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Executive Summary 
Differentiated service delivery models—a client-centered approach that simplifies and adapts 
HIV services to reflect the preferences of various groups of people living with HIV—provide 
an opportunity to reduce the cost of HIV treatment while simultaneously increasing the 
focus on advanced patients who most need care and support. At the same time, stable 
antiretroviral therapy (ART) patients who need less attention are required to visit facilities 
less frequently than advanced patients, saving them time and money in getting to 
appointments and reducing overcrowding at these facilities. 

While differentiated service delivery is a valuable treatment model in Tanzania, it does 
require that patients are able to receive support services that can improve quality of life, 
assure adherence and retention, and result in prolonged viral suppression. These support 
services can be provided based on a variety of different treatment models, including directly 
at the community level, through the facility, or through some combination of facility- and 
community-level programs. Understanding the cost and effectiveness of each of these 
models is essential for Tanzanian and international policy-makers who must determine how 
best to allocate limited resources. Limited data from neighboring countries suggests that 
offering community-level support services can be beneficial to patients, especially in regard 
to reducing patients lost to follow-up (LTFU) and deaths. Though community-based HIV 
services are included in Tanzania’s national guidelines for management of HIV, great 
uncertainty about the costs and effectiveness of these models remains. 

This study, undertaken by the Health Policy Plus project—funded by the U.S. Agency for 
International Development and the U.S. President’s Emergency Fund for AIDS Relief—
assessed the costs of a package of treatment support services at 27 different sites across three 
regions in Tanzania (Dar es Salaam, Mbeya, and Mwanza). The study found that the 
packages of services offered at these sites is similar, though not identical, and that 
differences exist in the frequency of visits made to each client. The cost analysis found that, 
while the average unit cost of treatment support services is US$39 per patient per year, this 
amount varies widely, ranging from as low as US$8 to as high as US$251 per patient per 
year.   

The analysis found that community-based models, such as The National Council of People 
Living with HIV in Tanzania, have clear advantages in terms of the number of ART patients 
that can be reached with ART support services. Costing data also indicated that this model of 
providing ART support services is the least expensive. However, the lack of data on retention 
and LTFU limited the ability of the researchers to determine if this model is the most 
effective of all models assessed. 

The study found that a model that includes a combination of facility- and community-based 
approaches is less costly than a model that is solely facility-based. Data on viral suppression 
suggests that the combined model may also be more effective than a facility-based one, 
although the difference was not statistically significant. Conversely, the facility-based model 
may be more effective in terms of retention, although again the difference was not 
statistically significant. 

Overall, it appears that community-based support services do represent advantages over 
models in which services are predominantly delivered using facility-based staff. These 
advantages include lower costs and the ability to reach a larger number of ART clients. 
Additional analysis is needed to determine if the community-based models are preferable in 
terms of retention and viral suppression, as suggested in other literature.
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Introduction 
Despite a decline in the prevalence of HIV in Tanzania, the number of people eligible to 
receive combination antiretroviral therapy (ART) has increased dramatically due to 
evidence-based changes in eligibility criteria. With the introduction of test-and-start, a 
substantial policy revision undertaken by the government of Tanzania to achieve the 
UNAIDS “90-90-90” goals1 by 2020, over 1.4 million people in Tanzania are now eligible for 
treatment, including 90,000 children under 15 years of age. The adoption of this policy has 
made the need for more effective staff assignment critical in order to achieve the greatest 
possible treatment results. The advent of differentiated care, a client-centered approach that 
simplifies and adapts HIV services to reflect the preferences of various groups of people 
living with HIV while reducing unnecessary burdens on the health system, is meant to 
address this issue (“Differentiated Service Delivery,” n.d.). 

The 2016 World Health Organization ART guidelines recommend differentiating care to four 
groups: 1) people living with HIV presenting for care at earlier stages of the disease, 2) 
people living with HIV presenting with advanced disease, 3) patients stable on ART, and 4) 
those who are unstable (WHO, 2016). In 
addition to these guidelines, some 
countries, including Tanzania, have 
developed country-specific guidelines that 
adopt aspects of differentiated care to 
help ensure that more patients can be 
seen with existing health workers and 
facilities. The government of Tanzania 
finalized its plan in 2017 by releasing its 
Operational Manual for the Delivery of 
Differentiated HIV and AIDS Services 
(MOHCDGEC, 2017). The manual 
standardizes and increases the length of 
time between visits and facilitates access 
to refill medications in the community for 
stable patients, which is expected to help 
decongest clinics and allow more patients 
to be placed and retained on treatment. 
The approach should also permit more 
focused attention for those patients who 
are not stable. Eligibility criteria for the 
various service delivery models are based 
on the clinical characteristics of the 
patient (e.g., stable or unstable, including 
the presence of co-morbidities) and the 
type of client population (e.g., adults vs. children, pregnant and breastfeeding women, and 
key populations). Stable patients in Tanzania who are eligible for differentiated ART delivery 
need only to schedule a clinical visit every six months and refill visits every two months. Box 
1 describes the differentiated service delivery model (DSDM) eligibility criteria for stable 
patients. Tanzania excludes advanced patients from receiving differentiated care. Per 
national guidelines, advanced patients are expected to make 12 clinical visits per year, with 
the goal that they will eventually become stable with continued treatment.   

                                                        
1 Ninety percent of all people living with HIV will know their HIV status; 90 percent of all people with 
diagnosed HIV infection will receive sustained ART; 90 percent of all people receiving ART will have 
viral suppression. 

Box 1. Eligibility Criteria for Stable Patients 

• Age above five years 

• Received ART for at least six months 

• Have no adverse drug reactions that 
require regular monitoring 

• No current illness (opportunistic 
infections or co-morbidities) 

• Have lifelong adherence of 95 percent 
and kept clinic visit appointments for the 
past six months 

• On first line antiretroviral drugs, with 
undetectable viral load below 50 
copies/ml 

• In the absence of viral load monitoring, 
rising CD4 counts >350 cells/mm3 
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Tanzania HIV Treatment Targets 
Meanwhile, the U.S. President’s Emergency Plan for AIDS Relief’s (PEPFAR’s) country 
operational plan for fiscal year (FY) 2017/18 established aggressive treatment targets. Under 
this plan, PEPFAR/Tanzania aims to enroll 359,541 new patients on treatment, including 
22,601 children, with the goal of supporting 1,246,143 patients on ART by 2018 with 90 
percent of those on ART virally suppressed by 2020 (PEPFAR, 2017). This will contribute to 
a national coverage nearing 90 percent, which will significantly contribute to achieving the 
country’s target of having 95 percent of infected adults and 80 percent of infected children 
on ART, as established in Tanzania’s Health Sector HIV Strategic Plan (GOT, 2013). To 
achieve these ambitious treatment targets, it will be necessary to increase the number of 
people who are promptly initiated on ART, as well as assure that that they are retained on 
and adhere to treatment. PEPFAR/Tanzania also set a target of increasing linkage to care 
from 72 to 85 percent and improving retention from 70 to 85 percent (PEPFAR, 2017). 
However, in 2017, it was reported that crude retention for both adults and children has been 
declining in Tanzania in recent years (PEPFAR, 2017).  

The impact on retention and improved treatment outcomes of community-based health 
services by lay and/or peer providers is well-documented, particularly within literature 
related to maternal and child health and prevention of mother-to-child transmission. 
Despite indications that such interventions may improve health outcomes in the HIV 
response, community providers have remained largely informal in Tanzania. However, the 
Ministry of Health, Community Development, Gender, Elderly and Children (MOHCDGEC) 
has developed the National Community-Based Health Program Design, which includes 
actions for formalization and integration of community health workers into the national 
health system and outlines priority community-based health services for people living with 
HIV and other health conditions.   

Achievement of the National AIDS Control Program’s national targets will be expensive. A 
prior analysis under the Health Policy Project reported that the total resources required for 
treatment are expected to increase by 91 percent between 2015 and 2020, rising from 
US$238 million to US$451 million per year (Forsythe et al., 2016). Thus, increasing 
efficiency and identifying sustainable sources of financing remain important considerations 
as Tanzania moves forward. Using DSDMs can boost efficiencies in various ways. 
Distinguishing stable patients from those who are at an advanced stage of illness and those 
who are newly initiating treatment will allow stable patients to receive multi-month scripts. 
These refills can be received by bypassing clinical staff and/or receiving medications at 
communities via dispensaries or other community outlets. By freeing up staff to focus their 
attention on patients who are not stable and those who are newly initiating treatment, 
resources could be saved, ultimately making the program more effective and sustainable. As 
for patients who are at an advanced stage of illness, DSDMs can greatly improve clinical 
outcomes by focusing programs and resources on these clients to assure that they receive the 
additional attention that is required.  

Another way DSDMs can potentially make treatment services more efficient is by shifting 
programs designed to improve retention and minimize LTFU from the facility level to a 
combination of facility and community levels. Not only could such task-shifting save 
resources, it may also prove more effective in supporting patients to be adherent to their 
treatment. Higher levels of retention and adherence can, in turn, make Tanzania’s treatment 
program more effective (i.e. more patients are achieving viral suppression), and may also 
save money in the long run by reducing the development of opportunistic infections and the 
need for second-line therapy. 
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Study Rationale 
While DSDMs have potential financial and sustainability benefits for the HIV response, the 
extent to which these benefits will materialize is uncertain in the Tanzanian context. This 
analysis, conducted by the Health Policy Plus (HP+) project, funded by the U.S. Agency for 
International Development (USAID) and PEPFAR, aims to understand how DSDMs may, or 
may not, affect the sustainability of Tanzania’s treatment program. The research questions 
targeted by the cost and effectiveness analysis are the following:  

• What are the costs of individual support services being offered to patients at 
community and facility levels? 

• Can the provision of support services at the community level (either through direct 
provision at the community level or through a combination of facility and community 
programs) result in potential cost savings and greater sustainability of the overall 
treatment program? 

• Is there evidence that patients reached with support services at the community level 
have better clinical outcomes than patients who are primarily reached at the facility 
level? 

In a previous modeling exercise, HP+’s predecessor, the Health Policy Project, showed that a 
more efficient treatment program that focused on multi-month scripts and differentiated 
laboratory algorithms could potentially save Tanzania as much as US$258 million between 
2015 and 2020 (Forsythe et al., 2016). Most of these savings were due to reduced labor and 
overhead costs. However, both the National AIDS Control Program and implementing 
partners have voiced concerns about potentially increasing the number of patients that are 
LTFU, as multi-month script clients have fewer contacts with the healthcare system. Cost 
savings could be greatly diminished if patients are not retained on treatment. Conversely, 
cost savings could be greater if adherence and retention is improved. Thus, there is a need to 
bring support services more closely to the community level and to ensure that these 
interventions are performed more effectively and affordably. The rationale for this study is 
therefore to determine whether the efficiency and sustainability of treatment programs can 
be improved by the introduction of various DSDMs at the community level. 

HP+ hypothesized that the addition of community support services will entail an additional 
investment of upfront and recurring resources—although some cost savings, including the 
use of community health workers and the reduced burden of requiring facility-based staff to 
provide support services, will likely occur. HP+ also anticipates that the shifting of support 
services to the community level will result in increased adherence and reduced LTFU, which 
will have significant clinical and financial benefits to Tanzania’s treatment program, making 
it more efficient and more sustainable in the long term.  

Methods 

Selection of Treatment Support Services 
In June 2017, HP+ held a workshop in Dar es Salaam to explore the issue of DSDMs with 
implementing partners involved in community-level interventions and gain consensus on 
HIV support services to be included in the study. Participants prioritized a subset of support 
services to be analyzed that are currently available at the facility level and at the community 
level for HIV clients of all ages. These services are:    

1. Identification and tracking of defaulters, including the use of text messaging to track 
defaulters 
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2. Peer support, including peer mentorship, treatment literacy, adherence support, 
general well-being check, etc. delivered via face-to-face communication 

3. Support groups, including treatment literacy, adherence support, general well-being 
checks, etc. delivered via support groups 

4. Disclosure support for parents and children 
5. Opportunistic infection screening and follow-up, using tuberculosis as a proxy for 

opportunistic infection programs  

Study Population and Sampling  
The study included a total of 27 sites in three regions that provide a mix of facility-level and 
community-level support services. All sites are USAID-supported public sites and 
nongovernmental organization sites. The three regions selected represent a range of HIV 
prevalence and geographic locations in Tanzania: Mwanza (north) with 4.7 percent 
prevalence; Dar es Salaam (east) with 8.2 percent prevalence; and Mbeya (southwest) with 
11.0 percent prevalence. Sites were also selected to include a mix of urban, peri-urban, and 
rural facilities, and adult and pediatric patients. Only sites that provided antiretroviral drugs 
and had been offering the selected support services for at least six months were chosen for 
the analysis.  

Of the 27 sites selected, the largest number (12) were from Dar es Salaam, followed by 
Mwanza (8), and Mbeya (7). The most common type of facilities were hospitals (14), followed 
by health centers and dispensaries (5 each) (see Table 1). The majority of the 27 sites were 
located in urban areas (19), followed by peri-urban areas (5), and rural areas (3). 

Table 1: Number of Sites Selected by Facility Type and Region 

Facility Type Dar es Salaam Mwanza Mbeya Total 

Hospital 4 4 6 14 

Health Center 3 2 0 5 

Dispensary 4 1 0 5 

Community Only 1 1 1 3 

Total 12 8 7 27 
 

The identified programs were categorized as either 1) community only, 2) facility-based 
(although these sites do have community workers that provide support services, but they are 
based at the facility), or 3) community and facility delivery. As the name suggests, the 
community-only programs are not facility-based and instead provide support services 
directly at the community level. Three programs fit into this category, providing support 
services via the non-governmental organization The National Council of People Living with 
HIV in Tanzania (NACOPHA). The second category, facility-based, include healthcare and 
community workers, all of whom are based in the facilities. Five of the programs fit this 
categorization. Finally, the third set of programs involved the delivery of support services 
through a combination of facility-based healthcare workers and a partnering community 
program. This third category represented the largest number of programs assessed, at 19. 

Costing  
HP+ created a survey instrument to collect primary data to estimate the unit cost of 
delivering selected HIV support services at the facility level in comparison to delivering the 
same services at the community level, using an activity-based costing approach. 
(Determining costs to the client was outside the scope of the study.) Operational managers 
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and service delivery providers were interviewed using quantitative and qualitative 
techniques to determine the costs of support services for both stable clients and advanced 
disease clients under the following sub-categories: 

Personnel. These costs were obtained by reviewing staff rosters of those providing support 
services, including community health workers, peer educators/navigators, and others, that 
include titles, salaries, and the level of effort incurred in direct and indirect delivery of 
support services. These costs also include total and overtime hours worked by staff for the 
previous financial year. Levels of effort were obtained from staff and the heads of each 
department, where available, and in some instances, the human resources and/or finance 
departments at the facility/organization providing community services. When this data was 
not available from the facility, it was obtained from MOHCDGEC and/or implementing 
partners.   

Consumables. Information was obtained from each site that defined the quantity of 
supplies and consumables utilized in the previous 12 months for support services (e.g., 
phone credit, kits, folders, etc.).  The input costs for each consumable were estimated using 
prices from implementing partners and/or the Medical Stores Department. 

Shared Equipment and Overhead. Information was obtained from each site that 
defined the amount spent in the previous 12 months on utilities and maintenance, building 
costs, and shared equipment and furniture costs. Respondents estimated percentages of time 
allocated and building space for the support services. 

Transport. Information was obtained from each site that defined the amount spent in the 
previous 12 months on transport costs related to the delivery of support services. For shared 
expenses such as vehicle costs, respondents estimated percentages of time allocated to the 
support services. 

Training. Information on the number of training sessions staff received and the estimated 
annual cost for training for community-level workers was obtained from finance 
departments at the facility/organization providing community services. When this data was 
not available at the facility or community site, it was obtained from MOHCDGEC and/or 
implementing partners. 

Volume of services. Information on general utilization of services was obtained from 
inpatient and outpatient registers. Data collected included the number of ART client visits 
performed, the number of support service visits performed, and total outpatient visits for all 
health conditions at the site. 

Clinical Benefits 
To evaluate the potential clinical benefits of support services at the community level, HP+ 
collected aggregated clinical data from each of the sites related to retention/LTFU rates (at 
12, 24 and 36 months), viral suppression rates (when unavailable, CD4>350 was used as the 
best available proxy per National AIDS Control Program guidelines). This data was 
compared to existing trend data in Tanzania sourced from PEPFAR’s electronic patient 
tracking system to determine changes in clinical outcomes and to indicate differences 
between clinical outcomes for those who receive services at a facility alone vs. those who 
receive services at both a facility and within their community. Currently, no data is available 
regarding the effectiveness of shifting support services to the community level in Tanzania, 
although some ongoing studies are being conducted by the Population Council and 
Management and Development for Health.    
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Results 

Facility and Patient Data 
Almost all organizations self-reported similar profiles in terms of the HIV support services 
provided. For example, all 27 programs offered LTFU tracking, treatment literacy, adherence 
counseling, and well-being checks. The least common service offered was support groups, 
which was offered by only 18 of the 27 programs (see Figure 1). 

Figure 1. Number of Sampled Facilities that Provide Prioritized HIV Support Services   

 

The 27 sites that were part of this study provide services to an average of 4,886 ART clients 
per year. As shown in Figure 2, the number of enrolled sites is skewed by the three 
community-based programs managed by NACOPHA. This indicates that these programs are 
successful at reaching large numbers of clients. In fact, these three programs represent only 
11 percent of programs interviewed but provide services to 44 percent of all clients 
represented in this study (costs and outputs are discussed in the next section).  

The range of ART clients reached per site varies from as low as 212 (Busonga Health Centre 
in Mwanza) to as high as 21,809 (NACOPHA in Dar es Salaam) (Figure 3). Among the 
facility-based programs, hospitals see the largest number of ART patients on average, 
followed by dispensaries, and health centers (ART client variations by facility type can be 
found in Figure 4).  
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Figure 2. Number of ART Clients Currently Enrolled per Facility Sampled 

 

Evaluating the number of ART clients reached 
by service model indicates a large difference 
between the three service models (p<0.01). 
The community-only program reaches a much 
greater number of clients with HIV support 
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(see Figure 3). 
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referral hospital likely explains why the 
facility had so few stable patients.) On the 
other hand, all of the clients at Busonga 
Health Centre in Mwanza were classified as 
stable.  

Tanzania has been expanding the use of 
multi-month scripts, where clients 
classified as stable receive two or more 
months of medication during a visit. The 
extent to which multi-month scripts have 
been implemented varies greatly by facility. 
The average number of clients enrolled in 
multi-month scripts was 30 percent, but 
ranged from zero (Kahangara Health 
Centre and Mbalizi Council Designated 
Hospital in Mbeya) to as high as 79 percent 
(Mbagala Rangi Tatu Hospital in Dar es 
Salaam).  

Service Delivery Costs 
Unit Costs of ART Support Services 
The average cost of ART support services was US$39 per ART client per year.2 This varied 
from a low of US$8 to a high of US$251 per person per year. While the sites that provided 
the data for these unit costs generally offered a similar set of services, it is worth noting that 
the intensity of these services are not measured in this simple unit cost. It is possible, for 
example, that more expensive programs might not necessarily be more inefficient, but rather 
provide a more intense and effective set of services (effectiveness of different services is 
discussed below). Similarly, some sites might be more expensive because they are located in 
rural areas that might be more expensive to reach. All of these factors and others are 
important to consider when assessing unit costs. 

Scale and Unit Costs  
In terms of unit costs, it might be 
expected that economies of scale are 
associated with delivery of support 
services. In other words, programs that 
reach larger numbers of ART clients 
might be expected to have a lower unit 
cost than programs that reach smaller 
numbers of ART clients. As shown in 
Figure 5, a slight downward sloping 
trend line does exist. However, the fact 
that so little variation is explained by 
this trend line (only about six percent) 
indicates that economies of scale have 
little impact on unit costs, at least in 
terms of the provision of support 
services.

                                                        
2 See limitations section for additional detail. 

Figure 4. Average Number of ART Patients 
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Differences in unit costs by level of 
urbanization might also be expected, with 
sites in rural areas being more expensive than 
those in urban areas. Figure 6 shows little 
difference between urban sites and rural sites, 
though a lower unit cost for peri-urban sites 
was discovered. However, these differences 
are not statistically significant (p=0.64).   

Next, the authors compared unit costs for 
ART patients by type of service model. As 
shown in Figure 7, facility-based models 
appear to be more expensive (US$108 per 
ART client) than models in which facilities 
partner with community-based programs 
(US$45 per ART client) or models in which 
programs are solely community-based 
(US$20 per ART client). These differences are 
statistically significant (p=0.02).   

Intensity of HIV Support Services 
The service model with the greatest frequency 
of per patient contact was facility-based (see 
Table 2). This was true of all five HIV support 
services. Per patient contact was the least 
frequent for the community-only model as 
staff typically only met with patients once per 
month or less. As expected, increased 
intensity corresponds to higher unit costs per 
ART patient and may partially explain why 
facility-based models are more expensive 
than the other models.   

 

Table 2. Frequency of Patient Contact for HIV Support Services by Service Model3 

Service Model Defaulter 
Tracking 

Peer 
Support 

Counseling 

Peer 
Support 
Groups 

Disclosure 
Support 

Opportunistic 
Infection 

Screening 

Facility-based Every 1-3 
days Weekly Daily Daily Daily 

Community and 
facility 

Every other 
day 

Every 4 
days 

Every other 
day 

Every other 
day Daily 

Community Monthly Monthly Monthly Monthly 6-12 months 

 

  

                                                        
3 Most common response reported. 

Figure 6. Unit Cost for ART Patients by 
Urbanization 
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Limitations 
It is important to note that unit costs calculated in this study were derived by assessing all 
support service costs and dividing by the number of ART patients being reached with any or 
all support services. Thus, the unit cost does not represent the cost of each individual service, 
but rather the average cost per patient for the combination of support services. Additionally, 
although data was collected disaggregating patients as adult or pediatric and stable or 
advanced, the cost data collected was not differentiated in the same manner, which did not 
allow for analysis of costs to be disaggregated by patient category. Finally, it should be noted 
that figures on LTFU are based on 12-month data only, as figures for 24 months and 36 
months were deemed to be less reliable.   

Clinical Outcomes 
To assess changes in clinical effectiveness over 
time, the authors collected strategic information 
data for each of the sites for the last three years 
(note that this accounts for only 24 sites, since 
the three community-based NACOPHA sites 
could not be associated with clinical outcome 
data). The first variable evaluated was the 
number of deaths per person on ART. As shown 
in Figure 8, there was a slight increase in the 
number of deaths per person on ART, although 
this trend was very minor. Annually, less than 
two percent of all patients on ART died.   

A global target aims to have 90 percent of 
people on ART virally suppressed by 2020. In 
the sites in this study, viral suppression was at 
86 percent in FY 2016/17. (Overall, it was about 
76 percent between FY 2014/15 and FY 
2016/17—see Figure 9.) It is important to note 
that this refers only to the sites in this study and 
to those clients who received a viral load test. 
The percentage of ART patients receiving viral 
load tests increased dramatically over the three 
years, from three percent of clients in FY 
2014/15 to 36 percent in FY 2015/16 to 63 
percent in FY 2016/17. The analysis also 
assessed the CD4 count of those receiving ART.  
Overall, 36 percent had a CD4 count below 350, 
22 percent had a CD4 count between 350 and 
500, and 42 percent had a CD4 count above 
500. This distribution did not change over time. 

Next, the analysis reviewed PEPFAR’s strategic information to determine if the clinical 
variables above changed between the community and facility sites and the solely facility-
based sites. Several variables did not differ statistically between these two models of service 
delivery, including deaths per person on treatment (PEPFAR, 2018). Community and facility 
sites were more successful in terms of viral suppression relative to facility-based sites (78 

Figure 8. Deaths per Person on ART 

 
Source: PEPFAR, 2018 
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percent vs. 68 percent), but this difference was not 
statistically significant (p=0.32) (see Figure 10).  

A stepwise multiple regression analysis was 
performed to assess a number of variables that 
might affect viral suppression. This regression found 
that region was the most important variable 
associated with viral suppression, with clients 
located in Dar es Salaam being the most likely to 
achieve viral suppression (86 percent of clients over 
the three years achieved viral suppression in that 
region). Variables that were determined not to affect 
viral suppression included the unit cost of support 
services and the number of clients being reached 
overall.   

The lack of any correlation between cost and viral 
suppression is important, as it indicates that the 
costs of the services being offered do not relate to the 
success of the program in terms of achieving viral 
suppression. The lack of correlation with the number 
of clients also indicates that program size is not a 
factor in achieving viral suppression. 

The analysis also assessed LTFU 12 months after 
initiation on ART (see Figure 11). HP+ defined LTFU 
patients as defaulters who were more than three 
months late for the last recorded appointment, with 
no reports of death or transfer to another clinic, or if 
more than six months had passed since ART 
initiation without the client returning to the clinic.4 
The data showed no statistically significant 
difference in LTFU between community and facility 
and facility-based models (p=0.75). According to 
data provided at sites, the 12-month LTFU was 3.3 
percent overall and was only slightly higher for 
community and facility (3.4 percent), as compared to 
facility-based, sites (2.9 percent).   

Literature Review from other Sub-Saharan African Countries on the Efficacy 
of Community-Based HIV Support Services  
Published results on the effectiveness of HIV support services in other sub-Saharan African 
countries showed that community-based interventions typically improved retention and 
adherence. For example, a study that looked at home-based care versus facility-based care in 
Uganda concluded that the home-based intervention had lower LTFU rates of two percent, 
compared to 16 percent for facility care, and was also slightly less expensive to implement 
(Jaffar et al., 2009). In Malawi, community-based peer support models resulted in higher 
retention rates than standard care (83 percent compared to 66 percent) (Phiri et al., 2017). A 
study assessing whether community-based care for people living with HIV could replace 
clinic-based care for stable patients in Kenya concluded that community-based care resulted 
in similar clinical outcomes as standard care (Selke et al., 2010). Lastly, a cluster-
                                                        
4 PEPFAR’s LTFU definition includes clients that died, moved to other facilities and couldn’t be 
tracked, and those that discontinued treatment voluntarily. Therefore, LTFU rates reported by HP+ in 
this report will differ from PEPFAR’s strategic information data.   

Figure 10. Percent Virally 
Suppressed of Those Tested, by 

Service Delivery Method 
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randomized trial in Tanzania on the effectiveness of community health workers to improve 
adherence and retention in care showed improvement in ART adherence, but that this 
success appeared heavily dependent on program implementation (Nance et al., 2017). 

Discussion 
As Tanzania continues to expand its HIV care and treatment program, it faces a number of 
critical questions regarding the financial sustainability of the program. Tanzania relies 
heavily on resources from PEPFAR and The Global Fund to Fight AIDS, Tuberculosis and 
Malaria and faces uncertainty regarding the long-term ability of these sources to provide 
continued financial support. While increased domestic resources might partially address this 
challenge, the level of resources required would place a great burden on the country if it had 
to rely heavily on domestic financing. For this reason, it is critical that Tanzania move ahead 
with the most affordable and effective treatment strategies possible.  

This analysis of data provides critical information about the costs and potential effectiveness 
of the different models of service delivery in Tanzania. The average package of support 
services cost US$39 per person per year. However, this unit cost varied widely, ranging from 
a low of US$8 to a high of US$251 per person per year. There does not appear to be a clear 
pattern as to the main drivers of costs at sites with the highest unit costs. In some cases, clear 
cost outliers for specific services or budget lines were apparent, but no consistency was seen 
between sites. The variation in costs also did not correlate to clinical effectiveness, 
suggesting that more expensive programs do not necessarily produce better results. 

When comparing models of service delivery, this analysis was able to reach some important 
conclusions. The community-based sites managed by NACOPHA clearly reached the largest 
number of people. These three sites also offered a wide array of ART support services at the 
lowest cost per client (US$20 per client per year). The next lowest unit costs were achieved 
by programs that were jointly managed from sites and from the community (US$45 per 
client per year), followed by the facility-based sites that perform outreach with staff based in 
these facilities (US$108 per client per year).   

What is less clear is the relative effectiveness of the three models delivering ART support 
services in Tanzania. Data from the three community-based sites were not affiliated with 
specific sites, and therefore were not able to report on data related to viral suppression or 
LTFU.  The sites that did have a combination of community and facility services reported 
being more effective in terms of viral suppression, but were less effective in terms of LTFU. 
However, neither of these differences were statistically significant. 

Data from other studies suggests that community-based support services can improve 
treatment outcomes (Jaffar et al, 2009; Nance et al., 2017; Phiri et al., 2017). If this is the 
case in Tanzania, a focus on either community-only or a combination of community and 
facility support services would produce the most affordable and efficient delivery of support 
services.   
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