the two projects evaluated cannot, in any strict sense, be compared.
Angaza Zaidi provides HTC services directly, has a focus on the general population and uses
different modalities for HTC. UHAI-CT provides services through a model that engages
health care providers to strengthen systems, focuses on populations with high prevalence,
and uses different modalities than Angaza Zaidi. Given these differences, this evaluation did
not attempt to reliably compare the projects' quality or efficiency. This report notes the
role played by each project relative to the range of service providers and models in Tanzania
and presents findings that may stimulate a national dialogue on the comparative advantages
of the various modalities for HTC services in Tanzania.

2. Both projects are in the close-out phase, which means that some of their personnel have left
to work on other projects. Where possible and when necessary, the former employees
were located and contacted for interviews or to obtain information, but this was not always
feasible.



FINDINGS, CONCLUSIONS, &
RECOMMENDATIONS

FINDINGS

The team conducted 44 key informant interviews (KII), including project staff, heads of counseling
services at facilities, District AIDS Control Coordinators (DACCs), District Medical Officers
(DMO:s), Regional AIDS Control Coordinators (RACCs), Regional Medical Officers (RMOs), and
community leaders. Also interviewed were 27 counselors from a wide range of facilities and 108
clients using different testing modalities were given exit interviews to assess the quality of HTC from
the user perspective. After data cleaning, data from 104 client interviews were included in the
analyses. Additionally, the research team conducted |4 facility audits, 7 focus group discussions,
including 2 with Council Health Management Teams (CHMT), 4 with Post Test Clubs (PTCs), and |
with representatives from key populations. Table | below summarizes their demographic profiles.

Table I: Description of Evaluation Participants

Key HTC Client Exit Facility Focus Group
Informant Counselors* Interviews Audits Discussions (7
Interview (n=27) (n=104) (n=16) discussions, 39
(n = 44) participants)
Age N/A N/A 32.4+/-11.5 N/A 49.1+/- 5.6
(range: 19-67) (range: 38-58)%
Sex %(n) N/A
Male 523% (23) 14.8% (4) 54.8% (57)~ 38.5% (15)
Female 47.7% (21)  70.4% (19) 41.3% (43)~ 61.5%(24)
Level N/A N/A
Project 3
NACP 2
Region 7
District 14 27
Facility 7
Community 8
USAID/W 2
USAID/Tz I
Modality N/A N/A
Integrated 21.4%(6) 11.5% (12) 18.8% (3)
Stand Alone 21.4% (6) 13.5% (14) 6.3% (I)
Mobile/outreach 17.9% (5) 54.8% (57) -
PITC 39.3% (I1) 20.2% (21) 75% (12)
Type of Facility N/A N/A
Hospital 22.2% (6) 13.5% (14) 43.8% (7)
Health Center 25.9% (7) 8.7% (9) 31.3% (5)
Dispensary 11.1% (3) 4.8% (5) 18.8% (3)
VCT Centre 22.2% (6) 20.2% (21) 6.3% (1)
Mobile 14.8% (4) 52.9% (55) -
Other 3.7% (1) -



*Counselors included 9 nurses, 3 midwives, | medical assistant, and | medical officer, among others,
all of whom are facility-based

~An additional four were interviewed as couples

€Data are only available for |12 participants, and do not include key populations, who were all
between 19-27 years (See Annex V)

Question |: Has each project achieved its stated goals and objectives?
Angaza Zaidi had six main objectives:

I.  Greatly increase the number of Tanzanians who know their sero-status, have received counseling,
and have been linked to relevant treatment, care, and prevention services.

2. Utilize new, exceptionally innovative and effective approaches to stimulate demand for and use of
testing.

3. Ensure provision of high-quality HIV counseling and testing services, the scale-up of coverage, and
greatly expand access to cost-effective counseling and testing (CT) services while ensuring that
high-quality CT services are provided by skilled and/or accredited providers.

4. Build the capacity of local implementing organizations for sustainable delivery of quality, efficient
counseling and testing services to ensure that sub-grantees have requisite technical and
organizational capacity to offer quality CT.

5. Build and/or strengthen referral systems for achieving integrated networks of service and increased
access to comprehensive HIV services that ensure referral systems are in place.

6. Support implementation of the national counseling and testing priorities at regional, district, and
community services by supporting the URT to review and revise policies that hinder the uptake of CT
services.

Summary of Findings
The evaluation team found that Angaza Zaidi met objectives | to 4 and objective 6. However, the
project did not ensure that referral systems are in place, and was unable to develop an effective
referral system that systematically link its clients who test positive for HIV to the continuum of care
and treatment services.

Overall Performance

Angaza Zaidi conducted 2,742,017 tests, exceeding the USAID target of 2.3 million set in their
Performance Management Plan (PMP). Key informants energetically mentioned a number of
innovative and effective approaches applied to stimulate demand for HTC:

“House to house approach is good because you are sure to get family members. They have been doing
outreach in churches, schools and events such as Mwenge day” (KIl with DACC.)

“Angaza Zaidi were the first project to introduce the mobile [community] outreach which a lot of clients
were reached, and those who live in remote areas where public transport was a problem” (KIl with a Head
of Counseling and Testing at a health facility).

Throughout the governmental structures, from national to regional, to district, facility, and below,
Angaza Zaidi is well-appreciated by its stakeholders. The NACP credits Angaza Zaidi with providing
technical and financial assistance in developing the new National Comprehensive HTC Guidelines.
RACCs and DACC:s also credit Angaza Zaidi with helping them to ensure that their projects meet
the national HTC guidelines.

Targeting Populations and Stimulating Demand

Angaza Zaidi project managers realized early that the key to reaching target populations within
communities was to reduce stigma and ensure that people understand the importance of being
tested.



The project used several innovative approaches to encourage people to test, and to improve
acceptance of people living with HIV (PLHIV) by decreasing stigma within communities. As many as
five of those interviewed as key informants mentioned the systemic creation of PTCs as having
played an integral role in promoting HTC. The following quotes exemplify this:

“[Angaza Zaidi] focused on prevention and now people understand the importance of being tested. [There
is] little need now to convince people to be tested. But stigma of AIDS is greatly reduced. Outreach activities
have reached people that we professionally cannot reach because we have limitations” (KIl with RMO).

“... the post-test clubs are the stimulants for other people to test for HIV, and support to others to
eliminate stigma” (Kll, Head of Counseling and Testing at a health facility).

Or, as another interviewee put it, “with post-test clubs, more people got confidence and voluntarily show
up for counseling and testing” (KIl with a Head of Counseling and Testing).

PTC members were also very positive about the impact of the club on their lives. When asked the
reason they decided to join, their answers revealed a sense of acceptance, security away from
stigma, both emotional and practical support, and an opportunity to educate their communities.

“We decided to join club to meet friends to discuss on how to live positive and access various information
about HIV and living with HIV. Also we discuss various development issues related to means to raise funds
for living” (FDG, PTC in Iringa).

“We decided to join the group for social security in which we come out of stigma, microfinance support,
training and share experience to others”
(FDG, Kilimanjaro).

“We decided to join the group for support from AMREF especially education, financial for instance in our
club every three months, Tsh 300,000 is pooled in our account” (FDG, Kilimanjaro).

“They (Angaza Zaidi) have organized us about 54 members to establish small micro finance scheme
whereby we are saving and get loans” (FDG, Kilimanjaro).

“We decided to join to educate the community about HIV/AIDS” (FDG, Tabora).

Other innovative approaches that were successful in targeting populations included integrating or
referring CT clients to additional services, including male circumcision, family planning, gender-based
violence counseling services, and STI diagnosis and treatment by leveraging projects implemented by
AMREF and other partners.

Ensuring Quality

The Angaza Zaidi project has policies in place to ensure high quality programming through direct
training and supervision of their partner Non-governmental Organizations (NGOs) and FBOs to
increase their technical capacity to provide HTC services. Angaza Zaidi worked with NACP to
establish accreditation criteria for HTC counselors, and to date, 328 of their partner NGO
counselors have been accredited. Angaza Zaidi uses data monitoring, mystery clients, and client exit
interviews to assure data and service quality, however, the data obtained are not systematically
analyzed nor subsequently used. Periodically, they also conduct data quality assessments (DQAs)
and changes are made based on those findings. Yet, as one key informant who had previously
observed a counseling session noted, the quality of sessions delivered is questionable, with some
counseling messages off topic and not reflective of populations being tested. An example was a
session that placed emphasis on needle sticks and the use of clean syringes targeting the general
population in Tanzania, whose risk profile does not include drug use. It is noteworthy that when
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asked about the quality of their counseling, counsellors did not self-assess as stellar, giving
themselves an average of |1.1(on a scale of 6 to 14, Table 4 below). Clients' perceptions of quality
testing were similarly average. The team conducted exit interviews with 49 (of 104 total) clients
who received HTC services that day from sites supported by Angaza Zaidi. This included 12 clients
from integrated sites in hospitals, health centers, and VCT centers, 14 from standalone VCT centers,
and 23 from community outreach sites. The team created an HTC Quality Score, as described
earlier in the methods section. For Angaza Zaidi, average scores were 16.4 +/- 4.5, and ranged from
6 to 22. Below is a graphical depiction of the performance of this score for clients of Angaza Zaidi.

(Figure 1).
Figure I: HTC Quality Score for Angaza Zaidi

Bivariate analyses of the mean HTC Quality
Score for this group (Angaza Zaidi only) found
that clients with an elementary education and
those with counseling sessions between 30
minutes to | hour had significantly higher
perceptions of quality compared to their peers
(18.1 +/- 4.9 vs. 14.2 +/-3.2; p=0.000; and mean
= 188 +/-3.5 vs. |55 +/-45; p = 0.03,
respectively). We did not note any statistically
significant differences by modality or type of
facility.

UHAI-CT had four objectives:

o Rapidly increase access to quality HIV CT for all Tanzanians, particularly those populations most at
risk for infection, as an entry point into the continuum of HIV/AIDS care and prevention;

o Develop providers’ skills (professional and lay cadres) for quality HIV CT service delivery;

e Strengthen links to prevention, care and treatment services, including establishing community care
and support for HIV-positive clients within HIV CT programs;

e Create demand for HIV CT by mobilizing underserved and most-at-risk populations.

Summary of findings

The evaluation team found evidence to support the fact that UHAI-CT had increased access to HTC
but did not systematically focus on populations most at risk. UHAI-CT exceeded its targets in
number of providers trained, but did not regularly implement quality improvement systems or
supportive supervision to institutionalize the practice of PITC within clinics. By the end of the
project, UHAI-CT had not developed an effective referral system for linking clients who test positive
for HIV to the continuum of care and treatment, and targets for demand creation were not met.

Overall Performance

By the time the evaluation took place, UHAI-CT had exceeded its target by |1.5% for the number of
people tested for HIV (the actual number of people tested was 1,337,436 versus a 1.2 million target
set in their PMP). More patients tested through PITC (872,030) than through community outreach
(465,046). However, the team noted that they were less successful with other targets, including
setting up PTCs (0 actual vs 27 target). They also awarded fewer sub grants to CSOs than planned
(20 actual vs. 33), and reached only 68% of the targeted number of individuals with CT and



prevention messages through community outreach (465,406 actual vs. 681,000 target). Project staff
informed the team that for the first three years, they focused on testing hard-to-reach populations.
In particular, they focused on rural populations in Iringa and Njombe, two very high prevalence
regions. Numbers begin to increase in years 4 and 5 once the focus changed to those most at risk,
as did HIV yield.

Targeting populations and Stimulating Demand

The project’s community outreach activities demonstrated flexibility by offering services in venues
that ranged from peri-urban bars to village markets, to refugee camps, tents, and schools, among
other sites. The team visited four community outreach events hosted by UHAI-CT and observed
that some venues yielded a higher proportion of positives than others (Table 2).

Table 2: UHAI-CT Community Outreach Services Observed by the Evaluation

Team
REGION LOCATION #TESTED # HIvV Regional
POSITIVE PREVALENCE Prevalence
Iringa Urban bar 269 45 16.7% 10.9%
Iringa Village 119 30 15.1% 10.9%
Iringa Village 15 4 3.5% 10.9%
Tanga Fish Market 99 I 1.0% 3.5%

Notable is the outreach conducted in the bar in an urban center of Iringa that had to be extended
from one to two days due to the demand it created. The team noted strong community
engagement, with the community leader urging his citizens to come and get tested, and a bar owner
very pleased about this temporary increase in clientele. That night, clients included several bar
regulars and a few sex workers and other vulnerable populations, but mostly working class
neighbors. The general atmosphere of the outreach was jovial, with a large colorful banner outside
(with appropriate branding) and UHAI-CT t-shirts distributed to those who tested. Clients at this
site and others commented that they prefer to get tested through outreach because of higher
‘confidence’ and ‘respect’. They also said they liked the overall atmosphere generated by a public
outreach, where there were lines of people queuing to be tested. Many said they found it easier to
decide to test in a group setting versus an individual setting.

Nevertheless, the evaluation found that UHAI-CT did not systematically target those most at risk.
For the first three years of project implementation, Counseling and Testing services were only
offered to 226 persons considered most at risk because outreach activities targeted those hard to
reach, not necessarily most at risk. However, this comprised the number and type of people they
were eventually able to reach and test, and over time it became evident that those living in the rural
areas of these regions were not necessarily high risk populations. Numbers begin to increase in
years 4 and 5 once the focus changed to those most at risk; results for years 4 and 5 show a
dramatic increase in the related targets (i.e. 18,685 key populations reached by the end of year 5,
compared to 226 reached by the end of year 3). These results are summarized in Table 4 below.

Table 3. HTC among High Risk Populations Conducted by UHAI-CT

Tanga (regional Njombe Iringa (regional Tabora Total MARPS
HIV prevalence (regional HIV HIV prevalence (regional HIV
from THMIS prevalence from THMIS prevalence
2011/12: 3.8%) from THMIS 2011/12: from THMIS
201 1/12: 10.9%) 201 1/12:
15.4%) 5.8%)
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Source -UHAI-CT Annual report
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Ensuring Quality

UHAI-CT’s quality assurance plan for community outreach followed established NACP HTC
guidelines for community-based outreach activities for HTC. The team noted that the quality of
counseling and testing remained consistent, despite differences in venues, although availability of
behavior change communication (BCC) materials varied. For PITC, UHAI-CT support to the
MoHSW included training pr