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Executive Summary 
HIV testing services (HTS) are the entry point for HIV prevention, care, and treatment and 
improved personal and community health outcomes.1 As such, access to HTS is a critical 
element of the strategy for epidemic control. In Tanzania, only approximately one-third of 
adolescents and young adults ages 15–24 years know their HIV status (PEPFAR, 2018).2 A 
recent literature review identified the quality of the interaction between providers and clients 
as a primary factor influencing adolescent access to HTS, due, in no small part, to stigma-
related barriers at the service provider level (Mbuya-Brown and Beardsley, 2018). Using 
findings from this review of current literature, additional stakeholder interviews, and 
assessments of Tanzania policy documents, this assessment identifies policies that promote 
or inhibit the effectiveness of provider–client HTS counseling interactions for adolescents.  

For the most part, adolescent- and HTS-specific guidelines for achieving the overarching 
goal of increased access to adolescent-friendly HTS in Tanzania provide parallel guidance 
related to adolescent-specific sexual and reproductive health and to general HTS. 
Intersecting policies and guidance on strategies to meet the specific HTS needs of 
adolescents, however, is missing. What policies do exist provide conflicting guidance on the 
core issues of informed consent and confidentiality. Additionally, trainings, mentoring, and 
work place practices tend to have an outward-focus to addressing the needs of adolescents—
such as counseling, risk reduction, and referral—and fail to fully integrate an inward-focus to 
identify and address the experience of the provider—such as discomfort with adolescent 
sexuality and challenges communicating with adolescents.  

Within the current discussion of multiple population-specific policies and the lack of 
overarching policies, content specific to the unique needs, values, and contributions of 
adolescents should be intentionally included in HTS trainings, mentoring, and quality 
assurance guidance, as the quality of initial provider–client interactions can impact 
adolescent access and adherence to HIV prevention and treatment services for a lifetime. 

  

                                                        

 

1 Terms used to describe HIV testing have evolved over the years, as reflected in the titles of the 
documents reviewed for this assessment. This document will use “HIV testing services” (HTS) in the 
narrative. However, when referencing specific documents, the title and terminology of the document 
is maintained. 
2 Note that the term “adolescents” will be used in this document to refer to young people in their early 
teens and mid-twenties. Multiple definitions of “youth” and “adolescent” are used in Tanzania policy 
documents. 
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Introduction 

Background 
The Joint United Nations Programme on HIV/AIDS (UNAIDS) 95-95-95 by 2030 targets 
frame the U.S. President’s Emergency Plan for AIDS Relief (PEPFAR)’s response to HIV in 
Tanzania. The first 95, that 95 percent of all people living with HIV are aware of their HIV 
status, is the entry point to the HIV care continuum. Without being tested and informed of 
their HIV status, adolescents—who may have been infected with HIV through mother-to-
child or sexual transmission—are unable to access lifesaving antiretroviral treatment or 
other care and support services. Supporting adolescents’ decisions to know their HIV status 
and access care and treatment plays a major role in preventing HIV-related onward 
transmission, illness, and death, and is critical for achieving and sustaining epidemic control. 

Tanzania’s HIV epidemic is concentrated among young people, especially girls and young 
women. In 2014, adolescents and young adults ages 15–24 years accounted for 11 percent of 
people living with HIV and nearly one-third (31 percent) of new infections in the country. 
Adolescent girls and young women ages 15–24 years accounted for 20 percent of new 
infections, while adolescent boys and young men accounted for only 11 percent (Barker et al., 
2016).3 Yet, multiple studies have shown that no more than approximately one-third of 15–
24-year-olds know their HIV status (PEPFAR, 2018; Sanga et al., 2015), underscoring the 
need for increased testing of this population.  An analysis for the Global HIV Prevention 
Coalition found that less than 50 percent of high-incidence—between 0.3 and 0.99 new 
infections per 100 person-years—locations in Tanzania were covered by dedicated 
prevention programs for adolescent girls and young women (UNAIDS, 2018). The low level 
of testing among adolescents, particularly adolescent girls and young women, is a serious 
challenge because knowledge of HIV status is the gateway to treatment and without progress 
in this area, HIV-attributed illness and death among this population will continue to rise and 
Tanzania will not reach its 95-95-95 targets by 2030.  

Purpose and Methodology 
To support improvement in HIV testing services (HTS) outcomes for adolescents, the Health 
Policy Plus (HP+) team reviewed peer-reviewed and grey literature to identify documented 
barriers and enablers for adolescent HTS. The review covered literature published from 
2008 through 2018 and identified an overarching opportunity to improve interpersonal 
engagement between providers and adolescents in the context of HIV testing. The team also 
recognized that provider–adolescent interaction informs the perspective of the adolescent as 
they and their peers continue to engage in HIV testing, and impacts referral and retention in 
treatment and engagement in prevention strategies. Finally, it was noted that, while other 
aspects of testing might be fully operational (e.g., quality of laboratory process and clinic 
logistics), adolescents’ perceptions of the entire experience would be grounded in whether 
they felt judged or supported, respected or disrespected.  

                                                        

 

3 The team was unable to find more recent adolescent-specific data, as Tanzania is just starting to roll 
out more specific age bands for data collection, which will increase the availability of adolescent-
specific data. 
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Following the review, the HP+ team used iterative interview methodologies to conduct 13 
qualitative interviews with key stakeholders, including representatives of the National AIDS 
Control Programme, Tanzania AIDS Commission for AIDS, the U.S. Government team in 
Tanzania—including the U.S. Agency for International Development, U.S. Centers for 
Disease Control and Prevention, and PEPFAR—as well as other donors, implementing 
partners, and service providers. The purpose of these interviews was to confirm findings 
from the literature review, identify policies and guidelines that guide provider–client 
interactions, and understand stakeholder perspectives on quality provider–adolescent 
interactions. 

In addition to qualitative interviews, the team reviewed key policy documents, including 
standards of care, training curricula, guidelines, and policies related to provider 
competencies, quality of care, adolescent-friendly service provision, and HTS. Documents 
reviewed included both Tanzania-specific policy documents and relevant global guidance 
documents and standards. The team reviewed Tanzania-specific documents to determine 
which policy frameworks currently address key factors identified through the literature 
review and qualitative interviews as affecting provider-client interactions and quality of care 
for adolescents seeking HTS and the extent to which they align with global policy guidance. 

Limitations 
The team was unable to secure copies of some relevant policy documents, most significantly 
the current voluntary counseling and testing (VCT) facilitators manual.4 Another challenge 
the team faced was a lack of clarity among stakeholders about which versions of policy 
documents are currently in use. Finally, the findings in this document have not been verified 
and refined through consultation with in-country stakeholders. HP+ intends to conduct a 
dissemination event to share these findings and identify any priority next steps for country 
stakeholders.  

Structure 
This assessment, as described above, presents findings from qualitative interviews and 
review of key policy documents related to promoting or inhibiting effective client/provider 
interactions in relation to HIV testing for adolescents. This assessment is divided into two 
main sections: (1) context and (2) adolescent-specific competencies. The context section 
contains two sections: first, a brief discussion of factors in the service-seeking environment 
and, second, an exploration of the country policy context related to adolescent HTS.  

  

                                                        

 

4 This document uses “HIV testing and counseling” (HTC) or HTS throughout. VCT is used when a 
specific document or quote includes “VCT.”  
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Context 

Service-Seeking Environment 
While the focus of this assessment is on the provider–adolescent interaction, it is important 
to understand the general service-seeking environment for both service providers and 
adolescents, particularly “discriminatory social norms and extreme religious practices” that 
have adverse effects on adolescent health outcomes, and to acknowledge that stigma and 
discrimination related to both adolescence and risk behaviors is pervasive in the health 
service environment (MOHCDGEC, 2018, pp. 17). Adolescents are particularly vulnerable to 
and experience provider stigma and discrimination through, for example, shaming, scolding, 
excessive questioning, and sometimes refusal of service (HP+, 2016; Waymoi et al., 
Unpublished). A study carried out in two district hospitals in the Morogoro region found that 
over three-quarters (76 percent) of medical staff agreed with at least one stigmatizing 
attitude statement toward adolescents (Nyblade et al., 2018). About 40 percent of facility 
staff reported having observed at least one stigmatizing act toward sexually active adolescent 
clients and 41 percent reported having observed at least one stigmatizing act toward 
unmarried pregnant adolescent clients, in comparison with 29 percent having observed a 
stigmatizing act toward clients living with HIV. Levels of observed discrimination toward 
sexually active and unmarried pregnant adolescent clients were higher than toward adult 
clients living with HIV (Nyblade et al., 2018).  

Country Policy Context 
The adolescent health and development (AHD) strategy recognizes that very little 
information is available on the status, implementation, and impact of policies related to 
adolescent health in Tanzania, which makes it difficult to review and adapt relevant policies 
and programs and improve the implementation environment (MOHCDGEC, 2018). During 
interviews, the team found that stakeholders were confused as to which policies were 
currently governing provider–client interactions and adolescent access to services. This was 
particularly noticeable in relation to age of consent (see “Consent” section for further 
details). Although this analysis did not include an exploration of policy implementation, the 
lack of clarity among stakeholders interviewed could indicate a similar lack of clarity among 
service providers, which, in turn, could affect adolescent access to HTS and the quality of 
provider–client interactions. Stakeholders also recognized that adolescent policies span 
multiple health, education, and social ministries, resulting in a lack of consistency and 
coordination, and would benefit from a coordination mechanism at both the national and 
local levels. 

Tanzania strategies are, however, clear on the government’s priority to expand adolescent-
friendly sexual and reproductive health services (AFSRHS), and stakeholders report that 
adolescent-friendly approaches increase uptake of HTS. The 2016–2020 National Road 
Map Strategic Plan to Improve Reproductive, Maternal, Newborn, Child, and Adolescent 
Health recognizes that only 30 percent of service delivery points meet standards for AFSRHS 
and sets a goal to increase this to 80 percent by 2020 (MOHCDGEC, 2016). The current 
Health Sector HIV and AIDS Strategic Plan identifies critical components of AFSRHS scale-
up, such as an enabling environment, service provision, and coordination (MOHCDGEC, 
2017b). Similarly, the Health Sector Strategic Plan 2015–2020 calls for doubling utilization 
of AFSRHS during the 2015–2020 strategy period and identifies two initiatives that are 
relevant to quality engagement between adolescents and HTS providers:  
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1. Adolescent-friendly guidelines 

2. Adolescent-specific competencies (MOHSW, 2015) 

 

Adolescent-Friendly Guidelines 

 

Stakeholders identified that the focus of adolescent health has historically been on sexual 
and reproductive health. However, while guidelines have been developed and implemented 
for HTS and adolescent-friendly services separately, there are no combined guidelines in 
Tanzania that specifically address the unique needs and circumstances of adolescent-friendly 
HTS. The World Health Organization (WHO) identifies two critical principles that are 
unique to provider–client interaction and bridging the gap between adolescent-specific and 
HTS-specific guidelines to support adolescent-friendly HTS. 

• Adolescent-specific HTS: Policies with HTS-specific content must acknowledge 
the need to modify HTS communication and implementation strategies to align with 
age, stage of cognitive and sexual development, and specific contexts—such as 
orphans, sexual abuse, and child-headed households—and identify adolescents as a 
population vulnerable for HIV. However, with the exception of age of consent (see 
discussion that follows), HTS guidelines do not provide strategies for addressing 
adolescent’s unique needs related to informed consent, confidentiality, counseling, 
peer support, and linkages (MOHCDGEC, 2017a; MOHSW, 2013). Conversely, 
adolescent-specific policies offer comprehensive guidelines on adolescent-friendly 
services but do not provide specific content on HTS (MOH, 2005; MOHCDGEC, 
2017a, 2017d, 2018).  

• Adolescent involvement: The AHD strategy stipulates that direct participation of 
adolescents facilitates the incorporation of their experience and perspectives. 
However, stakeholders report that HTS policies and guidelines are developed from a 

RECOMMENDATIONS 

Strengthen coordination of adolescent policy across health, education, and social sectors. One 
way to do this would be to assign responsibility for coordination to a specific government 
institution, ensuring that the institution selected has the requisite authority and influence to 
effectively carry out this mandate.  

Ensure that policy guidance related to adolescent HTS is disseminated down to provider level and 
that trainings and job aids are provided to support provider implementation of the guidance. 
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provider perspective without any adolescent involvement. Moreover, HTS guiding 
documents lack guidance on engaging adolescents in policy and program design, 
implementation, and monitoring (MOHCDGEC, 2017a, 2018; MOHSW, 2013; WHO 
2013). 

 

  

RECOMMENDATIONS 

Update guidelines for adolescent-friendly service provision to include specific content related to 
the provision of HTS to adolescents. 

Increase meaningful engagement of adolescents in the design, implementation, and monitoring 
of HTS policies. This is key to ensuring that adolescent engagement is strengthened. 

Update HTS guidelines to include adolescent-specific guidance for service providers on informed 
consent, confidentiality, counseling, and linkage to prevention, care, and treatment.  
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Adolescent-Specific Competencies  
The AHD strategy and stakeholders identify that healthcare workers lack confidence in 
communicating to adolescents and recognize that adolescent-friendly services require 
healthcare providers and support staff who are technically competent, non-judgmental and 
considerate. However, severe human resource shortages, frequent shifting of trained 
adolescent providers to other responsibilities, and a lack of quality controls on training and 
competences of health professionals are barriers this capacity and to accessibility and 
acceptability of services to adolescents. The AHD strategy makes a direct connection between 
training and access:  

[I]f staff are not well trained, they would lack the knowledge and ability to 
offer [adolescent-friendly health services] which in turn affects the 
acceptability of these service by adolescents. Thus, this can result in 
unwillingness of adolescents to obtain the health services that are available. 
(MOHCDGEC, 2018, pp. 27–32) 

Any individuals providing HTS must be trained using the HIV testing curriculum developed 
by the Ministry of Health and participate in annual refresher trainings (MOHSW, 2013). The 
Curriculum for Training of Voluntary Counselling and Testing Counsellors is an extensive 
four-week course that includes one week of field practice. While we were not able to obtain a 
copy of the facilitators manual to assess the integration of adolescent content throughout the 
training, it does appear that content specific to adolescents is addressed in a module on 
counseling for specific target groups and in content on age of consent and legal and human 
rights (MOHSW, 2008, 2010). Similarly, the HIV testing and counseling (HTC) guidelines 
identify additional trainings on HTS for specific populations, such couples and key 
populations, but no adolescent-specific curriculum is identified (MOHSW, 2013).  

National guidelines identify that staff who support HTS—such as program managers, 
laboratory staff, data managers, community mobilizers, and receptionists—may also be 
provided training in order to provide accurate information to community members, clients, 
and patients (MOHSW, 2013). However, while the stakeholders interviewed agreed that all 
clinic staff should be trained, they did not identify any systematic effort to train ancillary 
staff on HTS in general or on adolescent-specific service strategies. 

To train, support, and evaluate the provision of quality HIV counseling for adolescents, core 
competencies must be identified. WHO recommends that HTS providers be competent in the 
following areas for effective interactions between providers and adolescents and for 
provision of quality adolescent-friendly HTS (WHO, 2015b): 

• Rights and laws  

• Respectful communication  

 

RECOMMENDATION 

Update HTS training curricula and program guidelines to include additional adolescent-specific 
content. 
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Competencies: Rights and Laws 
Stakeholders reported that adolescents are generally 
unaware of their rights, making the provider’s knowledge 
of adolescents’ rights and competence in communicating 
and enforcing those rights critical to effective interactions 
with adolescents. Two rights are core to effective 
interactions: understanding consent and assuring 
confidentiality.  

Consent 
Several documents include language on age of consent 
and which minors are exempted from legal age 
restrictions. The 2008 HIV and AIDS Voluntary 
Counselling and Testing training manual identifies the 
rights of clients to informed consent, confidentiality, 
access to their test results, and respectful and 
nonjudgmental treatment. The document explores 
national laws on the age of consent and states that “[f]or 
young people below 18, VCT services can be provided if 
the counsellor determines the young person has sufficient 
maturity to understand the testing procedure and results 
OR is a mature minor” (emphasis added) (MOHSW, 
2008, pp. 100–102). 

This guidance aligns with the adolescents living with HIV and AIDS training package, which 
states in very strong language that adolescents should have independent decision-making 
capacity, their cognitive development should be assessed, and, if judged competent, they 
have the right to make decisions related to HIV testing, treatment, and management of 
confidential information; for those determined not competent, the decision involves 
parents/caregiver (MOHCDGEC, 2017d, 2017e).  

Other national documents are either less clear or contain conflicting guidance. For example, 
the language in the documents discussed above conflicts with the national HTC guidelines 
and does not mention “sufficient maturity” or “competency” and encourages/requires a 
parent or guardian to attend the HTC session unless the adolescent is married, sexually 
active, or otherwise believed to be at risk for HIV infection (MOHSW, 2013). The HTC 
guidelines also conflict with language in the National Adolescent Health and Development 
Strategy, which states that adolescents are “not legally allowed to test for HIV, even though 
some of them are sexually active” (MOHCDGEC, 2018, p. 34). 

Facility staff and NGO implementers have identified issues related to minors’ consent as 
major barriers to HTS (MOHCDGEC, 2017c). Given the conflicting policies related to 
consent—from no authority to consent for any adolescent to the ability to consent for mature 
minors or full authority to consent for competent minors—it is understandable that 
stakeholder feedback consistently indicated confusion and reluctance to test adolescents 
under the age of 18 without parental consent. At best, providers indicated that they could test 
“mature minors” (e.g., those at risk for HIV) and, at worst, providers resisted testing minors 
without parental consent, regardless of the adolescent’s risk status. No provider mentioned 
the current existing training guidance that allows for assessment and testing of a competent 
minor.  

To clarify findings of this 
assessment, the following terms 
are used in specific ways: 

Mature Minor—this term is 
defined and used in the context of 
the HTC guidelines, which identify 
“mature” minors as those who are 
married, sexually active, or are 
otherwise at risk for HIV (MOHSW, 
2013).  

Competent Minor—this term is 
defined and used in the context of 
the VCT and adolescents living 
with HIV curricula, which identify 
minors who are of “sufficient 
maturity” or “competency” 
separate from biological markers 
of maturity identified above 
(MOHSW, 2008; MOHCDGEC, 
2017d, 2017e). 
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Additionally, there is limited guidance on how to assess competence. Guidance in the 
training package fails to address the four components of maturity—understanding, 
appreciation, ability to express a choice, and reasoning (Chenneville et al., 2010)—and gives 
conflicting guidance, such as “health workers should assess adolescent’s cognitive 
development,” “there are no right or wrong decisions based on a competence assessment,” 
and in “most cases the decision on competence is negotiated” (MOHCDGEC, 2017d, p. 26). 

This inconsistent approach to minor consent creates a difficult policy environment for 
guiding provider–adolescent interaction and is reflected in the VCT training self-reflection 
question: “Can I really assess correctly and decide that a young person has sufficient 
maturity to understand the testing procedure and results?” (MOHSW, 2008, p. 102).  

 

Confidentiality  
Concerns about confidentiality have been identified as key barriers to HIV testing among 
adolescents in sub-Saharan Africa (Asaolu et al., 2016; Musheke et al., 2013). In Tanzania’s 
Mwanza and Iringa regions, breaches of confidentiality by health workers were commonly 
reported challenges faced by young people in mystery client visits seeking sexual and 
reproductive health services. Researchers have found that lack of privacy and confidentiality 
“impacted significantly on mystery clients’ views on the appropriateness and acceptability of 
services” (Mchome et al., 2015, p. 9); it was also identified as a barrier to sexual and 
reproductive health service provision for young people in Mtwara District (Mbeba et al., 
2012). Poor quality of HTS and confidentiality concerns were also found to be factors 
hindering uptake of HTS among secondary school students in Tanzania (Sanga et al., 2015). 
Stakeholders did recognize that the protection of confidential information is crucial to 
adolescents “opening up” to providers. 

Global guidance states that (1) informed consent must be obtained to release confidential 
information related to HIV testing because (2) whomever consents to a test owns that data 
and, therefore, must be the person to provide informed consent for any release of that data. 
(WHO, 2015a). In Tanzania, this means that when an adolescent is able to provide consent, 
either because they are a mature minor or because they are “of sufficient maturity,” then it is 
that adolescent who must consent to sharing information about that test, even with their 
parents.  

The HIV and AIDS Act directs that the results of an HIV test should only be released to the 
person tested (GOT, 2008). However, it also provides an exception to release a child’s test 
results to their parents or guardians. Given that the 1970 Act to Reduce Age of Majority 
defines anyone under the age of 18 as a child (GOT, 1970), the HIV and AIDS Act conflicts 
with an adolescent’s right to confidentiality and authorizes the release of the HIV test results 
of an adolescent, who may have tested as a mature or competent minor, to others. This broad 
authorization is narrowed in the HTC guidelines, which stipulate that disclosure of an 
adolescent’s test result to parents or guardians would only take place if the adolescent was 
not deemed to be a mature minor (MOHSW, 2013). The VCT training package does not 
specifically address managing disclosure of an adolescent’s test results to a parent or 

RECOMMENDATION 

Align policy and training guidance on assessing minors’ competence and implementing minor 
consent for HTS. 
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guardian it only states that sharing test results without client permission is a breach of 
client’s human rights (MOHSW, 2008).  

 

Competencies: Respectful Communication 
Stakeholders identified that the core of effective provider–adolescent communication and 
positive adolescent perception is a supportive stigma-free environment where adolescents 
experience provider respect and support. The adolescent reproductive health curriculum 
identifies skills conducive to respectful and supportive communication aligned to WHO 
fundamental attitudes for adolescent health services (side bar next page). These skills 
include using positive nonverbal communication, establishing trust and rapport, fostering 
comfort (privacy, confidentiality, and respect), and strengthening communication and 
counseling skills. It further delineates communication/counseling skills as: active listening, 
clarifying, paraphrasing, use of encouraging language, use of open-ended questions, 
responding to non-verbal behaviors, and summarizing. As previously assessed, this guidance 
on communication competencies, while critical for any provider–adolescent communication, 
is not specific to HTS interactions (MOHSW, 2006a). 

The HIV strategic plan identifies a strategic outcome to reduce the proportion of people 
living with HIV experiencing stigma and discrimination from healthcare providers to zero by 
2022, however, it omits mention of stigma experienced by adolescents accessing HTS 
(MOHCDGEC, 2017b).  

Best practices for creating a stigma-free service environment emphasize training that moves 
beyond basic knowledge sharing to include experiential exercises and ongoing self-reflection 
practices that address both personal experience of stigma and the internal assumptions and 
biases that drive attitudes and inform professional performance (Ballon, 2015; Kidd and 
Clay, 2003). Adding self-reflection competencies to technical content has been shown to 
better address fear- and value-based stigma and improve client satisfaction, particularly for 
young marginalized groups (Geibel et al., 2017; WHO, 2015b). 

The National Training Package on Adolescents Living with HIV and AIDS identifies a 
learning objective that participants “[d]escribe their own attitudes, values, and beliefs about 
adolescent sexuality, and how these may affect their work with adolescents” (MOHCDGEC, 
2017d, pp. 225–227; 2017e, pp. 335–340). However, the training package’s facilitator guide 
and participant manual focus on technical definitions (e.g., sex, sexuality, and sexual 
orientation) and roles of healthcare workers (e.g., providing care and support, protecting 
rights, and encouraging healthy practices), omitting content on how to identify and manage 
personal values that may affect a provider’s ability to effectively interact with adolescents 
(MOHCDGEC, 2017d, 2017e). 

FINDING 

HTS policies and trainings provide conflicting guidance related to the confidentiality of adolescent 
HIV test results. 

RECOMMENDATION 

Issue clarifying guidance to help providers protect adolescents’ confidentiality in the context of 
HTS.  
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The National Curriculum for Service Providers on 
Adolescent Reproductive Health is a comprehensive 
course on the technical aspects of adolescence and 
reproductive health. The curriculum underscores that 
removing provider bias and judgement is crucial for 
engaging adolescents and includes an objective related to 
documenting baseline attitudes about adolescent sexual 
and reproductive health, which is important for 
measuring change. However, the course content on 
attitudes does not carry through to the expected training 
outcomes, which focus on delivering knowledge but do 
not address identification and mitigation of personal 
bias, and the curricula does not provide tools and 
support for providers to reflect on and address their own 
personal bias (MOHSW, 2006b). Additionally, content 
focused on how to communicate with adolescents is 
limited to the following statement: 

Communicating with and counseling adolescents 
about sexuality can be challenging because it is a 
sensitive topic about which adolescents often feel 
emotional, defensive, and insecure. (MOHSW, 
2006, p. C-6) 

Nowhere does the training package acknowledge or 
address the fact that adolescent sexuality can be a 
sensitive and challenging topic for providers. 

The national HIV-related stigma-reduction training for 
healthcare workers, which focuses on provision of 
services to people living with HIV, contains no 
adolescent-specific content. It does, however, include 
some recognition that moral judgement, provider biases, 
and social and moral beliefs are barriers to care for 
people living with HIV and that there is a need to facilitate discussions on the “values and 
beliefs that underlie HIV and AIDS stigma” (MOHSW, Unpublished, pp.57–58). However, 
the training methodology contains no content on provider self-reflection and relies heavily 
on the provision of facts and figures rather than an understanding of internal provider 
attitudes.  

In contrast, the VCT trainee assessment tool includes assessing skills related to relationship 
building, engagement, and understanding. The HTC guidelines also direct that “self-
reflection tools shall be used regularly by HTC providers” and identify the need to 
consistently modify how HTS is delivered to improve quality and effectiveness. Similarly, the 
quality assurance and improvement guidance mentions supportive supervision, staff 
networking, and self-reflection and mentorship tools as components of quality HTS. 
However, when HTS providers were asked to describe supportive supervision tools or 
internally facing processes or mechanisms for personal and professional support with 
difficult clients—such as support groups and case reviews—they only described externally 
facing strategies, such as connecting clients to community resources or peer educators 
(MOHSW, 2008, 2013, 2014). 

Fundamental Attitudes for 
Competent Adolescent 
Health Services 
• See adolescents as 

individuals 

• Respect for human rights of 
adolescents 

• Respect for choices, 
including to consent to or 
refuse services 

• Respect individual dignity, 
including marginalized and 
vulnerable populations 

• See adolescents as agents 
of change and source of 
innovation 

• Value partnerships with 
adolescents, gatekeepers, 
and community 
organizations 

• Appreciate and support 
adolescent learning and 
decision-making styles 

• Awareness of one’s own 
attitudes, values, and 
prejudices 

Source: WHO, 2015b 
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Competencies: Quality Assurance 
WHO identifies accountability as a key healthcare provider competency (Competency 2.2) 
for the provision of adolescent health services (WHO, 2015b). This competency includes 
regularly assessing the quality of health service provision, which is evaluated by the 
reporting of adolescents’ experience of care and the application of findings to improve 
quality of care (WHO, 2015b). The adolescents living with HIV training curriculum provides 
a satisfaction survey for adolescents in treatment that enables providers to gather 
information on experiences related to communication, perceptions of clinic operations, and 
satisfaction with clinical progress; identifies peer educators—other adolescents living with 
HIV—as a resource for quality assurance activities; and, in an assessment tool, mentions the 
value of adolescent and youth feedback and involvement in decision making (MOHCDGEC, 
2017d). Likewise, HTC guidelines require that exit interviews be conducted quarterly to 
assess client satisfaction with HTC services, and the HIV and AIDS service quality 
improvement training identifies options for gaining client feedback (MOHSW, 2011, 2013). 
Although stakeholders agreed that engaging beneficiaries in accountability mechanisms was 
important, they also acknowledged that exit interviews with adolescents were often not done 
and suggested technology solutions to try to collect adolescent HTS quality assurance data.  

 

  

RECOMMENDATIONS 

Revise HTS training curricula to include fundamental communication skills specific to adolescent-
friendly services. Reproductive health curricula, which currently include these skills, could be used 
to inform this revision. 

Revise training currical to include content and strategies to identify and manage internal provider 
bias. 

Incorporate adolescents into stigma-reduction goals, which currently focus on people living with 
HIV in general, making no specific mention of adolescents. 

RECOMMENDATION 

Incorporate adolescent-specific HTS quality assessment into quality assurance and accountability 
strategies, which are currently focused on adolescent antiretroviral therapy environments or 
general HTS services and do not include adolescent-specific HTS quality assessment strategies.  
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Summary 
Adolescence is a period of rapid social, cognitive, and physical development, and 
engagement of this population can be challenging for both adolescents and providers. A clear 
and consistent policy foundation that supports quality stigma-free interactions between 
providers and adolescents is crucial to increasing utilization and yield of HTS and linkage to 
prevention and treatment services for adolescents.  

The policy assessment found two areas where policy guidance conflicted: minor consent and 
confidentiality of an adolescent’s HIV test results. Current policy guidance for these areas 
range from narrow restrictive language to broader language that encompasses a holistic view 
of the rights, competencies, and needs of adolescents. As a result, these conflicting guidelines 
create an unclear and inconsistent implementation environment for adolescent HTS. 

The assessment also found that guidance for adolescent-friendly services does not intersect 
with guidance for HTS and does not offer strategies and approaches for the provision of 
adolescent-specific HTS. Currently, stakeholders in Tanzania are discussing the need for 
either separate population- and service-specific guidelines or broader overarching 
guidelines. Regardless of the structural approach to policies, content specific to the unique 
needs, values, and contributions of adolescents should be intentionally included in HTS 
trainings, mentoring, and quality assurance guidance. 

Additionally, while self-reflection and awareness are mentioned in training and mentoring 
documents, the trainings remain focused on technical data and the challenges of adolescence 
while failing to recognize the personal challenges and bias that providers may bring to their 
engagement with this population. 

Stakeholders emphasized the importance of the first provider–client interaction with 
adolescents, which provides an opportunity to engage individuals in HIV prevention, care, 
and treatment services and to shape their attitudes toward adherence to safe practices and 
ART and retention in care. Ensuring quality interactions between adolescents and providers 
is important across the spectrum of HIV and is crucial for achieving and sustaining epidemic 
control.   



Assessment of Policies that Promote or Inhibit Effective Provider–Client HIV Testing Interactions for 
Adolescents in Tanzania 

19 

References 
Asaolu, I., J.K. Gunn, K. Center, M. Koss, J. Iwelunmore, and J. Ehiri. 2016. “Predictors of 
HIV Testing Among Youth in Sub-Saharan Africa: A Cross-Sectional Study.” PLoS ONE 
11(10): e0164052. 

Ballon, B. 2015. “Reflective Techniques for Battling Stigma: Mental Health and Addiction 
Experiential Education.” LinkedIn, October 14, 2015. Available at: 
https://www.linkedin.com/pulse/reflective-techniques-battling-stigma-mental-health-
bruce-ballon/ 

Barker, C., S. Bowsky, A. Zapfel, and A. Gibbs. 2016. “Tanzania: HIV Trends Among 
Adolescents and Young Adults Ages 15–24.” PowerPoint presented on January 15, 2016. 

Chenneville, T., K. Sibille, and D. Bendell-Estroff. 2010. “Decisional Capacity Among Minors 
with HIV: A Model for Balancing Autonomy Rights with the Need for Protection.” Ethics & 
Behavior, 20(2): 83–94. 

Geibel, S., S.M. Hossain, J. Pulerwitz, N. Sultana, T. Hossain, et al. 2017. “Stigma Reduction 
Training Improves Healthcare Provider Attitudes Toward, and Experiences of, Young 
Marginalized People in Bangladesh.” Journal of Adolescent Health, 60(2 Suppl 2), S35–S44. 

Government of the United Republic of Tanzania (GOT). 1970. Age of Majority (Citizenship 
Laws) Act, 1970. No. 25. July 25, 1970. Available at: 
http://www.saflii.org/tz/legis/num_act/aomla1970331.pdf 

Government of the United Republic of Tanzania (GOT). 2008. HIV and AIDS (Prevention 
and Control) Act, 2008. No. 28. April 4, 2008. Available at: 
https://www.ilo.org/aids/legislation/WCMS_125594/lang--en/index.htm 

Health Policy Plus (HP+). 2016. Held Back by Fear: How Stigma and Discrimination Keep 
Adolescents from Accessing Sexual and Reproductive Health Information and Services.  
Washington, DC: Palladium, Health Policy Plus. 

Joint United Nations Programme on HIV/AIDS (UNAIDS). 2018. Miles to Go: Closing Gaps, 
Breaking Barriers, Righting Injustices: Global AIDS Update 2018. Geneva: UNAIDS. 

Kidd, R., and S. Clay. 2003. Understanding and Challenging HIV Stigma: Toolkit for 
Action. Washington, DC: Academy for Educational Development, The CHANGE Project. 

Mbeba, R.M., M.S. Mkuye, G.E. Magembe, W.L. Yotham, A.O. Mellah, and S.B. Mkuwa. 
2012. “Barriers to Sexual Reproductive Health Services and Rights Among Young People in 
Mtwara District, Tanzania: A Qualitative Study.” Pan African Medical Journal 13(Suppl 1): 
13. 

Mbuya-Brown, R., and K. Beardsley. 2018. Achieving HIV Testing Goals for Adolescents in 
Tanzania: A Literation Review of Key Promoting and Inhibiting Factors. Washington, DC: 
Palladium, Health Policy Plus. 

Mchome, Z., E. Richards, S. Nnko, J. Dusabe, E. Mapella, and A. Obasi. 2015. “A ‘Mystery 
Client’ Evaluation of Adolescent Sexual and Reproductive Health Services in Health 
Facilities from Two Regions in Tanzania.” PLoS ONE, 10(3), e0120822. 



Assessment of Policies that Promote or Inhibit Effective Provider–Client HIV Testing Interactions for 
Adolescents in Tanzania 

20 

Ministry of Health (MOH). 2004. Standards for Adolescent Friendly Reproductive Health 
Services. Dar es Salaam: MOH. 

Ministry of Health, Community Development, Gender, Elderly, and Children (MOHCDGEC). 
2016. The National Road Map Strategic Plan to Improve Reproductive, Maternal, 
Newborn, Child & Adolescent Health in Tanzania (2016–2020): One Plan II. Dar es 
Salaam: MOHCDGEC. 

———. 2017a. National Guideline for Comprehensive Package of HIV Interventions for Key 
and Vulnerable Populations. Dar es Salaam: MOHCDGEC. 

———. 2017b. Health Sector HIV and AIDS Strategic Plan (HSHSP IV) 2017-2022. Dar es 
Salaam: MOHCDGEC, National AIDS Control Programme. 

———. 2017c. HIV Service Delivery Models: Mapping HIV Service Delivery Strategies in 
Tanzania. Dar es Salaam: MOHCDGEC. 

———. 2017d. National Training Package on Adolescent Living with HIV and AIDS: 
Participants' Manual. Dar es Salaam: MOHCDGEC. 

———. 2017e. National Training Package on Adolescents Living HIV and AIDS: 
Facilitators' Guide. Dar es Salaam: MOHCDGEC. 

———. 2018. National Adolescent Health and Development Strategy 2018–2022. Dar es 
Salaam: MOHCDGEC. 

Ministry of Health and Social Welfare (MOHSW). 2006). A National Curriculum for Service 
Providers on Adolescent Reproductive Health: Handouts. Dar es Salaam: MOHSW. 

———. 2006b. A National Curriculum for Service Providers on Adolescent Reproductive 
Health: Facilitators Guide. Dar es Salaam: MOHSW. 

———. 2008. HIV and AID Voluntary Counselling and Testing Participant's Manual. Dar es 
Salaam: MOHSW. 

———. 2010. Curriculum for Training of Voluntary Counselling and Testing Counsellors. 
Dar es Salaam: MOHSW. 

———. 2011. Training Package Quality Improvement of HIV and AIDS Services - 
Participant's Manual - Final Draft. Dar es Salaam: MOHSW. 

———. 2013. National Comprehensive Guidelines for HIV Testing and Counselling. Dar es 
Salaam: MOHSW. 

———. 2014. Tools for Mentoring on HIV and AIDS Health Services, Second Edition. Dar es 
Salaam: MOHSW, National AIDS Control Programme. 

———. 2015. Health Sector Strategic Plan (HSSP IV), July 2015–June 2020: Reaching all 
Households with Quality Health Care. Dar es Salaam: MOHSW.  

———. (Unpublished). Training of Health Workers on Reduction of Stigma and 
Discrimination Related to HIV and AIDS: Facilitator's Guide. Dar es Salaam: MOHSW. 



Assessment of Policies that Promote or Inhibit Effective Provider–Client HIV Testing Interactions for 
Adolescents in Tanzania 

21 

Musheke, M., H. Ntalasha, O. McKenzie, V. Bond, A. Martin-Hilber, A., and S. Merten. 2013. 
“A systematic review of qualitative findings on factors enabling and deterring uptake of HIV 
testing in sub-Saharan Africa.” BMC Public Health 13: 220. 

Nyblade, L., R. Mbuya-Brown, A.N. Sabasaba, M. Ezekiel, P. Kiwia, et al. 2018. 
Understanding and Responding to Stigma and Discrimination in Health Facilities in 
Tanzania. Washington, DC: Palladium, Health Policy Plus. 

Sanga, Z., G. Kapanda, S. Msuya, and R. Mwangi. 2015. “Factors Influencing the Uptake of 
Voluntary HIV Counseling and Testing Among Secondary School Students in Arusha City, 
Tanzania: A Cross Sectional Study.” BMC Public Health 15: 452. 

U.S. President’s Emergency Fund for AIDS Relief (PEPFAR). 2018. Presentation: “COP 2018 
Agency Oversight and SGAC Approval Meeting—Tanzania.” PowerPoint presented on April 
17. 

Waymoi, J., M. Stockton, D. Nyato, and L. Nyblade. (Unpublished). Understanding the Role 
of Stigma and Discrimination in Restricting Adolescents' Access to Sexual and 
Reproductive Health Services in Tanzania. Washington, DC: Futures Group, Health Policy 
Project. 

World Health Organization (WHO). 2013. HIV and Adolescents: Guidance for HIV Testing 
and Counselling and Care for Adolescents Living with HIV. Recommendations for a Public 
Health Approach and Considerations for Policy-Makers and Managers. Geneva: WHO. 

World Health Organization (WHO). 2015a. Consolidated Guidelines on HIV Testing 
Services. 5Cs: Consent, Confidentiality, Counselling, Correct Results, and Connection. 
Geneva: WHO. 

World Health Organization (WHO). 2015b. Core Competencies in Adolescent Health and 
Development for Primary Care Providers: Including a Tool to Assess the Adolescent Health 
and Development Component in Pre-Service Education of Health-Care Providers. Geneva: 
WHO. 



For more information, contact:

Health Policy Plus

Palladium

1331 Pennsylvania Ave NW, Suite 600

Washington, DC 20004

Tel: (202) 775-9680

Fax: (202) 775-9694

Email: policyinfo@thepalladiumgroup.com

www.healthpolicyplus.com


	Contents
	Acknowledgments
	Abbreviations
	Executive Summary
	Introduction
	Background
	Purpose and Methodology
	Limitations
	Structure

	Context
	Service-Seeking Environment
	Country Policy Context
	Adolescent-Friendly Guidelines


	Adolescent-Specific Competencies
	Competencies: Rights and Laws
	Consent
	Confidentiality

	Competencies: Respectful Communication
	Competencies: Quality Assurance

	Summary
	References



