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Abstract
Background The evidence-based practices of implementation science constitute the integration of study �ndings into routine
practice of public health interventions such as HIV testing services (HTS). While young people are at high risk of HIV infection, a
national survey showed that adolescents and youths were less likely to go for an HIV test. This study aimed to develop and
implement a systematic and multifaceted HIV self-testing (HIVST) intervention to promote the uptake of HTS among young
people.

Methods The study was conducted at Africa University, Mutare where desk and literature review was conducted to gather
evidence on HIVST. Multiple stakeholder consultation was carried out to understand contextual enablers and barriers that either
promote or undermine adoption of the intervention. Strategies for situation analysis and evidence gathering included community
engagement meetings, training of implementers and conducting a baseline survey. A consensus group adapted the
Consolidated Framework for Implementation Research (CFIR) to understand the realities of context and intervention while the
Reach, effectiveness, adoption, implementation, maintenance (RE-AIM) guide was used to analyze the intervention
implementation and evaluation survey.

Results The baseline enquiry indicated that the CFIR dimensions which positively in�uences intervention implementation were:
network, network and communications, preparation of implementation, availability of resources, plani�cation, implication and
formally appointed internal leadership while origin of intervention and self-e�cacy had negatively in�uenced implementation.
Evaluating the intervention �delity using the RE-AIM framework revealed that high performance with regard to reach,
effectiveness, adoption and implementation but low maintenance. This study also applied the APEASE criteria (affordability,
practicability, effectiveness, acceptability, side effects, and equity) for selecting the �nal components used in implementation.

Conclusion Combining literature search, documents review, stakeholder consultation, together with provider and end-user
engagement can potentially improve intervention delivery for closed populations such as Universities. Blending program agents
with systematic process of activities correspondingly enhance HTS uptake among young people. The utilization of the CFIR and
RE-AIM analytical frameworks in this study, offered �exible and simpli�ed implementation and analysis of the intervention.

Contribution To Literature
Involving policy makers, implementers and product end-users at design, development, execution and evaluation stages of
an intervention can promote program ownership and commitment thus, sustaining the intervention implementation.

The two implementation science frameworks of CFIR and RE-AIM are complementary; CFIR can identify modi�able factors
that has the potential to undermine or promote intervention adoption while RE-AIM can evaluate practice change introduced
by intervention implementation.

Implementation science strategies can provide the best way to address discrepancies in the complex HIV treatment,
prevention and care cascades.

Background
The Sub-Saharan Africa region is home to 12% of the global population yet the region accounts for 71% of the global burden of
HIV infections [1]. Zimbabwe is among the 10 countries in sub-Sahara Africa with the highest HIV prevalence of 14% and in
2016, an estimated 30,000 deaths in the country were AIDS-related [2, 3]. HIV Testing Services (HTS) offers the ultimate entry to
HIV treatment and care, and the optimal identi�cation of HIV infected individuals is critical to achieving the aims of the 2015
World Health Organizational (WHO) “treat-all” recommendations [4].

The 95-95-95 UNAIDS global treatment targets towards the diagnosis of 95% of people living with HIV, of whom 95% will be on
treatment and 95% of those on treatment will be virally suppressed by 2030 [5]. In Africa, delay in HIV/AIDS diagnosis
contributes signi�cantly to high rates of early mortality [6–8]. Barriers to the uptake of HTS include stigma concerns, fear of



Page 3/21

prognosis, diminished HIV risk awareness, and the inconvenience, transportation and opportunity costs incurred [9, 10]. New
client-centered approaches to testing such as ‘self-testing’ have recently been used to address some of these barriers [11–14].

HIV self-testing (HIVST) involves the individual collecting their own sample and conducting the test in private before interpreting
the result either assisted or unassisted [15]. Although HIVST enables users to know their HIV status, it does not provide a
de�nitive diagnosis. This approach has the potential to substantially scale-up access to HTS among hard-to-reach, and high-risk
populations including young people [16].

The concept of HIVST was well received by most key stakeholders who include HIV activists, policymakers, healthcare workers,
and academics with an insistence on the need for adequate research before adoption [11]. However, very little is known on the
essential components required for selecting and guiding the strategy to address contextual barriers [17]. While many developed
countries have adopted self-testing as part of their HIV policies by 2018, most of sub-Sahara Africa was still considering
embracing the intervention [18]. Preliminary positive �ndings from acceptability and feasibility pilot research in Zimbabwe
informed the adoption of HIVST by the Ministry of Health and Child Care (MOHCC) [11].

Regulation of HIVST strategies is key because test results can have signi�cant implications on mental health, health-seeking
and sexual behavior, and HIV transmission. Areas of supervision include adherence to quality standards for the self-test kits,
logistics of distribution and the nature of marketing/advertising messages [19]. Testing technologies include simple-to-use oral
HIV tests that offer high sensitivity and speci�city [13, 14, 20, 21].

Young people are disproportionately vulnerable to HIV acquisition, both socially and economically [1, 22–24]. HIV-related deaths
among young people have more than tripled since 2000, and HIV/AIDS is ranked the second cause of death among adolescents
worldwide [25]. A national survey in 2015 showed that only 46% of young women and 47% of young men had comprehensive
knowledge of HTS and HTS uptake among adolescents and youths in Zimbabwe was low [2]. Only 39% of men and 63% of
women (aged 15–24 years) who had had sexual intercourse within 12 months preceding the survey reported having been tested
for HIV [2]. Concerns about con�dentiality and privacy were the key barriers to HTS among young people [26]. Another national
survey in 2016 showed that HIV positive young people were less likely to have undergone HIV testing and the average HTS
coverage was 52% [27]. Thus, it was important to implement strategies aimed at increasing HTS among the young population.

Traditionally, top-down approaches were used in developing of public health interventions that are derived from behavior change
theories assumed to be one size �ts all [28]. However, this has caused implementation and sustainability challenges because the
end-users are not consulted. End-user adherence and program effectiveness have been found to be signi�cantly associated with
empowering both implementers and end-users in designing interventions tailored to their speci�c contexts [29, 30]. Zimbabwe
focused on facility-based HTS strategies that were complimented by annual HTS campaigns and partner-supported mobile
outreach efforts. According to the Operational and Service Delivery Manual for the prevention, treatment and care of HIV in
Zimbabwe (2017), additional innovative and client-centered HTS strategies such as HIVST along the lines of differentiated
service delivery [31].

Proctor et al. (2013) de�ned implementation science (IS) as the methods utilized to enhance the adoption and implementation
of clinical interventions such as HIVST [32]. The evidence-based practices (EBP) in IS promotes integration of study �ndings into
routine practice [33] because it constitutes the ‘how to’ component targeting transformation of practice [32]. IS comprises of
developing strategies aimed at overcoming barriers while enhancing the effectiveness of interventions through bridging the
science-to-service gap [34, 35]. According to Proctor et al. (2009), IS utilizes ‘top down/bottom up’, ‘push/pull’, and ‘carrot/stick’
tactics all packaged into a single approach [36].

An effective implementation intervention make diverse consultations to introduce system-level change, thus facilitating
integration and sustainability of interventions into the pre-existing infrastructure [37] while providing support for health
professionals to modify work practices, and aim for behavior change in patients/clients [38]. The HTS program is traditionally
conducted at the primary healthcare level and the introduction of HIVST at a tertiary institution level where the population is
predominantly young and sexually active could promote uptake of HTS [23].
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Aim
This study aimed to increase HTS options by developing a complementing HIVST program for students at a tertiary education
institution through a participatory approach of IS. The multifaceted intervention implementation sought to determine the
acceptability, feasibility, local relevance and effect of establishing the HIVST intervention by targeting students and healthcare
providers. The study also sought to ascertain potential adaptation and sustainability of the intervention among key
administrative stakeholders and health care workers.

Methods
Study Design

This was a pilot study which used IS strategies to promote the systematic uptake of the EBP of HIVST into routine practice.
Despite the numerous healthcare practices having an empirical-base that guide care delivery, utilizing the evidence is not part of
routine practice [39]. Titler (2018) also noted that the disparity between the available evidence-based recommendations and the
application of these recommendations to improve population health is associated with poor health outcomes. Figure 1 shows
the Evidence Integration Triangle [40] used to understand the uptake of HIVST initiative in this study.

Empirical evidence, end-user perspectives and relevant stakeholders input were utilized in the development of the SAYS (Swipe
And know Your Status) initiative at Africa University (AU). Implementation of the initiative adopted Leask et al.’s principle of co-
creation in which they hypothesized that the development of a public health intervention is a collaborative effort involving both
academics and stakeholders [28]. In co-creating the HIVST intervention at the university, the end-users, service providers, and
policy makers at both institutional and national levels were consulted to ensure integration of the HIVST intervention with the
pre-existing HTS. Figure 2 shows the systematic �ow of the process of intervention mapping implemented in this pilot study.

Baseline enquiry to promote EBP

Step 1. Identifying the need, program planning and stakeholder engagement

To identify gaps related to practice, healthcare facility HTS register reviews were conducted at the two main health facilities
serving the University by the research team made up of FMM (Public Health Physician), RAK (Public Health and M & E
Specialist) and MT (Social Scientists), EMC (Public Health Nursing Specialist), MM (Psychotherapist and Mental Health Expert),
and WM (Social Scientist,Monitoring and Evaluation O�cer). The team also did an extensive literature review of how HIVST
programs were implemented in different setting by searching for HIVST-related articles on databases such as Google Scholar,
MEDLINE in PubMed, EMBASE, EBSCOhost and Scopus with the help of a librarian. After the reviews, the research team and
implementing team (health professionals) represented by TM (Nurse) met to map the activity timelines, discuss on the
stakeholders to be consulted and material required for the successful implementation of the initiative.  

The MOHCC which is the custodian of the national HTS program was consulted through the o�ce of the Manicaland Provincial
Medical Director’s O�ce which offered two HIV/STI/TB focal persons (CU and QM) who also acted as program trainers. The
research team, implementers and the MOHCC representatives met twice during the months February to April 2018 to draft
proximal program objectives, the HIVST Project Training of Trainers Facilitators Manual Hand Book (Additional File 1) and
Training Evaluation Forms for participants (Additional File 2).

Step 2. Community engagement to identify program barriers and enablers

The implementing team led by TM, organized a community dialogue session held on campus where participants were
purposively-selected according to their roles on campus and in HTS programming. The session was attended by a total of 83
participants who included student board leaders, Dean of Students, campus club representatives, hostel wardens, Non-
governmental organization (NGO) representatives from Students and Youth Working on Reproductive Health Action Team
(SAYWHAT) and Fair�eld Buddies, and the research team. The session also included representatives from three other institutions
of higher education. The aim was to introduce the SAYS initiative and identify potential barriers and enablers of implementing
the intervention at an institution of higher learning.
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A second community engagement meeting held at Old Mutare Hospital was attended by 17 local adolescents and young adults
(16 to 27 years) who were not university students. The group was made up of Community Adolescent Treatment Support (CATS)
members some of whom were living with HIV, �ve hospital nurses working in the Opportunistic Infections Clinic, six members of
the AU Peer Network Club and their patron (TM). The aim was to discuss pertinent issues related to HIV/AIDS screening/testing
methods and experiences.

Step 3. Capacity building through training of implementers and development of intervention materials.

Thirteen (2 males and 11 females) purposively-selected community health worker group which was made up of university
lecturers and scientists with a medical, nursing and laboratory-based background were trained in May 2018. The objective was
to provide a background and rationale of the initiative, share key �ndings and lessons learnt during the MOHCC pilot study. The
workshop which was facilitated by CU and QM also equipped participants with knowledge and skills on HIVST counseling.

Another training session was conducted with health workers from the two local health facilities, psychotherapist (MM) and 26
Peer Educators (PEs) (11 female and 15 males) who would be crucial in the implementation of the program. PEs also known as
“Champions” from among the students were responsible for providing psychosocial and emotional support to other students
within the institutional environment. To cater for the culturally and linguistically diverse pan African environment at the
University, the PEs were from different nationalities and a third of them were �uent in either French or Portuguese languages.

CU, QM, MT and FMM facilitated the three day training which equipped participants with background and rationale of the HIVST
program, share key �ndings of the pilot program, discuss self-awareness and its role in counseling. Participants were mentored
on counseling principles, techniques and process through presentations, group discussions, and peer counseling role-plays. The
workshop was also used as an opportunity to develop program messages that were to be printed on �yers and banners, and
these were submitted to the Provincial O�ce of Health Promotion for review and approval before printing. Survey data collection
tools were developed and PEs were trained on research data collection and associated ethical issues. Participants were given
program t-shirts and hats to promote visibility.

Step 4. Baseline Survey

A baseline campus-wide cross-sectional survey aiming at identifying the barriers and enablers was conducted, analyzed and
reported between June and August 2018. The survey also aimed to understand the student and health worker perspectives and
experiences with regards to HTS. Conveniently-selected students were interviewed using semi-structured questionnaires while
providers and university management were interviewed as key informants.  The interview guides were guided by selected
elements from the Consolidated Framework of Implementation Research (CFIR) to explore students’ knowledge of the HTS and
HIVST programs, describe the key characteristics of students who were likely to get tested and identify the issues and
perceptions around HIVST intervention’s feasibility, acceptability, local relevance demand, practicality and potential
sustainability among the key administrative stakeholders. The interview guides enquired about the components of HTS and
supporting milestones as recommended by WHO [41] and these are displayed in Table 1.

Table 2 shows the CFIR guide used in survey questionnaire development [42]. The data collection team were ten purposively-
selected trained PEs supervised by FNNM, MT and WM. The baseline interview responses elicited data which was classi�ed
either as enablers or barriers to HIVST thus, guiding intervention choice components. The observed enablers and barriers to
HIVST were compared with the �ndings in systematic reviews [43-45].

The authors mainly concentrated on the modi�able factors which this study was most likely to address and non-modi�able
factors were disseminated to national HTS program stakeholders for action. Findings from the community dialogues,
discussions during training and survey interviews were analyzed according to the CFIR guide which is a standard approach that
produces actionable �ndings for improving the effectiveness of implementation of public health interventions [42].

Step 5. Identifying the acceptability, feasibility and local relevance of the SAYS initiative
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A multidisciplinary consensus group comprising of FMM, MT, WM, TM, CU, MM and ten PEs met twice to discuss on strategies
to be employed in intervening by reviewing the available evidence from community dialogue narratives, training evaluations and
survey responses. The team focused on identifying how the evidence �t into the intervention and how non-�tting factors could
be adjusted to suit the intervention components.  This was done by stratifying the responses into enabling and barrier factors
which were operationalized during program implementation. The collaborating consensus group members also contributed their
experiences and expertise in the various components of the intervention.

Table 3 displays the scoring grid on practicability and acceptability of the intervention constructs against the HTS components
as agreed by the different stakeholders during the consensus meetings. The scoring grid was used to assess the in�uence of the
constructs on the components of the HTS components proposed by WHO. The scores ranging from -2 to 2 were assigned by
consensus.

Intervention phase

The intervention was implemented from August 2018 to February 2019. HIVST kits were kept at the university laboratory for
quality assurance under the oversight of a Medical Laboratory Scientist and providers collected the kits based on demand. PEs
equipped fellow students with information on the SAYS initiative by creating awareness while simultaneously encouraging
students to be tested by word of mouth. Emails advertising the initiative were also sent to all student through the University
Registrar’s desk.

Print materials (pamphlets) were handed out to potential participants and video materials were distributed via student
WhatsApp groups to encourage increased regular repeat testing as well as early access to HIVST [18]. The materials were also
adopted for use by translating them to French and Portuguese languages to support the pan-African environment at the
university. A one day Health Fare Gala was held in September 2018 to sensitize the students and offer more information on the
initiative. This event which was open to all students, was hosted by the implementing team in collaboration with SAYWHAT and
PSI.

‘Supervised’ self-testing and counseling meant that the service was offered by a trained healthcare professional or PE. Clients
were able to conduct their own HIV test in private, using appropriate supplied test kits, and where necessary support and
supervision was rendered by the healthcare workers. Clients needing HTS still had the choice of a regular voluntary counseling
and testing conducted by a health worker, or self-testing in private. Students had the option of conducting the self-testing
exercise in a room identi�ed for the purpose at the health facility or taking the kit to the hostel/other private space.

Peer Educators assisted in disbursing HIVST kits when the nurses were overwhelmed. At the time of disbursement students
provided their demographic information including mobile contact, received orientation and information materials from the
provider/PE. The information materials constituted detailed instructions for use, linkage to care, and disposal of used testing
swabs. Information on how to use HIVST kits alleviated misinterpretation and misconception of results, thus promoting
intervention uptake [10, 47]. Clearly labeled protected bins were placed in the testing room and in strategic points at the hostels
for the purposes of disposal. While facilitating infection prevention and control, this effort also provided information on uptake
and use of kits through physical counts of the used swabs.

The OraQuick rapid HIV 1/2 antibody test (OraSure Technologies, Bethlehem, PA, USA) which was prequali�ed by WHO [48] was
used for conducting self-testing. A total of 750 kits were availed for use through a donation from OraSure Technologies Inc. Test
kit distribution was restricted to the two health facilities serving the University where trained staff could monitor the distribution
by PEs during the normal working hours. Kit disbursement registers were used to capture number of kits collected and socio-
demographic data of participants without taking down client names.  Follow-up messages were sent via phone text by the
nurses to participant within 24 to 48 hours of collecting the kit. This was mainly done as a way of checking how the student was
coping and if they required any additional services like one-on-one counselling or linkage to care.

End-line evaluation survey
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Ten data clerks (PEs) were used to collect data from 349 conveniently sampled participants (who had or had not self-tested)
using a semi-structured questionnaire as well as purposively selected key informants and a data sheet guiding collection of
statistics from the health facility registers. The evaluation aimed to ascertain the feasibility, acceptability and local relevance of
the HIVST intervention (March to April 2019). The survey questionnaire development was guided by the RE-AIM (Reach,
Effectiveness, Adoption, Implementation, Maintenance) framework of evaluating interventions [49]. The study participants were
asked on acceptability, potential concerns, perceived effectiveness of implementation and recommendations for adoption as
well as sustainability of the intervention using semi-structured self-administered questionnaires. The �ndings of the survey were
used as reinforcement to enhance self-testing sustainability through rapid evidence review of the HIVST program to inform
practice and policy.

Context          

The study was carried out at Africa University, a tertiary education institution 18 km north of the Zimbabwean eastern border city
of Mutare. Participating health facilities (AU Clinic and Old Mutare Hospital) were purposively-selected and the study population
was 1,690 university students from 29 African countries and service providers at the facilities. Enrollment statistics at the time
showed that 53% of the students were females, 32% were international students, 65% of the students lived on campus and 25%
were housed in University-recommended hostels in Mutare City.

Data Management and Analysis

Data collectors (PEs) were responsible for conducting the informed consent process and issuing questionnaires to students
while WM and MT interviewed the health workers and university management. Tools were pre-tested at a tertiary institution and
its corresponding health facility in Mutare City for clari�cation, reliability and validity of the data extraction tools. FMM, PTM
(Public Health O�cer) and WM were responsible for data entry and analysis. Qualitative data from dialogue sessions and open-
ended survey questions were thematically coded before content analysis was done while quantitative data was imported into
Epi Info version 7.2.1.0 (CDC, USA) for Chi-squared test of association and multivariate analysis at 95% con�dence interval and
5% level of signi�cance.

Ethical clearance and permission

Ethical clearance was issued by the Medical Research Council of Zimbabwe and the Africa University Research Ethics
Committee. Permission to carry out the intervention and data collection activities was granted by the Provincial Medical Director
of Manicaland and the AU administration.

Results
Baseline enquiry to promote Evidence-Based Practice

Step 1. Identifying the need, program planning and stakeholder engagement

Literature revealed that the ‘complexity of the HIV epidemic calls for young people to be at the center of its prevention’ and
interventions should focus on equipping young people to assess their personal HIV risk exposures and stimulate preventative
measures [23, 50, 51]. However, the desk review of HTS registers at AU showed a low uptake of HTS with only 95 students (48
males and 47 females) having been tested for HIV during the 12 months of 2017. There were notable gaps within the HTS
program at provider and end-user levels.

Health workers were not trained in HIVST and were occasionally burdened by workloads for them to offer the comprehensive
pre- and post-test counseling. The MOHCC supported the SAYS initiative through capacity building and local NGOs offered
technical support. There were few nurses who were responsible for the HTS and the students felt that the nurses could easily
recognize them if they presented for testing due to the small size of the community. During program development meetings,
team members resolved that the baseline assessment activities would run for six months followed by a six month
implementation of the intervention before conducting an evaluation survey.
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Step 2. Community engagement to identify program barriers and enablers

The dialogue sessions identi�ed several barriers and enablers to be addressed using the CFIR Framework. Barriers included the
absence of comprehensive pre- and post-test counseling in HIVST programs, language (English versus French or Portuguese)
and limited knowledge of the HIVST intervention. Students expressed the need for exhaustive pre-test counseling before
collecting the HIVST and the need to develop ways of dealing with possible health and mental effects of HIVST, particularly after
a reactive result. With limited knowledge of the intervention, some students were skeptical of their individual ability to self-test.
Language barrier was also a major concern as �rst year students from French and Portuguese speaking countries who were still
in the English language intensive classes would have challenges understanding the intervention materials if English was the
only language used. Healthcare provider barriers included limited staff at the facilities and lack of knowledge on the HIVST.

Enablers included personality assessment during screening and training the PEs for counseling, and awareness campaigns. Use
of PEs would enable the participants to freely express themselves to someone of their age [52]. To promote privacy, it was
optional to disclose one’s status. Competing demands such as busy student lecture and exam schedules and being on
attachment were not modi�able within the scope of the study.

Step 3. Capacity building through training of facilitators and development of intervention materials.

The training workshops used pre- and post-testing to ascertain participants’ knowledge of HIVST and basic counseling skills
before and after the training sessions. All participants scored higher during the post-tests which was an indication of
understanding of the taught concepts. The participants were informed on the HIVST process including aspects of approaches,
purposes and principles of counseling in addition to self-awareness sessions. The sessions equipped participants with a
systematic approach to peer counseling, documenting dispensed kits and strategic disposal of used test kits. Participants
perceived the capacity building sessions as one way of developing leadership skills in young adults.

Step 4. Baseline Survey

The 232 participants of the baseline survey constituted 87 males and 124 females and the majority (47%) of these were in the
age group 20-24 years. Of those who had tested for HIV before (n=121), the majority (92%) were tested off-site (facilities other
than the two health centers serving AU). 79% agreed to the statement ‘HIV self-test kits should be made available to the general
public’. The main advantages of HIVST cited by participants were privacy and anonymity while the main disadvantages were the
absence of professional counseling, the possibility of self-harm after testing positive and misinterpretation of test result.

Step 5. Identifying the acceptability, feasibility and local relevance of the initiative

The 16 individuals who took part in the consensus process proposed that the seven HTS components recommended by WHO be
operationalized. Although the majority of HTS components were acceptable, the feasibility of individual components varied.
Despite linking participants to care being a vital component of HIVST, some participants considered taking the student’s mobile
contact during kit disbursement as an infringement of privacy. The nurses were uncertain about the feasibility of the text
message being able to motivate the students to take up post-test services at the two facilities hence, the messages were to
emphasize the need for linking to post-test care either on-site or off-site. The consensus group �ndings were used to populate
the six components of the affordability, practicability, effectiveness, acceptability, side-effects, equity, sustainability (APEASE)
criteria [53,54] as displayed on Table 4. Table 5 (Additional File 3) shows the facilitators and barriers to implementing the SAYS
initiative across the seven HTS components as observed during the consensus process.

Using RE-AIM to evaluate the implementation of the SAYS initiative

The RE-AIM framework [55] was used to evaluate the intervention implementation and end-line survey. A total of 349 (158 males
and 191 females) and 11 key informants were interviewed during the end line survey.

Reach
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Reach refers to the absolute number, proportion, and representativeness of individuals who were willing to participate in the
initiative [49]. By the end of the six months of the intervention implementation, 744 students had collected HIVST kits. Student
characteristics were associated with the uptake of kits. The median age of students who participated in the intervention phase
was 22±4.8 years. The majority of students who collected the HIVST kits were females (56%) and 69% were either �rst or second
year students. Younger men (<24 years) were less likely to self-test compared to younger women [Odds ratio (OR)=0.34; 95%
Con�dence interval (CI)=0.22-0.52]. Students who had more than two years of study were more likely to self-test than �rst and
second year students (OR=2.09; 95%CI= 1.31-3.31) and female students in their 3rd or 4th year of study were more likely to self-
test than their male counterparts (OR=1.69; 95%CI=1.25-2.28). Male students who collected the kits were less likely to have been
exposed to PE counselling when compared to female students who collected the kits (OR=0.67; 95%CI=0.50-0.90). Older
students (>24 years) were more likely to opt to go and test at the hostels or some other private place when compared to younger
students (OR=2.40; 95%CI=1.47-3.92) while younger student were less likely to participate in couple counselling (OR=0.41;
95%CI=0.24-0.70) and those who had previously tested for HIV were more likely to self-test during the pilot intervention at AU
than �rst time testers (OR=9.44; 95%CI=4.55-19.6).

Effectiveness

Effectiveness is the impact of an intervention on outcomes, including potential negative effects, quality of life, and economic
outcomes [49]. The SAYS initiative managed to increase the HTS uptake rate from 6.3% of the 12 months of 2017 to 49.6% for
the six month period of this pilot intervention. The actual proportion of students who know their status at the institution is
beyond the scope of this study. It was also di�cult to ascertain the number of reactive results because none of the students who
self-tested disclosed their results.

Adoption

Setting

Adoption entails the absolute number, proportion, and representativeness of settings and intervention agents who are willing to
initiate the program [49]. There are eleven institutions of higher education in Mutare City that are eligible for inclusion in the
program roll-out. Limitations in the size of the program budget dictated that the pilot be only carried out at one institution.
Representative from the three higher education institutions that attended the community dialogue session all expressed
willingness to participate in such a program.

Participants

The evaluation survey revealed that participating in the intervention did not differ signi�cantly with most of the characteristics
measured (age, gender, marital status, nationality, year of study, receiving an email about the HIVST program). However, those
who read an HIVST pamphlet were more likely to self-test than those who did not read the pamphlet (OR=4.03; 95%CI=2.33-6.34)
and students who were counseled by PEs were more likely to collect an HIVST kit when compared to those who were not
counseled by a PE (OR=2.06; 95%CI=1.90-3.05). Reasons for not participating varied from having recently tested, fear of a
positive result and a belief that one was negative since they were abstaining.

Implementation

The ‘Implementation’ element in RE-AIM constitutes the intervention agents’ �delity to the various elements of an intervention’s
protocol [49]. The planning meetings, dialogue sessions and trainings were executed as scheduled. There was a huge in�ux of
students collecting kits as result of the response to the hype of the launch event during the initial phases of implementation and
the clinic staff were overwhelmed while most of the PEs were busy with lectures. A member of the research team, WM assisted
in kit disbursement during the �rst two weeks, which was a deviation from the implementation protocol. Although the number of
student visiting the clinic decreased over time due to busy schedules like exam times or vacation breaks, the participants
continued to collect kits for self-testing. After noting the reluctance of participants to seek post-test services at the facilities,
follow-up messages included the off-site option.
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Maintenance

Maintenance refers to the extent to which a program become part of the routine organizational practices [49]. About 88% of the
evaluation survey participants who had self-tested reported that knowing their HIV status triggered risky behavior change and
the majority recommended that the health facilities acquire more self-testing kits. The implementing  team members who were
interviewed six months post-intervention period revealed that the providers, end-users and institution were strongly interested in
continuation of the intervention. The health centers had contracted an NGO which was supplying them with 50 HIVST kits
monthly, although these were inadequate considering the increased demand for self-testing among the students. There were
limited funds to conduct more sessions and trainings and the institution was liaising with stakeholders for funding. For
sustainable operation, the implementers had to identify a reliable source of funding to ensure continued HIVST operation
effectiveness.

Discussion
Enhancing the implementation of HIV testing/screening programs is a signi�cant issue not only in Zimbabwe but globally as
evidenced by the low testing rates among young people cited in literature from different countries [55]. The study outlines the
systematic process in the development, implementation and evaluation of an intervention involving many aspects.
Implementation and evaluation of HIVST interventions has the potential to alleviate the perceived barriers while promoting the
facilitators of HIVST among end-users, healthcare workers and policy makers [16]. It was apparent that investing in supervised
HIVST was more effective when compared to the facility-based HTS.

The consensus process after the baseline assessment showed that most of the CFIR constructs had a positive impact on the
HTS components in the implementation of the intervention. External constructs, internal constructs (such as network
communications, preparation of implementation and availability of resources), and the processes of the intervention dominated
the positive in�uence on the intervention implementation. Gathering evidence before implementing the intervention and utilizing
stakeholders who had a record of being successfully involved in a similar intervention enhanced implementation. Similar
�ndings that were also cited in a community-based dengue fever prevention intervention in Burkina Faso [56]. The use of
program champions like PEs in this study enhanced the impact of the intervention as reported by Craig et al. [57]. Policy,
advocacy, and stakeholder mobilization was an essential part of all the CFIR constructs and this could be attributed to the
complex ethical issues around HIV/AIDS.

The sequence of strategies used for the application of intervention components across the implementation stages aimed to
maintain temporality [58]. The initiative differentiated implementation into four processes which were: planning, engaging,
executing, and evaluation/re�ecting and these processes were also followed by Damschroder et al. [46]. The phased strategy
were vital to ensure that important components of the program were not missed, real-time feedback was issued, and
adjustments were made timeously. According to the authors knowledge this was the �rst HIVST intervention that speci�cally
targeted an institutionalized population of young people in the country since most HIVST interventions were conducted using
community-wide samples and results were generalized across the population.

Study Strengths And Limitations
Using the systematic process of reviewing evidence, coordination from multiple stakeholders and peer networking was crucial in
ensuring implementation and intervention �delity which simpli�ed the process of HTS delivery [35]. The involvement of the
program end-users during the different stages was consistent with recommendations by Medical Research Council [59]. Self-
testing in a familiar and private place may result in less errors and being aware that there is another individual for moral support
and guidance (PEs) reduced anxiety associated with HIV testing [60]. Blending expertise of the research, implementing and
policy making teams that were made up of professionals from different backgrounds introduced diversity of sentiments at
different steps of the intervention, especially during the consensus process. Systematic reviews were used to identify and correct
gaps in using the CFIR and RE-AIM frameworks and being cognizant of the reported pitfalls helped in shaping initiative
designing.



Page 11/21

Although the intervention was successfully implemented, it also had its limitations. The intervention was conducted at one
institution of higher learning which is a private university, a context which made it di�cult to generalize the intervention to other
public institutions of higher learning. The program funds were limited and the study could only be conducted at one institution
despite the interest from other institutions of higher learning. Although the self-test kits were issued to participants without
taking down names, the presence of peer educators supervising process might have made some participants nervous and
uncomfortable. Using self-reporting for data collection during the surveys could have also resulted in socially-desirable
responses. The HIVST kits were provided for free by different peer educators as well as clinic staff hence, it is possible that
some possible that some students participated more than once although the use of PEs who could recognize fellow students
helped limit this challenge. Students were reluctant to use the post-test services and a qualitative study to ascertain the reasons
behind this �nding could help future intervention implementers to avoid the non-response.

Conclusion
As the impact of HIV/AIDS on young people continues to increase, new approaches to �ght the pandemic must include
matching scienti�c evidence with practice. The utilization of the CFIR framework aided in identifying elements that enabled or
disabled intervention development and implementation. The framework was also vital in developing solutions to modi�able
barriers noted during the intervention design stages. The baseline enquiry indicated that network, network and communications,
preparation of implementation, availability of resources, plani�cation, implication and formally appointed internal leadership
simpli�ed intervention implementation while origin of intervention and self-e�cacy had negative in�uence on implementation.
Evaluating the initiative using the RE-AIM framework revealed that high performance with regard to reach, effectiveness,
adoption and implementation but low maintenance.

Abbreviations
APEASE Affordability, practicability, effectiveness, acceptability, side-effects, equity, sustainability

AU Africa University

CATS Community adolescents treatment support

CFIR Consolidated Framework of Implementation Research

EBP Evidence-based practice

HIV/AIDS Human Immuno-de�ciency Virus/ Acquired Immunode�ciency Syndrome

HIVST HIV Self-testing

HTS HIV testing services

IS Implementation Science

M & E Monitoring and Evaluation

MOHCC Ministry of Health and Child Care

PEs Peer Educators

PI Principal Investigator

PSI Population Services International

RE-AIM Reach, effectiveness, adoption, implementation, maintenance



Page 12/21

SAYS Swipe and know your status

SAYWHAT Students and Youth Working on Reproductive Health Action Team

WHO World Health Organization

ZDHS Zimbabwe Demographic Health Survey

ZIMPHIA Zimbabwe Population-based HIV Impact Assessment

Declarations
Ethics Approval and Consent to participate

This study was approved by the health research ethics committees of Medical Research Council of Zimbabwe in 2018
(Reference Number: MRCZ/A/2360). The program was conducted in accordance with the principles of good clinical practice
(GCP).All participants consented to participating in the study by completing a written consent form.

Consent for publication

Not applicable

Availability of data and materials

The datasets generated or analyzed during the current study are available from the corresponding author on reasonable request.

Competing interests

The authors declare that they have no competing interests.

Funding
This study was funded by the Global Health Global Ministries (GBGM) through the facilitation of the Zimbabwean UMC Health
Board. The grant was awarded to Africa University in 2018 and the funding board had no role in the study’s conception; data
collection, analysis, and interpretation as well as the drafting of the article.

Authors’ contributions
FMM and RAK wrote the study design with support of MT, TM, WM, CU, MM, EMC and QM. MT and WM conducted the interview
while PTM analyzed the data with support of WM and FMM. The �rst drafts of the article was prepared by PTM. All authors
reviewed the different versions of the manuscript. All the authors read and approved the �nal manuscript

Acknowledgements
We would like to acknowledge the study participants, Peer Educators and NGO stakeholders who took their valuable time and
resources to participate in this study.

References
1. Joint United Nations Programme on HIV/AIDS (UNAIDS). The Gap Report. ISBN: 978-92-9253-062-4. 2014.

2. Zimbabwe National Statistics Agency (ZIMSTAT). ICF International. Zimbabwe Demographic and Health Survey 2015. In.
Calverton. Maryland: ZIMSTAT and ICF International Inc.; 2015.

3. UNAIDS website. Country Overview. Accessed on 13.02.18 from:
http://www.unaids.org/en/regionscountries/countries/zimbabwe Accessed 21 Apr 2018.

4. WHO. Treat all people living with HIV, offer antiretrovirals as additional prevention choice for people at substantial risk. 30.
September 2015. https://www.who.int/mediacentre/news/release/2015/hiv-treat-all-recommendations/en/ Accessed 23



Page 13/21

June 2020.

5. UNAIDS. Global AIDS Update 2018: Miles To Go Closing Gaps Breaking Barriers Righting Injustices. 2018.

�. Group ISS, Lundgren JD, Babiker AG, Gordin F, Emery S, Grund B, et al. Initiation of antiretroviral Therapy in Early
Asymptomatic HIV Infection. N Engl J Med. 2015;373:795–807.

7. Group TAS, Danel C, Moh R, Gabillard D, Badje A, LeCarrou J, et al. A Trial of Early anti-retroviral and Isoniazid Preventive
Therapy in Africa. N Engl J Med. 2015;373:808–22.

�. Hutchinson AB, Corbie-Smith G, Thomas SB, Mohanan S, del Rio C. Understanding the patient's perspective on rapid and
routine HIV testing in an inner-city urgent care center. AIDS EducPrev. 2004;16(2):101–14.

9. Obermeyer CM, Osborn M. The utilization of testing and counseling for HIV: a review of the social and behavioral evidence.
Am J Public Health. 2007;97(10):1762–74.

10. vanRooyen H, Tulloch O, Mukoma W, Makusha T, Chepuka L, Knight LC, et al. What are the constraints and opportunities for
HIVST scale-up in Africa? Evidence from Kenya, Malawi and South Africa. J Int AIDS Soc. 2015;18:19445.

11. World Health Organization. Consolidated guidelines on HIV testing services 2015. In: Guidelines. Edited by WHO. Geneva,
Switzerland: WHO; 2015.

12. Choko AT, Desmond N, Webb EL, Chavula K, Napierala-Mavedzenge S, Gaydos CA, et al. The uptake and accuracy of oral
kits for HIV self-testing in high HIV prevalence setting: a cross-sectional feasibility study in Blantyre, Malawi. PLoS
Medicine. 2011;8.

13. Choko AT, MacPherson P, Webb EL, Willey BA, Feasy H, Sambakunsi R, et al. Uptake, Accuracy, Safety, and Linkage into Care
over Two Years of Promoting Annual Self-Testing for HIV in Blantyre, Malawi: A Community-Based Prospective Study. PLoS
Medicine. 2015;12:e1001873.

14. Wong V, Johnson C, Cowan E, Rosenthal M, Peeling R, Miralles M, et al. HIV self-testing in resource-limited settings:
regulatory and policy considerations. AIDS Behav. 2014;18(Suppl4):415–21.

15. World Health Organization. Guidelines on HIV self-testing and partner noti�cation: supplement to consolidated guidelines
on HIV testing services [Internet]. 2016. Available: http://www.ncbi.nlm.nih.gov/pubmed/27977094 Accessed 18 Mar 2018.

1�. Njau B, Covin C, Lisasi E, Damian D, Mushi D, Boulle A, et al. A systematic review of qualitative evidence on factors enabling
and deterring uptake of HIVST in Africa. BMC Public Health. 2019;19:1289. https://doi.org/10.1186/s12889-019-7685-1.

17. Waltz TJ, Powell BJ, Fernandez ME, Abadie B, Damschroder LJ. Choosing implementation strategies to address contextual
barriers: diversity in recommendation and future directions. BMC Implementation Science. 2019;14(1):42.

1�. Napierala-Mavedzenge S, Sibanda E, Mavengere Y, Hatzold K, Mugurungi O, Ncube G, et al. Supervised HIV self-testing to
inform implementation and scale up of self-testing in Zimbabwe. In: The 8th IAS Conference on HIV Pathogenesis,
Treatment and Prevention (IAS2015) Edited by IAS. Vancouver, Canada: IAS; 2015.

19. Calypte Biomedical Corporation. Aware HIV-1/2 OMT product brochure. In. Portland, OR.
http://www.calypte.com/pdf/Aware-OMT-Sell-Sheet-Final.pdf. Accessed 30 May 2017.

20. Orasure Technologies I. OraQuick ADVANCE® Rapid HIV-1/2 Antibody Test Package Insert In. Bethlehem, PA.;
http://www.orasure.com/productsinfectious/products-infectious-oraquick.asp. Accessed 30 May 2017.

21. Dong M, Regina R, Hlongwane S, Ghebremichael M, Wilson D, Dong K. Can lay persons in high-prevalence South Africa
perform an HIV self-test accurately? In: 20th International AIDS conference. Melbourne, Australia: IAS; 2014.

22. McHugh G, Koris AL, Bandason T, Kranzer K, Ferrand RA. Uptake of HIV Self-testing amongst youths in tertiary education
colleges in Zimbabwe. Conference of Retroviruses and Opportunistic Infection (CROI). 2020;956:P-RO4.

23. 10.1080/17290376.2014.886082
Nkomazana N, Maharaj P. Perceptions of risk of HIV infections and sexual behavior of the sexually active university
students in Zimbabwe. SAHARA-J: Journal of Social Aspects of HIV/AIDS. 2014;11(4).
https://doi.org/10.1080/17290376.2014.886082.

24. Emeka-Nwabunnia N, Ibeh BO, Ogbulie TE. High HIV sero-prevalence among students of institutions of higher education in
Southeast Nigeria. Asia Paci�c Journal of Tropical Disease. 2014;4(2):159–65. Doi:10.1016/S2222-1808(14)60334-0.



Page 14/21

25. Adolescent Health epidemiology. WHO website.
http://www.who.int/maternal_child_adolescent/epidemiology/adolescence/en/ Accessed 14 Feb 2018.

2�. Meremo A, Mboya B, Ngilangwa D, Dulle R, Tarimo E, Urassa D, et al. Barriers to accessibility and utilization of HIV testing
and counseling services in Tanzania: experience from Angaza Zaidi programme. The Pan African Medical Journal.
2016;23:189. Doi:10.11604/pamj.2016.23.189.5683.

27. Zimbabwe Population-based HIV Impact Assessment (ZimPHIA). 2015–2016. Summary of Preliminary Findings.
http://phia.icap.columbia.edu/wp-content/uploads/2016/11/ZIMBABWE-Factsheet.FIN_.pdf Accessed 18 Jan 2018.

2�. Leask CF, Sandlund M, Skelton DA, Altenburg TM, Cardon G, Chinapaw MJM, et al. Framework, principles and
recommendations for utilizing participatory methodologies in the co-creation and evaluation of public health interventions.
Res Involve Engage. 2019;5(1):2.

29. Green LW, O’Neill M, Westphal M, Morisky D. The challenges of participatory action research for health promotion. Promot
Educ. 1996;3:3–4.

30. Medical Research Council. Development and evaluating complex interventions: new guidance. BMJ. 2008;337.

31. Ministry of Health and Child Care. Operational and service delivery manual for the prevention, care and treatment of HIV in
Zimbabwe. AIDS &TB Programme, Zimbabwe. February 2017.

32. Proctor EK, Powell BJ, McMillen JC. Implementation strategies: recommendations for specifying and reporting. Implement
Sci. 2013;8(1):139.

33. Eccless MP, Mittmann BS. Welcome to Implementation Science. Implement Sci. 2006;1(1):1–3. Doi:10.1186/1748-5908-1-1.

34. Eccles MP, Armstrong D, Baker R, Cleary K, Davies H, Davies S, et al. An implementation research agenda. Implement Sci.
2009;4:1–7.

35. DiNapoli PP. Implementation Science: A framework for integrating evidence-based practice. American Nurse Today.
2016;1(7):40–1.

3�. Proctor EK, Landsverk J, Aarons GA, Chambers DA, Glisson C, Mittman BS. Implementation research in mental health
services: an emerging science with conceptual, methodological, and training challenges. Adm Policy Ment Health.
2009;36:24–34.

37. Powell BJ, Beidas RS, Lewis CC, Aarons GA, McMillen JC, Proctor EK, et al. Methods to improve the selection and tailoring of
implementation strategies. J Behav Health Serv Res. 2017;44(2):177–94.

3�. Grol R, Grimshaw J. From best evidence to best practice: effective implementation of change in patients’ care. Lancet.
2003;362(9391):1225–30.

39. Titler MG. Translation research in practice: An introduction. The Online Journal of Issues in Nursing. 2018;23(2).

40. Sivaram S, Sanchez MA, Rimer BK, Samet JM, Glasgow RE. Cancer Epidemiology Biomarkers Prevention.
2014;23(11):2273–84.

41. WHO HIV/AIDS. Components of HIV testing and counselling services
https://www.who.int/hiv/topics/vct/tookit/components/en/ Accessed 4 March 2017.

42. Keith RE, Crosson JC, O’Malley AS, Cromp D, Taylor EF. Using the Consolidated Framework for Implementation Research
(CFIR) to produce actionable �ndings: a rapid-cycle evaluation approach to improving implementation. BMC
Implementation Science. 2017;12(15).

43. Krause J, Subklew-Sehume F, Kenyon C, Colebunders R. Acceptability of HIVST: a systematic review. BMC Public Health.
2013;13:735.

44. Johnson CC, Kennedy C, Fonner V. Siegfried N, Figueroa C, Dalal S, Sands A, Baggaley R. Examining the effects of HIVST
compared to standard HIV testing services: A systematic review and meta-analysis. Journal of International AIDS Society.
2017;20:21594. https://doi.org/10.7448/IAS.20.1.21594.

45. Qin Y, Han L, Babbitt A, Walker JS, Liu F, Thirumurthy H, et al. Experiences using and organizing HIVST: A global qualitative
systematic review. AIDS. 2018;3293:371–81.



Page 15/21

4�. Damschroder LJ, Lowery JC. Evaluation of a large-scale weight management program using the consolidated framework
for implementation research (CFIR). Implement Sci. 2013;8(1):51.

47. Makusha T, Knight L, Taegtmeyer M, Tulloch O, Davids A, Lim J, Peck R, van Rooyen H. HIVST could “revolutionize testing in
South Africa, but it has got to be done properly”: perceptions of key stakeholders. PLoS One. 2015;10(3):e0122783.

4�. Wong V, Jenkins E, Ford N, Ingold H. To thine own test be true: HIVST and the global reach for the undiagnosed. J Int AIDS
Soc. 2019;22(S1):e25256.

49. Gaglio B, Shoup JA, Glasgow RE. The RE-AIM framework: a systematic review of use over time. Am J Public Health.
2013;103:e38–46. doi:10.2105/AJPH.2013.301299.

50. UNICEF
UNICEF. Children. and AIDS: Statistical update. UNIC. https://www.unicef.org/esa/our-mandate Accessed 19 March 2019.

51. UNICEF
UNICEF. Children. and AIDS: Statistical update. UNIC. https://www.unicef.org/content/uploads/2017/11/HIVAIDS-
Statistical-Updates Accessed 19 March 2019.

52. WHO Africa. The power of peers: An adolescent idea for managing HIV rises. 2019. https://www.afro.who.int/news/power-
peers-adolescent-idea-managing-hiv-rises Accessed 21 June 2020.

53. West R, Michie S. UBC Brie�ng 7: Evaluating behavior change intervention using APEASE. Unlocking Behavior Change.
2019.

54. Byrne M, O’Connell A, Egan AM, Dinneen SF, Hynes L, O’Hara MC, Holt RIG, Willaing I, Vallis M, Hendrieck C, et al. A core
outcomes set for clinical trials of interventions for young adults with type 1 diabetes: an international, multi-perspective
Delphi consensus study. Trials. 2017;18(1):602.

55. UNAIDS. AIDSinfo:Trend of new HIV Infections. http://aidsinfo.unaids.org.

5�. Sombié I, Dedroote S, Somé PA, Ridde V. Analysis of the implementation of a community-based intervention to control
dengue fever in Burkina Faso. BMC Implementation Science. 2020;15:32. https://doi.org/10.1186/s13012-020-00989-x.

57. Craig P, Di Ruggiero E, Frolich KL, Mykhalovskiy E, White M, Campbell R, et al. Taking account of context in population
health intervention research: guidance for producers, users and funders of research. Southampton (UK): Canadian Institute
of Health Research-National Institute for Health Research; 2018. Doi:10.3310/CIHR-NIHR-01.

5�. Lyon AR, Wiltsey SS, Kerns SEU, Burns EJ. Developing the mental health workforce: review and application of training
approaches from multiple disciplines. Adm Policy Ment Health. 2011;38:238–53.

59. Craig P, Dieppe P, Macintyre S, Michie S, Nazareth I, Petticrew M. Developing and evaluating complex interventions: the new
Medical Research Council guidance. BMJ. 2008;337:a1655.

�0. Deville´ W, Tempelman H. Feasibility and robustness of an oral HIV self-test in a rural community in South-Africa: An
observational diagnostic study. PLoS ONE. 2019;14(4).

Tables
Table 1. Components of the HIV testing and counselling services and supporting milestones according to WHO [41].
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HTS
component

Definition and supporting milestone activities

1. Policy,
advocacy and
stakeholder
mobilization

An enabling policy environment comprehensively addressing political, economic, social, legal and health issues
to encourage individuals to know their status
Milestone: Practice engages stakeholders for political commitment in regulating environment affecting supply
of resources (policies, supplies and commodities), mobilization of commitment among community members
and involve coordination from a range of stakeholders to ensure increased uptake of HTS. 

2.
Community
mobilization

Social mobilization for HTS by providing adequate information and support on all aspects of HTS.
Milestone: Practice assesses the community’s ability to freely talk about HIV/AIDS, handling of HTS with
sensitivity and respect to increase acceptance of HIV as a community issue. 

3. Supply and
management
of
commodities

Reliable and affordable supplies of essential commodities for the provision of quality services.
Milestone: Practice identifies commodity management system in place for accessibility and effective use at
service delivery and referral levels (procurement, distribution, use, resources for commodity management.

4. Service
delivery

Activities that include the assessment, strategic planning as well as M&E of program. M&E helps in ensuring
confidentiality and counseling are present, intervention integration into HTS program, patient flow, and
referral use and quality assurance (e.g. staff competency, client satisfaction, minimum standards and tools for
healthcare workers).
Milestone: Practice determines current and required infrastructure, site readiness, staff selection, referral
networks and time-frame for implementing the initiative and meet end-user’s needs effectively.

5. Capacity
building and
training

Attainment of skills, strengthening of organization and systems, and establishing and support linkages and
networks.
Milestone: Practice conducts an assessment of training needs for different essential personnel (e.g.
counsellors, test kit issuing staff, volunteers) to ensure coordination in the effective running of the HTS. 

6.
Management
and
coordination

Ensuring that policies, guidelines, systems, resources (human, financial, and material) roles, responsibilities
and deadlines are translated into program activities and implemented for equitable distribution of HTS
services.
Milestone: Practice establishes required operational issues (e.g. a clear vision for the planning and
implementation of initiative, management of daily activities, M&E and quality assurance) and areas of
coordination (follow up phone calls for tracking and linking HIV positive clients to treatment and care).

7.
Determining
costs and
financing

HTS practice requires securing of adequate financing for all aspects of the program to enable scaling up of the
existing services to meet demand of services.
Milestone: Practice identifies strategies to minimize costs, resource mobilization, cost sharing/recovery,
estimating costs by developing a costing framework.

 M&E: monitoring and evaluation, HTS: HIV testing services

  

 

Table 2. Measures and constructs of the analytical framework and their description adapted from Damschroder et al. [46].
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Dimension Constructs Description
1.
Characteristics
of the
intervention

1.1 Origin of the
intervention

Stakeholders’ perception of the origin of the intervention

  1.2 Quality and
strength of evidence

Stakeholders’ perceptions of the quality and validity of evidence that the
intervention will achieve intended outcomes

  1.3 Adaptability The degree of which the intervention can be adapted or reinvented to meet local
needs

  1.4 Complexity Perceived difficulty of implementing the intervention in terms of duration scope,
level of disruption, centrality, and complexity, and the number of steps required to
implement it

2. External
context

2.1 Network The degree to which the organization implementing the intervention is networked
with external organizations

3. Internal
Context

3.1 Structural
characteristics

The social architecture, age, maturity and size of the organization implementing
the intervention

  3.2 Networks and
communications

The nature and quality of social networks and formal and informal communications
in the organization

  3.3 Preparation of
implementation

Tangible and immediate indicators of organizational commitment to implement the
intervention.

  3.4 Commitment of
leaders

The commitment, involvement, and responsibility of the leaders and managers of
Africa University (the organization implementing the intervention) with regard to
implementation.

  3.5 Available resources The amount of resources devoted to implementation and operations, including
money, training, and education, physical space, and time.

4.
Characteristics
of individuals

4.1 Knowledge and
beliefs about the
intervention

Individual attitudes towards the intervention and the values attributed to the
intervention, as well as knowledge of the facts, truths, and principles related to the
intervention.

  4.2 Self-efficacy Individuals' belief in their own ability to execute action plans to achieve
implementation goals.

5. Process 5.1 Planification The degree to which plans, methods, and tasks for implementing an intervention
are developed in advance and the quality of these methods.

  5.2 Implication Attract and involve appropriate people in the implementation and use of the
intervention through a combined strategy of social marketing, education, role
modeling, training, and other similar activities.

  5.3 Formally appointed
internal leaders for
implementation

The members of the association promoting the intervention who have distinguished
themselves by their dedication and commitment to implementation.

  5.4 Champions People who are dedicated to supporting, marketing, and conducting the
implementation, and to overcoming the indifference or resistance that the
intervention can cause in an organization.

 

  

 

Table 3. Scoring grid for intervention constructs adapted from Damschroder et al. [46]
Note Criteria/explanation
-2 The dimension had a negative influence on the implementation process. Participants were able to present concrete

examples of negative influence.
-1 The dimension had a negative influence on the implementation process. Participants were unable to provide concrete

examples to explain this influence.
0 Participants could not expect the effective nature of the influence. While some believe that it has had a negative

influence, others argue otherwise.
1 The dimension had a positive influence on the process by facilitating some aspects of implementation. Participants were

unable to present facts that support their statements.
2 The dimension had a positive influence on the process by facilitating certain aspects of implementation. Participants

presented facts that support their statements.

  



Page 18/21

 

Table 4. Components included in intervention based guided by the APEASE criteria.

Component included  Who When Rationale for inclusion based on APEASE
criteria

Training PEs on intervention MOHCC Facilitators,
Nurses

At baseline and
annually

-skills and motivational empowerment of
facilitators to enhance the effectiveness.
-to sustain the initiative after the current
trained peers have graduated from the
institution.

Peer Support Fellow students Intervention
phase

-using individuals from similar social group
supports health behavior promotes initiative
acceptability.
-interpersonal assistance/ guidance to help
address individual’s psychosocial problems.

Document consultation,
audits and feedback

Research Team, Nurses At baseline and
post intervention
piloting

-to ascertain existing uptake of HTS at baseline.
-to demonstrate the effectiveness after the
initiative.

Involving organizational and
national leadership on
intervention

Nurses - -to overcome organizational and policy barriers
- to keep up-to-date on changes in regulations
and operating procedures

Issuing information
pamphlets

PEs/ nurses At every
consultation

-communication to promote HIVST

Hosting a Health Fare Gala Implementing team with
the help of NGO
stakeholders

At baseline and
annually

-demand creation to promote HIVST
-platform to address participant concerns 

Use of guidelines and
standard operation
procedure manuals

Implementing team - -normative technical guidance

Follow-up text messages PEs/nurses Within 48 hours
of issuing a test
kit

-prompt action by participants to seek
counseling or linkage to care services on-
campus or off campus.

HIVST: HIV Self-testing, HTS: HIV testing services, PEs: Peer Educators, NGO: Non-governmental Organization, MOHCC:
Ministry of Health and Child Care of Zimbabwe

Table 5. Summary of consensus ratings of the various elements of the analytical framework after the baseline
assessment 
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Construct  HTS Components

  Policy,

advocacy,

and

stakeholder

mobilization

Community

mobilization

Supply and

management

of

commodities

Service

delivery

Capacity

building

and

training

Management

and

coordination

Determining

costs and

financing

1.

Characteristic

of intervention

             

Origin of

intervention

2 1 -2 1 2 2 1

Quality of

strength of

evidence

2 2 1 1 2 1 1

Adaptability 2 2 0 2 2 2 1

Complexity  2 2 1 2 1 2 1

2. External

context

             

Network 2 2 1 2 2 2 0

3. Internal

context

             

Structural

 characteristics

2 1 1 2 2 2 1

Network and

communications

2 2 2 1 2 1 1

Preparation of

implementation

2 2 2 1 2 1 1

Commitment of

leaders

2 1 0 0 1 1 2

Available

resources

2 2 2 2 2 2 2

4.

Characteristics

of individuals

             

Knowledge and

beliefs about

2 2 1 2 1 2 1
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the intervention

Self-efficacy 1 1 0 2 1 1 0

5. Process               

Planification  2 2 1 2 0 2 2

Implication  2 2 1 2 2 2 1

Formally

appointed

internal leaders

for

implementation

2 2 2 2 2 2 1

Champions 2 2 1 2 2 2 0

 

Figures

Figure 1
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Implementation Science Framework used in this study. Adopted and modi�ed from Sivaram et al. [40]

Figure 2

Before-and-after quasi-experimental systematic �ow of the processes implementation phases used in this study.
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