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Executive Summary

In April 2006, a team of 17 experts evauated the Family Hedth Internationa/
Implementing HIV/AIDS Prevention and Care Project (FHI/IMPACT). The evauation
focused on VCT, TB-HIV cae, fadlity-based Ol and non-ART care and support,
home- and community-based care, and support for referra systems and linkages.
Members of the team vidted fidd dtes in Amhara, Oromia, and Southern Nations,
Nationadities and Peoples regions, and Addis Ababa

The evduation findings indicate that FHI/IMPACT has achieved its overdl objectives
of contributing to decreesng HIV prevdence and improving the qudity of life of
people living with HIV and AIDS by drengthening the continuum of prevention, care,
support and trestment.

FHI/IMPACT has achieved results through transparent, collegid, peer-based relations
with Minigry of Hedth (MOH) daff and close reationships with its partner NGOs.
FHI technicd assstance has led to a rapid and dramatic increase in the number of Stes
providing VCT services and a rapid upteke in the use of these services. FHI/IMPACT
has achieved more than double its Presdent's Emergency Plan for AIDS Rdief
(PEPFAR) target for people trained to provide clinicd TB-HIV services, and nealy
double its target for people trained to provide general HIV-related pdliative care. Some
hedth centers have established chronic care dinics offering co-located TB-HIV and Ol
and other nontART care. Along with the MOH, FHI/IMPACT has provided formats
and guiddines for hedth centers including regidration of patients FHI/IMPACT has
edablished referral systems between services within the hedth center, and between the
hedlth center and hospitd.

FHI/IMPACT has faced chalenges in meeting its goas due to shortages and outages of
needed supplies and personne attrition a hedth centers. The mgor chdlenges to
providing rdiable VCT savices include doaff attrition and <tockouts of test kits.
Shortfdls in the number of hedth centers providing TB-HIV services (84% of trget)
and of persons recaving TB-HIV sarvices (65% of target) resulted from deays in
training that were beyond FHI/IMPACT’s control. Smilarly, shortfdls in the number
of hedth centers providing generd HIV-related pdliative care (89% of target) and of
persons receiving paliative care (95% of target) arose because FHI/IMPACT could not
begin training before the end of 2004. Hedth centers frequently experience stockouts
and shortages of drugs to treat Ols and for Ol prophylaxis due to weak logistics and
upply management a the nationd and regiond levels. Hedth centers have not dl
implemented effective internd referrds and linkages between units. Referrds between
TB care and VCT are weakest. As a result of these shortages of supplies and personnd,
hedth centers are not able to provide optima prevention, care and treatment for
HIV/AIDS.

A further hindrance to providing the full continuum of pdliaive care is the modd in
use a hedth centers which is too focused on tresting symptomatic infections. There is
no provison for assessment and trestment of menta hedth conditions and for
asessment and treatment of pain. Hedth center gaff have little understanding of the
need to provide sarvices for “well postive persons’ to mantan good hedth and a
productive life, and to incdude family planning and other preventaive services. The
only referrds for home- and community-based care (HCBC) appear to be to kebeles for



poverty cetification and to certain fath-based and other organizations hat provide for
those in extreme economic need.

In 14 urban centers, FHI/IMPACT has trained HCBC nurse supervisors employed by
partner NGOs, who in turn have trained HCBC volunteers managed by locd idirs. The
prograns have achieved more than double the PEPFAR targets for HCBC support.
However, the NGOs require direct financia support for sdaries and for badc office
equipment and supplies. Idirs have a hugdy increased financid burden, and one idir
has gone bankrupt as a result of its support to bedridden AIDS patients while others are
serioudy depleting their mutua funds. HCBC nurses and volunteers commonly spend
their own money on provisons for individua dients and families.

The evdudion team has concerns about the appropriateness of the training curriculum
and materids on the needs of bedridden HCBC beneficiaries, given the gStuations in
which HCBC nurses work. People who have AIDS often deplete their household
resources and lose their means of livelihood before becoming digible for HCBC. They
then remain dependent on HCBC after commencing ART and recovering their physica
hedth. The end-of-life modd is an inefficient entry point to ART.

Cross-cutting issues include gigma, which remains a mgor barier to people living
with HIV/AIDS (PLHA) accessing diagnogtic, care and trestment services, and
branding of the FHI/IMPACT program. Many people believe that FHI is a donor
organization and in the regions personnd believe that they will not function adequatdy
without FHI/IMPACT support. They do not redize tha there will be a follow-on
PEPFAR/Ethiopia activity.

The evduation team’'s principle recommendations for the follow-on activity for
tretment, care and support of PLHA a hedth centers and in the community ae
outlined here and described in full detal in the report. The follow-on activity should
grengthen and expand VCT sarvices, with promotion to high-risk populations as well
as the wider community. The follow-on activity should build MOH and HIV/AIDS
Prevention and Control Office (HAPCO) cepacity to improve hedth sysems and
service management at the federd, regiond and locd levels and to ensure sugtainability
of the improved hedth services. It should provide fedth centers with further support to
improve the qudity of care for PLHA from diagnods as HIV podtive to end-of-life
cae and bereavement support. The follow-on activity should provide technica
assgance to enhance hedth worker in-sarvice traning in generd HIV pdliaive care,
induding TB-HIV and Ol services, to reinforce the concept of integrated generd
paliaive care sarvices for PLHA and to improve the qudity of care provided by hedth
centers for PLHA. The evauation team recommends a broader definition of pdliaive
care as defined by the World Hedth Organization (WHO) and reflected in the Office of
the Globa AIDS Coordinator (OGAC) guidance. Services should encompass a more
comprehengve, holistic gpproach to ddivering a continuum of pdliaive care services,
which initistes care a the time of diagnoss and edtablishes a network of providers —
induding home-based and facility-based care — in the ddivery of a full range of services.
Pediatric paliative care services are recommended.



Gengd pdlidive care in the community must draw on exising community resources
rather than create dependency on donor resources. Existing and proposed new cadres of
community outreach workers and community-based HCBC volunteers need training in
new <kills to mobilize communities for deveopment of locd care and support
mechanisms for PLHA and ther families The traning must indude skills for
mohilizing resources for orphans and vulnerable children drawing on exising socid
capitd. The evduation aso recommends establishing an enhanced tracking system to
identify bottlenecks in service provison and places and/or referra linkages where
clients and beneficiaries are lost to follow-up. The follow-on activity should support
loca daff on the use of collected data in order to enhance decison-making and
improve services. Findly, the follon-on activity must be branded as PEPFAR/Ethiopia
s0 that dl hedth sector staff and beneficiaries know that the assstance is provided by
the American people. The follon-on mechanism mug have a dealy-aticulated exit
drategy with locd ownership and inditutiondization of innovaions and sarvices for
sudanability.

In conclusion, services for diagnoss, care and treatment of PLHA in Ethiopia need
further technical assgtance to integrate service provison in the community, at hedth
centers and a referra hospitals. The optimum service will:

fecilitate access to sarvices needed by PLHA and ther families a dl levels of
hedth care and a different sages of HIV infection;

track clients, patients and beneficiaies to coordinate care and trestment at
different levds, and identify and follon-up those who fal to attend or default
from care and trestment;

avoid duplication of services and gapsin provison of services, and

reduce bariers to care and congestion at referrd hospitals by appropriately
moving sarvices to hedth centers and into the community and home.

This optimum service can best be achieved through implementation of the network
model proposed in The PEPFAR U.S FiveYear Global HIV/AIDS Srategy. The
follow-on activity should assigt the Government of Ethiopia (GOE) and MOH/HAPCO
to build capacity in the community, at hedth centers, and a the regiond levd to fully
implement the network modd. The new cadre of case managers, and new and exiging
cadres of community-based extenson workers and HCBC volunteers, will have key
roles in edablishing the efficent functioning of the network modd for providing
enhanced HIV servicesto PLHA in Ethiopia



Abbreviations, Acronyms and Ethiopian Terms

ANC antenatd care

ART anti-retrovira therapy

ARV anti-retrovira [drugs]

BCC behavior change communication

CBO community-based organization

CDC communicable disease control

CDC/Ethiopia  Centersfor Disease Control/Ethiopia

COP Country Operating Plan

DOTS internationally recommended strategy for TB control

ETB Ethiopian birr — the loca currency

FBO fath-based organization

FGAE Family Guidance Association of Ethiopia

FHI Family Hedlth Internationd

GFATM The Globd Fund to fight AIDS, Tuberculosis and Mdaria

GOE Government of Ethiopia

HAPCO HIV/AIDS Prevention and Control Office

HAPCSO Hiwot AIDS Prevention Care and Support Organization

HBC home-based care

HCBC home- and community-based care

HHS Hedlth and Human Services

HSDP Government of Ethiopia Hedlth Sector Development Plan

idir acommunity-based, mutua buria association

IMPACT Implementing HIV/AIDS Prevention and Care Project

kebele neighborhood

M&E monitoring and evaluation

MOH Minigtry of Hedth

MCH mother and child hedth

NGO nongovernmenta organization

OGAC Office of the Globa AIDS Coordinator

OHA [USAID' gl Office of HIV and AIDS

Ol Opportunigtic Infection

OSSA Organization for Socid Servicesfor AIDS

PASDEP Government of Ethiopia Plan for Accderated and Sustainable
Development to End Poverty in Ethiopia

PEPFAR Presdent’s Emergency Plan for AIDS Relief

PICT provider-initiated counsding and testing

PLHA person(s) living with HIV/AIDS

RHB Regiona Hedlth Bureau

SNNPR Southern Nations, Nationdities & Peoples Region

B tuberculoss

USsG Government of the United States of America

VCT voluntary counsdling and testing [for HIV]

woreda didtrict
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l. METHODOLOGY

A team of 17 persons conducted this evauation prior to the scheduled closure of the
Family Hedth Internaiond/Implementing AIDS Prevention and Cae Project
(FHI/IMPACT) in September 2006. Members of the team included eight senior
Government of Ethiopia (GOE) experts from Regiond Hedth Bureaus (RHBs) and the
Minigry of Hedth (MOH); an expariate specidist in HIV program assessment,
planning and desgn who saved as consultant team leader; two experts from
USAID/Ethiopia; one USAID/Washington voluntary counsding and tesing (VCT)
soecidid; one USAID/Kenya expert; one home- and community-care (HCBC) expert
from the Office of the Globa Aids Coordinator (OGAC); an Addis Ababa Universty
professor/Fulbright Scholar; a CDC/Ethiopia expert; and a loca coordinating
consultant.

Prior to heading out to the field, team members reviewed project documents provided
by PEPFAR/Ethiopia, USAID and FHI/IMPACT. The team leader reviewed relevant
interview ingruments and prepared two data-recording tools a “Daly Record Sheet”
and a “Fdd Vidt Daa Summay Report” to collect quditative data regarding the
achievements and shortfals in FHI/IMPACT peformance againg its PEPFAR targets.
The team leader dso prepared a “Guidance Sheet” to prompt questions for interviewing
vaious dakeholders. (See Annexes 2-4) These tools included data and information
collection mechanians for the five intervention aress to be evauaed: 1) voluntary
counsding and testing, 2) TB-HIV care, 3) facility-based Ol and nonART care and
support, 4) home- and community- based care, and 5) support for referra systems and

linkages.

For the fidd vist dage of the evduation, the team divided into five sub-teams that
undertook eight days of fildwork in project areass, including Amhara, Oromia, SNNPR
and Addis Ababa Although dtes were initidly sdected randomly, team members
modified the fidd vidt itinerasy somewha to ensure that they used thar time
eficiently in the fidd. The team diminaed some very remote Stes as wel as dtes
where security concerns existed, however members were careful to include rurd gtes,
including some in remote locations. While FHI/IMPACT works in seven regions and
two gspecid adminidrative aress, the team evaduated sStes in four geographic aress
where FHI/IMPACT has worked since the project’s inception. The primary objective of
the field vigts was to observe project activities as implemented by FHI/IMPACT at
hedth centers and the HCBC activities of FHI/IMPACT's loca partner NGOs. The
ub-teams dso consulted with regiond, zond, woreda, kebele and idir officids in an
effort to determine how the project was addressng critical HIV/AIDS needs in the
country (see Annex 5 for ligt of places visted and persons met). All sub-teams visted
a least one hospitd providing ART to evauate referrd linkages within the wider hedth
sydem. Findly, the sub-teams dl vidted a leest two HCBC beneficiaries in ther
homes to observe, interview, and gain their perspectives of the care and support they
are recaiving.



All of the sub-teams used common interview guides to ensure condstency in
information-gathering and reporting of the quditative data collected. Upon completion
of ther fiddwork, the five sub-teams reconvened in Addis to review ther findings and
recommendations, highlighting the drengths of the proect and the chdlenges
confronting it. Findly, the entre team came to consensus on  proposd
recommendations for the follow-on, PEPFAR/Ethiopia-supported HIV/AIDS project.

Following the fidowork, a smdler group of team members completed primary
dekeholder interviews in Addis Ababa with FHI, USAID and the Globd Fund. The
writing team then prepared a firs draft of the evauation report based primarily on the
fidd findings and recommendations, but refined and modified based on the additiond
dakeholder interviews and a review of rdevant FHI/IMPACT traning materids. The
methodology did not gather quantitative data from the fidd and does not support
quatitative andyds of the findings. The evdudion findings are a the output result
level for which FHI/IMPACT is accountable under PEPFAR.

1. INTRODUCTION

FHI/IMPACT has been the leading HIV/AIDS technica assstance project in Ethiopia
snce its inception in September 2001. The gods of the project are to contribute to
decreasing HIV prevdence and to improve the qudity of life of people living with HIV
and AIDS (PLHA) by dgrengthening the continuum of prevention, care, support and
treatment.

To achieve these gods, FHI/IMPACT has built strong partnerships with the MOH and
HAPCOs a the naiond, regiond and locd levels. The PEPFAR/Ethiopia-funded
FHI/IMPACT project works in collaboration with other partners, especidly the Global
Fund, Intra-Hedlth, Linkages, JHPEIGO, I|-Tech and JSl, to avoid duplication of
efforts, ensure efforts are comprehensve, and dsrengthen referrd  linkages between
sarvice providers.

FHI/IMPACT has receved substantidl PEPFAR/Ethiopia support. Under its
cooperative agreement with USAID, FHI/IMPACT has received $20,600,700 in
USAID and PEPFAR/Ethiopia funds since 2001. In addition, FHI/IMPACT more
recently began receiving financia support from the Netherlands Government.

The environment in which FHI/IMPACT works is chdlenging. With 77 million people,
and an annud population growth rate of 2.7 percent, Ethiopia is the second most
populous country in Sub-Saharan Africa. Ethiopid's rugged topography, very low levels
of education and hedth, low GDP per capita, poor infrastructure, and high levels of
animd and human disease dl impede economic growth. Eighty-five percent of the
population lives in rurd aess compounding the logisicd and daffing difficulties of
providing hedth services to the vast mgority of the population.



Ethiopia has a generdlized HIV/AIDS epidemic with an average prevaence of 4.4%.
However, this average masks a wide rura-urban digparity in prevaence, with 12.6% in
urban areas and 2.6% in rura areas (al percentages are 2003 figures based on ANC
data; updated DHS data are forthcoming). The etimated number of persons living with
HIV in 2003 was 1.5 million, of whom 96,000 are children. Furthermore, 537,000
children had been orphaned by AIDS as of 2003

In response, PEPFAR, the Global Fund to Fight AIDS, Tuberculoss and Maaria
(GFATM) and other donors are devoting subgtantid resources to the fight againgt
HIV/AIDS. Ethiopia is one of 15 PEPFAR focus countries receiving support from the
USG and is the largest recipient of grants from the GFATM. In March 2006,
PEPFAR/Ethiopia sgned a Memorandum of Underganding with the GFATM to jointly
commit to provide ARVs to Ethiopia for five years. Under this agreement, the GFATM
provides firgt line ARVs and PEPFAR/Ethiopia provides second line ARVS, as wdl as
both first and second line pediatric ARVs. The GFATM provides drugs for prophylaxis
and tretment of tuberculods and  opportunigic infections.  Additiondly,
PEPFAR/Ethiopia funds training and other assstance to build Ethiopian capacity for
care and trestment of PLHA.

Momentum in Ethiopia's hedth sector is sgnificant. The GOE's decentraization effort,
initiated in 2000, has moved resources, management, and decison-making authority to
the regiond and woreda levels, thereby enhancing their participation in hedth sector
development. Within the framework of the Government's Hedth Sector Development
Pan (HSDP), the implementation of the Ministry’s Hedth Extensgon Package (HEP) is
underway and hedth extenson workers (HEWSs) are aready being deployed to kebeles
in the regions. Further developments on the hedth front include the training and
deployment of hedth officers to hedth centers and the “logigtics plan” for drugs and
contraceptives. Findly, and perhaps most importantly, the HIV/AIDS epidemic has
been recognized a the highest levels of government, contributing to a new commitment
for action incduding the establishment of HIV/AIDS Prevention and Control Offices
(HAPCOs) a the locd, regiond and nationd leves as wel as a comprehensve
Nationa Strategy for prevention, care and tresatment of HIV/AIDS.

The environment in which FHI/IMPACT operates has changed radicdly since the
inception of the project. In 2001, there were extremdy few VCT stes, HCBC programs
were rare, and no facilities provided ART. The activities of FHI/IMPACT have had a
mgor impact in heping PEPFAR/Ethiopia reach its targets for prevention, voluntary
counsding and teging, TB-HIV and nonrART/OI care at hedth centers, and home- and
community-based care for PLHA. FHI/IMPACT has aso supported the development of
referrd systems and linkages in the wider network of services for people living with
HIV, both at the facility and community levels.

1 U.S. Embassy, Ethiopia - Ethiopia Country Profile based on AIDSin Ethiopia (5" Edition, 2004),
Ministry of Health.



FHI/IMPACT's approach towards achieving these objectives is dso in line with
PEPFAR/Ethiopias misson of working in concert with Ethiopian and other partners,
within and outsde government, to reach specific trestment, care, support and
prevention targets. At the same time, through their cooperative agreement with USAID,
FHI/IMPACT is supporting USAID’'s Strategic Objective 14: To Incresse Human
Capacity and Socid Redliency. Specificaly, FHI/IMPACT addresses the Misson's
ub-intermediate results 14.2.1 to reduce risky behaviors, 14.2.3 to increase access to
care, treetment and support for PLHA; 14.2.4 to expand access to care and support for
OVC; and 14.25 to provide a more supportive environment for responding to
HIV/AIDS.

The near-term objective of this assessment is to asss PEPFAR/Ethiopia in identifying
the project’s drengths as well as its shortcomings, and to propose recommendations
that may asss in shaping the direction of the new PEPFAR/Ethiopia care and support
folow-on eactivity. A longer-term objective of the review is to simulate a broader
discusson among PEPFAR/Ethiopia, the MOH, donors and others as they consider
ways to respond to the chalenges inherent in addressing HIV/AIDS in Ethiopia

This report highlights the findings of the extend evaudion of FHI/IMPACT
conducted in April 2006. Findings and recommendations are presented by the five
intervention aess reviewed by the evdudion. Recommendations for the
PEPFAR/Ethiopia follow-on activity that will begin on or around November 2006 are
presented in Section |V: Future Directions for Care and Support of PLHA.

[11. FINDINGS
Cooper ative Agreement Program | nterventions

FHI/IMPACT’s program gpproach was origindly organized to address intervention
areas specified by USAID in the RFA rdeased for IMPACT. With the roll-out of
PEPFAR/Ethiopia in 2004, the project has focused its activities on supporting
PEPFAR/Ethiopid s Five-Y ear Plan targets at the hedlth center and community levels.

The PEPFAR/Ethiopiaintervention aress reviewed in this evaluaion include:

Voluntary Counseling and Testing

TB-HIV Care

Ol and non-ART Care and Support

Home- and Community-based Care

Referrd Sysems and ART Linkages for PLHA

agrwdPE

Evaduation findings are presented by these intervention aress. Discusson for eech
intervention area includes an overview of PEPFAR/Ethiopia targets, the project’s
achievements, results from FHI/IMPACT data and reports, and findings from the sub-
teams fiddwork and interviews with key stakeholders. Program condraints and issues
— identified as “chdlenges’ — are often systemic in nature and beyond FHI/IMPACT's
control. These challenges are cited in order to provide a more complete understanding
of the sometimes problematic context in which the project operates.



Overarching observations regarding the FHI/IMPACT project include:

FHI/IMPACT has introduced updates to training and has begun to reduce the
digma asociaed with AIDS & the household and community levels.
FHI/IMPACT's training and technicd assgtance have directly resulted in a
rapid and extensve increase in the number of Stes providing VCT sarvices and
a correspondingly rapid uptake in the use of VCT services.

FHI/IMPACT has achieved results through transparent, collegia, peer-based
relations with RHB d&aff. FHI/IMPACT has collaboratively undertaken
assessments, data review and planning with the RHBs. The RHBs gredly
gppreciate the joint vidts to hedth centers for supportive supervison of trained
hedth center gaff, and vadue FHI/IMPACT's flexibility and responsiveness to
RHB problems. Severd RHB gaff went out of their way to emphasize that they
did not think ther RHB could function effectivey without FHI/IMPACT
support.

Smilaly, FHI/IMPACT's cose rdationship with its patner implementing
NGOs (“mentoring NGOs® — HAPCSO, FGAE, OSSA and Medan Acts) is
described as supportive and has enabled the NGOs to enhance their response to
HIV/AIDS in the communities they serve. However, these organizations aso
require direct support to pay for daff sdaries and such items as basic office
equipment and computers. The mentoring NGOs have no readily apparent
means of mantaning daffing and activity leves without continued externd
financid support.

Saffing levels a hedth centers limit the capacity to provide HIV/AIDS
sarvices. Few hedlth centers outsde Addis Ababa have a doctor on-Ste, and in
many rud hedth centers, hedth officers are dso scarce. Highly-dedicated, yet
resource-strained nurses provide the bulk of hedth center diagnostiic and
curative services throughout the country. Staff turnover a dl leves further
drains personnel resources and impacts the levd of traning and, therefore,
sarvices avallable on-Ste.

Referrd linkages both within hedth centers and to-and-from the wider hedth
system are nascent a best. Use of formd internd referrd systlems within hedth
centers is uneven. FHI/IMPACT has provided a flow-diagram for internd
referrds, however most hedth centers have not yet interndized the procedures
and put them into practice. Although hedth centers are referring patients to the
hospital for ART, once the patient has been treated and released there are no
feedback mechanisms in place ether for follow-on chronic care a the hedth
center or transfer of medical records.



Intervention 1. Voluntary Counsdling and Testing

FHI/IMPACT has worked with RHBs in Addis Ababa, Amhara, Oromia and SNNPR to
st up and/or drengthen VCT sarvices in hedth fadilities with a focus on training new
personnel, ensuring refresher traning for those dready traned, providing on-gte
supervison, conducting monitoring and evaduation, and ensuring quadity control.
FHI/IMPACT's am is to build the capacity of the RHBs to take on a strong leadership
role in VCT progran management and quaity control. Specific PEPFAR/Ethiopia
targets for fisca years 2004 and 2005 related to FHI/IMPACT and the project's
corresponding achievements are detailed in the table below:

Table1: Voluntary Counsdling and Testing

FY 2004 FY 2005
Targets | Results | Target | Results
Individuas trained in counsdling and testing 631 1,269 1,170 1,703
Individuas received counseling and testing 125,000 46,843 216,000 | 288,029
Ser\_/ice outlets providing counseling and 208 359 o3 469
testing

Targets are based on PEPFAR/Ethiopia COP for 2004 and 2005. Results are as reported by FHI/IMPACT.

VCT sarvice st-up and strengthening in Amhara and SNNPR did not gtart until the end
of 2004 and FHI/IMPACT, therefore, fel short of its target for individuas that received
counsdling and testing for FYO4. After sarvices were edtablished in dl four regions,
FHI/IMPACT met its PEPFAR/Ethiopia FY05 targets for voluntary counsding and
teing, both in terms of individuds traned and persons recelving Services.
Furthermore, the project far surpassed its targets for setting-up service outlets providing
VCT in both FY04 and FY 05.

FHI/IMPACT uses the Ethiopian MOH VCT training curricullum and “generic’ FHI-
produced VCT <kills training curriculum and reference guide in its 15-day VCT
training program. Approximately 10 training days are devoted to coursework followed
by five days of practicad on-gte training. FHI/IMPACT's own materids fill gaps in
such aress as couples and youth counsding. With MOH gpprova, FHI/IMPACT has
aso begun usng a WHO manua, prepared for Africa, to train on provider-initisted
counseling and testing (PICT).

Major Achievements:

FHI/IMPACT, in patnership with the MOH, has taken the lead in providing training
and equipment to rapidly and dramaticaly increese the number of hedth centers
providing VCT. Prior to the project, VCT sarvices were very limited in Ethiopig a
present, this service is now available to a large proportion of the population. By the end
of FY05, counsding and testing services had been provided to 288,029 persons as a
result of this project, an impressive increase from the 46,843 persons who had received
VCT savices by the end of FY04. All hedth centers vidted by the evauation team had
VCT sarvices in place, a least one VCT-trained staff member, and a least one room
designated for VCT services.



The following comment by Wzo. Amarech Agedew, HIV Prevention and Control
Sector Head, SNNPR RHB, echoes sentiments shared by RHBs in al geographic
regions evauated:

“The RHB appreciates the training provided by FHI/IMPACT for VCT
counselors, as well as the training of trainers. FHI/IMPACT s BCC
campaigns have been excellent and well-received. FHI/IMPACT s VCT
supervision is strict and feedback is sent directly to the RHB for action
and follow-up.”

Specificaly, FHI/IMPACT’ s achievements were noted as follows:

Training: FHI/IMPACT, together with the MOH and RHBs, has trained
counsglors, tranes and lab technicians, thereby grestly expanding the
avalability of VCT savices in Ethiopia In gened, VCT daff ae highly-
motivated and committed to providing services to ther clients, even when faced
with multiple respongbilities and limited resources.

Infrastructure: FHI/IMPACT has provided significant infrastructure support for
VCT rooms, incuding furniture, confidentid filing cabinets and equipment
(including refrigerators) for |aboratories.

Increased VCT uptake and improved service: With new VCT centers and more
traned personnd, upteke of VCT dients has increased rapidly. Most hedth
centers are able to provide VCT sarvices without interruption. Aress where
HCBC sarvices are provided have seen paticularly high increases in uptake.
Due to the avalability of care and treatment, and provider-initicied referrds
from TB dinics there is a dight shift towards symptomatic persons aso
seeking VCT.

VCT sarvices are provided free a dl of the fadlities visted by the sub-teams,
with the exception of one. All dients can recelve ther test results on the same
day. Some dtes are able to process the testing immediately and provide post-test
counsding within an hour. Many VCT counsdlors are interested and able to do
HIV tedting. As the MOH moves toward approving smpler rapid-test kits that
do not require venous blood draws, nontlab technican daff can more eesly
perform tests and increase the possibility of giving same-hour results.

Supervision, Monitoring and Reporting: FHI/IMPACT in most cases performs
quarterly joint supervisory vidts with RHB daff and may additiondly provide
further technicd assstance in the firg two years of implementation a a given
site. Hedth Center staff regard supportive supervison as extremey beneficid.

All hedth centers visted had handmade VCT regidration and laboratory log
books, pre-printed nationd cdient forms, and FHI/IMPACT-provided monthly
and quarterly reporting forms. Some dtes had wal chats with monthly VCT
activity reports.



Major Challenges:

Saff attrition and service interruption: High daff turnover a some hedth
centers is a sarious chdlenge to mantaining sarvices, especidly in more rurd
aress. High attrition leads to service interruption and increased workload for
remaning daff. When new dgaff members are brought in, they often need
training before they can begin to provide VCT.

VCT sarvices may be interrupted if the VCT-desgnated nurse is pulled away
for duty a another clinicd service or for outreech activity. Some counseors
become overextended or burnt out trying to provide VCT and cover ther
regular duties aswell.

Test kit shortages and stockouts Lack of and/or expired test kits are causing
savice interruption in many of the hedth centers visted, and for as long as
three weeks in the case of Shashemene Hospitd. Most hedth centers currently
do not have the tie-breaker test (Unigold), and many others have received long
expired or a expiry confirmatory tests (Capillus). Some aso have stock-outs of
the screening test (Determine).  Some centers stop testing if even one of the tie-
bresker tests is out of stock, while others appropriately decide to continue
testing if two tests are available. There adso gppear to be problems in managing
supplies and/or logitica bottlenecks at the regiona or nationd level.

Siigma and discrimination are gill deterrents to increasing the uptake of VCT.
Despite  community mohilization and BCC €fforts nationdly and regiondly,
people are ill rductant to learn ther HIV datus, even with the avalability of
cae and treetment. SAf stigma causes clients to seek services in hedth centers
outsde ther own town or village, causng congestion in some urban areas and
under-utilizetion in rurd gtes.

Quality control: While dl dtes appear to retan client blood specimens for
qudity control tegting, it is not cear how regulaly these specimens ae
collected and tested. It is dso not clear whether the feedback from the quality
control mechanismis provided & the Sites.

Referrals from VCT inadequate Guidance for counselors on how to make
referrds for HIV negative or asymptomatic HIV postive clients is not provided
sysematicdly. Some counsdlors are wdl aware of the sarvices avaladle for
referrdls, while others are not and do not understand the concept of pdliative
cae for asymptomaic HIV pogtive persons. Even referrds of symptomatic
VCT dients to TB and Ol services, or chronic care clinics, can be problematic
as the counsdor may not have dicited tha the dient is symptometic during the
counsgling, believing that assessment of symptomsis not their respongiility.



Referrals to VCT for patients with TB or common Ols are very low:
FHI/IMPACT has rolled out provider-initiated counsding and testing (PICT)
training, and the MOH adopted a policy supportive of PICT in September 2005,
but this has yet to be implemented in many hedth centers. Petients presenting
with TB or common Ols need a diagnogic HIV test to determine the medicd
care needed. These patients do not need full VCT with a risk assessment and
rsk reduction plan. Given the current dructure of services, it is not feasble for
the TB nurse or the outpatient hedth officer to provide this lengthy intervention.
The current procedure requiring full VCT for sck patients overloads the VCT
sarvice and reduces the avalability of VCT to sdf-referred clients. As a reault,
many TB patients are not being tested for HIV.

Condoms Although most VCT rooms have condoms for demondration aong
with modd penises, most hedth centers do not aso stock condoms for
digribution to dients in ther VCT rooms. Condoms are usudly kept in the
family planning or MCH dlinics, and counsdors retrieve some for “dlients who
need them” or refer clients to the family planning dlinic. This gpproach creates a
barrier to easy access. Since sdf-initiated VCT dients are likdy to have some
risk for HIV, they should be routindy offered condoms with the option to
decline. All positive clients should leave with some condoms.

Inadequate space and signage: Clients seeking VCT sarvices in some urban
dtes with heavy dient flow experience long wats or must teke a next-day
gppointment. Some stes, such as the Shashemene Hedth Center, have just one
room for counsding and testing and one hedth professona doing counsding,
testing and laboratory work, greetly limiting the number of dients served in one
day. Other dtes, in particular Awassa, Woreta, Kolla Diba and Sdem hedth
centers, lack adegquate waiting areas. Mot hedth centers lack proper signage
directing clients to VCT. Severd hedth centers have FHI/IMPACT-provided
posters hung outside the VCT room but this practice is not uniform.

Waste management: Hedlth care waste management and infection prevention in
the laboratories need improvement in some dtes. There were blood-
contaminated Syringes in generd trash containers insde some laboratories and
aso in the patient waiting area & Sdem Hedth Center n Addis Ababa. Some
laboratories dso had resheathed needies in their sharps boxes. Supervisory
vigts can help identify Stesin need of atention.

Distance: The distance tha many cdlients must travd to reach their woreda
hedth centers for VCT can be prohibitive. Clients in rurad kebeles may have to
travel up to four to sSix hours to reach the health center.

Ownership:  Evduaors perceve tha some hedth fadlity daff members
consgder the role of FHI/IMPACT in VCT savices as indispenssble.
PEPFAR/Ethiopia should criticdly review the impact of this tendency on the
long-term ownership of the program by the government.



Intervention 22 TB-HIV Care

FHI/IMPACT achieved its FY05 target for individuas trained to provide prophylaxis
and/or treatment for TB to HIV podtive individuds. These figures include training of
HCBC workers to identify potentid TB cases and refer clients to a hedth facility for
diagnoss and treatment. The shortfdl in the numbers of HIV postive individuds,
diagnosed or presumed, receiving dlinicd prophylaxis and/or treatment and in the
number of service outlets providing services to such clients results from a delayed dart
of the TB-HIV traning. TB-HIV targets were not included in the PEPFAR/Ethiopia
FY 04 COP.

Table 2. TB-HIV Care

FY 2004 FY 2005

Targets | Results | Target | Results

HIV positive (diagnosed or presumed)

individuas received clinical prophylaxis na na 25,652 16,757
and/or treatment

Individuas trained to provide clinica

prophylaxis and/or treatment for TB to HIV na na 452 903

positive individuas

Service outlets providing clinical
prophylaxis and/or treatment for TB to HIV na na 237 198
positive individuas

Targets are based on PEPFAR/Ethiopia COP for 2004 and 2005. Results are as reported by FHI/IMPACT.

FHI/IMPACT began the TB-HIV traning program condderably later than its VCT
training program due to the need to gain MOH approva of the TB-HIV guiddines and
procedures. At most of the hedth centers, staff have recalved training as recently as
January or March 2006. Although FHI/IMPACT has exceeded its target for individuas
traned in TB-HIV, often only one person a the hedth center has received such training
and there are dready Sgnsthat gaff atrition may become a problem.

Some hedth centers have very recently initiated chronic care services that combine TB
and Ol care in one clinic. However, many hedth centers have not yet done so, making
meaningful assessment of chronic care sarvices & hedth centers impossible a this
time. Continued training in TB-HIV for additiond groups of hedth center staff will be
essentid in the follow-on activity to susan TB-HIV sarvices @ hedth centers.
Furthermore, the more recently traned TB-HIV focd persons have not yet received
much supportive supervison, which will dso be essentid in the follow-on activity to
ensure qudity TB-HIV care.

FHI/IMPACT's TB-HIV traning for hedth professonds draws heavily upon three
sources. (i) the WHO Integrated Management of Adult and Adolescent Iliness (IMAI)
Acute Care module (adapted for Ethiopia in September 2005), which addresses when to
suspect TB and HIV infection; (ii) the IMAI Chronic Care Module, which provides
guidance on assessng an HIV podtive person’'s tuberculosis dtatus at every hedth
encounter; and (iii) the nationd TB-HIV guiddine.
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Tuberculogs and leprosy services in Ethiopia have long been verticdly-supported by
vaious organizations, the most notable being Royd Netherlands TB Association
(KNCV), German Leprosy and TB Rdief Association (GLRA) and the World Hedth
Organization (WHO). Since 2003, the GFATM is the mgor supporter of Ethiopids TB
control program. As a result, hedlth centers do not have shortages or stock-outs of TB
treetment drugs. However, availability of TB prophylaxis medicaions a hedth centers
iIs extremely limited. In practice, persons with suspected TB are identified in the
outpatient department at hedth centers and are diagnosed by microscopy of three early
morning sputum samples. Chest X-rays are unavalable at hedth centers. Even when
chest X-rays are avaladble from private dinics in urban aress they are frequently
unaffordable for most public sector patients. Tuberculin skin testing is not avalable a
the hedth center level. Persons found to be sputum-pogtive are sent to the TB foca
person in the hedth center for initiation of anti-TB drugs. As part of the internationaly
recommended gstrategy for TB control (DOTS), TB patients are followed-up daly at the
hedth center during what is referred to localy as the “intensve phase’ of trestment.
These TB procedures are long established in Ethiopia.

The exigence of well-established DOTS programs in hedth centers creates a solid
framework for building the TB-HIV initigive. As wdl as TB drugs, reagents for TB
diagnogtics are generdly avalable a hedth center laboratories. Thus HIV postive
persons can receive clinicad treatment for TB at dl hedth centers.

Major Achievements:

TB-HIV Initiative In collaboration with MOH and the RHBs, FHI/IMPACT has
undertaken training for the TB-HIV initiative and trained daff are present a
some hedth centers. FHI/IMPACT has provided formats and guidelines that are
available & mogt hedlth centers.

TB-HIV committees. At some hedth centers (for example Awassa and Sdem), a
TB-HIV committee has been established. These committees share knowledge of
TB-HIV case management from persons who have had training with other
pesonnd a the hedth center, and provide direction for provider-initiated
counsdling and testing (PICT) and other TB-HIV initiatives The committees
dso provide a potentid forum for discussng care and treatment issues,
including referrdsfor VCT. A few hedth centers haveinitiated PICT programs.

Major Challenges:

Limited \ICT referrals of TB patients: The mgority of TB patients are not being
referred for VCT. The FHI/IMPACT formats and guidelines are only being
implemented in a few hedth centers. Where implemented, TB regiders indicate
that more people are being referred to VCT than prior to TB-HIV training, and
seved regisers have records of TB clients who are identified as HIV postive.

Staff members have only recently been trained in TB-HIV procedures and have
received little if any supportive supervison. It is too early to determine whether
the formats and guiddines have been interndized and will be effectively used.

11



Poor rate of referral from VCT to TB screening: Many VCT dlients found to be
HIV pogtive are asymptomatic and unlikely to attend TB or Ol (or chronic
cae) follow-up without additiond motivation and support. Most VCT
counsdors provide only counsding and do not take clinicd higtories to dicit if
the VCT dients have symptoms of Ols or TB. Furthermore, there is no system
to track referrals of HIV postive clientsto TB or Ol services.

Limited trained personnel: Few saff members have receved training to date
and gaff atrition is dready evident a some hedth centers. The sarvice is thus
interrupted when no traned daff member is present. There is no TB-HIV
committee or plan of action present in many centers.

Limited availability of prophylaxis. TB prophylaxis is not avalable & many of
the hedlth centers visted. In practice, this is not a mgor problem as most hedth
centers do not have access to x-rays and are thus unable to diagnose sputum-
negative tuberculogs. Isoniazid prophylaxis should only be given to HIV
positive persons when sputum- negative tuberculosi's has been excluded.

Intervention 3: Non-ART Care and Support

In FY04, FHI/IMPACT missed its target for individuds provided with generd HIV-
related paliative care. Training for Ol care srengthening and assgtance to ART efforts
only started at the end of 2004 and thus clients did not begin receiving FHI/IMPACT-
supported services until early 2005. In FY05, FHI/IMPACT attained 95 percent of its
target for providing nonrART care and support to 172,700 individuds, reaching
164,283 individuals. FHI/IMPACT surpassed both its FY04 and FYO05 targets for
individuds trained to provide generd HIV-relaed pdliative care.

Table 3: Non-ART Careand Support

FY 2004 FY 2005

_ _ _ Targets | Results | Target | Results

Irgcgt\ggﬂ?igmgg’v 1th general HIV- 56580 | ma | 172700 | 164,283
Irg(gt\gglézﬁi;?;?:d 0o providegeneral HIV- 1 360 45 | 4752 | 8813
St | | = | 0 |

Targets are based on PEPFAR/Ethiopia COP for 2004 and 2005. Results are as reported by FHI/IMPACT.

The evduation team reviewed FHI/IMPACT's OI/ART traning materids for nurses,
including nurse supervisors working in HCBC programs, dong with related modules
from the IMAI Ethiopian adaptation guides. The materids are grounded in Ethiopian
policy, guiddines and epidemiology, and cover dl the mgor issues and a number of
less-common conditions. Materids included smple decison chats and treatment
protocols.
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Major Achievements:

Trained personnel: Trained personnel are providing diagnosis and treatment for
Ols and follow-up of HIV pogtive patients for nonART care a many hedth
centers.

Chronic care clinics: Some dtes have edtablished chronic care clinics, with
technica assgance from FHI/IMPACT, in preparation for providing chronic
care for patients on ART. Chronic care dinics offer TB-HIV and Ol and other
non-ART care in the same clinic. Such chronic care dlinics ae a mgor sep
forward for the provison of nonART generd pdliative care in the hedth
center.

Formats and guidelines: FHI/IMPACT, dong with the MOH, provided formats
and guiddines for hedth centers, including regidration of petients. Sdf-made
registration books for chronic HIV follow-up care are avalable and in use a
some centers (excellent at Shashemene).

ART readiness. Most hedth centers have some preparations in readiness to
follow-up patients on ART. Staff at hedth centers in Oromia, Amhara, SNNPR
and Addis Ababa are trained on ART readiness.

Major Challenges:

Limited establishment of chronic care clinics: Much of the training is Edivey
recent, implementation of the training is incomplete, and little or no supportive
supervison has occurred. Furthermore, the number of Ol-traned personne is
inadequate a many hedth centers and chronic care clinics ae not yet
edablished at all hedth centers Of those established, not dl Ol dlinics and
chronic care clinics provide STI diagnosis and trestment. Instead, peatients are
referred to STD clinics for diagnosis and treatment of ST symptoms.

Model for general palliative care is too medical: The number of persons
regigered and receiving chronic HIV follow-up care a hedth centers is
relatively few compared with the number of clients who have tesed HIV
postive. For example, Sdlem Hedth Center in Addis Ababa has only 11 chronic
care dients dthough it has been providing VCT for more than two years. The
magority of the chronic care dients are Stage 3 and 4, with only a few Stage 2
and no Stage 1 dients This Stuation reflects the prevaling medicad mode
focus on the sck for generd pdliaive care that only addresses diagnosis and
treatment, and in some cases prophylaxis, for mgor opportunistic infections.
Services for pain assessment and rdief, and genera mentd hedlth assessment
and care, as well as wider services such as family planning are not yet avalable.
Furthermore none of the hedth service daff interviewed understand the concept
of services for asymptomeatic or “well” postive people.
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Sockouts and shortages of Ol drugs: Opportunigtic infection drugs are oftenin
short supply or out of sock, including cotrimoxazole, STI and anti-fungd
medicines, and others. Patients are given prescriptions, but must then buy
medicines on the private maket if there is not a “specid phamacy” a the
hedlth center as there are stockouts of free medications at the hedth centers.
Many patients go without needed medications due to lack of funds. In some
clinics where medications ae avaladle, digble paients are unadble to get
poverty cetificates from their kebde and are therefore unable to access free
medication.

Intervention 4: Home- and Community-Based Carefor PLHA

FHI/IMPACT has trained home- and community-based nurse supervisors who, in turn,
have traned idir-managed volunteers in programs in 14 urban centers. FHI/IMPACT
trained HCBC volunteers in the areas of basc hygiene and home nursing, establishing a
upportive  environment  through  community education and mohbilization, nutrition
counseling and support, promotion of safe sexud prectices, referras to medica care
sarvices, linkages or provison of other support services (eg., counseling, prevention,
nutrition,  income-generating activities, etc.), psychologicd support for the issues
associated with termind illness.

Table4: Home- and Community-Based Care

FY 2004 FY 2005
Targets | Results | Target | Results
III"'and bedridden persons provided with 11,620 24075 10,000 22862
HCBC support
Individuals trained to provide HCBC support | 4,340 | 5790 ta?g ; 7,910

Targets are based on PEPFAR/Ethiopia COP for 2004 and 2005. Results are as reported by FHI/IMPACT.

FHI/IMPACT has surpassed its targets in both FY04 and FYO05 for the number of
bedridden persons provided with HCBC support, as wel as the number of individuals
trained to provide such support. In both years the project supported more than double
the number of bedridden individuds origindly targeted. This achievement is
tremendous given the resource-congrained environment in which FHI/IMPACT and its
patner NGOs operate, and is a testament to their impressve mohbilization of
communities.

HCBC sarvices are ddivered by volunteers and nurse supervisors in a compassionate,
humane manner to bendficiaies and families who often live in extreme poverty
andsocid isolation. The volunteers are an enthusadtic cohort, willing to dedicate a
large amount of time and often their persond resources to provide HCBC.
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It is gpparent from home vigts that the beneficiaries are grateful for the services and the
manner in which they are provided. As attested by one beneficiary:

“ My mother or father may abandon me. But when the volunteers washed
me and treated me as a human that empowered me to improve. Before
the volunteers came, only my children cared for me. But from the first
day, the volunteers said that | would have some life, and that | would see
the fate of my children.”

34-year-old Jmma woman who has received HCBC for more than one
year and been on ART for 11 months

FHI/IMPACT has created a standard training manua to instruct nurse supervisors to
tran HCBC volunteers. FHI/IMPACT developed the manua to facilitate a TOT
process whereby the nurse facilitators learned how to teach HCBC volunteers over a
10-day classoom and 60-day fidd period. The training is dructured in specific
modules addressing service aress that are based on didactic and interactive sessons,
problembased learning with case dudies, and other adult learning methods.
FHI/IMPACT daso provided the nurse supervisors and HCBC volunteers with a
handbook containing relevant information on care and support, which forms the bass
of HCBC volunteer training. Additiondly, the HCBC volunteers use the handbook in
the community as areference.

Major Achievements:

Nurse supervisors trained: FHI/IMPACT has trained nurse supervisors in the
care and treatment of HIV/AIDS. The training manud includes an introduction
to the immunology, naturd hisory, and epidemiology of HIV; diagnosng and
managing HIV-rdated conditions with information on trestment and follow-up;
gengd information on HIV pogtive women and children; ARV adherence and
monitoring  activities and providing supportive care, including end-of-life
pdliative care. The traning manud both underpins the training and provides a
generd guide for HCBC in resource-poor settings. The training is in two pats
five days are devoted to clinica management and three daysto ARV therapy.

HCBC volunteers trained: HCBC volunteers provide home care vidts to four or
five beneficiaies on a regular bass with nurse supervison and oversght as
needed for basic nursang and sociad support. Volunteers and supervisors meet to
review client care. The volunteers each have a home care kit that supports the
provison of basc hygiene and nursng activities The content of HCBC kits is
standardized and agpproved by the MOH (see Annex 8. HCBC Kit Contents).
Furthermore, volunteers tran family members in PLHA care. Additiond
supplies are available to the nurse supervisors to address acute and chronic
medica problems, including access to additiona analgesics and antibiotics.

15



Srong partnership with idirs: The partner NGOs al worked with idirs as the
implementing CBO. Idirs were chosen as implementing partners because these
drong, indigenous community and socid organizations are present in Al
communities and have the traditiond function of providing burid and
bereavement support.  Idir members go house-to-house identifying chronicaly
bedridden persons, and idir leaders organize and manage HCBC volunteers.
FHI/IMPACT's engagement of idirs has prompted a shift in thinking and action
among idir members. Members have decided to help and provide support to
people when they are dive and in need, rather than only after death

Idir community members are beginning to assume ownership of the program,
providing and managing a high number of volunteers, and some collecting an
additiond 0.25 to 1.00 birr monthly dues per member specificdly for funding
HCBC activities. Others have accepted HCBC clients who are not members of
the idir and who are not dl able to pay membership dues. With FHI/IMPACT's
technica assgtance, the idirs have implemented excellent sdection criteria for
volunteers, resulting in very low turnover and high continuity of care.

Reduction of stigma: Sdf-digma and fear of discrimination creste sgnificant
bariers for individuds and families in accessng andlor usng HIV cae
savices, incuding HCBC. FHI/IMPACT's HCBC training includes methods
for rasng community awareness and mobilizing beneficiaries neghbors
through coffee ceremonies. The HCBC volunteers attest that coffee ceremonies
ae an dffective drategy for reducing stigma and discrimingion. Further, the
gppearance of HCBC programs in communities makes evident the benefits of
usng HIV care sarvices (and, thus, the benefits of knowing one's HIV datus)
through the improved hedth conditions of beneficiaries This outcome may
foster an increased awareness of and demand for VCT.

Increased availability of Ol drugs and better access to servicess HCBC
programs are providing cotrimoxazole prophylaxis to their beneficiaries. Some
volunteers aso purchase other drugs prescribed by the hedth center or hospita
that the beneficiaries cannot afford, if the HCBC center is unable to provide
them. Some HCBC nurse supervisors have formed an associaion to which they
contribute regular membership dues. These dues are dso used for purchasing
drugs and other care that HCBC beneficiaries need and cannot afford.

Petients receiving HCBC generdly receive in a timdy manner treatment for Ols
and other conditions that arise while they are on ART. Volunteers accompany
HCBC beneficiaries to VCT and ART savices if there is no avalable family
member to do so. Nurses refer HCBC beneficiaries with notes or in person to
chronic care dinics a hedth centers or hospitds, these referrds dlow patients
to recave sarvices without waiting and streamline the regidration and payment
process.
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Major Challenges:

Insufficient training in some areas. Training and skill development (as reflected
in the TOT manua) for HCBC volunteers do not cover the assessment and
management of common HIV-related symptoms experienced by clients with
advanced HIV disease. For example, the control of neuropathic and other
sources of pan, severe nausea and vomiting, unremitting diarhea and
unintentiona  weight loss, advanced dermatologica conditions, and persstent
febrile illness are not covered. To the extent that these conditions are assessed
and managed in the home, the nurse supervisor assumes responshility to a
degree, dthough how this is done is not clear from the nurse training manud.
Nurse supervisors interviewed said that they make referras to hedth centers or
hospitds to fully assess and manage these conditions. In some HCBC programs,
idirs request that their HCBC volunteers receive more training on assessng and
managing more complex medica and psychologica conditions.

Nurse training not always suitable for home environment: Training and skill
development for nurse supervisors includes important informaion on dinicd
diagnoss and therapeutic remedies as well as the management of common HIV-
related symptoms for persons with advanced dissase and requiring end-of-life
cae. However, the traning manua provides limited information on Specific
assessment and management Srategies gppropriate for the home and how they
can be initiated and managed by the HCBC volunteers under the supervison of
the nurse. No information is provided regarding protocols for determining
conditions or dtudions tha require further consultation and/or referrd from
HCBC to a hedth facility. Findly, the manud often refers to diagnogtic services
often only avalddle in hospitd faclities (eg, FBC, X-ray, and others).
Ovedl, the nurse training manua does not appear to be well-talored for use in
HCBC programs or to the conditions of the Ethiopian hedth care system.

Sustainability: PEPFAR/Ethiopia, via the FHI/IMPACT project, gives sub-
contracts to partner NGOs to run HCBC programs. The NGOs appreciate their
collaborative relationships with FHI/IMPACT and voice the need for the
continugtion of these rdationships. It is doubtful whether the partner NGOs
could continue their activities without outsde donor assistance as there is no
clear mechaniam for long-term financid sugtainability.

It is interesting to note that in Wdliso, Oromia Region, a non
PEPFAR/Ethiopia-supported HCBC program is being planned by the Ethiopian
Red Cross, South West Shoa Branch. This HCBC program will sudtain itself
finenddly via rentd income from a commercid building owned by the Red
Crossin the center of Wedlliso, off-setting the need for continual donor support.

Demand for services greatly outstrips supply: HCBC programs are not available
to bedridden persons outsde of the program's 14 urban centers. Within these
urban centers, the capacity to provide services has generaly been reached and
idirs are no longer ale to take on new patients. The vast mgority of HIV
positive personsin Ethiopia are receiving no form of HCBC services.
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Focus on end-of-life rather than comprehensive palliative care: The HCBC
prograns implemented by FHI/IMPACT ae limited by entry criteria to
criticaly-ill clients that have been bedridden for longer than one month. Based
on such criteria, HCBC programs are providing services to persons at end-stage
disesese. Thus, the program has limited opportunities to affect disease
progresson or prevent the onst of AIDS-defining conditions (eg.,
pneumocystis carinii pneumonia, tuberculoss and toxoplasmoss) for persons in
ealy or moderate stages of immunosuppresson. By redricting digibility for
HCBC program/sarvices to criticdly-ill dients a rdativdy smdl number of
clients are recaving intense savices, making high demands on a limited
number of HCBC workers, and incurring high per-client program expenditures.
Consequently, the high demand for codtly services among a limited number of
dients has crested an inefficient and unsustainable agpproach to ddivering
HCBC services.

The requirement for and limited avalability of externd financing condrains the
ability of HCBC programs to expand ether their scope or the geographic
digribution of ther services Furthermore, the use of an end-of-life modd to
identify persons in need of ART and treatment for Ols is a very inefficient entry
point to ART and prevention treatment. Many persons will die before becoming
digble for HCBC and thus will not access ART or other prevention and
treetment services. Those who do access ART have dready expended their
famly resources on care and treatment prior to HCBC, and many have aready
logt their jobs or other means of liveihood and are thus unable to provide for
their families when their physica hedth recovers on ART.

Financial burden for idirs. The involvement of idirs to manage and organize
volunteer activities has resulted in a dgnificant financia burden to these
organizations. Idirs provide services to bedridden HCBC beneficiaries without
any prior membership payments a a time when the recipients are often unable
to contribute even nomina dues This additiond financid burden has resulted in
bankrupting at least one idir, and may be serioudy depleting the mutua funds of
others.

Financial and other burdens for volunteers: Volunteers devote substartid time
to ther HCBC activities and provide a tremendous service Most beneficiaries
are low-income women with dready-heavy family and other responghilities.
The 50 birr stipend that most programs provide does not even cover their basic
expenses, such as trangport to and from beneficiaries homes, to and from
traning meetings, and to and from hospitals and hedth centers Volunteers in
the Awassa HCBC program noted that they routinely subsidize the expenses of
their beneficiaries, such as meds for the patient while waiting al day a the
hospita, from their own budgets.
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Limited pain management and psychosocial support: GOE policies related to
the access and prescription of a wide range of anagesics, particularly leve I
and Il andgedcs, outsde the hospitd seting are creating barriers to
gppropriate management of pain in HCBC settings.  In addition, procedures and
protocols for assessng and managing pain with avalable medicaions in the
HCBC «dting are ether not edtablished or implemented. This dtuation is
demonstrated by the limited and redrictive use of paracetamol by HCBC
volunteers and/or nurses in the home.

Although the program provides sarvices in basic nursng and other support
savice aress, there is limited or no avalability of other types of services
necessary to address pain and suffering on a psychologicd or spiritud level.
The HCBC team is limited to the volunteer and clinicd nurse and does not
appear to include or collaborate with other types of caregivers such as socid
workers, religious/'spiritual leaders, or mental hedth counsdors within the locd
community. Based on training manuds, nurses are not trained in areass of HIV-
specific menta hedth assessment and counsdling or spiritua support.

HCBC services for children lacking: HCBC services for children affected by
AIDS and for HIV podtive infants and children are unavalable in HCBC
programs. There is no goparent assessment of the vulnerability of children in
HCBC bendficiaries households. HCBC volunteers ae not trained in
asessment of basc hedth care issues for HIV pogtive infants and children.
Although nurse supervisors are exposed to HIV pediaric care in training, the
level of knowledge and ill is insufficient to assess and manage many of the
HIV-rdated symptoms and conditions of children in beneficiary households.
Referrds to pediaric providers and facilities are reportedly limited due to lack
of provider capacity.

Mogt importantly, HCBC programs do not gppear to link or collaborate with
MTCT programs for purposes of referrd or entry. HCBC providers, both
volunteers and nurses, are often unaware of the existence of MTCT programs.
HCBC programs need to forge stronger links with OVC programs such as the
PC3 project and assure that vulnerable children are gaining access to services.

Linkages to other community-based services weak (nutrition, housing, income-
generating activities): Within communities, the HCBC sarvices are limited to
generd care with home nursing, limited nutritional support, and ad hoc financid
support often from the volunteer’s or the HCBC nurse supervisor's own pocket.
Pogtive living advice and referrd of dients family members for VCT and
tuberculoss care are said to be in place. No spiritua, lega, psychosocid or
menta hedlth careis evident.
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Many HCBC bendficiaries and ther volunteers argue for the changing needs of
HCBC bendficiaies on ART. With improvement in ther physcd hedth,
beneficiaries need nutritiond and livelihoods support to “stop the culture of
dependency”. HCBC beneficiaries have often lost their jobs and depleted ther
family resources during the period of chronic ill hedth before they became
digible for HCBC. Clients on ART may dramdicdly recover physcdly but
then have limited opportunities for suganing thar liveihoods and reman
dependent on the HCBC support. As a result, the partner NGOs cannot absorb
new clients while continuing to support ther exiding dients on ART. Linkages
to other community HIV services are often missing.

Nutritional  support, housng, and income-generating activities are  often
mentioned as the highest priority among dlients, however, a limited number of
programs and direct services are avalable to address these needs. Most
bedridden patients are living in extremey substandard housing and even ill are
unable to pay their rent. Although most kebeles are refraining from collecting
rent from bedridden patients, the patients are insecure regarding their shelter
gnce rent wavers ae not formdized. Private landiords may not be o
sympathetic to HCBC dients. Beneficiaries dso note that londiness is 4ill a
chalenge for bedridden patients, especidly for those with broken family ties.

Limited involvement of PLHA: Although FHI/IMPACT has trained HCBC
volunteers in methods for reducing community gigma and  discrimingtion,
limited effort is directed & mobilizing PLHA groups or individuds to work
collaboratively with the HCBC providers in areas of direct service ddivery,
community education or advocacy. The locd Bahir Dar branch of Mekdim, a
national PLHA association, collaborates with the OSSA HCBC program,
however ther involvement is limited by lack of funds. Other affected people,
specificaly women's associations and youth clubs, are not engaged or working
collaboratively with the HCBC programs.

Untapped potential of volunteer “graduates’: The HCBC programs visted
“graduate’ ther HCBC volunteers after 18 months of sarvice After a
trangtiona period, the volunteers hand over their case loads to new HCBC
volunteers and their participation in the program ceases. One ex-volunteer who
was met in the Addis Ababa HAPCSO progran has become a paid socid
worker for the HCBC program. However, there appears to be no plan to further
tran volunteers to ddiver a higher level of dlinicad care and support within
HCBC programs, either as a compensated saff member or volunteer. The
potentid exigts to build upon the basic knowledge and skills gained during their
initid volunteer period and fill gaps in medting the demand for HCBC services
and for graduated HCBC volunteers to be trained as lay counsdors in VCT
dinics
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Intervention 5. Referral Networks and Linkages for Persons Living with
HIV/AIDS

PEPFAR/Ethiopia targets:

Links between hedth facility services and home- and community-based care;

Pogtive living support for HIV podtive symptomatic and asymptomatic persons
through support groups at the community level;

Referrd sysems and care networks a the community leve, between community
and hedlth center, between sarvices within the hedlth center, and between the
hedlth center and hospitd.

FHI/IMPACT results

Referrd sysems are in place between services within the hedth center, and
between the hedlth center and hospital.

Referrd sysems and care networks for bedridden or previously bedridden
persons exig a the community level, and between the community and hedth
center in areas where HCBC programs are active.

Major Achievements:

Major

Internal referral systems introduced at health centers: All hedth centers visted
had flow diagrams on the walls that indicated, inter alia, internd referrd from
and to VCT, to ether Ol or chronic care services, and from TB care to VCT,
and extend refera from the hedth center to the refera hospitd for ART
savices. In many hedth centers, the FHI/IMPACT-designed referra  system
includes referral dips that are completed by the referring heath worker. When
the referred patient has been seen, the bottom of the referral dip is completed
and returned to the referring health worker.

Health center referrals to hospitals for ART: Of the externd referrd linkages,
the referral processes to hospitals for ART and/or CD4 count are the strongest.

HCBC referrals to health system: HCBC programs, where they exist, are
referring patients to health centers and hospitals for VCT, TB care, ART and Ol
treetment. Patients coming from HCBC programs may be treated earlier for
infections and other conditions that arise after they have commenced ART as
compared to others on ART due to incressed care-seeking behavior and
advocacy by HCBC providers.

Challenges:

Internal referral system weak at many health centers: Although referrd
procedures are in place, there is little evidence that they are being fully used in
most hedth centers visted. Referrds are most commonly seen in the records of
the VCT counsdor and TB focd person, with dips returned from VCT to TB
indicating HIV infection saius The internd hedth center linkage most often
judged to be weak is the Ol to TB referral.
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Limited referral of HIV positive patients from health center to HCBC providers:
Hedth centers are referring the most dedtitute clients to kebees for poverty
certificates, and in some aress to faith and other organizations that provide for
the poor. However, due to lack of services avalable and/or little understanding
of the needs of HIV postive asymptomatic persons, the vast mgority of patients
are not being linked to adequate community-based palliative services.

Absence d feedback from hospitals to health centers and/or HCBC services:
There are no referral mechanisms back to the hedlth center or HCBC program,
nor are records for follow-up care provided for patients that are released from
the hospitd. Also, for patients referred to the hospitd, there is no tracking
system to determine if they actudly receive hospita services.

Steff a hedth centers that are more than 100 kilometers from an ART hospita
date frankly that their patients do not atend for ART services when referred.
Saff a hedth centers that are geographicaly cdoser to ART hospitds in
different regions than ther own zond ART hospita ague for changes in the
referral system to permit referrds to the nearest ART hospitdl.

Health center to hospital referral gaps: TB patients are not generdly referred
from the hedth center to the hospitd for possble ART. Patients identified as
HIV pogtive via hedth center tests are not officidly referred to hospitds, in
many instances VCT is being repeeated at the hospitd.

Patient default and limited tracking: Follow-up of dient referrds is wesk.
People default between VCT and chronic care, between TB and VCT, and
between hedth center and ART a hospitds. There is little to no tracking of
dients chronic care trestments.

Weak networks of HCBC providers. HCBC provider networks are weak or non
exigent, cregting the posshility for duplication of efforts and difficulties for
patients seeking additional benefits from other organizations that are not
covered by ther “primary organization”. Few if any referrds exit between
HCBC programs and other services in the community, including associations of
PLHA. Furthermore, HCBC programs ae rarely referring children or family
members of beneficiaries for VCT, even when they have symptoms of illness.

Weak linkages in rural areas: In rurd aress, hedth centers have poor links with
hedth extensgon programs for VCT uptake. There are dso limited linkages with
communities for care and support, primarily due to the lack of adequate
programsin rurd aress.
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Cross-cutting issuesfor the follow on activity

Shortages of test kits, reagents, test tubes, and drugs for prophylaxis and treatment of
Ols are creating avoidable barriers to accessng HIV care and treatment through the
public hedth sysem. The evduaion team learned that HAPCO, with its Globa Fund
grant, is to address the strengthening of procurement and logigtics a the nationd leve.

There is additiondly need for drengthening logidics and supply chan management a
the regional and woreda levels.

HCBC volunteer “graduates’ are an untapped resource in their communities. Staff
shortages and attrition of nurses traned as counsdors are limiting both current VCT
provison and further expanson of VCT savices. Providing graduaed HCBC
volunteers with further training and engaging them as lay counsdors would be an
effective drategy for expanding VCT sarvices and providing the additiond podt-test
counsdling in PICT asthe lay counsdors are lesslikely to move dsewhere.

Branding of the FHI/IMPACT program has resulted in many people believing that FHI
IS a donor organizetion. Even senior staff @ RHBs do not redlize that FHI/IMPACT is a
PEPFAR/Ethiopia HIV/AIDS project. This confuson has created a climate of anxiety
in the regions where personnd believe that they will not function adequatdly without
FHI/IMPACT support, not redizing that there will be a follon-on PEPFAR/Ethiopia
activity.
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V. FUTURE DIRECTIONS FOR CARE AND SUPPORT OF PLHA

The following recommendations are focused on providing guidance for the implementation
of the follow-on activity for care and support of people living with HIV/AIDS. They build on
the achievements of FHI/IMPACT and the lessons learned from the eva uation.

Expandgon and | mprovement of VCT programs

Promotion of VCT to High-Risk Populations:

Increesing upteke of services a the current stage of the epidemic in Ethiopia requires that
VCT be promoted for both the wider communities and for persons at high-risk. Some hedth
facilities have been trying innovative VCT promotion approaches with promising results.

In generd, promote VCT through the active participaion and involvement of
community outreech workers and community hedth promoters to integrate VCT
promotion in other hedth campagns such as immunizations, promotion of
breestfeading, and hygiene and sanitation. Include VCT promotion in community
conversations and other community mohilization activities conducted by community
outreach workers and woredalkebele hedlth offices.

Emphasize the benefits of testing with a god of getting people to come for testing
before they are sck, when they can most benefit from the preventive care package.

Incorporate mechanisms to extend the hours of VCT sarvices to evenings and
weekends to improve access for working clients.

Provide VCT outreach where at-risk youth congregate, or where other mogt at-risk
persons live or work, to increase uptake by those most in need of care, support and
prevention interventions; youth services have to be gppeding and “youth friendly”.

Feclitate the formation of PLHA asociaions that provide examples of living
postivdy to comba digma and address discrimination  in the  community.
Community outreach workers might do this with additiond training and supervison.

Build on the capacity of MOH and HAPCO to improve health systems and service
management at the federal, regional and local levels to ensure sustainability of
improved health services:

Provide logisics and supply chan management training for RHBs tha  will
complement the HAPCO/GFATM activities to drengthen logistics and supply chan
management a the nationd leve.

Provide training and supportive supervison for the implementation of new testing

agorithms that are developed as the MOH approves a new range of HIV rapid test
kits.

Tran VCT dtes and woreda and zond offices on improved data management,
collection and andlyss so that localy-collected data are used by loca hedth managers
and providers to improve services. Such locd use of data for decison-meking is
known to incresse the qudity of data collection as wel as improve the services
provided, and can identify the referrd linkages and/or service points from where
PLHA are frequently logt to follow-up.
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Support provider-initiated, diagnostic HIV testing and counsdling:

Emphasize provison of abbreviated diagnogtic testing and counsding to TB patients and
outpatients & hedth centers who present with sgns of opportunigtic infections. Utilize lay
counsgors to provide additional counsding for those who test postive and are in need of
additiona support.

Improve VCT linkages and referrals:

Asss MOH, HAPCOs (from federd to locd levels), RHBs, and zona and woreda hedth
offices to develop mechanisms for clear linkages and referrals between VCT dtes, between
community services and ART hospitds, and between care and support services. Provide
technicad assstance to develop a referrd tracking system to follow PLHA and ensure they
receive the package of services they need. The introduction of care coordinators should
greatly enhance referrd tracking. Condder introducing preprinted VCT regidration forms
gmilar to those provided for chronic care patients. Standard forms would ensure that al Stes
collect the same data. Asss MOH and RHBs to improve data collection and analyss a al
levels and use data to inform service decisons.

Lay Counsdlors:

Provide technica assgance for the implementation of the forthcoming MOH policy that will
dlow hedth centers to tran and employ lay counsdors for VCT to expand VCT provison,
enhance PICT pogt-test counseling, and provide some dahility in the cadres of counsdors to
counter the attrition of nurse counsdors. Provide technicd assgtance to the training,
deployment and supervison of lay counsdors by senior counsdors, as this will free up nurses
for clinical care. Lay counsdors from hedth centers could aso provide VCT outreach at
kebele hedth posts, bringing VCT closer to peopl€’ s homes.

Follow-on training:

Provide assstance to a regular schedule of MOH/RHB training for VCT counsdors and lab
technicians to sugstain provison of service in the face of high saff turnover/attrition. Support
RHB d&aff to undertake regular supportive supervisory vidts to VCT dites and on-Ste qudity
assurance supervison to enhance service qudity.

Condder providing support for whole-dte traning programs that address skill development
by and sharing between dl hedth workers. This gpproach should incude srengthening
referrad mechanisms between the different hedth care sarvices within the hedth center, and
drengthening hedth center management in areas such as daff deployment and space usage.
This gpproach will dso dlow for loca needs assessment and problem-solving, as wel as the
development of solutions specific to each hedth center, rather than a cookie-cutter approach
to staff deployment and space utilization.

I ncrease condom availability at VCT Sites:
Promote the best practice of making condoms available in al VCT rooms for easy access.
All a-risk and HIV positive dients should be offered condoms.

Signage:
Address such issues as clear Sgnage marking VCT dtes. Promote adoption of a standard logo
that indicates availability of quality, certified VCT services.

Policy knowledgein thefield:

Ensure that hedth center staff and VCT counsdors are aware of changes in MOH policy
regarding age of consent for VCT. Many daff members are unaware of changes making it
legd to test young people aged 15-18 years who can give their own consent.
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Training materials.

Ensure appropricte traning materids ae avalable and tha the length of traning is
gppropriate for VCT counsdors, senior VCT counsdors, and lay VCT counsdors. The
natiord MOH VCT traning curriculum was adepted from USG HHSCDC materids.
However, now tha ART is avalable, HHSCDC has updated the counseling materids and
put more emphass on discussng cae and treatment for HIV podtive dients, making
referrds for al dients, and making partner referrds for dl dients. The updated meaterids
dreamline the counsdling protocol so that pre-test counsding is much shorter and based on
informed consent, while risk reduction counsding tekes place pod-test based on the
individud dient’ sHIV test result.

General Palliative HIV Care at the Health Center

Support enhanced ddivery of HIV services at the health center for better quality of care
for PLHA from initial diagnoss through end-of-life care, as well as bereavement
support for family members.

For sustainability after USG support ceases, expand training of trainers for RHB and
HAPCO d4aff, and assis them to provide a regular program of training in generd pdliative
cae for HIV podtive persons and their families from diagnods through to death and
bereavement, with continued traning in TB-HIV and Ol care within the framework of
generd pdliaive care. This gpproach will ensure the needed transformation of hedth
services for PLHA from the end-of-life modd to wider HIV paliative care. Specificdly:

broaden hedth workers understanding of PLHA needs for care and support in areas
wider than the current, more limited, modd of diagnosing and treating symptoms by
introducing the WHO/OGAC concept of pdliative care into the primary training and
in-service training for health workers;

provide technica assgance including training, sysem andyds, and egtablishment of
procedures and processes for RHBs to drengthen logistics and supply chan
management, and secure the supply of test kits, reagents, materids and essentia drugs
for prophylaxis and treatment a dl hedth centers. This capacity-building should
complement the HAPCO/GFATM effort to srengthen supply chain management at
the naiond leve and is needed to ensure avalability of HIV services a the hedth
center;

increase the delivery of quaity HIV services a the hedth center by strengthening the
integrated chronic care approach such that al clinicd services required by PLHA ae
avalable on the same day in one dinic. Such an approach will decrease the
likelihood that HIV postive persons will default from atending and thus receiving the
savices needed to maximize ther qudity of life and endble them to reman
productive members of their families and communities,

continue to drengthen linkages and referrds within the hedth center, particularly
between VCT and TB-HIV/OI sarvices. Promote PICT in the TB clinic and generd
Outpatient Department and emphasize the need for dl HIV pogtive TB patients to be
referred for ART to ensure those who need TB and HIV care receive it promptly, thus
reducing the forward transmisson of TB and HIV infection. The linkages and
provisons of service for persons known to be HIV postive are best met by
establishing chronic HIV care clinics that provide integrated care and treatment across
the continuum of generd pdliative care
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to address the woefully inadequate provisions for HIV infected and affected children,
build linkages between PMTCT and generd pdliative HIV care in the hedth center
and the community to ensure HIV postive mothers and HIV exposed infants are not
log to follon-up, and that they receve approprigie pdliative care, including
cotrimoxazole prophylaxis for the infant, in the community. The HCBC volunteer
then has the criticd role of referring the mother and the infant, if needed, for generd
pdligtive care a the hedth center and ART sarvices a the hospita. Another
important function of paliative care for the mother and infat should be support for
disclosure to the mother’s sexua partner so that he, too, is able to access generd
paliative care and ART when needed,

establidvenhance the functioning of hedth center HIV/AIDS chronic care committees
that currently exist a ally a minority of hedth centers. Forge links between the hedlth
center committee and community HCBC providers to provide a lower cost, and thus
sudainable, mechaniam for support and supervison of HCBC volunteers. Fecilitate
hedth center HIV/AIDS chronic care committees to: (i) regularly review and share
with al daff new policy and other guidance received, (ii) review the traning and
supervison needs of dl saff, (iii) address continued service provison when gdaff are
deployed to outreach campaigns, on leave, or resgn from sarvice, (iv) review the
functioning of referd procedures and the tracking of PLHA through the hedth
system to ensure they recelve the package of services that meet their changing needs,
and (v) provide guidance and support to HCBC volunteers caring for PLHA in ther
homes;

edablish community outreech workers to mobilize communities for prevention,
diagnosis, and generd pdlidive HIV care a the hedth center and in the community
to both increase demand for VCT, and provide a lower cost and thus sustainable
mechanism for support to HCBC than the current high-cost, inefficient modd;

devdop the s<kills of community outreech workers in: (i) mapping community
resources and community-based organizations providing services that could benefit
PLHA and ther families and (ii) building linkages with and meking referrds of
PLHA to avalable community resources and services, and to hedth centers and ART
savices, to enhance the qudity of HCBC provisons across the full continuum of
generd pdliative care for PLHA; and

promote the introduction of the treatment helper gpproach, often caled a “buddy”
system in the literature and conddered a best practice in care for PLHA. Through this
approach, PLHA ae encouraged to disclose their status to a confidante of their own
choice -perhaps a rdative or close friend- who agrees to provide persona assistance
and support, including accompanying the PLHA to the hedth center for generd
pdligive HIV cae and to ART sarvices, encouraging the PLHA to adhere to
treatment, and negotiating access to HCBC services as required. Treatment helpers
have been introduced with good results in other PEPFAR country programs.
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Enhance the effectiveness of health worker in-service training in general HIV palliative
care, including TB-HIV and Ol services, to reinforce the concept of integrated general
palliative care services for PLHA, as well as improve the quality of care provided by
health centersfor PLHA, by:

usng ondte and whole-dte training at hedth centers to ensure dl hedth workers
receive pdliative care training and understand the expanded concept of paliative care
and the roles of different cadres in providing such care. Problem solving on issues
rdated to human and other resource menagement, as well as patient flows and
referrds, should be part of the training;

cregting mechaniams for sharing skills and knowledge across daff a each hedth
center such tha daff who receive training from other organizations are able to
transfer their new knowledge and sKkills to their colleegues to maximize effectiveness
of traning, and ensure continuation of services when daff are on leave or deployed
esewhere;

supporting RHBs to provide regular podt-training coaching and supervison to
increese effectiveness of training and enhance qudity of service provison a the
hedth center. Consderation should be given to providing incentives such as awards
and public recognition for innovation and good services in the provison of care and
trestment for PLHA to raise staff morale and reduce attrition;

introducing the use of job ads such as diagnosis, care and treatment agorithms and
checkligts that facilitate the provison of the full packege of services needed by 4l
PLHA a each hedth center vigt to enhance the qudity of generd pdliative care
servicesfor PLHA; and

providing refresher training to improve application of new knowledge and skills and
rase daff mord by providing a venue for daff to present and solve problems and
issues they face providing generd pdliative care and other HIV sarvices a the hedth
center. This will enhance the qudity of generd pdliaive care sarvices for PLHA at
the hedlth center and address the problem of staff attrition.
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General Palliative HIV Carein the Community

Pdliative care in the community should encompass a more comprehensive, holistic approach to
delivering a continuum of services to dients, which initiates care & the time of diagnoss and
edtablishes a network of providers, including home-based and facility-based care, in the ddivery
of a full range of services An important focus of pdlidive care is the assessment and
management of symptoms, including pain, within the home setting. An effort is now needed
to address assessment and management of symptoms in the home in Ethiopia training,
sarvice dandards and HCBC kits, as established by USG and GOE/MOH policy, should
reflect this need. For example, volunteer community hedth workers and nurse supervisors
should be trained in assessng and monitoring pain and common HIV-related symptoms, and
have access to a range of anadgesics and medications to relieve HIV-reated conditions (eg.,
foot pan, nausea and vomiting, diarhea, dermatologica conditions) as well as prevent the
onset of clinicd conditions such as pneumocydis carinii, toxoplasmoss, and tuberculoss.
Within HCBC kits, medications should be available for use in the home, based on accepted
protocols and procedures. Pan and symptom assessment and management must not be
available only through hedth facility services or providers, and current policies should not
intentiondly or unintentionaly creste this  Stuation. Discusson  with  the Drug
Adminigration and Control Authority may be necessary to determine the extent to which
Levd Il and Il andgedcs ae avalable in community- based programs, including hedth
centers, and modification of exising policies to assure clients have in-home access to these
drugs should be made if necessary. Findly, it is critical to engage the affected community,
PLHA, women and others in the ddivery of services thereby increesng community
awareness and providing necessary advocacy to change community and government policies.

Based on these and other gods, the following ae recommendations to support the
devdopment of a more comprehensve, community-based pdliative care program in
Ethiopia

Adopt a broader definition of palliative care;

PEPFAR/Ethiopia dtaff and its implementing partners should adopt a broader definition of
paliative care as defined by WHO and reflected in the OGAC guidance (see Annex 6. Fied
Vidt Recommenddaions). The definition should incdude (i) a more comprenendve, holistic
goproach to delivering a continuum of services to dients (i) initiating care a the time of
diagnosis, and (iii) establishing a network of providers that includes community-based care,
hedth centers and hospitds in the ddivery of a full range of services In doing 0, it may be
important to establish consensus with the GOE and exiding implementing partners regarding
the generd definition of HIV/pdliaive care as described in USG policy guidance, and
designate a basic set of services (physica, psychologica, socid and spiritud) to be provided
a the community and fadlity levels. Exising materids edablished by normative or expert
organizations, such asthe WHO IMAI modules, may be useful in this effort.

Updatetraining to address the complete continuum of care:

All' community-based providers should be trained in areas of pdliative care based on existing
training manuals, such as those developed by the federd MOH, as wel as WHO IMAI
modules adopted for Ethiopia, or other manuas produced by other Sub-Saharan African
countries. Materiads should cover the full scope of delivering essentid pdliative care services
— paticulaly pan and symptom management — that begins a the time of diagnoss and
covers dl four dimendons of pdliagive care dinicd, psychologicd, socid and spiritud.
Materids should demonstrate a continual process of assessment and management of the client
that begins in the home by a traned family member, volunteer community-based provider
and/or nurse, and is coordinated with service providers at the facility level.
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Service ddlivery by multi-disciplinary teams:

A multi-disciplinary team that includes a physician/hedth officer, nurse, community volunteer,
caregiver, religious leader, socid worker, and counsdor as available and needed should deliver
palidive care services. Emphasis shoud be put on building up on exising community systems,
sarvice providers and organizations. Pdliative care training, as discussed above, should be
provided for the entire team in order to support the concept of “team management”. It is
recommended that training be done as a“whole-site” experience to support this concept.

Expand existing provider capacity:

It may be necessary to expand the existing provider cgpacity in order to deliver a higher level of
pdliative care in communities. Suggestions include: (i) retrain volunteer HCBC providers after
their 18 months of service within existing programs to provide a higher level of assessment and
management in the home and/or community, (i) train community outreach workers and other
related professionals located at hedth pogts to provide higher levels of counseling and support to
families, (iii) identify and fund existing local community providers (eg., OSSA and Red Cross)
that are traned in deivering home- and community-based paliative care, and (iv) continue to
tran nurses and hedth officers in providing higher leves of dinicdl and psychologica
asessment and trestment in the home and a hedth centers. Findly, the traning and
involvement of family members in the provison of care and treatmert in the home should be a
vitd component of community-based care initiatives.

Service ddivery through a network mode:

Pdliative care and support services should be delivered through a network mode that includes
formally-linked service dtes induding community-based care services, hedth centers (including
the chronic care dlinic, TB dlinic, and VCT sarvices), and hospital facilities. The network should
coordinate services through an established referrd process (eg., referrd dips, etc). Referrd
mechanisms should be srengthened to assure that patients can navigate the network and that
essentid  information is gppropriately shared between the dtes. This outcome could be
accomplished through the use of a “care coordinator” located at the hedth center leve. In
addition, links need to be established: (i) between hedth centers and community-based care
programs and bca PMTCT and OVC programs, and (ii) between hedth centers and hospitas
and community-based providers for the purpose of providing ARV and HIV specidty
sarvices. Hospitds should establish referrd and discharge procedures with community-based
programs with the referra process facilitated by the “ care coordinator”.

Engage and mobilize affected communities:

Engagement and mohilization of affected communities, such as PLHA and youth, is essentid
in reducing sigma and discrimination, and increasing the capacity to ddiver sarvices in the
community. Affected groups may be trained to provide community-based services, increase
awareness and reduce sigma and discriminaion, and provide advocacy activities. These
groups should work in collaboration with community-based programs and be included as part
of the pdlliative care “team”.
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I ntroduce pediatric palliative care services.

Services for HIV pogtive infants and children ae beginning to emerge in Ethiopia
However, these sarvices, to the extent they are avalable, are predominantly delivered within
secondary  fadllities with limited or no dlinical care follow-up avalable a the community
levd. In order to understand the opportunities and methods of developing pediatric
community-based care programs, the evauators recommend that a group of dlinicd and
programmatic experts convene to discuss this issue. Specificdly, it is recommended that the
USG convene a meeting of pediatricians caring for HIV podtive infants and children,
program dtaff of pediaric care facilities, organizations representing women as caregivers, and
other experts. They would be charged with developing and implementing pediatric programs
or care standards in order to develop a consensus document on scaing-up community-based
pediatric HIV care and support services for infected infants and children. The meeting should
incdude a discusson of: (i) minimum services to be provided in the home and the firg leve
fecility; (i) traning pediatric care providers (RNs, Hedth Officers) for home- and fadility-
based care (iii) identifying the unique clinica, psychologicd, socid and spiritua needs of
pediaric clients and trandating these into care and training drategies, and (iv) the support
and resources provided to mothers and other caregivers for the care and support of children in
the home and community.

Referral Networksand Linkagesfor PLHA

The follow~on activity for care and support for persons living with HIV/AIDS should provide
additiond assgance to drengthening the regiond, decentrdized, public hedth sysem for
enhanced efficency and effectiveness in providing the continuum of HIV prevention, care,
support and trestment services through the network modd. This approach will ensure
optimum quality of services and sustainability when USG support ceases.

Technical assistance to strengthen linkages:

Provide technica assstance to the MOH, HAPCOs RHBs, and zond and woreda hedth
offices to devdop mechaniams for further drengthening the linking of hedth centers and
hospitals to community-based programs and services. The introduction of case managers/care
coordinators will facilitate the establishment of the network modd and the efficient
movement of PLHA through the services that they need a the different stages in ther
disease.

To maximize numbers of PLHA accessing diagnoss, care and treatment services as well as to
increase secondary prevention of HIV infection, kebele hedth posts and community outreach
workers must be fully integrated into the enhanced public hedth sysem ddivery of the
continuum of HIV prevention, care, trestment and mitigation services in the community and
home.
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Train community outreach workers and community-based volunteers to expand the
provison of general palliative care in the community by drawing on community
resourcesrather than creating dependency on donor resour ces.

The exigsing and proposed new cadres of community outreach workers and community-based
HCBC volunteers need training to enable them to:

mobilize indigenous community mechanisms and resources that can organize to
provide care and support to PLHA and ther families in ther homes. Such “socid
cepitd” indudes post-test clubs, PLHA associations, women's associations, youth
clubs, reigious leaders willing to miniger to PLHA and ther families and address
spiritua needs, as wdl asidirs and other community service organizations,

fecilitate access to the preventive care package by persons who have been diagnosed
as HIV pogtive but who do not yet have symptoms that would make them seek
further medica care;

identify those in the community who need hedth center HIV sarvices, induding VCT
before they become serioudy ill, and promote the benefits of accessing the services,
such as having a better and longer life by taking prophylaxis agang infection and
commencing ART before AlIDS-defining conditions devel op;

link PLHA and their families with community services and resources such as loca
legd advice, support for making wills and laying out provisons for care of children,
and production of memory books or boxes, as wel as with hedth center and ART
services.

Strengthen efforts to address stigma and discrimination in the community through the
involvement and mohbilization of PLHA, in- and out-of-school youth, religious leaders and
others in the community who can educate and rase awareness, and provide examples of
“living pogtively with HIV,” as wdl as contribute to community-based services for PLHA
and their families.

Employment of PLHA as case managers/care coordinators would contribute to addressing
gigma by providing roles for PLHA that enhance the vighility of living postively, and of
PLHA as vauable members of society. The use of case managers will dso drengthen the
referral and linkage networks between hedth centers, ART hospitd services and community-
based programs, enabling PLHA and their families to gain better access to the full package of
services that will meet their changing needs from diagnosis to desth and bereavement.

Establish an enhanced tracking system: The follon-on activity should support the
establishiment of an enhanced tracking system to identity: (i) bottlenecks in service provison,
and (ii) places and/or referrd linkages where clients and beneficiaries are logt to follow-up.
The care coordinators will use the tracking system to review care plans and sarvice utilization
by PLHA, and to identify hose lost to follow-up to ensure their needs are being met and that
they are linked to services a the hedth center and in the community as their needs change
over time.
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Cross-Cutting | ssuesfor Care and Support for PLHA

The follow-on ectivity must be PEPFAR/Ethiopia-branded so that al hedth sector staff and
beneficiaries know that the assstance is provided by the American people.

The managers and implementers of the follow-on activity will need to build strong working
relations with the federd MOH, HAPCO and RHBs. This effort will inevitably take some
time to edablish and will likey set back atanment of PEPFAR/Ethiopia targets during the
follow-on mechanism’s firs year in operation. FYQ7 targets in the COP should reflect this
need for the new activity to edablish a foundation of strong working relationships during its
sart-up phase before becoming fully operationd with interventions in support of the Ethiopia
PEPFAR strategy, and FY 07 COP.

The approach to working with the MOH and RHBs should emphasize transparency,
collaboration, responsveness and mentoring in a manner Smilar to the approach employed
by FHI/IMPACT and preferred by MOH and RHB &aff. This gpproach will maximize the
effectiveness of the working rdaionship in enhancing MOH and RHB capacity and
performance as the agencies oversee the decentralized provison of HIV/AIDS services at the
hedth center and in the community. Such an gpproach will dso ensure the potentid for
supporting  region-pecific interventions rather than a set of sandard interventions that are
lesswell matched to local needs.

To avoid the deveopment of dependency, the follow-on mechanism mugst have a dearly-
aticulated exit drategy with locd ownership, and ensure inditutiondization of innovations
and sarvices for sugtainability.
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V. CONCLUSIONS

The evaduation findings indicate that FHI/IMPACT has achieved its overdl objectives of
contributing to decreesing HIV prevdence and improving the qudity of life of people living
with HIV and AIDS by drengthening the continuum of prevention, care, support and
treatment.

FHI/IMPACT has largely attained its targets for persons trained and persons receiving
sarvices, including achieving dramatic increases in the numbers of dtes providing VCT.
However, for reasons beyond FHI/IMPACT's control, much of the training in TB-HIV care
and Ol care was only recently undertaken and trained staff attrition is a widespread problem.
In the long-term, it will be far more efficient and effective, in the primary traning of hedth
workers to introduce concepts of “living postively with HIV” and generd pdliaive care for
PLHA through a continuum of services from diagnoss to end-of-life care and bereavement
support, rather than rely on in-sarvice traning in these essential aress. In-sarvice training and
folow-up supportive supervison can then focus on improving service qudity, enhancing
daff morae, and reducing attrition.

FHI/IMPACT has achieved excdlent working relations with the MOH and HAPCO at
nationd, regiond and loca levels. While these relations have enabled FHI/IMPACT to make
huge contributions to achieving PEPFAR/Ethiopia targets, they have dso fodtered, to a
degree, fedings of dependency by RHB and hedth center qaff. The follow-on activity must
address loca ownership from the onset and articulate a clear exit strategy in the design.

The current end-of-life modd for HCBC cregtes dependency, is an inefficient entry point to
ART services, and depletes PLHA and ther families resources and livelihoods. The focus of
the follon-on mechanism should be on promoting the benefits of ealy acces to the
preventative package of services to mantan good hedth.  Furthermore, the follow-on
activity should mobilize exising socid capitd for HCBC. The human capacity development
approach presented at a USAID—sponsored side event a the Barcelona International AIDS
Conference provides one proven approach to facilitating stronger community responses to
HIV, including both prevention and care and support responses for PLHA in the community.
There are Africa regiond resources for human capacity deveopment that the follow-on
activity might draw upon to build locd cepacity rather than create the dependency that the
current model for HCBC cresates.

Further, dl PEPFAR-funded projects should seek to build the capacity of the MOH to
provide pdliative care within hedth centers and the community, and not bypass the MOH
entirdy with an NGO implemented model for HCBC that is quite separae from the public
hedlth services as the GOE has overal and accountable respongbility for heglth in Ethiopia

Savices for diagnoss, care and trestment of PLHA in Ethiopia need further technical
assgtance to integrate provison of service in the community, a health enters and at referra
hospitdls.  This optimum service can best be achieved through implementation of the network
model proposed in The PEPFAR U.S Five-Year Global HIV/AIDS Srategy. The follow-on
activity should asss the GOE and MOH/HAPCO to build capacity in the community, &
hedlth centers, and a the regiond levd to fully implement the network model.
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The follow-on activity should track beneficiaries to coordinate care and trestment from the
household, community and hedth facilities and to identify and rectify bottlenecks and gaps in
sarvice provison and/or referrd linkages where patients are lost to follow-up. One objective
of the follow-on activity should be to reduce congestion at referra hospitals by appropriately
moving provison of sarvices to hedth centers, the community and home. To the end, the
future project should condder introducing care coordinators a hedth centers to facilitate
referrals and linkages and expand training of volunteer outreach workers to provide services
in the community, thereby ensuring a continuum of pdliaive care a al levels of hedth care
and a the different stages of illness.

The FHI/IMPACT project has had substantial success in rapidly enhancing the response to
HIV/AIDS in Ethiopia FHI/IMPACT's activities provide a solid base in terms of human
resources and infrastructure a hedth centers and in the community from which to expand
PEPFAR/Ethiopia’s care and support initiative.
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