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l. Introduction

This report marks the progress for October 2004—September 2005, Fiscal Year 2005, the third
full year of implementation of the Elizabeth Glaser Pediatric AIDS Foundation’s (EGPAF) Call
to Action cooperative agreement with the United States Agency for International Development
(USAID).

The Call to Action (CTA) Cooperative Agreement supports international healthcare facilities via
governmental, non-governmental, community-based and faith-based organizations that plan,
implement and expand programs to provide appropriate care for pregnant women and new
mothers as well as prevent newborn babies from becoming infected with Human
Immunodeficiency Virus (HIV). The program also supports the enhancement of basic services to
provide other essential care and support services for families including the provision of voluntary
counseling and testing (VCT) for other populations, antiretroviral therapy (ART) and the
management of opportunistic infections. Prevention of Mother to Child Transmission (of HIV)
(PMTCT) Programs are integrated into the existing health care infrastructure and include support
for community mobilization, training health care workers, HIV counseling and testing,
antiretroviral PMTCT regimens, infant feeding education and linkages and referrals to ART
programs. The PMTCT Program works within the policies and guidelines of national programs
to incorporate preventative interventions into existing maternal child health settings and also
supports non clinic-based programs using trained traditional birth attendants, lay counselors, and
peer-based psychosocial support groups.

The tremendous heterogeneity of quality and access to services, and the recent advent of large-
scale PMTCT programs in resource-poor settings have presented unique challenges to the
implementation of comprehensive national programs. Prevention became a pragmatic program
possibility in many resource-challenged settings only after the HIVNET 012 Trial in Uganda was
published in 1999". Since then, intrapartum prophylaxis with nevirapine and post exposure
prophylaxis to the baby has made possible the widespread and rapid scale-up of PMTCT
programs in high-prevalence, resource-poor settings across the globe. Countries have made
substantial investments in developing national guidelines and strategic plans for comprehensive
PMTCT programs, reflecting a sense of national pride and a welcome commitment to charting
their own courses.

In light of the evolving technical issues and changing drug availability, a successful national
PMTCT program requires a focus on enhancing comprehensive service delivery. PMTCT is
integrated into routine ANC and is part of the continuum of HIVV/AIDS prevention, care and
treatment. Many of these programs, which often link to access other HIVV/AIDS prevention
services, also link to antiretroviral treatment programs that keep families healthy, strong, and
together. Pediatric care and treatment, as well as care for the HIV-positive mother, require new
approaches to the integration of services. A commitment to long-term sustainability requires the
Foundation to work collaboratively, under the leadership of the national PMTCT program, and in
partnership with the Ministry of Health and/or Social Welfare, appropriate health officers at the

! Guay LA, Musoke P, Fleming T, Bagenda D, Allen M, Nakabiito C, et al. Intrapartum and neonatal single-dose
nevirapine compared with zidovudine for prevention of mother-to-child transmission of HIV-1 in Kampala, Uganda:
HIVNET 012 randomized trial. Lancet 1999; 354:795-802.
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provincial and district levels, and with implementing health workers. Donor and community
organizations are also essential partners. This comprehensive approach coupled with the
Foundation’s demonstrated leadership to provide the latest scientific information, generate policy
recommendations and facilitate practical responses in the field will further move the field
towards comprehensive care.

Section Il of this report provides a broad overview of the PMTCT Program accomplishments
including cumulative PMTCT data, program highlights, and leadership in the field to meet
challenges to program implementation and management contributions. Section I11 contains the
heart of this report with detailed program reports from 12 countries. To date, the Foundation has
focused on integrating PMTCT into existing antenatal care (ANC) services. This requires,
training for a range of healthcare providers and the strengthening of service linkages for HIV-
positive women. Integration is fundamental to the success of service provision but a greater
emphasis will be placed on providing linkages and access to the full complement of HIV/AIDS
prevention, care and treatment services. The Foundation is also providing the critical technical
leadership at policy and program levels to ensure that service options are available for HIV+
pregnant women and their HIV-exposed infants.

The Appendix contains the International Travel Matrix and table of CTA Program Funding and
Expenditures through September 30, 2005.
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I1. Overview of the Call to Action Program
Cumulative PMTCT Program Data

The Foundation’s public and private PMTCT programs have now reached over 1.7 million
women with antenatal care (ANC) services; over 1.5 million women have been counseled and
over 1.2 million women have received voluntary HIV testing. Recent data collection for our
PMTCT programs reveals that the Foundation has reached over half a million women with ANC
services in the first six months of 2005 (testing 483,861 women and providing preventative ARV
interventions to 36,676 mothers and 22,808 babies), pacing us ahead of our projected target of
750,000 for the 2005 calendar year.

The Foundation is on track to exceed its stated annual goal of reaching 750,000 women with
universal counseling and voluntary testing. A comparative analysis of data from 2001 and 2004
demonstrates improved uptake of PMTCT services over time. The proportion of HIV-infected
women receiving an ARV intervention has increased from 53 percent to 76 percent and the
proportion of babies receiving an intervention increased from 33 percent to 45 percent.

Chart 1. Cumulative Data from All PMTCT Program Sites as of June 30, 2005

Percentages and Totals: PMTCT Sites
cumulative as of 6/30/05

Excluding Support to Thailand National Program
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Chart One, above, reflects cumulative (reviewed and analyzed) data for all publicly and privately
supported activities within the CTA Program since 2000 through the end of June 2005. This
annual report includes the first year for which the Foundation has collected quantitative data on a
quarterly basis. Data has been collected through the end of September 2005, and is reported by
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each country (see Section 111 below) however the September data remains incomplete and is still
in the process of review?.

The Foundation works closely with its implementing organizations to collect accurate and timely
information while minimizing the burden of reporting. Each country program is responsible for
submitting country-specific data to USAID missions; country- specific reports therefore vary in
format and content due to different mission requests for information. In January 2005, the
Foundation expanded the standard data forms to capture essential information on the range of
PMTCT antiretroviral (ARV) regimens, administration of cotrimoxazole to the infant, and
provision of services in maternity units. Many of the implementing partners struggle to get the
most basic information and verify it. As the level of complexity of data collected increases, the
Foundation will supplement the country offices with staff with specific monitoring and
evaluation skills.

Chart Two, below, contains data for the most recent complete 12-month period, July 1 2004
through June 30 2005, for all PMTCT sites distinguishing between privately supported programs
and programs with direct federal support. It is important to recognize, however, that the
distinction between funding sources is arbitrary as USAID funds indirectly contribute to the
success of privately-supported PMTCT services and vice versa, the USAID programs benefit
from public-private partnerships.

2 Service statistics and outcome data are prepared by facility staff from clinic service registers. This quantitative
information is submitted on a standardized form to the Technical Advisor based in country (or U.S.-based Program
Officer where there is o country office) for review and subsequently entered into a comprehensive database at
Foundation headquarters. The Scientific Director, Dr. Cathy Wilfert, reviews each report for inconsistencies, errors,
and completeness, sending queries to in-country technical staff, where appropriate changes to the data are made.
Program staff subsequently clean and analyze the data and prepare it for presentation. These data, which are
available for every site in every country, allow the Foundation to carefully track the number of women in ANC
clinics who receive counseling, the rate of uptake for testing, local HIV seroprevalence rates among women
receiving ANC services and the number of women and infants who receive prophylactic antiretroviral interventions.
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Chart 2: FY05 Data from all PMTCT sites, July 1 2004 — June 30 2005

Data for all CTA sites: Private vs. USAID
July 1 2004 — June 30 2005

297,616 394,796

E Private
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Program Highlights

The Foundation is dedicated to providing the latest scientific information, generating policy
recommendations, and facilitating practical responses in the field. The Foundation actively
encourages the documentation and exchange of best practices among its programs and the
broader HIV/AIDS community. Technical leadership activities and research provide the
foundation for efforts to launch new PMTCT services and expand national programs.

In early 2005, the Foundation gathered experts for a focused scientific discussion of the
latest PMTCT research and to provide direction for its PMTCT programs. Though not
funded with United States Government (USG) funds, the “PMTCT Think Tank”
underscored the Foundation’s commitment ensuring that science guides PMTCT
programs within the context of national policy.

Dr. Cathy Wilfert is a leading member of the United Nations Children Fund’s (UNICEF)
Inter-Agency Task Team, and was invited to lead the development of a major background
paper for the Dec 2005 PMTCT Partners Meeting in Abuja, Nigeria, ““Current scientific
evidence and programmatic lessons for achieving high uptake and improving the quality
of testing and counseling, ARV prophylaxis and infant feeding.”

Foundation technical staff have been asked to participate on international scientific
committees and working groups, to present papers at national and regional conferences
and meetings.

The Foundation’s programs are frequently regarded as models for efforts to integrate
PMTCT, ART and other HIV-related services, geographically expand services to new
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sites, deepen and strengthen services at existing sites, forge strong local partnerships, and
apply lessons learned from implementation programs and operational and basic research.
The Foundation has successfully hosted a succession of USAID, State Department,
Congressional and O/GAC officials to program sites in the field.

e In September 2005, the Foundation initiated financial support for the Institute for Public
Health, Epidemiology and Development of the University of Bordeaux (ISPED)
Intelligence Report. WHO solicited the monthly bulletin from the Bordeaux Working
Group at ISPED in 2001 to screen, select, report and disseminate the latest scientific
information on PMTCT. The Intelligence Reports has been published monthly since
May 2001; unfortunately WHO support ended in 2004.

e The Foundation has developed a global agreement with the Program for Appropriate
Technologies in Health (PATH) to directly address infant feeding, develop a standardized
conceptual framework for nutrition aspects throughout the HIVV/AIDS continuum of care
based on emerging research, and provide technical assistance to country programs. To
date, both Rwanda and Cote d’lvoire have benefited from this technical assistance and
recommendations are being implemented.

e The Foundation has drafted a postnatal strategy that builds on activities and approaches
that begin in the pre-natal period, are continued through antenatal care and labor and
delivery. The comprehensive post-natal strategy is a preliminary step in helping
programs define interventions and services that would be most beneficial to offer.

Over the year, the Foundation has been and continues to be involved in the following operations
research studies and evaluation activities:

e In Cote d’Ivoire, the program is studying the effectiveness of and barriers to opt-out HIV
testing strategy in PMTCT settings is a policy priority;

¢ In Mozambique, a targeted evaluation on early breastfeeding cessation will identify the
impact of local interventions designed to increase uptake of ARV prophylaxis;

¢ In Rwanda the Foundation has been asked to continue an evaluation of the national
PMTCT program (in collaboration with TRAC);

e An operations research study is being undertaken in Swaziland to document the outcomes
of changing the timing and content of postnatal visits to meet the needs of all mothers,
including HIV-positive mothers and exposed infants (in collaboration with Population
Council and BASICS);

e In Zimbabwe, the Foundation has tested the acceptability of “opt-out” testing for
antenatal mothers in rural settings (in collaboration with ISPED);

e An acceptability study of the revised child health card with healthcare workers and the
community is in process in Zimbabwe (in collaboration with the MOH&CW); and,

e The Foundation is supporting a study to determine whether introducing PMTCT services
enhances existing prenatal, labor and delivery, postnatal and under-five child services in
rural clinics in Tanzania.

Program Innovations

The following summarizes several of the key implementation challenges and highlights
exemplary program innovations undertaken in the field. Most notable is the progress made in
linking PMTCT programs, pregnant women and their families, to care and treatment services.
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e Increase the uptake of the PMTCT counseling, HIV testing and maternal dose of
nevirapine. The PMTCT programs in Rwanda, Swaziland, South Africa, and Tanzania
have introduced rapid testing during labor and delivery in maternity units; in Uganda and
Zimbabwe, the Foundation strengthened the “opt-out” approach to counseling and
testing; in Swaziland and Zambia, the Foundation supports extensive community
sensitization activities to maintain uptake levels of counseling and testing. Zimbabwe
has introduced a new cadre of health worker, the Primary Care Counselor, to alleviate the
critical shortage of human resources. Mozambique, Swaziland, Tanzania and Uganda still
have policies limiting the distribution of nevirapine to women at or after 28 weeks’
gestation.

e Increase the uptake of the infant dose of nevirapine. In the Kericho District, Kenya,
and in Swaziland PMTCT sites are providing infant dose in syringes; in Rakai district,
Uganda, a study of sending the infant dose home with mom has been published and in
Mulago Hospital, Uganda a pilot program is being initiated; in Zambia, health care
providers in the Lusaka urban area have an active campaign to encourage mothers to
deliver in a health care facility; across all countries, the Foundation is advocating for a
policy change to dispense nevirapine suspension for infants directly to mothers.

e Increase support for HIV-positive women. In Kenya, the Foundation initiated a male-
only clinic for partner testing; in Swaziland, the PMTCT Program supported activities to
promote male involvement in PMTCT; the Uganda program is supporting the roll-out of
peer psycho-social support activities in three districts for which PMTCT is provided. In
South Africa a specific mother’s peer group is now supported to work in provincial
clinics assisting with counseling and PSS.

e Manage the erratic supply of test kits and nevirapine. Most countries have access to
nevirapine and Determine rapid test donations through Axios, however, in the case where
systems fail, EGPAF augments these essential supplies. In Kenya, Mozambique, and
Swaziland, the Foundation has applied directly to the Axios donation program to ensure
that public and private sector sites have a constant supply; quality assurance and routine
monitoring efforts in South Africa and Uganda are designed to strengthen drug
procurement planning and projections; country programs have made emergency
purchases (with prior approval) directly from local pharmacies or central medical stores
to ensure uninterrupted programs.

e Introduce more complex ARV prophylaxis regimens. Several Kericho sites in Kenya
are piloting AZT and nevirapine; across countries, the Foundation is in discussion with
Ministries of Health as they consider the possible introduction of AZT and/or Combivir
for PMTCT, and secure an adequate drug supply.

e Strengthen infant feeding practices in the PMTCT context. Country programs in
Rwanda and Zimbabwe are working with the World Food Program to supplement food
for HIV-positive women and their families; in Tanzania, Uganda, and Zimbabwe the
Foundation is working closely with the University Research Corporation to clarify and
simplify infant feeding messages for policy makers, health care providers, and HIV-
positive mothers; in Cote d’lvoire and Rwanda the Foundation is undertaking similar
work with PATH.

e Longitudinal follow-up of mother-infant pairs. In Russia, the Foundation has
provided rapid testing for women coming into labor and delivery who are
disproportionately at risk for HIV infection and is strengthening post-test counseling to
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diminish the number of abandoned babies and enhancing family planning uptake;
Rwanda has increased the number of home visits to follow mothers and their infants;
country programs in South Africa, Swaziland, Tanzania, Uganda, Zambia and Zimbabwe
are strengthening the hand-held records to integrate mother and infant care; programs
across all countries are stepping up their advocacy efforts to ensure the administration of
cotrimoxazole to identified HIV-exposed infants, and identifying and proactively
strengthening the linkages with organizations that provide care and support for HIV-
positive mothers.

Link HIV-positive women to care and treatment. In South Africa and Swaziland, the
PMTCT programs are actively linking women to national ART programs; In Rwanda,
South Africa, Zambia, Cote d’lvoire Cameroon, Uganda, many PMTCT sites are also
funded for MTCT+ activities, the Uganda program has developed a family care model
built on practical linkages among key HIV/AIDS service providers at the health unit
level; other programs are developing effective referral mechanisms for evaluating HIV-
positive women where treatment is newly available and collaborating closely with other
President’s Emergency Plan for AIDS Relief (PEPFAR) supported activities. Zambia is
piloting additional training of maternal and child health (MCH) providers in HIV care
and routine CD4 analysis of HIV-positive mothers to increase efficiency of linkage to
care.

Support national initiatives to improve pediatric care and treatment. In Rwanda,
Cathy Wilfert, Scientific Director led a Pediatric Care and Treatment Technical exchange
Meeting for the Ministry of Health (MOH) and its implementing partners. In Uganda a
postnatal care program is linking infants to care and treatment at Mulago Hospital; in
Swaziland, Malawi, Uganda, Lesotho, the building of Baylor Pediatric treatment facilities
will provide access specifically for care of children. The Foundation is particular
working with programs to identify the youngest of those children in need of care.

The country reports that follow in Section 111 provide more detail on each of these innovations to
meet the program challenges. The Foundation is committed to providing the technical leadership
critical in a constantly evolving HIV/AIDS program environment. These activities, however,
work in tandem with the ongoing efforts to improve the quality of counseling, strengthen
supervision and follow-up, improve data collection and analysis, train and update healthcare staff
and prepare the infrastructure for when care and treatment is available.

Presentations, Publications and Awards

Publications

Allers, Claudia, Steve Hawkins, Lisa Hirschhorn, MD, MPH, and Chris Wright.
“Ensuring Access to ARVs for Kids: A Challenge of Logistics.” AIDSLink 92 (Jul/Aug
2005): 6-7; and,

Mofenson, Lynne M., James Oleske, Leslie Serchuck, Russell Van Dyke, and Cathy
Wilfert. "Treating Opportunistic Infections among HIV-Exposed and Infected Children:
Recommendations from CDC, the National Institutes of Health, and the Infectious
Diseases Society of America.”" Clinical Infectious Disease 40 (Feb 2005): S1-S84.
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Presentations

e “HIV Vaccine: Where are Infants and Children in the Plans?” presented by Cathy
Wilfert at “The Changing Landscape of VVaccine Development,” November 12 -
November 14, 2004 at the San Luis Resort in Galveston, Texas. Presented on the panel
of “Translating Vaccines for Emerging Diseases and Biodefense to the Marketplace;”

e “We Must Prevent HIV Infection in Children” lecture given by Cathy Wilfert at “Great
Teachers and Grand Rounds Series,” January 12, 2005 at the National Institutes of
Health (NIH) in Bethesda, MD;

e “Management of the HIV Exposed/Infected Child” presented by Cathy Wilfert at
Training in Pediatric HIV Treatment, February 3, 2005 at the Federal Center for
Treatment and Prophylaxis of HIV Infection in Pregnant Women and Children in St.
Petersburg, Russia,;

e “International PMTCT: the Optimal, the Attainable and Beyond” presented by Cathy
Wilfert at St. Petersburg Leningrad-Oblast PMTCT Project Training, February 5, 2005
in St. Petersburg, Russia;

e “Single Dose nevirapine and Resistance” presented by Cathy Wilfert, March 22, 2005 at
event in Swaziland,

e “Single Dose nevirapine, Efficacy, Safety, Resistance” presented by Cathy Wilfert at
PMTCT Forum, March 18, 2005 in Mozambique;

e “Gender Mainstreaming in PMTCT” poster presented by Patricia Mbetu at 7"
International AIDS Impact Conference, April 2005 in Cape Town, South Africa;

e “Crossing Borders and Crossing Perspectives: Global Health Partnerships for
HIV/AIDS,” presented by Cathy Wilfert, April 14-16, 2005 at Duke University in
Durham, North Carolina. Presented on the panel of “Treatment and Prevention;”

e “HIV and Maternal Child Health (MCH) Services in the Developing World” presented by
Cathy Wilfert at “Safe Womanhood in an Unsafe World: The Penn Summit on Global
Issues in Women’s Health,” April 25-26, 2005 at the University of Pennsylvania in
Philadelphia, Pennsylvania. Presented on the panel of “Innovative Strategies in the
Health Care Sector;

e “Epidemiology and Pathophysiology of HIV” presented by Anna Miller at Nelson
Mandela School of Medicine ART Training Course, May 2005 in Durban, South Africa;

e “Alternative Regimens for PMTCT” presented by Anna Miller at EGPAF Technical
Exchange Meeting, May 2005 in Durban, South Africa;

e “Strategies for Improving Follow-up and Care of HIV-exposed Infants and their
Families” poster presented by Rwanda country team at Rwanda National Pediatric Care
and Treatment Conference, June 2005 in Rwanda;

e “The CTA Consortium, Zimbabwe: Working Together to Achieve More?” presented by
Anna Miller at CDC Conference, June 3, 2005 in Zimbabwe. Presented on the panel of
“Working in Partnership to Achieve More;”

e “Acceptability of Routine HIV Testing in Antenatal Services in Zimbabwe” presented by
Dr. Freddy Perez [ISPED] at the Third International AIDS Society Conference, July 2005
in Rio de Janeiro, Brazil,

e “Prevention of Mother to Child Transmission (PMTCT)” presented by Shanila Maharaj
at PEPFAR Prevention Partners Meeting, August 11, 2005 in South Africa;
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e “Report Back on PMTCT Partner Presentations” presented by Shanila Maharaj at
PEPFAR Prevention Partners Meeting, August 11, 2005 in South Africa;

e Cathrien Alons presentation of results for sites since the start of the program at the Gaza
Province PMTCT Taskforce Meeting, October 2005 in Gaza Province, Mozambique;

e “Prevention of Mother-to-Child Transmission of HIV: Success of Rapid HIV Testing
Program for High Risk Women in Labor, St. Petersburg, Russia, 2004-2005” presented
by Natalia Akatova at International AIDS Conference 2005, October 13, 2005 in St.
Petersburg, Russia; and,

e Anna Miller presentation on the Hand-held child card at EGPAF CTA Site Directors
Meeting in Kampala, Uganda.

Awards

e Baylor International Pediatric AIDS Leadership Award presented to Cathy Wilfert on
May 11, 2005 by the Minister of Health in Uganda. One year ago, the first award was
given to President Festus Mogae of Botswana;

e Cameroon Baptist Convention Award of Honor certificate presented to Cathy Wilfert.
This award was presented on the 50" anniversary celebration of the Cameroon Baptist
Center for Dr. Wilfert’s “love for humanity especially in the third world;” and,

e Cameroon Baptist Convention Award of Honor certificate presented to Elizabeth Glaser
Pediatric AIDS Foundation.

Management Contributions

Offices Established

The Foundation has experienced rapid growth over the past year. Through its technical presence
in multiple countries, the Foundation is able to strengthen the technical capacity of implementing
institutions and improve compliance with USG regulations. In the past year, the Foundation
opened offices in Cote d’lvoire and Mozambique and added Regional Office staff to the office in
South Africa. Through the course of FY05, the Foundation supported eight country offices
either fully or partially through global USAID funding: Cote d’lvoire, Kenya, Mozambique,
Rwanda, Swaziland, South Africa, Uganda and Zimbabwe.

Staff in Place

The Foundation’s field-based staff work closely with local governments and implementing
institutions, coordinating services along the continuum of HIV infection prevention, HIV/AIDS
care and increasing capacity to meet standards set by the USG rules and regulations. Table One,
below, lists the field-based program and technical staff who have been hired in the past year to
support PMTCT program expansion.
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Table 1: Field-based Staff Hired between October 2004 and September 2005

Country Name and Title Date Hired
Cote d’lvoire Joseph Essombo, Country Director January 2005
Edith Boni-Oouattara, Technical Advisor-PMTCT January 2005
Theodore Meney Ahochi, Senior Admin and Finance Manager May 2005
Dogbo Aboussou, Chief Logistician May 2005
Nelly Toinet, Senior Accountant May 2005
Helene Guatat, Administrator May 2005
Kenya Anne Kioi, Administrative Finance Manager | November 2004
Isabella Yonga, Technical Advisor November 2004
Lucy Wambugu, Project Officer August 2005
Mozambique Cathrien Alons, Technical Advisor* February 2004
Ellen Warming, Country Director* October 2004
Thryza Mucambe, Administrative/Finance Manager June 2005
Regional Office - SA Sandra Hood Campbell, Regional Programs Coordinator December 2004
Rwanda Dr. Jeroen Van’t Pad Bosch, Technical Advisor — Care and June 2005
Treatment™
Aimé N. Nyirakanyana, Technical Officer July 2005
Vestine Mukandutiye, Technical Officer | September 2005
South Africa Sohana Mannie, Assistant Administrator October 2004
Shanila Maharaj, Technical Advisor | November 2004
Mark Anthony Griffiths, Financial Analyst | November 2004
Swaziland Peggy Chibuye, Country Director* October 2004
Gloria Murinda, Administrative and Finance Manager December 2004
Uganda Julius Mulindwa, Finance Manager October 2004
Joy Angulo, Psychosocial Support Program Officer January 2005
Dr. Agnes Kobusingye, Program Officer/Technical Advisor October 2005
Mary Namubiru, Technical Advisor October 2005

* The asterisk denotes international expatriate hires. Other staff are national hires.

International Travel

International travel during this period was related to strategic program development, budget
planning for the new funding year, strengthening the technical competence of the field staff,
program management, and building technical capacity of in-country implementing institutions
through site exchanges and technical meetings. The majority of travel is related to monitoring
and evaluation as the Foundation continues to prioritize monitoring program and service quality.
Historically, the Foundation contracted the majority of monitoring and evaluation activities to
external contractors. With the expansion of the Foundation’s field offices and strengthening of
technical capacity, much of the monitoring activities take place in-country and are overseen by
Foundation technical staff. However, external contractors are still utilized to supplement
technical expertise where needed.
Appendix One summarizes the USAID-supported international travel between October 2004 and

September 2005.

Subagreements

The EGPAF PMTCT program continues to strengthen existing partnerships and build new ones
with international, national, and local programs around the world. The Foundation’s efforts
focus on the sustainability of programs and as some are transitioned to other funders, the
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Foundation takes on new partners to help meet USG and host-country government goals in the
fight against the HIVV/AIDS pandemic. Existing awards may also be renewed if funds are
available or given no-cost-extensions if the implementing institution has not finished spending
their awarded funds. The following table lists the PMTCT subgrants awarded or renewed

between October 1, 2004 and September 30, 2005.

Table 2: PMTCT Program Subgrants Awarded/Renewed between October 2004 and

September 2005
Subgrant Organization Name Country Action Date of Action

Christian Health Association of Kenya (CHAK) Kenya Awarded October 2004
KEMRI Kenya Awarded October 2004
University of North Carolina, Chapel Hill Russia | No cost extension February 2005
University of North Carolina, Chapel Hill Russia Cost extension April 2005
McCord Hospital South Africa Awarded June 2005
Mothers 2 Mothers 2 Be (M2M2B) South Africa Awarded April 2005
Africa Centre South Africa Cost extension | September 2005
Africa Centre South Africa | No cost extension | September 2005
Wits South Africa | No cost extension August 2005
Academy for Educational Development (AED) (US) Swaziland | No cost extension April 2005
Assoziacione Voluntari Servizio Internazionale (AVSI) Uganda Awarded October 2004
Iganga District Health Services Uganda Awarded May 2005
Mbale District Health Services Uganda Awarded May 2005
World Harvest Mission Uganda Cost extension | September 2005
Kabale District Health Services Uganda Awarded May 2005
University of Alabama (PERC) Zambia | No cost extension April 2005
Institute for Public Health, Epidemiology and Zimbabwe Cost extension December 2004
Development of the University of Bordeaux (ISPED)

Institute for Public Health, Epidemiology and Zimbabwe Cost extension |  September 2005
Development of the University of Bordeaux (ISPED)

KAPNEK Zimbabwe Cost extension December 2004
KAPNEK Zimbabwe Cost extension | September 2005
Wake Forest University (ZAPP) Zimbabwe Cost extension December 2004
Wake Forest University (ZAPP) Zimbabwe Cost extension | September 2005
ISPED -Intelligence Reports Global Awarded | September 2005
PATH Global Awarded August 2005
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I11. Country Programs

COTE D’IVOIRE

Achievements

The Prevention of Mother to Child Transmission Program in Cote d’Ivoire initiated activities in
April 2005 with USAID funding. The program, however, inherited public sector sites previously
supported with PEPFAR funds transferred directly to the Ministry of Health’s HIV/AIDS
National Care and Treatment Program. As described later in this report, the direct funding
approach was failing, and the National PMTCT program was experiencing major problems.

Thus, the data below for first two quarters of FY05 is PEPFAR-funded, non-EGPAF numbers;
the last two quarters represent EGPAF PMTCT Program data.

PMTCT Data: October 2004 — September 2005

Table 1. Cote d’lvoire PMTCT Data, October 1, 2004 — September 30, 2005

Indicator FYO05 Achievements
Q1* Q2 Q3 Q4 Total

Number of first ANC visits 16,666 17,652 | 14,503 | 16,447 65,268
Number of women pre-test counseled 12,868 19,461 | 17,062 | 14,183 63,574
(group counseling)

Number of women HIV tested 6,889 6,096 8,732 6,298 28,015
Number of women receiving results 6,323 5,340 5,840 5,253 22,756
Number of women HIV-positive 501 518 628 610 2,257
Number of women receiving ARV 480 507 491 410 1,888
prophylaxis

Number of infants receiving ARV 501 437 416 372 1,726
prophylaxis

Number of health care workers trained 155
Number of PMTCT sites 44

*The first quarter results had to be adjusted due to incorrect October 2004 numbers in the monthly data
collection system. The numbers were far too high and clearly represented multiple months (probably Q4 of
FY 2004). The numbers are adjusted based on the following two months figures.

The MOH and the national HIV care program support an expanded implementation role for
EGPAF for PMTCT activities. The EGPAF PMTCT Program started activities in Cote d’Ivoire
in April 2005. In the last six months proportionately more women were counseled but the
numbers tested has dropped from 61 percent to 48 percent. The number of infants receiving ARV
prophylaxis has dropped in the final quarter. The program data is not optimal. In the transition of
funding from the MOH to EGPAF, several sites stopped delivering PMTCT services due to lack
of funds; EGPAF has also dedicated efforts to improve the quality of reporting when it became
clear that the numbers of women reached in previous reports had been inflated.
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The PMTCT Program strategy was to conduct extensive needs analysis and planning in close
coordination with the MOH national care program and other Departments (nutrition,
reproductive health, maternal and child health), UNICEF and other experts on national PMTCT
strategies, policies and materials development. The analysis and planning process is designed to
support the implementation of the MOH national expansion plan for comprehensive PMTCT
services with the following goals:

e Indirect support in all 96 sites; and,
e Direct support for the 26 existing sites and at least 20 new sites (46 sites) in at least five
regions including both public and non-public (NGO/FBO and/or private sector) partners.

During this reporting period all project sites were visited for an initial assessment. In April,
EGPAF assessed the potential of local Non-Governmental Organization (NGO) partners to
provide PMTCT services, Counseling and Testing, and Care and Treatment programs, to support
the implementation of PMTCT sites within both public and non-public settings, and to make
recommendations on sub- agreements. The proposed recommendation was to prepare a
competitive announcement to reach a significant number of relevant local NGOs able to
implement identified HIV/AIDS interventions and to develop an agreement framework with a
range of mechanisms to accommodate varying NGOs strengths and weaknesses.

Each individual public and private site has specific problems. Generally, however, the policy for
patient counseling and testing continues to be an opt-in approach; one-on-one pretest counseling
is placing demands on space and human resources. Women often have to go to four locations
during ANC for tests and counseling.

EGPAF has identified a number of measures that focus on provider attitude and approach. Cote
d’Ivoire staff are scheduled to visit the PMTCT Program in Cameroon and observe care and
treatment programs in labor and delivery in Rwanda. Multiple consultants will assist in the
provider mentoring and role modeling to strengthen the hands-on supervision necessary to
improve program quality. In addition, planned actions include:

e Program planning and management at both the health district and site levels;

e Supervision of current and new sites;

e On-the-job training and mentoring for physicians, midwives, nurses, social workers and
lab technicians;

e Support for associated antenatal care services;

e Reproduction and dissemination of PMTCT guidelines and IEC materials such as
brochures, pamphlets, and posters;

e Support for the training of support groups for Mothers living with HIV;

e Support of outreach workers who work for a better quality of life for the infected mothers
and their families;

e Procurement of necessary PMTCT commodities including laboratory supplies, PMTCT
and ANC registers, material, and equipment to support standardized services;

e Procurement of cotrimoxazole prophylaxis for HIV exposed children, other basic
medications and appropriate feeding supplies;
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e Implementation of couple-friendly approaches within a larger family-based care model,
with a particular focus on the longitudinal follow-up of HIVV-exposed infants;

e Development and implementation of a comprehensive HIV/AIDS care model that will
link PMTCT and Care and Treatment services and place PMTCT sites at all existing
ART sites;

e Actions to integrate PMTCT services within the private sector and sub-grants to support
NGO/FBO clinic services; and,

e Logistics.

Program Innovation (Qualitative Achievements)

During this first period, assessment findings highlighted the poor notification of women referred
for care and treatment. Strategies are being taken to track, identify, report and document eligible
pregnant women for HAART and provide referral to care and treatment sites.

The PMTCT Program trained OB/GYNs from CHU de Treichville, CHU de Cocody, and the
San-Pedro District on the care and treatment of eligible HIV positive pregnant women in July,
August and September 2005 to improve treatment of eligible women through PMTCT.

Program Activities
Assessment activities included evaluation of public sector and NGO-supported PMTCT sites.

e The assessment report of 30 current PMTCT sites, conducted in April 2005, outlined a
number of deficiencies in the sites that would have to be rectified, including:
0 27 percent of sites had ceased PMTCT activities by the time of this survey;
70 percent of sites needed renovation and equipment;
73 percent lacked IEC materials;
23 percent lacked nevirapine;
47 percent lacked laboratory consumables;
20 percent lacked reagents;
23 percent lacked registers;
77 percent of sites lacked family planning services for HIV positive women;
Difficulties for follow-up of mothers and children with lost to follow up (57
percent);
No referral system (53 percent);
Lack of training (50 percent);
Limited number of human resources (33 percent);
No support group for psychosocial support (47 percent); and,
No supervision (43 percent).

OO0OO0OO0OO0OO0O0O0

O O0OO0OO0Oo

Measures identified to improve the uptake of Mother to Child Transmission (of HIV)
(MTCT) services include:

e Assistance to national HIV care program in forecasting and order nevirapine, and
Determine tests through AXIOS in July 2005;
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Sensitization and refresh training of health care workers for all the current sites in August
(and October 2005) in order to motivate the HCW and reinforce their capacities;
Training of OBG from CHU de Treichville and CHU de Cocody for care and treatment
of eligible HIV positive pregnant women in August and September 2005;

Meetings with health regional and district Directors in September (and October 2005) for
the regions of Agneby (Agboville), N’Zi Comoe (Dimbokro), Moyen Comoé
(Abengourou and Agnibilekrou), and Bas Sassandra (San Pedro). Purpose of the
meetings were to provide to district teams information and sensitization on HIV/AIDS
activities that are conducted within their districts, and assist them to coordinate
HIV/AIDS activities and establish regular monitoring and formative supervision;
Participation and assistance to the UNICEF/WHO/CDC joint mission to support PMTCT
scale up and Pediatric Care implementation in September 2005. EGPAF is committed to
support recommendations of the joint mission through the review and diffusion of
PMTCT policy and guidelines in the next three months;

Technical assistance of PATH regarding infant feeding, nutrition and HIV issues with
multiple discussions with national HIV/AIDS program, national Nutrition program,
technical working groups and key stakeholders in August 2005;

Assistance to National HIVV/AIDS Program to start up PMTCT activities at 6 new sites
(FSU Attecoube, Maternite Attecoube, FSU Locodjro, FSU AboboDoume, FSU Riviera
Palmeraie, FSU Vridi Cite) in May 2005;

Baseline assessment of 38 health centers in June 2005, in order to quickly introduce
PMTCT activities in new sites. Eleven sites have been identified based on their good
infrastructure that need only minor renovation, existence of laboratory and high number
of women attending antenatal care;

An assessment of non-governmental organizations (NGOSs) in April 2005 identified that
twelve per cent of 24 NGOs had experience in managing multiple health centers, were
involved in HIV/AIDS interventions, and had strong administrative and technical skills.
Forty six percent of NGOs had strong technical skills, but needed close support or
coaching in administrative issues. Proposed recommendations were to prepare a
competitive announcement to reach a significant number of relevant local NGOs able to
implement identified HIV/AIDS interventions, and to develop agreement framework with
a range of mechanisms regarding NGOs strengths and weaknesses including less or more
involvement of EGPAF technical or administrative support; and,

Participation in counseling and testing national technical working group for review and
validation of counseling and testing training documents in April 2005.

Training
Training was undertaken based on results of the baseline assessment and the assessment of
existing sites:

Trained one lab technician of San Pedro Bardot maternity hospital in HIV testing with
rapid tests in May 2005;

Sensitization of 42 health worker from 21 existing PMTCT sites, August 18 -19, 2005;
PMTCT training of 28 health workers to initiate PMTCT services at three new sites (HG
Sinfra, HG Oume, INSP), August 29-September 3, 2005;
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e PMTCT training of 30 health workers to initiate PMTCT services at 4 new sites (CSU
Akoupe, HG Issia, CS Com. Kennedy-Clouetcha, CS Com EI Rapha), September 4-10,
2005;

e PMTCT training of 29 health workers to initiate PMTCT services at 6 new sites (PMI
Dimbokro, CMS SAPH, CHR Agboville, HG Adzope, CS Meagui) September 12 -17,
2005; and,

e Trained 25 lab technicians of 18 PMTCT sites in HIV testing with rapid tests (September
12 -17, 2005).

Subgrantee Activities

PATH is providing technical assistance to EGPAF in Cote d’lvoire, with CDC funds to date, to
strengthen the infant feeding and nutrition components of PMTCT and care and treatment
programs. Two consultants, Ted Greiner, PHD, Senior Nutritionist, PATH, and Elizabeth Preble,
MPH, conducted an assessment in August 2005 to assess the main factors that influence infant
feeding practices and maternal nutrition and identify the key opportunities and actions to
improve infant feeding and nutrition of HIV-positive mothers and infants.

The single most important action for the PMTCT sites is to provide additional support and
counseling so that HIV-positive mothers who choose to do so can breastfeed their babies
exclusively in the first six months of life. This is particularly challenging in Cote d’lvoire, since
early efforts in PMTCT before EGPAF had much involvement were focused heavily on
replacing breast milk with infant formula from birth, and the bias toward replacement feeding
still exists among many leading individuals and institutions. Other important interventions
include protecting and/or improving the nutritional status of the mother and the infant,
particularly once breastfeeding stops, and increasing family and community support for the
mother, especially in the person of her partner.

Site Visits

As mentioned above, the quality of services at 36 sites currently offering PMTCT sites was
assessed. The PMTCT Program provided assistance to the National HIVV/AIDS program in the
start up of six new PMTCT sites in Abidjan.

Monitoring and Evaluation Activities

The USG team is committed to supporting the integrated national monitoring and evaluation
system, which is in the process of development. The system, however, is currently not
operational and routine data collection is weak. To collect data during the transitional phase, in
addition to monthly and other reporting mechanism within the health sector, a coordinated data
collection exercise was completed involving Global Fund, The National Program for Care &
Support, PSP, Measure Evaluation, UNICEF, WHO, EGPAF, and the National department for
information, planning, and evaluation to cover the period from Oct 2004 to end July 2005. The
coordinated teams went to sites to collect data and assess needs to reinforce the existing data
systems. For August and September 2005, EGPAF and other partners completed the active
collection.
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Technical Leadership

EGPAF Program staff actively participated in national PMTCT technical working groups, policy
discussions and working group activities, including:

Review and validation of VCT training documents in April 2005;

Technical assistance to national HIV care program in forecasting and order of nevirapine,
and Determine tests through AXIOS in July 2005;

Technical assistance in planning and organization of the UNICEF/WHO/CDC joint
mission to support PMTCT scale up and Pediatric Care implementation in September
2005; and,

Technical assistance visit of PATH consultants regarding infant feeding, nutrition and
HIV issues with multiple discussions with national HIV/AIDS program, national
Nutrition program, technical working groups and key stakeholders.

Challenges (and Barriers) to Program Implementation

Need to strengthen District leadership. District health authorities are not involved in
PMTCT activities, thus their traditional supervision and leadership do not include
PMTCT, and activities are still perceived as projects and not fully integrated into regular
services;

Availability of drugs; logistics management. Communication and forecasting need to be
improve between sites and the national Pharmacie de la Sante publique to avoid stock out
of PMTCT commodities;

The current health systems infrastructure inhibits linking MCH and ARV care and
treatment;

Few public health education materials (detailed posters, pamphlets or flip charts) are
available in the PMTCT facilities;

Counseling and testing for HIV/PMTCT in antenatal care is offered on an “opt in” basis,
which explains, to some extent, why acceptance rates are very low. Testing in maternity
is not available for pregnant women who have not been tested previously during ANC.
HIV testing is more complicated than in many countries in which EGPAF works due to
the testing for both HIV1 and HIV2;

Post partum follow-up of mothers and babies is quite poor; and,

Polymerase Chain Reaction (PCR) testing for HIV-exposed infants is available in only
three PMTCT sites in Cote d’lvoire. Without systematic follow-up of HIV exposed
babies, few mothers actually bring their babies back at 15 months for an ELISA test.

Priority Activities: October 2005 — March 2006

Priority areas for the Cote d’lvoire PMTCT Program for the next months include:

Facilitate exchange visit to the PMTCT programs in Cameroon and Rwanda;
Competitive announcement for subgrantees as new implementing partners in order to
improve the uptake and coverage of PMTCT activities (announcement made in
November 2005);
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e Consider group counseling for pre-test counseling;

e Implement new strategies including routine counseling and testing in maternity rooms at
selected sites, a tracking system for mother and infant health card, immunization and
infant diet services to strengthen longitudinal follow-up of HIV-exposed infants and their
mothers;

e Establish referral systems to link HIVV-identified women to care and treatment;

e Provide treatment services to pregnant women;

e Follow-up of HIV-exposed infants and referrals to Care and Treatment for HIV+ infants
with early infant diagnosis;

e Launch PMTCT activities in 11 new sites: six sites have started activities in October
2005, the remaining five sites will start in January 2006;

e Work directly with health districts;

e Strengthen quality assurance and supportive supervision—provision of technical
assistance to enhance PMTCT services;

e Support to national PMTCT policy efforts and participation in the national pediatric
AIDS training materials; and,

e Facilitate PATH assistance to:

o Design, implement, and evaluate a comprehensive pilot project on infant feeding
and nutrition within PMTCT and treatment and care programs in four PMTCT
sites using an improved integrated approach;

o Test improved training and develop materials that will assist infant feeding
counselors; and,

o Design and implement a program to use World Food Program (WFP)-provided
food appropriately with target populations in EGPAF assisted sites.
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KENYA

The Elizabeth Glaser Pediatric AIDS Foundation has supported health care delivery sites through
four programs in Kenya, initiated as early as 2000. In March 2004, the Foundation received its
first PEPFAR funds in Kenya (Track 1.5). The Foundation is supporting PMTCT services
through KEMRI/Kericho and the Christian Health Association of Kenya in Rift Valley, Eastern,
Nyanza, and Western Provinces. In addition, the Foundation’s country office provided direct
support to nine public sector sites in Central, Eastern and Western Provinces. The Foundation
has established care and treatment services in two public sector sites (Thika and Ishiara) and has

initiated collaboration in another five sites in Eastern Province.

Achievements

PMTCT Data: October 2004 — September 2005

Table 1. Kenya PMTCT Data, October 1, 2004 — September 30, 2005

Indicator FYO05 FY 05 achievements
targets Q1 Q2 Q3 Q4 Total

Number of first ANC visits 8,782 9,728 | 12,384 | 13,481 | 44,375
Number of women pre test counseled™

Number of women tested 25,000 | 5,814 7,455 | 10,710 | 13,483 | 37,462
Number of women receiving results*

Number of women HIV positive 400 525 708 756 2,389
Number women receiving ARV prophylaxis 2,000 305 377 624 650 1,956
Number infants receiving ARV prophylaxis 209 227 484 450 1,370
Number of health workers trained 434 34 142 188 157 521
Number of PMTCT sites 70 43 48 71 84 84
Number of ART sites 5 2 2
Number of health care workers trained in ART 50 23 23
Number of new patients initiated on ART 500 73 73

*Data unavailable in most sites.

Summary of achievements:

e Annual targets established for PMTCT services have been met or exceeded for all
indicators. Specific achievements during this period include counseling and testing
37,462 women and providing ARV prophylaxis to 1,370 women. The program has done
very well in getting nevirapine to 81 percent of HIV-positive women but only to 57
percent of the infants. By the end of this reporting period, 84 facilities provide and report

PMTCT services;

e Active engagement by the MOH in PMTCT activities has strengthened the integration of
services. Provider attitudes are changing with supportive supervision by the PMTCT
program and MOH involvement. Most sites no longer view PMTCT as an NGO

supported activity;
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EGPAF organized quarterly meetings and exchange visits among EGPAF-supported
sites. These meetings present best practices that are shared and enable the Foundation to
provide a range of technical updates to the implementers and sites;

Roll out and technical assistance in the use of the MOH-developed data tools has lead to
improved data recording and reporting;

Training with the new national curriculum has reduced the number of training days from
ten to seven days and has enabled more providers to be trained;

Of the 73 new ART patients, 13 are children;

Only Kericho District has reliable data on the referral of women to care and treatment.
447 women identified from PMTCT have been staged for HAART eligibility and referred
or enrolled into care and treatment. Ninety-six HI\VV-positive women are on ARV
treatment (not an EGPAF-support ART site); and,

Leveraged non-USG resources from GlaxoSmithKline Global Community Partnerships
to improve community aspects and the development of support groups. By working at the
same sites the GSK funded program provides additional monetary and technical
resources.

Program Innovation (Qualitative Achievements)
Strategies to strengthen the uptake of testing:

The opt-out approach to testing is now widely accepted and sanctioned by the Ministry of
Health as stated policy in the new PMTCT guidelines;

Group pre-test counseling is used in facilities with high client load and limited number of
health workers;

The new PMTCT training curriculum incorporates testing by clinicians (rather than lab
personnel, as was formerly the case). Clients are no longer referred to the laboratory for
testing and receive their results the same day;

The ability to source test Kits through the Axios program, initiated in May, has ensured
no stock outs (reported to be common among non-EGPAF supported sites in 2005); and,
Renovations have been carried out in seven facilities to create room for confidential
counseling and testing.

Strategies to increase the uptake of the maternal dose of nevirapine:

The maternal dose of nevirapine (NVP) is now issued at first contact as opposed to at 28
weeks gestation. As members of the technical working group, EGPAF successfully
lobbied for this to become national policy. The information is recorded on the mother’s
ANC card. She is encouraged to return with the card during every visit and also at
delivery;

Health providers have been sensitized to look out for mother status, and check as to
whether NVP was dispensed (if reactive), as part of routine checkups; and,

The ability to source NVP via Boehringer Ingelheim as a donation has ensured a
continuous supply of NVP.
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Strategies to increase the uptake of the infant dose of nevirapine:

Prior to the provision of syringes with NVP syrup, cryovials were purchased by EGPAF
for facilities;

Dispensing of NVP syrup takes place after 28 weeks. Protocols have been developed with
clear instructions on how to repackage and store it;

The supply has been uninterrupted since May this year; and,

EGPAF is collaborating with PATH on an implementation plan for pilot introduction of
improved packaging for nevirapine in Kenya. This will facilitate provision of the infant
dose to HIV pregnant women in advance of birth, ensure that the correct dose is given to
the infant allows for inclusion of instruction and expiry date on packaging.

Strengthening FP within the PMTCT Program:

The general family planning services are integrated and contraceptives are dispensed
within the MCH unit;

ANC services have been strengthened overall by training a large number of MCH
providers in PMTCT. The training as a whole improves quality of services offered. It is
now routine to offer FP information during antenatal visits;

Family planning has further been strengthened by introducing HIV counseling and testing
in the family planning clinic;

Providers inform women to think about a FP method and make a choice once they deliver
the baby. In this way, women who might choose permanent methods such as tubal
ligation and have a caesarian section for whatever other reasons are able to have the
service provided at the same time; and,

HIV-positive clients are encouraged to practice dual protection — that is, to use a condom
as well as another method.

Strengthening PMTCT services during labor and delivery:

Counseling and testing has been strengthened with the use of the new MOH registers. As
part of data recording, the provider enters the mother’s HIV status. If unknown,
counseling and testing services are offered either intra-partum or post-partum depending
on the stage of labor. About 14 percent of all women seen in labor wards are counseled
and tested prior or post delivery. National data indicates that about 60 percent of women
come in with unknown status before the introduction of intra-partum C&T.

Introduction of more complex ARV prophylaxis regimens:

The Kericho program has introduced AZT from 28 weeks in addition to single dose NVP.
It is unclear if AZT is provided to all women in the program or just those presenting prior
to 28 weeks or whether women presenting late receive NVP only. The infant also
receives both AZT and NVP. So far 28 women and 26 infants have received a course of
both AZT and NVP. Women with CD4 count less than 200 receive HAART; 61 women
are on HAART since January 2005.
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Strengthening longitudinal follow-up of HIV-exposed infants and their mothers:

e A relatively small proportion of the babies born to HIV-positive mothers are identified
during routine child welfare clinic. More often it is once they become ill. Mothers may
attend prenatal care at one site, deliver at another and take her baby to one or more
different sites for routine childhood immunizations as her social or economic
circumstances dictate.

There appears to be a positive trend in improved follow up (visits) at sites that have started
providing ART. More mothers and members of their families are recognizing the potential for
bringing their children for HIV testing and further evaluation. EGPAF is establishing a system of
tracking the follow up of HIV exposed infants when they return to the facility for immunization.
In the last quarter EGPAF supported facilities reported 164 exposed infants had been identified,
recorded and reported.

e EGPAF provides buffer stocks of multivitamins and cotrimoxazole to sites as part of the
follow up;

e The provision of replacement feeds to HIV-positive mothers at some facilities has also
contributed to the follow up care as mothers have to collect this on a monthly basis;

e Facilities have been encouraged to issue the child welfare card in maternity and mark
‘exposed’ as an identifier for follow up;

e The Foundation with permission from NASCOP has introduced post natal registers for
the mother and child (one for each). In addition, the Department of Reproductive Health
established a committee with EGPAF participation to review the child health card and
strengthen ways to link it with the mother’s card; and,

e Some facilities have been able to set up psychosocial support groups for HIVV-positive
women (identified through PMTCT), children and partners.

Linking HIV-identified women to care and treatment:

e In the Mission Hospitals, women are linked to the Comprehensive Care Clinic (CCC)
after delivery;

e In Kericho women are seen within the MCH setting (including those on treatment) for
three months post delivery after which they are linked up with the CCC; and,

e Public sector sites practice a combination of the two approaches. In sites that provide
ART mothers continue to be seen in MCH for ANC services while also attending the
CCC for care and treatment.
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Program Activities

Training

Table 2: Kenya PMTCT Training Activities, October 1, 2004 — September 30, 2005

Name of PMTCT Training/

End Date of

Number of health

workers newly

Organization supporting training PMTCT Training | trained or retrained SEME S
in PMTCT

National PMTCT Training (CHAK) 26th Nov 2004 34 Using the old curriculum
PMTCT TOT training (CHAK) 3rd Feb 2005 27 Using the old curriculum
HIV testing 3rd Mar 2005 15 3 day CDC training
PMTCT/VCT counselor training 3 week training for non clinical
(KERICHO) 4th Mar 2005 18 staff - Kericho
PMTCT plus update (KERICHO) 18th Mar 2005 30 1 day

3 day sensitization - Nazareth
PMTCT sensitization (CHAK) 24th Mar 2005 27 hospital

New Curriculum — Chavakali
PMTCT training (Foundation) 24th Mar 2005 25 Hotel
Stigma reduction training (CHAK) 15th May 2005 23 2 day training- Litien Hospital
PMTCT TOT "teach back" (CHAK) 13th May 2005 25 NASCORP training
PMTCT TOT training (‘teach back’) 12th Jun 2005 32 NASCORP training
National PMTCT training (Foundation) 17th Jun 2005 32 Blue Post Hotel
PMTCT update (KERICHO) 23rd Jun 2005 17 Longisa Hospital
National PMTCT training (Foundation) 26th Jun 2005 29 Bounty Hotel
National PMTCT Training (KERICHO) 28th Jun 2005 30 Chogoria Hospital
National PMTCT Training (CHAK) 27th Jul 2005 30 Chogoria Hospital
National PMTCT Training (CHAK) 1st Aug 2005 30 Tenwek Hospital
National PMTCT Training (CHAK) 6th Sept 2005 27 Litein Hospital
National PMTCT Training (CHAK) 13th Sept 2005 22 Kijabe Hospital
National PMTCT Training (Foundation) 25th Sept 2005 30 Bounty Hotel
PMTCT update (KERICHO) 30th Sept 2005 18 2 days - Course work/OJT

Subgrantee activities

CHAK

e Scale-up of PMTCT activities in member (faith-based) hospitals and health centers.
From 13 hospitals to an additional 15 lower level facilities;

e Continued to support and strengthen the PMCT programs in existing sites including
logistical support for a continuous supply of test Kits, nevirapine, gloves, and

cotrimoxazole;

e Site supervisory support visits: each site is visited quarterly for supervisory support and
PMCT activation by CHAK staff;

e CHAK is now recognized as a national PMCT training organization by NASCOP. A
team of 25 providers were orientated in the revised seven-day PMCT curriculum in

March 2005 which was supported by the EGPAF Country Office;
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Staff Development: During the period PMTCT Project Coordinator successfully
completed her Diploma Training in Psychological & Medical Counseling;
Community mobilization which included outreaches and radio live talk shows on
PMTCT; and,

Reproduced MOH approved IEC materials and distributed to sites.

KERICHO

Training of clinical and non clinical staff. The latter received VCT/PMTCT counseling
training to increase the number of counselors available and counter the shortage of
clinical staff. The use of non-clinical staff has improved access and utilization of
PMTCT;

Community mobilization activities especially in the earlier part of the year in terms of
meetings at churches, school visits, football matches and barazzas;

Male Saturday clinic is now an integral part of PMTCT services. The clinic located in the
MCH at Kericho District Hospital begun its services mid-February; staff have counseled
and tested 219 men of which 34 were HIV infected;

Counseling and testing at the family planning unit started at Kericho District Hospital.
The clinic started in May and so far 99 non-pregnant women were counseled and tested,
of which 13 were HIV infected;

Active support groups were initiated at the following sites: Unilever Tea (K) Central
Hospital, Koiwo Medical centre, Kerenga Medical centre, Finlay Flower One, Longisa
District hospital and Kericho District Hospital. In some facilities the members act as peer
counselors while in others these groups meet monthly and have initiated income
generating activities; and,

Hired new program officers to support program expansion.

Site visits

EGPAF staff visit each site at least once quarterly. Observations and findings from these
visits were discussed with the KEMRI-Kericho team and where appropriate directly with
the service providers during the site visits;

Quarterly partner meetings conducted with sub-grantees and PMTCT coordinators;
Financial compliance workshop held for 45 participants from faith-based organizations;
and,

Regular correspondence and site visits between the Foundation Finance and
Administration Manager and sub-grantee accountants.

Monitoring and Evaluation Activities

Quarterly partner meetings are held with sub-grantees and PMTCT coordinators to
review performance, initiate new activities and plan;

Improving facility recordkeeping and reporting capabilities — printing and supplying
MOH registers to supported sites;

Provision of OJT on record keeping;
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Supervision of counseling sessions at selected sites; and,
Site inspections following renovation work.

Technical Leadership

Visitors from USAID Inspector General’s Office to Thika District hospital;
Visitors from PATH Washington to the office and selected sites; and,

EGPAF staff, through their participation in the national PMTCT working group,
reviewed and contributed to the development of PMTCT curriculum and, reviewed
National PMTCT guidelines.

Leveraged support from GSK/ Positive Health Program. This new project focuses on training
healthcare professionals and integrating community support and outreach services to combat
stigma and discrimination at EGPAF-USG supported sites. The model involves placing a range
of HIV/AIDS treatment and support services into comprehensive care clinics to help patients
avoid the stigma of an HIV clinic.

Challenges (and Barriers) to Program Implementation

Already strained health system with too few providers and too few trained providers;
Un-motivated health staff who often perceive these new services as an additional burden;
The MOH’s inability to provide basic supplies either not at all or very erratically;
Pervasive stigma associated with HIVV/AIDS ranging from the service providers to the
communities;

Uncertainty of funding levels from one year to the next — contributing to relatively short
program perspectives;

The constraint in the use of branded drugs has high cost implications for even basic drugs
such as cotrimoxazole and multivitamins;

Some facilities are unable to offer simple tests such as Hb, VDRL as part of routine
profile due to shortages and stock outs of laboratory reagents;

The erratic supply of test kits and nevirapine to both the public sector sites during the
latter part of 2004 had a negative impact upon performance;

Cheap and reliable antibody tests can be done in infants to document exposure, however,
infants can and should be treated according to clinical illness; and,

PMTCT services in several health facilities are hampered by the lack of space to provide
confidential C&T.

Priority Activities: October 2005 — March 2006

Develop new sub-agreements with implementing partners;

Launch PMTCT service in 10-15 new sites;

Establish ART at six sites;

Support community mobilization to increase uptake of services especially male
involvement;

Procure furniture and lab equipment for ART sites;
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Carry out renovation at ART and PMTCT sites;

Improve referral linkages — support sites to set up referral directories;

Focus on QA at PMTCT and ART sites;

Initiate the use of more efficacious regimes (AZT) at four to seven selected sites which

entails training, different data collections, attention to procurement issues and sequential

distribution of drugs to pregnant women;

e Establish linkages to the WRP lab in Kericho to establish a system (dry spot) PCR
referral system for Foundation supported sites; and,

e Pilot PATH developed foil pouch to dispense NVP syrup.
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LESOTHO

The goal and objectives of the PMTCT Program in Lesotho are reflected in the Partnership for
Family-Centered HIV Services Strategic Plan. The lead organization for the Partnership in
Lesotho is Columbia University/ICAP. The overall goals for the partnership are:

e Prevent pediatric HIV infections; and,
e Reduce HIV related morbidity and mortality among women, children and their
families.

Achievements

During the reporting period, EGPAF participated in the development of the Lesotho Family
Partnership. Progress to date has included meetings with Ministry of Health and Social Welfare
(MOHSW), USAID and the partners to review assessment findings, development of FY05 and
FY06 workplans and budgets, development of a basic care package, discussion of logistics
surrounding a shared presence in-country and interviews with potential Technical Assistance
candidates. The Partnership has also entered into discussions for collaboration with the Baylor-
supported Center of Excellence for Pediatric Treatment.

Specific activities to date include:

e Development of Lesotho Family Partnership mission statement, strategic plan and
indicators;

e Development of FY05 and FY06 workplan and budget;

e Participation in Partnership and USG meetings in planning and preparation of activities;

e Preliminary discussions with EGPAF/Zimbabwe re: evaluation of MOH Child Health
Card and introduction in Lesotho;

e Submission of proposal for additional OHA core funds or support to QEII for PMTCT;
and,

e Assessment visit by Zimbabwe Technical Advisor, Dr Anna Miller which resulted in a
defined package of “high impact: interventions for family-centered care and other
technical recommendations for Lesotho program.

The coordinating organization in Lesotho is Columbia University, who is in the process of
identifying a Country Director and support staff. EGPAF will place a Technical Advisor in
country. Several candidates have been interviewed and selection is anticipated to be made in
early 2006.

Challenges (and Barriers) to Implementation
e Lack of an in-country presence has hindered progress to date. It is anticipated that staff
will be hired in-country in the near future;

e Identification of a qualified Lesotho national for the Technical Advisor position has
proven difficult;
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Extremely limited funding in a country of very high HIV prevalence impacts a rapid and
powerful response by partners; and,

Coordination among an increasing number of partners requires investments in human
resources.

Priority Activities: October 2005 — March 2006

Hire Technical Advisor and integrate him/her into Family Centered HIV Services
Partnership;

Review and optimize PMTCT services at designated sites (currently these are Queen
Elizabeth 11, Butha Buthe and Mohale’s Hoek Hospitals);

Address data collection and analysis issues at designated sites;

Initiate PMTCT services within labor and delivery at designated sites; and,

Initiate discussions for the introduction of child health cards which indicate HIV-status to
Lesotho MOH.
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MOZAMBIQUE

September 2005 marks the completion of the first full year of EGPAF’s PMTCT Program in
Mozambique. In partnership with Save the Children (SCF) PMTCT sites began implementation
in Gaza and Nampula Provinces. Mozambique launched its national PMTCT program in October
2004. The EGPAF PMTCT Program opened its first five sites in November and added four
more by March 2005, resulting in nine functional sites by the end of the first year. The PMTCT
Program covers six districts, three in Gaza and three in Nampula Provinces. The PMTCT
Program is conducting a targeted evaluation on early breastfeeding cessation in collaboration
with HAL.

Achievements
PMTCT Data: October 2004 — September 2005

Table 1: Mozambique PMTCT Data, October 1, 2004 — September 30, 2005

Indicator FYO05 FYO05 Achievements*
Targets | Q1 Q2 Q3 Q4 Total
Number of first ANC visits 41,643 | 4,490 | 8,484 | 7,977 | 8171 | 29,122
Number of women pre-test counseled 28,692 | 4,304 | 4,787 | 6,277 | 8,955 | 24,323
Number of women HIV tested 13,764 | 1,555 | 2,515 | 3,395 | 2,348 9,813
Number of women receiving results 13,764 905 | 2,515 | 3,395 | 2,348 9,163
Number of women HIV-positive 2,510 290 392 387 274 1,343
Number of women receiving ARV prophylaxis 1,133 24 123 137 121 405
Number of infants receiving ARV prophylaxis 680 6 85 184 185 460
Number of health care workers trained 105 85 85
Number of PMTCT sites 11 9 9 9 9 9
*Results from eight sites. The Provincial hospital in Gaza is a reference hospital with maternity unit services

only.

The PMTCT Program reached over 29,000 women through antenatal care services including
24,323 pregnant women counseled, 9,813 women tested and 405 women receiving NVP.
Cumulatively, across all sites, 84 percent of women coming for their first ANC visit were
counseled (target 90 percent) and 40 percent of counseled women accepted the test (target 50
percent). HIV prevalence among tested women was lower than expected in Nampula Province,
resulting in an overall lower prevalence (13.7 percent) than anticipated (17.5 percent between the
two provinces).

The percentage of pregnant women reached with PMTCT services varies greatly by site. While
some sites reached over 50 percent of women counseled and tested other sites lag behind. The
quality of counseling, fear of stigma and lack of knowledge regarding PMTCT are likely
contributing factors to the low uptake of testing. Uptake of NVP prophylaxis, both maternal and
infant dose, is between 30 and 35 percent. Currently, national policy limits the distribution of
NVP to 36 weeks gestation. When compounded by the low number of institutional deliveries
between 35-40 percent the level of NVP uptake will be slow to change. EGPAF is increasing its
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advocacy efforts for policy change within the MOH and expanding its role in providing technical
support to District-level PMTCT working groups.

As PMTCT services are relatively new at all sites, EGPAF’s PMTCT Program has concentrated
on site renovation to ensure privacy for counseling and testing in accordance with MOH policy.
Training was also a priority. All staff needed training before they were allowed to implement
PMTCT. The training was initially delayed as the national PMTCT curriculum didn’t include
VCT. The MCH nurse in the ANC setting can now carry out the full package off PMTCT
services avoiding sending mothers to VCT center for testing.

The staff situation in Mozambique is serious as very few MCH nurses are available, and even if
funds are available for training more MCH nurses, the human resources are not available. This
means that the few MCH nurses available are overworked and at times have to cope with several
different jobs.

Summary of achievements

e 85 nurses trained in PMTCT (81 percent of target for the first year);

e Twenty-one nurses received training in diagnosis and treatment of opportunistic
infections in Nampula;

e PMTCT established in nine sites, all sites were rehabilitated and provided with necessary
equipment;

e 12 of 16 nurses initially employed by the Foundation have been absorbed by the MOH;

e Clinical evaluation and sampling for CD4 count initiated in ANC in the Xai-Xai Health
Center;

e Rapid tests and nevirapine provided without stock out through the Axios donation
program;

e Some sites started to include ZDV syrup with single dose nevirapine for post exposure
prophylaxis for babies born to mothers who did not receive nevirapine;

e Special consultation for children at risk (exposed infants) started at all sites, including the
provision of cotrimoxazole prophylaxis; and,

e Active mother support groups in several sites (particularly Gaza).

Program Innovation (Qualitative Achievements)

Uptake of testing. During this first year, the program targeted to counsel 90 percent of women
coming for their first ANC visit and achieved 50 percent uptake of testing of women counseled.
Four of eight sites® achieved the target. Coverage in HC Monapo Rio is over 80 percent,
followed by Macia with 69 percent, Chibuto with 53 percent and Angoche with 48 percent.
Overall coverage of the program during this first year was 40 percent.

Coverage of counseling and testing is much lower in the remaining sites, ranging from 32
percent in Monapo Rio to a low nine percent in Nacala Porto. In Nacala Porto low coverage is
mostly due to the low percentage of women that are counseled. 1f women are counseled,

® For these indicators results are reported for 8 sites, as the provincial hospital in Gaza is a reference hospital with
maternity only and does not provide relevant information regarding these indicators.
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acceptance of testing is relatively good (88 and 60 percent respectively during the April — June
and July--Sept quarters). In Gaza, general acceptance of HIV testing is lower. Many women
indicate the need to obtain the consent of their partner, quite difficult as many partners are
working in South Africa. Results were also influenced by the lack of rapid tests in ANC in
March and April and subsequent referral to VCT centers. The program intends to review the
quality of counseling more closely as it would explain the variation between sites in the same
province. The PMTCT Task Force in Gaza also identified client flow as a contributing factor.
Uptake of testing has been significantly higher at sites where the same staff provide pregnant
women with counseling and testing services also provide care and treatment services. The
Foundation is advocating for nursing staff to be trained in both PMTCT and the essentials of care
and treatment. The program has recently started counseling in all consultation rooms minimizing
the amount of staff contact that a pregnant women has during her ANC visit, again to optimize
the potential for higher uptake of testing and NVP.

Uptake of ARV prophylaxis. Of the HIV-positive pregnant women, 30 percent received NVP
(target 50 percent). The percentage reflects women who received NVP only in ANC setting.
Currently, the MOH does not distinguish between women receiving NVP in the maternity unit
and women who received their NVP dose during an ANC visit but take it at the onset of labor in
the maternity ward. The results for uptake of NVP in the maternity are excluded to avoid double
counting. Counseling and testing in the maternity has started in some sites Xai-Xai Provincial
Hospital. While numbers are low, results of this are encouraging as many women in the
maternity arrive with unknown status and most women counseled in the maternity have accepted
testing. EGPAF is encouraging the use of ANC registers to capture whether a pregnant woman
was HIV-positive and whether she was given nevirapine or not given nevirapine. EGPAF is also
encouraging the use of maternity registers to capture the following information especially as care
and treatment is added in maternities.

e HIV status diagnosed in ANC and nevirapine given in maternity;
e HIV status diagnosed in ANC and nevirapine from ANC; and,
e HIV status diagnosed in maternity and nevirapine given.

There will be minimal double counting of those receiving nevirapine with the consistently low
rate of in facility deliveries.

Current MOH policy only allows distribution of NVP at 36 weeks pregnancy. However, many
women do not return for a last ANC visit after 36 weeks of pregnancy and therefore do not
access NVP if they deliver at home. Similarly NVP uptake among infants is only 34 percent. The
rate of institutional delivery is low in Mozambique (35-40 percent) and many women delivering
at home fail to return within 72 hours after delivery due to long distances. The percentage of
infants receiving NVP could be increased if the mother was also provided an infant dose during
her ANC visit. EGPAF is advocating for policy change that allows for the earlier provision of
NVP, preferably during the first ANC visit if at or after seven months pregnancy.

Alternative ARV prophylaxis regimen. The MOH has changed its prophylactic regime for

women to include zidovudine (AZT) in addition to single dose NVP. In its initial phase, AZT
will only be available at sites with access to a Day Hospital to ensure adequate monitoring
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women on short course AZT. Sites have started to receive and use ZDV syrup for infants’ post
exposure prophylaxis (use for one week post delivery).

Strengthening longitudinal follow-up of HIV-exposed infants and their mothers. In
Mozambique, the Child-at Risk Consultations has been revived to focus on specialized care and
follow up of exposed infants. Exposed children identified through the PMTCT Program as well
as infected or possibly infected children identified in the well-baby clinic, the pediatric ward or
the pediatric consultations are referred for care and follow up to the Child at Risk Clinic.

Linking HIV-identified women to care and treatment. One site, Xai-Xai health center has
started to take CD4 samples and evaluate the clinical status of HIV-positive women in ANC (and
starting treatment in the ANC facility). While the numbers are still very low and there are still
problems with getting women to return and actually start treatment, the initiative is there and a
good one. Four sites in Gaza have started Mother to Mothers support groups to ensure support
for seropositive mothers. Early results indicate an increase in partners being tested and follow up
of HIV-exposed children.

Program Activities

Training
During the first quarter of FY05, EGPAF’s PMTCT Program conducted many training activities
using the MOH PMTCT and VCT curricula to start services:

e Two PMTCT trainings in Nampula Province. A total of 36 health providers trained in
PMTCT;

e Three PMTCT trainings in Gaza Province. A total of 49 health providers trained in
PMTCT; and,

e In both provinces, MCH nurses involved in PMTCT received additional training in
counseling and testing allowing the MCH nurses to integrate counseling and testing into
routine ANC consultations and minimize the dependency on voluntary counseling and
testing sites outside the ANC setting.

The PMTCT Program supported additional training beyond that necessary to launch PMTCT
service:

e In Nampula, 21 health workers received training in diagnosis and treatment of
opportunistic infections;

e In Nampula, 60 traditional birth attendants (TBAS) received basic PMTCT training;

e TBAs will have a role in ensuring that mothers who have received NVP during their
ANC will take it at the time of birth. They are encouraging women to return to the health
facility within 72 hours for post partum care and to receive the infant NVP dose. Sixty
traditional healers and 45 home-based care activists were trained in basic PMTCT issues;
and,

e The possibility of ‘decentralizing’ the PMTCT training from the province to the districts
has been discussed with the DPS and DDS. In principle the DPS and DDS agree with the
idea. Nurses would be trained in the districts as opposed to in the provincial capital
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strengthening the opportunity for practice and supervision on the job as well as
minimizing disruption to routine services.

Subgrantee Activities

The PMTCT Program in Gaza and Nampula Provinces Mozambique is implemented through a
subagreement with Save the Children. The breath of FY05 Activities, in addition to the training
activities mentioned above, included:

An exchange visit to EGPAF-supported PMTCT sites in Zambia in February. SCF staff
and the MOH and National AIDS Council Focal Points participated. The visit was
designed to increase the motivation to start Mozambique’s PMTCT Program working
with existing constraints such as lack of space and the delay in training of MCH nurses.
The Zambia sites also provided useful insight into complementary activities such as
Mother Support Groups, the use of Lay Counselors, group motivation talks and
scheduling VCT rooms at the ANC clinic for partner and couple counseling.

Production of PMTCT job aides. The wall and desk guides are in maternities and ANC
clinics. Materials have been reproduced and have been distributed among the sites.

In Gaza, the PMTCT sites have started mother support groups. The health clinic in Xai-
Xai has several functioning and active groups. As the number of HIV positive women
identified at each site increases, it will become impossible for the health staff to continue
to facilitate these groups. Well functioning groups are also more important once more
complex prophylactic regimes become available. The PMTCT Program is discussing
various strategies to provide care and support to HIV positive mothers.

Through their NAC funded project, SCF implemented IEC activities (group discussions)
with the purpose to increase community knowledge of PMTCT. These sessions focused
on pregnant women and their partners. SCF also distributed "Vida Positiva” articles to the
community. The articles, in Portuguese, Macua and Changana languages, were on how
to live positively with HIVV/AIDS.

Site Visits

SCF PMTCT coordinators and supervisors have conducted monthly formative
supervisory visits to the sites in Gaza and Nampula in participation with the District chief
MCH nurse. One visit in Nampula included the Provincial-level chief MCH nurse.
During a supervisory site visit with MOH participation, the revised monitoring forms and
registers were distributed and discussed. Also the new coding system for the
identification of HIVV-positive pregnant women and exposed infants was presented and
explained.

Supervisors from the VCT department made a supervisory visit to specifically provide
guidance regarding the counseling done by the nurses in ANC. It must be noted that SCF
or EGPAF do not routinely receive feedback regarding the formative supervision
provided by MOH.

SCF and the provincial laboratory technician have just finished a supervisory visit to sites
to do a quality control of the tests carried out in the ANC sites. The report is not yet
ready.
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Monitoring and Evaluation Activities

In September/October 2004, the PMTCT Program conducted a baseline assessment of the
PMTCT sites in Nampula and Gaza Provinces. The assessment met the following
objectives: Assessment of progress of implementation of the site activity; identification
of strengths and weaknesses of the program; feedback provided to the site; and technical
assistance needs discussed for each site.

In June 2005, the PMTCT Program started discussions with CDC and the Central
Hospital in Maputo to initiate PMTCT services in the maternity unit. The baseline
assessment, completed in July 2005, formed the basis of further program plans with the
MOH for strengthening PMTCT services in the maternity ward at the Central Hospital.
Recommendations included: Introduce standardized written protocols for testing
counseling and transferring information between maternity, postnatal and neonatal wards;
PMTCT staff training for nurse, nurse midwives, obstetricians, pediatricians; systematic
and permanent supply of rapid test kits; systematic and permanent supply of nevirapine;
introduce formal reporting system and MOH registers (specific for maternity); and supply
equipment for safer obstetrical practices, including masks and protective clothing.

During this period the PMTCT Program initiated a targeted evaluation to review infant
feeding practices and early breast feeding cessation in collaboration with HAI and
AED/Linkages. The protocol for the targeted evaluation and the formative research
(Stage 2 of the TE) was finalized and the initial desk review of existing information
regarding current infant feeding practices in the context of HIVV/AIDS in Mozambique
(Stage 1 of the TE) has been finalized and a report prepared. Data collection started in
September in Manica, Sofala and Gaza. This formative research will provide important
data regarding barriers to adherence to infant feeding recommendations for HIV positive
mothers as well as their current knowledge and practices regarding infants feeding. Also
health workers were interviewed regarding their knowledge and counseling practices
regarding nutrition for exposed infants. Data collection will be finished in October and
preliminary data available in November. These data will be used for the Linear
Programming process supported by Dr. Andre Briend, WHO, in November.

In September, the PMTCT Program conducted a comprehensive assessment of PMTCT
services at each of the PMTCT sites. While giving important insight in the performance
and specific problems at each individual site, the assessment further highlighted some of
the general challenges to successful program implementation. Challenges identified: lack
of trained personnel at each of the sites, poor organization of services, the quality and
approach to counseling, lack of knowledge among mothers and communities regarding
PMTCT, cultural barriers and existing national policies. During this visit it also became
apparent that each site needs more day to day support and supervision.

Technical Leadership

EGPAF Mozambique staff has an active role in the MOH PMTCT Taskforce and other
technical groups, such as the infant nutrition taskforce, which supports the integration of
PMTCT into routine maternal and child health care and improve the quality of the
national PMTCT program and MCH program in general.
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In July, a PMTCT taskforce meeting took place at the DPS in Gaza. The District ‘Focal
Points’ presented district-level data for PMTCT. EGPAF advocated for the linkage
between PMTCT and ARVT in the Day Hospital. Experience showed that very few
HIV-positive women, even if referred, actually access the Day Hospital for assessment
and, if eligible, treatment. The possibility to clinically evaluate women in ANC as well as
draw a blood sample for CD4 count was proposed and accepted and is currently being
implemented.

The Annual PMTCT Provincial Meeting in Gaza Province took place late October and all
partners supporting the province participated in these meetings. All PMTCT sites
presented their data since the start of the program in October 2004 and results of each site
were analyzed carefully. On request from the Provincial Health Director the EGPAF TA
presented an analysis of data from the EGPAF/SCF sites during the last year and she used
the opportunity to discuss how results can be improved, how we can ensure a better
coverage as well as we tried to get information to some of the questions related to
coverage and uptake. During the meeting a list of activities was prepared to be revised or
reinforced to ensure a better uptake among pregnant mothers. One of the important
decisions taken was to ensure counseling and testing in maternities as well as counseling
in groups before individual counseling and testing takes place and revise the client flow
in the ANC clinic.

In June 2005 an OGAC Mission headed by Mark Dybul, Kristen Silverberg and Mike
Merson, visited Mozambique and went to Gaza to see the health center in Xai-Xai, where
EGPAF and SCF are implementing PMTCT.

Lily Kak (USAID) visited the PMTCT site in Xai Xali, including some communities in its
catchment area with the purpose to explore possibilities to establish a learning site for the
integration and strengthening of neonatal care within PMTCT. Discussions are ongoing
on the implementation of an integrated maternal neonatal PMTCT learning project.

Challenges (and Barriers) to Program Implementation

Mozambique MOH policy requires dedicated space for PMTCT services before
counseling and testing in ANC can be initiated. Construction delays in two of the sites
have hindered the initiation of PMTCT services. Construction at Chicumbane (funded by
UNICEF) should be completed in November and renovation at Marien Ngoabi will be
completed in March 2006.

PMTCT services are relatively new in Mozambique and new sites are experiencing
challenges to the uptake of the intervention that will be addressed using novel approaches
and strategies which have been successful in EGPAF Global PMTCT Program and could
be applied to the Mozambican context. The EGPAF Mozambique staff is working with
the MOH to pilot novel strategies, including counseling and testing in maternity and more
liberalized provision of NVP to mothers and infants.

The program also intends to increase the uptake of ARV prophylaxis for PMTCT and
reduce the loss of follow up of mother-infant pairs by using community-based MCH
workers and train them to provide community-based follow up support.

Training activities planned for the third quarter of 2005 were postponed because the
national training manual was under review; the MOH did not authorize any training
activities during this process. Several PMTCT trainings were again postponed because of
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the ongoing national vaccination campaign. Training facilitators as well as many nurses
were involved in the campaign and therefore not available for training. Training activities
are planned to start as soon as the vaccination campaign was over (end of October).

e FYO06 plans will include continued training and monitoring on data collection to improve
the quality of the data. EGPAF is planning to add staff dedicated to support site-level
monitoring activities.

e Channeling of positive women into treatment program has been difficult even where
there is access, such as in Xai-Xai. Doing clinical evaluation and CD4 sampling in ANC
and starting treatment in ANC should improve access of pregnant women to care and
treatment services. Also, women not yet in need of treatment continue to receive care and
follow up in the ANC setting (Xai-Xai).

Priority Activities: October 2005 — December 2005
Priority activities for the Mozambique Call to Action Program include:

e Present results of the program assessment by Dr. Anja Giphart to SCF, MOH, USAID,
DPS and sites and plan with SCF for implementation of priority recommendations to
improve program quality;

e Train remaining MCH nurses in PMTCT and in counseling and testing as soon as
possible;

e Initiate PMTCT services in Chicumbane as soon as construction is finalized:;

e Launch PMTCT services in Maputo Province (Boane and Marracuene. The program at
these sites will be initially centrally funded with USAID Core funds. Comprehensive
assessments will be performed in October and a detailed implementation plan submitted
to the DPS. EGPAF has started the recruitment process of a PMTCT coordinator for
Maputo Province in coordination with the DPS. Interviews in which the DPS chief
medical officer participated have taken place. From both sites this involvement in the
selection process has been very positive;

e Train nurses at Hospital Central de Maputo in PMTCT, counseling and testing and data
collection (core funded). HCM has indicated the need for minor renovation to create
adequate counseling and testing space. EGPAF will support the development of a
protocol and guidelines for counseling and testing in labor and delivery which after
approval will benefit all PMTCT sites with maternities;

e Establish working group for Counseling and Testing in labor and delivery and start
development of guidelines; and,

e Present preliminary results of the Targeted Evaluation to stakeholders, perform the linear
programming and finalize feeding recommendations for EBC. Plan for Stage 3 (2006).
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RUSSIA

Achievements
PMTCT Data: October 2004 — September 2005

Table 1: Russia PMTCT Data, October 1, 2004 — September 30, 2005

Indicator FY05 FY05 Achievements

Targets* | Q1 Q2 Q3 Q4 | Total
Number of first ANC visits NA**
Number of women eligible for rapid testing** 4,500 | 1,086 | 1,066 | 1,169 | 1,077 | 4,398
Number of women pre-test counseled 4100 | 1,001 | 1,013 | 1,137 | 1,046 | 4,197
Number of women HIV tested 3,800 927 975 | 1,073 996 | 3,971
Number of women receiving RT results 3,800 927 975 | 1,073 996 | 3,971
Number of women HIV-positive 120 43 25 26 46 140
Number of women receiving ARV prophylaxis 95 35 22 20 38 115
Number of infants receiving ARV prophylaxis 115 44 26 26 43 139
Number of health care workers trained 300 372
Number of PMTCT sites 7 7

* Data for the three rural expansion sites in Leningrad Oblast (Tosno MH, Lomonosov MH, and Vsevologsk MH)
are not included in quantitative data above. Following a period of data analysis/needs assessments, site selection
and training, these sites initiated program services in September 2005. Data for these three sites since initiation of
service delivery will be included in the first quarterly report of FY06.

** Unlike most Call to Action programs, the Russia PMTCT Program does not reach women through the antenatal
care system. Rather, this project specifically targets women who receive inadequate or no antenatal care, and
provides them with PMTCT services at labor and delivery. Therefore, the denominator for this program, rather than
first ANC visits, is number of women eligible for rapid testing in maternity. According to Russian MOH antenatal
testing policy, the following groups should receive rapid testing at labor and delivery: no prenatal care; injection
drug use; or no documented HIV test at or after 34 weeks of pregnancy for those with prenatal care.

From October 2004 to September 2005, the Russia PMTCT Program targeted high-risk
maternity clients and identified 4,398 women eligible for the PMTCT Program, of whom 4,197
received counseling and 3,971 were rapid tested for HIV. Ninety-five percent of those counseled
were rapid tested and 140 women (3.5 percent) were identified as HIV-positive. Seroprevalence
was highest among those women with no ANC (over eight percent). Of the HIV-positive
women, 115 (82 percent) and 139 infants (99 percent) received ARV prophylaxis. Infant uptake
of nevirapine exceeded maternal uptake because they presented to the maternity hospitals in late
stages of active labor leaving insufficient time to provide rapid testing and to effectively
administer intra-partum maternal prophylaxis. During their post-partum hospital stay, all 140
women who tested positive for HIV by rapid test were referred to the St. Petersburg City AIDS
Center, which delivers ART, for follow-up care and treatment as appropriate for themselves and
their HIV-exposed infants.

In April 2005, the program initiated support for rapid testing at labor and delivery for women

presenting with undocumented HIV status at Botkin Infectious Diseases Hospital in St.
Petersburg. All pregnant women in the region with known HIV-positive status are referred to
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Botkin Hospital for delivery. During this six-month period of program support, 228 known HIV-
positive women delivered at this facility and received PMTCT interventions.

By comparing pre- and post-program implementation results, the positive impact of the program
has been immediate and measurable. HIV-positive high-risk women who were not previously
identified and treated with short course antiretroviral therapy when presenting at the maternity
hospitals in labor are now being identified and treated through the Russia EGPAF PMTCT
Program. Among women with positive rapid HIV test results during this one-year period, 82
percent received nevirapine during labor as did their infants which is significantly greater than
before program implementation (41 percent). When women did not receive nevirapine
prophylaxis, it was because they presented less than one hour before delivery, making it
impossible to diagnose and administer the maternal dose. Even for the late presenters, rapid
testing was performed and almost every HIV-exposed infant received timely nevirapine
prophylaxis. The Russia EGPAF PMTCT Program exceeded the FYO05 targets and is expected to
continue this successful trajectory. With recent expansion to three additional rural sites in
September 2005, the program is on track to reach the Year Two program targets by March 2005.

Program Innovation (Qualitative Achievements)

e The Russia EGPAF PMTCT Project has developed more sustainable and cost-effective
methods for implementation in a low seroprevalence setting by expanding access to
additional high-risk women in need of PMTCT services. During program initiation, pilot
sites were implementing a sophisticated and detailed surveillance component to evaluate
program effectiveness and gather data on the characteristics of high-risk women. The
data collection with its attendant costs has become more streamlined at all expansion
sites. As a result, the cost of implementation at each new site has virtually been cut in
half and all future sites would be implemented at this much lower cost.

e Since the women eligible for rapid testing at labor and delivery are generally “high-risk”,
often due to injection drug use, follow-up after discharge from the maternity hospitals has
proven very difficult. A strategy has been developed to create more effective linkages
and to ensure that HIV-positive mothers and their HIV-exposed infants visit the City
AIDS Center (CAC) for follow-up care, psychosocial support, early infant diagnosis, and
treatment as appropriate.

e A dedicated CAC specialist team (should start in hospital) will conduct home visits to
those HIV-positive women discharged from the maternity hospital yet despite guidance
had not presented at the CAC one month following delivery. During these home visits,
confirmatory test results, comprehensive post-test counseling, health evaluations, infant
feeding education, and in-depth family planning counseling will be provided. The mobile
team members will reinforce the importance of visiting the CAC for a continuum of care,
and the women will be encouraged to join a psychosocial support group.

e Through technical assistance, comprehensive data collection, high-quality training and
support to maternity hospitals, the EGPAF PMTCT Program in Russia has developed a
model for PMTCT at labor and delivery, which will have far wider impact than the
program implementation itself. The experience and lessons learned in St. Petersburg
have helped develop a Center of Excellence, which will enable future regional programs
to guarantee quality in delivery of services and to work toward stronger linkages between
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PMTCT and ART programs. This pilot project is helping influence critical MOH policy
reform in the area of rapid HIV testing, which will have nation-wide impact.

e While implementation of rapid testing in demonstration sites has been a tremendous
success, in early 2005, USAID colleagues and project leaders identified additional needs
of the pre- and post-test HIV counseling provided at the time of delivery in the
maternity hospitals. To facilitate improvements, the program added an experienced staff
member dedicated to the counseling component. This coordinator performs weekly visits
to the maternity hospitals to provide regular on-site training and monitoring. Site
personnel are now following detailed pre- and post-test counseling guidelines developed
by program collaborators, and all HIV-positive women are provided with written
materials on HIV/AIDS, PMTCT, and local services available for HIV-positive
individuals. In addition, procedures have been developed to facilitate the monitoring of
quality of all aspects of care delivery to high-risk women at program sites. In recent
program-supported site personnel testing, doctors have demonstrated significant
improvements in their HIV knowledge, understanding of the importance of HIV/AIDS
counseling and counseling skills. Finally, core trainers at each maternity hospital have
been identified and trained by program staff to answer HIV-related questions posed by
their colleagues and to provide training of other personnel on site (“training of trainers”),
to help ensure sustainability of project activities.
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Program Activities

Training

Table 2: PMTCT Russia Training Activities, October 1, 2004 — September 30, 2005

Description of Training Duration | Number Location of Curriculum/Materials used
(days) Trained Training
Comprehensive PMTCT 2 48 Baltietz Hotel, Selections and Exercises from WHO/CDC
training for key HIV/AIDS Repino PMTCT Generic Training Package
leaders and health care (adapted)
professionals of St.
Petersburg and Leningrad Russian Federal and Local PMTCT
Region Guidelines and Recommendations
National and International PMTCT
Experience (Presented by Russian, the
Foundation, CDC, UNC, NYC Harlem
Hospital experts)
Comprehensive PMTCT 1 40 Federal Center National and International PMTCT
training for gynecologists, for Treatment Experience: Slide Set (Presented by key
obstetricians, infectionists and and Prophylaxis | local HIV/AIDS experts)
pediatricians from 12 areas of of HIV Infection
Leningrad Region in Pregnant Russian Federal and Local PMTCT
Women and Guidelines and Recommendations
Children, Ust-
Izhora 6-month PMTCT Program results
On-site training of health care | 30 minute | 284* Maternal Guidelines for pre-and post-test counseling
workers (obstetricians, to two Hospital (MH)
neonatologists, nurses and lab | hour #15, MH #16, Instructions on performing “Determine”
technicians) in voluntary individual Botkin Hospital, | rapid test
counseling, rapid testing, and | and small Gatchina MH,
administration of nevirapine | group Tosno MH, Russian Federal and Local
trainings Lomonsov MH, Recommendations on VCT and PMTCT
Vsevologsk MH

*This number includes newly trained personnel and those who received additional trainings

In August 2005, the PMTCT Program conducted baseline assessments at the three selected
Oblast expansion sites (Tosno Maternity Hospital, Lomonosov Maternity Hospital, and
Vsevologsk Maternity Hospital). Experience in PMTCT varied between facilities; some sites
were not providing any rapid testing at labor and delivery, while others had very limited
knowledge of HIV prevention and administration of ARV prophylaxis. During August-
September 2005, program staff provided comprehensive training on the epidemiological
situation in Russia and St. Petersburg, with emphasis on basics of HIV pre-, post-test and family
planning counseling, reduction of stigma, performance of rapid testing, and enhanced perinatal
surveillance. Routine on-site monitoring and training of maternity hospital staff will continue

throughout the program period.
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Subgrantee Activities

March 31, 2005 marked the completion of the EGPAF Russian PMTCT Program first full year
of PMTCT implementation. At that point, the program reached nearly 3,800 high-risk women
with rapid testing, exceeding the initial Year One target of 3,000 women tested.

In March 2005, the Foundation renewed its subagreement with the University of North Carolina
at Chapel Hill (UNC) for a second year of activities (April 2005-March 2006). In this second
year of program implementation, PMTCT services have continued at the three original sites and
following needs assessments, comprehensive provider training, and buy-in from key local
leadership. The program recently expanded to four additional sites.

Site Visits

During this twelve-month period, international PMTCT experts, from the Foundation, CDC and
UNC, made multiple site visits to monitor program progress, and provide training and on-site
technical assistance for the three project components (rapid testing and PMTCT prophylaxis,
enhanced perinatal surveillance, and training).

Monitoring and Evaluation Activities

Elizabeth Preble, Technical Consultant, conducted regular monitoring visits in October 2004 and
February 2005. During these visits, she reviewed quantitative and qualitative data, held
discussions with project staff and Steering Committee members, and visited all project sites. The
monitoring reports note the impressive rates of uptake for counseling, testing and ARV
prophylaxis and the sophisticated quality control procedures for data collection and analysis.

The reports findings continue to highlight longer-term challenges, including complicated Russian
antenatal testing policies, difficulties in providing confirmatory test results during a woman’s
post-delivery hospital stay and special family planning needs for high-risk women. The next
regular monitoring visit is scheduled for November 2005.

Technical Leadership

e In October 2004, the Russia PMTCT Program supported a high-level Russian MOH and
USAID/Moscow staff technical exchange in the United States. Meetings were held in
Atlanta (CDC, NGO Project Prevent); Washington, DC (USAID/Washington, the
Foundation, key congressional staff, NIH, HHS); and New York (Incarnation Children’s
Center). The group participated in scientific discussions with experts at CDC, focusing
on rapid testing, perinatal HIV monitoring, and scale-up of rapid HIV testing and
treatment to a national program. In Washington, these key country counterparts had the
opportunity to highlight the PMTCT Program and to engage in constructive dialogue with
U.S. government representatives about the Russian HIVV/AIDS epidemic and about policy
issues, such as maternal/pediatric treatment needs and infant abandonment. In June 2005,
Russia PMTCT Program collaborators from the Foundation and CDC met with Harlem
Hospital and Doctors of the World representatives in New York City. Objectives for this
discussion were to explore opportunities for improving psychosocial support for high-risk
mothers in St. Petersburg, strengthen abandonment prevention activities, and foster
greater collaboration between these two complementary programs. Discussions with
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Doctors of the World regarding expansion of this effective partnership and provision of
psychosocial support in the Leningrad Oblast sites are ongoing.

Project results and accomplishments were presented to multiple high-level visitors to St.
Petersburg, including the Joint Brookings-Center for Strategic and International Studies
(CSIS) HIV/AIDS delegation to Russia (February 2005), a delegation including
Ambassador Tom Adams, DOS; Mark Dybul, OGAC; Phil Budashevitz, HHS; Paul
Holmes, USAID (April 2005); an Office of the Global Health Coordinator delegation
including Matthew Barnhart, USAID (July 2005) and numerous USAID/Moscow visits
throughout the twelve-month period.

The Russia PMTCT Program was represented by local partners in multiple national
technical working groups and policy discussions, such as the World Health Organization
(WHO) meeting in Moscow on HIV prevention in infants and young children in the
Russian Federation (December 2004), the International Conference on Prevention of
High Risk Behavior and Infectious Diseases Master Forum (August 2005), the
Committee for Protection of Mother and Child meetings, and meetings of the St.
Petersburg City Child Committee. The Russia PMTCT Program has also been able to
use its unique experience in targeting and providing PMTCT services to high-risk women
to inform national guidelines intended for wide dissemination. Specifically, project
collaborators made technical contributions to the rapid testing components of the Clinical
Organizational Guidelines for Russia.

Challenges (and Barriers) to Program Implementation

Complex testing algorithms. The greatest program challenges remain the complex
Russian testing algorithms determined by official policy, which are contributing to the
majority of high-risk women from receiving their confirmatory test results before
discharge from maternities. This could be positively affected by a change in policy
and/or by requiring a faster turnaround for the confirmatory testing of women diagnosed
in maternity. Program data from the approximately 3,700 women who received rapid
testing during the first year of program implementation (April 2004 to March 2005)
reveal that confirmatory test results were unavailable until after discharge from the
maternity hospital for 91 percent of women. Although women are encouraged to visit the
City AIDS Center for their definitive diagnosis, follow-up data is only available for
approximately 63 percent of the HIV-positive women identified at labor and delivery in
program Year One.

Infant abandonment. Data from the EGPAF Russian PMTCT Program have also shown
an alarmingly high rate of infant abandonment (38 percent) and high rate of unintended
pregnancy (62 percent) among HIV-positive women. The success of MTCT prevention
programs could be improved by strengthening community-based programs which
emphasize the importance of prenatal care and of early presentation for labor and
delivery. Itis essential to; improve follow-up for perinatally-exposed infants; strengthen
prevention of unintended pregnancy in HIV-infected women; intensify interventions to
prevent infant abandonment, and identify a more efficient and cost-effective
confirmatory testing algorithm for rapid tests while working on making the confirmatory
test as currently required, more timely.

Uncertain funding. Future plans for continuation of USAID-supported activities in the
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third year and replicating the model PMTCT Program targeting high-risk women to other
high prevalence regions in need are on hold due to uncertain future funding. If financial
support continued in this final year, the program could provide necessary ongoing
technical assistance to the expansion sites with very limited experience in PMTCT;
evaluate the performance of rapid tests as a confirmatory algorithm in order to provide
final test results at the maternity hospitals; and develop strategies for improved follow-up
and early infant diagnosis. If funding levels increased, more sites could be covered,
thereby reaching many more women in need of PMTCT services at labor and delivery
and accelerating the program’s impact.

Priority Activities: October 2005 — March 2006

The documentation and presentation of program activities and research findings are a priority
over the next six months. Planned presentations and publications include:

“Prevention of Mother-to-Child Transmission of HIV: Success of Rapid HIV Testing
Program for High Risk Women in Labor, St. Petersburg, Russia, 2004-2005.” Natalia
Akatova. October 13, 2005. International AIDS Conference 2005. Suzdal, Russia;
“Prevention of Mother-to-Child Transmission of HIV-1: Performance of Rapid HIV-1
Tests for High Risk Women in Labor, St. Petersburg and Leningrad Region, Russia,
2004.” Dmitry Kissin. December 2005. American Public Health Association Annual
Meeting (APHA). Philadelphia, PA, USA,;

“Rapid HIV Testing and Prevention of Mother-to-Child HIV Transmission in High-Risk
Maternity Hospitals, St. Petersburg, Russia, 2004-2005.” Dmitry Kissin. February 2006.
Conference on Retroviruses and Opportunistic Infections 2006 (CROI). Denver, CO,
USA,; and,

An in-depth research paper highlighting first-year project results and findings will be
submitted for publication to a scientific journal by program collaborators before end of
2005. Program partners plan to submit multiple abstracts for the XV1 International AIDS
Conference in Toronto.

Planned program activities include:

Assessment of program implementation at the four expansion sites. An external
monitoring visit occurred in early November 2005.

Transfer of technology to the City AIDS Center to support sustainability of enhanced
surveillance activities; presentation and analysis of Year One data to the Steering
Committee and maternity hospitals; plan for the evaluation of the preferred rapid
confirmatory algorithm; and monitor program implementation at rural expansion sites.
CDC consultants are scheduled to conduct site visits in late November-early December
Training 60 health care workers in rapid testing, HIV counseling and PMTCT at labor
and delivery. The Foundation will support two PMTCT workshops for all of St.
Petersburg’s maternity hospitals (one training session for doctors and one for nurses), to
be held at the City AIDS Center as part of the City Health Committee’s compulsory
HIV/AIDS training.
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e Routine monitoring of seven program sites and ongoing training in delivery of high-
quality care.

e Use of comprehensive data to advocate for more appropriate and efficient antenatal
testing policies, and to continue advocacy for a preferred confirmatory testing algorithm
for rapid tests, in order for women to receive a definitive diagnosis before discharge form
the maternity hospitals.

e Collaboration and coordination efforts with other organizations providing support and
services to program beneficiaries, including a companion project to assess the
accessibility and acceptability of long-acting/permanent contraception among HIV-
positive women.

e Planned End-of-Year meeting, scheduled for March 2006, for program collaborators, key
stakeholders and partners to review program results, accomplishments, ongoing
challenges, opportunities for improvement and future priorities. Strategy discussions with
all partners and stakeholders regarding further options for greater cost-effectiveness,
future priorities, impact, and program emphasis for 2006 and considerations for
sustainability are ongoing.
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RWANDA

Achievements

The EGPAF supported PMTCT Program in Rwanda surpassed its PMTCT goals by
counseling and testing approximately 20,000 PMTCT clients this year;

The PMTCT Program expanded its geographic coverage by starting work in a new
province and health district (Ngarama Health District in Byumba Province) that previously
did not offer any HIV/AIDS services;

Since the Ngarama program began in June, more than 60 health care workers have been
trained and more than 2000 persons have been tested through PMTCT and VCT. ART
services are planned to start before the end of the year;

By the end of the reporting period the program is supporting a total of 21 PMTCT sites;
The EGPAF PMTCT Program added VCT services at nine additional health centers to
coincide with PMTCT programs, as is consistent with Rwandan national policy. The
program currently supports 13 VCT programs and tested almost 17,000 persons; this figure
is in addition to the number of women tested in ANC as presented in the table below;
The EGPAF Program developed a short training curriculum for a cotrimoxazole (CTX)
prophylaxis program for HIV-exposed infants, which was approved by Treatment and
Research AIDS Center (TRAC), Rwanda’s national AIDS Agency;

The EGPAF Program coordinated with CDC and Columbia in development of a protocol
and training manual to test DBS technology for early infant diagnosis. This technology
will be piloted at EGPAF sites in FY06;

The EGPAF Program has increasingly built the capacity of district health teams to
supervise and manage PMTCT programs, through data analysis, supervision, and technical
exchange meetings with sites;

Through a sub-agreement with PATH International, the program completed the following
nutritional assessment reports: Community Strategy for PMTCT, Assessment of PMTCT
Service Delivery Sites, and Nutrition and Infant Feeding in the PMTCT Context;

The EGPAF Program participated in several meetings and a national conference focused
on pediatric care and treatment, hosted by the Rwandan Ministry of Health and National
AIDS Committee. The program also collaborated with Clinton Foundation in support of
their initiative to purchase pediatric drug formulations and an initial stock of CTX infant
syrup; and,

EGPAF sponsored national ART training for staff from four health centers in anticipation
of initiating ART services in FY06.
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PMTCT Data: October 2004 — September 2005

Table 1: Rwanda PMTCT Data, October 1, 2004 — September 30, 2005

Indicator FYO05 FYO05 Achievements
Targets | Q1 Q2 Q3 Q4 Total
Number of first ANC visits 4355 | 4,755 | 4,497 | 5,750 19,357
Number of women pre-test counseled 19,000 | 4,676 | 4,983 | 4,757 | 6,179 20,595
Number of women HIV tested 19,000 | 4,404 | 4,843 | 4,706 | 5,989 | 19,942
Number of women receiving results 18,000 | 4,397 | 4,772 | 4,645 | 5,981 19,795
Number of women HIV-positive 378 364 385 655 1,782
Number of women receiving ARV prophylaxis 1,600 461 493 512 601 2,067
Number of infants receiving ARV prophylaxis 1,200 235 272 310 317 1,134
Number of health care workers trained 44 72 50 8 174
Number of PMTCT sites 17 17 17 21 21

e The program met its targets for women testing and receiving results and exceeded by
more than 25 percent the NVP uptake target for mothers. This achievement is
attributable to the provision of NVP to HIV-positive women during their first ANC visit;

e The uptake of infant NVP is slightly below the target, pointing toward the need for
continued emphasis on encouraging mothers to deliver at health facilities or provide the
medication to mothers for their babies. In the latter instance, the uptake should look the
same as for the mothers. The PMTCT Program has recently furnished new delivery
tables to several sites and plans to continue efforts to improve maternity services,

working with other partners;

e The EGPAF-supported PMTCT sites are increasingly linked with ART treatment,

although it is a challenge to collect specific data on the number of referrals;

e With the exception of one site, ART treatment is available or planned in the next six
months for all 17 PMTCT sites carried over from FY04. Of the new sites started in
FYO05, four sites will be linked to the ART program at the district hospital in Ngarama,
and others are located in close proximity to ART program in the city of Kigali or the

surrounding area;

e EGPAF is currently reviewing linkages between PMTCT and ART programs at all sites,
including systems to follow-up mothers and infants and to ensure that they are referred
for evaluations by care and treatment programs; and,

e Inaddition, the EGPAF PMTCT Program is starting in October 2005, a program to
provide CTX prophylaxis to HIVV-exposed infants at all EGPAF PMTCT sites.

Program Innovation (Qualitative Achievements)

e Uptake of testing is very high at PMTCT Program sites (more than 95 percent) and

nationwide in Rwanda;

e Many of the community outreach visits supported by the program sensitize specific
couples, and the community in general, on the value of delivering at the FOSA and

providing NVP to the infant;
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e A recent change in Rwanda national policy allows for women to deliver free at the health
center if they attend three ANC consultations throughout their pregnancy; and,

e The PMTCT Program supports health centers to conduct home and community visits
focusing on infant feeding counseling, counseling of discordant couples, providing NVP
to infants, providing moral support to HIV-positive individuals, family planning
counseling, and to encourage testing of HIV-exposed infants at 15 months. Written

reports of these visits show many impacts on an individual basis.

Program Activities

Training

Table 2: Rwanda PMTCT Training Activities, October 1, 2004 — September 30, 2005

Training Event No. of Location Start date | End date Notes
persons
PMTCT / VCT Theory and 7 Kigali-Ngali | 9/6/2004 9/20/2004 | With TRAC and health districts
Practical Training
PMTCT/VCT Theory and 18 Kigali-Ngali | 11/1/2004 | 11/12/2004 | With TRAC and health districts
Practical Training — Gikomero
and Masaka Health Centers
PMTCT/VCT Theory and 19 Kigali-Ngali | 11/15/2004 | 11/26/2004 | With TRAC and health districts
Practical Training — Rubungo
and Masaka Health Centers
PMTCT/VCT Theory 23 Kigali-Ville | 1/24/2005 | 1/29/2005 | With TRAC and health districts
Training - Gikondo,
Butamwa, and Disp. Muhima
PMTCT/VCT Practical 8 Kigali-Ville | 2/7/2005 2/11/2005 | With TRAC and health districts
Training - Butamwa
PMTCT/VCT Practical 9 Kigali-Ville | 2/7/2005 2/11/2005 | With TRAC and health districts
Training - Gikondo
PMTCT/VCT Practical 7 Kigali-Ville | 2/14/2005 | 2/18/2005 | With TRAC and health districts
Training - Disp Muhima
PMTCT/VCT Training for 10 Kigali-Ville | 2/21/2005 3/4/2005 With National Reference Lab
Lab Techs
PMTCT/VCT Theory and 15 Kigali-Ville | 3/7/2005 3/18/2005 | With TRAC and health districts
Practical Training - Muhima
Hospital
PMTCT / VCT Theory and 43 Ngarama 5/23/05 6/3/05 With TRAC and health districts
Practical Training
PMTCT / VCT Theory and 7 Ngarama 6/20/05 7/1/05 With TRAC and health districts
Practical Training
PMTCT / VCT Theory and 8 Ngarama 7/18/05 7/29/05 | With TRAC and health districts

Practical Training
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Subgrantee Activities

e The Global Hope Foundation completed preparation activities to initiate PMTCT and
VCT services at four sites in Ruhengeri province, an underserved area of the country;
and,

e Local staff, based in Ruhengeri, conducted needs assessments to identify needs in the
areas of facilities, equipment, training, and staffing. Afterwards, agreements were
reached on rehabilitation projects, the majority of which were completed this year. In
addition, staffing needs were addressed, and authorized trainers were schedule to conduct
the two-week on-site trainings beginning in October.

Site Visits

e EGPAF staff conducted monthly visits to all sites to provide HIV test kits, nevirapine,
and other necessary testing supplies. The sites, many of which operate under the most
basic conditions, are not setup to directly procure materials. In addition, emergency
deliveries are often made, when unexpected testing activities cause exceptional stock
usage.

e EGPAF staff conducted supervision visits in early 2005, and again in the August and
September. Direct feedback is given on topics such as counseling quality, service
scheduling, and adherence to national protocols. Follow-up interventions are scheduled
to evaluate specific areas, such as infant follow-up (for example, on vaccination days),
data recording, and IEC presentations.

e District supervisors also regularly visit the sites and provide feedback to service
providers. They presented their supervision findings at a technical exchange meeting
held with all EGPAF PMTCT Program sites in September 2005.

Monitoring and Evaluation Activities

e The PMTCT Program routinely collects data to meet the reporting requirements of the
Rwandan government, PEFPAR programs in Rwanda, and the global EGPAF PMTCT
agreement;

e Inaddition, in September 2005, the program initiated an activity to evaluate mother and
infant follow-up and referral activities at our sites. An overview report will be prepared
for November; and,

e During her technical assistance visit from February 6-16, 2005, Dr. Catherine Seyler,
ART Consultant, conducted a preliminary evaluation of care and treatment services at
Gikondo and Masaka health centers. Her preliminary recommendations included:

0 Increasing staff (probably two more nurses at each site) and consultation time to
serve increasing numbers of clients;

o Family Health International (FHI) could pay for a “mutuelle,” voluntary health
insurance premiums, for all family members of HIV-infected patients, to cover
the cost of drugs;

0 Supplemental on-site pediatric sensitization training to encourage the staff to
promote the HIV test for children of HIVV-positive patients; and,
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0 Proposal by FHI to consider paying for a minibus once a week to send patients to
Central Hospital for x-rays.

With the assistance of Dr. Catherine Seyler, the Foundation developed a strategy for

start-up of ART services at Nzige Health Center. Key elements of the strategy include:
o Improving on-site VCT and PMTCT activities, as discussed above;

Discuss with TRAC for formal approval for this start-up;

Send staff to be trained in ART by TRAC;

Undertake ART and 10 drugs forecasting with the pharmacy officer;

Hire one additional physician and two more nurses on site;

Organize consultations twice a week, one day for CD4 sample and one for

transportation to the Central Hospital of Kigali (CHK);

Consider the possibility with FHI of a “mutuelle” for patients;

Discuss patient transportation for x-rays; and,

0 See how the World Food Program MOU could be extended to this site.

O O0O0O0O0

O O

Technical Leadership

In February, Dr. Cathy Wilfert, Scientific Director, led a Pediatric Care and Treatment
Technical Exchange Meeting for partners. In addition, Dr. Wilfert advised the USG and
Clinton Foundation on proposed programs for providing cotrimoxazole to HIV-exposed
infants in PMTCT programs, and also for referring infants and mothers to ART
programs.

The PMTCT Program worked with the Clinton Foundation to arrange an initial donated
supply of CTX syrup that is being used to initiate a CTX prophylaxis program for HIV-
exposed infants at EGPAF sites. The program is leading the effort to make this a national
program, first having developed a short training curriculum for this that was approved by
TRAC.

EGPAF staff participated in several high-level planning meetings with USAID, CDC,
and the Government of Rwanda during the preparations for COP 06 in July and August
2005.

EGPAF staff participated in the national PMTCT/VCT Advisory Group, and served as a
co-chair for part of the year.

The PMTCT Program worked with the Clinton Foundation to arrange an initial donated
supply of CTX syrup that is being used to initiate a CTX prophylaxis program for HIV-
exposed infants at EGPAF sites. The program is leading the effort to make this a national
program, first having developed a short training curriculum for this that was approved by
TRAC.

The PMTCT Program was one of several HIVV/AIDS programs recognized during a July
2005 visit by President Clinton to Rwanda.

EGPAF staff participated in the Rwanda National Pediatric Care and Treatment
Conference in June 2005 and presented a poster on “Strategies for Improving Follow-up
and Care of HIV-exposed Infants and their Families.”

A representative from First Lady Laura Bush’s office visited an EGPAF PMTCT/VCT
site in June 2005, as part of an information collection visit prior to the First Lady’s visit
to Rwanda in July.
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Challenges (and Barriers) to Program Implementation

EGPAF’s ability to open ART sites has been severely constrained for several reasons: 1)
health care providers must participate in national training organized by the national AIDS
agency which is only held every few weeks and not always with enough openings for
interested candidates; 2) EGPAF has encountered long delays to obtain USAID approval
for the purchase of needed lab equipment and rehabilitations.

EGPAF awaits confirmation from MCAP and CAMERWA on the availability of CTX to
be provided to HIV-exposed infants until their HIV status is confirmed. The PMTCT
Program is initially using the stock donated by Clinton Foundation, but a long-term
supply is not assured.

EGPAF awaits direction from TRAC and USG on the selection of two ART sites yet to
be designated for EGPAF (four are already assigned, but six are budgeted). Funding for
these sites was approved under the Rapid Funding proposal.

EGPAF staff continue to spend considerable time of identifying, procuring, and
delivering necessary equipment and supplies to sites. To increase efficiency, we have
recommended to USAID Rwanda that one partner be charged with these tasks, as is done
with the purchase of HIV tests.

EGPAF PMTCT Program sites are often rural and lack sufficient space for services.
They also have not received any state funds in several years, and may lack basic
elements, such as water, electricity, or furniture. To initiate a new service, particularly
ARVs, according to national guidelines, requires creating new treatment space and
strengthening essential infrastructure at the sites (utilities, waste disposal, etc.) to a
standard level. Sites also require support for transportations costs and some basic
infrastructure services.

Priority Activities: October 2005 — March 2006

Conduct needs assessments for four remaining PMTCT/VCT sites to be opened in FY06,
including the reopened CHK maternity hospital;

Facilitate the first National training in DBS PCR, and implement this system in three
EGPAF sites as the first sites in Rwanda. Expand DBS PCR testing for early infant
diagnosis to all EGPAF sites and other PMTCT sites nationwide;

Conduct on-site training at each PMTCT site to train on the provision of CTX to HIV-
exposed infants, as well as to review other aspects of infant follow-up systems;

Conduct follow-up technical visits to sites to address weaknesses identified by the
supervision conducted in August and September;

Assist TRAC and other partners in application of the new PMTCT protocol for HIV-
positive pregnant women;

Implement a food support program for HIV-positive mothers, in cooperation with TRAC
and the World Food Program;

Start services at EGPAF-supported ART programs in Kigali-Ngali and Ngarama districts;
Implement the diagnosis and treatment of TB at the ART sites, once permission of the
National TB Program is procured; and,

Organize training in pharmacy management at the ART sites.
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SOUTH AFRICA

Achievements

During this reporting period the Foundation continued to support PMTCT programs at existing
USG-funded sites: Perinatal HIV Research Unit (PHRU) in Soweto and Africa Centre in
Hlabisa, KwaZulu Natal. The data below captures data from McCord Hospital supported with
private funding in addition to data generated since May 2005 when it transitioned to USG
funding. In June 2005, the Foundation added a new partner, Mothers to Mothers to Be

(M2M2B).

The EGPAF-supported PMTCT Program in South Africa has evolved from a very successful

public-private partnership. Available private funding will complement the USG-funded program
and will be utilized for physical renovations planned at McCord Hospital to strengthen the space
designated for MCH services including PMTCT. The current temporary structures will be

replaced by permanent buildings

PMTCT Data: October 2004 — September 2005

Table 1: South Africa PMTCT Data, October 1, 2004 — September 30, 2005

Direct Implementation figures for Africa Centre, McCord Hospital and M2M2B*

Indicator FY05 FYO05 Achievements
Targets Q1 Q2 Q3 Q4* Total

Number of first ANC visits 30,338 | 2,835 | 2,861 | 2,248 | 3,001 10,945
Number of women pre-test counseled 28,821 | 2,692 | 2,694 | 2,186 | 5,073 12,645
Number of women HIV tested 25,939 | 2,102 | 2,144 | 1,726 | 3,039 9,011
Number of women receiving results 23,345 | 2,023 | 2,102 | 1,679 | 2,995 8,799
Number of women HIV-positive 7,004 676 689 608 | 1,067 3,040
Number of women receiving ARV prophylaxis 5,253 370 378 450 761 1,959
Number of infants receiving ARV prophylaxis 329 284 319 678 1,610
Number of infants who are HIV positive after 6 10 2 17 35
one-year

Number of health care workers trained 100 215
Number of PMTCT sites 47 32

*The M2M2B program report is included for the first time in the Q4 data; the quantitative information needs further
scrutiny for completeness, accuracy and consistency. Given the nature of the M2M2B program, which focuses on
support for HIVV-positive mothers and not direct delivery of PMTCT services, the data from the M2M2B program

will be reported separately in the future.

e The M2M2B program was implemented in June 2005 in Pietermaritzburg and
Mpumulanga. Since the M2M2B program does not conduct direct implementation of
PMTCT activities, the program coordinator was unable to collect key PMTCT Program

data from provincial department of health sites. As the data is incomplete there is a

discrepancy in achievements, namely: the number of women pre-test counseled in the

fourth quarter is greater than the number of first antenatal visits in the same quarter.
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The M2M2B program the number of sites for reporting purposes although this increase
did not significantly contribute to an increase in the results achieved. The program will
report achievements of the M2M2B program separately in the future.

The uptake of testing is consistently high: 78 percent in the first quarter, 79 percent in the
second and third quarters.

HIV seroprevalence among pregnant women is consistently above 30 percent