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Can We Reach MDG 4?
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Lancet series..



Role of health systems

• Faced with plethora of interventions many of 
which cannot be delivered through campaigns 
alone. A more systems based approach 
becomes essential.

• First step is to identify critical set of 
interventions according to local epidemiology



Package Lives saved

Antenatal care plus peri-conceptual folic acid supplementation 

or fortification

Childbirth care including full obstetric package (pre-eclampsia 

treatment, intrapartum care etc) plus antenatal steroids for 

preterm labour and neonatal resuscitation

Postnatal care and support for appropriate feeding, early 

careseeking for illness

Care for sick newborns, Kangaroo Mother Care for preterm 

newborns

700

4,300

2,600

3,900

Neonatal lives saved total 

11,500

PMTCT of HIV using dual therapy at 95% coverage 

Exclusive breastfeeding at 50%, exclusive replacement 

feeding at 40% and mixed feeding at 10%

37,200

Child lives saved 

TotaI 48,700

Prioritise interventions/packages



Potential to be on track for MDG 4 and 
turn around for MDG 5



Scaling up PMTCT in the 20 high burden countries
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Health Systems

• This then allows planners to become clearer 
about packages of care and how they might 
be delivered across the continuum of care



Health Systems

• Next step is to measure the population 
coverage for these critical packages of care 
along the continuum of care

• A poor continuum of care can have critical 
consequences for the effectiveness of 
interventions



Improving quality  of services ? Mothers and babies enrolled  in 
PMTCT program that receive ARVs?  Pearl study results 2009 



attend ANC 

clinic 92%

Counseled and 

tested for HIV, 

CD4 75%

get ARVs (pre-

and perinatal) 

50%

100 HIV+ mothers

92

68

34

3 infants 

infected (8% 

transmission)

In  PMTCT 
programme

8

32

66

16.5 infants 

infected (25% 

transmission)

Outside  PMTCT 
programme

19.5% 

transmission

Current system efficiency with Sd-NVP, two-
tier prophylaxis (KZN province)

From Pierre Baker & 

Nigel Rollins





Models of delivery of packages of care

• Existing descriptions

– Acute, discrete episodes

– Doctor-based

– Nurse-based

– Hospital-based

– Community-based

– Home-based

– …
= simplistic and outdated in the context of 

continuum of care



MNCH as Continuum of care

• Extensive experience in high-income 
countries: diabetes, asthma, …
– Patient-centred care

– Chronic care models

– Clinical teams

Need for lessons learning from these experiences
and from provision of ART in low-income 
countries



Lessons from Malawi
• Simple, standard diagnostic and treatment protocols

• Simple Primary outcomes: alive, dead, stopped therapy, 
lost to follow-up, and transferred out to another treatment 
facility

• Regular updating of the denominator (how many patients 
have started on therapy in a facility) and numerator (how 
many patients are retained on therapy in that facility).

• The number of patients alive and on treatment can be 
further subdivided into those on particular types of 
medication and those with complications of the disease.

• Rational drug forecasting and planning of logistics and 
staffing. Harries et al. JAIDS2009



Mapping the system to look for 
bottlenecks 

Staging 
+ deciding 

on 

eligibility

Identification of HIV+
Long-term ART follow-up

(+ second line ART)

ART initiation + early 

follow-up
Selection of people needing ART

Periodic 

follow-up

ART initiation + 

early follow-up

Long-term follow-up
= monitoring

- adherence

- treatment failure

- side-effects

Clinical 

management:
- Opportunistic inf

- Pregnant women

- Non-naïeve patients

- ...

Management of 

ódifficultô 

patients

‘Easy’ patients

needing ART

Patients not yet

needing ART

‘Difficult’ patients

needing ART

When

needing ART

After 

‘stabilisation’

After 

±3 months

After 

‘stablisation’

Putting on 

second line 

ART + early 

follow-up

If 

problems

If treatment 

failure confirmed

After 

stabilisation

High 

expertise

General ward & consultation

HIV 
testing

PMTCT

Concerned well

STD

TB

The nature of clinical ART: phases & levels

Low 

expertise; 

standard-

isable


