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Chapter One 

 
Introduction 

Background 
Young people are disproportionately affected by HIV and sexually transmitted infections (STIs).  
Over 40% of all new infections occur amongst young people ages 15-24 years of age [1, 2].  However 
early intervention amongst young people provides a unique opportunity in curtailing the further 
development of the global epidemic.  HIV and STI prevalence rates amongst 15 year olds, even in the 
most affected countries remain low, however they rise from then on  [1, 2].   There is a need to target 
young people prior to the initiation of sexual activity [3, 4] in order to provide them with the 
information, services and skills necessary in order to make informed and supported decisions about 
their health and prevent the subsequent rapid rise in STIs and HIV.   
 
In order to be effective, these adolescent sexual and reproductive health (ASRH) interventions must 
be implemented on a large scale.  However, there is almost no data on the effect or processes of scale 
up of ASRH interventions. 
 
The primary research presented here details the processes of scaling up a multi-component youth 
intervention within the structure of the existing government systems.  The papers discuss the outputs 
in terms of the number of teachers, health workers and district officials trained and orientated in issues 
concerning ASRH and the outcomes on the provision of youth friendly services (YFS) and ASRH 
sessions in rural primary schools.  A detailed situation analysis also took place in the communities to 
ascertain what complimentary community interventions should be developed in order to support the 
school and health facility components.  The situation analysis informed the future design and 
development of a parenting intervention.   
 
The papers presented here detail various different levels and aspects of the intervention evaluation.  
The detailed operational research presented here describes not only the outcomes of a scaled up 
ASRH intervention on young people, but gives a detailed overview of the factors that both facilitated 
or inhibited this process across different sectors and at different levels.  The data collected were 
diverse; triangulation of different data sources, different types of data (quantitative and qualitative) 
and over different periods of time increased the reliability of the data.  Primary data were 
supplemented with reviews of published literature from both in and around the region.  The overall 
study received ethics and research clearance from the Tanzanian National Medical Research Council 
and the ethics committee of the Liverpool School of Tropical Medicine. Each of the individual studies 
received consent or assent from all its participants and guardians.  Regional and District government 
leaders were fully involved in sensitising community members.  All were given the option to not take 
part in any of the studies at any time.    
 
The data presented here illustrate that scaling up complex ASRH interventions through existing local 
government systems is possible.  The papers highlight the different factors that challenged the ten fold 
scale up, in order to inform national programmes both within and outside of Tanzania.  Whilst there 
has been an increasing focus on interventions that improve the HIV and sexual and reproductive 
health (SRH) outcomes for young people there are still relatively few studies in the developing world 
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[5-8].  In addition to this there is a need for improved documentation, including the rationale and 
process of the intervention design, development and implementation [9].  This research aimed to 
compliment and strengthen the existing limited literature in this area; in order to better understand the 
contextual factors that support the process of scaling up interventions [9, 10].  The research describes 
not only what makes an effective ASRH education programme but also how large scale 
implementation can affect the quality of the programme. 
 
The body of the work presented in this thesis was undertaken by the author between 2004 and 2008 in 
the United Republic of Tanzania.  Tanzania has a population of 34.6 million people, with a GNP of 
$280, making it one of the poorest countries in the World.   The country’s population demographic is 
skewed towards young people; 65% of the population of Tanzania are below the age of 25 years; with 
31% being between the ages of 10-24 years.  The work was mainly confined to one geographical 
region of the country; Mwanza Region.  The region is the second most populous in Tanzania and is 
situated in the Northwest on the shores of Lake Victoria.  The study area covered four of the eight 
districts within the region; each of these districts has a semi-urban administration with the majority of 
the population living in rural areas.     
 
The research presented in this thesis was conducted within a long standing collaboration between The 
Tanzanian National Institute of Medical Research (NIMR), the African Medical and Research 
Foundation (AMREF), the Liverpool School of Tropical Medicine (LSTM), the Social and Public 
Health Sciences Unit of the Medical Research Council (MRC) and the London School of Hygiene and 
Tropical Medicine (LSHTM) in partnership with the Tanzanian Ministry of Health and Social Welfare 
(MoHSW) and the Tanzanian Ministry of Education and Vocational Training (MoEVT).  The 
Tanzanian Government (at the regional and district level) were responsible for the implementation of 
the intervention.  AMREF provided technical support in rolling out the intervention.  NIMR, with 
technical support from LSTM (led by the Phd candidate) was responsible for all aspects of the 
research.     
 
I, the PhD candidate, was the Research coordinator for the scale up phase of MEMA kwa Vijana 
(MkV2), stationed in NIMR but employed by LSTM as a senior research assistant.  I took up my 
position in 2005 and designed the research studies, data collection tools and analysis frameworks.  I 
provided technical support to all the teams (research, implementation and facilitation) and was 
responsible for the recruitment, training and management of the research team and seconded or 
temporary staff.  I co-ordinated and conducted analysis of all the fieldwork data in collaboration with 
team members.  Each study involved a team of trained researchers led by a graduate research 
assistant.  I supervised the data collection for each individual study by weekly and/or twice weekly 
site visits, daily feedback phone calls and weekly team leader reports.  All data entry took place in 
NIMR, it was led by a series of Standard Operating Procedures (SOPs), which were developed by the 
PhD Candidate. Data analysis was conducted by the PhD candidate in collaboration with the research 
team.   I ensured that the results were disseminated appropriately to various audiences (communities, 
programme implementers, governments, NGOs, supervisors, donors, academics etc).  This PhD forms 
part of the MkV dissemination process.  In short I was involved in all stages of the research including 
designing the studies, developing the data collection tools, sampling, recruitment and training of staff, 
data and sample collection, supervision of teams/researchers in the field and analysis. All this was 
done under the supervision of the principle investigators in Liverpool, UK and Mwanza, Tanzania.   
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Young people 

Definition of young people 
The world health organisation (WHO) defines young people as aged 10 to 24 years old; combining 
adolescents (10-19 years) and youth (15-24 years) [12].  The period is defined not only by age but 
also as a period of self discovery and increased interest in interactions with various different social 
groups [13].  Often within the literature the terms young people, youth, and adolescents are used 
interchangeably.  Whilst many of the concepts may remain the same, this group (aged 10-24) 
represent people at varying stages of development between childhood and adulthood, with diverse and 
complex development needs.   

Burden of HIV and RH problems amongst young people 
World Wide, an estimated 42 million people were living with HIV/AIDS at the end of 2007 [1].  40% 
of all new infections occur amongst young people ages 15-24 years of age [1, 11].  Every day between 
5000-6000 young people became infected with HIV [1].  Young people in Sub-Saharan Africa are 
three times more likely to become infected with HIV than youth of the same age in other parts of the 
world [12, 14, 15].  Further, young people are also at considerable risk of other SRH problems [13].  
Each year approximately 16 million girls aged 15 to 19 years old give birth, making up around 11% of 
all births worldwide. Adolescents are at a significantly increased risk of dying from pregnancy-related 
complications than older women [16]. The importance of this group of people cannot be under-
estimated; their health impacts on the future health of the population both socially and economically 
[16].  
 
In Tanzania in 2003 the HIV prevalence was 7% amongst 15-49 year olds [1], more than 60% of all 
new infections occurred amongst young people (defined in Tanzania as 15-35 years old).   

Factors leading to young people’s increased risk and increased vulnerability 
Young people’s vulnerability can be categorized into different factors operating on three different 
levels: individual, structural and societal.  On the individual level, young people are at an increased 
risk of HIV infection and RH problems because of their low knowledge, increasing age of marriage 
and high rates of partner change [13, 17] and low use of condoms [13, 18] .  Young people need 
timely and correct knowledge and skills to be able to protect themselves [3-6, 8, 12-14, 19-27].  
Various structures are available to offer such services; across different sectors, most notably from 
schools and health facilities.  However the availability of timely and quality information and services 
to young people are often compromised by taboos that surround the discussion of ASRH issues with 
this age group  [4, 20, 21, 28-33].   Contextual factors and societal norms play an important part in 
shaping young people’s lives and in their access to services.  Urbanization and modernization further 
complicate the process of a young person’s development; they are increasingly faced with 
contradictory messages [17, 34].  A previously detailed ethnographic study in the same area (known 
as the HALIRA study) highlighted how societal norms were acting in opposing directions at the same 
time; i.e. both reproving and encouraging sexuality amongst young people [34].  On the one hand it 
was unacceptable for school pupils to be engaging in sexual activities, however on the other hand 
masculinity (in part defined as having sexual relations) was encouraged and women were known to be 
engaging in sex in order to receive material items that may or may have not been beneficial to the 
household [34].   
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Gender inequalities increase young people’s vulnerability to HIV infection and other RH problems on 
multiple levels.  In some countries in Sub-Saharan Africa, women are up to three times more likely to 
be infected at an earlier age than men [35], this is due to having older sexual partners (who are more 
likely to be infected), early age of sexual debut [3] and their biological vulnerability.   Further, gender 
inequalities are also partially responsible for limiting young people’s access to services and 
information; health services are generally linked with young women, often acting as a barrier to 
young men, [36, 37] whilst young women are most likely to drop out of school due to competing 
responsibilities at home or pregnancy [38].   A recent study in South Africa illustrated that young 
women who had not completed high school were three times more likely to be infected with HIV 
compared with those that had completed high school [38].  This is an important and potentially critical 
finding for Tanzania, where 20% of women aged between 15-19 years are mothers;  24% of whom 
have no education and another 22% have only completed primary education [39].   
 
 
The policy environment 

International Goals and treaties 
There have been large numbers of international treaties, agreements, commitments and policies that 
have come about since the recognition of AIDS as one of the most urgent National and International 
development issue.  For example the UN Member states signed the Declaration of Commitment on 
HIV/AIDS in 2001 in order to help reach the Millennium Development Goal of stopping and 
beginning to reverse the epidemic by 2015.  Prevention and young people always features as a high 
priority.  In this example the UN Member states agreed that 90% of young people aged 15 – 24 should 
be able to correctly identify ways of preventing HIV transmission and reject major misconceptions 
about HIV transmission by 2005.  In addition to this, the United Nations General Assembly Special 
Session on HIV/AIDS (UNGASS) targets also recognised the need to focus on young people and 
stated that the prevalence of HIV amongst 15-24 year olds living in the most infected countries should 
be reduced by 25% by 2005 [40].   
 
In response to such goals, international agencies and various consortia have made significant 
advancements in the formulation of international guidelines and frameworks to guide improved access 
to HIV/AIDS/ASRH education and services in schools and health facilities.  For example a Global 
Technical Consultation, led by UNESCO, took place in February 2009 in order to draft international 
guidelines for sex, relationships and HIV/STI education [41].  Earlier, in 2004 a different global 
consultation was held to identify the priority interventions needed to achieve the global goals that 
were set by the UNGASS on HIV and AIDS in 2001 [40].  The consultancy classified interventions 
into different groups (cited from Ross et al [12]):   
 

 Do not go: strong enough evidence of lack of effectiveness or of harm 
 Steady: evidence threshold not met 
 Ready: evidence threshold partially met 
 GO: evidence threshold met   

The Tanzanian National response 
International guidelines are expected to serve as a resource for educators, curriculum planners and 
decision-makers in governments in order to provide good quality education and services to young 
people.  Tanzania, like many countries across Sub Saharan Africa, has made significant advancements 
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in their policies that address young people’s sexual and reproductive health.  There are eleven 
different policies and seven different laws that influence young people (defined as those between 10-
24 years) [39]; in terms of their education, access to services,  economic activities, awareness of 
culture, involvement in sports, maintenance of the law and the promotion of their reproductive health 
rights.  However, there are a number of challenges, firstly some policies are contradictory and 
confusing; the marriage act of 1971 states that a “a girl at the age of 15-18 with parents/guardians 
consent” can marry however the Sexual Offences Special Provisions Act of 1998 stipulates that it is 
an offence for a male person to have sexual intercourse with a girl below 18 years with or without her 
consent [39].   Secondly there is a clear disconnect between national level policies and local level 
implementation [42].  Context specific evidenced based programmes are important in providing 
policy makers with the information they need in order to make informed decisions. 
 
Current prevention efforts 
In the absence of a vaccine or cure, behaviour change interventions and circumcision [43, 44] are the 
main strategy for HIV control.  There is limited documentation of successful reproductive health 
programmes for young people [31, 45].  Current efforts are uncoordinated and often not evaluated [5, 
9, 10, 45].  Young people need crucial life skills; they need to have knowledge of prevention methods 
and risky behaviours in order to make correct and informed decisions so as to avoid such risks.  
Young people also need to be able to know where to receive the services they need.  There is a need 
to target young people prior to the initiation of sexual activity [3, 4]. 
 
Recent reviews of ASRH interventions emphasised the importance of a theoretical basis [7], these 
psychosocial or social science theories can act on different levels, from the individual through to the 
community level, in order to change behaviour.   The social learning theory [46], is an example of the 
former, it moves beyond the constraints of the health belief model (based on rational assumptions) 
and focuses on the importance of the individual knowing how HIV is transmitted and understanding 
their own risks [47], such interventions aim to provide individuals with skills and motivation for them 
to be able to change their behaviours [48]. However current literature argues a need to move beyond 
the individual approach to one that accounts for contextual factors and social norms that are strong 
influences of sexual behaviour in Africa [18, 34, 48, 49].  In a paper by Odutolu, a number of reasons 
why interventions in Africa need to combine different theories and act on multiple levels were 
discussed; firstly as a result of the mandatory norms and traditions to which a individuals must 
conform, secondly as a result of the early age of sexual initiation, potentially prior to a child’s 
development of reason and thirdly because the African culture is not individualistic, the community 
guides the action of the individual [48].  Therefore interventions need to be sufficiently complex to 
work on all these different levels in order to achieve social change.  In the following sections I outline 
the different types of interventions that are currently available, the evidence to support them and the 
various challenges that face them. 
 
Interventions can be based in different settings, delivered by different people/mechanisms and have 
differing durations.  Given the need for complex interventions, many interventions are made up of 
different combinations of components (see box 1) in order to provide young people with information 
to acquire knowledge, to create opportunities in which they can develop new life skills, to ensure the 
provision of appropriate health services and to foster a safe and supportive environment in which they 
can live [35].  
 

14



  7 

The systematic review conducted by the UNAIDS Inter-agency Task Team on Young people [12] 
characterised four interventions as “Go”; meaning there was sufficient evidence to state that such 
interventions were ready for wide spread implementation.  These included curriculum based, teacher-
led school interventions; interventions with health workers that improved the health facilities and 
linked health facility based interventions with communities and finally two forms of mass media 
programmes[12]. 
 
Box 1: Types of interventions that have been implemented or are advocated to reduce the HIV 
prevalence among young people (Take from Preventing HIV/AIDS in young people; A systematic 
review of evidence from developing countries [12] 

 
 
Recent trials in Africa [50-52] have resulted in mixed findings on the impact of such interventions on 
HIV and STIs.  However, in line with various international treaties [40] they conclude that even 
without clear impact on biological indictors, knowledge improvements are still important 
achievements.  Tanzania is one of the few countries in Sub-Saharan Africa in which a rigorous 
randomised community trial took place to measure the impact of such interventions on both reported 
and biological behavioural markers. The trial design [53], intervention [54], process evaluation [49] 
and trial results [50, 51] have been reported elsewhere. After a discussion on scaling up interventions, 
the final sections in this chapter give a brief overview of this ASRH intervention which forms the 
backdrop to the body of research presented in this thesis. 
 
Scaling up ASRH interventions 
There have been various examples of successful small scale projects that aim to reduce the burden of 
disease and vulnerability of young people [7, 55].  However current efforts are uncoordinated and 
often not evaluated; there is relatively little evidence from developing world of how a successful HIV 
education intervention can reach larger numbers of young people when implemented to scale.  Little 
is known about factors that facilitate or inhibit the effective scale-up of STI and RH YFS or school 
based education programmes, or about the effect of scale-up on intervention quality and 
implementation [30, 31, 36, 56] 
 
Scaling up programmes is complex and does not simply refer to the replication of a ‘blue print’ on a 
larger scale; invariably changes will take place [21, 57, 58]. In order to clearly understand the 
outcomes of any intervention, such changes need to be documented.  Operational research helps to 

- In school teacher led sex and/or life skills education; 
- In school peer education and/or mentoring and counselling; 
- Peer education for out of school youth; 
- Interventions for high risks groups (such as commercial sex workers, men who have sex 

with men) 
- Improved access to and increased promotion of condoms; 
- Youth friendly health services; 
- Access to counselling and voluntary HIV testing; 
- Access to care, support and treatment for those living with HIV; 
- Community development approaches to modify sexual and social norms; 
- Mass media approaches to changing social values, norms and behaviours; 
- Legislative changes. 
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document such factors and give a deeper understanding of the contextual factors that influence the 
implementation and uptake of the project [9, 10, 58].    
 
There is limited documentation of ASRH interventions that aim to work through existing systems.  
Evidence from other types of programmes (gender mainstreaming, health system reform and 
integration of STI programme) describe challenges of low capacity, weak systems and a disconnect 
between national priorities and plans and district activities [29, 42, 59, 60].  Decentralization to the 
district level provides key opportunities for working with districts to plan and scale up proven 
interventions, however there are many variations of decentralization and it is still unclear how this 
“dynamic process” translates to decisions being made at the district level [61, 62].   
 
In a recent review, Simmons et al [63] discuss three types of factors that are important in the scale up 
of interventions.  Firstly in terms of the intervention design; that the plan to scale up and 
adaptability/versatility are part of the intervention design from the outset.  Secondly in terms of 
implementation; building capacity and implementing a phased intervention through existing systems 
and finally that the scale up takes place within a supportive social and political environment.  
 
MEMA kwa Vijana (Good things for young people) 

Background to the intervention 
MEMA kwa Vijana (MkV) is an innovative multi-component ASRH intervention involving in school 
teacher-led peer assisted ASRH lessons, provision of youth friendly services and community 
mobilisation and awareness raising activities.  From the outset the aim of MkV was to develop and 
evaluate an intervention that could be scaled up through supported existing government systems.  
Between 1997 and 2008 a collaboration of organisations implemented, facilitated and researched this 
innovative complex ASRH intervention.  In its long form MEMA kwa Vijana (Mpango wa Elimu ya 
Maadili na afya kwa Vijana) loosely translates to mean an education programme concerning health 
and positive lifestyles for young people. “MEMA” is also a Swahili word for “good things” and 
therefore the operational English translation of the project was “Good things for young people”.   The 
intervention went through a number of phases (see figure 1), it was developed between 1997-1999 
[53, 54] and evaluated between 1999-2002 (MkV1)[49, 50] and again in 2007/8 as part of a 
community randomised control trial (MkV1- Further survey (FS)) [51], finally between 2004-2008 
the intervention was scaled up through district systems (MkV2).  The research presented here was part 
of the detailed operational research that took place on the scale up phase (MkV2) between 2005 and 
2008. 
 
In the first phase (see figure 1) the intervention was implemented in 62 primary schools and 18 health 
facilities in 10 randomly chosen intervention 'communities' in Mwanza, 10 others acting as 
comparison communities. The randomised controlled trial evaluated the interventions’ impact in a 
cohort of 9,645 adolescents.  The broad aim of MkV was to encourage school going youth to delay 
the onset of sexual activity or (for those who are sexually active) to increase use of safe sex practices 
by imparting knowledge, positive attitudes and improving life skills. The intervention itself was 
theoretically based on the rational motivation and the social learning theory [46] and designed after 
careful review of other sexual health interventions [53, 54].   
 
The programme aimed to increase “knowledge of risks and benefits” through factual teacher-led peer-
assisted sessions which were delivered during regular teaching periods allocated to science, with each 
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period lasting forty minutes. Teachers were expected to complete an average of ten sessions per year 
culminating in an intensive week of sports and educational activities termed as “MEMA week”.  
MEMA week activities were conducted to increase community awareness and understanding of 
ASRH issues as well as to increase the reach of the programme to out of school youth.  MkV aimed to 
address issues of “self efficacy” using role plays conducted by peer educators to develop negotiation 
and problem solving skills and reflective exercises to anticipate outcomes of their own behaviour and 
encourage aspirations by pupils setting goals for themselves.  A peer education component was 
intended to bring “environmental facilitation, observational learning and modelling” and finally the 
programme aimed to address “real and perceived environmental impediments” through increased 
condom access by class visits to health centres and condom promoters[49].   
 
During the trial AMREF implemented the programme through the existing government systems, this 
meant that AMREF team members, in partnership with officials from the local government 
authorities, led the training of the teachers, health workers and peer educators and conducted regular 
supervision rounds of each school, community and health facility.    Process evaluation during the 
trial showed that the intervention was implemented with high fidelity in terms of the teacher training 
and the class room sessions [49]; between 1999 and 2001 each year the teachers covered between 87-
93% of intended sessions [50].  As outlined by Plummer et al [49, 64] and Ross et al [50] the process 
evaluation informed the programme development resulting in various modifications being made along 
the way, most notably the peer education activities; both general peer educators and condom peer 
distributors were modified or halted respectively.  The evaluations suggested that the primary school 
pupils lacked the confidence, knowledge and skills to be able to successfully impart correct 
knowledge to their peers.  For this reason their role was adapted to that of “class peer assistants” 
(CPAs) whereby the more confident pupils were selected or volunteered each year and were tasked 
with acting out a series of role plays at the request of the teacher, for the purpose of discussion 
starters.  The condom peer distributor (CPDs) activities were halted altogether for a number of 
reasons; firstly the activity proved cost ineffective and unlikely to be scaleable and secondly there 
were various anecdotal reports that these CPDs had “immoral behaviour”, such accusations, true or 
otherwise, could have seriously threatened the other components of the intervention [49].  For this 
reason distribution of condoms took place from health centres only; an official channel through 
existing systems.   
 
The rigorous evaluation of the MEMA kwa Vijana intervention showed significant benefits to pupils 
SRH knowledge in the short term (after 3 years follow up)[50] and in the long term (after seven years 
follow up)[51] but no consistent impact on biological outcomes in either direction.   Despite the 
disappointing impact on HIV and STIs, the significant improvements and memory of ASRH 
knowledge remains an important achievement. 
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Figure 1: Schematic representation of the MEMA kwa Vijana intervention. 

 
 
The remaining sections of this chapter and the papers in this thesis document the process of scaling up 
of the same MEMA kwa Vijana intervention.   

Scaling up of the MEMA kwa Vijana intervention 
Further to the successful implementation of MkV1, and in line with various Tanzanian national 
policies[39, 65-67], the collaborating institutions and local government authorities (LGA) requested 
for the interventions to be scaled-up to cover all schools, health units and surrounding communities in 
the four districts involved in the MkV1 programme.  However it was clear that certain changes would 
need to be made.  Effective implementation of complex reproductive health (RH) interventions can be 
hampered by limited capacity for integration across sectors.  In addition to the focus on health 
education, the MkV2 aimed to build local government capacity, by supporting district authorities in 
the scale up of a multifaceted adolescent sexual and reproductive health (ASRH) intervention in all 
schools and health units 4 districts of Mwanza region, Tanzania (see box 2).   
 
 
 

 
$7/student/year  

 

• Estimated cost 
$1.59/student/year 

 

 
 
 

 • Survey to evaluate the long-
term    (8 Years) impact of the 
MkV intervention on:  

• HIV and other STIs;  
• Reported sexual 
behaviour,  
• SRH knowledge and   
  attitudes 
 

• Interview 13,814 young 
people aged 17-27 yrs,  who 
attended the schools involved in 
MkV1 
 

FOLLOW UP SURVEY: LONG 
TERM IMPACT 

2007-2008 

MkV1 FS 

The 
MkV 

 1. In-school sexual & reproductive health education 
2. Youth-friendly reproductive health services   
3. Community-based condom promotion &    distribution 

(MkV1 only) 
4. Community activities (differs for MkV1 & 2). 

TO INFORM THE DEVELOPMENT OF TANZANIAN AND INTERNATIONAL 
ADOLESCENT REPRODUCTIVE HEALTH POLICY 

AIM 

TO IMPROVE THE SEXUAL AND REPRODUCTIVE HEALTH OF ADOLESCENTS 
IN MWANZA REGION AND BEYOND 

GOAL 

Collaborators: AMREF, 
Regional Secretariat, Local 
Government Authorities, 
NIMR Mwanza, LSHTM,  
LSTM, MRC, Donors: EC, 
Irish Aid, UK MRC, 
UNAIDS, UK DFID  

 
 

•Intervention in 62 primary 
schools and 18 health facilities,   
 

•Community Randomised Trial to 
evaluate impact on HIV/STIs, 
pregnancy, SRH knowledge & 
attitudes 
 
 

• Significant increases in SRH 
knowledge, attitudes & some 
reported behaviours 
 

•Intervention externally assessed 
and found to be culturally 
appropriate & of high quality  
 
 

PHASE 1: DEVELOPMENT & 
EVALUATION 

1997-2002 

MkV1 

 • Assist Districts in Multisectoral  
  AIDS response 
 

• Scale up MkV into 649 primary 
schools & 179 health facilities 
 

• In-depth process evaluations to 
assess implementation & integration 
at District level 
 

• Develop and evaluate 
complementary community 
interventions  
 

• Policy research and advocacy for 
national uptake 
 

PHASE 2: SCALING UP & 
LEARNING THE LESSONS 

2004-2007 

MkV2 
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Box 2: Specific Aims of MkV2 

1. Provide technical support to the planning and implementation of the district level HIV/AIDS 
response. 

2. Expand the MkV intervention to all 620 primary schools and 179 health facilities in the four 
districts involved in MkV1. 

3. Conduct in-depth process evaluations to assess the extent and quality of intervention 
implementation and integration at the district level. 

4. Carry out policy work to ensure a favourable environment for the implementation of MkV2 in 
the four districts, and to ensure that the lessons learned from MkV2 are used to inform the 
development of health policy in Tanzania and internationally. 

5. Carry out formative research to develop and evaluate complementary interventions aimed at 
strengthening the effect of the MkV intervention. 

6. Sustain the MkV intervention in the 10 MkV1 intervention communities in order to provide a 
framework for evaluation of the longer-term impact of the intervention. Further surveys of the 
MkV1 study communities will be funded separately. 

 
MkV2 received funds from Irish AID (previously Development Cooperation Ireland) to implement 
the programme from 2004-2008 in the same four districts.  AMREF were the lead agency and 
responsible for aims 1-3 & 6 (see box 2), NIMR was responsible for aims 3-5 (see box 2).  Technical 
support was received from LSTM, MRC and LSHTM.   
 
In-depth operational research, led by the candidate, was conducted to assess to what degree an 
innovative multi-component ASRH programme can be delivered though government systems.  By 
conducting a mix of qualitative and quantitative techniques over a period of time the research assesses 
the coverage, quality and outcomes of the intervention implementation in a sample of service delivery 
points.  This research not only identifies the ways that government programmes can achieve high 
coverage whilst delivering quality interventions, it  also details the additional pre-existing factors on 
the ground that must be overcome if such an intervention is to lead to positive outcomes.  The 
research details ways in which public health/HIV/School and health facility based programmes can 
more effectively plan for and implement quality, effective programmes on a large scale.  The 
methodology primarily focused on the central triangle in figure 2, this triangle illustrates the fine 
balance of implementing a quality intervention at a large scale, whilst also overcoming the internal 
and external factors that already exist at the micro and macro levels. In this research we define quality 
as the optimal delivery of the intervention as it was designed.  Breaking this down we look at 
combinations of various determinants that affect the delivery of the intervention.  The papers focus on 
all levels of programme implementation; from the service delivery points, through the implementation 
at the district level to the policy environment.  The mixed method research methods adopted in the 
studies enabled us to triangulate our data and thereby validate our observations and reported data. The 
MkV intervention is complex, insofar as it involved different activities at different levels (individual, 
community, school, health facility, district, region and national).  No one research method would be 
able to fully evaluate such a multi-component intervention.  Whilst the mixed methods and multiple 
studies were challenging to undertake, when taken together they were intended to provide a more 
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complete understanding of the different factors that influenced the scaling up of a multi-component 
ASRH intervention. 
 
Figure 2: Schematic representation of the analysis framework designed to determine the factors 
influencing the coverage and quality of the implementation of the intervention. 

 
 

Outline of the primary research presented in this thesis 
Chapter two will demonstrate how a partnership between a non-governmental organization (NGO) 
and LGA can influence the uptake of ASRH programmes in the wider context of a national 
multisectoral AIDS response.  The paper will describe the planned and spontaneous modifications that 
took place to the intervention as it was scaled up and discuss how the interactions between different 
programme facets helped or hindered its integration into routine LGA systems.   
 
Chapter three, four and five will describe the education component of the intervention.  Firstly 
(chapter three) will describe the process of scaling up and the implementation realities for the 
teachers.  The second paper in this series (chapter four) will describe the outputs of the training, 
detailing the factors that facilitated or inhibited the coverage of the intervention.  Finally chapter five 
will describe the outcomes of the intervention on young people’s knowledge and attitudes and it will 
discuss how scaling up the intervention impacted on these outcomes. 
 
Chapter six will focus on the service provision aspect of ASRH interventions.  It will describe the 
process and impact of a scaled-up youth friendly service intervention from both a provider and service 
user perspectives and will demonstrate the role of a number of key contextual factors. 
 

 

Outcomes 

Quality 

 Government  implementation  of ASRH programme

Coverage 

Pre-existing factors to 
influence the intervention 

(environmental, social, 
and economic) 

Analysis of the external 
influential factors 

Analysis of the internal 
influential factors       
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Finally in chapter seven I move away from the formal structures and presents communities’ 
assessments of adolescent sexual and reproductive health risks and of community-based interventions 
that may reduce these risks in rural Mwanza, Tanzania.  It forms part of the development of a 
community-level intervention that addresses the need for intervention strategies that aims to shift 
social norms and improve young people’s contextual risk. 
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