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Executive Summary
Through the leadership and support of the President’s Emergency
Plan for AIDS Relief (PEPFAR) and the U.S. Centers for Disease
Control and Prevention, the Elizabeth Glaser Pediatric AIDS
Foundation is honored to have led Project HEART (Help Expand
Antiretroviral Therapy to children and families), an eight-year
initiative to extend life-saving treatment to millions of people
living with HIV. Project HEART was part of the PEPFAR
Track 1.0 treatment initiative to rapidly scale up antiretroviral
therapy (ART) through existing organizations implementing
prevention of mother-to-child transmission of HIV (PMTCT)
programs. Project HEART was launched in 2004 in Côte d’Ivoire,
South Africa, Tanzania, and Zambia, and in 2006 in Mozambique.
Through the project, more than 1 million men, women, and
children received HIV care and support, more than 2.5 million
pregnant women received HIV counseling and testing, and more
than half a million people started ART. In 2010, 1 out of every 10
PEPFAR-supported ART patients in sub-Saharan Africa received
their treatment through Project HEART.
Aligned with PEPFAR’s long-term strategy to strengthen the
capacity and ownership of host-country governments and local
partners to lead the provision of HIV services, Project HEART
focused on strengthening existing systems with approaches
tailored to the individual needs of each country and context.
Starting in 2009, sustainably transitioning care and treatment
activities to local partners by February 2012 became a core
mandate and goal of Project HEART.
Working with and through a network of more than 215
international and local partners and under the leadership and
management of the Foundation, Project HEART worked to
strengthen the health systems in Côte d’Ivoire, Mozambique,
South Africa, Tanzania, and Zambia to improve service delivery
of HIV prevention, care, and treatment services. This included:
• Supporting service delivery of HIV prevention, care, and
treatment services at more than 510 ART sites and 1,053
PMTCT sites throughout the five countries;
• Building the clinical, managerial, financial, and administrative
capacity of local health providers and partners to more
effectively provide HIV services;

“Project HEART really has changed not
just how many people have been reached,
but how people think about the fact that
we can end the epidemic. Project HEART
specifically set targets, but went on to
exceed them tenfold. Those are tremendous
accomplishments at a time when there
were considerable voices that said “it can’t
be done.”
Charles Lyons, President and Chief Executive Officer, EGPAF

• Strengthening program and data quality by improving data
collection processes and systems, patient flow, better integrated
client-focused services, and health staff training on data
collection and use;
• Improving the technological and physical infrastructure of
health facilities through facility renovations, installation of
necessary clinical and laboratory equipment, and introduction
of technologies to improve supply chains, increase connectivity,
and reduce turnaround time for lab results;
• Providing sub-awards to local partners and the ministries of
health (MOHs) at the district and provincial/regional levels, in
coordination with capacity building in financial management,
administration, and human resources to decentralize
responsibility, decision making, and capacity within the health
system to offer HIV services.
In addition to program implementation, Project HEART
supported program evaluations to measure impact, pilot new
interventions, and assess program progress. Through participation
in various technical working groups in country, Project HEART
influenced changes in relevant policies, such as provider-initiated
counseling and testing, task shifting, and development of health
cards to facilitate the identification of HIV-positive patients to
improve patient care. Project HEART’s innovative approaches—
most notably, the district approach, scale up performance-based
financing, and the piloting of new, easy-to-use technology to
increase access to HIV services and better respond to patient
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needs—have transformed the health system in some countries,
serving as best practices later authorized and disseminated by
MOHs and other implementing partners.
Challenges and Lessons Learned
After eight years of program implementation across five
countries, significant successes and crucial lessons have come
out of Project HEART. Most important, Project HEART, along
with the work of the other Track 1.0 partners, has demonstrated
that quality HIV/AIDS prevention, care, and treatment services
can be scaled rapidly and effectively in close coordination with
host-country governments. In addition, targeted technical and
operational capacity-building support to local partners is both
effective and necessary for ensuring the sustainable provision of
high-quality services.
The key programmatic challenges and lessons learned during
Project HEART include the following:
• Adult enrollment in care and treatment has been rapid.
The enrollment of children, especially the youngest children,
into both care and treatment has been much more challenging,
starting with the identification of HIV-positive children and
infants. The adoption of the 2010 World Health Organization guidelines,
which recommend immediate initiation of treatment for confirmed HIVpositive infants and children, is necessary to achieve maximum access

8 Elizabeth Glaser pediatric aids foundation | pedaids.org

to treatment and to save the lives of the most vulnerable persons in need of
treatment. Continued access to medical training and mentorship
will enable clinicians to feel confident in treating children.
• Retention in care and treatment is one of the biggest challenges
for mature care and treatment programs. The retention
challenge occurs across the continuum of care, from prevention
to treatment. Improving retention and reducing the number of patients
lost to follow-up requires addressing patient, provider, and health
system barriers to care. Peer and community approaches must
complement facility and clinical solutions to address this issue.
Maximizing the use of new technologies, such as Short Message
Service printers to deliver laboratory results and point-of-care
diagnostics to further increase access to testing and treatment
linked with PMTCT services, will continue to reduce new
infections and improve retention.
• Care and treatment program quality requires continuous self-assessment,
adjustment, and improvement at the site and system level. National
quality improvement programs are expanding and need to be
championed at all levels of the health system. High-volume
sites and overburdened staff are challenged by the quantity
of data and reports required and formalized. Site-level data
manager positions are infrequently an official cadre within
the health system, which contributes to variable data quality
at each site. The chronic nature of HIV care requires the

photo: Jon Hrusa

tracking of patients and individual patient monitoring, which is
new for most primary health-care systems in resource-limited
settings. Data quality assurance will need to become part of the
standards for a robust care and treatment program.
• Health system strengthening should be approached comprehensively,
focusing on supporting decentralization and building managerial, technical,
operational, and administrative capacity at multiple levels within the health
systems. Through sub-awards provided by Project HEART, local
partners, including the MOHs at the provincial/regional and
district levels and nongovernmental organizations, had increased
opportunity and authority to respond to the needs of their
patients. As local partners increasingly receive direct and indirect
U.S. government support, continuing to develop and strengthen
the capacity of health staff and health systems in financial
management, procurement, human resources management,
and administration is equally as important as ensuring quality
programs and will further build local ownership.

Future Directions
At the end of eight years, Project HEART ultimately
demonstrated that with meaningful investments to build
capacity, taking comprehensive HIV services to scale is feasible
and sustainable.
As the transition to local partners accelerated and local partners
assumed greater responsibility for HIV program management,
there was and continues to be a crucial need to augment the
financial, operational, and administrative management capacity of
public health authorities to maintain the current scale of services.
The Elizabeth Glaser Pediatric AIDS Foundation looks forward
to working with its local partners to expand and improve the
HIV prevention, care, and treatment services critical to achieve a
generation free of HIV.
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Project HEART: Leading the Way
in HIV Prevention, Care, and
Treatment Programs
In 2003, the President’s Emergency Plan for AIDS Relief
(PEPFAR), authorized by the U.S. Congress under the
United States Leadership Against HIV/AIDS, Tuberculosis,
and Malaria Act, provided an unprecedented injection of funding
to combat HIV in the 15 countries most affected by HIV, most
of them in sub-Saharan Africa. Widely heralded as a watershed
moment, the launch of PEPFAR signaled both the political will
and the financial commitment to addressing the global AIDS
pandemic and was the first initiative of its kind with clearly
articulated targets linking inputs to performance. As part of
the rapid response to the HIV emergency, PEPFAR launched
the Track 1.0 treatment mechanism, forming the largest single
treatment program awarded by PEPFAR and administered by
the U.S. Centers for Disease Control and Prevention (CDC)
Global AIDS Program and the HIV/AIDS Bureau at the Health
Resources and Services Administration. The Elizabeth Glaser
Pediatric AIDS Foundation (the Foundation) is honored to have
served as a Track 1.0 antiretroviral therapy care and treatment
partner, along with AIDSRelief (Catholic Relief Services
Consortium), the Harvard School of Public Health, and the
International Center for AIDS Care and Treatment Programs at
the Mailman School of Public Health at Columbia University.
Since 2004, under the Track 1.0 mechanism, partners have initiated
more than 1.4 million patients on treatment in sub-Saharan Africa
and the Caribbean.
Building on the Foundation’s existing prevention of mother-tochild transmission (PMTCT) initiatives1 and with the support
and leadership of the CDC and PEPFAR through Track 1.0,
in 2004, the Foundation launched Project HEART, an eightyear initiative to scale up access to HIV prevention, care, and
treatment services in Côte d’Ivoire, Mozambique, South Africa,
Tanzania, and Zambia. Project HEART is a highly collaborative
effort, driven and managed by the Foundation with significant
contributions from more than 215 partners worldwide. Key
partners are described in Table 1. As a result of this collaboration,
through September 2011, Project HEART provided ART to
more than 560,000 patients, provided care and support to over 1
million patients, and tested and counseled more than 2.5 million
pregnant women. By September 2010, 9.7 percent of all PEPFARsupported patients currently on ART worldwide received their
treatment through a Project HEART partner and site.
10 Elizabeth Glaser pediatric aids foundation | pedaids.org

“In the early years, it required a huge amount
of energy to supervise as many people on
care and treatment as possible. It was an
emergency mentality. Yet expectations and
targets were overwhelmingly exceeded
every year. Now to be in a position of looking
at sustainability and country ownership is a
huge change in the course of eight years.”
Susan Strasser,
Country Director, EGPAF/Zambia

In the spirit of a cooperative agreement, CDC played an
important role in the success of Project HEART and collaborated
closely with the Foundation to achieve results. CDC strongly
encouraged rapid expansion from the outset. Recognizing the
importance of accurately capturing and monitoring the results,
CDC provided a clear vision for monitoring and reporting,
through the development of a standardized quarterly monitoring
and reporting framework for all Track 1.0 partners. This occurred
prior to the existence of standardized PEPFAR indicators for
treatment. CDC provided technical assistance around reporting
and analysis through feedback to the Foundation directly, as well
as at partner meetings. In 2009, CDC conducted a data quality
assessment at select sites in select countries. These assessments
led to improved understanding of data quality issues, and as a
result, systems and approaches to improving data quality were
enhanced, as documented in this report. Under Project HEART,
the Foundation also collaborated closely with CDC on program
evaluations, such as the National ART Evaluation in Côte d’Ivoire.
CDC also encouraged the analysis of the outcomes and retention
achieved across the Track 1.0 partners.
Throughout the life of the project, CDC conducted clinical site
visits and offered helpful feedback for program improvements for
PMTCT, care and treatment programming, as well as across health
systems in areas such as monitoring and evaluation (M&E), quality
improvement (QI), and laboratory systems. CDC fostered the
exchange of ideas across organizations through annual
Track 1.0 treatment meetings that included other agencies
and partners involved in HIV prevention, care, and treatment.
From 2009 to 2011, CDC also provided intensive input to the
transition of the programs. The transition technical assistance
(TA) ranged from strategy to implementation and monitoring.

Table 1. Collaboration through Project HEART:
The Role of CDC, Ministries of Health, The foundation and Partners
The Centers for Disease Control
and Prevention

• Donor/manager of Cooperative Agreement
• Substantial involvement
• Grant management
• Technical and scientific assistance and oversight

Ministries of Health in Côte d’Ivoire,
Mozambique, South Africa, Tanzania,
and Zambia

• Setting national and local health policies
• Implementation of national and local health policies
• Service delivery implementation
• Supply chain management
• Technical assistance and oversight of services
• Management of MOH staff and health facilities
• Data collection, reporting, and analysis
• Program evaluation
• Coordination with PEPFAR, U.S. government, and CDC

The Elizabeth Glaser Pediatric
AIDS Foundation

• Overall project management
• Technical assistance
• Training for local health staff
• Supportive supervision
• Clinical mentoring
• Development of tools and standard operating procedures
• Administer sub-awards to more than 215 global and local partners
• Data collection and data management
• Program evaluation, including data quality assessments
• Procurements, including renovations and drug supply and equipment
procurement as needed

Global Partners
UCSF/ASPIRE, JSI, BIPAI

• Technical assistance
• Clinical mentoring
• Training
• Development of job aids, tools, and standard operating procedures

Additional international and local NGO
and university partners (variable by
partner)

• Service delivery
• Laboratory services
• Technical assistance
• Training for local health staff
• Development of job aids, tools, and standard operating procedures
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CDC participated in Track 1.0 partner-led, quarterly transition
meetings to share and address challenges to transition encountered
along the way. As a culmination of the Track 1.0 experience, CDC
developed five standards for quality care and treatment programs
that are intended to enhance the long-term sustainability of
PEPFAR programs and transition the responsibilities to ministries
of health (MOHs) and other local partners.
As a result of significant annual increases in funding from CDC
and excellent project performance, the Foundation eclipsed
project targets for patient enrollment established at the outset
of the project, reaching 15 times more patients with ART than
originally planned and steadily improving program quality as local
health systems benefited from sustained investments through
PEPFAR funding. These achievements have been possible through
the strong relationships cultivated with the MOHs in each of the
five countries where Project HEART works, as well as Project
HEART global partners John Snow Inc. (JSI), Baylor College of

Medicine International Pediatric AIDS Initiative (BIPAI), and the
University of California at San Francisco/ASPIRE (UCSF), who
provided extensive technical assistance throughout the project.
Project HEART can be defined by two phases: 2004–2009
and 2009–2012. Phase one focused on increasing access to
comprehensive care and treatment services to those in urgent
need, and the second phase focused on continuing the provision
of services while accelerating capacity building of local partners
and transitioning activities to local partners. As an essential
component of this transition, Project HEART supported the
creation of four local affiliate nongovernmental organizations
(NGOs), legally registered with bylaws and fully functional
governing bodies, to gradually assume responsibility for direct
implementation of HIV clinical support activities. Three of
those local affiliate NGOs have secured independent U.S.
government funding.

Figure 1. Countries in which Project HEART
was implemented and total number of sites supported by country

CÔte D’Ivoire

476
care and treatment
and pmtct sites

tanzania

Zambia

165
care and
treatment sites

412
care and treatment
and pmtct sites

Mozambique

South Africa

203
care and treatment
and pmtct sites
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307
care and treatment
and pmtct sites

Project HEART supported comprehensive HIV prevention, care,
and treatment services in 1,053 PMTCT sites and 510 ART sites in
five of the countries most affected by HIV in sub-Saharan Africa.
By September 2011, Project HEART had achieved the following:
• Enrolled 1,029,014 HIV-positive people in care, of which
79,677 (7.7 percent) were children.
• Initiated 569,637 HIV-positive people onto ART, of which
47,154 (8.3 percent) were children, reaching over 100 percent of
the target.
• Provided HIV counseling to 2,862,682 pregnant women and
tested 2,507,621 pregnant women for HIV (through June 2011).
Evolution of Five Country Programs
and Key Accomplishments
Project HEART’s success spanned five countries with wide
variations in HIV prevalence, health system capacity, and
socio-cultural norms. HIV prevalence ranged from 17.8 percent
in South Africa to 3.4 percent in Côte d’Ivoire, and within
Mozambique from 5.6 percent in the north of the country to 17.8
percent in the south. South Africa was the only country supported
by Project HEART with a health worker–to–population ratio that
met 2006 World Heath Organization (WHO) standards.2 Even in
South Africa there was wide variation in the distribution of health
workers across districts. These differences demanded a flexible
approach that was customized to local needs. Project HEART’s
success in part stemmed from cross-fertilization that occurred
across these diverse contexts, enriching program implementation
and coalescing in a global strategy that prioritized local capacity
building based on needs articulated by the MOH and other
national partners.
Of the sites that received support from Project HEART,
71 percent of PMTCT sites and 43 percent of ART sites
were located in hard-to-reach areas, which are geographically
remote with poor infrastructure, connectivity, and transport.
In Mozambique and Tanzania, three-quarters of supported
sites were considered rural.3 By expanding support to lower level
health facilities located far from provincial and district centers,
Project HEART demonstrated that providing HIV prevention,
care, and treatment services in hard-to-reach populations was
viable and necessary to avert more infections and mitigate the
adverse impact HIV inflicted on these communities.

By working through experienced partners with requisite capacity
in country, and later through directly enhancing local capacity of
the MOH and civil society, Project HEART efficiently scaled up
support and expanded its geographic scope. Building on proven
track records implementing large-scale PMTCT programs, these
large sub-partners at the start of the project included ACONDA,
a large NGO in Côte d’Ivoire; three care and treatment sites
in South Africa (McCord Hospital/Sinikithemba Clinic, Africa
Centre/Hlabisa Hospital, and Port Shepstone/Murchison Hospital
in KwaZulu-Natal Province); Axios Foundation in Tanzania;
and the University of Alabama at Birmingham and the Centre
for Infectious Disease Research (UAB/CIDRZ) in Zambia.4
As partners in Côte d’Ivoire, Tanzania, and South Africa achieved
greater autonomy and received direct donor funding, the
Foundation focused on providing direct technical assistance to the
MOHs in these countries. Key accomplishments achieved in each
Project HEART country are as follows:
• Project HEART/Côte d’Ivoire was the largest PEPFAR HIV
clinical partner in the country, with a presence in half of the
districts and in 60 percent of the national treatment programs.
• In Mozambique, Project HEART was the second largest
PEPFAR HIV clinical partner in the country, contributing to
30 percent of PEPFAR targets for individuals enrolled in ART.
• During the last year of Project HEART, South Africa enrolled
an average of 10,000 new patients for ART each quarter.
Of the 116,108 currently on treatment by September 2011,
11.0 percent were children—the highest proportion of all
Project HEART countries.
• In addition to a strong tuberculosis (TB)/HIV program, in
which 88 percent of patients accessing HIV care were screened
for TB during the April–June 2011 quarter, Project HEART/
Tanzania conceptualized and implemented the district approach
which was the launching pad for scale-up of ART services that
was later replicated in other countries.
• Of all the patients supported across the five countries where
Project HEART worked, Project HEART/Zambia accounted
for the highest number of patients, with a total of 297,843
cumulatively enrolled in care and 196,122 patients cumulatively
initiated on treatment. The number of children enrolled in ART
through Project HEART accounted for half of the children
enrolled in the country.
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Phase I: Rapid Expansion of
Comprehensive HIV Prevention,
Care, and Treatment Services
As originally conceived, Project HEART proposed to reach 7,000
patients in year one and 35,000 patients by year five through
support of HIV prevention, care, and treatment services in four
tertiary facilities.5 By the end of the first year, Project HEART
had exceeded the original five-year targets in all countries. At the
end of the first five years, Project HEART had exceeded by eight
times its life-of-project goal to initiate 310,000 adults on ART
(310,000 ever initiated on ART). By September 2011,
Project HEART cumulatively enrolled over one million (1,029,014)
people into care, including more than half a million (569,637)
people onto ART, of which 79,677 (7.7 percent) and 47,154
(8.3 percent), respectively, were children. To support operations,
Project HEART worked through one central office in the capital
of each country and multiple field offices in the focus provinces
or regions to accommodate the growth in scale and scope of the
project, reflecting the expansion to more rural settings.
Start-up and Scale-up
Project HEART started in an era when providing lifelong
treatment to people living with HIV in high-prevalence countries
was groundbreaking. Prior to the advent of PEPFAR, HIV
clinical care was primarily restricted to a few well-resourced
clinics and large reference hospitals in urban areas. Building
on existing Foundation-supported PMTCT programs, Project
HEART benefited from an established operations infrastructure,
learned from on-the-ground experience in taking PMTCT to
scale, and strived to narrow the gaps between prevention, care,
and treatment, linking eligible individuals to treatment. The
overarching goal of Project HEART was to integrate affordable,
family-centered, quality HIV prevention, care, and treatment
services into existing health-care facilities. As originally envisioned,
Project HEART’s principal focus was to improve the quality of
clinical care provided to patients. Later, the goals were modified to
include reinforcing health systems to support drug procurement
and logistics; strengthening laboratory capacity; providing training
and professional development for health workers in HIV care
and treatment; addressing community mobilization and behavior
change; and monitoring and evaluating programmatic outcomes
(see “Thirteen Program Components of Project HEART” figure
on page 15). Refined over time, these modifications to Project
HEART’s objectives reflected the evolution from guaranteeing
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History and Mission of the foundation
Established in 1988 by Elizabeth Glaser, the Foundation
is a beacon for pediatric HIV. Prompted by the tragedy
of the childhood death of Elizabeth Glaser’s daughter
Ariel, the organization initially focused on research
and advocacy for pediatric formulations for ART to
treat children in the United States. Over time, the
Foundation expanded its mission to include program
implementation in resource-limited settings.
Mission
The Elizabeth Glaser Pediatric AIDS Foundation seeks to
prevent pediatric HIV infection and to eradicate pediatric
AIDS through research, advocacy, and prevention and
treatment programs.

the provision of comprehensive HIV clinical services to the
consolidation and integration of program components, and finally
to local ownership and management of HIV programming.
To rapidly start up the project, from 2004 to 2006, the Foundation
and its implementing partners directly procured and supervised
storage and distribution of antiretrovirals (ARVs) to ensure
a timely and uninterrupted supply to meet the overwhelming
demand for treatment. Once this system was in place, and as
supply chain management systems (SCMS) assumed responsibility
for securing ARV drug supply, the focus of Project HEART
shifted to improving the quality of service delivery at health
facilities through provision of a comprehensive package of care,
which ranged from prevention to psychosocial support services.
The relationship among clinical outcomes, available ancillary
services, and the underlying health system demanded that technical
support go beyond the health facilities and encompass the broader
health system and community. Yet, the capacity of health systems
to directly implement and manage comprehensive care services
at such a scale was increasingly strained by high patient volumes.
To overcome this challenge, Project HEART used an integrated,
patient-centered approach to help the MOH deliver a continuum
of HIV clinical services and to more effectively link maternal and
child health (MCH), PMTCT, TB/HIV, clinical care, and other
prevention and psychosocial support services.
Continued expansion to additional sites and district-level capacity
building from 2004 to 2008 defined the second phase of Project
HEART in 2009-2011. The case of Tanzania, where ART sites

increased from 4 in 2004 to more than 165 in 2011, demonstrated
that building the capacity of district and regional health
departments to plan, deliver, and monitor clinical services was key
to supporting more peripheral health centers and thereby reaching
substantially more individuals. Seeing the results in Tanzania,
other Project HEART countries followed suit and viewed district,
provincial, and regional health departments as the entry point for
scaling up PMTCT and care and treatment services. In 2009, the
Foundation solidified its commitment to fostering local ownership
and embarked on the transition of the current portfolio of
responsibilities to national governments, civil society, and local
affiliate organizations.
Health Systems Strengthening
At all tiers of the health system, Project HEART aligned with
government priorities and reinforced existing capacity to achieve
program goals and, by extension, promote long-term sustainability
of these programs. Commended by the MOHs, this approach
was central to nurturing strong and enduring relationships
with government agencies and key stakeholders, because the
Foundation was viewed as a true partner and catalyst. As described
below, the model implemented by Project HEART was designed
to optimize the functioning of all six building blocks of health
systems strengthening (HSS) as defined by the WHO.
Program Model and
Implementation Strategies
Working with and through a network of more than 215
international and local partners and under the leadership and
management of the Foundation, Project HEART worked to
strengthen the health systems in Côte d’Ivoire, Mozambique,
South Africa, Tanzania, and Zambia to improve service delivery
of HIV prevention, care, and treatment services. To achieve the
goals of the project, each partner had unique and important
responsibilities. The Foundation provided overall direction and
management of the project, as well as targeted programmatic and
operational technical assistance to health staff and local partners.
Utilizing funds and technical assistance from the Foundation,
local partners, including the MOHs and NGOs, provided HIV
prevention, care, and treatment services to patients at health
facilities. Within each of the five countries where Project HEART
worked, the operating model was adapted to suit local context.
The most prevalent approaches included the following:
• The district approach, which was pioneered in Tanzania and
later adapted in other countries to varying degrees, assumes

Figure 2. Thirteen Program Components
of Project HEART
• Voluntary counseling and testing
• Antiretroviral prophylaxis chosen by the site for PMTCT
• Community mobilization efforts
• Drugs to treat opportunistic infections
• Prevention with Positives
• Training of personnel
• Hiring of counselors and laboratory technicians
• Upgrades of physical infrastructure, including laboratory
facilities, clinical care space, and counseling rooms
• Development of management information systems
• Strengthening of maternal and child health services
• Integration of PMTCT into existing maternal and child
health and family planning services
• Counseling on infant feeding options
• Additional care and support for people living with HIV/
AIDS, including post-test support groups and peer
education

that the district is the locus of decision making for service
delivery and program planning. Aided by a sub-award to provide
direct funding to the district, Project HEART staff worked
with the district health management team to develop work
plans, budgets, and data collection plans. The district teams
were multidisciplinary, consisting of a medical doctor and/
or a district director, as well as the focal points for PMTCT,
laboratory, pharmacy, and community support. District staff
were responsible for mentoring lower level health facilities and
implementing activities and trainings to upgrade their skills. This
approach fostered local ownership and built the capacity of
district teams to supervise the health network within the district,
allowing them to gain experience in managing U.S. government
(USG) funds; in some countries, this was the districts’ first
experience managing any funding at all.
• Performance-based financing (PBF), which was adopted
from the Foundation’s work in Rwanda and implemented
in Côte d’Ivoire and Mozambique, provided incentives for
health workers to improve performance through systematic
measurement of predefined indicators and payments
based on results. Payments were linked to performance on
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Table 2. Project HEART and WHO Building Blocks for Health Systems Strengthening

Building Block

Project HEART Contribution

Leadership and Governance

Through participation in national-level technical working groups and local capacity
building, Project HEART staff influenced national policies, training curricula, and
guidelines based on findings from the field and contributed to development of healthsector strategic plans at national, regional, and district levels.

Health Information Systems

Project HEART relied on existing reporting forms and tools and databases to obtain
project data, and when necessary advocated for revision of nationally endorsed tools
in order to generate richer information on HIV services. Project HEART efforts also
built the capacity of health-care workers in the use of these tools through training,
mentorship, and supportive supervision in data collection, reporting, and use of data
for program planning and decision making.

Health Financing

An integral component of Project HEART, implemented later at health facilities,
was innovative financing mechanisms through sub-grants or performance-based
financing to supplement government funding and motivate district and provincial
health departments to play a more proactive role in the planning, management, and
monitoring of services.

Health Workforce

Despite severe health worker shortages in most Project HEART countries, project
staff provided training, mentoring, and supportive supervision in close collaboration
with the MOH. In most instances, Project HEART staff were not based at health
facilities, but rather provided technical assistance and mentoring through scheduled
site visits together with MOH staff. Salary support, provided directly or via sub-grants,
funded cadres of health workers who could be absorbed into the health system and
within the salary scale stipulated by the MOH. To increase the pool of qualified health
professionals, Project HEART reached over 25,000 health workers with preservice
trainings as well as in-service and on-the-job trainings to enhance the skills
and knowledge.

Service Delivery

Project HEART enhanced the capacity of the health system to deliver a comprehensive
package of high-quality HIV clinical services in accordance with globally and nationally
accepted standards of care. Training and mentoring health staff and public health
managers to more effectively manage HIV programs and efficiently allocate resources
while maintaining quality of services was a central component of the project.

Medical Products and
Technologies

Given the overwhelming need to strengthen the supply chain management system in all
countries, a common bottleneck to testing and treating patients, Project HEART shifted
focus from drug procurement to providing technical assistance to national supply
chain systems and departments to address stock-outs of tests, drugs, and reagents.
This included participation in national forums to change policy, create or update of
databases for more reliable drug forecasting, and train pharmacy and lab staff as well as
equip 105 laboratories to manage HIV clinical services.
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predefined indicators, which were based on data reviewed by a
multidisciplinary committee for accuracy and credibility.
• Decentralized/integrated health networks supported HIV
prevention, care, and treatment at lower level health centers
linked to a central health center or a hub and complemented the
district approach. Similar to the district approach, the aim of
this approach is to increase and improve the services available
to patients at smaller, more localized sites through training of
health facility staff and infrastructure improvements. Through
the district approach, the recipients of direct technical assistance
and capacity building efforts by Foundation staff were
district-level health staff. However, through the decentralized/
integrated health network approach, the Foundation provided
direct technical assistance to health staff at lower level sites in
an effort to decongest reference hospitals and district health
facilities. With supportive supervision provided by Foundation
staff, district health departments established stronger networks
of care and referred complicated cases to district health facilities
as needed.
Program Results and Successes: Expanding HIV
Prevention, Care, and Treatment Services in
Multiple Countries
Establishing a continuum of care that links people living with HIV
to essential health services while minimizing loss to follow-up was
the centerpiece of Project HEART’s model. Effective chronic care
management ensured that patients remain continually engaged in
the health system and receive adequate follow-up care throughout
their lives. The key components of clinical care and HSS
implemented by Project HEART included PMTCT; adult care
and treatment; pediatric care and treatment; TB/HIV integration;
community and psychosocial support services; training, mentoring,
and capacity building; infrastructure improvement and SCMS;
monitoring and evaluation; and quality improvement.
Prevention of Mother-to-Child Transmission
Recent evidence shows that PMTCT using combination therapy
for HIV-infected pregnant women can reduce transmission to less
than 2 percent, making it one of the most effective prevention
strategies.6 Project HEART scaled up PMTCT services in Côte
d’Ivoire, Mozambique, South Africa and Zambia7 by providing a
minimum package of services, a defined set of standard services,
using a family-centered approach. Initially, PMTCT was primarily
offered at larger, well-equipped health facilities. However, over
time, Project HEART provided the material and technical

Figure 3. Performance-Based Financing
(PBF) in Côte d’Ivoire: Results and
Lessons Learned
• In Côte d’Ivoire, the PBF program grew from four
awardees in 2006 to 32 health facilities in 2011, using
20 indicators linked to Project HEART and PEPFAR
programmatic priorities. Focused on private, NGO,
and faith-based organization health facilities, the PBF
approach has proven effective in increasing the uptake
of PMTCT services and enhancing the accountability of
the sub-awardees.
• An analysis comparing sites implementing PBF to sites
not implementing PBF revealed that sites implementing
PBF had consistently higher levels of uptake. There were
substantial increases in the percentage of infants on
ARVs (a 63 percent increase for public sites) and women
on ARVs (a 31 percent increase for public sites).
• Health facilities implementing PBF accounted for a
significant portion of Project HEART’s results:
• 8 percent of PMTCT sites accounted for 26 percent of
results, and 24 percent of ART sites accounted for 38
percent of results between January and June 2010.
• 10 percent of volunteer counseling and testing
(VCT) sites accounted for 60 percent of VCT results
between January and March 2011.
Ghanotakis E, Attiah J, Ntumbanzondo M, et al. International AIDS
Society, 2010.

support to initiate PMTCT services in rural areas at lower level
health facilities, facilitating an unprecedented expansion of
PMTCT services. Project HEART trained staff, renovated health
facilities, and ensured adequate laboratory capacity to deliver
PMTCT to the most underserved populations. This investment
produced remarkable results, proving that PMTCT is a viable
and indispensable intervention that can reverse the tide of the
epidemic, if taken to scale.
By the end of June 2011, more than 2,800,000 pregnant women
were counseled and more than 2,500,000 were tested, of which
more than 350,000 pregnant women and more than 220,000
infants received ARV prophylaxis. Testing in antenatal care (ANC)
and labor and delivery increased from 80 percent in project year
one (PY1) to 86 percent in PY7, facilitated largely by national
policy changes in Project HEART countries that promoted
opt-out testing in ANC and maternity wards, as well as providerinitiated testing and counseling (PITC) in general. HIV testing in
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Figure 4. Effective Integration Leads to
Increased Uptake of ART for Pregnant
Women in Zambia
Based on the findings of a pilot study funded by the
Center for Infectious Disease Research in Zambia (CIDRZ)
and implemented in eight public-sector clinics in Lusaka
district, the Foundation and CIDRZ evaluated whether
the initiation of ART services provided in ANC increased
the percentage of women receiving services compared
to referring eligible women to the ART clinic. Under this
model, a medical officer determined eligibility based on
CD4 results and prescribed ART, while a nurse provided
ANC and peer educators provided health education
services and counseling. Generally, women enrolled on
the day they returned for their CD4 results continued to
receive ART services in ANC until six weeks postpartum.
Results showed that the proportion of eligible women
initiating ART doubled at health-integrated ANC and ART
services. As CIDRZ expanded this model to other sites,
similar improvements were seen. These included:
• An increase in the number of HIV-positive pregnant
women enrolled in ART, from 10 percent in June 2009 to
29 percent six months later; and
• Of the women enrolled in ART services, 95 percent
initiated ART during their pregnancy, compared to
65 percent previously.
Inspired by this success, the integration of MCH
and ART services at these sites has become standard
practice countrywide.
Sources: Killam WP, Tambatamba BC, Chintu, N, et al., 2010;
Giphart, A, 2011.
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ANC has become routine as PMTCT expanded to primary
health-care facilities and more health staff trained to provide
counseling, including lay counselors and peer educators,
thereby alleviating overworked nurses. By the end of June 2011,
more than 75 percent of HIV-infected pregnant women in
Côte d’Ivoire, Mozambique, South Africa, and Zambia received
ARV prophylaxis.8 Compared to the average uptake in the region,
which was 45 percent in 2008, this accomplishment is impressive.9
In 2010, 34 percent of HIV-positive pregnant women were
screened and staged for illness, and 21 percent enrolled in care and
treatment. While timely initiation of life-saving ART drastically
reduced mother-to-child transmission (MTCT) of HIV, ensuring
that eligible women receive ART as early as possible during
pregnancy remained a challenge for all country programs.10 The
approach of integrating ANC and ART services appears to be
more effective at rapid enrollment of pregnant women than
passively referring mothers to separate ART clinics. Projectwide,
infant uptake of ARV prophylaxis was 62 percent in PY7, an
increase from 50 percent in the first year of the project. In
countries such as Côte d’Ivoire, where an infant take-home dose
is available, this percentage reached 70 percent. This difference
between maternal and infant uptake of ARV prophylaxis may be
explained in part to low rates of institutional deliveries in rural
areas and poor infant follow-up.
In South Africa and Côte d’Ivoire, there have been marked
improvements in the quality of PMTCT programs at
Project HEART–supported sites. Propelled by considerable
political will to reduce MTCT to less than 5 percent by 2011,

Figure 5A. Project HEART PMTCT Cascade A, Project Year 7 (April 2010-March 2011):
Women eligible for PMTCT services, counseled, tested for HIV, received HIV test results,
and tested HIV-positive*
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Figure 5B. Project HEART PMTCT Cascade B, Project Year 7 (April 2010-March 2011):
Total HIV-positive pregnant women, women receiving ARV prophylaxis and infants
receiving ARV prophylaxis*
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*Project HEART did not support PMTCT services in Tanzania because this component was funded by USAID. Therefore, PMTCT data for Tanzania is not
included in Figures 5A and 5B.
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the South African government developed the National PMTCT
Accelerated Plan (A-Plan). Project HEART trained nurses in
PMTCT, provided supervision, and measured performance
before, during, and quarterly following the intervention. Selected
to support three of the 18 priority districts identified by the
MOH, Project HEART won an award for the results achieved in
Metsweding district in Gauteng Province, lowering MTCT to less
than 5 percent in one year; as a result, the district was removed
from the priority list.
The surge in demand for testing and the use of more efficacious
regimens for PMTCT placed constraints on the logistic system
in country and contributed to stock-outs of test kits, zidovudine
(AZT), and cotrimoxazole (CTX), which impeded the quality
and consistency of PMTCT services and is confirmed by recent
studies.11 This trend is expected to continue, as the new WHO

guidelines will increase the number of treatment-eligible patients
by 50 percent or more.12 Expanding PMTCT coverage in future
years must continue to focus on reducing delays along the PMTCT
cascade and on providing adequate information systems linking
data from PMTCT and ART services.
Adult Care and Treatment
The sheer growth in the number of sites supported by
Project HEART illustrates the overall scale achieved in the past
eight years (see Figure 6). Tanzania and Côte d’Ivoire represented
32 percent and 31 percent, respectively, of the total number of
sites. The number of patients enrolled in care and treatment
paralleled the significant growth in site support. By the end of
September 2011, over one million patients had been enrolled in
care13, and more than half a million had been started on ART.
Zambia accounted for the greatest proportion of adults enrolled

Figure 6. Care and Treatment Enrollment and Site Expansion as of September 30, 201114
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Figure 7. Strengthening Pediatric Care
and Treatment in South Africa:
The Contributions of Project HEART
• Ensuring PITC in pediatric wards, under-five clinics, and
emergency rooms
• PMTCT supporters to strengthen linkages between
postnatal care, infant testing, outpatient departments,
and immunization
• ART initiation in inpatient wards
• Nurses and nurse assistants to support counseling in
PMTCT, which has increased uptake of early infant
diagnostic testing
• Strong focus on community education to increase
awareness of available services
• Support groups for mothers, children, and families to
assist with disclosure of HIV status
• Training of physicians in pediatric care and treatment,
facilitated by BIPAI

in care and treatment, while South Africa enrolled the highest
number of children in both care and treatment. Among countries
where Project HEART works, HIV prevalence is highest in
South Africa and Zambia is at 17.8 percent and 13.5 percent,15
respectively, but the relative strength of the health systems also
accounts for these achievements in these countries.
At the outset of the project, the demand for care and treatment
services outpaced the capacity of health facilities to meet the
need. For the most part, initiation of ART was restricted to
district-level heath facilities, reference hospitals, or private service
providers, and only medical doctors were authorized to prescribe
ART, which limited access and forced patients to travel long
distances to receive care. By decentralizing care and treatment to
lower level health facilities, in line with the policies of the MOHs,
and training other cadres, such as nurses and medical officers, to
prescribe and dispense ART, Project HEART extended care and
treatment services to a significant number of adults living with
HIV. Through training, mentoring, and supportive supervision
of health professionals in country, Project HEART enhanced the
clinical skills of physicians and health staff, the majority of whom
had limited experience in providing longitudinal care for people
living with HIV.

Improvements in patient outcomes were observed over the course
of Project HEART, and patients initiated treatment earlier, as
demonstrated by the increases in the baseline CD4 percentage.
Approximately 80 percent of patients across all five Project
HEART countries received a CD4 percentage at baseline.16
By the end of September 2011, Project HEART’s cumulative
attrition rate was 38.1 percent,17 51 percent of which was due
to loss to follow-up, followed by transfers to different health
facilities, which accounted for 22 percent. Patient deaths, unknown
reasons, and stopping ART represented 18 percent, 8 percent,
and 1 percent of attrition, respectively. Findings from an analysis
of retention data performed in 2009 demonstrated that Project
HEART enrolled healthier cohorts over time, and retention
was higher at urban sites and primary-level health facilities. To
better understand the relationship among site characteristics,
performance, and quality of care, Project HEART conducted
a health facility survey at 220 ART sites in 4 countries in 2009.
Results showed that low attrition for adults was associated with the
provision of a basic care package, and the availability of homebased care services was associated with lower attrition for both

Figure 8. Package of Comprehensive
Prevention, Care, and Treatment Services
Offered at Project HEART–Supported
Health Facilities
• HIV testing and counseling, including PITC of family and
partners, and prevention with positives, clinical history
and exam, WHO clinical staffing, TB screening, and
isoniazid preventive therapy
• Sexually transmitted infection and opportunistic infection
screening, treatment, and CTX prophylaxis
• Antiretroviral therapy
• Early infant diagnostic testing for all HIV-exposed
children
• Nutritional evaluation,
including infant feeding

counseling,

and

support,

• Laboratory tests
• Assessment of
planning needs

reproductive

health

and

family

• Psychosocial and community support services, including
support groups and patient education
• Adherence education and support
• Referrals to other services as needed
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children and adults.18 In response to these findings, the Foundation
ramped up the psychosocial and community support component,
with a strong focus on pre-ART counseling and active tracing
mechanisms. Early identification of HIV patients through PITC,
combined with a stronger focus on adherence support, helped
improve retention rates. Nevertheless, patient retention remained a
significant challenge.
Pediatric Care and Treatment
By the end of September 2011, Project HEART cumulatively
enrolled in care 79,677 children, of whom 47,154 were initiated on
ART. Zambia accounts for the largest contribution to the number
of children ever enrolled in care, with 22,311, while South Africa
accounts for the most number of children ever initiated on ART,
with 14,804. Since 2005, on average, South Africa enrolled more
than 4,000 children in care and more than 2,700 children in ART
each year. Across the five Project HEART countries, children

represented 7.7 percent of all individuals ever enrolled in care,
ranging from 9.4 percent in South Africa to 5.1 percent in
Côte d’Ivoire. During the last three-quarters of the project,
enrollment of children increased by 15 percent. As shown in
Figure 9, nearly all countries have doubled the proportion of
infants under two years of age starting ART who are currently
enrolled in care. Overall, the majority of children enrolled in care
and treatment are between 5 and 14 years old. Mozambique has
made notable progress in providing ART to the youngest, with
children younger than one year of age making up 38 percent
of children ever enrolled in ART. This is largely a result of the
rapid roll-out of the revised WHO guidelines, which recommend
initiating ART in all HIV-infected infants (regardless of CD4
percentage), and the roll-out of early infant diagnosis (EID) using
polymerase chain reaction (PCR) testing. Similar increases are
expected in the other countries as the WHO guidelines become
more widely implemented.

Figure 9. Proportion of Infants Younger Than Two Years of Age Currently in Care Who
Started ART, 2007–201119
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Figure 10. Increasing Access to Pediatric
Care and Treatment through a FamilyCentered Approach: The Kilimanjaro
Christian Medical Center (KCMC)
Experience in Moshi, Tanzania
KCMC is a large referral hospital in Moshi, Tanzania, that
established a child-centered family care clinic (CCFCC)
in 2006 to provide comprehensive care and treatment of
services for children and their families, including primary
and specialized clinical care, social services, PMTCT, and
home-based care. Using a family-centered approach, the
CCFCC reached a large number of children and families
and achieved higher retention rates of patients compared
to other sites. Factors that contributed to their success
included: (1) creating a child-friendly clinic with ageappropriate activities, (2) establishing children’s clubs or
support groups for children living with HIV, (3) offering
postnatal and reproductive care to mothers of HIVexposed and infected infants at the same location, and
(4) training in pediatric counseling for health workers.
Key accomplishments included:
• By the end of June 2011, 4,789 individuals were enrolled
in care, of which 835 (21 percent) were children. Of the
3,578 initiating ART, 634 (22 percent) were children.
• In the same period, 256 exposed infants were tested
with polymerase chain reaction, of which 24 (9 percent)
tested positive.
• KCMC facilitated 38 elective attachments for clinicians
to gain hands-on experience in pediatric HIV.
Source: KCMC Final Progress Report, June 2011.

The notable improvement in pediatric care and treatment was
primarily a result of three converging factors: (1) increased access
to EID testing, (2) training and mentoring of physicians and other
health staff, and (3) advocacy at the national level to prioritize
pediatric care and treatment. In all Project HEART countries,
improved access to EID testing through DNA-PCR testing and
rapid turnaround of results through use of Short Message Service
(SMS) printers in some countries had a positive impact on the
number of children promptly enrolled in ART. Providing support
for transport of dried blood spot (DBS) specimens using courier
services and renovation of PCR laboratories, coupled with training
of service providers, have led to faster turnaround times for PCR
results and an increase in the number of children enrolled in care.
In the first quarter of 2011, 47 percent of children born to HIVinfected women at Project HEART–supported sites had access to

EID testing (DNA-PCR test done), in comparison to
40 percent in Q1 2010. By the end of March 2011, the percentage
of health facilities collecting DBS specimens for PCR ranged from
29 percent in Mozambique to 86 percent in South Africa.20
In all countries the Foundation recommended the designation
of medical officers, lay counselors, or pediatric focal points
exclusively in charge of EID services to improve follow-up of
HIV-exposed and -infected infants at health facilities. PITC in
pediatric wards, in outpatient departments, and with children of
HIV-positive individuals became more routine as governments
adopted more aggressive approaches to testing and identifying
children. Effective integration of HIV care and treatment in
MCH, PMTCT, and TB services also improved identification of
HIV-positive children.
In parallel, investment in training and mentoring of health staff
contributed to improvements in pediatric care and treatment by
giving providers the skills and confidence to treat children. In the
early days of Project HEART, clinicians with limited hands-on
experience were apprehensive about treating children, given the
complexity involved and their own perceived lack of counseling
skills required to discuss disclosure and other sensitive issues with
parents. Successful interventions implemented by Project HEART
to enhance provider capacity included the following:
• Project HEART Zambia’s pediatric mentorship program and
targeted training of nurses in counseling and psychosocial
support for children and caregivers has increased the confidence
and self-efficacy of health staff to treat children and their
families.
• Project HEART Côte d’Ivoire’s partnership with the Ivorian
Pediatric Association played an important role in training and
mentoring health staff.
• Establishing a pediatric HIV Learning Center at General
Hospital of Machava in Mozambique allowed physicians and
medical officers to receive didactic training and attend clinical
rotation to increase comfort and skills in treating children.
• A family-center care model was implemented at KCMC in
Tanzania, whereby all MCH, PMTCT, and postnatal care was
provided at the same location for caregivers and children, which
resulted in higher pediatric retention rates.
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Figure 11. Best Practices in TB/HIV
Collaboration: Project HEART /Tanzania
• Partial or full integration of TB/HIV
• Longitudinal TB screening forms that follow same patient
for one year
• MOH Working Group on TB/HIV Integration to bring
more attention to the issue
• Supportive supervision specifically for TB/HIV

Collaborative TB/HIV Services
Tuberculosis is the most common opportunistic infection (OI)
associated with HIV and the leading cause of death among
HIV-infected patients. Integrating TB services into HIV care and
treatment programs was crucial in Project HEART to adequately
tackle both diseases, as the countries where Project HEART works
have some of the highest rates of TB worldwide. However, TB
diagnosis is often hampered by inadequate laboratory facilities,
lack of trained personnel, suboptimal access to diagnostic
technologies, distance, and fees related to services.21
More recently, the Foundation has advocated for the substantial
collaboration of TB/HIV services and the adoption of the onestop shop model of TB/HIV services, which is being piloted in
select sites in Tanzania and Gaza Province, Mozambique, where
HIV counseling and testing, clinical assessment (including
WHO staging and CD4 percentage screening), pre-ART
counseling, provision of CTX prophylaxis, TB screening, TB
treatment, and ARV treatment occurred within HIV clinics.22
Still in the early stages of implementation, this model promises
to address some of the pending barriers to TB/HIV integration,
particularly the provision of ART for eligible TB patients newly
diagnosed with HIV. Some of the strategies Project HEART
identified to improve TB/HIV collaboration are outlined in
Figure 11. Successful interventions include the development of
a longitudinal TB screening form that provides space to record
results for up to one year and supportive supervision specifically
to address TB/HIV activities at the facility level. Most important,
the MOHs in each country have adopted collaborative TB/
HIV activities as national policy and have developed guidelines
for implementation. Although roll-out was slower than desired,
overcoming the vertical approach to TB/HIV care is vital to
curtailing these dual epidemics.
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Routine TB screening and diagnosis of HIV patients increased
in all Project HEART countries, as demonstrated in Figure 12.
Project HEART/Tanzania has maintained high and consistent
TB screening rates, with more than 70 percent of HIV patients
screened for TB every quarter. Following TB symptomatic
screening, the majority of patients in South Africa (87 percent)
had access to diagnostics evaluation for active TB disease, and
more than 80 percent received TB treatment. All Project HEART
countries institutionalized HIV counseling, testing, and recording
status of TB patients, with the average rate exceeding 75 percent
in 2010. However, less than 30 percent of eligible co-infected
patients received ART in 2010, pointing to the need for more
effective follow-up and integration of services.
Community and Psychosocial Support Services
Since 2007, the community support program under Project
HEART has broadened in scope and coverage to include
health promotion and health extension activities. Whether
developing partnerships with NGOs with extensive experience in
community health, providing sub-grants to local community-based
organizations (CBOs), or working through various community
agents, Project HEART engaged communities, including groups
of people living with HIV (PLWHA), to address the multiple
psychosocial support needs of children and adults living with
HIV/AIDS. Community outreach and support interventions
complemented the clinical focus of the project and ultimately
enabled Project HEART to achieve scale and improve health
outcomes. Some of the implemented interventions included
the following:
• Psychosocial support: Both facility-based and communitybased support groups, provided an opportunity for children,
mothers, and family members living with or affected by HIV to
meet regularly to discuss issues such as adherence, experiences
with stigma, nutrition, positive living, child and partner testing,
disclosure, and so on. In addition, children’s camps provided
an opportunity for children to receive targeted psychosocial
interventions aimed at reducing their social isolation and
enhancing their coping skills.
• Children’s Corners: The Côte d’Ivoire, Tanzania, and Zambia
Project HEART programs piloted children’s corners in mediumand high-volume sites to cater to the special needs of children
living with and affected by HIV. The children’s corners are
equipped with child-friendly furniture, toys, and books and
incorporate child-friendly activities conducted by trained lay

Figure 12. Percentage of patients tested for HIV of those attending TB service
from Q2 2010-Q2 2011*
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*TB in Zambia is funded through a separate program

and licensed service providers. Through collaborations with
district stakeholders and service providers, the Tanzania country
program successfully scaled up this service, training over
142 service providers and initiating children’s corners in over
68 of the 165 care and treatment centers. In Zambia, puppetry
activities are conducted on clinic days at sites serving children
as a way to convey messages about ART adherence and living
positively through child-friendly messaging. The Tanzania
and Zambia country programs were able to integrate training
materials for these activities into the national pediatric
HIV efforts.
• Expert patients and peer agents: Provide counseling to
PLWHA and their families, escorted patients to consultations
and referrals, organized patient files, and conducted home visits
to recuperating patients lost to follow-up. Where possible, the

Foundation relied on existing volunteer networks [TB, Orphans
and Vulnerable Children, and home-based care (HBC)] and
provided training in HIV care and support in order to maximize
resources and encourage sustainability.
• Community focal points at health facilities established and
facilitated support groups, organized mechanisms for active
tracing, and liaised with CBOs and other community structures.
• Sub-grants and memorandums of understanding
with CBOs improved treatment literacy through health
communication activities, enabled health facilities to provide
home-based support to patients at risk of defaulting, and
established community-based support groups.
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• Partnerships with the World Food Programme, Program for
Appropriate Technology in Health, Save the Children, Helen
Keller International, and other NGOs provided micronutrients
for HIV-positive patients, food supplements, nutrition and
infant feeding counseling, training, and information, education,
and communication (IEC) materials.
Infrastructure Improvement: Laboratory and
Supply Chain Management Systems
Historically, the health system in sub-Saharan Africa has been
geared toward episodic care rather than chronic care, and the
physical infrastructure and logistic systems in place at the start
of Project HEART reflected this trend.23 At the start of Project
HEART, the available space, equipment, and supplies at health
facilities, predominantly located in neglected, rural areas, were
inadequate to provide quality HIV services. Many health facilities
did not have running water, electricity, or sanitation systems to
meet biosafety standards. Renovations of health centers and
reorganization of existing space improved patient flow and
referrals and protected confidentiality, while the purchase of
essential laboratory equipment and supplies expanded diagnostic
capacity. Working closely with the MOH in all countries to
identify infrastructure improvement priorities, by March 2011,
Project HEART supported the renovation of 134 health facilities,
including 29 pediatric clinics and 105 laboratories, with the vast
majority occurring in Côte d’Ivoire and Zambia.
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Figure 13. Improving Early Infant
Diagnostic Services through the Use
of SMS Printers: Lessons Learned from
Mozambique
Mozambique has made great strides in expanding access
to EID services through the installation of the Expedited
Results System (ERS), which utilizes GPRS wireless
technology and simple, inexpensive printers, and reduces
the time and cost of transporting results from the laboratory
to clinics. In collaboration with the Clinton Health Access
Initiative and the MOH, the Foundation supported 65 of 201
PMTCT sites to implement SMS printers for results delivery.
Preliminary results from Maputo City showed a decrease in
the average return time of EID results to patients from 85
to 33 days when using the ERS. This is cost-efficient at less
than one cent per test, and the distribution of results was
managed by an administrative assistant, thereby reducing
the workload of skilled laboratory technicians.

Ensuring a stable and sufficient supply of test kits, drugs, and
reagents was critical to providing comprehensive HIV clinical
care. To rapidly start up activities, Project HEART directly
procured many ARVs, test kits, and other supplies, addressing a
serious gap in all countries. In 2006, the PEPFAR-funded SCMS
project assumed responsibility for strengthening the supply chain
management system, including drug forecasting and warehouse

capacity. Nevertheless, SCMS’s mandate focused primarily on
national-level systems. With the unprecedented increase in
the number of patients accessing HIV services taxing already
fragile supply chain systems, occasional stock-outs at district and
provincial levels were observed and threatened to compromise the
uptake of testing and initiation of ART.
Project HEART staff provided ongoing technical assistance and
supportive supervision to pharmacists on the use of current
HIV treatment guidelines, sample referral transport networks,
good storage practice of ARV commodities, and proper use of
laboratory information management system tools. In Tanzania,
the Foundation supported the ISO lab accreditation process at
KCMC and the WHO-AFRO accreditation of Mt. Meru and
Kahama Labs, and in Zambia, it is transitioning Kalingalinga
Central Laboratory and Ngansa Warehouse to full management
by the MOH after intensive training in Good Clinical Laboratory
Practice, and is transferring the management of contracts with
equipment and supply vendors.
In most countries, district laboratories were able to provide rapid
HIV testing and results. Increasingly, these laboratories performed
CD4 percentage testing and collection and transport of DBS.
Project HEART promoted the decentralization of laboratory
services within national parameters. Despite increased access
to diagnostics, district laboratories typically sent CD4 and DBS
samples to referral laboratories, causing delays in processing and
determining eligibility for treatment. Limited laboratory capacity
at the district level was one of the most pervasive barriers to

care. Through sub-grants to district health departments, Project
HEART worked with the district health teams to optimize the
functioning of these sample referral transport networks, including
through the use of technology (see Figure 13). In addition to
transport support, the Foundation trained and mentored 2,660
laboratory staff in diagnostic procedures and quality control;
performed supervision visits at 441 laboratories; and supported
procurement and reliable forecasting of test kits, equipment
for ARV monitoring tests, ARVs and OI drugs, CD4 machines,
reagents, and other supplies.24
Training, Mentoring, and Capacity Building
Training available health staff and creating a pool of skilled
workers was crucial to scaling up access to HIV services. Project
HEART supported basic, refresher, on-the job, and preservice
trainings for a variety of health cadres, including medical doctors,
medical officers, nurses, pharmacists, laboratory technicians,
counselors, and volunteers. National training curricula were
used to ensure that training content was aligned with national
guidelines. Didactic training was complemented by structured
supervision and mentoring provided by Project HEART staff or
peers who were trained to be facilitators, mentors, and supervisors.
To the greatest extent possible, Project HEART built the capacity
of national trainers, used training of trainers (TOT) methods,
and financed training through sub-grants, making district and
provincial health departments responsible for identifying needs
and organizing trainings independently. By the end of September
2011, through Project HEART, a total 7,045 doctors, 11,564

Table 3. Cumulative Number of Health-Care Workers (HCW) Trained in ART and non-ART
Care through Project HEART25

COUNTRY NAME

Physicians
Trained: ART

Nurses
Trained: ART

Côte d’Ivoire

3,069

2,571

655

1,431

Mozambique

278

916

699

1,675

South Africa

932

1,966

1,919

588

1,835

1,968

1,229

1,956

931

4,143

2,690

23

7,045

11,564

7,192

5,673

Tanzania
Zambia
TOTAL

Other HCW
Trained: ART

Total Staff Trained:
non-ART Care*

*Some staff trained in non-ART care may have also been trained in ART.
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nurses, and 7,192 other health workers were trained in ART and
5,673 received training in non-ART care (see Table 3).
Mentoring goes hand in hand with conventional training,
reinforces concepts, and gives health staff a unique opportunity
to put into practice the skills learned in a classroom setting,
all while receiving constructive feedback and supervision. Onsite mentoring is particularly effective because health workers
can apply their clinical skills in an environment with the same
resources, infrastructures, and conditions where they work on a
daily basis. Mentoring is time- and labor-intensive, however, so the
Foundation solicited the technical assistance of expert partners to
implement these programs including UCSF/ASPIRE and BIPAI
(see page 11).
Project HEART also supported 12 preservice training courses
in an effort to increase the existing pool of qualified human
resources for health, particularly health workers from rural areas
who are more likely to remain in more neglected districts and
provinces.26 Since 2007, Project HEART in Côte d’Ivoire, in
collaboration with the University of Abidjan-Cocody (UAC),
the National Institute of Nursing, and the National Institute
for Social Work, developed and expanded preservice training
programs in medicine, social work, nursing, and pharmacy,
training a total of 245 service providers. Certificate programs
were established at preservice training institutions for infectious
disease management. This included internships for 151 social
workers and nurses, 25 pharmacy graduates, and 69 medical
students. The program prepared and assigned students to threeand six-month placements at underserved and rural Foundationsupported locations offering HIV, TB, and malaria services,
and about half of the participants have requested to stay at
their placement site. In Mozambique, the Foundation provided
sub-grants to the training institutes in four provinces to carry
out preservice training based on the priorities identified by the
provincial health departments. Thus far, Project HEART has
supported a total of nine courses for 259 medical officers and
nurses.27
Monitoring and Evaluation and Quality
Improvement: Establishing Simple Yet Effective
Systems to Measure Performance and Impact
Robust monitoring and evaluation (M&E) systems are key
to measuring program performance, tracking patient outcomes,
and continually improving service delivery. Supporting
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governments to establish and build upon existing M&E systems
that provide reliable, accurate, and automated information on
longitudinal care for patients was one of Project HEART’s goals.
Project HEART’s strategy was three-pronged and focused on
(1) training and building the capacity of national M&E staff to
more effectively collect, manage, and use data for decision making
(2) developing more sophisticated databases and reporting tools;
and (3) improving data quality through periodic data quality audits
of health facilities and quality improvement (QI) methodologies
that use data to improve programs. The initial stages of Project
HEART focused on setting up data systems, training data entry
staff, and improving routine data collection and reporting to
donors and stakeholders. Building institutional capacity to manage,
analyze, and use data gained more momentum once adequate
systems were in place. Coaching of M&E staff and clinicians to
master data verification and analysis, and reinforcing data quality
standards, occurred more frequently during on-site supervision
visits. As local capacity to collect and manage data increased,
Project HEART placed a stronger focus on data use and analysis
for real-time decision making, data quality improvement, and
program quality improvement.
Improving M&E systems relied on establishing data collection
tools and databases for timeliness and accuracy of data,
as more and more patients enrolled in care and treatment.
Project HEART strongly encouraged the revision and use of
national registers, tools, and databases to generate information
on program indicators and more effecting monitor of patients.
Where viable and conditions permitted, the Foundation supported
national governments and health facilities in installing or adapting
electronic patient monitoring systems that aggregated data on
various indicators collected from patient registers, including
information on patient status and clinical history, ARV eligibility
and regimen, OI screening and care, and adherence. Routine
reports were automatically generated and customized to provide
information on a specific set of indicators, including PEPFAR
requirements. These databases reduced human error, improved
individual patient monitoring, enabled cohort tracking, and
made data collection and management more efficient. Electronic
patient databases produced lists of patients lost to follow-up,
which facilitated active tracing and recuperation of these patients.
Furthermore, data extracted from patient tracking systems fed into
the implementation of QI cycles.

Figure 14. Data Quality Assessments:
An Effective Tool in Evaluating and
Enhancing Data Quality
• Data quality assessments (DQAs) were conducted in 75
percent of Project HEART–supported health facilities in
Tanzania.
• From 2009 to 2010, there was a 25 percent increase in the
number of facilities with accurate reporting in Tanzania,
with a decrease in the average rate of discrepancies from
45 percent to 6 percent.
• In Côte d’Ivoire, 70 percent of care and treatment sites
performed DQAs, and more than 50 percent conducted
repeat measurements.
• Following DQAs and QI interventions, improvements
were noted in the PMTCT cascade in South Africa
between July 2009 and July 2010.
• HIV testing of pregnant women improved from 54
percent to 92 percent.

local capacity for M&E. Usually conducted during supportive
supervision visits to health facilities, DQAs entailed routine
data checks and cleaning of source documents and patient
chart reviews. Health facility teams were debriefed on the
results and developed data quality improvement plans, which
were monitored during the following visit. Specific weaknesses
identified through DQAs were communicated to district health
directors and addressed through on-the-job training or specific
program interventions to improve service delivery. Combined with
the development and dissemination of simple standard operation
procedures (SOPs) for data management and on-the-job training,
DQAs have improved data quality and dramatically improved
program results in the PMTCT program in South Africa, as
described in Figure 14.
Promoting the institutionalization of QI at all levels of the health
system (facility, district, and provincial), and integrating it into
all aspects of HIV clinical care, was a primary focus of Project

• All HIV-positive women received CD4 percentage testing
and results.
• Uptake of ARV prophylaxis increased from 14 percent to
96 percent.
• Initiation of eligible pregnant women on ART increased
from 27 percent to 66 percent.
• The PCR positivity rate decreased from 11–14 percent
to 5 percent.
Source: Msofe, JY, Moroni, M, Van’t Pad Bosch, J. 2011.

To compare data across countries, the Foundation developed
in 2006 the Global AIDS System for Evaluation and Reporting
(GLASER), an online data warehouse to store and utilize data on
all Foundation-supported HIV prevention, care, and treatment
programs. To complement in-country databases, GLASER allowed
for QI measurements using select indicators for comparisons
across Project HEART countries, provided critical feedback to
Project HEART staff in countries about performance over time,
and promoted sharing of lessons learned.
As the number of patients enrolled in care and treatment
expanded, ensuring accurate and timely data collection and
reporting became more critical for program implementation
and management. Since 2008, data quality assessments (DQAs),
conducted together with health facility staff, have provided
essential information on the reliability, validity, and accuracy
of Project HEART data and served as a platform to build

Figure 15. SmartCare in Zambia
In 2006, Project HEART/Zambia, under the technical
leadership of the CDC, supported the roll-out of the
national electronic patient records system, SmartCare,
by providing strategic and programmatic input, financial
management, information technology, staff, training, and
procurement of computer equipment and hardware. As of
March 2011, SmartCare was deployed in more than 571
health facilities in Zambia. SmartCare has been adopted
by the MOH as the national patient records system. The
Foundation and the CDC have worked with the Information
Communication Technology Unit of the MOH to build
capacity for increased MOH ownership of SmartCare.
Future plans include adding a PMTCT platform to 1,000
PMTCT sites nationwide.
Source: Project HEART Semi-Annual Program Report, March 2011.

"The Smartcare system has been able to
help the Ministry of Health move patients
from point to point with medical records in
their hands, and at each location health care
providers have been able to see the patient
history. That improves how the clinician
treats the patient."
Derrick Muneene, Smartcare Project Manager
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“Quality improvement encourages health
staff to work smarter, not harder, and fosters
mutual learning and sharing between highperforming sites and those that need more
support.”

Global Partnerships: Working Together to
Improve the Quality of HIV Services
Project HEART engaged three global implementing partners to
provide technical assistance in quality improvement and training
and mentoring of clinical staff across all five countries:
UCSF/ASPIRE; JSI. and BIPAI.

—Mary Morris, Technical Officer, QI

A key player in defining best practices of HIV clinical care, the
UCSF/ASPIRE provided technical consultation and assistance on
HIV care in South Africa, Zambia, Côte d’Ivoire, and Tanzania.
Mentoring consisted of patient rounds and case-based learning in
small groups at a specific site and focused on PMTCT, pediatric
diagnosis, early infant ART initiation, resistance, detecting failure
of ART, and safe switching of ARVs. In Zambia, UCSF/ASPIRE
provided ongoing mentoring for clinical and medical officers
through semiannual visits and remote consultation services,
while in Tanzania and South Africa, UCSF focused on adult and

HEART. Project HEART’s QI strategy centered on supporting
national QI initiatives and tools to inform the QI process.
Programs relied on available data used by the national health
system and optimized the analysis of the same data. Focal points
and QI coordinators were identified in each country program to
spearhead QI efforts and oversee training of Foundation staff
and health professionals to equip them with the necessary skills
to lead QI activities. Training and mentoring of health staff, along
with improvements in health management information systems
(HMIS), were catalysts for incorporating QI as a routine part
of program implementation. The majority of health facilities
supported by Project HEART established Quality Improvement/
Management Committees consisting of clinicians and M&E
staff to analyze results of QI exercises, develop and monitor
QI plans, and propose solutions to improve performance.
Promoting site- and district-level ownership was key to the
success of QI, as evidenced by the effectiveness of collaboration
and twinning relationships between sites in Project HEART
countries. Through the use of the EZ-QI tool, which measures
indicators that represent the quality of HIV care for clients and
can indicate areas in which quality of care needs improvement,
Project HEART/South Africa helped bring improvements to the
PMTCT cascade in three target districts from January–June 2009
to January–June 2010. Specifically, MTCT in Maluti-a-Phofong
district decreased from 12 percent to 2 percent, in Nongoma from
14 percent to less than 5 percent, and in Metsweding from 14
percent to 3 percent. Among the three supported districts, there
was a 25 percent increase in PCR testing of HIV-exposed babies,
from 45 percent to 70 percent. In Zambia, the harmonization of
QI methodology and tools at the national level was particularly
successful because a Project HEART technical advisor was actively
involved in a national working group tasked with standardizing QI
across all implementing partners.
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pediatric HIV training and mentoring for nurses. In Côte d’Ivoire,
UCSF provided classroom and clinic-based training to the faculty
of medicine at the UAC and the Social Work Training School.
JSI brought extensive experience and technical expertise in
quality improvement, which enabled Project HEART to develop
functional quality management programs in all countries. In close
collaboration with the Foundation, JSI developed the EZ-QI tool
to analyze a core set of site-level indicators to support QI. This
tool was used in Côte d’Ivoire, South Africa, and Tanzania, which
supported MOHs to adopt a more proactive approach to QI,

Figure 16. Real Lives, Real Impact
Although data show the programmatic success of Project
HEART, more poignant is the indelible impact the program
has had on individuals and families living with HIV.
Discordant couples, single mothers, fathers working far
from home, grandmothers, and children alike have shared
their stories of hope and perseverance in living with a
chronic illness. In the face of stigma and discrimination,
many beneficiaries have had to overcome considerable
odds to access and stay on treatment. For many, speaking
out about HIV and advocating for policy change and
continued funding has become their life’s purpose. Many
beneficiaries become counselors, educators, and fund
raisers in their communities to increase awareness about
HIV and to be a support system for their peers. They eagerly
embrace this role, and their remarkable commitment to
advocacy has a far-reaching impact.

Figure 17. Key Accomplishments of Project
HEART Global Partners
UCSF/ASPIRE
• Trained 1,072 clinical personnel and mentored 644
clinical personnel in HIV care and treatment in Côte
d’Ivoire, South Africa, Tanzania, and Zambia. Training of
Trainer and Mentoring of Mentor programs reached 352
clinicians in Tanzania and 166 in Zambia.
• Designed and implemented district-based clinical
mentoring systems.
JSI
• Trained and mentored 1,369 Foundation and health
facility staff in Côte d’Ivoire, Mozambique, South Africa,
and Tanzania.
• Assisted more than 288 sites in conducting QI
measurements. Used Project HEART trainers to train 170
local health professionals (TOT).
BIPAI
• Trained a total of 1,472 health professionals in pediatric
HIV in South Africa, Mozambique, and Tanzania.
• Developed basic and advanced workshops on pediatric
HIV accredited by the South African Medical Association.
Source: End-of-project reports submitted by UCSF, JSI, and BIPAI in
September 2011.

establish national programs, and disseminate QI tools.
JSI significantly contributed to building the capacity of
Project HEART field staff and designating QI focal points
to measure quality, develop site-specific plans, and monitor
their implementation greatly advanced QI and propelled the
integration of QI into routine program activities. This strategy
was instrumental in decentralizing QI to the district level,
thereby making it more accessible and fostering local ownership
of QI efforts.
Specializing in health professional education and training and
clinical research, the BIPAI provided in-depth training and
mentoring in pediatric care and treatment for the Foundation's
national staff, as well as, service providers in Mozambique, South
Africa, and Tanzania. These trainings consisted of didactic
sessions, clinical case discussions, rotations, and supervision of
health professionals. BIPAI seconded full-time physicians to
the KCMC in Tanzania and the General Hospital of Machava

(HGM) in Mozambique to provide mentoring to local health
staff at these sites. The pediatricians placed at KCMC provided
on-site mentoring to visiting doctors as well as pediatric residents,
and provided outreach to district hospitals within the region.
Similarly in Mozambique, HGM became a learning center for
pediatric care with the support of the pediatrician seconded by
BIPAI, who also managed clinical attachments for a total of 33
doctors. Local physicians will take over the clinical attachments
at HGM to extend the professional development program
to numerous clinicians throughout the country. In South
Africa, BIPAI developed a curriculum for basic and advanced
workshops on pediatric HIV and provided expertise to physicians
via e-consulting. Accredited by the South African Medical
Association, the training is integrated into the national health
system and can be used to train additional health professionals.
The sustained presence of BIPAI physicians in all three countries
provided excellent educational opportunities for local health
workers, particularly in pediatric HIV, ultimately ensuring that
patients will continue to benefit from access to a highly trained
pool of professionals beyond the end of the project.
Challenges and Lessons Learned
Scaling up HIV prevention, care, and treatment services in
resource-constrained settings across various contexts posed
numerous challenges, as demand for testing and treatment
often outstripped the existing capacity of health systems to
adequately respond to the epidemic. Providing timely access to
care and treatment for children, ensuring patients remained in
care, and providing comprehensive community and psychosocial
support services were the foremost challenges Project HEART
encountered. Other challenges were more systemic in nature,

“Initial planning for PMTCT did not place
sufficient focus on preparing health staff
for treating HIV-infected children and how
to effectively communicate the treatment
options to families. In the early years, the
international community didn’t think about
what happened to those children who were
not so lucky.”
Denis Tindebywa, EGPAF, Regional Director, Pediatric Care and
Treatment

Project HEART End–of–PRoject Report: From Emergency to Sustainability 31

Project HEART: From Emergency to Sustainability

photo: James Pursey

Figure 18. Spotlight on Tanzania
One of most moving personal triumphs is that of Tatu and her daughter Faith from Tanzania. A nurse at the KCMC
in northern Tanzania, Tatu found out she was HIV positive when she became pregnant and went to the antenatal clinic,
where she was tested for HIV. She received counseling and took nevirapine to prevent transmitting the virus to her
child. Tatu was also able to give her newborn formula because she had access to clean water, which reduced the risk of
transmission. Her daughter Faith is seven years old today, HIV negative, and attending elementary school. Tatu's courage
and dedication have inspired her peers and colleagues alike. Her testimony touched the heart of former First Lady Laura
Bush. In January 2008, Tatu and Faith attended President Bush’s State of the Union Address, where he discussed the
success of the PEPFAR, symbolized by women and children like Tatu and Faith. Tatu is currently the nursing officer in charge
at the KCMCO. As a registered nurse, her duties include overseeing the care provided by the nurses, conducting PMTCT
trainings, and providing home-based care. She is pursuing a bachelor’s in science degree in nursing at Tumaini University
Christian College. In 2011, Tatu was invited to join the board of directors for the Ariel Glaser Pediatric AIDS Healthcare
Foundation Initiative.

connected to the underlying weaknesses in the health system.
These issues included shortages in human resources, infrastructure
issues, interruptions in the supply chain, and weak or no linkages
among services, capacity building, and data quality.
Pediatric Care and Treatment Lessons Learned: From 2007
to 2010, the proportion of children under two years of age
currently receiving care who were initiated on ART increased
from 40 percent to 80 percent. The three principal challenges
in treating children were related to (1) the limited capacity and
experience of service providers in treating children living with
32 Elizabeth Glaser pediatric aids foundation | pedaids.org

HIV, particularly in the early years of Project HEART; (2) poor
follow-up of HIV-exposed and -infected children; and (3) sociocultural barriers. Although Project HEART supported numerous
trainings in pediatric HIV for health staff, reinforcing these skills
through supportive supervision was a major challenge, as the
limited number of pediatricians were overworked and unable
to consistently participate in supervision visits. The scarcity of
providers authorized to prescribe ART, particularly in rural areas
where many health-care providers are nonphysician providers
such as medical officers, nurses, midwives, and community health

workers, meant that children diagnosed with HIV were often
referred to high-volume, urban, or peri-urban sites far away
from home.

Figure 19. Ways to Improve Retention
in Care

While PMTCT coverage dramatically improved, follow-up
of infants was not systematic and resulted in the majority of
them being lost prior to establishing a definitive HIV diagnosis.
Although efforts were made to better integrate PMTCT and
ART services through referral mechanisms and HMIS, viewing
pediatric HIV along one continuum is essential to preventing
infections and improving health outcomes of children living with
HIV. Expanding access to pediatric ART at rural sites is crucial to
identifying HIV-infected children early, thereby reducing mortality
and loss to follow-up.28 Suboptimal adult retention rates also
contributed to high infant loss to follow-up; that the behavior of
caregivers is closely linked to ART adherence in their children
is indisputable.29
Community awareness of and education about the benefits of
treatment must be increased to ensure that children start and
remain in treatment. The decision to initiate a child on treatment
is a collective one, with the family and wider community often
playing a key role. Families must be convinced that the benefits
of clinical care at a health facility will outweigh the financial and
opportunity costs.
Retention in Care
High rates of mortality and loss to follow-up were observed
across all Project HEART countries. In part, this increase in
attrition was an inadvertent consequence of rapid scale-up,
as resource-limited health facilities were congested due to the
overwhelming patient volume at some sites. As health facilities
reached saturation levels, it was necessary to decentralize care and
treatment services to lower level health facilities close to where
patients lived. Project HEART in Mozambique and Tanzania
promoted the decongestion of high-volume sites by supporting
the provision of ART services at lower level health facilities
located closer to patients. Physicians and health staff received
mentoring and training to build their capacity to diagnose and
treat HIV-positive individuals. Stronger emphasis was placed on
improving the quality of counseling offered at health facilities,
particularly among pre-ART patients, as this cohort was more
likely to abandon treatment because they were nonsymptomatic.
Task shifting through the hiring of lay counselors and peer
educators was critical to carrying out this intervention.

• Use small program evaluations and more robust data
analysis on retention indicators to identify trends and
affected populations.
• Support the expansion and delivery of basic packages of
care at health facilities.
• Provide more vigorous and active tracing of defaulters
and patients lost to follow-up through community
volunteers, peer educators, or expert patients.
• Actively engage health facility staff to reorganize patient
files and obtain more detailed patient information.
• Identify focal points tasked with providing outreach to
patients lost to follow-up.

Data Quality and Quality Improvement
Overburdened clinicians with more urgent concerns such
as patient care tended not to prioritize data collection, data
management, and data use. The demands of routine reporting
faced by clinical staff coupled with other priority responsibilities
were often cited as a major cause of error and inconsistencies
in data quality. Fragmented HMIS by disease or area and paperbased reporting, widely used in lower level health facilities due
to limited electricity supply, hampered efforts to track patients
longitudinally and measure progress over time. To address
this, Project HEART focused on strong collaboration between
data collectors and clinicians to reduce the burden of the data
collection process. Established scheduled meetings for health
facility staff to learn from each other in a structured setting using
data to compare results and inform decisions supported the
institutionalization of QI. Based on lessons learned from Project
HEART, QI efforts were more effective when closely aligned with
national standards, tools, and data that were simple and easy for
health staff to understand and evaluate. Institutionalizing QI in
national preservice training and other formal training for health
professionals, rather than as an add-on or a separate topic, is
critical to making QI an integral component of HIV care.
Patient satisfaction is an important, yet overlooked, component
of the quality of health services. As HIV programs expand, it is
imperative to incorporate qualitative indicators and measurements
on patient satisfaction into QI through exit interviews, focus
groups, or existing health committees to reinforce feedback
mechanisms among individuals, communities, and health facilities.
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Phase II: Transitioning to
Local Partners
By building the capacity of districts and civil society, the
Foundation has been working toward strengthening local
health systems throughout the life of Project HEART. In
2009, in response to a mandate requirement of a three-year
project extension, all four Track 1.0 ART partners, including
the Foundation, launched intensified initiatives to build the
capacity of local partners, including the MOHs and NGOs, with
the ultimate goal of transitioning a substantial portion of the
implementation and management of HIV prevention, care, and
treatment programs to local partners in 2012. As part of this
process, referred to as transition, which entails full local ownership
and management of HIV programs with limited or no external
or international technical assistance, in 2009, Project HEART
developed a transition strategy to outline the goals, objectives, and
necessary activities to successfully increase local capacity to the
levels needed to support the gradual transition of responsibilities.
The Foundation established its transition strategy in keeping
with the tenets of sustainable development and health system
strengthening, ensuring that local ownership and capacity
building remained central to the strategy. Informing this strategy
are eight guiding principles that aim to guarantee that service
delivery programs are vested in local leadership, thereby ensuring
responsiveness to community needs. These principles were used
to guide the review of the various partnerships with government
health entities, CBOs, hospitals, and other NGOs developed under
Project HEART to determine where support should be targeted to
facilitate a transition of programmatic leadership and management
to local partners. This process culminated in the development of a
three-pronged transition strategy:
• Strengthening the health system through investments in
infrastructure, logistics systems, human resources, and
innovative and sustainable financing mechanisms;
• Strengthening the technical and organizational capacity of
existing governments, NGOs, and CBOs to provide quality HIV
services; and
• Establishing local NGOs affiliated with the Foundation where
needed, in order to serve as technical leaders around pediatric
HIV and partners to support MOHs for health systems
strengthening and service delivery activities in host countries.
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Figure 20. Project HEART Transition
Guiding Principles
• The U.S. government's and the Foundation's
contributions must be well integrated and consistent
with host-country HIV plans.
• Host governments and other stakeholders are to be
partners in defining sustainability and transition in
Project HEART countries. For efficient program planning
and implementation, communication and coordination
among all stakeholders are essential.
• Leadership development at all technical and managerial
levels is considered an essential component necessary
for success.
• Building capacity in administration and management,
maintaining quality and continuity of service delivery, and
expanding services are building blocks of the transition
plan.
• Community engagement and advocacy to promote
a favorable operating environment are essential to
successful programming during the transition period
and into the future.
• Prevention of new infections, including vertical
transmission, must be included as a component of any
long-term response to HIV.
• High priority should be given to services for children,
especially the youngest children.
• Services provided must have a client focus, and to the
extent possible, clients, especially people living with
HIV, must have opportunities for active engagement and
representation in program planning and implementation.

The ultimate goal of transition is to strategically and incrementally
develop strong health systems through local governments, civil
society, and communities to ensure an integrated and enduring
response to the HIV epidemic. Whether through developing
MOHs, existing CBOs, or new Foundation-affiliated NGOs, the
approach to transition maximizes the synergies between these
key segments of the health sector. Throughout the process, the
Foundation has recognized the importance of careful monitoring
to ensure that capacity development activities are well targeted and
toevaluate progress toward transition benchmarks. Accordingly,
a monitoring strategy that included the development of tools to
measure capacity at the government, community, health facility,
and civil society level was developed and implemented as part of
the transition process.

Table 4. Foundation Transition Partners by Country
Côte d’Ivoire

• Ministry of Health districts
• Fondation Ariel Glaser pour la Lutte Contre le SIDA Pédiatrique en Côte d'Ivoire

Mozambique

• Ministry of Health districts and provinces
• Fundação Áriel contra o SIDA Pediátrico

South Africa

• Department of Health districts and provinces
• Ariel Glaser Pediatric AIDS Foundation South Africa
• Health Systems Trust

Tanzania

•
•
•
•

Zambia

• Center for Infectious Disease Research in Zambia
• Ministry of Health
• Tiny Tim and Friends and Africa Directions

District health teams
Pediatric Association of Tanzania
Kilimanjaro Christian Medical Centre
Ariel Glaser Pediatric AIDS Healthcare Initiative

Strengthening Government and
Private Health Systems at the District
and Provincial Levels
Strong relationships with national counterparts facilitated
the transition process, as Project HEART’s priorities have
historically been defined and driven by needs voiced by local
health authorities, which established a high level of trust
between the Foundation and government agencies in each country.
Project HEART’s commitment to adapting program approaches
to the structure of the local health system, tackling underlying
structural limitations, and proposing long-term solutions as
opposed to temporary fixes has been an asset as transition gained
more traction. To a large extent, across all country programs,
the MOH has assumed greater responsibility for training and
mentoring. Continued capacity building is required in specific
areas, most notably planning, human resources, financial
management, pediatric HIV, data use for decision making, and QI.
Although governments firmly embraced HSS activities, the timeconsuming nature of the policy change process, human resource
capacity development, budget limitations, and centralized health
financing are serious constraints to realizing a full transition of
HIV services in a short period of time. Future programs led by
the Foundation and other international and local partners need to
continue the HSS initiatives launched under Project HEART and
through other Track 1.0 ART partners to ensure long-term growth
and transition.

Strengthening Existing Local Organizations
The second prong of the Foundation’s transition strategy is to
strengthen and energize the local response to HIV/AIDS by
building the capacity of existing CBOs and NGOs in the Project
HEART countries. Civil society capacity has varied, and continues
to vary, across Project HEART countries. For example, Zambia
and South Africa have networks of faith-based organizations
(FBOs), NGOs, and CBOs with extensive experience in clinical
and psychosocial support services for people living with HIV.
Civil society capacity to lead and manage HIV service delivery
programs is more nascent in Côte d’Ivoire, Mozambique, and
Tanzania. Regardless of the context, building the community’s
capacity to expand their reach and deliver quality care continues
to be an important component of transition. In Côte d’Ivoire,
Mozambique, and South Africa, Project HEART provided subgrants to a wide array of NGOs and CBOs to establish support
groups, increase community awareness of HIV, and conduct active
tracing of defaulting patients.
Performance-based financing mechanisms for CBOs in
Côte d’Ivoire that provide HIV care and treatment services
yielded significant gains to transform clinics from small sites
serving a handful of patients into strong service-delivery centers
providing a variety of HIV prevention, care, and treatment
services to the community. Funding provided through PBF
mechanisms allowed the organizations to improve infrastructure,
train health care workers, and expand services to include mobile
activities to reach patients in communities, provide community
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Figure 21. Foundation-Affiliated Organizations
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follow-up, and offer support groups. In Zambia, Project HEART
worked closely with Africa Directions, a local NGO in Lusaka
that provides on-site voluntary counseling and testing (VCT),
to develop a capacity-building plan and train staff in financial
management, resource mobilization, and overall strengthening
of the M&E systems. Today, Africa Directions implements the
VCT program independently, with minimal technical support
from the Foundation. In Zambia, the Foundation also partnered
with CIDRZ to support the development of an independent
governance structure and strengthen financial, administrative, and
programmatic systems in preparation for independent leadership
and management of HIV service-delivery programs.
Organizational development activities for NGOs and CBOs
were facilitated by the use of the Organizational Capacity and
Viability Assessment Tool (OCVAT), designed for facilitated
self-assessments of organizational systems, which led to the
development of organizational capacity-development plans that
are tailored to organizational needs.
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Establishing Local Affiliates
By continuing to work with locally established organizations as
part of the transition strategy, the Foundation aims to strengthen
the health system as a whole, ensuring that civil society remains
a key component in HIV/AIDS service delivery. However, in
countries where civil society capacity for leadership of HIV
programs was more limited, the Foundation sought to establish
new organizations to serve as partners to MOHs for technical
aspects of HIV program implementation. The third prong in
the Foundation’s transition model is the establishment of three
independent NGOs in Côte d’Ivoire (Fondation Ariel Glaser pour la
Lutte Contre le SIDA Pédiatrique en Côte d'Ivoire [Fondation Ariel]),
Mozambique (Fundação Áriel contra o SIDA Pediátrico [Fundação
Áriel]), and Tanzania (Ariel Glaser Pediatric AIDS Healthcare Initiative
[AGPAHI]). An independent NGO was also created and launched
in South Africa, the Ariel Glaser Pediatric AIDS Foundation South
Africa; however, that organization was not successful in securing
independent funding, and the organization’s board will make a
determination about its future. The affiliates are independently

governed by host country nationals who represent of the various
stakeholders in the HIV epidemic. Named after Ariel Glaser,
the daughter of Elizabeth Glaser, who died from HIV at age 7
prior to the advent of pediatric formulations, the affiliate NGOs
and the Foundation are aligned in their common mission to end
pediatric AIDS.
The development of this affiliation with the Foundation grew
out of the concerns and challenges identified by the Foundation’s
national staff during the transition process. They voiced a need
for a system to promote accountability to international standards
for local organizations and to have long-term access to a network
of organizations that could provide technical expertise and
tools for continuous program improvement. Based on that need
the Foundation reviewed its priorities and developed a set of
principles and standards that would facilitate maintenance of highquality operations and programmatic systems among the affiliates.
The Foundation affiliation model delineates the roles and
responsibilities of each organization within the network and
establishes clear standards for program performance, good
governance, financial accountability, and transparency, thereby
ensuring credibility and sustainability of the affiliate in each
country. In turn, affiliates have access to expertise, technical
assistance, and financial resources from the Foundation and other
organizations in the network. This mutually beneficial relationship
allows the affiliates to operate as independent entities, preserving
their autonomy while optimizing the ability to expand programs
focused on the elimination of pediatric HIV at the local level,
in alignment with the shared mission of the Foundation and
its affiliates.
Fostering local ownership and leadership has been critical to
the success of the transition process with the affiliates. The
governance bodies were convened through a participatory process
whereby the Foundation’s project staff in the country programs
recommended and voted on potential board members and
formed committees to make key decisions regarding the bylaws
and human resource procedures. Ensuring buy-in demanded that
the transition was rigorous and rational. This required profound
and continuous engagement and participation of national staff,
board members, stakeholders, and government agencies at each
stage in making key decisions regarding the structure, policies, and
procedures that would govern the local organizations. Although
reaching consensus prolonged the process, it was essential to
creating a vision wholeheartedly embraced by all stakeholders.

Transition of responsibility for implementation of activities has
been designed as a phased model, where affiliates take on a small
component of program implementation at the beginning, with
the goal of expanding their geographic and programmatic scope
over time as they demonstrate capacity. Initially, affiliates assumed
responsibility for management of activities in a single region or
province within each country where the Foundation works. The
Foundation’s role has been to oversee and periodically evaluate
the capacity of the affiliates to ensure that quality standards
are maintained. Initially, capacity development and program
direction were mainly driven by the Foundation, with input from
affiliate staff, to ensure that adequate systems were in place. In
the second phase, the Foundation is working with transition
partners to implement programs where clinical management will
be the primary responsibility of the affiliates. In the third phase,
the Foundation will provide oversight, feedback, and technical
assistance as needed and based on structured monitoring and
findings from annual performance reviews. Once the affiliates’
capacity is tried and tested, they will be drivers of the process
and request technical assistance and targeted support from the
Foundation as needed.
Monitoring the Transition
The Foundation's approach to monitoring the transition focuses
on two components:
1. Assessing the organizational capacity of existing NGO partners
and new NGOs serving as lead transition partners, and
2. Assessing the capacity of health facilities and community-based
providers of HIV support services to provide quality HIV care
and treatment and maintain the continuity of care.
For each component, Project HEART country teams carried out
comprehensive assessments using capacity assessment tools that
were adapted from existing tools or created to serve transition
monitoring needs as well as the Foundation’s future capacity
assessment needs. Collectively, these tools assess the quality
of services, management of service delivery, organizational
management viability, and availability and accessibility of
community-level services. A comprehensive list of the tools and
their objectives is provided in Figure 21.
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Figure 22. Project HEART Capacity Assessment and Transition Monitoring Tools
Organizational Capacity and Viability Assessment Tool (OCVAT): An assessment of organizational capacity and viability
across 13 capacity areas covering technical and operational functions. Designed to be implemented as a facilitated selfassessment in conjunction with an external assessment. Results in the development of capacity-building plans.
Accreditation Assessment Tool (AAT): Assesses organizational performance and compliance with operational and
technical standards outlined in the Standards of Affiliation, with the aim of proposing recommendations for continued
capacity building.
Site Capacity Profile (SCP): A comprehensive health facility assessment, assessing a health facility’s capacity to
provide quality HIV care and treatment through systems, processes, and resources existing across 13 capacity areas.
Provides automatically calculated scores per capacity area.
NGO/CBO HIV Support Service Provider Capacity Profile: Tools to assess community-based providers of HIV support
services on the availability of HIV support services, quality of services provided, linkages with health facilities and
communities (referral systems, community input), and utilization barriers. Also assesses select organizational capacity areas
(governance, M&E systems, and so on). Provides automatically a calculated score per capacity area.
PLWHA Group Capacity Profile: Same scope and structure as the NGO/CBO capacity profile but adapted for the PLWHA
group context. Designed for PLWHA groups registered as CBOs in Tanzania; may be applicable in other countries as well.
HIV Support Service Provider Inventory and Mapping Tool: Provides a matrix for creating an inventory of HIV support
services, including associated health facilities, basic service provision data, and patients served. Contains automated
features to facilitate sampling for assessments and calculation of HIV support services utilization rates. Data may be used
in conjunction with mapping software to create district maps of HIV support service availability.

Assessing the Organizational Capacity of
Existing NGO Partners and New NGO Affiliates
Serving as Lead Transition Partners
In 2010 and 2011, the OCVAT was adapted and used to identify
the capacity-building needs of each country office as a precursor
to the development of affiliates. The OCVAT process was
initiated to develop a capacity-building plan early on to better plan
for the transition, as affiliates progressively adapted the systems
already established by the Foundation. Application of the tool
fostered team building and stimulated rich dialogue on improving
organizational effectiveness. Equally as important, the transparent
discussions provided line staff with an opportunity to evaluate and
voice their opinions on the current functioning of the program
and identify key areas for improvement; it also underscored the
need to transition senior staff with strong capacity to the local
affiliate. The OCVAT was also used with CIDRZ to facilitate
organizational development activities to prepare for the transition
to a direct CDC award to an independent local NGO.

38 Elizabeth Glaser pediatric aids foundation | pedaids.org

Upon establishment for the new NGOs in Côte d’Ivoire,
Mozambique, and Tanzania, and the affiliation criteria for those
choosing to be affiliated with the Foundation, the Affiliate
Accreditation Tool was developed to specifically evaluate
organizations seeking affiliation with the Foundation. The tool
evaluates organizational capacity-building needs and compliance
with the Foundation’s Affiliation Standards. The tool has been
implemented for affiliates in Côte d’Ivoire, Mozambique, and
Tanzania as part of an initial accreditation process; subsequent
reviews will be held to ensure compliance with the Foundation’s
affiliation agreement.
Assessing the Capacity of Health Facilities and
Community-based Providers to Provide Quality
HIV Care and Treatment and Maintain the
Continuity of Care
The development of the Site Capacity Profile (SCP) allowed the
Foundation and its transition partners, as well as health authorities
at regional and district levels, to rank health facilities on their
capacity to provide quality HIV services for the first time.
The tool’s comprehensive scope and automated scoring

mechanism allowed consideration of not only treatment
procedures but also all systems and processes within the facility
that could impact HIV service provision, such as infrastructure,
supply chain systems, quality improvement, and financial
management, where applicable. Preprogrammed skip patterns
associated with each health facility level in each country allowed
the use of the same tool for all health facilities and produced
comparable scores across all health facilities measuring
performance against criteria for the specific facility level.
The SCP was conducted in all HIV care and treatment sites in
regions being transitioned to NGO transition partners in
Côte d’Ivoire, Mozambique, Tanzania, and Zambia—a total of
250 sites. In Tanzania, a sample of facilities providing PMTCT
services only was also assessed (included in the above total). The
results serve to document the capacity of the facilities to provide
HIV services prior to transition and give the baseline assessment
data for new projects awarded to NGO transition partners that
will be directly managed by them. The transition partners and
regional and district health authorities will use the data to target
support to health facilities. The use of a uniform, comparable
tool to conduct facility assessments also provides the opportunity
to truly demonstrate the sustainability of gains in the capacity to
provide HIV services under Project HEART after transition, as
long as the NGO transition partners conduct future assessments
using the same tool. At the time of production for this report,
preliminary results were only available for the Shinyanga region
of Tanzania, the first country to conduct the SCP. The results
demonstrated high-performing areas, with the majority of
sites scoring 85 percent or higher in the areas of patient chart
completeness, pediatric care and treatment, and quality of care.
Conversely, the capacity areas with the majority of sites scoring
lower than 50 percent included integration of HIV services with
TB, MCH, RH, and primary care; quality improvement; and
treatment support.

NGO/CBO Capacity Profile or the PLWHA Group Capacity
Profile, which included an automated scoring mechanism akin to
the SCP. These tools assessed the availability of services, quality of
services (based on procedures followed, not direct observation of
care), linkages with health facilities, community engagement, and
barriers to utilization of services. In addition, the tools assessed
a selection of key organizational capacity areas to provide a basic
understanding of each organization’s capacity. The data resulting
from the inventory and capacity assessments of communitybased providers provide a thorough understanding of the linkage
systems between health facilities and community-based providers,
which is essential to ensuring the continuity of care, gaps in HIV
support services, and factors affecting the utilization of services.
In addition to documenting the pretransition status of the latter,
the new NGO partners will utilize this information to identify
CBOs to support and areas of support to prioritize. A mapping of
the community-based providers by facility catchment area is also
planned using the inventory data.
Overall, the transition-monitoring process implemented by the
Foundation has effectively guided the capacity-building process
for NGO transition partners, with partners successfully obtaining
competitive, direct USG funding in Côte d’Ivoire, Mozambique,
Tanzania, and Zambia. The assessment of HIV service providers
at the health facility and community level has comprehensively
documented the capacity of the health system in transitioning
areas to provide HIV services prior to transition and has
established a foundation for measuring the sustainability of gains
made through Project HEART as assessments are continued
under the new projects managed by the NGO transition partners
(assuming the same tools are used). In addition, the assessments
provide valuable baseline information for the NGO transition
partners as they continue building on the progress achieved
through Project HEART.

In addition to the health facility assessments, in Côte d’Ivoire,
Tanzania, and Mozambique completed inventory of communitybased HIV support service providers was conducted in the
transitioning regions. This included any entity providing HIV
support services directly to patients regardless of the type of
organization (i.e., international, national, regional NGOs, CBOs,
FBOs, and PLWHA groups). In Côte d’Ivoire and Tanzania, all
or a representative sample (depending on the country context)
of the organizations identified were further assessed using the
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Table 5A. Key Transition Objectives and Accomplishments, 2009–2011
Country
Côte d’Ivoire

Transition Objectives
• Strengthen the national health system by forming the next generation of health providers and social
workers specialized in quality HIV prevention, care, and treatment service delivery through expanded
collaboration with preservice training institutions.
• Build the capacity of the MOH to establish a sustainable supervision and control strategy for quality
HIV prevention, care, and treatment services.
• Establish an independent, Ivorian NGO that will be empowered to:
• Provide quality HIV/AIDS prevention, care, and treatment services;
• Develop and grow partnerships with a range of public-and private-sector entities; and
• Continue to support national HSS (through expert technical assistance to the MOH by scaling up
the health district model and building the capacity of networks of community partners proficient
in HIV prevention, care, and treatment).

Mozambique

• Strengthen institutions and systems to provide sustainable, integrated, high-quality, accessible HIV
clinical services.
• Build a national organization to receive and use USG funds to ensure availability of high-quality HIV
clinical services until the national health system can take over.

South Africa

• Support the South African government to assume responsibility for the delivery of quality HIV services
at the provincial, district, and subdistrict levels.
• Build a local, independent organization to competitively apply for and use USG funds to
support district health strengthening in partnership with the and CBOs in order to continue
Project HEART work.
• Transition AIDS Healthcare Foundation (AHF) activities to the DOH or a local
implementing organization.
• Promote community linkages through strengthening the management capacity of CBOs.

Tanzania

• Improve capacity at the government level to carry out selected activities of Project HEART/Tanzania.
• Improve the capacity of existing NGOs to carry out selected Project HEART/Tanzania activities.
• Establish a new NGO and build its capacity to take over remaining Project HEART/Tanzania activities.

Zambia

• Establish and build the capacity of CIDRZ as a local entity to plan, manage, finance, and technically
support PMTCT and HIV prevention, care, and treatment programs supported by Project HEART/
Zambia.
• Build the capacity of the Lusaka District Health Medical Team, as well as the MOH Provincial Health
Offices in Lusaka, Western, Eastern, and Southern Provinces, to actively manage and implement highquality PMTCT and HIV prevention, care, and treatment activities.
• Build the capacity of Africa Directions to receive larger awards and over time show strengthened
program and operations management.
• Support integration of SmartCare into the national health management information structure and
increase MOH ownership.
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Table 5B. Key Transition Objectives and Accomplishments, 2009–2011
Country
Côte d’Ivoire

Key Transition Accomplishments
• Collaborated with the UAC preservice training institutions, including the Schools of Medicine,
Nursing, Pharmacy, and Social Work. An HIV certificate program was developed and
• 245 students of pharmacy, medicine, nursing, and social work completed HIV service delivery
placements at Foundation-supported sites. About half of the students requested to remain at their
placement sites after graduation.
• Administered performance-based financing to 32 private, NGO, and FBO health facilities. The
PBF approach has proven effective in increasing the uptake of PMTCT services and enhancing the
accountability of the sub-awardees.
• Established Fondation Ariel, a 100 percent Ivorian independent NGO in 2011, with an executive
director and a board of directors.
• Fondation Ariel has implemented work in three provinces and has been awarded CDC funding to
continue the work and take on more provinces over the next five years.

Mozambique

• Launched PBF mechanisms for government health entities in two provinces.
• Seconded four technical advisors in the areas of clinical services, M&E, pharmacy, and laboratory to
work directly with three provincial health departments to build institutional capacity at the provincial
level to supervise and manage comprehensive HIV programs.
• Expanded sub-grants to an additional 15 districts. The Foundation and Fundação Ariel are now
directly financing 56 out of 121 health districts in the country; 31 of these districts are initiating PBF
prior to the end of Project HEART.
• Registered Fundação Ariel as a local foundation with an executive director and a board of directors
in April 2011.
• Fundação Ariel has implemented work in Maputo Province and has been awarded CDC funding to
continue the work and take on more provinces over the next five years.
• Fundação Ariel is responsible for one of four provinces previously supported by the Foundation.

South Africa

• Transferred McCord Hospital in July 2010.
• The AHF, a U.S.-based international NGO, will be transferred to the DOH at the end of
Project HEART.
• Transitioned district support to Health Systems Trust, a South African NGO.

Tanzania

• Provided sub-grants to 60 district health authorities, with accompanying support to strengthen
technical, management, administrative, and financial systems.
• Established AGPAHI as a local affiliate with an executive director and a board of directors in 2011.
• AGPAHI has been funded for HIV care and treatment work in Shinyanga over the next five years.
• Provided capacity development support for KCMC and the Pediatric Association of Tanzania to
improve clinical knowledge and skills of health-care providers in delivering care and treatment to
HIV-affected and -infected children.

Zambia

• Supported the restructuring of CIDRZ’s governance body to enhance local participation and
leadership. CIDRZ received funding as a local organization to continue work.
• Enhanced the capacity of Africa Directions, a local CBO to implement a voluntary counseling and
testing program in Lusaka and establish 3 pediatric support groups supporting 60 children.
• Improved the infrastructure and provided mentoring to technicians at Kalingalinga Lab, including the
capacity of the pharmacy and logistics department to operate independently.
• Contributed to roll-out of SmartCare to 571 sites.
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Figure 23. Capacity Areas of the
Accreditation Review
• Governance
• Program Management
• Organizational Management
• Human Resources
• Communications and Advocacy
• Monitoring and Evaluation
• Financial Management
• Awards and Compliance
• Information Technology

Lessons Learned
Although the transition process is ongoing, the Foundation has
reached key milestones and has learned important lessons as
program planning and implementation have become more locally
driven. The most salient of these include: the need to
(1) remain flexible and responsive to the local evolving capacitybuilding needs of the health system, the community, and
the affiliates; (2) understand that the Foundation’s historical
commitment to HSS laid the groundwork for transition and is
pivotal to the long-term success and sustainability of transition;
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(3) establish a structure to link the new NGOs with the
Foundation as an international organization to provide a structure
where the NGOs can operate as a truly local voice in civil society
but be held accountable to meeting international standards;
(4) recognize the critical role of governance, operational,
management, and financial systems of local organizations; and (5)
understand that the establishment of local NGOs required more
time than originally anticipated because it demanded a consensusbuilding approach and the actual development of the affiliation
model required more time than originally expected.
Looking Forward
The spotlight on transition has encouraged the MOH, the
Foundation, and the affiliates to propose more creative ways
to ensure that sustainability is interwoven into all aspects of
programming, as opposed to relying on stop-gap measures to
address persistent structural gaps in HIV service delivery and the
broader health system. Going forward, documenting experiences
and lessons learned on HSS and the organizational development
of affiliates, and linking these to clear targets, will be crucial to
demonstrate that transitioning to local partners is feasible and
effective.

Leveraging Partnerships to
Improve HIV Services
Leveraging existing resources available in country has been integral
to the expansion of Project HEART over the past eight years.
Where possible, the Foundation has coordinated with programs
funded by other donors, such as Global Fund, USAID and
UNICEF, to complement program activities implemented by
Project HEART. Most programs have benefited from ARVs, bed
nets, and other drugs and supplies funded by the Global Fund.
Since 2003, the Foundation has managed the Technical Assistance
for Prevention of Mother-to-Child Transmission program in
Tanzania, which aims to expand access to PMTCT services and
strengthen linkages for pregnant women and their HIV-exposed
infants to care and treatment. Funded by USAID, this project
enabled the Foundation to provide support to both PMTCT and
care and treatment at the same health facilities, maximize staff
and material resources, and achieve mutually reinforcing goals—
preventing pediatric infections and ensuring more eligible women
and children have access to ART. Similarly, in Mozambique,
UNICEF supported care and treatment in four districts in Cabo
Delgado Province. This funding enabled the Foundation to
implement interventions throughout the entire province, reaching
more women and children with PMTCT, ART, and psychosocial
support services, and training service providers in the same
areas. In 2009, the CDC awarded EGPAF/Mozambique funding
for the Capacity-Building Project, enhancing the management
capacity of the provincial and district health departments of
Maputo and Cabo Delgado, with a particular focus on planning,
administrative, and financial management, through training and
supportive supervision. Project HEART/Zambia also benefited
from a strong partnership with UNICEF, which funded training
and mentoring of health workers on the Mother Baby Pack,
which provided mothers with prepackaged antibiotic and ART
medication for themselves and their infants. The Foundation also
collaborated with staff at the Macha Mission Hospital in Zambia
to develop a continuum-of-care site assessment tool; prevent and
identify cases of sexual abuse of children; and develop behavior
change communication materials on PMTCT, EID, communitybased integrated HIV services, and infant feeding.
Project HEART sought the input of Program for Appropriate
Technology in Health (PATH) to provide infant feeding and
nutrition technical assistance to Project HEART programs in
Côte d’Ivoire, South Africa, and Zambia. The Foundation has

also engaged a wide array of partners to implement the nutrition
support component, because many NGOs active in country have
long-standing expertise and experience in this area. The largest of
this is the collaboration with PATH and Helen Keller International
in Côte d’Ivoire to provide micronutrient supplements, nutritional
support, and infant feeding counseling for pregnant women before
and after delivery and for their infants at 33 PMTCT sites. PATH
also developed IEC materials in collaboration with the World
Food Programme (WFP) and worked with the National Nutrition
Program to revise the nutritional training curriculum for health
professionals and provide training for community support workers
and caregivers. In South Africa, PATH provided extensive training
and on-site supervision in HIV and infant feeding for nurses and
counselors in five provinces, as well as for Foundation staff. The
highly visible EGPAF/PATH partnership in South Africa has
been influential in advocating the Department of Health (DOH)
to adopt the new WHO recommendations on infant and young
child feeding (IYCF) and develop a model program for integration
of IYCF and PMTCT services. Similarly, in Zambia, PATH
developed IYCF counseling materials for health-care providers
and caregivers. In Mozambique and Côte d’Ivoire, Project HEART
partnered with the WFP to provide food support to HIV-positive
pregnant women and HIV-exposed infants.
At the national level, the Foundation has consistently worked
with NGO counterparts in country, most notably International
Center for AIDS Care and Treatment Programs CARE, Catholic
Relief Services/AIDS Relief, Family Health International, and the
Clinton Foundation, among others, to revise national guidelines,
manuals, and training curricula. Through PEPFAR coordination
mechanisms and MOH working groups, the Foundation has
advocated for and contributed to the harmonization of program
approaches and demonstrated commitment to building on
and complementing ongoing efforts to reduce duplication and
maximize effectiveness. The Foundation also worked with
George Washington University (GWU), based in Washington,
D.C., to provide technical assistance to country teams in
program evaluation and research. In 2008, GWU conducted
the midterm assessment of Project HEART and provided key
recommendations to improve program performance, which
were later implemented with favorable results and useful
recommendations.
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Figure 24. Increase in more efficacious pmtct regimens over time,
project heart 2004-201130
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Technical Leadership, Research, and Advocacy
Research and advocacy for HIV/AIDS is one of the three pillars
of the Foundation’s mission. Through technical leadership, both
globally and at the national level, Project HEART advocated for
policy changes to improve the quality of HIV programs. Lessons
learned and best practices from the field were documented and
shared with key stakeholders in country and contributed to the
ongoing refinement of programs. Program evaluations conducted
in country enabled both Project HEART and MOH staff to make
evidence-based decisions to improve the effectiveness and quality
of HIV services.

“Now we are moving toward shared
responsibility, where we are building the
capacity of the local government and a new
affiliate. It is also part of the transition for
district health departments to understand
that we do this as part of a broader mission
to eliminate pediatric HIV, and to understand
the challenges and how to overcome them
versus telling them what to do.”

Global Technical Leadership
Project HEART played an instrumental role in calling for more
funding, research, and programmatic focus on pediatric care and
treatment, including advocacy for the availability of pediatric drug
formulations. Early on, Project HEART leadership lobbied for

—Roland Van de Ven, Technical Director, EGPAF/Tanzania
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more efficacious regimens31 to be used for PMTCT in resourcelimited settings based on research that showed substantial
reductions in transmission and to prevent resistance to nevirapine.
Success in changing the position of the broader HIV/AIDS

Figure 25. Private Public Partnership (PPP)
with Societé Grand Bereby in Côte d’Ivoire
In 2005, Project HEART/Côte d’Ivoire partnered with
Societé Grand Bereby (SOGB), a major agroindustrial
firm, to provide HIV prevention, care, and treatment
services at their private clinic in San Pedro, which serves
the surrounding community free of charge. Project HEART
provided training for staff and laboratory support, including
purchase of a CD4 machine. As a result of early success,
SOGB hired additional staff and added PMTCT services
to the package of care offered at the clinic. Inspired by
the results of this PPP, Project HEART pursued similar
partnerships with other private companies, namely, SAPH
(port authority) in San Pedro and Bongo and SCB (banana
plantation) in Abengourou and Abidjan. The Foundation/
Côte d’Ivoire also collaborated with the mobile phone
company MTN to increase awareness about pediatric
HIV prevention and care through distribution of SMS
messages. Combining the resources of the private sector
with the technical expertise of the public sector, these
relationships ultimately enhanced access to HIV services
for underserved populations.

community was also seen in country, as the governments updated
national policies on the provision of more efficacious treatment,
essentially making it standard practice for PMTCT services. Given
the success of Project HEART and similar projects in expanding
HIV clinical care and treatment to people living with HIV in the
most resource-constrained settings, continued funding was critical
to solidify and institutionalize the gains made in strengthening the
capacity of health systems to accommodate a chronic care model.
Through participation in various panels and working groups,
Foundation staff provided technical leadership and actively
contributed to the revision of the WHO 2010 recommendations
and provided guidance for their implementation. An active
member of the United Nations Interagency Task Team (IATT),
the Foundation led the development of the IATT advocacy toolkit
for pediatric HIV care and treatment.
Country-Level Technical Leadership
Through the work of the country offices and highly skilled
technical experts and program managers, most of whom were
national staff, Project HEART provided key input into the
development of a wide range of strategic plans in the health
sector. These included, but were not limited to, five-year national
strategic plans for HIV, ART guidelines and algorithms, pediatric
HIV national protocols and training curricula, M&E plans,

and health financing and human resource plans, among others.
Working side by side with government counterparts in nationallevel working groups and task forces, Project HEART staff
provided technical assistance in the revision of national policies
and modification of programs based on international standards as
well as on evidence gathered from the field.
Common crosscutting issues faced by most Project HEART–
supported countries included (1) policies on HIV testing and
screening (2) task shifting and (3) the revision of child and
maternal health cards.
At the start of Project HEART 8 years ago, HIV testing was
voluntary, which limited uptake even with adequate counseling.
Advocacy for opt-out testing in ANC, HIV testing in maternity
wards, and retesting after three months as a standard PMTCT
policy occurred in all Project HEART–supported countries.
Two specific examples where Project HEART staff played an
instrumental role in changing testing policy in country include
Côte d’Ivoire and Zambia. In Côte d’Ivoire, Project HEART
staff advocated for the adoption of rapid testing for faster results,
switching to finger-prick testing for HIV rather than venous
blood samples, and increasing the number of health workers who
could administer HIV tests to include medical officers and nurses.
Research funded by the WHO Special Programme for Research
and Training in Tropical Diseases, the Sexually Transmitted
Disease Diagnostic Initiative, the London School of Hygiene and
Tropical Medicine, and the Bill and Melinda Gates Foundation
was conducted with the support of Project HEART/Zambia
to assess the feasibility of providing rapid syphilis testing at the
same time as HIV testing at antenatal clinics. In response to the
evidence confirming that rapid syphilis testing can be performed
with proper quality controls, the Zambian MOH changed national
policy to include rapid syphilis testing at some entry points.32
Based on these findings, the MOH plans to roll out the program

"Fondation Ariel is demonstrating that
strong local organizations can successfully
continue the work of international partners
to provide HIV services, while maintaining
high international standards."
—Anthony Tanoh, Executive Director, Fondation Ariel
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to all health facilities using seed money from the WHO and the
health-sector budget for 2012.
Task shifting and task sharing were priority issues, as congestion at
HIV clinics and health facilities demanded that lower level cadres,
including medical officers and nurses, prescribe and/or dispense
ART in order to keep up with the skyrocketing number of patients
receiving treatment. Scale-up of HIV clinical services to peripheral
health centers, primarily located in rural areas, hinged on training
nurses and medical officers to prescribe and administer ART,
thereby allowing for more timely access to care and treatment
services, in closer proximity to the patient. Advocacy of Project
HEART staff influenced policy changes in South Africa and
Zambia, allowing nurses to prescribe and dispense ART. In
Zambia, Project HEART staff liaised with the General Nursing
Council to develop a nurse practitioner program to formalize and
provide in-depth training for nurses. Similarly, in South Africa, by
training Foundation staff to become lead trainers, Project HEART
helped mobilize the government and medical associations to
authorize nurse-initiated and -managed ART (NIMART).
Project HEART collaborated with BIPAI, which provided basic
and advanced pediatric HIV/AIDS training courses for nurses,
and discussions for expansion are underway.
One of the major hurdles at the beginning of Project HEART in
providing family-centered HIV care was the limited information
available on patient health cards used in the various countries.
Primarily designed as immunization records, health cards did
not contain information on HIV status, making it difficult for
health staff to identify and provide adequate care to HIV-positive
individuals. In Mozambique and Côte d’Ivoire, Project HEART
teams in country supported national HIV programs in the
development, validation, and implementation of handheld health
cards to enable the identification of HIV-positive women and
HIV-exposed children so that follow-up care can be offered at any
facility at any point.
Country-specific examples of key advocacy efforts of Project
HEART staff to effect policy change are summarized in
Table 6. Historically, program evaluation has been one of
the building blocks of the Foundation’s work and an integral
component of Project HEART. Findings from evaluations
implemented by Project HEART have not only informed
program implementation and innovation but have also challenged
commonly held conceptions about HIV programs and outcomes.
The Foundation supported one large multicountry study through
46 Elizabeth Glaser pediatric aids foundation | pedaids.org

Project HEART, in addition to smaller operations research in
various stages of implementation, the most important of which
are highlighted in this section.
The study titled “Evaluation of the National Antiretroviral
Therapy Program in Côte d’Ivoire” looked at clinical and
immunological treatment outcomes in four groups of HIVpositive patients who initiated ART in Côte d’Ivoire between
2004 and 2008: adults, children, commercial sex workers, and
HIV-2 and dually reactive patients. Results showed that ART
improves clinical outcomes such as weight and CD4 count for all
groups to varying degrees. For example, by the end of 48 months,
the average CD4 count of pediatric patients had increased by 317
(250 for boys and 385.5 for girls); of sex workers, by 266; of
adults in the general population, by 260. But HIV-2 or dually
reactive (HIV-1/2) patients only saw an average increase in CD4
of 151. In addition, early initiation into treatment and patient
follow-up and retention over the long term remain a challenge
in Côte d’Ivoire. At 24 months, 59 percent of HIV-2 or dually
reactive patients, 73 percent of children, 61 percent of sex
workers, and 66.8 percent of adults were still on ART.
Through Project HEART/Zambia, CIDRZ implemented a study
to assess the feasibility of implementing a cervical cancer-see-and
-treat program in high-burden settings. Facilitating factors that
contributed to the program’s success included the integration
of cervical cancer screening services in existing governmentrun health systems, a task shift to nurses, and an emphasis on
greater coverage by providing same-day results. Using low-cost
digital imaging visual inspection with acetic acid, nurses examined
patients and provided results in a single visit. Nurses benefited
from continuous training and weekly meetings to discuss
cases with gynecologists. Peer education through community
sensitization and theater to increase awareness of the availability
and importance of cervical screening was another important
component of the program. Over two and a half years, the
program screened more than 20,000 women in 15 primary care
clinics and one referral hospital, demonstrating that piggybacking
on HIV services to link women to other essential screening
services is effective.33 Replicated throughout Zambia, the see-andtreat program is now considered a best practice and a powerful
example of how Project HEART–supported research translated
into program innovations with real impact on women’s health.

Table 6. Key Advocacy efforts of project heart

Country
Côte d’Ivoire

Activities to Promote Policy Change
• Negotiated family-based fee for health services as opposed to individual-based fees at Project
HEART sites.
• Adopted finger-prick testing for HIV rather than venous blood samples, increasing the number of
health-care workers who could administer HIV tests and promoting rapid testing.
• Promoted opt-out testing.
• Contributed to the development of Carnet de Santé Mère-Enfant (Mother-Infant Health Card).
• Advocated for recognition and absorption of lay counselors and community health workers into
national system.
• Advocated a shift toward more efficacious regimens in PMTCT.
• Advocated for nurse-midwives to prescribe and dispense ART.
• Introduced TB screening forms.
• Advocated at the MOH level to maintain HIV-infected children in the care and treatment program by
providing free cotrimoxazole.
• In collaboration with World Bank, advocated for the integration of PBF into the public sector and
direct funding of district and regional health departments.
• Promoted eligibility screening of HIV-positive pregnant women with linkages to care and treatment.

Mozambique

• Promoted retesting in PMTCT and testing in labor and delivery.
• Promoted a shift toward more efficacious regimens in PMTCT.
• Advocated for provider-initiated testing and counseling.
• Promoted decentralization of pediatric HIV services to health centers that meet predefined criteria.
• Advocated for the development of Caderneta de Criança (Child Health Card).
• Developed guidelines for pediatric support groups.
• Developed guidelines for healthy children and children at risk.
• Promoted the development of the Patient Health Card.

South Africa

• Advocated for nurse-initiated and -managed ART (NIMART).
• McCord Hospital actively contributed to the campaign to replace d4T with TDF in first-line regimens.
due to the preponderance of adverse events.

Tanzania

• Promoted provider-initiated testing and counseling.
• Advocated for psychosocial support modules in national MOH curricula.
• Promoted integration of TB and HIV testing and care.
• Promoted task shifting.

Zambia

• Promoted rapid syphilis screening in antenatal care.
• Advocated for a cervical cancer “see-and-treat” program.
• Advocated for task shifting/sharing and the establishment of a nurse practitioner program.
• Promoted adoption of a pediatric psychosocial training curriculum.
• Promoted adoption of CIDRZ care and treatment forms now used in all MOH ART sites.
• Promoted eligibility screening and initiation of ART in MCH.
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Project HEART also supported several in-country program
evaluations to investigate the factors that contributed to emerging
program trends and to generate recommendations for new
interventions. These included an evaluation of the national ART
program in Côte d’Ivoire, a study on barriers to pediatric care and
treatment in Mozambique, and an ARV costing analysis performed
in Côte d’Ivoire and Zambia. Conducted by Health Development
Africa, the evaluations of nine health facilities included in the
costing analysis represented a range of urban, rural, public, private,
new, and established ART sites. The assessment reported higher
costs during initial stages of treatment, with patients on ART
representing the majority of these costs. Overall, laboratory tests,
ARV drugs, and staff time made up the bulk of these costs.34
These findings verified that sites initiating ART service have
higher costs, which decrease over time as program growth leads to
economies of scale; they also point to the role of task shifting in
reducing costs of ART programs.
In Mozambique, Project HEART supported the implementation
of a study to determine the constraining and facilitating factors
for providing follow-up care to HIV-exposed and -infected
children in two provinces. Based on a similar evaluation conducted
in Tanzania, this formative study documented available health
services for HIV-exposed and -infected children and examined
the knowledge, attitudes, behaviors, and perceptions of caregivers
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and health workers regarding the availability of HIV prevention,
diagnosis, care, and support services for affected children.
Results are expected to inform program changes to increase
enrollment and follow-up of children, thereby addressing one
of the major challenges confronted by the national ART program
in Mozambique.

Moving Toward Elimination
Project HEART accomplished and exceeded program goals in
supporting the MOHs in five countries to bring comprehensive
prevention, care, and treatment services to scale, while building
local capacity in countries with very different health systems and
epidemiological and sociocultural contexts. The HSS approach
that defined Project HEART essentially paved the way for a
smooth transition to full local ownership in the upcoming years,
which is well integrated into broader global health initiatives and
objectives. During the eight years of implementation, Project
HEART made impressive gains in HIV testing, early identification
of both children and adults, and enrollment in care and treatment.
The implementation of the new WHO guidelines on PMTCT,
ART, and infant feeding has the potential to prevent pediatric
infections and bring even greater access to individuals who
urgently need treatment. Although the recent gains are undeniable,
providing quality HIV services along the continuum of care
requires continued strengthening in the following key ways.
Prevention, Care, and Treatment
• Expand and roll out point-of-care technology to facilitate rapid
diagnosis of pregnant women, thereby removing barriers to
care, including long waiting times, multiple visits, transport
costs, and so on.

Pediatric Care and Treatment
• Simplify regimens and fixed-dose formulations to help keep
children on treatment for longer.
• Equip both service providers and parents with counseling
and communication skills to deal with children’s concerns and
emotional well-being.
• Continue advocacy for new pediatric formulations. As more
children are initiated on ART, treatment failure on the first-line
regimen is a growing concern. As children currently on ART
grow into adolescence and adulthood, lifelong maintenance and
prevention of resistance are issues that merit more attention.
• Develop innovative approaches to actively engage community
and family members specifically on pediatric HIV, as well as, on
the creation of support groups for children.
• Generate robust data that provide reliable estimates of the
actual number of children in need of treatment in order to
evaluate the success of PMTCT programs and forecast
future trends.
Health Systems Strengthening
• Continue to build the capacity of district and provincial health
departments to plan, manage, and monitor HIV services.

• Intensify focus on primary prevention, including voluntary
male medical circumcision, prevention with positives including
treatment for prevention, and couples counseling.

• Create a larger pool of human resources through support for
preservice training and updates to curricula, with greater focus
on integrated care.

• Enhance community support activities through strengthened
linkages to PITC and HBC services that show a positive effect
on patient retention.

• Continue to evaluate innovative financing mechanisms,
such as PBF, to improve health worker performance and
program results.

• Actively engage influential community members and expert
patients to increase patient voice and promote awareness
and behavior change focused on prevention and linked to
clinical services.

• Promote task shifting and sharing in an effort to decongest
high-volume sites and increase access to HIV care and treatment
in rural areas.

• Provide more effective integration of services, patient-centered
care, MCH, PMTCT, family planning, and TB/HIV care
including referral and counter-referral systems within and
between health facilities.
• Roll out WHO recommendations and evaluate the impact on
incidence, morbidity, and mortality.

• Integrate, standardize, and automate HMIS to respond to the
comprehensive information needs of the entire health sector.
Building capacity in health administration and management,
including planning, monitoring, and evaluating program activities,
was equally as important as nurturing technical leadership and
expertise. Project HEART contributed to enhancing the technical
knowledge and competency of clinicians and other health
cadres in country; however, experience implementing the district
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approach, sub-grants, and PBF underscored the need for further
investment in operational and managerial skills, such as human
resources and financial management required to maintain quality
in an environment marked by donor fatigue, decreasing resources,
and increasing demand for services.
Addressing the multiple bottlenecks in the health systems—
namely, available infrastructure, well-organized drug and logistic
supply chains, and human resources—is critical to maximizing the
impact of HIV clinical care. Limited availability of equipment and
stock-outs of ARVs, reagents, and test kits reduce the impact of
care and can potentially reverse the progress made in providing
essential access to care and treatment services, because these
problems weakened trust in the overall system and could provide a
breeding ground for resistance to develop.
The initial stages of Project HEART focused heavily on
supporting governments to deliver prevention, care, and treatment
services to patients in urgent need. Today, patients are getting
tested and seeking care earlier. In recent years, more emphasis
was placed on quality improvement because the initial hurdles
in getting people on treatment had been removed. To maintain
the results achieved thus far, quality improvement must be
viewed as an integral component of service delivery, not as an
afterthought or merely to satisfy external requests. More routine
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and effective use of data for management decisions at all levels
of the health system was and continues to be a conspicuous
gap. Institutionalizing quality improvement and enhancing
local capacity for it goes hand in hand with sustaining recent
advancements through transition. Coupled with promoting
ownership of QI processes and diligent follow-up of plans at the
health-facility and district level, QI frameworks must be developed
and enforced at the national level.
Finally, HIV programs must do more to ensure that the voice of
patients is captured and reflected in changes made to services so
that such services more adequately respond to their needs. Recent
studies show that increasing patient involvement in care has
positive effects on retention. Using peer educators as adherence
supporters and support group leaders mobilizes existing resources
that were untapped in the early phase of the epidemic and is
associated with lower mortality, improved adherence, and better
overall health.35,36,37 Ensuring that patient feedback is regularly
incorporated into health-facility assessments and overall system
functioning is a strategy that warrants additional attention.
Identifying innovative ways to personalize clinical care and
allowing patients to express the full range of medical and sociocultural concerns will only strengthen the continuum of care and
serve as a proxy for the quality of services.38
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Conclusion
Thanks to the support of CDC/PEPFAR between 2004 and
2012, Project HEART supported an exceptional scale-up of
comprehensive HIV prevention care and treatment services in five
of the most affected countries in sub-Saharan Africa. This project
supported the ministries of health in Côte d’Ivoire, Mozambique,
South Africa, and Zambia to reach more than 2.5 million pregnant
women with PMTCT services and enrolled more than
1.1 million individuals in care, of which more than 600,000
received life-saving ARVs. Over the past 8 years, Project HEART
galvanized the international community to prioritize pediatric care
and treatment through persistent advocacy at the national level and
by building the capacity of health staff to treat children living with
HIV. At the end of the project, 78,302 children were enrolled in
care, and an additional 45,569 started treatment. Most important,
Project HEART demonstrated that with financial and technical
support, the local health system can provide quality HIV clinical
services in resource-constrained settings at an unprecedented
scale. Project HEART’s lessons learned and evaluation findings
added value to the existing body of knowledge on HIV/AIDS,
influenced policy changes in country, and introduced innovative
approaches to HIV programming.

Data show that greater coverage and access to PMTCT services
can virtually eliminate pediatric HIV. There has been a renewed
commitment to the elimination of pediatric AIDS. At a UN
high-level meeting on AIDS in 2011, a global task team led by
UNAIDS and the U.S. Office of the Global AIDS Coordinator
issued a Global Plan toward elimination of new HIV infections
among children and keeping their mothers alive. The Foundation
is part of this task team and will continue to work toward
elimination. Project HEART’s historical emphasis on capacity
building and health systems strengthening has positioned these
five countries to move significantly closer toward the elimination
of pediatric HIV, fostering local ownership at all tiers of the
health system and providing quality HIV clinical services to the
millions still in need. As Roland Van de Ven, technical director of
Project HEART/Tanzania, said, “We cannot say the emergency
is over just yet.” This could not be more true, because each year
there are more than twice as many new infections as there are
people starting ART.39 But turning the tide against the epidemic
is no longer an elusive goal, if we continue to build on past
accomplishments and allocate the necessary resources to create a
generation free of HIV.
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the number of infants tested at younger than six months.
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Boulle et al. Seven year experience of a primary care
antiretroviral treatment programme.
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Zambia.
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Berwick, What “patient-centered” care should mean.
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for HIV scale-up.
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Data for laboratory training were not available for Zambia prior
to 2008. These data reflect the contributions of Côte d’Ivoire,
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not provided in South Africa under Project HEART.
24

These data may include individuals who participated in refresher
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collected and reported by the MOH in each country. Also of note,
individuals may have received more than one training during the
course of Project HEART.
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Washington, DC: EGPAF; April 2011.
27

Lessels, Retention in HIV care.
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Ibid.
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Project Heart did not support PMTCT services in Tanzania
because this component was funded by USAID. Therefore,
PMTCT data for Tanzania are not included in Figure 25.
30
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EGPAF, Quality Management of Rapid Syphilis Testing in
Zambia and Uganda.
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The Elizabeth Glaser Pediatric AIDS Foundation is
a nonprofit organization dedicated to preventing
pediatric HIV infection and eliminating pediatric
AIDS through research, advocacy, and prevention,
care, and treatment programs. Founded in 1988, the
Foundation works in 16 countries around the world.
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