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Executive Summary

Background to the Report

At the request of the Tanzanian Ministry of Health, consultants from the US Centers for Disease
Control and Prevention Global AIDS Program and Tanzanian counterparts conducted an
evaluation December 2-10, 2002, of the 5 UNICEF-sponsored PMTCT pilot sites in Tanzania in
order to inform the development of national PMTCT services. This report describes the
achievements and challenges in coordination and management, implementation and utilization of
PMTCT services at the pilot sites. Data were collected through discussions with the Ministry of
Health and collaborating partners, managers, coordinators, and implementers; site visits; and
document reviews. A preliminary debriefing was held on December 10, 2002, in Dar es Salaam
with the MOH, representatives of the pilot sites, UN1CEF and other partners supporting PMTCT
efforts in Tanzania. Preliminary results from this evaluation were also presented in a plenary
session at the 2nd Multisectoral AIDS Conference in Arusha on 19 December, 2002. This
provided a valuable forum for feedback and further exchange of perspectives.

Overview of the PMTCT Pilot Project in Tanzania

The goals of the UNICEF-sponsored PMTCT pilot project in Tanzania were to obtain local
experiences and determine the feasibility of integrating PMTCT within routine ANC and MCH
services and to reduce the number of children infected with HFV through MTCT by at least 50%
among children whose mothers benefited from interventions during the pilot project period. Five
sites, including four referral hospitals and one regional hospital, began implementing PMTCT
services April-September, 2000. Two of the referral hospitals also supervised and supported two
health centers to implement PMTCT services. The main activities of the pilot project included:

. VCT for new ANC attendees using rapid testing
Short-course AZT beginning at 36-weeks to HIV-positive pregnant women
Infant feeding counseling

. Modified obstetric care
Monitoring and follow-up, including HIV testing of exposed children at 15 and 18
months of age.

Evaluation Findings and Lessons Learned

Coverage and Performance: The three regional and district health facilities implementing
PMTCT as part of the pilot project reported more new ANC clinic attendees than all four of the
referral hospitals. The vast majority of women delivering at the pilot sites were of unknown
HlV-status. Across all sites, the evaluation team noted large differences in counseling rates (9-
56%), high acceptance and good use of HIV rapid testing (78-84%) and low short-course AZT
uptake and adherence (8-20%). Infant follow-up was limited and potentially biased, so
effectiveness of the pilot project could not be determined.

Coordination and Management: The team found that referral hospitals have limited capacity to
coordinate PMTCT activities at the regional and district levels given their separate administrative

IV



£



systems. Sites had varied success in coordinating with donor-partners. The team also found that
not all staff assigned to ANC and labor wards had received PMTCT training; supervision and on-
going training was limited; and training manuals needed to be updated and substantially
improved.

Implementation of Services: The voluntary, "opt-in" strategy to counseling and testing impeded
coverage. Significantly, all sites successfully implemented rapid HPV testing to give same-day
results. Although counselors were generally well motivated and supportive of the project,
counselors appeared to lack skills and lacked program materials, job aids and scripts for HIV-
related counseling, infant feeding, family planning, primary prevention, and on-going supportive
counseling. There was no standardized PMTCT monitoring system. There were many data
inconsistencies and staff reported that the collection forms were burdensome and redundant. In
addition, the data were not compiled locally or centrally in an accessible database and were not
available to provide feedback to the pilot sites. The team noted very low community awareness
of PMTCT and a lack of FEC strategies and materials.

Utilization of Services: Fear of stigma and discrimination and fear of abandonment due to a lack
of male involvement in education, counseling and other PMTCT services were prominent
barriers to women's uptake of PMTCT services at all sites. Specific procedures, such as patient
flow, and protocols, such as only providing short-course AZT to women when they presented at
ANC clinics at 36 weeks gestation, also adversely affected women's utilization of services.

Conclusions and Recommendations

Despite a number of significant challenges identified in the PMTCT pilot project, the team
concluded that the pilot project demonstrated that it is feasible to implement and scale-up
PMTCT services in Tanzania and recommends that the next steps should be to improve PMTCT
services at the pilot sites and expand PMTCT coverage to all 21 regions in mainland Tanzania
and to effectively monitor the reduction of HFV MTCT. To meet these objectives, the team
recommends to:

Establish strong national PMTCT coordination and management
. Update and finalize PMTCT policies and technical and instruction guidelines
• Implement simple, reliable monitoring systems
. Improve PMTCT training and skills of healthcare providers
« Improve community awareness and sensitization of PMTCT

Integrate routine counseling and testing and support services into MCH and RCH
services (routine, "opt-out" approach)
Change to a simpler ARV regimen (NVP) to increase uptake and adherence (already
under discussion at the time of the review)

. Expand the number of sites offering PMTCT services (regions and districts), with support
from referral hospitals as technical and training resources.
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I. Introduction

Mother to Child HIV Transmission in Tanzania

The population of Tanzania is currently estimated to be about 34.5 million, and the population
growth rate is 2.9% per annum1. Approximately 2.2 million people aged 15 years and above are
HIV-infected in Tanzania2. Among blood donors, the overall prevalence of HIV infection in
2001 was 11.01 %3. Estimated median HIV prevalence among women attending ANC clinics in
2002 was 9.6%, ranging from 5.6% in Kagera to 16.0% in Mbeya3.

Despite high HIV seroprevalence rates, the total fertility rate is 5.6 births per woman, and only
15.6% of all women aged 15-49 years currently use any method of modern contraceptive4. While
95.9% of pregnant women in Tanzania register for ANC, and 69.9% attend four or more ANC
visits, less than half, 43.5%, of women deliver in a health facility. Women living in rural areas
(34.5%) are much less likely to deliver at a health facility than women living in urban areas
(82.8%)4.

Assuming 1.5 million annual live births, 12% HIV prevalence among pregnant women, and 40%
risk of HIV transmission from mother to child with no PMTCT services and 1-2 years of
breastfeeding, approximately 180,000 infants in Tanzania are exposed to the risk of HIV
infection each year and 72,000 will become HIV infected. MTCT accounted for 5% of reported
AIDS cases in 2001'. In 1999, the under-five mortality rate was estimated to be 147 per 1,000
live births, and the infant mortality rate was estimated to be 99 per 1,000 live births4.

Background to the Report

The Tarrzanian Ministry of Health requested CDC/GAP and Tanzanian counterparts to conduct
an evaluation of the 5 UNJCEF-sponsored national PMTCT pilot sites to inform planning of an
integrated national PMTCT service in Tanzania. Specifically, the terms of reference called for
review of PMTCT service provision and utilization at the pilot sites; site management,
coordination and logistics; and impact of the pilot project. The main objectives of the
evaluation, therefore, were to:

Provide an overview of the pilot sites
Describe key PMTCT activities, achievements and challenges in the areas of:

Coordination and Management
Implementation
Utilization

Describe progress and impact of the pilot project, and
Describe the potential for expansion of PMTCT services to other regions and health facilities.

Structure of Health Services Provided by the Government of Tanzania

Mainland Tanzania is comprised of 21 regions in four zones. Health services delivered by the
government of Tanzania are provided through two national systems. The regional, district and
local level health system falls under the administration of The President's Office. Each region



has a regional hospital which supports a pyramid of health services, including district hospitals,
division health centers, dispensaries and village health services. A Regional Medical Officer is
responsible for the overall management of this system of services in each region. The MOH
administers four referral hospitals (one in each zone). The referral hospitals have the highest
level of hospital services in the country and serve as tertiary care, referral centers for the regions
in each of the zones.

Introduction to the UNICEF-Sponsored PMTCT Pilot Project in Tanzania

With support from UNICEF, original planning for the PMTCT pilot project began in 1998, and
implementation of services began at five sites April through September, 2000. The main
activities of the pilot project included:

. VCT for new ANC attendees using rapid testing
• Short-course AZT to HIV-positive pregnant women (starting at 36 weeks)

Infant feeding counseling
. Modified obstetric care
« Monitoring and follow-up, including HIV testing of exposed children at 15 and 18

months of age.

The goals of the pilot project were to:
Obtain local experiences to determine the feasibility of integrating PMTCT with routine
ANC and MCH services at the national pilot sites, and
Reduce the number of children infected with HIV through MTCT by at least 50% among
children whose mothers benefited from interventions during the pilot project period.

Other expected outcomes included:
Improvement of interpersonal communication capacities during antenatal and post-natal
clinics

• Improvement in obstetric practices related to HFV, and
Improved public awareness (at the family level) of the opportunities available for
prevention of HTV7AIDS, in general, and MTCT, in particular.

Five sites, including four referral hospitals and one regional hospital, participated in the project
(Table 1, Appendix 2). Two of the referral hospitals, Mbeya Referral Hospital and Bugando
Medical Centre, also supervised and supported individual regional health centers to implement
PMTCT services. Following the results of the Thailand short-course AZT study and local
experience with the PETRA study, a randomized, placebo-controlled trial conducted in South
Africa, Uganda and Tanzania, which showed the efficacy of a short course ARV regimen
(AZT/3TC) to reduce MTCT of HIV, a PMTCT situational analysis was conducted in July 1998
to prepare the 5 pilot sites. Sites were selected to participate in the pilot project due to their high
HPV seroprevalence rates and for their following attributes:

• Adequate laboratory and infrastructure capabilities
Adequate staff including pediatricians, obstetricians, counselors, midwives, laboratory
technicians, etc.
Capacity to serve as training, referral and supportive supervisory institutions, nationally
and regionally
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Active function as monitoring and documenting centers for the epidemic.

Expert groups then developed the following key PMTCT protocols, which were presented and
agreed upon by stakeholders in November, 1999:

. Counseling

. Infant Feeding
Obstetric Care and Delivery Practices

. Laboratory Services
Pharmaceutical needs

• Monitoring and Follow-up

Training manuals were developed, and a centralized training of trainers was held in Dar es
Salaam in December, 1999, for several counselors, laboratory staff, physicians, nurses and other
clinicians from each site. Thereafter, planning, further training, sensitization and orientation
began at each of the sites. Sites conducted PMTCT awareness and sensitization meetings with
community leaders and staff throughout their hospitals and health facilities.

Each site aimed to follow 300 HIV-positive mothers and their infants, except Muhimbili
National Hospital which aimed to follow 400 mother-baby pairs. These target aims were based
on the number of new ANC clients per year at each site, assuming 80% acceptance of counseling
and testing, 12% overall HIV prevalence among pregnant women and 100% follow-up of women
who tested HIY-positive.

The National PMTCT Task Force was responsible for overall coordination and management of
the pilot project. The National PMTCT Task Force was chaired by the Director of Hospital
Services and actively coordinated by the Head of Diagnostic Services of the Ministry of Health.
The National AIDS Control Program served as Secretariat to the National PMTCT Task Force
and coordinated monitoring and evaluation of the pilot project. To monitor progress, sites
collected and reported quarterly the following indicators to the NACP:

• Number of pregnant women attending ANC
• Number of women who received counseling on HIV/AIDS and PMTCT

Number of pregnant women tested for HIV
Number of male partners counseled and tested

. Number of HIV-infected pregnant women
Number of HIV-infected pregnant women who started on ARVs to prevent MTCT

. Number of exposed infants who received ARVs

. Number of HIV-infected pregnant women who delivered at the facility

. Number of HIV-infected women opting to exclusively breastfeed
Number of HIV-infected women opting for infant formula or other feeding

UNICEF supported a PMTCT data manager for the NACP and provided all supplies including
HIV test kits, syringes, gloves, aprons, and AZT, which were managed and controlled centrally.
Two sites, Ruanda Health Centre in Mbeya and Kagera Regional Hospital in Bukoba, were also
supported by additional partners, GTZ and MDM-France, respectively. Both of these partners
helped to supply equipment and consumables, as needed, as well as staff. MDM also supplied
infant feeding replacement formula for up to 12 months for women who chose not to breastfeed.


