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DISCLAIMER

This report does not reflect the views of the financiers Japanese International
Cooperation (JICA) or the United State Agency for International Development (USAID),
but is an evaluation of the Impact of Corridors of Hope (COH) based on data collected
from secondary sources and interviews of stakeholders.

ACRONYMS

AlIDS : Acquired Immune Deficiency Syndrome

ARV : Anti-Retroviral 7

BCC : Behavior Change Communication

CBH : Central Board of Health

CBO : Community Based Organization

COH : Corridors of Hope

CSwW : Commercial Sex Worker

DATF : District AIDS Task Force

DHMT : District Health Management Team

FBO : Faith based organization

FGD : Focus Group Discussion

FSwW : Female Sex Worker

GD : Group Discussions

GIPA : Greater Involvement of People Living with AIDS
GRZ : Government of the Republic of Zambia

HIV : Human Immunodeficiency Virus

IEC : Information, Education and Communication

IDI : In-depth Interview

IGA : Income Generating Activities

JICA : Japan International Cooperation Agency

M&E : Monitoring and Evaluation

MSF : Med Sans Frontier

NGO : Non Governmental Organization

NZP+ : Network for Zambian People Living with HIV/AIDS
ovC : Orphans and Vulnerable Children

ORW : Outreach Worker

PLHA : People Living With HIV/AIDS

PMT : Project Management Team

PMTCT : Prevention of Mother to Child Transmission of ‘HIVE 31
RPR : Rapid Plasma Reagin

RHAP : Regional HIV / AIDS Project of USAID

STDs : Sexually Transmitted Diseases

STI : Sexually Transmitted Infection

UNAIDS : Joint UN initiative on HIV/ ATDS

USAID : United State Agency for International Development
VCT : Voluntary counseling and Testing

V5U : Victim Support Unit of the Zambia Police

WHO : World Health Organization
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EXECUTIVE SUMMARY

1.10 Background

The Corridors of Hope (COH), a joint USAID and JICA funded cross-border project
targets high-risk populations in border and selected towns along major truck routes in
Zambia. The project aims to reduce HIV infection through the provision of appropriate,
sustainable and cost effective interventions.

The implementers of COH, Family Health International (FHI), World Vision Zambia
(WVZ), Society For Family Health (SFH) and Zambia Health Education and
Communication Trust (ZHECT) work in collaboration with District Health
Management Teams (DHMT), District AIDS Task Forces (DATF) and other local
partners. The project has sites in 10 border areas and other towns perceived to be high-
risk regions for HIV infection. These sites are Livingstone, Kazungula, Chirundu, Kapiri
Mponshi, Kasumbalesa, Ndola, Nakonde, Chipata, Katete and Lusaka.

FHI has the overall responsibility and ensures that the project is working to achieve its
objectives and targets as set and agreed with financial and other partners. Specific roles
of -FHI include providing technical expertise, managing the monitoring, evaluation,
research and reporting systems and coordination of the project’s steering committee.
WVZ is responsible for providing STI and VCT services at site level as well as
administrative and financial management of the sites. SFH is responsible for the BCC
activities including a youth component and social marketing of condoms. ZHECT is
entrusted with implementing the workplace initiative.

1.20 Evaluation methods

The COH project winds up in March 2006, and JICA and USAID to this end
commissioned an End-of-Project Evaluation, which was aimed at assessing whether the
project had been effective in meeting the set objectives, how efficient the operations had
been and the impact the project has had on the target and wider communities.

The evaluation mostly used qualitative methods, while quantitative data was collected
from secondary sources. Qualitative data allowed for the investigation of processes, and
thus was used to understand the perceptions of key players on the subject. Secondary
sources of information were consulted for quantitative data.

Primary data was collected mainly through In-depth Interviews and Focus Group
Discussions. Staff from COH central and site offices as well as partner organizations
were interviewed using in-depth interviews. Commercial Sex Workers, Neighborhood
Health Committees and other Community Based Organizations were interviewed
through FGDs. Others interviewed included Peer Educators in bridging communities
(police, immigration and ZRA), trucking companies and the general communities
surrounding the evaluation sites.
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1.30 Results of COH Activities

The effective prevention and control of STIs depends on three dimensions that are at
the core of its spread: comprehensive case management; management of sexual
partners and behavior change interventions. The COH project catered for all the three
components.

The project management of STIs had gone through changes over the project life span.
Initially, COH offered presumptive care, which entailed treatment of CSWs at the first
contact. This was subsequently modified with the introduction of screening for
syphilis.

Mobile STI services were also included to cater for clients in the communities. The
practical difficulties of continuing with this model and negative impact on the quality
of services led to a reduction in such services.

The project used various BCC methods to disseminate information on STIs and
HIV/AIDS: peer educators, outreach workers, and drama clubs.

The findings of the study showed that the BCC activities had impacted on the behavior
of the target population, as evidenced by the reported reduction in the number of
partners and improve health-seeking behavior among CSWs. After starting off
exclusively as STI delivery points, the COH overtime introduced VCT services.

In the early days of the VCT services, CSWs were hesitant about testing for HIV, in part
because of the lack of follow-up alternatives in the event of testing positive. But with
the advent of ARVs, more CSWs were opting for VCT.

The main goal of the workplace policy was to establish and strengthen HIV/AIDS
prevention and care programmes at the workplace in order to reduce the further spread
of HIV infection and to maintain a healthy work force.

A lot of work had been done in trucking companies and employees sensitised about
HIV/AIDS. As a result, employees and in some cases their spouses had been reached
with HIV/AIDS and STI messages.

1.40 Results of COH Outputs

Gauging from the empirically verifiable reduction in the prevalence of STIs and
reported appreciation of services among the target population, the project was
successful. The quality of STI services was rated to be high. Nonetheless, there were
limitations with regard to the quality of mobile STI services.

As with the STI, so too with BCC component, the project succeeded in recording
positive behavior change both among the target and wider communities. At the
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community level, there had been a gradual acceptance of CSWs. Through the
knowledge that had been gained from COH activities, the CSWs were in some cases
utilized as community resources for: health education, and access to health care at COH
drop-in centers. However, the lack of parallel initiatives to offer CSW alternative
livelihoods militated against these achievements.

The introduction of VCT services had improved the effectiveness of the project
activities, and this was evidenced by the observed increase in the uptake overtime. The
VCT services had facilitated synergies with the STI component.

While the workplace awareness campaigns and introduced workplace polices at
selected transport companies in Lusaka, much could have been done to ensure
effectiveness. This was clearly illustrated by the limited level of knowledge about the
policy among many of the respondents, and limited involvement of management in
the activities.

1.50 Evaluation of the project activities

Were the project activities relevant?

The project was relevant in that it targeted its activities among the loci of the
HIV/AIDS epidemic, which impacted positively on the rate of infections. HIV/AIDS is
not just a medical problem, but much more importantly a development concern and
hence by forestalling the further spread of the epidemic, socio-economic development
was being safeguarded.

Within the JICA and USAID programme to Zambia, HIV/AIDS has been identified
as one of the major areas of cooperation. And the resources spent in this area were
appropriately targeted and relevant to the priorities of JICA. JICA is further involved
in supporting the tuberculosis programme in Zambia. Given the relationship between
HIV/AIDS and tuberculosis, the COH project contributed in addressing the combined
challenge of the two diseases.

Was the project effective?

There were no indicators set at the outset of the project, against which effectiveness
could be assessed. However, the trend in outputs showed that there were
improvements overtime. From this perspective, it could be concluded that the project
was effective, as evidenced by the increase in the number of project beneficiaries; and
reduction in risky sex behaviors.

How did the project impact on the community?

The consistence in the provision of both care and supportive services impacted
positively on the communities by reducing the stigma that was associated with STI
and HIV/AIDS.

The extension of COH services to the wider community, other than the immediate
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target population, as was originally designed, further helped to reduce the stigma.

In relative terms, the COH services were unanimously rated to be better than similar
services provided from other sector outlets.

Was the project efficiently run and sustainable?

The combination of competencies from the various partners who were involved in
the project increased the pool of resources for interventions. Thus the project was able
to do more than would have been possible with single partner participation.

However, the pool of various partners also posed serious challenges, not least of
which were the management of human resources and accounting systems. In some
instances, managers were not able to effectively manage staff who belonged to partners,
and divergences in conditions of service sometimes resulted in resentment among, staff.

Lessons leamnt

The project learnt that exclusively targeting the primary project populations was not an
effective way of reducing the prevalence of the STls. Overtime, the STI services were
extended to the wider community.

With time, mobile STI services were also provided. However, since such services were
provided from the community, the quality was low and the services were subsequently
scaled down.

For the workplace component in Lusaka, respondents indicated that other than the
initial awareness meetings, nothing much had been done to institutionalise the
activities. The lack of a systematic mechanism for monitoring the workplace
activities and limited company involvement had reduced its effectiveness.

While the project activities focussing on CSWs and the bridging communities had
registered some positive changes, establishing links with other partners involved in
income generating activities would have been beneficial to CSWs.

The project had benefited from the involvement of various partners, each bringing in
their expertise. Thus more was achieved than would have been possible with a single
principal.

While recognising the good working relationship between the project and the
DHMTs, the links could have been better developed in order to ensure sustainability
of the activities.

Recommendations

Although there was evidence of behaviour change among the target population, there
were no weaning strategies for CSWs once they decided to cease commercial sex
activities. It would probably have been a good strategy to link the COH project to
income generating projects.

9
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Given the community disapproval of public sector provided services, it is imperative
that the relationships with districts are developed further, in order to share experiencs.
Although the COH collaborated with the DHMTs, the operational links should be
strengthened, in order to ensure sustainability of the project activities.

Although the major sources of funding for the project are about to end, the clear
evidence of project success could be used to mobilise other sources of support for the
continuation of the activities.

While the project had initiated and implemented the workplace policy, Peer Educators
in Lusaka expressed misgivings about its effectiveness. It is imperative that company

management became more interested in order for the workplace component to achieve
better results.

10

18-






- The overall goals of the project are;

1. To reduce the transmission of STIs among high-risk populations of women
and their sex partners in borders and main inland towns.

2. To prevent transmission of STls/HIV among youths aged 10 - 19.

The project goals are met through the following specific objectives;

1. Increase access to correct condom use among the high risk populations
2. Increase access to quality STI management

3. Behaviour change communication strategies

4. Provision of Voluntary Counseling and Testing services

The project primarily targets female sex workers and their clients and in-and out of-
school youths aged 10 to 19 years. The strategies include provision of behaviour change
information, including condom promotion through social marketing, quality STI
services at drop-in centers and through outreach services, HIV counseling and testing
(VCT) services at the drop-in centers, work place intervention, and skills building and
messages on abstinence among the youth.

The implementers of COH, Family Health International (FHI), World Vision Zambia
(WVZ), Society For Family Health (SFH) and Zambia Health Education and
Communication Trust (ZHECT) work in collaboration with District Health
Management Teams (DHMT), District AIDS Task Forces (DATF) and other
stakeholders.

The implementing partners’ roles and obligations can be summarized as follows:

% Family Health International has the overall responsibility for the project and
ensures that the project is working to achieve its objectives and targets as set and
agreed with financial and other partners. Specific roles of FHI include providing
technical expertise, managing the monitoring, evaluation, research and reporting
systems and coordination of the project’s steering committee.

A World Vision is responsible for providing STT and VCT services at site level as
well as ‘administrative and financial management of the sites. The responsibility
of initial entry and communication of site-level data for the project’s monitoring
and evaluation system also rest with WV.

% Society for Family Health is responsible for behaviour change communication
(BCC) activities including a youth component and social marketing of condoms

# Zambia Health Education and Communications Trust is entrusted with the
responsibility of implementing a workplace initiative targeting cross-border
trucking companies in project areas.

The project has undergone various organizational changes from the time it commenced
activities. From August 1999 to July 2000, WVZ was funded through FHI to implement
the project in Chirundu, Kapiri Mposhi, Kasumbalesa and Livingstone. Chipata was
included half through this sub-agreeement. Partner organizations were identified in
the sub-agreement with and among whom collaboration would be provided.
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In February 2000, JICA assumed funding for specific programmes in STI management
and Behavior Change Interventions. JICA’s initial agreement with WVZ ended March
2003. The project sites covered under this sub-agreement were Chirundu, Kapiri-
Mposhi, Livingstone, and Kasumbalesa.

December 2000 to November 2001, FHI with RHAP funding entered into a sub-
agreement with WVZ for a Chirundu-specific program. Partner organizations and
functions were the same as in the first agreement.

March 15 2001 to March 14 2002, FHI funded WVZ for Chipata and Nakonde programs.
The Center for Disease Control (CDC) funds were used for these activities. New
funded activities included an assessment and mapping exercise in Nakonde, increased
support for PEs, improved monitoring of incidence of STIs in the community,
integration of STI services into existing health facilities, improved monitoring of CSWs
utilization of clinic services, training of HCP in Nakonde and improved record keeping.

December 2001 to November 2002, FHI funded WVZ for the continuation and
expansion of the CBI in Livingstone, Nakonde, Chirundu and Chipata. RHAP funds
were again utilized for these activities.

In 2003 a memorandum of understating was signed among the partners to continue the
activities. Two further drop-in centers were opened one each in Lusaka and Ndola. An
important difference during this phase was the introduction of a youth only component,
which targeted out-of-school-youth with abstinence messages and for which funding
was accessed from the PEPFAR. Voluntary Counseling and Testing Services were also
introduced.
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20 EVALUATION METHODOLOGY

21  Objectives of Evaluation

2.2 Evaluation Design

The evaluation design was non-experimental and exploratory in nature. The evaluation
mostly used qualitative methods, while quantitative data was collected from secondary.
sources. Qualitative data allows for the investigation of processes, and thus can be used
to understand the perception of key players regarding the evolution of a project over
time.

2.3 Data Collection

As indicated above, both qualitative and quantitative data were collected for the study.
This was done by using both primary and secondary sources of data. The qualitative
data were collected through: Participant Observer Methods (POM), Focus Group
Discussions (FGD), and In-depth Interviews (IDI). Stakeholders were interviewed at six
different levels.

1. COH Central Office and their partners
Project Site Staff
Project site partners/stakeholders( i.e. NGOs, district hospitals, DHMTs, DATF)
COH Target groups
General Community
Bridging communities (i.e., ZRA, Customs, Police, Money changers)

oUW N

After the respondents were identified, interviews were held using a checklist for either
group discussion or in-depth interviews as the case dictated. In-dept interview
guidelines were used to collect data from: COH project staff and representative of
partner organizations. The data from Outreach Workers, Queen Mothers and C5Ws
was collected using Focused Group discussion guidelines. There were five data
collection instruments that were prepared: management of STIs; BCC and VCT;
Workplace policy; organization of the project; and Community/CSW Focus Group
Guide.

The Workplace checklist was used to get information from both managers and Peer
Educators. The respondents were asked for their views on the workplace policy, how it
was developed and implemented at the companies. The respondents were further
asked about how the project had impacted on the staff, and their views solicited
regarding how the policy could be improved.

The checklist for the STT component sought to find out how STIs were managed. Issues
raised investigated included: the extent to which the STl management practices
adhered to the standard protocols, availability of drugs and other essential supplies and
the competence of health providers. A review of records was also done in order to
determine the changes in STI attendance over time.
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The BCC and VCT checklist sought to find out the views of the respondents on the
behavior interventions for both the target and wider communities. The views of
communities on the sources and usefulness of BCC messages were assessed.
Respondents were asked how such interventions had impacted on sexual behavior.
The respondents were also asked whether VCT service provision followed the national
guidelines. Records were reviewed to determine the trends in the utilization of BCC
and VCT services over time.

In order to understand the organization arrangements and challenges posed, a series of
interviews were held with organization representatives. The respondents were asked
to explain the challenges faced, how such arose, how they had impacted on the project
and suggested solutions. The interviews also raised the issue of project sustainability
and whether the project activities were relevant.

The FGD guide was used to collect data from both the target and wider populations.
The discussants were asked about their sources of the information on HIV/AIDS and
ST1, and what they perceived to be the most reliable modes. The respondents were also
asked to indicate how they obtained information on VCT, how such services were
organized and suggestions on how the services could be reorganized. The discussants
were asked to indicate whether and how the project had impacted on the community.

24  Respondent Selection

The evaluation examined all the project components: the BCC, VCT, and STI in the
selected study sites. However, the workplace component was confined to Lusaka
district. For purposes of collecting data, the COH operational zones were used as a
basis for selecting respondents for group discussions. For each target population group
selected, a parallel general community group was also selected in order to compare the
results. Thus in both Kapiri Mposhi and Livingstone project sites, a group of queen
mothers from all zones was interviewed. One FGD was help with CSWs in each zone.
At the project site level, in-depth interviews were held with site managers, health care
workers, VCT counselors and BCC coordinators and Outreach Workers.
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would be experienced, the project was able to minimize the impact of such stock-outs
by getting supplies from the DHMT, who would be reimbursed later.

3.1.2 Behavior Change Communication

The project used various methods to transmit behavior change communication
messages to their target populations. The media used included: peer educators,
outreach workers, and drama clubs, through which the direct project and wider
communities were targeted with BCC messages.

The messages transmitted were both preventive and treatment related. The BCC
component includes messages regarding awareness about STIs, their complications,
benefits of prevention and control and availability of STI services. The client
population were advised on the kind of STI-related symptoms to look out for and the
need to take prompt action.

The messages regarding the consistent and correct used of condoms had been well
spread in the community. And the interviewees indicated that there had been an
increase in the utilization of condoms in the project areas. However, there were some
practices that hindered the further popularization of condoms, which included the
refusal by some men to use condoms, adverse practices among CSWs such as the
tendency not to use condoms with permanent pariners and when offered more money.

One of the difficulties relating to behavior change as regards the management of STIs
was that sometimes clients would not want to come for treatment when they did not
have symptoms, and sometimes they did not turn up for reviews. In order to address
such shortcomings, the peer educators reminded the population on the need for early
treatment and review of cases.

Given the sensitivities of the subject matter, initially there was resistance from the target
population about the need for such services. Attracting the target population was
difficulty, as they would disparagingly counter that they were not the major sources of
infection. However, with time, both sex workers and their clients came to appreciate
the importance of the services and readily accessed them.

3.1.3 Voluntary Counseling and Testing

After starting off exclusively as STI delivery points, the COH overtime introduced VCT
services. The synergy between STIs and HIV infection prompted the programme
managers to go a step further by providing a comprehensive service. The STI clients
whose chances of being infected with HIV were high were also given an opportunity to
have an HIV test and know their status.

Knowing ones status is the entry point to care and support, especially now that ARVs

are provided free of charge. At the same time, individuals who are tested are provided
with information on positive living through behavior change processes. Those who test
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positive learn how to protect themselves and others from infection and re-infection,
having good nutrition and moderating or stopping harmful practices like smoking, beer
drinking and stress. In like manner, those who test negative learn how they could
maintain their status.

The VCT practice conforms to WHO guidelines on HIV counseling which indicate that
testing should be voluntary. The steps followed by the project are in line with those
advocated by the MOH, namely pre-test counseling, post-test counseling and
continuum of care. The VCT providers ensured confidentiality of the clients by not
divulging information to third parties and keeping records in lockable cabinets.

Coersion was tactically avoided because treatment for STIs was not tied to counseling
and testing for HIV. At every level, the clients were given an opportunity to opt out.
The results of the assessment showed that it was initially difficult for the CSW to
volunteer for VCT. However, overtime they appreciated the importance of such a
service. The initial reluctance of CSWs to undergo VCT was because of the limited
range of alternatives in the event that one tested positive. With the advent of ARVs,
however, this changed since one could get ARVs, after testing positive.

3.1.4 Workplace Awareness and Policy

The Corridors of Hope (COH), through the workplace component has reached many
people with information on HIV and AIDS. The primary aim of the workplace
component was to reach potential clients of CSWs. The goals of a workplace policy are
to: i) establish and strengthen HIV/AIDS prevention and care programmes at the
workplace in order to reduce the spread of HIV and to maintain a healthy work force;
ii) provide supportive care services to employees infected with and those affected by
HIV/AIDS; and iii) ensure equity in the application of rules and regulations to all
employees, regardless of their social and medical status. While the COH workplace
design took care of the first goal, not much was done with regard to the second and
third goals.

The process of establishing a workplace policy entails undertaking various activities,
which include: awareness creation among staff, formulation of policy, skills building
and identification and training of trainers:

(i) awareness sessions (first with general staff, thereafter with company management);
(ii) recruitment and identification of Peer Educators from among the workers;

(iii} facilitation of the workplace policy;

(iv) sensitization of workers’ spouses, which is preceded by sensitization of staff. The
workers are then requested to send their wives for a ‘workshop” to learn about HIV;

{v) Skills building by bringing spouses together; and

(vi) Training of trainers (TOT).

It is evident that a lot of work had been done in trucking companies and employees
sensitised about HIV/AIDS. As a result of the workplace activities, employees and in
some cases their spouses had been reached with HIV messages and there were
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indications of behaviour change in these companies. For instance, demand for
condoms had gone up and HIV/AIDS issues were being discussed openly.

While information form the quarterly reports showed that the workplace activities had
proceeded well, this assessment was only confined to Lusaka and hence the finding
may not be reflective of the general picture. From the interviews held in Lusaka, some
Peer Educators in trucking companies expressed reservation about the workplace
policy. The policy had not been implemented as was originally envisaged. While
efforts were made to involve management, in most companies, this was minimal and
there was no real sense of ownership. Secondly, not all employees had been involved in
the policy formulation process.

These reservations notwithstanding, it ought to be mentioned that the policy had just
been introduced in Lusaka and was still in the early stages. Indeed, a reveal of the data
from the quarterly reports showed the policy was more developed in the other sites.
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3.2  Resuits of COH Outputs

3.21 STI Management

The quality of services provided at the COH drop-in centers were generally good and
responses from the target and wider communities indicated that they appreciated these
services. The organization of STIs services was comprehensive and included the three
components of effective management of STIs, which are: comprehensive case
management of STIs, management of sexual partners, and behavior change
communication. As a result of these activities, there had been a decline in the major
STIs, as Table 2 indicates. The BBSS results showed that there had been a fifty percent
decline in the proportion of STIs from 25% in 2000, to 12% by the year 2003. The
pattern was upheld for all the STIs in both Livingstone and Chirundu for which the
results were available.

Table 2: Prevalence of STTs in Livingstone and Chirundu, 2000 and 2003

Gonorrhoea 23 20 22 14 7 11
Chlamydia 6 7 6 6 5 5
Trichomoniasis 51 49 50 30 28 29
Syphilis 36 29 34 30 15 24
Any of above - - - 53 41 49
Gonorrhoea/Chlymidia 26 23 25 14 10 12
26 23 25 14 10 12

Sources: FHI. 2003, Biologic and Behavioral Surveillance Survey, Zambia Female Sex Workers

Other than the decline in the prevalence of STI in the project sites, the recipients of the
services from both the target and wider populations applauded the standard of services
provided by the COH project. They observed that the drop-in centers always had
sufficient stock of drugs, the providers were competent and provided quality services,
and the services had resulted in healthier populations, which had reduced the incidence
of STIs. The following quotes are illustrative of the views of the respondents regarding
the COH STI services:

-“...a long time ago there were many diseases, like syphilis, gonorrhoea, but this time you cannot
find many people suffering from STI. The people are following what they are told... €EBW,
Kapiri Mposhi).
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-“...again they (presence of drop-in center) have made us to stop stigmatizing because we used
to stigmatize ourselves. Iam sick, and I can’t tell my friend, but now we have learnt and we are
becoming more open....” (CSW, Kapiri Mposhi)

-“....At the drop-in-centers, you will always find the medicine and anytime you go, they will
treat but at the [public] hospital, you will need to wait on the queue, if you have gone in the
morning, you will see the clinical officer at 16 hrs. There are also things like books, and paying
K2500 for registration, but at CBOH, immediately you explain how you are feeling, they test the
blood and give you treatment. .. .€EBW, Livingstone)

-“...Anyway confidentiality is there, when you are there only the doctor would know you are
there. Same applies to VCT, because of that you even feel free to explain your situation to them.
In addition, even those men there (at COH), though they are not our friends, they keep secrets.
They even have respect for us and even if the doctor is not there, they treat you with the same
courtesy. We live with them in our compounds, but you would not hear anything (like
spreading rumors about you) ... you just greet each other....that is all. We thank you (COH) so
much for that that...”(CSW)

The reduction in 5T1s in the study population had also been facilitated by the new leve!
of assertiveness that the CSWs had gained through the project. Talking about how she
was not longer afraid to take the lead in ensuring condom use with a partner, a CSW
observed: '

-“..at least this time because of being knowledgeable, we are not even ashamed, but I used to be
ashamed if he tells me that dress me the condom...I used to hide my face and refuse but after
{the project activities]..am more courageous. Iwould even ask him that let us stand like this and
dress ourselves. I will dress [meaning putting on the condom]. I am no longer ashamed€ 46.SW,
Livingstone).

Officials from DHMT also expressed appreciation for the services offered by COH.
However, they also raised concerns about the sustainability of the project. In the words
of a DHMT respondent:€ 460H should not wind up now, but strengthen the networks and
strategize on the phase-out strategy. [The] DHMT cannot sustain the service because we have
skeleton of staff...very few counsellors. There is also a high turnover and looking at the huge cost
associated with the service, we may not be able to provide the logistics (DHMT respondent)

3.2.2 Behavior Change Communication

As was explained above, the BCC strategy had various components: Peer Educators;
Qutreach Workers; Drama performance; and distribution of IEC materials. Using
statistics from the last quarter, it was clear that drama attracted the highest number of
participants relative to the other strategies. The IEC activities by both Outreach
Workers and Peer Educators entailed both one-to-one meetings and group meetings.
For both, Qutreach Workers and Peer Educators, however, there were no major
differences in the number of people reached for one-to-one and group meetings.
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Both the review of secondary data and findings from the Focus Group Discussions
showed that drama performances were the major BCC strategy and the respondents
observed that this had been sustained over time. Secondary data showed that all the
sites recorded significant increases in the number of contacts made through drama.
During the third quarter of the year under review, a total of 55,737 people were reached
through this medium (Table 3).

Relative to the previous quarter, the period under review showed a decline in the
number of contacts made by outreach workers through one-to-one meetings. The
reduction could be explained by the fact that some of the one-to-one contacts that could
have been made by outreach workers were undertaken by Peer educators and
accounted for separately. The reduction could further be attributed to the late funding
of BCC activities. This led to Outreach Workers not being able to carry out their
activities because of the lack of transport. The observed decline in activities undertaken
by Outreach Workers, and converse rise in those undertaken by Peer Educators, could
however be viewed to be a good indicator for the success of the project, since
sustainability is more likely where community systems as opposed to project structures
took the lead.

As a result of the BCC activities, the target population indicated that they had changed
their sexual behavior as evidenced by: the reported reduction in the number of sexual
partners; and insistence on condom use. The availability of STIs services to both the
target and wider community had also minimized the stigma surrounding sex work and
positively impacted on the health seeking behavior of the CSWs. The BCC strategies
encouraged the CSWs to utilize the services without the fear of being stigmatized. The
following quotes from FGDs are illustrative of the kind of behavior change taking place
in the communities:

_"...if that partner does not want (to use a condom), I tell him that look you are a family man
and I have children. But most importantly, you don’t know what I do, neither do I know what
you do. Maybe you might be sick, but what would happen if am sick? What about your family?
And also my children, and no one will care for them when or if you or I die. That means if he is
wise, he cant refuse using the condom. But if he refuses, its to tell him that you can go and I will
remain with my condom...€.38SW, Kapiri Mposhi).

- _we had a case where a sex worker was beaten by a patron because she refused to have sex
without a condom. One interesting event was in a village, where a former boyfriend burnt the
house of a sex worker after she refused to have sex without a condom...she told him she knew her
status and advised him to go for VCT ...(Outreach Worker, Livingstone)

-7 .Lwant to be precise on this one, but I feel it is another measure. The socially marketed
condoms we have been selling in bars and chemists..these products are moving very fast,

indicating that the people are really accessing the condoms and using in the end..though we
cannot guarantee that...(outreach Worker, livingstone)
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- . we have to reqlize that it is not ok to have many boyfriends and we are reducing the number
of boyfriends so that we can reduce on re-infecting each other...(CSW, Kapiri Mposhi)

- .the information is very good and they teach us about a lot of things and when you have that
information, it makes you change completely, it you had many boyfriends, you definitely change
and reduce the number of boyfriends maybe you remain with only one man€ 4€SW,
Livingstone).

- . also the COH have enabled us to start rejecting those who want unprotected sex because if a
man comes and I refuse to have unprotected sex, he will try to go to another girl and she will
refuse...you will find that we all refuse and as a result he will simply have no option but to
accept to use a condom...(CSW, Livingstone)

While the respondents were generally well disposed to changing their sexual behavior,
they also observed the limitation that they faced: the desperate situation that they faced,
especially the poverty and lack of meaningful alternatives for earning a living. This
forced to continue with sex work, even though they knew the repercussion of their
activities.

The positive indicator for behavior changes reflected in the quotations above were also
supported by findings from the BBSS surveys. The 2003 BBSS showed that about 47
percent of respondents in Livingstone had condoms on hand at the time of interview.
This was a significant increase by 26.5 percentage points from the 2000 survey. There
was also an increase in condom use at last sex with paying clients in Livingstone (48.8%
to 55.2%). However, consistent condom use with paying clients in the past 30 days
reduced in Livingstone by 3 percentage points. Condom use with non-paying sexual
partners at last sexual act increased from 33 percent to about 49 percent in Livingstone.

In addition, the survey reported that the proportion of respondents who reported ever
being tested for HIV increased in Livingstone from 12 percent in 2000 to 16 percent in
2003. However, of those that were tested, the number who said they voluntarily got an
HIV test increased from 50 percent to 89 percent in Livingstone. (FHI, 2003 p.vi)

The results from the review of STI data and FSW respondents indicated that the project
had had positive effects. In the word of one FSW: “....in my case to use a condom...I never
wanted that, I used to refuse to use and I did not know what a condom was. But through one
Outreach Worker, she really helped me...in fact  [initially] I used to insult her...and I
nicknamed her: ‘ci Maggie ma condom’ [a derogatory expression to describe somebody who
peddles in condoms]. Yes that is what we used to call her...[but] she really convinced a lot of
young women. {Previously] we really had a lot of boyfriends, but this time, I have reduced and
I have changed. .. there are more diseases this time..€ 35SW, Kapiri Mposhi
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Table 3: No. of people reached through various IEC strategies, July-Sept., 2005

Chawama 7,980 4154 2,773 954 818
Chipata 6,131 9,836 4,402 596 625
Chirundu 8,003 2,794 2,554 661 363
K" Mposhi 7,501 2,325 4,344 1,168 1,338
Kasumbalesa 5,954 2,834 1,400 205 -
Katete 7,442 1,144 267 246 -
Kazungula 4,364 2,048 2,862 226 -
Livingstone 4,477 _ 812 1,176 376 -
Nakonde 2,949 2,661 3,313 - -
Ndola 2,041 2,090 4,485 591 -
Total

3.2.3 Voluntary Counseling and Testing

As indicated above, the COH project initially started by providing only STI services.
Overtime, they included the VCT component to their activities. The COH VCT services
were complementing those provided by other NGOs and the public sector. Responses
from both program managers and communities showed that service recipients held the
quality of COH VCT service to be better than those provided in the public sector.

Although the uptake of VCT services was low during the initial phases, this improved
overtime as the community became more aware about the advantages of such services.
As with the management of STIs, so too with the provision of VCT services, the
extension of the services to the wider community helped in improving service uptake.
Respondents were unequivocal about their support for COH supported VCT services,
which they rated to be better than those provided in public hospitals. In the words of
some of the respondents:

-“...Yes they (drop-in center staff) really keep secrets, even if they work on you, you will never
get it form anybody else or getting it from somewhere. No, unless you yourself have revealed to
somebody else to your friends. We are very happy in that matter [that they keep secrets]...”
(CSW, Kapiri Mposhi)

-"...Really the COH has helped us. [Previously]...people did not know and sometimes used to
fear that if you tell them you had gone for VCT... to them...you were sick. But this time they
Tave come to learn that not only HIV+ people go for VCT, but everyone and it is simply to know
one’s status. ...through education from COH, people have come to realize what it is...” (CSW,
Kapiri Mposhi)
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~"...sometime back we used to die [needlessly]..you are saying that maybe am bewitched but in
actual fact you are suffering from HIV. You are slimming and without knowing....but this
VCT has made us to be courageous and it has reduced suspicions because people used to hate
each other in the family but VCT is making people not to talk too much and if you die, people
will know you told them you are HIV+...” (CSW, Livingstone)

=" . Sometime back, we used to die instantly and you are lying that maybe am bewitched but in
actual fact you are suffering from HIV/AIDS. You are slimming and without knowing but this
VCT has made us to be courageous to go to the hospital and it had reduced suspicions.,..(CSW,
Kapiri)

The positive perceptions of the community regarding the quality of VCT services was
buttressed by the review of secondary data which showed that there had been an
increase in the utilization of services. The proportion of both target and wider
population groups utilizing VCT services had increased over time.

The following quote from a CSW in Livingstone dramatically illustrates the
community’s appreciation of COH activities: -...another thing is people used to fear to come
for VCT, they thought if you test [positive] for HIV, [there is no future for you]. But here [at
COH], they advise that when you are HIV positive, and you become pregnant, you can have a
health baby. ...and I have a health baby at home who is one month old and that baby is COH...1
have named him [after COH].. ...(CSW, Livingstone)

3.24 Workplace Awareness and Policy

As indicated in the introduction, the assessment of the workplace component was
restricted to Lusaka. According to the COH guidelines, a systematic process is
supposed to be followed in order to implement a workplace policy. The process starts
with a situation analysis of the institution where the workplace policy is to be
implemented, followed by a workshop for institutional staff and an advocacy meeting
involving management teams. The outputs from these activities are subsequently fed
into a draft policy document. The draft policy document is discussed twice within an
- institution, before a debriefing meeting with COH staff, where it is finalized, and
subsequently submitted to management for adoption as company policy.

According to the quarterly report of July-September, 2005, by the first quarter of the
year 2005, a total of fifteen trucking companies had been helped to implement the
HIV/AIDS workplace policy. Out of these fifteen companies, thirteen had trained Peer
Educators who were implementing the prevention and care activities in their respective
workplaces. The activities carried out by Peer Educators ranged from dissemination of
information on HIV/AIDS/STI and other related topics using one-to-one discussions,
group meetings, role-play, and distribution of IEC materials.

A review of secondary data showed that the number of companies recruited under this

program had increased over time. While the increase in the number of companies
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recruited is commendable, an assessment of the process among Lusaka companies
showed that there were flaws. For instance, while Lusaka recorded very few referrals
for ST1 services, both Ndola and Chipata had more referrals (Table 4). At the most the
companies in Lusaka had undertaken awareness meetings for staff. Most of the Peer
educators interviewed complained that there had been no effective follow-up by COH
staff apart from the initial visits. Some Peer Educators indicated that they were not
aware of the workplace policy being implemented in their companies.

Furthermore, the institutional arrangement for the workplace policy was not optimal,
as the company management could have been more proactive than they were at the
time of the study. For instance, none of the companies visited had taken the initiative to
approach the COH offices to follow-up on the progress of policy. That no such
initiative had been undertaken reflected the lack of deliberate interest on the part of the
company authorities. This was further exemplified by the practice of the Peer
Educators holding meetings during lunch-time, which was not adequate for effective
work place awareness activities.

Among the activities planned by COH were awareness workshops for workers’ spouses.
However, only one such workshop was held for the whole year, about whose
organization the Peer Educators were not happy as some companies were only told
about it a day before the event. The Peer Educators observed that the program could
have been improved by: having more technical advice since they sometimes found it
difficult to adequately respond to queries; improving the incentives; the combination of
workplace policy and VCT services.

These shortcomings notwithstanding, the PE observed that the workplace program had:
it availed them information on STI and HIV/ AIDS; and facilitated the distribution of
condoms to staff; there had been a high level of demand for the same; and there was a
reduction in the risky sexual behaviors among staff.

Table 4 : Number of employees referred for VCT and STI services by region

Copperbelt

(Ndoia) 25 9 34
Lusaka 5 7 12
Eastern

(Chipata) 33 0 33
Total 63 16 79
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While the HIV/AIDS is national disaster, which has affected the whole country, the
prevalence shows a geographical bias, with the urban areas being worst affected, as
Figure 1 above shows. And within the urban areas, there are specific clusters of
infection in which the epidemic is concentrated, such as the line of rail and other major
transportation points, which are intersection points for the traveling public. In order to
concentrate on the loci of HIV infection, the COH project sites were located along such
major intersection points. These transportation nodes are also centers of commerce and
attract a high proportion of CSWs. And it has been proved that CSWs, especially where
partner change is frequent are an effective avenue for the transmission of the HIV and
other STIs.

Hence the COH project was relevant in that it targeted its activities among the loci of
the epidemic, which impacted positively on the rate of infections. HIV/AIDS is not just
a medical problem, but much more importantly a development concern and hence by
forestalling the further spread of the epidemic, socio-economic development is being
safeguarded.

Within the JICA programme to Zambia, HIV/AIDS has also been identified as one of
the major areas of cooperation between the two countries. And the resources spent in
this area were appropriately targeted and relevant to the priorities of JICA. JICA is
further involved in supporting the tuberculosis programme in Zambia. Given the
relationship between HIV/AIDS and tuberculosis, the COH project contributed in
addressing the combined challenge posed by the two diseases. The project was also
relevant because it linked with and was worked within the existing health sector
delivery systems.

3.3.2 Effectiveness

The findings of the study from interviews with both policy level and target population
respondents showed that they shared the view that the project had achieved its
objectives of addressing the HIV/AIDS pandemic through targeting CSWs and their
partners. This, however, could have been better determined by studying the trajectory
of preset indicators and how they changed over time. As there were no targets that had
been set from the inception of the project, but only annual targets, the changes in
outputs did not have a reference point. That observed, nonetheless, the trend in
outputs showed that there was a general improvement in indicators overtime.

Gauging from the empirically verifiable reduction in the prevalence of STIs and
reported appreciation of services among the target population, the project was
successful. The quality of STI services was highly rated, as evidenced by the reported:
promptness of treatment, availability of drugs, and confidentiality. Nonetheless, there
were limitations with regard to the quality of mobile STI services.

As with the STI, so too with the BCC component, the project succeeded in recording
positive behavior change both among the target and wider communities. At the
community level, there had been a gradual acceptance of CSWs, which had been
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facilitating by the extension of COH health services to the wider community. It was
evident from the discussions that the stigma that once was attached to CSW was no
longer there. Through the knowledge that they had gained from COH activities, the
CS5Ws were in some cases being utilized as a community resource for: health education,
and access to health care at COH drop-in centers. However, the lack of parallel
initiatives to offer CSWS alternative livelihoods militated against these achievements.

The introduction of VCT services had improved the effectiveness of the project
activities, and this was evidenced by the observed increase in outputs overtime. The
VCT services had facilitated synergies with the STI component, However, the
provision of both STI and VCT services was expensive and exerted pressures on the
health care providers.

While the project had undertaken awareness campaigns and introduced workplace
polices at selected transport companies, much could have been done to ensure that the
activities were effective. This was illustrated by weaknesses identified by PE’s such as
poor incentives, lack of effective follow-up action and limited involvement of
management in the workplace activities.

From these perspectives, it could be concluded that the project met its objective of
reducing the transmission of HIV infection through interventions targeting the CSW
and their clients. The effectiveness of the COH project is further illustrated by the
results of the BBSS surveys, which showed that there had been a reduction in the
prevalence of STIs over the project peried. Although originally the focus was on CSWs
and LDT drivers, this was expanded to include the so called-bridging communities: tax
drivers, the police, customs and ZRA personnel, who patronized CSW outlets. And to
the extent that the project succeeded in reducing the prevalence of STIs among the
target communities, it was effective.

To summarize, the COH project attained the objectives set out through: recording a
consistent increase in the number of beneficiaries overtime; reported and observed
reduction in risky sexual behaviors as evidenced by the increased uptake of condoms
among the target population, and reduction in the number of sexual partners; and
reported behavior change. These achievements were, however, attenuated by various
factors, such as: the none inclusion of other important population groups, which form
part of the sexual networks; and the non-linkage of the project to other
project/activities which would provide an opportunity for income generating activities,
once the CSW ceased commercials sex activities.

3.3.4 Impact

Generally speaking it is difficult to ascertain with precision the impact of a recently
completed project, let alone an ongoing one. While there may be systemic and
behaviour change as a result of a project, the extent to which these changes are likely to
be sustained cannot be adequately assessed at the end of the project. In addition, there
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are many exogenous factors, beyond the project activities, which impact on outcomes.
Consequently, impact is here used with reference to the result of project activities in the
target group (CSWs)

In assessing the impact of the project on the direct beneficiaries and the wider
communities, the study gauged the views of both institutional and community
respondents. In general terms, the project impacted on the community through:
provision of IEC/BCC services, which raised awareness about HIV/AIDS and STIs;
provision of STI services, which reduced the prevalence of disease; and availability of
STT services to the wider community beyond the immediate target groups.

All the component of the project had IEC and BCC parts, through which information on
HIV/AIDS and SIT was disseminated to the target audiences. The project had
impacted on such communities by increasing the knowledge levels related to
HIV/AIDS and STIs. All the community groups that were interviewed by the study
indicated that they knew the basic facts on HIV/AIDS and STIs.

The consistence in the provision of IEC and BCC messages had also impacted positively
in terms of reducing the stigma associated with HIV/AIDS. The community had come
to accept HIV/AIDS as a chronic condition, which could be managed like any other
health condition. While at the outset, communities stigmatized against those who
patronized the drop-in centers, this changed with the extension of coverage to include
the wider community and hence the centers were viewed as additional service delivery
points and not as centers exclusively catering for CSWs. = The observed increase in
patronage at these drop-in-centers is testimony of the reduced stigma.

The extension of COH services to the wider community, other than the CSWs, as was
originally designed had further reduced the stigma. Through the project, the CSWs had
acquired knowledge on HIV/AIDS and STIs. And, in a sense the CSW had graduated
from being a subject of scorn to a useful community resource. That the CSWs were able
to meet freely among themselves as well with the wider community was testimony of
the improved attitudes from the community.

The reduction in stigma had further been helped by the provision of ARVs through
parallel service delivery points. In the early stages of the HIV/AIDS epidemic, there
was a lot of stigma attached to the condition. This arose out of the sexual connotations
that surrounded contraction of the disease, and the terminal nature of the condition
since there was no cure. The combination of this and the concentration of initial project
efforts on CSWs meant that patronage at the drop-in centers was very low. During the
data collection exercise, participants openly indicated how the availability of ARVs had
greatly improved the perception of the communities towards HIV/AIDS. Knowing
their status, CSWs were able to live better lifestyles that helped them avert further
contraction of STTs.

As was indicated above, although the project was originally centered on the principal
target population, it had, overtime been extended to the wider community. And thus it
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impacted on the wider community by availing them a source of HIV/AIDS and STIs
services, to complement government provided services. In relative terms, the COH
services were unanimously rated to be better than similar services provided from public
sector outlets.

While the project had impacted positively on the target and wider communities: there
were some negative outcomes. While ARVs were provided at paraliel public health
institutions, respondents consistently talked about the need for availing similar services
at drop-in centers. There was no parallel weaning program for CSWs, and as such there
was nothing the CSW could fall back on whenever they decided to cease the
commercial sex trade. While the provision of quality services at the COH drop-in
centers was appreciated, this had raised high expectations, which would have to be
sustained if the same zeal was to be sustained once the public sector took over the
management of the COH service delivery points.

3.3.5 Efficiency and sustainability

The combination of competencies from the various partners who were involved in the
project increased the pool of resources for interventions. Thus the project was able to
do more than would have been possible with single partner participation. Through the
combined participation, the project was able to achieve the following: treatment of STIs;
implementation of IEC and BCC strategies; awareness and policy formulation at the
workplace and VCT services. The directly provided COH services were supplemented
by those provided by other partners such as ARV facilities, to which referrals were
made. The combination of competencies from various partners in a way improved
efficiency of delivering services. For instance, the project had specialists who covered
all the project sites irrespective of the combination of partners at the operational level.

While the larger pool of resources and efficiencies in the utilisation of staff facilitated
project success, it also posed serious challenges, not least of which were the
management of human resources and accounting systems. For instance within the
COH central offices, there were parallel HR and accounting systems, which negatively
mitigated against the effectiveness of the project. For instance, where disciplinary
matters were concerned, superiors could only discipline staff who belonged to their
institutions. Whereas Seniors Manager had operational areas, they could not supervise
staff employed by other partners. The divergences in condition of service sometimes
generated discontentment among staff and having parallel accounting systems was
wasteful.

Although the partner institutions strove to achieve better collaboration, operational
weaknesses were still prevalent. The weaknesses were particularly evident at the
operational level, where the project had not forged long-term operational links with the
local DHMTS. In the long run, the relevant public institutions would have to take over
the running of the project activities.
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While recognising the existing relationship between the project and the DHMTs,
particularly in relation to QA for HIV tests and syphilis, utilisation of district storage for
keeping project drugs, and drug transactions, the long-term sustainability of the project
would entail that the DHMT took on most of the activities. However, the assessment
team and respondents observed that the districts were currently not able to take over
management of the project, and ensure the same level of quality that COH services
have been renowned for.
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4.0 LESSONS LEARNT AND RECOMMENDATIONS

4,1 Lessons Learnt

i. Successful STI management interventions among high risk groups are those
that do not target them in isolation, but involve the wider community.
Although the project originally targeted CSWs and LDT drivers for the treatment
of STTs, this was not an effective way of reducing the prevalence of the disease.
Hence over time, the project recognised the importance of targeting other groups,
which were part of the sexual network involving CSWs. Treatment for STIs at
drop-in centres was therefore extended to the bridging and wider communities.

iL. Community involvement and taking services closer to the community creates
ownership and enhances participation. As with the inclusion of the bridging
communities to treat STTs, the programmes also learnt with time and decided to
include mobile STI services to supplement the services provided from the drop-
in centres. This was helpful in reaching more CSWs, especially those that would
otherwise not have been able to access the services because of the financial and
geographical difficulties. Taking services closer to the general community
facilitated improved access to the services, and acceptance of CSWs. However,
there was a downside to the mobile STI services. As these services were
provided from communities, the quality was low and with time, there was a
reduction in the level of such services.

iii. Involvement of senior management (decision makers) in HIV/AIDS
workplace programmes increases the likelihood of success. While it is evident
that the workplace policy had been implemented in Lusaka and employees
sensitised about HIV/AIDS, there were some areas that could be improved. In
most of the Lusaka sites visited, respondents indicated that other than the initial
awareness meetings, nothing much had been done. Enhanced engagement with
the trucking companies at all levels of staff would have resulted in better
management commitment to the project and enhanced project effectiveness.

iv.  Successful behavior change strategies are those that are accompanied by
livelihood alternatives aimed at sustaining the behaviour change. Although
there was evidence of behaviour change among the target population, there were
no weaning strategies for CSWs once they decided to cease commercial sex
activities. With hindsight, more could have been done by way of alternative
livelihood strategies that CSWs could utilise in the event that they decided to
cease commercial sex activities. This could have been done by having working
partnerships with other NGOs.
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V.

vii.

viil.

ix.

The promotion of VCT services and active involvement of CSWs in
community interventions helps reduce stigma and change stereotypes about
sex workers. The introduction of VCT services had helped in reducing the
stigma that was associated with HIV/AIDS. Before the provision of VCT
services, testing positive for HIV/AIDS was, as was frequently observed during
the interviews equivalent to “...a death sentence....” But since the advent of
VCT services, this had changed, as people could lead normal lives despite being
HIV positive. The VCT services provided by the COH were judged to be better
than those provided by government health facilities. The competence of COH
staff and assurance of privacy were given as indicators of good VCT services.
On the other hand, opening VCT and STI services to the general community
helped reduce the stigmatization of CSWs and created acceptance of both CSWs
and the project as part of the community.

Housing many different systems and procedures within one project could be
wasteful. The project benefited from the involvement of various partners, each
bringing in their expertise. Thus more was achieved than would have been
possible with a single principal. However, this also exposed challenges in the
management of the project, not least of which were parallel HR and accounting
systems, which were a source of inefficiency. Unified HR and accounting system
could have improved the efficiency of the project.

Establishing strong networks among key partners is necessary for sustaining
project activities. While recognising the existing operational links between the
project and DHMTs, there were some areas where improvement would have
been effected. Much more engagement with the districts, especially regarding
the continuation of the activities beyond the current funding would have
delivered sustainable activities.

Health services can be effectively provided by NGO organizations. That the
COH was able to effectively provide STI services debunked the myth that such
services were the preserve of the public domain.

Sex work is not necessarily a moral issues, but a multidimensional social

phenomenon. Most of the sex workers have histories relating to social, economic,
political, cultural and legal factors that led them to engage in sex work.
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4.2  Recommendations

i. The evaluation recognised the important operation links that the project had
developed with DHMTS, pertaining to use of district storage facilities, district
provision of QA services for VCT and syphilis. But it was also clear that if the
current funding partners withdrew their support, the project activities could not
be sustained by districts. Assuming that there is some interim support to
continue the project activities, it would be imperative that:

Project managers deepen their engagement with districts in order to
start devising mechanisms on how the project activities could be
continued after the principal funders cease providing support.

ii. While the project had initiated and implemented the workplace policy, and the
activities were entrenched especially in districts like Ndola where the policy had
been running for a long time, Peer Educators in Lusaka where the project had
just been introduced expressed misgivings about its effectiveness. They
observed that they had limited contact with COH staff, who had not made
follow-up visits beyond the initial contacts. In order to improve the
effectiveness of the workplace policy in Lusaka, it would be imperative to:

Enhance the contact between the COH staff and workplace staff, so as
to ensure project effectiveness;

While responses from managers showed that they appreciated and
provided support to the project, they could have done more. Closer
contact with COH staff and facilitating improved working environment
for COH activities would have been helpful. Tacit commitment is not
enough. Enhanced commitment from management must be sought to-
ensure effective implementation of the workplace programs.

iii.  Although there was evidence of behaviour change among the target population,
there were no weaning strategies for CSWs once they decided to cease
commercial sex activities.

While recognising that the project is not an income generating activity,
it would be within the project interests to explore the possibility of
linking it to some income generating activities. The project has enough
components as it is and we do not envisage that it can effectively take on
extra tasks, let alone have an in come generating component. It would
probably have been a good strategy to link the COH project to other
projects that emphasised income-generating activities.

iv.  Given the apparent disapproval of public sector provided services, it is

imperative that the project works more closely with the public sector in order
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vi.

to share experiences and facilitate the improvement of the services there. This
is especially essential in order to ensure sustainability of the activities.

Although the major sources of the funding for the project are about to end, the
clear evidence of project success could be used to mobilise other sources of
support for the continuation of the activities. Alternative sources of funding
such as the Global Fund could be approached to feel in the gap, and
simultaneously improve on the relationship with districts in order to ensure
sustainability of the activities. Given further funding, the project should design
and concentrate on a phase-out strategy that would ensure sustainable activities.

Due to the amount of workload on Clinical Health Providers, and assuming
that additional funding was sourced, the project should employ laboratory
technicians as a way of improving the STI services.
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