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ABBREVIATIONS AND ACRONYMS

AIDS  acquired immuno deficiency syndrome

ANC antenatal care

ART antiretroviral therapy

ARV antiretroviral

BIPAI Baylor International Pediatric 
AIDS Initiative

CBO community-based organization

CCR consulta de criança em risco  
(child-at-risk consultation)

CDC U.S. Centers for Disease Control and 
Prevention

CHAI Clinton Health Access Initiative

CMAM Central de Medicamentos e  
Artigos Médicos

DPS Direcção Provincial de Saúde  
(provincial health department)

EGPAF Elizabeth Glaser Pediatric  
AIDS Foundation

GLASER Global AIDS System for  
Evaluation and Reporting

HGM Hospital Geral da Machava  
(General Hospital of Machava)

HIV  human immunodeficiency virus

HRH human resources for health

IMQ Instrumento de Melhoria de Qualidade 
(Quality Improvement Instrument)

JSI John Snow, Inc.

LLHF lower-level health facility

MCH  maternal and child health

MOH Ministry of Health 

NED and NEP Nucleo Estadistico Distrital e Provincial 
(district and provincial statistical centers)

NGO nongovernmental organization

PBF performance-based financing

PCR polymerase chain reaction

PEPFAR U.S. President’s Emergency  
Plan for AIDS Relief

PITC provider-initiated counseling and testing

PMTCT prevention of mother-to-child transmission 
(of HIV)

POC point of care

Project HEART Project to Help Expand  
Antiretroviral Therapy 

PTS patient tracking system

QI quality improvement

SCMS Supply Chain Management System

SCP site capacity profile

SDSMAS  Serviço Distrital de Saúde, Mulher e Acção 
Social (district directorate of health)

SMS short message service

TA technical assistance

TB tuberculosis

UNGASS United Nations General Assembly 
Special Session

UNICEF  United Nations Children’s Fund

USAID U.S. Agency for International Development
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EXECUTIVE SUMMARY

For more than five years, Project HEART (Help Expand 
Antiretroviral Therapy) has provided technical assistance and 
capacity building to the Ministry of Health in Mozambique to 
scale up quality HIV prevention, care, and treatment services. 
Through the leadership and generous support of the U.S. 
President’s Emergency Plan for AIDS Relief (PEPFAR) and 
the U.S. Centers for Disease Control and Prevention (CDC), 
the Elizabeth Glaser Pediatric AIDS Foundation (EGPAF) 
implemented this $66 million, five-year initiative to provide 
lifesaving care and treatment services to nearly 200,000 people 
living with HIV. 

Increased access to HIV prevention, care, and treatment services 
in predominantly rural areas was one of the most notable 
contributions of Project HEART to the national HIV/AIDS 
response in Mozambique. Through Project HEART, almost 
200,000 men, women, and children received HIV care and 
support; 703,755 pregnant women received HIV counseling and 
testing; and nearly 70,000 people started ART (antiretroviral 
therapy). Approximately one out of five PEPFAR-supported 
ART patients in Mozambique received treatment through 
Project HEART.1 EGPAF/Mozambique exceeded initial project 
targets for patient enrollment in care and ART initiation by 27 
percent. More impressive was the Foundation’s commitment to 
making access to care and treatment services more equitable by 
working in some of the most resource-constrained settings in 
Mozambique, where HIV services were previously unavailable. 

Equally noteworthy, EGPAF surpassed program targets while 
strengthening the health system at all levels in provinces with 
distinct epidemiological and sociocultural contexts. During five 
years of implementation, Project HEART contributed to the 
remarkable gains achieved in HIV testing of pregnant women, 
expanding and improving early infant diagnosis of HIV-exposed 
infants in Mozambique, and significantly increased access to 
care and treatment for thousands of adults and children living 
in some of the most remote areas of the country. Furthermore, 

EGPAF enhanced the capacity of 3,000 health service providers 
to provide high-quality HIV care and treatment through 
training, mentoring, and clinical attachments—an important 
feat considering that Mozambique faces one of the most severe 
health worker shortages in the world. 

Finally, EGPAF prioritized health systems strengthening 
as a principal strategy for target attainment and quality 
improvement, with the end goal of building district capacity 
to manage HIV programs that are well integrated into primary 
health care services. Working side by side with the district and 
provincial directorates of health, Project HEART implemented 
innovative health financing mechanisms such as sub-grants and 
performance-based financing with the aim of linking program 
indicators to cash transfers, thereby improving health worker 
performance and productivity. By 2011, EGPAF had provided 
$8 million in sub-grants over three years to 71 beneficiaries, 
including four provincial health departments, 44 district health 
departments, 14 general or rural hospitals, and nine training 
institutes. Embraced by the Ministry of Health as a way to scale 
up services while building capacity, this approach served as a 
model for other nongovernmental partners and jump-started 
the progressive transition of HIV program management to the 
provincial and district health departments, paving the way for a 
seamless transition in the later years of Project HEART.

HIV DATA FOR MOZAMBIQUE 

•	20 million total population 

•	11.5% HIV prevalence  

•	1.4 million people living with HIV 

 - 170,000 adults receiving antiretroviral therapy (ART)

 - 63% are female; 8% are children 

 - 33% of adults and 32% of children in need of ART

•	46% of pregnant women HIV-tested in antenatal care 

•	32% of HIV-positive pregnant women with access to 
antiretroviral prophylaxis 

•	Of 1,200 health facilities across the country, 266 
provide HIV care and treatment services and 909 offer 
prevention of mother-to-child transmission services.

Source: Ministry of Health, National Institute of Health, National Institute of Statistics. 
November 2010.

“The evolution from a centralized, vertical 
approach to an integrated, sustainable 
one has made all the difference.”
Nancy Fitch, country director 2008–2011, EGPAF/Mozambique
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EVOLUTION OF PROJECT HEART 

Since 2006, the Elizabeth Glaser Pediatric AIDS Foundation 
has implemented Project HEART (Help Expand Antiretroviral 
Therapy) in Mozambique, supporting the Ministry of Health 
(MOH) at the district, provincial, and central levels to expand 
clinical HIV services to more than 251 health facilities in 44 
districts in the four provinces of Maputo, Gaza, Nampula, and 
Cabo Delgado. Building on the existing Call to Action Project 
funded by the U.S. Agency for International Development 
(USAID), which focused on scale-up of prevention of mother-
to-child transmission (PMTCT) services, Project HEART 
aimed to increase access to and improve the quality of care and 
treatment services for women, children, and families living 
with HIV. In 2008, USAID funding for PMTCT services 
was transitioned to the U.S. Centers for Disease Control and 
Prevention (CDC).  

Predominantly government run, the health system in 
Mozambique is characterized by a dire shortage of human 
resources for health (HRH) and weak infrastructure—the 
lingering effects of prolonged civil conflict as well as financial 
resource shortages and other factors. Given the limited number 
of health facilities and growing epidemic at the start of Project 
HEART, it was imperative to integrate care and treatment 
services into primary health care to reach the greatest number 
of people while maximizing existing resources. In April 2006, 
EGPAF initiated Project HEART in Mozambique providing 

direct technical assistance (TA) to the district and provincial 
directorates of health (DPS and SDSMAS) in Bilene, Chibuto, 
and Xai-Xai in Gaza province adding districts in Nampula and 
Maputo provinces in the same year; and expanding support 
to Cabo Delgado province in 2008.* Through support visits 
to district health facilities performed by teams of health 
professionals, EGPAF provided TA and on-the-job coaching, 
and proposed recommendations for improving site performance. 

Although the rate of HIV infection has stabilized in recent 
years, Project HEART started at the peak of the epidemic in 
Mozambique.† According to a report by the National Institute 
of Health in Mozambique in 2010, prevalence rates were and 
continue to be highly variable across provinces, ranging from 
17.8 percent in the south to 5.6 percent in the north.²  
Prior to the U.S. President’s Emergency Plan for AIDS 
Relief (PEPFAR), delivery of antiretroviral therapy (ART) in 
Mozambique was restricted to large urban reference hospitals, 
called “day hospitals,” in six provinces,‡ and ART was solely 
dispensed by medical doctors.³,4 From 2006 to 2008, prompted 
by the burgeoning demand and MOH mandate, Project 
HEART provided TA primarily to rural district health centers 
to start up HIV care and treatment services, train health staff in 
ART provision, and rapidly increase access to PMTCT and ART 
* EGPAF supported the MOH in Cabo Delgado with United Nations Children's Fund 
(UNICEF) funds from 2006 to 2008.

† Based on data from the MOH and the United Nations General Assembly Special Session 
(UNGASS).

‡ Prior to 2004, these provinces included Maputo and Maputo City, Niassa, Sofala, Tete, and 
Zambezia, and excluded three of the provinces where Project HEART worked: Cabo Delgado, 
Gaza, and Nampula.

© Arturo Sanabria, courtesy of Photoshare
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HEART/Mozambique’s main accomplishments included 
the following: 

•	 67 ART sites and 251 PMTCT sites provided with TA and 
capacity building of prevention, care, and treatment services, 
exceeding the targets by 26 and 16 percent, respectively

•	 194,843 people enrolled in care, of whom 15,006 (7.7 
percent) were children 

•	 69,421 people initiated on ART, of whom 6,360 (9 percent) 
were children, reaching 126 and 119 percent of the respective 
targets

•	 882,135 pregnant women counseled about HIV and 703,755 
pregnant women tested for HIV

Project HEART significantly contributed to the exponential 
growth in the availability of HIV prevention, care, and treatment 
services by supporting the MOH to expand PMTCT coverage 
and decentralize care and treatment services in 4 of 11 provinces. 
As of 2010, program results accounted for 21 percent of the 
individuals enrolled in care as well as 19 percent enrolled in ART 
and 13 percent of children receiving treatment nationwide (see 
Table 1).6 By June 2011, EGPAF accounted for 18 percent of 
individuals currently receiving ART and 21 percent of children 
nationwide. Nearly one out of five individuals receiving ART 
with PEPFAR support in Mozambique did so through Project 
HEART.1 Similarly, Project HEART supported 25 percent of the 
health facilities offering PMTCT services in Mozambique.

to identify and care for the growing numbers of people living 
with HIV. From 2008 onward, Project HEART focused on 
scale-up of PMTCT and care and treatment services to lower-
level health facilities (LLHFs), quality improvement, and health 
systems strengthening. The overarching goal of Project HEART 
in Mozambique was to increase access to sustainable, quality 
prevention, care, and treatment services for HIV-positive infants, 
children, and their families, grounded in the broader goal of 
reinforcing the health system at the district, provincial, and 
national levels (see Figure 1). 

By September 2011, Project HEART had made considerable 
progress in achieving these objectives, supporting 251 PMTCT 
sites and 67 ART sites in Maputo, Gaza, Nampula, and Cabo 
Delgado provinces, located in the extreme south and north 
of the country, with distinct epidemiological, cultural, and 
linguistic contexts. This required flexible approaches, tailored 
to the particular characteristics and disease burden of each 
province. EGPAF’s commitment to making health care more 
equitable by extending care to rural areas was appropriate in 
Mozambique, where 70 percent of the population is rural and 35 
percent live more than a 45-minute walk from a health center.5 
Working in the most resource-constrained settings, plagued by 
severe HRH shortages, weak infrastructure, and long distances 
between health facilities, 93 percent of Project HEART–
supported PMTCT sites and 85 percent of care and treatment 
sites were located in rural areas.* As of September 2011, Project 
* Rural sites are identified as defined in GLASER (the Global AIDS System for Evaluation and 
Reporting database), based on national census data.
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FIGURE 1. PROJECT HEART/MOZAMBIQUE CONCEPTUAL FRAMEWORK



8 ELIZABETH GLASER PEDIATRIC AIDS FOUNDATION | PEDAIDS.ORG

PROJECT HEART: MOZAMBIQUE

PROGRAM IMPLEMENTATION 
MODEL: BUILDING CAPACITY 
FOR SUSTAINABLE, QUALITY HIV 
SERVICES 

Throughout Project HEART, the major tenet guiding program 
implementation was building the capacity of all tiers of the 
health system—including individual service providers, health 
departments, and national agencies—to achieve sustainable 
results, while improving the quality of HIV service delivery. 
Drawing on lessons learned, the implementation model changed 
over time to achieve greater scale and respond to the evolving 
needs and capacities of the Mozambican health system. EGPAF’s 
implementation model can be categorized into three phases: 1) 
direct TA to the government-run health system; 2) building the 
technical and managerial capacity of the district and provincial 
health departments through sub-grants; and 3) transition to 
local partners, namely the DPS and SDSMAS and the Ariel 
Foundation, a Mozambican nongovernmental organization 
(NGO) affiliated with EGPAF. 

During the first three years of Project HEART, EGPAF 
provided direct TA to district and provincial health teams 
through regular site visits; organized trainings; supported 
staff salaries; and procured supplies, equipment, and auxiliary 
services requested by the district teams as these needs arose. 
Although direct implementation generated rapid results, 

health facility performance depended on the regular presence 
and support of NGO partners. Recognizing this, in late 2008 
EGPAF implemented sub-grants to the DPS and SDSMAS 
in all four provinces, providing a regular stream of funding to 
the institutions directly responsible for the implementation 
and supervision of HIV services. To this end, EGPAF worked 
extensively with district and provincial teams to develop budgets 
and work plans, which included trainings, supervision visits, 
coordination meetings, transport of CD4 and other samples, 
and procurement of equipment and supplies. Based on technical 
performance, compliance with financial regulations, and 
spending rates, EGPAF transferred funds to sub-grantees on a 
quarterly basis. 

The shift from direct TA to sub-grants represented an important 
turning point for Project HEART in Mozambique, laying 
the groundwork for building both technical and managerial 
capacity, and mutually reinforcing objectives that would later 
set the stage for transition to local partners. In 2009, consistent 
with the PEPFAR five-year strategic plan, EGPAF embraced 
the transition and strengthening of government structures and 
civil society partners to manage the provision of quality HIV 
services. Two-pronged, this approach consisted of direct and 
performance-based financing combined with targeted capacity 
building of the district and provincial health departments, and 
the creation of an independent Mozambican NGO to provide 
TA to the MOH in the delivery of comprehensive HIV services. 

INDICATOR 
(2010)

PROJECT 
HEART

PEPFAR PROJECT HEART 
CONTRIBUTION 
TO PEPFAR TOTAL

MOH PROJECT HEART 
CONTRIBUTION 
TO MOH TOTAL

Number 

of patients 

currently on ART 

26,837 138,800 19% 218,991 12%

Number 

of patients 

currently 

receiving care 

and support

121,728 584,900 21% N/A N/A

Number 

of children 

currently on ART 

2,331 N/A N/A 17,395 13%

TABLE 1. PROJECT HEART CONTRIBUTION COMPARED WITH PEPFAR AND NATIONAL TOTALS, 2010
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RAPID SCALE-UP 2006–2009: FROM 
FEASIBILITY TO STABILITY 

PREVENTION OF MOTHER-TO-CHILD 

TRANSMISSION  

Building on the strong foundation established by the USAID-
funded Call to Action Project, EGPAF, working closely with the 
MOH, recognized the pressing need to rapidly scale up PMTCT 
services beyond the district health centers to make substantial 
inroads in preventing pediatric infection. Bringing PMTCT 
closer to mothers and infants was imperative in Mozambique, 
where many families discontinued or postponed seeking care 
because of long distances to district health facilities. Capitalizing 
on the political will to increase PMTCT coverage, EGPAF 
expanded support from 11 health facilities in 2006 to 251 in 
2011, adding an average of 6 health facilities per quarter. Over 
time, PMTCT became a standard component of maternal and 
child health (MCH) services, since this was the most effective 
approach to increasing uptake in understaffed and resource-

constrained health centers. Replicating the district approach 
developed in Tanzania, EGPAF invested in building the capacity 
of district health departments to provide training, supervision, 
and financial support to peripheral health facilities. In 
collaboration with I-TECH, an international NGO specializing 
in training and mentoring, EGPAF launched the PMTCT 

FIELD EVALUATION OF POINT-OF-CARE 
TECHNOLOGIES IN MCH SERVICES AND IN THE 
PMTCT PROGRAM

The overall goal of this study, which launched in 2011, 
is to evaluate the introduction of point-of-care (POC) 
technologies for hemoglobin, syphilis, and CD4 count 
within MCH services and the resulting impact on uptake 
of ART for treatment-eligible pregnant women. Data will 
be collected through pre- and postintervention chart 
reviews of routine data collected in MCH and PMTCT 
services. Findings from this assessment will support MOH 
decisions regarding the distribution of POC technologies 
in order to improve ART uptake for pregnant women.  

PMTCT data available through June 2011. Frequent stock-outs of test kits, centrally managed in Mozambique, adversely affected the uptake of 
testing in antenatal care, due to the surge in demand for HIV services, and partly account for the declines seen in 2009 and 2010.

FIGURE 2. PROJECT HEART PMTCT CASCADE, 2006–2011
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mentoring program in 2008 to train and mentor MCH nurses 
based in LLHF within the same district to provide quality 
PMTCT services to mother-infant pairs and improve uptake of 
HIV testing and antiretroviral (ARV) prophylaxis (see text box).

As illustrated in Figures 2 and 3, counseling and testing of 
pregnant women during antenatal care (ANC) was nearly 
universal at Project HEART–supported sites, with more than 
87 percent of eligible pregnant women tested in ANC in the 
third quarter of 2011. Advancements were also observed in the 
provision of ARV prophylaxis for both mothers and infants. 
Of the 62,092 pregnant women who tested HIV positive, 
45,851 received ARV prophylaxis and 36,936 infants received 
prophylaxis. Cumulatively, uptake of maternal ARV prophylaxis 
including ART was 74 percent, while infant uptake was 58 
percent, which compared favorably with national results as of 
2009.*,7 As Figure 4 shows, in recent quarters the proportion 
of women receiving combination therapy for PMTCT closely 
tracked the increase in the number of women testing positive, 
testifying to the concerted effort to improve uptake. The use of 
single-dose nevirapine was phased out, and by the end of 2010, 

* Although double counting has been significantly reduced, MOH PMTCT registers were 
difficult for health staff to fill out and often listed pregnant women receiving ARV prophylaxis 
under various regimes. MOH registers have been revised, with roll-out expected in 2012. 
Percentage of maternal ARV prophylaxis is the proportion of pregnant women identified 
as HIV positive in ANC and labor and delivery who receive ARV prophylaxis. PMTCT data 
included in this report are from the third quarter of 2006 to September 2011, coinciding with 
the reporting of care and treatment data for Project HEART.

FIGURE 3. PROJECT HEART PMTCT CASCADE, 2006–2011, CONTINUED 

PMTCT MENTORING PROGRAM

In 2008, piggybacking on the district approach model, 
together with the district health departments, EGPAF 
selected chief MCH nurses to participate in a three-
day theory-based training, preparing them to be 
mentors for MCH nurses at LLHFs. District mentors 
then conducted a two-week training for LLHF nurses 
covering ante- and postnatal care, family planning, and 
child-at-risk consultations. The MCH nurses performed 
supervision visits to the LLHF for six months to evaluate 
the performance of the mentees based on predefined 
criteria. As of June 2011, EGPAF had implemented the 
PMTCT mentoring program in 31 districts, training 49 
district mentors and 27 MCH nurses at LLHFs. 
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FIGURE 4. UPTAKE OF MATERNAL ARV PROPHYLAXIS IN PMTCT, 2006–2011

which means that many women still must be referred to health 
facilities with a doctor or medical officer far from their home 
to receive ART services. To mitigate this limitation, EGPAF 
has supported mobile or outreach ART, whereby a physician 
or medical officer visits peripheral sites on a biweekly basis to 
provide ART. The limited number of CD4 machines and quotas 
on the number of CD4 samples collected per week constituted 
another barrier to ART for pregnant women. To address this 
barrier, EGPAF collaborated with the MOH, CDC, and 
partner Supply Chain Management System (SCMS) in 2011 to 
place CD4 machines in high-volume districts and strengthen 
transport and referral networks for CD4 samples. Supported in 
partnership with the Clinton Health Access Initiative (CHAI) 
and the MOH, the pilot point-of-care (POC) technology, which 
provides same-day CD4 results, is expected to decrease the 
turnaround time to determine treatment eligibility and thereby 
increase the number of pregnant women starting ART. 

95 percent of pregnant women who received ARV prophylaxis 
received combination therapy, including ART for PMTCT.*  

Where possible, EGPAF promoted the integration of MCH 
and ART as a strategy to initiate treatment-eligible pregnant 
women on ART. Through Project HEART, 22,531 women were 
enrolled in care and treatment and 4,290 (19 percent) initiated 
ART for their own health.† Increased uptake of prophylaxis for 
PMTCT may have contributed to the decline in mother-to-child 
transmission rates observed at EGPAF-supported sites from 
2008 to 2011, from 21 to 14 percent.‡ Although the proportion 
of pregnant women who started ART was suboptimal, increases 
were reported each year as a result of more effective linkages 
between MCH and ART services. 

Structural limitations impeded timely access to ART, namely a 
national policy that does not authorize nurses to prescribe ART, 
* Data from GLASER, 2010.

† The number of treatment-eligible pregnant women based on CD4 count or clinical staging 
was not collected in MOH registers, and therefore the available data indicate the number of 
women enrolled in care who initiated ART.

‡ The denominator used is a proxy—the number of exposed infants tested at under 6 months 
of age—which avoids double counting of infants confirming diagnosis or tested at different 
entry points and does not include infants tested at 18 months of age.
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ADULT CARE AND TREATMENT 

The growth in care and treatment services paralleled the 
expansion of PMTCT. EGPAF supported three health facilities 
in two provinces in early 2006, growing to 67 sites in four 
provinces by September 2011.* At the start of Project HEART, 
according to national policy, ART services were typically 
available in provincial capitals and selected district health 
facilities in densely populated areas with high prevalence rates, 
and only medical doctors were authorized to prescribe ARVs. As 
the AIDS epidemic worsened and demand increased, particularly 
in Maputo and Gaza provinces, the MOH authorized medical 
officers to administer ART and approved decentralization to 
LLHFs, conditions permitting. Congruent with the MOH 
mandate, in 2008 EGPAF supported district health facilities 
with high patient volumes in decentralizing care and support 
services to these satellite sites. 

By September 2011, EGPAF had supported the MOH in 
enrolling 194,843 patients in care and support, and 69,421 of 
those started ART. As of September 2011, 47,785 individuals 
were still receiving ART, of whom 9 percent were children. 
Marked increases in enrollment occurred in 2009 as ART 

* These numbers include six satellite sites or peripheral health facilities, which report data to 
the main district health center.

services were decentralized, and enrollment has steadily increased 
since then. On average, more than 9,700 new patients were 
enrolled in care each quarter. Although site expansion clearly 
accounted for the increase in the absolute number of patients, 
as Figure 5 illustrates, the growth in the number of new patients 
outstripped the number of additional health facilities supported 
by Project HEART, which remained constant each quarter. As 
service providers acquired more clinical experience in treating 
people living with HIV, health facility concerns moved beyond 
increasing access to analyzing the quality of care, discussing 
second-line regimens for patients, and identifying patients at risk 
for treatment failure, pointing to the evolution of the care and 
treatment program over the past five years.† 

Integration of TB and HIV services has gradually occurred 
at health facilities, overcoming historical divisions in service 
delivery. As the MOH moved toward full integration of TB 
and HIV services, Project HEART implemented the One-Stop 
Model in Gaza Province, which will inform the government’s 
strategy for scale-up. The One-Stop Model combines HIV 
screening at TB sites and TB screening at HIV sites, to allow 
for a more integrated approach to these two diseases, which 
often occur together in the same patient. Although TB/HIV 
integration was still in its initial stages, TB screening of HIV 
patients at Project HEART–supported sites increased after 
2010, with a total of 32,564 patients screened for TB at last 
visit. The proportion of TB patients tested for HIV and starting 
ART increased by 14 percent and 7 percent, respectively, from 
2010 to 2011, with nearly all TB patients (97 percent) tested 
for HIV. In 2011, 60 percent of those tested were HIV positive 
and 24 percent initiated ART. TB screening of HIV patients 
has become more routine, and the number of those diagnosed 
with TB who started treatment more than doubled from 2010 
to 2011. Similarly, the number of coinfected TB/HIV patients 
who started cotrimoxazole and ART has notably increased each 
quarter, as shown in Figure 6. 

PEDIATRIC CARE AND TREATMENT 

Over the past five years, Project HEART improved access to 
pediatric HIV care and treatment through extensive training 
and mentoring of clinicians, scale-up of early infant diagnosis, 
and advocacy for changes to national pediatric HIV guidelines. 
By September 2011, 15,006 HIV-positive children had enrolled 
in care and 6,360 had started ART, surpassing the targets by 27 
and 19 percent, respectively (see Figure 7). The proportion of 
HIV-positive children currently receiving care and treatment has 
† Interview with Dr. Ana Charles, provincial coordinator for Maputo Province at EGPAF/
Mozambique.

EARLY INFANT DIAGNOSIS IN MOZAMBIQUE

Starting in 2007, EGPAF/Mozambique supported the 
MOH to expand early infant diagnosis. By the end 
of June 2011, EGPAF supported collection of blood 
samples for polymerase chain reaction (PCR) testing at 
113 out of 230 sites. An evaluation conducted in 2009 
found that the median turnaround time for test results 
was 50 days, much higher than the 28 days stipulated 
by the MOH to ensure timely initiation of ART. Many 
children were lost to follow-up or became seriously 
ill while caregivers waited nearly two months for 
test results.

In response, EGPAF partnered with CHAI to 
improve PCR result turnaround time using an innovative 
and cost-effective printer system linked to short 
message service (SMS) cellular telecommunications. 
Through this system, PCR results, once processed at the 
main laboratories, were received directly by the health 
facilities. Following the introduction of SMS printers, 41 
percent of sites delivered results within 28 days in 2011. 
As a result, access to ART for infants and young children 
improved, with children under two years old making up 
44 percent of all children starting ART.
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FIGURE 5. EXPANSION OF CARE AND TREATMENT SERVICES SUPPORTED BY PROJECT HEART

FIGURE 6. COINFECTED TB/HIV PATIENTS STARTING COTRIMOXAZOLE AND ART IN ART SERVICES
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steadily increased over the past five years from 5 percent at the 
start of the project to 9 percent by September 2011. Propelled 
by the expansion of early infant diagnosis and DNA PCR 
testing, to approximately 50 percent of supported sites with 
child-at-risk consultation (consulta de criança em risco, CCR) 
services, the proportion of young children enrolled in ART has 
notably improved, from 15 percent in 2007 to 38 percent in 
2011. During the same period, infant testing rates increased 
considerably, from 22 to 76 percent.*  

The increase in infant testing rates observed in 2010 coincided 
with the expansion of short message service (SMS) printers 
for early infant diagnosis results delivery, showing how 
advancements in technology have reduced practical barriers 
to service delivery. Most impressive, 38 percent of children 
initiating ART were under one year of age. Strengthening 
linkages along the continuum of care, specifically the effective 
integration of postnatal care and CCR services, coupled with the 
placement of lay counselors in CCRs and the fast-tracking of 
HIV-infected children, was critical to increasing the enrollment 

* The denominator in the infant testing rate calculation is the number of HIV-exposed infants 
seen at their first immunization visit. Using the number of HIV-positive pregnant women as the 
denominator, the proportion of infants tested as of June 2011 was 46 percent.

of children. These achievements were also largely driven by 
the enhanced capacity of service providers to identify and treat 
HIV-infected children through formal and on-the-job training, 
including clinical attachments facilitated by the  
Baylor International Pediatric AIDS Initiative (BIPAI) and  
the Pediatric Learning Center at the Hospital Geral da Machava 
(General Hospital of Machava, HGM). 

Specializing in education and training of health professionals, 
BIPAI, in Swaziland, provided in-depth training and mentoring 
in pediatric care and treatment for EGPAF national staff as 
well as service providers in PMTCT, pediatric HIV diagnosis, 
pediatric care and treatment, and psychosocial support for 
children. These trainings generally lasted two weeks and 
consisted of didactic sessions, clinical case discussions, 
rotations, and supervision of health professionals. Since 
December 2009, 33 physicians and medical officers have 
participated in the training. Working closely with the full-
time pediatrician lent by BIPAI to HGM, EGPAF established 
HGM as a pediatric learning center to provide mentoring to 
an additional 31 physicians and medical officers from various 
provinces throughout Mozambique. This unique professional 

FIGURE 7. CUMULATIVE ENROLLMENT OF HIV-POSITIVE CHILDREN ON ART  
BY AGE AT PROJECT HEART–SUPPORTED SITES
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development program enlarged the pool of clinicians trained 
in pediatric HIV and will continue under the management of 
Mozambican physicians. As one of the participants, Dr. Claudia 
Mutakia, said, “The training taught me to be more holistic and 
methodical in my approach to treating HIV-positive children. 
When I returned to Macia Health Center, I felt my performance 
improved, and we have more children enrolled in ART. I highly 
recommend this training not only for medical doctors but for all 
health workers.”

Patient retention was one of the most formidable challenges 
faced by Project HEART in Mozambique. Fueled by a 
constellation of factors, namely the limited capacity of the health 
system, coupled with practical barriers such as long distances, 
transport costs, and stigma, attrition is a persistent obstacle 
to continuity of care.8,9 In Mozambique, the unprecedented 
increase in the number of patients enrolled in HIV care and 
treatment placed additional strain on the health system and 
was accompanied by an increase in the proportion of patients 
who abandoned treatment.10 Despite these challenges, Project 
HEART has observed encouraging improvements in crude 
retention in recent quarters, as shown in Figure 8. Retention 

FIGURE 8. CUMULATIVE PATIENTS LOST TO FOLLOW-UP, 2007–2011 

ARIEL CLUBS: CHILDREN HELPING CHILDREN
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community volunteers or caregivers trained in pediatric 

ART counseling, the support groups reinforced the 

participants’ coping skills and adherence-supporting 
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rates based on cohort data were 69 percent at 12 months and 
64 percent at 24 months.* Although less than desirable, Project 
HEART’s average retention rates reflect those reported by other 
PEPFAR partners, MOH data, and weighted averages from the 
region.10,11 Of those who discontinued treatment, deaths and 
transfers accounted for 6 and 5 percent, respectively. Improved 
retention rates were partially a result of specific interventions 
implemented by EGPAF to address this challenge, most notably 
(1) the hiring and training of lay counselors to provide intensive 
counseling, with greater attention to patients at higher risk 
of defaulting, including pre-ART patients, patients missing 
consultations for CD4 and polymerase chain reaction (PCR) 
results, and patients who have abandoned treatment; (2) 
systematization of active tracing of patients lost to follow-up 
through focal points and teams at health facilities dedicated to 
this purpose; and (3) clinical mentoring designed to improve the 
skills of health workers. In 2010 and 2011, particular emphasis 
was placed on community-based counseling through home 
visits and community-led ART groups with a strong focus on 
pregnant women and HIV-exposed infants to encourage partner 
testing, support disclosure, and offer information on infant 
feeding practices.†

Pediatric loss to follow-up rates reflected trends similar to 
those seen in the adult population, since children are largely 
dependent on caregivers for access to health care. As illustrated 
in Figure 8, loss to follow-up of children enrolled in ART 
slightly declined from 20 percent in 2010 to 16 percent in 2011. 
Until 2008, provision of pediatric HIV care and treatment 
services was mostly restricted to provincial hospitals. In 
conjunction with UNICEF and the MOH, EGPAF supported 

* Cohort retention rates were collected where a patient tracking system was available. These 
data excluded approximately 12 health facilities that rely on paper-based reporting systems, 
where cohort data are not available.

† Designed by Doctors without Borders in Tete Province, Mozambique, Community ART 
Groups are formed by stable ART patients who form support groups to facilitate monthly ART 
distribution to other group members, provide adherence support, and ensure that each group 
member attends a clinical consultation every six months.

the development and implementation of a decentralization plan 
for Maputo General Hospital to prepare district health facilities 
to care for children living with HIV. The program was piloted in 
Maputo City and then rolled out in all provinces, with EGPAF 
working closely with the MOH to successfully decentralize 
pediatric HIV services. Motivated to address some of the 
underlying factors contributing to pediatric attrition, EGPAF 
collaborated with the MOH to develop a national training 
curriculum on psychosocial support and adherence counseling 
for children, as well as a facilitation manual and related job 
aids and materials for pediatric support groups. To specifically 
address pediatric retention, Project HEART supported the 
establishment of Ariel Clubs coordinated by local community-
based organizations (CBOs), providing a unique opportunity for 
children to share their personal experiences of living with HIV 
and to assist caregivers with disclosure issues.‡ Finally, through 
Project HEART a total of 246 health staff received specialized 
training in pediatric counseling, learning techniques to support 
children and their caregivers in adhering to treatment. 

PSYCHOSOCIAL SUPPORT AND COMMUNITY 

INVOLVEMENT

Increasing community involvement and patient voice in 
planning, implementation, and monitoring of activities was 
an integral component of Project HEART. The community 
support strategy in Mozambique rested on three pillars: (1) 
supporting the MOH in hiring, training, and supervising more 
than 166 lay counselors to provide pre-test, post-test, pre-ART, 
ART, and adherence counseling to both children and adults; (2) 
building the capacity of civil society through sub-grants to 12 
CBOs to educate and mobilize communities, facilitate support 
groups, and recover patients lost to follow-up; (3) fortifying 
health facility–community linkages with a strong focus on active 

‡ The structure and content of the Ariel Clubs were based on the model implemented by 
EGPAF/Uganda.

ABUCAR AND SAMARA: LIVING TOGETHER WITH HIV 

I became very sick and my wife traveled to Maputo to take care of me. We went to the hospital and got tested for HIV 
again, and finally accepted our status. We returned to our home and went to the health center supported by EGPAF, 
where we received counseling and started ART.  The nurse told us that we should participate in support groups, and we 
became active participants. Now we are helping the hospital to locate people who have stopped showing up for their 
HIV treatment, visiting their homes to encourage them to return to the hospital. Our children were tested for HIV, and 
gratefully they are negative.   Thanks to EGPAF, we were trained as peer educators, and our family and community see 
us as role models for good health. I would like to encourage all families to go to the hospital to get tested. They will be 
treated well. And I ask EGPAF to continue to give support to people like us. We celebrate World AIDS Day every day. 
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tracing of patients lost to follow-up. By designating specific lay 
counselors for each sector (i.e., PMTCT, CCR, and ART), many 
of whom were people living with HIV, the program was able to 
provide patients with more in-depth counseling and education. 
Sub-grants to CBOs enabled greater coverage in districts with 
larger populations and reflected concerted efforts to build the 
organizational and technical capacity of civil society to respond 
to the HIV epidemic beyond the end of Project HEART.  
Finally, the systemization of busca activa, or active tracing, to 
identify and recover patients lost to follow-up, combined with 
joint monitoring and improved coordination between health  
facilities and CBOs, succeeded in locating 67 percent of patients 
lost to follow-up, and of those, 80 percent returned to the  
health facility.* 

MONITORING AND EVALUATION, AND QUALITY 

IMPROVEMENT

As scale-up of HIV services gained more ground, greater 
investment in quality improvement (QI) was imperative to 
ensure that increased access did not compromise the quality of 
service delivery. EGPAF’s strategy to institutionalize QI centered 
on training key MOH staff to foster local ownership of QI 
efforts in the initial phase, followed by regular supervision to 
reinforce the application of QI tools and processes. Specifically, 
the promotion of QI integrated into all aspects of care occurred 
primarily through (1) training and mentoring of both clinical 
staff and the staff of district and provincial statistical centers 
(NEDs and NEPs, Nucleo Estadistico Distrital e Provincial) 
in data verification, analysis and use; (2) establishing QI 
management committees (Comites de Gestão de Qualidade) 
based at the health facilities to discuss program data and propose 
recommendations to address persistent gaps in service delivery; 
and (3) expanding automated patient tracking system (PTS) use 
to health centers with ART services to improve the timeliness, 
breadth, and accuracy of patient and program data, as well as the 
hiring of data entry clerks to update and manage these databases. 

John Snow, Inc. (JSI) played an instrumental role in establishing 
the quality management program through strengthening the 
capacity of the EGPAF technical teams and health facility staff 
to measure quality of services, develop site-specific improvement 
plans, and monitor their implementation, which helped 
integrate QI into routine program activities. By June 2011, a 
total of 14 care and treatment sites had received training and 
TA from JSI staff and 22 EGPAF staff, mostly clinical advisors 
who were trained to be trainers in QI. In turn, the EGPAF 
* These data reflect only the active tracing of patients conducted by EGPAF-supported CBOs 
over the past five years.

technical team provided follow-up of QI activities and plans 
during quarterly supervision visits to the health facilities. Relying 
on national tools endorsed by the MOH to measure quality 
standards of care—such as HIVQUAL; Model Maternity; and 
Infection, Prevention, and Control—ensured that EGPAF’s 
QI framework and training were closely aligned with national 
initiatives. 

Starting in 2009, EGPAF trained 353 staff from the NEDs 
and NEPs in data analysis and management, which improved 
data use for decision making at the site, district, and provincial 
levels. After its installation in 46 out of 63 sites, PTS produced 
quarterly reports, facilitated data quality audits, and fed into 
QI measurements. To consistently measure and document 
health facility performance, EGPAF developed the Quality 
Improvement Instrument (Instrumento de Melhoria de 
Qualidade, or IMQ), linking program results to disbursement 
of funds through sub-grants and performance-based funding. 
Results from the IMQ informed improvement interventions at 
health facilities and underscored program strengths and gaps 
across provinces. Involvement of the SDSMAS teams during 
quarterly support visits to sites fostered local ownership  
of QI efforts and improved the use and analysis of data.  
Based on initial data generated by IMQ cycles, sites 
demonstrated improvements in laboratory, pharmacy, and  
ARV service delivery. 

EXPLORING FACILITATORS OF AND BARRIERS 
TO PARTICIPATION OF HIV-EXPOSED AND HIV-
INFECTED CHILDREN IN CARE AND TREATMENT 
SERVICES IN TWO PROVINCES IN MOZAMBIQUE

Implemented in August 2011, this study aims to provide 
information on one of the most significant challenges 
facing the HIV program in Mozambique—pediatric 
enrollment and retention. Through key informant 
interviews and focus group discussions with parents/
caregivers, health workers, and community leaders, this 
evaluation hopes to identify prevailing sociocultural 
norms, structural barriers, and health facility interventions 
associated with pediatric enrollment and retention. Final 
results will be available in January 2012 and are expected 
to inform the development of retention strategies for 
HIV-exposed and  infected children.



18 ELIZABETH GLASER PEDIATRIC AIDS FOUNDATION | PEDAIDS.ORG

PROJECT HEART: MOZAMBIQUE

SCALE-UP THROUGH HEALTH 
SYSTEMS STRENGTHENING: ONE 
PERSON, MANY PROGRAMS 

Strengthening the health system in Mozambique was 
inextricably linked to the scale-up of comprehensive, high-
quality HIV clinical services to hard-to-reach populations. 
In a system beleaguered by severe shortages and geographic 
imbalances of HRH, with 3.5 physicians and 24 nurses per 
100,000 inhabitants, and recurring stock-outs of essential drugs 
and supplies, achieving program targets was contingent upon 
increasing the production, motivation, and retention of health 
staff; making serious investments in infrastructure improvement; 
and shoring up supply chain management systems at the district 
and provincial levels.12 

Given the severe lack of HRH in Mozambique, overburdened 
health workers are continually asked to take on additional 
responsibilities and provide more services to increasing 
numbers of patients without the benefit of additional resources. 
Interviewing a nurse working at the Macia Health Center in 
Gaza Province, a National Public Radio (NPR) reporter asked 
what it would be like if she did not have to contend with HIV 
and could only concentrate on maternal and child health. The 
nurse responded that the current situation was one of “one 
person, many programs,” and that it should be rather “one 
person, one program” in order to improve patient care and 
alleviate the heavy load carried by health workers.

TRAINING AND CAPACITY BUILDING  

OF HEALTH STAFF

Significant investment in training and building the capacity 
of various cadres of health staff was one of the foremost 
accomplishments of Project HEART/Mozambique. At the 
inception of PEPFAR and Project HEART, the number of 
medical doctors with requisite skills and clinical experience in 
treating people living with HIV was limited. Project HEART 
contributed to creating a pool of highly competent health 
staff through clinical mentoring and in-service and preservice 
training, promoted task shifting of services previously provided 
by doctors to different cadres of health professionals as a strategy 

KEY ACCOMPLISHMENTS IN HEALTH SYSTEMS 
STRENGTHENING:

•	Supported more than 600 nonprofessional health staff 
through sub-grants

•	Provided formal and on-the-job training for more than 
3,000 service providers and preservice training for 
another 259

•	Facilitated clinical mentoring in PMTCT and adult and 
pediatric ART for more than 150 health professionals

•	 Installed a logistics information management system in 
15 districts and a PTS in 46 out of 63 districts

•	Renovated 15 health facilities

Renovations and the restoration of electricity, plumbing, and sanitation systems were key to the success of health systems strengthening in 
Mozambique. Photo: Elizabeth Glaser Pediatric AIDS Foundation
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to overcome the serious HRH shortage, and helped clinicians to 
become more effective managers through the implementation 
of sub-grants. By dispatching a technical advisor in each of four 
areas—clinical services, pharmacy, laboratory, and monitoring 
and evaluation—to three provinces, EGPAF/Mozambique 
reinforced provincial-level management and supervision capacity 
of HIV activities. Frequent turnover of health staff within 
provinces and districts, due to reallocation by the MOH or 
labor migration to the private/NGO sector, interrupted the 
momentum of these efforts; nevertheless, Project HEART 
played a critical role in building skills and expanding the health 
workforce in Mozambique. 

Since 2006, Project HEART has trained 3,021 service providers 
through formal and on-the-job training.* Today, through 
sub-grants, the DPS and SDSMAS are largely responsible for 
organizing and facilitating these trainings with minimal external 
support from EGPAF. In all four provinces, the Foundation 
provided sub-grants to the training institutes to carry out 
preservice training based on the priorities identified by the 
provincial health departments. By the end of June 2011, Project 
HEART had supported a total of nine courses for 259 medical 
officers, nurses, pharmacy agents, and curative health officers.
[13] These preservice trainings have produced a new generation 
of more qualified HIV service providers in the four provinces 
where EGPAF worked. 

Task shifting and intensive mentoring were imperative, given the 
burden placed on nurses and medical officers in rural districts 
with growing numbers of people in need of HIV care. To this 
end, through sub-grants, EGPAF supported districts in hiring 
and training more than 600 nonprofessional health staff, namely 
lay counselors, data entry clerks, and accountants, as they 
awaited absorption into the health system. Clinical mentoring 
in PMTCT and ART for adults and children helped health staff 
to improve the quality of pediatric care and reduce anxiety and 
apprehension expressed by many health workers about treating 
children. In collaboration with I-TECH, EGPAF trained a total 
of 36 doctors and medical officers to be mentors in care and 
treatment, and an additional 67 in pediatric ART, with a total of 
142 clinicians receiving one-on-one mentoring. 

* These data may include individuals who participated in refresher trainings, since it was not 
possible to distinguish between formal, in-service, and on-the-job training based on the way 
data were collected and reported by the MOH in each country.

LOGISTICS AND INFRASTRUCTURE SUPPORT

In Mozambique, the national MOH pharmaceutical authority, 
centrally managed by Central de Medicamentos e Artigos 
Médicos (CMAM), was primarily responsible for procurement 
and distribution of ART and opportunistic infection drugs 
and test kits. The SCMS system had been designed to respond 
to acute illnesses and was therefore less prepared to meet the 
demands of a chronic disease model. The burgeoning demand 
for HIV services taxed an already fragile supply chain system, 
as evidenced by stock-outs of test kits, drugs, and supplies in 
the districts, compromising uptake of testing and initiation 
of ART. Project HEART focused on building capacity for 
drug forecasting at the district and provincial levels through 
training, mentoring, and TA, and later assisted with national-
level advocacy and capacity building. Working together with 
the CMAM, EGPAF supported the installation of a logistics 
management and information system in 15 districts in Maputo 
and Gaza provinces, and provided TA and coached pharmacists 
in the use of this automated system to improve the accuracy 
and reliability of drug management and forecasting. Over the 
past five years, EGPAF supported 52 laboratories, trained and 
mentored 353 laboratory technicians to improve quality control 
and diagnostic capacity, and guaranteed that each district 
laboratory received annual supportive supervision visits. In 
parallel, EGPAF’s laboratory advisor participated in national-
level working groups, supporting the development of the 
national laboratory strategic plan, training materials,  
and supervision tools. 

RESPONSIBILITIES TRANSITIONED TO DPS/
SDSMAS UNDER PROJECT HEART WITH SUB-
GRANTS: 

•	HIV care and treatment service delivery 

•	Management of sub-grant funds to support HIV 
clinical services, including monthly expense reports

•	Joint budget and activity planning 

•	Transportation of PCR tests, CD4 samples, and other 
lab consumables 

•	 In-service training for health staff

•	Recruitment and payroll management for 
nonprofessional staff 

•	Small renovations 

•	Procurement of goods under $5,000 per U.S. 
government rules 
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Available space, equipment, and supplies at health facilities 
were deficient at the start of Project HEART, particularly in the 
northern provinces and more rural areas. Lack of plumbing, 
electricity, and sanitation systems hampered the quality of care 
provided at health facilities and diminished the motivation 
of health staff. Working closely with the MOH and DPS to 
identify infrastructure improvement priorities, Project HEART 
supported the renovation of 8,000 m2 at 15 health facilities, 
including six laboratories. Financed through sub-grants, small 
repairs that restored electricity and plumbing systems in some 
sites, as well as the reorganization of existing space, were crucial 
to improve patient flow and referrals and ensure confidentiality. 
Likewise, the purchase of essential laboratory equipment and 
supplies, such as CD4 machines and POC technology, expanded 
diagnostic capacity. 

SUB-GRANTS AND PERFORMANCE-BASED 

FINANCING: BUILDING BLOCKS FOR HEALTH 

SYSTEMS STRENGTHENING AND TRANSITION

Implementation of sub-grants to the DPS and SDSMAS was 
the cornerstone of Project HEART’s strategy for health systems 
strengthening. By 2011, EGPAF had provided $8 million in 
sub-grants over three years to 71 beneficiaries: four DPS, 44 
SDSMAS, 14 general or rural hospitals, and nine training 
institutes. Conceived as a platform for district and provincial 
health departments to gain hands-on experience in health tasks 
such as planning, human resources, financial management, and 
performance monitoring, sub-grants were the first opportunity 
for many districts to develop budgets and work plans based 
on the needs specific to their context. As a result, the DPS 
and SDSMAS measurably improved planning and budgeting 
functions, gained deeper understanding of U.S. government 
donor rules and regulations, and demonstrated greater 
transparency and accountability in regard to internal controls, 
procurement, and expense tracking. 

Although spending was slow in the first six months of 
implementation, as seen in Figure 9, the burn rate steadily 
improved every six months. Limited absorptive capacity was tied 
to bottlenecks within the broader health system that hampered 

© Arturo Sanabria, courtesy of Photoshare
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and delayed the execution of work plans. Despite these 
challenges, the sub-grant approach was lauded by the MOH and 
replicated by other NGO partners, as the district and provincial 
health departments commended the model for delegating 
responsibility and resources for program implementation to the 
local government. Highly commended by the SDSMAS, DPS, 
and MOH, the stronger focus on capacity building through sub-
grants, combined with the quality of TA, garnered EGPAF the 
Best NGO Award in 2010 in all four provinces.

In 2010, in close collaboration with the DPS and SDSMAS, 
EGPAF introduced a performance-based financing (PBF) 
component to the cost-reimbursement sub-grants, linking 
quarterly cash transfers to the attainment of predefined 
quantitative and qualitative indicators. Piloted in 26 districts 
in Gaza and Nampula provinces, the PBF model contained 

a fixed price component for achieving both quantitative and 
qualitative targets, with the aim of improving and motivating 
performance. Preliminary findings from Gaza Province based on 
two verification cycles showed improvements in five out of seven 
clinical areas, and chart reviews confirmed more accurate and 
thorough documentation of patient data. Even in its initial stage, 
according to DPS staff in Gaza and Nampula, PBF motivated 
health workers and generated revenue for reinvestment, giving 
health facilities the autonomy and flexibility to purchase 
practical supplies, such as pens, paper, and chairs, during 
budget cuts or gaps in funding.* Still in the early stages of 
implementation, PBF is expected to address some of the major 
bottlenecks in the health system through giving health workers 
an incentive to resolve persistent structural limitations to 
improved performance and uptake of services. 

* Based on October 2011 interviews with Dr. Sauzinha Paulo Agostinho, chief medical doctor, 
Nampula, and Dr. Riaz Mohamed, director, DPS, Nampula.

FIGURE 9. SUB-GRANT BURN RATE JULY 2009–DECEMBER 2011 

“Performance-based financing is a 
good initiative because it has motivated 
health staff. But when someone says 
‘Congratulations’ and recognizes your 
achievements, it improves self-esteem and 
typically motivates people to work harder.” 
Dr. Sauzinho, chief medical doctor, DPS, Nampula 
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TRANSITION:  
MAKING A LASTING DIFFERENCE

Since its inception, Project HEART has integrated program 
activities into existing MOH and civil society structures and 
ensured that national priorities informed the project’s strategic 
direction. Transparent and thoughtful, EGPAF’s approach 
to transition demonstrated its serious pursuit of systems 
strengthening and long-term sustainability. Building on a 
strong foundation, Project HEART’s transition plan rested on 
two main pillars: (1) strengthening the national health system 
through direct financing and capacity-building support for the 
MOH at the provincial and district levels to sustainably support 
HIV service delivery; and (2) establishing an independent 
Mozambican NGO that is well positioned and empowered 
to support the MOH in providing HIV prevention, care, and 
treatment services for years to come. 

One of the main objectives of transition is to enhance the 
capacity of the MOH at all levels and to continuously monitor 
progress toward predetermined milestones. To this end, in 
October 2010, EGPAF administered the site capacity profile 
(SCP) tool to assess the capacity of health facilities, generating 
baseline data on service delivery and planning, monitoring, 
and financial and human resource management at supported 
ART sites in Maputo Province. Results allowed health facilities 
to reallocate resources and technical support to low-scoring 
sectors (e.g., pediatric ART or monitoring and evaluation), 
and provided objective comparisons of performance between 
health facilities, with the prospect of facilitating sharing of good 
practices and peer-to-peer exchanges. Initial feedback indicated 
that the SCP promises to be an effective tool in measuring 
health facility capacity and performance over time as facilities 
assume greater responsibility for donor-funded HIV  
program management. 

Fundação Ariel Glaser (Ariel Glaser Foundation, logo shown at 
left), was established to continue the legacy of Elizabeth Glaser 
and EGPAF/Mozambique as a highly regarded TA partner to the 
MOH in HIV service delivery and health systems strengthening. 
Nurturing exemplary leadership and strong governance was 
integral to the creation of Fundação Ariel Glaser and continues 
to be key to its viability. Recognizing this need, Fundação Ariel 
Glaser has chosen an executive director who is an internationally 
published researcher with nearly 20 years of clinical and 
leadership experience and who was instrumental to the start-
up of the pediatric HIV program in Mozambique. Likewise, 
board members are highly accomplished and influential national 
leaders. In 2011, board members as well as senior EGPAF staff 
received in-depth leadership training in preparation for their 
transfer to Fundação Ariel. Inheriting EGPAF’s seasoned staff 
and robust financial and administrative systems set the stage for 
a successful and smooth transition. 

Using a phased approach, EGPAF will progressively transfer 
program management and implementation responsibilities to 
Fundação Ariel. During the first phase, capacity building will 
be directed by EGPAF, working in partnership with Fundação 
Ariel to train key staff, develop work plans, and address capacity-
building needs. The second phase will focus on scaling up 
Fundação Ariel’s financial, human resource, and sub-grant 
management systems as well as its monitoring and evaluation 
capacity, while in the last phase EGPAF will monitor Fundação 
Ariel’s performance through annual assessments, program 
reports, and execution of capacity-building plans. 

Fundação Ariel’s mission is threefold: (1) support high-quality 
HIV/AIDS prevention and care-and-treatment service delivery 
programs, (2) develop partnerships with a range of public- 
and private-sector entities to contribute to national policy 
development and leadership for HIV programming, and (3) 
continue to support national health systems strengthening. In 
March 2011, Fundação Ariel assumed responsibility for program 
implementation in Maputo Province through a sub-grant 

“If I could, I would educate all families 
to give a lot of attention to HIV-positive 
children, because all HIV and AIDS patients 
need loads of love and care.” 
Source: “It's Not AIDS That Kills, Negligence Does,” in I Want To Be 
Somebody, by Paulina Chiziane (Maputo, Mozambique: Madeira & 
Madeira; 2010). 
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with EGPAF to start up program activities. During start-up, 
Fundação Ariel drew on EGPAF’s expertise and experience to 
orient key staff on policies and procedures, develop the content 
for the first board of directors training, and to adapt financial 
and administrative policies and procedures to fit the needs of 
the new NGO. The board of directors training held in August 
2011 was a critical first step toward solidifying the structure 
of Fundação Ariel, which outlined roles and responsibilities 
vis-à-vis executive management, defined functions for each 
committee, and discussed principles of stakeholder transparency 
and accountability. 

The annual accreditation tool, administered by EGPAF in 
August 2011, confirmed that Fundação Ariel was compliant 
with the major functions, highlighting governance, program 
management, and information technology as strengths, and 
organization management, communications and advocacy as 
areas that required more attention. Equally important, this 
tool provided an opportunity for honest and transparent self-
assessment, with staff fully engaged and motivated to evaluate 
the performance of their own departments as well as those of 
their peers. Going forward, this tool will monitor and document 
progress, inform strategic decisions about transition, and 
highlight priority areas for strengthening on an annual basis.

Fundação Ariel has already achieved important benchmarks by 
taking on Maputo Province and is uniquely placed to emerge 
as a well-respected and influential Mozambican NGO over the 
next five years. In July 2011, CDC awarded Project Esperança 
to the Fundaçao Ariel to support the MOH in implementing 
and expanding high-quality, comprehensive, sustainable 
HIV prevention, care, and treatment services. Under this 
project, EGPAF will gradually transition program operations, 
implementation, and management to Fundação Ariel, 
transferring one province per year while providing oversight and 
TA to Fundação Ariel and the MOH.

RESEARCH, ADVOCACY, AND 
COMMUNICATION:  
INFLUENCING CHANGE

Through active participation in national working groups, 
EGPAF staff contributed to key policy changes in HIV 
programming. Policy changes influenced by EGPAF at the 
national level included development of health cards for 
children and adults, decentralization of pediatric HIV services, 
provider-initiated testing and counseling (PITC), task shifting 
the dispensing of ART to medical officers and MCH nurses, 

provision of psychosocial support by lay counselors, inclusion of 
an HIV component in the integrated management of childhood 
illness curriculum, and development of guidelines for CCRs and 
well-child clinics. Complementing and informing policy-level 
changes, Project HEART reinforced MOH capacity to perform 
research by training 94 clinicians from the National Institute of 
Health and funded research to examine prevailing questions—
namely, identifying and retaining children in HIV care (see text 
box on page 24), and the feasibility, acceptability, and impact of 
POC technology. This research provided key insights into the 
most significant challenges to reducing pediatric infection in 
Mozambique: improving ART access for pregnant women and 
getting children the treatment they need to live a long,  
healthy life.

In 2007 and 2010, EGPAF supported the MOH in organizing 
the first and second national pediatric conferences, providing 
a unique forum for Mozambican pediatricians to discuss 
cutting-edge approaches in delivering integrated care to children 
under five years of age in light of the five principal causes of 
morbimortality among this age group. With more than 200 
participants, the conferences included renowned international 
experts and pediatricians from the region who presented 
findings from recent clinical and operational research. Leading 
Mozambican pediatricians formed a national association of 
pediatricians with the objective of ensuring that pediatric 
HIV remained a priority on the national agenda. Showcasing 
the latest developments in pediatric care, these conferences 
disseminated national and international lessons learned and 
best practices, raising awareness of pediatric HIV and other 
childhood illnesses.

Dr. Ulmenia, district director of health in Marracuene, signing the first  
sub-grant with EGPAF in July 2011. Photo: Elizabeth Glaser Pediatric 
AIDS Foundation
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One of the major challenges facing health staff who work 
with HIV-positive children is the dearth of child-oriented 
psychosocial materials and tools that adequately respond 
to their needs and concerns. To address this need, in 2010 
EGPAF joined forces with the highly regarded Mozambican 
novelist Paulina Chiziane to publish an inspiring anthology 
of stories titled Quero Ser Alguem or I Want to Be Somebody. 
Funded through Project HEART, the book is a compilation 
of testimonies gathered by Chiziane’s interviews with children 
from 5 to 17 years of age living with HIV in Mozambique. In 
this book, children recount their daily struggles and discuss their 
aspirations for the future. Currently, the book is being adapted 
as a discussion guide to facilitate support groups for children 
living with HIV—an important addition to the available job 
aids and materials on pediatric psychosocial support, which 
reflects the sociocultural realities of children in Mozambique.14 

ALCHEMY OF LESSONS LEARNED: 
TURNING CHALLENGES INTO 
GOLDEN OPPORTUNITIES 

Rapid scale-up of HIV prevention, care, and treatment services 
in the most resource-strapped districts in Mozambique posed 
serious challenges as the growing demand for care placed 
additional strain on the health system. To mitigate these 
challenges, under Project HEART, EGPAF transformed these 
roadblocks into pathways for learning and innovation. For 
example, sub-grants and PBF were designed to enhance the 
managerial capacity of health staff and incentivize HRH, while 
the decentralization of HIV services increased access to care 
and decongested large health facilities. Strong commitment and 
partnership were indispensable to overcoming barriers to the 
scale-up of early infant diagnosis; similarly, visionary leadership 
was critical to the success of the initial phase of the transition.

Implementation of sub-grants and PBF underscored the 
importance of building the managerial capacity of the DPS 
and SDSMAS. Providing resources directly to the districts 
accelerated the devolution of specific functions to the SDSMAS, 
such as contracting nonprofessional health staff, planning, 
budgeting, and procurement, and highlighted the benefits 
of decentralization, since district spending rivaled that of the 
provinces. Sub-grants and, later on, PBF were a springboard for 
the systematization of activities such as health facility capacity 
assessments, QI, and data quality audits. Financial reporting 
required by sub-grants and PBF resulted in greater transparency 
and accountability, motivating both clinical and administrative 
staff to improve monitoring and documentation of program 
activities, data, and expenses. Indirectly, sub-grants and PBF 
also fostered team building and improved coordination between 
medical and administrative staff as they worked together to plan 
activities and monitor performance. The active leadership of 
the DPS in taking corrective action was essential to reinforce 
compliance with both donor and MOH procedures. Building on 
implementation of sub-grants and PBF, EGPAF will continue to 
promote the decentralization of health planning, financing, and 
monitoring as an integral part of its transition strategy. 

Another important lesson learned was the decentralization of 
congested health facilities in high-prevalence areas as an effective 
strategy to increase access to PMTCT, ART, and pediatric 
care and treatment, and to improve patient adherence by 
bringing care closer to patients. In response, EGPAF devised a 
three-pronged strategy that entailed (1) specialized training in 
psychosocial support and counseling for a wide array of health 

RETENTION OF PATIENTS ON CARE AND 
TREATMENT AT EGPAF-SUPPORTED SITES IN 
NAMPULA PROVINCE

From 2010 to 2011, 9 out of 15 districts showed 
improvements in cumulative retention rates. Key 
interventions that addressed this challenge included the 
following:

•	Facilitation of daily support groups to coincide with 
patient consultations

•	PITC in all sectors linking HIV-positive individuals with 
care and treatment services

•	Appointed focal point to coordinate active tracing 
activities at health facilities

•	Active tracing and home visits of patients prior to 
being lost to follow-up: (1) after missed consultations 
and (2) following delivery and communication of PCR 
and CD4 results

•	Cross-referencing of data in weekly ART coordination 
meetings at the district level to confirm that patients 
lost to follow-up who were identified had indeed 
returned to the health facility

•	Partnership with Doctors with Africa Cuamm, an Italian 
NGO with a strong volunteer network, to perform 
home visits, provide home-based care, and refer HIV-
positive individuals identified in the community to 
clinical care at health facilities



PROJECT HEART END–OF–PROJECT REPORT: MOZAMBIQUE 25

PROJECT HEART: MOZAMBIQUE

staff; (2) prioritization of adherence support through focal points 
based at health facilities tasked with proactively identifying and 
reinstating at-risk patients or those already lost to follow-up; 
and (3) enhancing the capacity of CBOs to provide community-
based support through active engagement of peer educators to 
conduct home visits, facilitate support groups, and refer patients 
to other community-based resources such as food assistance. 
Improving patient retention requires continued attention; 
however, initial outcomes following Project HEART’s multi-
tiered intervention confirmed that patient-led strategies steeped 
in the sociocultural and economic realities of people living with 
HIV were effective, even if on a small scale. 

Rapid expansion of early diagnosis significantly increased access 
to care and treatment for young children in Mozambique, 
demonstrating that achieving shared goals and targets is possible 
through the successful combination of political will, NGO 
support, and sophisticated technology. The threefold increase 
in the proportion of HIV-exposed infants who were tested 
for HIV at Project HEART–supported sites corroborated the 
effectiveness of this collaboration. In parallel, the shift to PITC 
and systematic testing of children at all entry points, including 

pediatric wards, triage, and CCR, resulted in greater numbers of 
children being identified as HIV-positive. Improved integration 
between MCH, PMTCT, and CCR ensured that nearly all 
HIV-positive pregnant women were registered in HIV care, 
thereby facilitating the tracking of HIV-exposed children during 
postnatal care and immunization visits. The revised child health 
card, indicating the HIV status of children, also played a role in 
the timely initiation of ART among young children at Project 
HEART–supported sites. Although the continued expansion of 
PCR testing to peripheral health facilities is necessary to fully 
reap the benefits of PMTCT, the partnership between the MOH 
and NGOs illustrated that a well-coordinated, multifaceted 
approach can make a tangible impact on child health outcomes 
and improve service delivery.

Finally, the transition process benefited from Project HEART’s 
historical commitment to capacity building of the national 
health system, with EGPAF’s program activities already well 
integrated and coordinated within the existing MOH structure. 
Sub-grants and PBF broadened the type of support EGPAF 
provided to the health system, which encompassed planning, 
budgeting, and management functions, thereby placing a 

Group of activists attending a training of community interventions/psychosocial support
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stronger focus on health systems strengthening as a gateway to 
sustained target achievement. Proactive leadership articulated a 
clear, strategic, long-term direction for transition, paving the way 
for the successful inauguration of the Fundação Ariel Glaser. Led 
by senior Mozambican staff, the establishment of Fundação Ariel 
was participatory, transparent, and inclusive as future leaders 
adapted policies and procedures for the new NGO, selected 
its executive director, and provided input on governance and 
organizational structure. These steps were critical to establishing 
a strong foundation from which Fundação Ariel can mature and 
evolve with minimal growing pains, enhancing its credibility 
and promoting Mozambican ownership and investment in the 
transition process. With its dynamic leadership, diverse skill 
set, and deep understanding of local needs, Fundação Ariel 
is poised to become a prominent local NGO and to make an 
enduring contribution to the national HIV/AIDS response in 
Mozambique. 

ROAD MAP FOR THE ELIMINATION 
OF PEDIATRIC HIV IN MOZAMBIQUE 

During the past five years, access to PMTCT grew exponentially 
in sub-Saharan Africa and in Mozambique. Recent evidence 
shows that PMTCT can reduce mother-to-child HIV 
transmission to below 5 percent.15 Harnessing existing political 
will and resources and using locally designed strategies, some 
countries in southern Africa have achieved more than 80 percent 
coverage of PMTCT and lowered mother-to-child transmission 
rates, proving that scale-up of PMTCT is feasible and critical 
to curbing the transmission of HIV.15 Integration of PMTCT 
within MCH services is an important entry point for extending 
HIV care and support services to entire families and is viewed 
as one of the most cost-effective interventions in preventing 
pediatric infection.16,17,18 In most countries, mothers and 

“Seeing the smiles of the children and 
families we support gives me the fuel and 
inspiration to continue this work despite 
the many challenges we face.”
Dr. Fulgencio Sambola Estrada, provincial coordinator, Nampula, 
EGPAF/Mozambique

MCH services, such as family planning, are being offered in more and more PMTCT sites. Photo: Elizabeth Glaser Pediatric AIDS Foundation
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since they are the ones more likely to seek care during key life 
moments: pregnancy, postnatal care, and immunization. 

Nowhere is the need for greater coverage of PMTCT more 
pressing than in Mozambique, where in 2009 more than 20,000 
children were infected with HIV.15 Significant strides have 
been made in the last five years to expand PMTCT beyond 
district health centers to LLHFs—resulting in 75 percent 
national coverage—and to better integrate care and treatment 
within MCH services. Yet the gap between the number of 
treatment-eligible pregnant women and those who initiate ART 
is worrisome.19,20 Despite the expansion of PMTCT coverage, 
data show that mother-to-child transmission rates are still too 
high, suggesting that poor adherence to prophylaxis may be 
compromising the effectiveness of PMTCT.18 In addition, these 
data reveal that many children who are tested for HIV using 
PCR do not benefit from PMTCT interventions, particularly in 
Nampula and Cabo Deglado provinces, where only half of the 
HIV-exposed children tested benefited from PMTCT services, 
according to national data.21

To achieve virtual elimination of pediatric HIV in Mozambique, 
the government and NGO partners must work together to (1) 
increase coverage of PMTCT services in all health facilities 
with ANC and delivery services, (2) improve adherence to 
ARV prophylaxis for mothers and infants, (3) increase access 
to ART for eligible pregnant women, and (4) improve uptake 
of family planning services. Going forward, with support from 
EGPAF, Fundação Ariel will work together with the MOH to 
accelerate the expansion of PMTCT and improve the quality of 
service delivery and adherence to PMTCT regimens. Expanding 
coverage of PMTCT using the district approach requires task 
shifting (including nurse-initiated and  managed ART), roving 
teams of clinical staff to provide ART at LLHFs located closer 
to patients, or a combination of both strategies. Second, timely 
access to ART for pregnant women, historically a daunting 
challenge, must be prioritized. Too many women are lost at this 
crucial juncture because long distances, protracted waiting times, 
inadequate counseling, low levels of trust in health workers, and 
limited family support seriously impede adherence to advice and 
life-extending medication.22 The scale-up of POC technology, 
which provides same-day CD4 results, has the potential to 
eliminate the gap between HIV testing, communication of 
CD4 results, and treatment initiation.23 Third, integration of 
services through offering MCH, family planning, and ART 
in a single location is inherently client centered and highly 
convenient, minimizing patient burden and ensuring that 
HIV-positive women have access to comprehensive health care 
services. Finally, given the influence of sociocultural norms and 
economic conditions on care-seeking behavior, more responsive 
and holistic community-based support is needed to reduce 

stigma, encourage male involvement, and generate demand for 
underutilized services (i.e., ANC, institutional deliveries, family 
planning, and integrated TB/HIV services).24 Given that child 
health is highly dependent on caregiver behavior and education, 
a more robust PMTCT program will only help to improve 
follow-up and retention of HIV-positive children. 

Building on the success of Project HEART/Mozambique, 
EGPAF and Fundação Ariel Glaser will continue to support 
the MOH in scaling up prevention, care, and treatment 
services by implementing strategies that draw on the technical 
expertise, institutional experience, and deep understanding 
of the local context. However, eliminating pediatric HIV and 
increasing access to care and treatment for the hundreds of 
thousands of people still in need is predicated on continued 
strengthening of the health system to address breakdowns in 
supply chain management, improve human resource distribution 
and management, and invest in adequate infrastructure 
and maintenance.25 Looking ahead, continued scale-up of 
prevention, care, and treatment services must be gradual, well-
planned, and grounded in the strengthening of the health system 
to ultimately guarantee both the sustainability and the quality of 
service delivery. With continued funding from CDC, Fundação 
Ariel and EGPAF will work closely with the MOH to continue 
in the footsteps of Elizabeth Glaser and her daughter, Ariel, 
bringing “smiles to the faces of children and their families” in 
the quest to eliminate pediatric HIV in Mozambique. 



28 ELIZABETH GLASER PEDIATRIC AIDS FOUNDATION | PEDAIDS.ORG

PROJECT HEART: MOZAMBIQUE

Children attending Ariel Camp in Maputo. Photo: Elizabeth Glaser Pediatric AIDS Foundation
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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 15 countries around the world.

Elizabeth Glaser acquired HIV through a blood 

transfusion and unknowingly passed the virus on to 

her daughter, Ariel, and her son, Jake. Following 

Ariel’s death in 1988, Elizabeth joined with close 

friends Susie Zeegen and Susan DeLaurentis to 

create a foundation with one mission: to bring 

hope to children with AIDS. Elizabeth lost her own 

battle with AIDS in 1994, but thanks to the work of 

the Elizabeth Glaser Pediatric AIDS Foundation, 

Jake is now a healthy young adult, and hundreds of 

thousands of other children have a chance to lead 

longer, more vibrant lives.
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