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Executive Summary

BACKGROUND

The Tanzanian Ministry of Health and Social Welfare (MoHSW) introduced prevention db4tiutter
transmission (PMTCT) of HIV services in Tanzania in 2000. In 2003, the ElizaleetRadiasric AIDS
Foundation (the Foundation) began to support PMTCT services in collaboration with MoHSW under a five
year global cooperative agreement with the U.S. Agency for International Development (USAID). As of
December 2009, The Foundation sumebA62 sites in 33 districts in five regions (Arusha, Kilimanjaro,
Mtwara, Shinyanga, and Tabora) in the provision of PMTCT services to pregnhant women, their children, and
t heir families. Subsequent to the FdHeART4Helponds s
Expand Antiretroviral Therapy), funded by the U.S. Centers for Disease Control and Prevention (CDC), was
initiated in March 2004. As of December 2009, Project HB&RBupporting care and treatment (C&T)
activities in 47 hospitals and 118npriy health facilities in Arusha, Kilimanjaro, Lindi, Shinyanga, and
Tabora regions.

The goal of this evalwuation is to determine wheth
PMTCT services, including linking to C&T for women, childnmah,their families, in Tanzania. This
evaluation report explores PMTCT coverage in Tanzania, presents data from the past eight years to quantify
uptake of PMTCT services, and synthesizes the findings of 50 health facility assessments in an effort to
undertand variations in the quality of services supported by the Foundation in Tanzania.

EVALUATION METHODOLOGY

During the period from April to June 2010, the evaluation team reviewed quantitative data submitted
electronically to the Global AIDS System fallation and Reporting (GLASER), an online data warehouse
developed by the Foundation to store PMTCT and C&T data. A review of available gray literature was carried
out to assess program progress and to examine information on program inputs, abiexteserds,

challenges, and lessons learned. Qualitative information was obtained thredgptlinterviews with
policymakers, service providers, and regional and council health managemeandeghsdirect
observation of facility services usingobservation checklist. Qualitative data were entered into an Excel
spreadsheet and coded by themes. Content analysis was then carried out by theme. Through triangulation in
order to validate data collected by the different methods, a final evap@tiovaedeveloped.

The main objectives of this evaluation asri®llows

A To describe the current status of PMTCT progr a
Tanzanigfacility and population coveraigefive regions (by number of districtd ®MTCT sitesjnd
contribution of the program to overall national PMTCT program coverage

A To assess and describe increase of access to PMTCT in the Fesupgiatived regionoking at the
following indicators and comparing data over the period2800® PMTCT coverage and accessibility;

i Coveragds defined as the proportion pfegnant women accessing PMTCT services



PMTCT cascade (women eligible, counseled, tested, and received results); maternal and infant
antiretroviral access, including sidgke nevirapine (sdNVP), more efficacious regimens (MER), and
antiretroviral therap increase in deliveries at facility; infant infection as measured by early infant
diagnosis data; and male partner testing

Facilities in the five regions where the Foundation provides PMTCT services were sampled using stratified
and purposive samplinihe evaluation team comprised 2 senior external consultants, 12 research assistants,
and 3 data entry clerks (combination of Foundation employees, external coasdltaligsrict staff)

working under the supervision of district PMTCT coordinatorstoDimeited time available to conduct this
evaluation and to apply for ethical approval in accordance with national and international requirements,
clientsd perception of quality of servicese was no
asked about their perception of patient satisfaction.

FINDINGS

The Foundatiof $anzania program goal of providing access to PMTCT servicgmetoe8iof pregnant

women has been exceeded; access ranges betweere®@nd 99percent The cumulate data from
Foundatiorsupported sites, over the past eight years, show 1.27 million eligible women, of whom 1.15
million (98.3percent were counseled and 1.1 milliong@&ent tested for HIV at Foundatiesupported

sites in Tanzania. Of these, 1.liani(99.6percenk received their results. Cumulatively over eight years, 87
percentof all eligible women in Tanzania (in Foundatigported and neRoundatiorsupported sites)

were counseled, were tested, and received test results. A cumulaifv@dtéBl HIVpositive pregnant

women (8%ercent have received antiretroviral prophylaxis, but only 16,987 exposed infaatse(R6

received prophylaxis. Because women attending antenatal care do not receive infant antiretroviral drugs
(ARVSs) to tak home due to national policy, and only approximatpireééhtof infants are delivered in a

facility, as many as pércentof infants born to HIVpositive mothers may receiveARVs in Tanzania.

Thus, the combined effects of delivery at home anddtnietion of dispensing infant ARVs only in facilities

has resulted in lowdrandesired infant uptake. It should be noted, however, that the weakest part of service
delivery is the uptake of ARVs by mothers.

Pregnant women are now more educated onthoprevent HIV infection in their children during
pregnancy, delivery, and feeding. Integration of PMTCT into reproductive and child health (RCH) services
has succeeded in increasing awareness of HIV, improving staff knowledge, and reducing sttilina, but it
has some challenges, including staff shortages, high workload, staff burnout, limited working space for
conducting PMTCT services, low male involvement, and lack of privacy due to shortage of space.

By the end of 2009, the 61 trainers trained aretvisgrl by the Foundation had trained 3,295 service
providers at all health facility levels. This group of trainers has assisted in the establishment and continued
provision of PMTCT services in five rdstictowits of t |
PMTCT supervision and mentorship; sharing of knowledge and experience; organizing community activities;
and building capacity in monitoring and evaluation, supply chain management, and laboratory services. The
Foundation has also helpedtrdis partners with contracts and grants by both building capacity and
providing support. The perceptions of the respondents interviewed for the evaluation were that the
Foundationds PMTCT program in Tanz a rieasedineawabdres t h
over the years of the program. According to the respondents, PMTCT is also integrated into facilities offering
RCH in the five regions where the Foundation offers PMTCT services.



PMTCTPROGRAM EFFECTIVENESS

Different studies show thétio intervention were available and transmission rates to infants are estimated to
be 25percent2in a population of 13,000 infected pregnant wo&280 infected infants would be born

each year. If sUNVP were given to all fbgitive pregnant womem this group, the transmission rate
could potentially be reduced todE2cert, and the number of infected infants born to the 13,000 infected
mothers would be reduced to 1,560. Under this same scenario, ifpafitié women received MER of

ARV drug, the transmission rate could be reduced even furth@,pger@ent The total number of HIV

infected infants would be reduced to3Z280.

Using current program assumptions, 372 cases of pediatric HIV are averted each year. However, the program
data mdicate that fewer thanp2rcentof HIV-positive women attending PMTCT clinics who qualify for
antiretroviral therapy (ART) in the five Foundadigoported regions in Tanzania are receiving it. If 90
percentof treatmentligible women were to receiveTAR is estimated that an additional 671 infant
infections would be averted per year. If the necessary requirements, including education of staff, supply chain
provision, availability of CD4 counts, and permission to dispense infant ARVs, could blet@xik RieH

facilities providing PMTCT services, the number and proportion of immunocompromised women receiving
appropriate therapy, and thus of infant infections averted, could be increased.

The Foundationds PMTCT ppercenfof @reagnam eanerhie the fimeareggiens t h a n
where it operates, and it has been very successful in using the district approach to build capacity within
MoHSW structures and to expand access to and uptake of PMTCT interventions. The program has been able
to demonstite consistency with national government policies and guidelines; to provide customized support
within the local setting; to integrate services from the outset into existing RCH services at the district and
facility level; and to promote interaction amsiadeholders within the districts, who include service
providers, clients, communities, and district supervisors. The Foundation also has excellent relationships with
donors, partners, and MoHSW to implement its programs. Despite these successemntie h@logback

by some policy constraints and challenges in service delivery, such as lack of human resources and poorly
functioning commaodity systems. Recommendations based on these factors will be used by the Tanzania
country program to enhance its mpie nt ati on and contribute to reacl
eliminating pediatric HIV. The findings and recommendations from this report can also be used by MoHSW,
donors, and other implementing partners to strengthen national, regional, aneMiigictand C&T

services in Tanzania. Recommendations for improvement are also included in this report.



Introduction

This evaluation report will explore coverage of prevention of srwtieid transmission (PMTCT) of HIV

services in Tanzania, compaleced PMTCT indicators used by Foundatipported sites in Tanzania

with indicators used in other Foundation country programs, present data from the past eight years to quantify
uptake of PMTCT services, and synthesize the findings of 50 healthaseisments in an effort to
understand differences in the quality of services provided.

Section 1: Background

1.1 TANzANIA DEMOGRAPHICOVERVIEW

1.1.1 POPULATION AND HIV PREVALENCE

Tanzania had an estimated population of 41.05 million people in 20tt®& pdipulation growing at about

2 percentannually.An estimated 1.4 million people in Tanzania were living with HIV in 2008, 140,000 of
whom were children under ageé Afong adults agesd¥®, the national prevalence of HIV ispeitent
However,women in this age category are at higher risk, with a prevalengeecfefiscompared with
prevalence among men of aboutpe@&ent Urban areas also have a higher prevalengeei@) than

rural areas (4pkrcent8 It is estimated that 86,008wborn infants are at risk of acquiring HIV every year,
either during pregnancy, lalzrddelivery, or through breastfeeding.

1.1.2 ADMINISTRATIVE STRUCTURE
Tanzania is a large country in East Africa, comprising 26 regions that are subdividedsinitctsl ZHagh
district contains several dighswhich are subdivided into wards, each consisting of five to seven villages.

As part of an overall health management system overseen by the Ministry of Health and Social Welfare
(MoHSW), regional healthanagement teams coordinate implementation of reproductive and child health
(RCH) activities and provide linkages between governance at national, regional, secretariat, and council levels.
Within each region, the several districts, or councils, are tn@mmnpadministrative unit for public health

planning and implementation, and are thus the focal points for health service development. The council
health management team in each district is the body primarily responsible for the itigriementa
monitorirg, and evaluation of health sedtiased, distridevel HIV/AIDS activities.
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1.1.3 MATERNAL HEALTH |INDICATORS

The total fertility rate for Tanzania is 5.6 births per woman; the crude birth rate (annual number of live births)
is 42 births per 1,000 pdation!® Tanzania estimates there are approximately 1.4 million births &nnually.
According to data from the National Bureau of Statistics of Tanzania, it is estimategettrany

women attend antenatal care (ANC) at least once during eacihcgregmni 62percentattend the
recommended four visits. In 2005, onlpertenof deliveries occurred in a health facility in Tanzania.

1.2 PREVENTION OF MOTHER-TO-CHILD TRANSMISSIONIN TANZANIA

Servicedor prevention of motheto-child transmissio(PMTCT)of HIV were introduced in Tanzania in

2000 when MoHSW established a pilot program at five health facilities (one regional and four referral
hospitals). The main recommendation of the pilot program evaluation was to scale up PMTCT to all regions
of the country through a phased approach. As of early 2007, petgelof health facilities in Tanzania

were providing the core components of PMTCT, and an estimgbedcé@tof HIV-positive pregnant

women were receiving antiretroviral (ARV) propBylexresponse to the need for greater access to these
services, the government of Tanzania included a goal in its Health Sector HIV and AIDS Strategic Plan
20082012 to increase the percentage of-piisitive pregnant women who receive ARV prophylaats to

least 8(percentby 20123 The government also set a target of providing comprehensive PMTCT services to
at least 8@ercentof pregnant women, their infants, and their families by 2015. MoHSW reports that as of
2009, 3,626 facilities out of 4,0476(p&rcent that provide ANC also provide at least some PMTCT
services.

In Tanzania, the department responsible for PMTCT at MoH®\t ief RCH. Wmponents of RCH

services provided by MoHSW include but are not limited to care before, during, aridlafthr nbivborn

care; male involvement in reproductive health; family planning; infant feeding practices; imriliMization;
counseling and testingtegrated management of childhood ilinesses; and adolescent sexual and reproductive
health ThePMTCT progam has successfully been integrated into the department as an integral part of RCH
services.

The national strategy for interventions to prevent mttindnild transmission of HIV in Tanzania is guided
by four elements of a comprehensive approach tengirey HIV infection in infants and young children:

1. Prevention of primary HIV infection

2. Prevention of unintended pregnancies among women infected with HIV

3. Prevention of HIV transmission from women infected with HIV to their infants

4. Provision of treatmentare, and support to women infected with HIV, their infants, and their families

According to the 2007 Tanzanian national PMTCT guidelRd3 CT services include routine HIV testing
and counseling, ARV treatment and prophylaxis for mothers and céulfdnedelivery practices, counseling
and support for safer infant feeding practices;téonygfollowup care for mother and child, and family
planning services.

The guidelines further stipulate that all women of reproductive age should receive Hinganohsesting
as a routine procedure when accessing RCH services, and that all pregnant women shouéiHigceive pre
test information at their first antenatal visit and or as soon as possible thereafter. The diagnosis of HIV
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infection in adults is estasbled by detecting HIV antibodies using simple rapid tests according to the
national HIV rapid testing algorithm. PMTCT services were implemented to provide the followirig benefits

A PMTCT of HIV through the use &RV therapy (ART) and ARV mbylaxis foHIV -positive women
and HIV-exposed infants

A Strengthened ami@tal care, safe delivery practices, and counseling and support for safer infant feeding
practices

A Linkage of mothers (and other household members) living with HIV to care, treatment, and suppo
services, prolonging their lives and enhancing the survival of their children

A Followup of HIV-exposed infants to monitor their health and HIV status; provide prophylaxis
treatmentor bothfor opportunistic infections; and link them to care, sugpattreatment

A Establishment of a nonstigmatizing entry point for HIV and AIDS information (i.e., primary prevention),
as well as counseling and testing for women and their partners, families, and communities

A Establishment of an entry point for family piagrservices to help women and men living with HIV
make informed reproductive choices

1.3 THE FOUNDATIONGS PROGRAM IN TANZANIA

The Elizabeth Glaser Pediatric AIDS Foundation (the Foundation) began to support PMTCT services in
designated Tanzanian faeditin 2002 under a fiyear global cooperative agreement with the U.S. Agency
for International Development (USAID) named the Call to Action (CTA). In collaboration with MoHSW,
the Foundatiosupported Tanzania program initiated PMTCT activities thrdégheginning in 2003.

Currently, the Foundation supports 33 districts in five regions (Arusha, Kilimanjaro, Mtwara, Shinyanga, and
Tabora) in the provision of PMTCT services to pregnant women, their children, and their families, through
37 subgranteesBy December 2009 the Foundation was able to support 960 health facilities to initiate
PMTCT services in the five regions. These activities are implemented with the goal of reaching all RCH
facilities with PMTCT services, including hospitals, health cemdedtsspensaries.

In 2009, there were an estimated 409,470 pregnancies in the five regions of Tanzania supported by the
Foundatiorié representing more than p@rcentof total births in Tanzania. The Foundation reported
393,000 pregnant women eligibleskervices attending RCH facilities for ANC. The number of eligible

women seen in the Tanzania program constituted abesitiomet h  of t he Foundati oné
2009. The Foundatiesupported Tanzania program has evolved to be one of the Fpundas f our | ar
country programs.

I n March 2004, subsequent to the start of t he Fol
(Help Expand Antiretroviral Therapy), funded by the U.S. Centers for Disease Control and Prevention
(CDC), was initiatedProject HEART has maintained a focus on integatiegand treatmewith PMTCT

services in order to provide a faroédntered model of care that includes access to ART fanfdtted

pregnant mothers, HIV testing and care for partners and faanities;reening and treatment for TB and

other opportunistic infections.

" Please see Appendix 4 for more information.
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sdNVP = singledose nevirapine; MER = more efficacious regimens; EID = early infant diagnosis; C&T = care and treatment

Figure 1. Map of Tanzania with Foundatipported regions
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