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Acronyms

ABC


Abstinence be Faithful or use a Condom

ART


Anti-Retroviral Therapy
AVAC


HIV Prevention Global Advocacy
EMTCT

Elimination of Mother to Child Transmission

HIV


Human Immuno Virus
PEPFAR

President’s Emergency Plan for AIDS Relief
PMTCT

Prevention of Mother to Child Transmission

PHA


People Living with HIV/AIDS

TAsP


Treatment as Prevention
UAIS


Uganda AIDS Indicator Survey

UDHS


Uganda Demographic Health Survey
“The increasing HIV prevalence rate has made it clear that repeating ‘Abstain from sex’, ‘Be faithful to your partner’ or ‘just use a condom’ is not enough to address the epidemic. But in order for prevention to be more effective, we must use every preventive tool at our disposal. 

We must apply the combination prevention approach bringing together behavioral 

change and biomedical aspects of HIV prevention, support 

and care.” Prs. Vennaza and Hirschel  
1.
Introduction

This paper is an analysis of the challenges and opportunities in implementing/ rolling out treatment as an HIV/AIDS prevention strategy in Uganda. It unleashes the citizens’ level of knowledge on TasP, the extent of use and understanding of the potential benefits. It is largely informed by purposive focus group discussions with People Living with HIV/AIDS (PHA) networks and key informant interviews with major HIV/AIDS programme implementers, relevant district officials, ART clinic staff from a selected health centers IV and practitioners from civil society. It is also informed partly by a desk review of selected literature on the subject matter. 
The paper confirms that despite policy and structural weaknesses in Uganda, a renewed effort in the HIV response through accelerating HIV treatment scale-up presents considerable promise not only for its clinical benefits to an individual but also for the prevention benefits that come along at family, community and national levels. It is thus not a question of whether TasP can work in Uganda but more about how it should be made to work. 
This paper is expected to inform policy review in favor of the roll out of HIV/AIDS treatment as a prevention strategy as well as informing efforts to increase both the demand for treatment services and scale up for ART in Uganda. It is also expected to be a living resource that all actors in the HIV/AIDS response can engage with, challenge and be inspired to use.
The field outreach reveals that challenges in accessing treatment are; inadequate staffing coupled with health workers’ inadequate knowledge on ART prescriptions/provision of ART services, inconsistent MoH position on key policy issues, bureaucratic processes for the accreditation of health facilities to provide ART, an insignificant government commitment to scale-up HIV treatment and the after effect of PEPFAR’s rationalization policy..
The field outreach further suggests that in order for HIV treatment to be used as an effective HIV prevention strategy in Uganda, the following must be done; a re-visit of PEPFAR’s rationalization policy, continued medical education for health workers, task-shifting, less bureaucratic processes for making policies, accreditation of health centers II to provide drug re-fills and increased budgetary allocations for essential medicines and primary health care funds. 
Subsequent sections of this paper present an overview of HIV/AIDS in Uganda today, a description of the field outreach and how this links to the AVAC fellowship, key emerging issues and analytical opportunities for the implementation and scale-up of HIV treatment for both prevention and clinical benefits. 
2.
HIV/AIDS in Uganda: Facts and Figures
It is 30 years since the first HIV/AIDS case was reported on the shores of Lake Victoria in 1982. By 1986, HIV had been spread to all districts of the country revealing how generalized the epidemic was and still is today
. The first survey put prevalence at 15%, today, as indicated in the 2011 Uganda AIDS Indicator Survey, prevalence is 7.3% among adults 15-49 years, 0.6% among children under age 5 and 4% among young adults aged 15-24years. Prevalence is higher among women, where it is estimated at 8.3% than men where it is estimated at 6.1%. It is highly likely that the difference in prevalence based on gender is due to the high levels of testing in pregnant women, meaning that if men were more exposed to testing, their statistic could be higher. This means in turn that the overall prevalence rates of HIV could be higher than estimated. 
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                                                              Extracted from the Uganda AIDS Indicator Survey 2011preliminary report.
Approximately 38% of Ugandan women and 43% of men have comprehensive knowledge on HIV prevention and transmission
. Central region has the highest prevalence rate estimated at 10.6%, while the mid-eastern region has lowest prevalence at 4.1%. The 2011 Uganda AIDS Indicator Survey further reveals that HIV prevalence increases with age until it peaks at age 35-39 for women (12%) and 40 - 44 for men (11%). This means that Uganda is at risk of losing its most productive age group unless effective interventions are put in place to improve and prolong lives of people living with HIV/AIDS. Whereas HIV prevalence is higher among women in urban areas than their counterparts in rural areas - 11% to 8%, there is no urban-rural difference in HIV infection amongst men - 6.1% in each. HIV prevalence is highest amongst widowed men and women - 32.4% and 31.4%, than women and men who have never been married – 3.9% and 2.0% respectively.  As of 2011, there were 2.7million Ugandans infected with HIV/AIDS with 130,000 new infections occurring annually, 18% of which are from infected mothers to their children – a statistic that has slightly changed since 2007 when it was estimated that mother to child transmission of HIV accounted for 21% of all new infections (UAC, 2007). 
This suggests the need for an intensive country-led movement to eliminate mother to child transmission of HIV if we are to realize a dramatic decline in infection rates amongst children born to HIV positive mothers. Considering educational background, the AIDS Indicator Survey 2011 report, reveals that HIV infection rates decrease as the level of education increases. This is probably explained by the high level of knowledge of HIV prevention amongst educated adults and their ability to exhaustively comprehend the implication of HIV infection.  The Uganda Demographic Health Survey (UDHS) 2011 reveals a dramatic HIV testing increase from 25% in 2006 to 71% today amongst women, and from 21% in 2006 to 52% today amongst men. It is estimated that 1.8 million deaths occur annually due to HIV/AIDS related illnesses while 250,000 eligible adults are waiting in line for enrollment into treatment and care programmes. If there was an effective Treatment as a Prevention Strategy in Uganda from which HIV positive individuals would equally benefit clinically, it is likely that the current HIV/AIDS related deaths would be remarkably reduced.
2.1
Same Strategy - Little Difference!
In the early ‘90s, Uganda implemented a well-timed and successful HIV/AIDS prevention campaign – ‘ABC campaign’, supported at the highest political level and reaching out to different sections of the population including children in schools. By 2001, these efforts brought adult HIV prevalence down from an estimated 15% to 5%. However, today, despite the increasing HIV prevalence rate, the country’s prevention efforts and continued commitment are being challenged. Whereas science has given us knowledge and medicines to significantly ameliorate the adverse effects of HIV by increasing access to HIV treatment for all those eligible, the government of Uganda is still moving at a snail speed in ensuring equitable access to treatment for all. The country still holds high hopes in the ABC strategy and subtly appears to be downplaying if not in fact undermining the role of HIV treatment in prevention of further transmission of HIV in adults. 
“I believe Uganda’s efforts to fight the pandemic took a reverse direction when prevention messages got mixed up with an emphasis on morality and blame.” Said Sylvia Tamale
 a Lecturer at Makerere University Law School
Uganda needs to rethink its HIV/AIDS strategies, move beyond the favor of the “ABC approach” and rigorously pursue biomedical HIV prevention approaches such as treatment as prevention as complimentary.
“After two decades of muddled approaches to HIV prevention with minimal success, let us wake up and seriously rethink our strategies. The numbers are telling us that the ‘moral vaccine’ is simply not working!” Said Sylvia Tamale
3.
Outreach: Method and Process 
The field outreach on TasP was organized as part of a Fellowship supported by AVAC HIV Prevention Advocacy, and working with the International HIV/AIDS Alliance and Health GAP The field outreach took place between 10th and 13th July, 2012  in Jinja, Wakiso, Hoima and Masindi Districts all representing the Eastern, Central, and Midwestern regions respectively. These districts were chosen on the basis that there exists a partner organization that will act as the convener of the meeting to consult with the communities.  The main instrument and tools for the research were: Key Informant Guides and Focus Group Discussion Guides. Key Informant guides were used during interviews with relevant government officials, ART clinic staff at a select health centers IV, district PMTCT coordinators and relevant implementing partners while Focus Group Discussion Guides were used during focus group discussions with PHA networks. A total of 13 Key Informant Interviews and 4 Focus Group Discussions were conducted.  The key questions sought to gather: a) basic information and understanding of recent developments in AIDS in Uganda; b) the extent of knowledge on TasP in Uganda; c) feedback on policy performance; and d) information on barriers to the effective implementation of TasP in Uganda and recommendations.
In an effort to improve citizens’ knowledge on TasP and to rally support for the approach, the field outreach further aimed to sensitize communities on TasP and later collect data for its effective implementation. It was also carried out to gather community recommendations and proposals for the effective rollout of the TasP strategy. 
In the sections that follow, we present the key findings from the field, analyze their implications and end with some recommendations for key stakeholders. These recommendations will also inform a more protracted campaign for TasP in Uganda that will hopefully see a more holistic approach to the fight against HIV/AIDS in Uganda

4.
Key Findings, Emerging Issues and Proposals
This section presents the key findings from the research, both the field outreach and analysis of existing literature on the subject. In each case we present emerging issues behind the findings and make some proposals going forward. In brief the emerging issues can be grouped into 2 major categories; first are those relating to the level of understanding of TasP as an approach itself and the second relates more to structural challenges that inhibit the realization of TasP in the present and possibly future.
4.1
Level of Understanding of TasP as an approach
Although the concept of HIV treatment as a prevention approach has significantly received attention in science and health promotion, there’s little knowledge about how communities perceive and engage with the notion. It is therefore hard to gauge the level of acceptability, utilization and understanding of the potential benefits of TasP, all of which have a major bearing on the rollout of TasP in Uganda. Details of the findings on the level of understanding of TasP are given below;  
4.1.1
Interpretation of HIV treatment – Antiretroviral Therapy (ART)
Across the sample of participants in the focus group discussions that comprised of people living with HIV and those in sero-discordant relationships, ART was not well understood. The specific ART drugs, especially the optimal regimens and their effects (both negative and positive) were not understood as well. 
“My wife who is HIV positive and, is 6 months pregnant was enrolled for PMTCT at the health center. During our first antenatal care visit, I had a nasty exchange with the health worker for initiating my wife on a combination of drugs that included tenofovir. I did not know about this combination because we have always known that HIV positive pregnant women must be initiated on combinations including AZT which I did not see in my wife’s drugs and yet she used this same combination (with AZT) when she was last pregnant with our baby. I strongly demanded for AZT which we did not receive.” Said a gentleman living with HIV.
A significant number of participants did not know the benefit of adherence and consequences for failure to adhere.  They additionally complained that they did not understand the medical language used by health workers and they did not have as much time with the health workers to enable them ask questions. The information that they share in their support groups is so scanty that they cannot rely on it for a thorough understanding of ART. This finding is consistent with Bourne et al’s
 findings from a similar study on perceptions of HIV treatment as prevention among Black African people living in England in Sero-discordant relationships. This finding could be explained in part by lack of or inadequate treatment literacy for people living with HIV. Focus Group Discussions and Interviews confirmed that a client did not spend so much time with the health worker because there were few health workers attending to so many clients and so time had to be saved for others to have the opportunity to see the health worker as well. It was therefore hard for a client to undergo treatment literacy with the limited time that they had with the health workers.
Recommendations
Various options of treatment literacy should be explored for people living with HIV and those in sero-discordant relationships. For example, the Ministry of Health and implementing civil society organizations should invest in making films on treatment literacy in local languages while health workers ensure that the films are played in triage rooms where clients wait in lines to see the health worker. IEC materials may be designed, printed, disseminated and placed in strategic places for everyone to read and learn. Health workers should simplify the language that they use when interacting with clients and ensure that before the client leaves the consultation room, they have clearly understood everything that has been said to them. In addition to standardizing treatment literacy tools, the Ministry of Health ART department and ART implementing civil society organizations should consider translating the tools into local languages and ensure the use of simple language. 
4.1.2
Initiation on Antiretroviral Therapy
About three-quarters of the focus group discussion participants did not understand at what CD4 cell level they should be initiated on ART. In addition to failing to understand that CD4 count is a measure of immune strength, majority thought that the later one is initiated on ART, the healthier they are. Many have also opted to delay their enrollment into medical care for fear of stigma and discrimination while a few are hesitant to start ART until they are assured of a constant supply of the drugs for life. Despite the government’s adoption of the PMTCT option B+ strategy where a pregnant woman infected with HIV is initiated on a triple ART combination of drugs for life irrespective of their CD4 cell count; and the various announcements made to this effect, almost all focus group discussion participants and a some of the district administrative officials in the district health departments did not know about the new strategy. They further did not know that although PMTCT option B+ is a direct intervention for women, men also have an equal role to play so as to achieve positive results. This finding may be explained in part by the relatively poor information dissemination strategies that are employed by the Ministry of Health leading to an inadequate and inaccurate information flow amongst community members especially those in hard to reach areas.
Recommendations
The concept of treatment as prevention represents a significant shift in our understanding of HIV -- its transmission risks, its treatment and when this treatment should be initiated. Health workers and health promoters should understand the level at which a person with HIV should be initiated on treatment and they should attend to these concerns when discussing TasP with clients, while the Ministry of Health and donors should strive to provide point of care CD4 machines to ease CD4 cell count testing. More information on treatment options such as PMTCT option B+ should be widely disseminated in a bid to increase awareness and demand for the strategy.
4.1.3
Impact of ART on risk behavior
Although ART improves health and well-being of PHAs, it has also changed community perception on HIV infection since it’s now considered a more manageable chronic disease. About a half of the district secretaries for health that were interviewed noted that initiation and continued use of ART may cause some PHAs to get involved in risky sexual behaviors. This finding is consistent with Ambrosioni et al’s
 report on HIV treatment for prevention. 
“This new thing of treatment as prevention, I think is good but I also think it will make these people living with HIV to abandon safe sex practices meaning that they may instead spread HIV more…” said one of the district Secretaries for health.
As such, this perception is likely to affect treatment scale-up to all population groups especially the marginalized groups of sex workers and men who have sex with men. However, despite this thinking, the Ministry of Health, Donors and HIV Implementing NGOs should ensure equitable access to HIV testing, counseling and ART for all population groups according to the national guidelines. This represents a first and important step towards optimizing the prevention benefit of HIV antiretroviral drugs. Equitable access could be reached by the establishment and support of new and existing community outreach sites respectively, that will facilitate increased identification of People with HIV in the community and those that are eligible for treatment be immediately enrolled into care. 
4.2
Structural challenges to the implementation of TasP 
Brief Introduction… and revision of the section below – must do a thorough political analysis of structural challenges (I should talk to Leonard, Mutebi Golooba and Arthur Larok about the political economic analysis)
4.2.1
Health worker shortages
The field outreach demonstrated that Uganda is facing a serious human resources problem in the health sector which is seen as a main challenge in the effective implementation of treatment as prevention in this country.  In order for TasP to be effectively implemented and to yield enormous results, there must be a mix of skilled health workers across the spectrum. Without adequate numbers of trained, deployed and retained health workers, PHAs will not be able to access the care that they need, especially the very poor individuals who cannot afford to see private health workers. 
Data collected revealed that causes of health worker shortages range from planning, financing and policy to problems in attraction, deployment and retention with the most significant contributor being the general low government commitment to invest in health workers. Evidently, the Government of Uganda has not devoted adequate planning and resources needed for success in the health sector. For instance, the recent government ban on the recruitment of additional health workers is attributed to funding constraints. This has led to a problem of over reliance on external funding of health workers, all of which are a sign of poor planning. Our national health work force plan must project Uganda’s long term health work force needs, build health workers’ capacity to react to short term crises and be adaptable to changing circumstances.
 Additionally, Uganda has an imbalance in the distribution of the few available health workers country-wide. 
With the general inadequate number of health workers, Uganda has less opportunities to prevent and treat disease including HIV. In his remarks during a recently concluded debate on HIV prevention that was held in Kampala on 23rd August, 2012, Dr. Alex Coutinho, the Executive Director – Infectious Disease Institute in Kampala observed that Uganda’s health system is functioning with leakages and that if biomedical HIV prevention tools were to make an impact, there must be a fully functional health system.
In an attempt to address the health worker crisis in Uganda, the government adopted the task-shifting strategy where certain tasks originally performed by specific and more skilled cadres are transferred to low level less skilled health cadres so as to reduce the health worker to population ratio. As part of this model, particularly in Uganda, nurses have delegated some of their roles to community health workers who are in most cases volunteers. Volunteers are for example responsible for counseling, enrollment of clients into care, filling, pre-packing, triage and health education. However, the strategy has not been accompanied with meaningful compensation for the work that volunteers (who in most cases are expert clients) are doing. On average volunteers spend at least 5 hours a day working at the clinic but do not get any formal compensation. As a result, many have burnt out and withdrawn from service provision. 
Recommendations

4.2.2
Supplies stock-outs
The rapid assessment revealed challenges of getting the right type of medicines to the right group of people and at the right time. Majority of health facilities reported frequent stock-outs of essential medicines and near to expiry of large quantities of supplies prior to utilization. Frequent stock-outs were mentioned for 2nd line HIV drugs, Laboratory reagents, HIV test kits and TB drugs. At the time of the assessment for example, there was stock-out for HIV test kits, Septrine, Aluvia and Efavirenz in several facilities. Respondents admitted that the consequences of frequent and prolonged drug stock-outs were seen in sharing of medicines amongst adults, drug resistance and in some cases death. Factors that explain frequent drug stock-outs include but are not limited to; lack of skills in medicine forecasting and ordering, hoarding of medicines by communities, health worker shortages, poor quantification of medicines and other supplies at the central level; over reliance on donor funding and poor absorption of supplies at facility level. The most outstanding reason for supplies stock-outs was seen to be inadequate funding for essential medicines and health supplies. 
The government of Uganda is investing low financial resources in procurement of adequate essential medicines. As a result, the country is seen to over rely on donors for medicines and this is particularly true for HIV medicines. For example, pediatric and adult 2nd line medicines are largely provided by UNITAID through the CHAI project. 
4.2.3
Changing government policies
All health workers interviewed indicated that the frequent changes in Uganda’s health policies are heavily affecting implementation of treatment programmes. A case in time is the recent change in the policy for the implementation of PMTCT option B+ where the Ministry of Health issued a circular in February 2012 authorizing all health facilities to implement option B+ but later withdrew the statement in April 2012 citing funding problems especially for the sustainability of the approach. As of August 2012, there is a window of hope, where the ministry has now re-announced the rolling out of PMTCT option B+ starting this September and that this will be done in an organized manner starting with specific regions at a time. PMTCT option B+ refers to the initiation of a pregnant woman, as soon as she is diagnosed HIV positive, on triple combination HIV treatment for life, regardless of their CD4 count. Such frequent changes in policy carry risks of confusion and possible disagreements among health workers and may further decrease their credibility in and to the communities that they serve. There may also be negative health effects on the end users of the service.
4.2.4
Weak linkages and referrals 
Other problems cited were the weak referral systems from a lower to a higher level in hierarchy. This usually leads to delays in starting and/or continuing treatment and client care, which may subsequently lead to death. In addition to causing delays in accessing health facilities for prompt and appropriate care, it is highly likely that weak referral systems will lead to duplication of medical exams, tests, incorrect prescriptions and delayed diagnoses. Problems identified as contributing factors to the weak referral system are the fact that medical records are not centralized and thereby making it hard for the referral site to access previous hospital encounters with a particular patient. Transportation procedures and processes were also mentioned as being unreliable while follow-up of referrals was unheard of at most facilities whose staff were interviewed. Although referrals are ideally made by health professionals and community health workers, assessment results indicated that there are several self-referrals made by clients, thereby undermining the formal referral system as there will be no system for receiving feedback on referrals. It was noted that the public referral system is also typically erected on the false premise that patients do not have alternative sources of medical care and this may lead to underutilization of the referral facility especially where the facility is in a far to reach area from the referral point since patients tend to seek treatment from nearest health centers. 
4.2.5
Declining quality of care
PHA groups interviewed revealed the fact that the quality of health care and access are suboptimal especially for those in rural areas. They noted that these days, care can be delivered without the full consideration of the patient’s preferences and values. There is a significant gap between the best possible care and that which is currently delivered. PHAs in rural areas are facing more barriers in accessing quality HIV care. Major reasons highlighted for the declining quality of health care included; consistent and steady loss to patient follow-up, over reliance on unequipped and unprepared public sector health system, limited funding for the health sector and poorly motivated public sector health workers. It was noted that the primary cause whose secondary effects are those mentioned above, was the recent decision to eliminate community based provision of essential services such as rapid HIV testing, clinical staging, disease management, and community support. In particular, this arose as a result of PEPFAR’s rationalization policy aimed at increasing reliance on the public sector health facilities as a measure to strengthen health systems.  This policy saw the withdrawal of approximately 54 TASO outreach sites that brought a range of comprehensive HIV prevention care and treatment services to communities in 11areas throughout the country. 
5.
Conclusion: XXXX
Some important facts around the TasP Approach





 What is meant by “Treatment As Prevention?”


 It is a term increasingly used to describe HIV prevention methods that use antiretroviral treatment to decrease the chance of HIV transmission.





• Fact 1: If well adhered to, antiretroviral therapy can achieve undetectable viral load at certain stages of treatment. It is established that when the viral load is undetectable in the blood, the risk of HIV transmission is significantly reduced. 





• Fact 2: With TasP, there is a 96% chance of reduced risk of transmission of HIV from an HIV positive person to a negative one.


 


• Fact 3: If well administered, TasP leads to the total elimination of mother to child transmission of HIV. 





• Fact 4: Those on antiretroviral treatment have a significantly reduced risk of extra-pulmonary TB 





• Fact 5: While treatment costs are initially high, return on investment in TasP is so high that in 5 years governments start to save money.





The Swiss Statement


The first statement of consensus on impact on impact of ART on infectiousness


An HIV-infected person on ART with completely suppressed Viraemia (Effective ART) is not sexually infectious i.e. cannot transmit HIV through sexual contact. This is only valid as long as;


Person adheres to ART, effects of which must be evaluated regularly by the treating physician.


The viral load has been suppressed below the limits of detection i.e below 40 copies/ml for at least 6 months


There are no other STIs


             By Prs, Vennaza and Hirschel
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