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Abstract
A Community Health System Strengthening model, which mobilizes communities by applying quality improvement, was used in
39 communities around 3 health centers in Gaza Province, Mozambique, to increase identification of pregnant women and
support them to attend antenatal care (ANC). This article describes the process and results. Community group
representatives formed a community improvement team to spread messages about the importance of ANC, identify pregnant
women, link them to the facility, and follow up. Between March 2014 and February 2015, teams identified 2020 pregnant women.
Antenatal care attendance increased at all 3 centers. One health center did an additional chart review and found that
postintervention, women were enrolling in care earlier in pregnancy. There were no changes in HIV testing or treatment
initiation for HIV-positive women. Community-led improvement initiatives play an important role in connecting pregnant
women with services to receive testing and treatment to promote optimal health and prevent HIV transmission.
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Background

HIV prevalence among women of reproductive age (15-49

years) in Mozambique was 13.1% based on a 2009 study, and

mother-to-child transmission (MTCT) accounted for 5% of all

HIV transmission.1 United Nations Programme on HIV and

AIDS reports that between 2009 and 2015 in Mozambique,

coverage of antiretroviral therapy for HIV-positive pregnant

women increased from 34% to 95% and the rate of MTCT

decreased from 11% to 3%.2 Although this reflects a strong

commitment of the Government of Mozambique and progress

toward reaching the goal of elimination of MTCT (EMTCT),

many barriers still existed. Antenatal care (ANC) attendance

rates were low, with only half of the pregnant women attending

all the recommended 4 ANC visits.3 In Mozambique, pregnant

women—especially those in economically insecure commu-

nities—may keep their pregnancy a secret to avoid being the

target of witchcraft spurred by envy; by extension, they delay

seeking ANC services.4-6 Late entry into and low attendance of

ANC, in addition to unknown HIV status at delivery, made it

difficult for providers to follow clinical protocols for eliminat-

ing the transmission of HIV from mother to child. Strong

community-level engagement that encourages individual

health-seeking behaviors for ANC and HIV services is critical
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to the larger goals of keeping women and their infants in opti-

mal health and keeping the infants HIV negative.7,8

Community-level support for EMTCT services in Mozambi-

que is provided by community health volunteers known as acti-

vistas, who identify pregnant women and disseminate health

messaging about ANC and HIV. However, there were not enough

activistas to reach all women and households on a regular basis.

Heavy workloads and lack of transportation prevented the mater-

nal and child health (MCH) nurses at facilities from conducting

community outreach visits. The Partnership for HIV-Free Survival

(PHFS) was a 6-country initiative in sub-Saharan Africa, funded

by the President’s Emergency Plan for AIDS Relief. In Mozambi-

que, the PHFS conducted several activities at different levels of the

health system to improve access to HIV prevention and care ser-

vices, with the larger goal of reducing MTCT. As part of PHFS, in

late 2013, under the auspices of the Ministry of Health of Mozam-

bique (MISAU) and the United States Agency for International

Development (USAID), the USAID Applying Science to

Strengthen and Improve Systems (ASSIST) Project introduced a

community-based quality improvement (QI) approach to improve

ANC service uptake in 39 bairros (communities) in Gaza Prov-

ince. The community-led QI approach aimed to find ways that the

larger community could supplement and enhance the work of

activistas and health-care providers. Given the limited period of

available funding, the activity was implemented as a demonstra-

tion project to show the potential for applying community-based

QI methods to increase the number of women attending ANC.

The specific goal of the PHFS community demonstration

project was to apply QI principles to increase community

awareness, improve community–facility linkages, and increase

access to ANC and HIV services for pregnant women. The

specific improvement aims for this project were to:

� Increase the number of pregnant women identified by

community group members,

� Increase the percentage of pregnant women who

accessed ANC services,

� Increase the percentage of pregnant women tested for

HIV, and

� Increase the percentage of HIV-positive pregnant

women who initiated treatment.

These aims represent the first steps in connecting pregnant

women with skilled providers and facility-level care early in

pregnancy.

A review by Lassi et al suggested that community interventions

for maternal and newborn care can reduce maternal morbidity and

improve newborn outcomes,9 while another review by Hurst et al

showed that demand-side interventions, including community

interventions, can increase service use.10 Chibwesha et al showed

that earlier initiation of pregnant women on ART reduced the risk

of MTCT in Zambia.11 Therefore, the theory of change for this

activity hypothesized that if pregnant women can be brought into

care early and are supported by their families and communities to

regularly attend ANC, then there will be increased opportunities

for health workers to provide comprehensive care to pregnant

women, including the prevention of HIV transmission to their

child, which would, in turn, lead to lower transmission rates.12

This article presents a case study on the approach, imple-

mentation, and results of community-led QI to identify more

pregnant women in the community and encourage them to

receive ANC at facilities. The case study draws on project

reports, self-reported data from the communities and facilities,

and discussions conducted with health facility nurse coaches,

bairro committee members, activistas, and community groups

for the purposes of project documentation.13

Methodology

In this article, we describe the application of QI in a community

setting and the accomplishments gained from that process. Qual-

ity improvement methods have been successfully adapted to

community settings to improve maternal and newborn

health.14-16 This intervention applied the Community Health

System Strengthening model, in which an adapted QI interven-

tion is managed by a community improvement team (CIT) com-

posed of community groups, community health workers, facility

staff, and local government officials for the purposes of identify-

ing ways that community group members can support the com-

munity’s health goals and the local cadre of community health

workers.14,17 As described in detail below, the CITs apply a QI

process of setting or adopting an aim, analyzing the situation to

identify problems in the process, developing change ideas that

would potentially address those problems, testing small, measur-

able changes through plan-do-study-act cycles,18 and reviewing

data regularly to determine progress toward the aim. Teams then

decide whether to adopt, adapt, or discard a given change based

on whether or not it resulted in improvement. Applying the

Community Health System Strengthening model has been

What Do We Already Know about This Topic?

Community engagement has been shown to improve

antenatal care attendance for pregnant women.

How Does Your Research Contribute to the
Field?

This case study demonstrates how a quality improvement

approach combined with community engagement can con-

tribute to early ANC attendance among pregnant women

so that they can get the care they need, including HIV

services if they are found to be positive.

What Are Your Research’s Implications toward
Theory, Practice, or Policy?

This case study demonstrates that in practice, the Community

Health Systems Strengthening model can be included in

EMTCT programming to expand demand and access to ANC.
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shown to improve health messaging, case identification, linkages

with the formal health sector, and follow-up.14 The CIT is usu-

ally supported by coaches at the health facility and the district

health management team.

Site Selection

Licilo, Chissano, and Incaia health centers and their associated

catchment areas of 15, 11, and 13 bairros, respectively, in Bilene

District, Gaza Province, were selected by the Ministry of Health

and the ASSIST team based on high rates of HIV prevalence and

low coverage of EMTCT services. HIV prevalence in Gaza was

as high as 29.9% for women and 16.8% for men in 2009.1 These

3 districts allowed for easy and low-cost access from Maputo.

No other EMTCT or MCH projects were taking place in these

3 health centers at the time the activity took place.

Implementation

In late 2013, the ASSIST team supported Bilene District Health

Office staff to orient community leaders in the bairros sur-

rounding the Licilo, Chissano, and Incaia health centers on the

objectives for the activity and the proposed approach. Follow-

ing the orientation, the community leaders held discussions

with the wider community about the objectives of the activity

and their roles in selecting representatives to send to the initial

training. Applying Science to Strengthen and Improve System

and the District Health Office led a training in February 2014

for health facility staff and selected community representatives

on QI, engaging community groups, and developing a data and

communication process between the community and facility.

The participating community representatives then met with

community leaders to further explain the importance of pregnant

women enrolling early in ANC, introduce the improvement

aims, and what was needed from the leaders and community

group members to improve care. They worked together to

develop a list of active community groups, oriented these groups

to the activity, and asked them to designate a representative to

the CIT (or “bairro committees”). Community groups which

joined the CIT included local governing structures, school par-

ents’ associations, agricultural groups, savings and loans groups,

religious groups, and street theater and other performing groups

(see Figure 1). In total, 39 bairros set up CITs to support the

activistas in health messaging, data collection, and follow-up.

Each participating community group agreed to dedicate

30 minutes at their regular meetings to discuss health topics,

especially the importance of early ANC. This facilitated the

rapid spread of health messages to a large audience from the

health-care worker to the CIT and from the CIT to their respec-

tive community groups, finally reaching households. Likewise,

they set up a data collection system in which the members of

the community group would bring information, such as who

was pregnant in their households, and then pass it on to the CIT

representative who, in turn, informed the MCH nurse from the

facility who monitors whether the women have come for ANC.

Community improvement teams met monthly to discuss

how the community groups could assist and support the

health-care workers and activistas to encourage early ANC.

Each CIT reviewed simple measures, such as the number of

pregnant women identified and how many of them went to their

first ANC visit. They also identified and tested strategies for

encouraging attendance at ANC.

Community improvement teams generally met monthly and

a community advisor from the project would frequently attend

to provide support and facilitation (every month to 8 weeks).

Maternal and child health nurses from the health centers were

trained as coaches with the responsibility of helping CITs

through the improvement process. As the nurses’ workload

precluded participation in multiple CIT meetings each month,

a health committee (high-level improvement team) was created

at each health center which included the nurse coach, activis-

tas, and representatives from each of the CITs so that delegates

could participate and communicate back to the health center.

The health committee also met monthly with support from

the ASSIST community advisor to review progress toward the

improvement aims by comparing the number of pregnant

women identified by the community to the number who attended

ANC at the facility. In addition, the nurse would answer ques-

tions and provide health information, which could be shared with

the wider community through the improvement team members

and community group structure. The health committee members

also discussed possible ways that community groups could sup-

port and promote the health of pregnant women, which would be

brought back to the CITs to discuss and test.

District leaders, nurse coaches, and the community advisor

convened learning sessions in May and August 2014. Learning

sessions were workshops in which improvement teams could

share their experiences and results, learn about the successes

and failures of other CITs, reinforce key health messages, and

discuss any challenges. The first learning session focused on

mobilizing communities, encouraging participation from com-

munity groups, and setting up improvement teams in new

Schools

Religious Community

Women’s 
Groups

Local Health Clinic
and Activistas

Community Groups (i.e., savings & 
credit, agricultural, PLHIV, and theater groups)

Local
Government

Figure 1. Forming a community improvement team (CIT).
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health facility catchment areas. The second learning session

focused on building QI skills, such as using data and learning

rapid cycle problem-solving (plan–do–study–act cycles). In

March 2015, a final meeting was convened to gather learning

on how best to organize a community system to support preg-

nant women.

Data Collection

Four indicators were developed to monitor progress toward

achieving the improvement aims as shown in Table 1.

The ASSIST community advisor supported CITs to collect

data and would review the data and clarify indicators during

support visits. The ANC indicator was the most challenging for

teams to understand, but the advisor worked with CITs to clar-

ify a definition (Table 1). The data on HIV testing and treat-

ment were collected by the health facility nurse, who would

report on the overall achievement for the community and not

discuss individual names. No external validation of the data

was conducted beyond review by the community advisor.

Ethical Approval and Informed Consent

Ethical approval or informed consent was not required. The

information in this article is derived from project reports,

self-reported data from the communities and facilities, and

discussions conducted with health facility and community staff

and volunteers for the purposes of project documentation. No

individual-level patient data are presented.

Results

Barriers to Care

Table 2 describes barriers to care that pregnant women expe-

rience, taken from discussions with community groups and

improvement teams during initial start-up and implementation.

Changes Made to Improve Care

Community improvement teams developed new processes and

developed changes to improve community-level support for

early ANC (see Table 3).

The combined membership of all the participating commu-

nity groups represented a significant proportion of the house-

holds; they were more easily able to identify pregnant women

than the activista alone. However, several challenges remained.

Due to stigma, improvement team members did not directly

discuss the need for HIV testing but discussed other topics for

why ANC was important such as bed nets, anemia, or testing

for other diseases. Another challenge was how to get health

messages to husbands working in South African mines.

Results of Community Identification of Pregnant Women

Figure 2 shows the number of pregnant women identified

around Licilo Health Center. Between March 2014 and

Table 1. Primary Indicators Followed by the PHFS Community Teams in Gaza Province.

Indicator Definition Source

Number of pregnant women identified
by all community groups each month

Num: # of pregnant women identified by all community groups each
month

Community group and bairro
committee records

Percentage of identified pregnant
women receiving ANC

Num: # of pregnant women, identified by community groups, who
attended ANC

Den: # of pregnant women identified each month by community group

Community group and bairro
committee records and
health center records

Percentage of pregnant women
receiving ANC who were tested for
HIV each month

Num: # of pregnant women tested for HIV each month
Den: # of all pregnant women receiving care at the facility attending

ANC each month

Health center records

Percentage of pregnant women who
were found to be HIV positive put on
treatment each month

Num: # of pregnant women who tested positive for HIV who were
put on treatment each month

Den: # of all pregnant women receiving care at the facility who tested
positive for HIV each month

Health center records

Abbreviations: ANC, antenatal care; PHFS, Partnership for HIV-Free Survival; Num, numerator; Den, denominator.

Table 2. Community and Health System Barriers to Care.

Community Barriers Health System Barriers

� Fear of learning their HIV status

and potential negative
consequences, such as being

turned out by their husbands

� Lack of participation of male
partners

� Husbands in South Africa
working in the mines and

women need their permission
before seeking care

� Did not go for previous children
and everything was all right

� Lack of understanding of the
importance of early ANC

� Long lines and waiting times at

the facility

� Long distance to the facility

� Poor treatment in health

facilities

� Number of activistas (community

health volunteers) varied
between bairros (communities)

� Activistas not able to reach all
households

� Weak or nonfunctional
supervision and feedback on

referrals from facility staff to
community health workers

Abbreviation: ANC, antenatal care.
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February 2015, the community groups around Licilo Health

Center identified a total of 896 pregnant women. The initial

high numbers reflect the pregnant women identified who were

previously unknown to the health workers. After a few months,

these numbers leveled off to only newly pregnant women.

Figure 3 shows the number of pregnant women identified

(926 in total) around Chissano Health Center. The number

grew more gradually over time because of the slow initial

engagement of community groups. Community groups around

Incaia Health Center also took longer to became engaged, such

that the identification of pregnant women increased over time,

reaching 409 pregnant women by February 2015.

Results of ANC Attendance

Community improvement teams were confused about how to

record women who were found in one month but attended ANC

in a different month, despite numerous attempts to clarify this

measure by the community advisor. In the end, if a woman

attended ANC, it was recorded in the month in which she was

identified, even if ANC attendance had happened later. The

measure did not indicate the time to linkage, but whether or

not a visit had occurred at any time.

In Licilo, there was an increase from 36% in March 2014 to

97% in February 2015 in the percentage of pregnant women

receiving their first ANC (see Figure 4). Over 12 months, the

cumulative percentage of women who went to ANC was 64%.

In contrast, data from the Chissano Health Committee showed

a decreasing percentage of pregnant women receiving ANC

from 87% in July 2014 to 57% in February 2015. Possible

reasons for this include data collection errors at the beginning

of the activity or the inability of the health center to meet

demand.

Incaia had inconsistent community-level data collection

before September 2014, which made it difficult to determine

a change in performance. Health facility data for all women

Table 3. Changes at the Community Level to Improve Identification of Women and Attendance at Early ANC.

Community Group Structure/Mission Pregnancy Identification ANC Attendance

Community groups added time to discuss
health issues at their regular meetings

Community groups collected information on
pregnant women in their network

Process designed for data collection on
pregnant women identified by community
groups and for sharing with CIT and health
facilities

Process designed for regular joint review of
performance on ANC attendance and HIV
testing by health facilities, CIT, and
community groups

Encouraged women, their partners, and
mothers-in-law to self-identify when pregnant
by talking to the designated community group
or improvement team representative

Introduced a referral form from the
community group for pregnant women to
take to the health facility; team members or
activistas would follow-up and encourage
ANC attendance

Created skits and songs to perform on
market days to encourage early ANC;
collected names of pregnant women
(voluntary) and encouraged them one-on-one
to attend ANC (theater group in Licilo)

Assigned a specific person, such as a
community group member, improvement
team member, or activista to visit the woman
and provide her with information on the
importance of ANC

Assigned someone to talk to the mother-in-
law as many husbands worked in South
African mines, leaving the mother-in-law in
charge of care-seeking decisions

Targeted ANC messages at older women
(mothers-in-law) and men (husbands)

Abbreviations: ANC, antenatal care; CIT, community improvement team.

Figure 2. Number of pregnant women identified by all community
groups, Licilo Health Center (15 bairros).

Figure 3. Number of pregnant women identified by community
groups per month, Chissano Health Center (11 bairros).
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attending ANC showed an average of 46 women per month

between June and August 2014, increasing to 55 per month

between September 2014 and February 2015 which implies

increased attendance.

Licilo Health Center conducted an additional chart review

comparing the week of gestation of pregnant women attending

first ANC. The review reflected a shift to earlier first ANC

attendance (Figure 5).

Testing and Treatment

During the period of intervention for this activity, no signifi-

cant change was seen in any facility in the percentage of preg-

nant women receiving HIV testing or initiating treatment. In all

sites, the percentage of pregnant women who attended ANC

and were tested for HIV was high throughout the initiative,

with an average of 97% in Licilo, 93% in Chissano, and 90%
in Incaia. All facilities were performing well on initiating treat-

ment: 100% of pregnant women found to be HIV positive were

initiated on treatment (74 women in Licilo, 124 in Chissano,

and 43 in Incaia) between March 2014 and February 2015.

Discussion

Our results showed that, similar to other studies,10,19 engaging

communities in maternal health increased demand and access to

services, specifically ANC. In particular, the use of the Commu-

nity Health Systems Strengthening approach, which combines

community engagement and QI, was able to increase the partic-

ipation of community groups in pregnancy identification and

encourage more pregnant women to begin ANC. This experi-

ence showed that despite education and literacy barriers, com-

munities can apply QI approaches and learn to use data to review

performance and make changes to improve care.14

More research is needed to explain the variation between

the sites. One possible reason that results from Incaia and

Chissano were not as compelling as those from Licilo is

because of the slower engagement of groups to participate

in the CITs in those communities. The Licilo Health Center

nurse and a few key community groups were interested and

highly motivated and therefore served as champions to move

the activity along quickly.

Community-based approaches have been shown to improve

continuum of care for PMTCT.20 The 39 communities in Gaza

Province achieved the aim of identifying more pregnant

women, connecting them with the health-care system, and get-

ting them enrolled in ANC, which can contribute to early test-

ing and treatment for HIV, reducing the risk of transmission.

Women receiving care earlier in pregnancy allows for HIV

testing, knowledge of status, and, when positive, immediate

initiation on treatment in addition to building a foundation for

the provider–client relationship. The CIT could have played a

larger role in HIV testing for pregnant women and their part-

ners, but prevailing stigma prevented open discussion of the

need for testing.

The Community Health Systems Strengthening approach can

widen the reach of the formal health sector. Community-based

health workers, in this case activistas, can be more motivated by

the support and interactions they receive from communities than

by their interactions with the formal health system.21 In Mozam-

bique, activistas and community group members working

together reached more households and identified pregnant

women previously unknown to health-care workers. The health

committee enabled community group members, activistas, and

facility staff to develop working relationships and information

flow which could be used for other health areas.

For future implementation of the Community Health Sys-

tems Strengthening approach, the authors recommend that

community QI interventions be closely linked with a similar

intervention at the local health facility. Community QI alone

can create demand which the facility may be ill-equipped to

manage, as may have been the case for at least one of the 3

health centers.

Linking community-level interventions with improved

health outcomes remains a challenge for researchers.22 Addi-

tional research is needed on the effects that CITs’ efforts have

on the whole continuum of care and outcomes. For example,

pregnant HIV-positive women are more frequently lost to

follow-up than other HIV-positive adults,23 and loss to

follow-up increases in the period before delivery and postpar-

tum.24 Communities have the potential to influence attitudes

and care-seeking behaviors, as well as developing interventions

which can support mothers and families to stay in care, which

could be a future focus of implementation and research.

Figure 4. Percentage of community-identified pregnant women who
received first antenatal care (ANC), Chissano Health Center (11
bairros) and Licilo Health Center (15 bairros).

54% 73%
17%

27%29%

Percentage of pregnant women at Licilo Health Center who had their first ANC 
visit at 10-20 weeks, 21-30 weeks, and 31-40 weeks

August 2013 August 2014

Figure 5. Pregnant women attending first antenatal care (ANC) by
weeks of gestation, Licilo Health Center.
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More implementation time is needed to determine the sus-

tainability of the approach in addition to the impact that it could

have on retention in care. Areas for future research include the

cost-effectiveness of the approach, sustainability of the

approach following the end of the activity, and connection of

community work to outcomes.

Limitations

Low levels of education, literacy, and numeracy skills created

difficulties in data collection and analysis. Illiterate CIT mem-

bers found creative solutions for recording data, such as enga-

ging school children to write down information. The

community advisor found simple ways to explain the data,

including comparing numbers rather than using percentages.

Initial data were not reliable, and it took several months of

working with CITs to get consistent information. The early

unreliable or unverifiable data were excluded from the data

presented here.

Conclusions

The application of a QI approach in 39 communities in Gaza

Province resulted in an increase in identification of pregnant

women and early entry into ANC, which are critical first steps

to timely EMTCT care. The intervention showed that commu-

nities can influence and support care-seeking and access to

ANC. In addition, despite education and literacy barriers, this

case shows that QI can be applied at the community level to

improve care.
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(INS) of the Ministry of Health; 2009.

2. United Nations Programme on HIV and AIDS. UNAIDS Global

Plan Country Factsheet Mozambique. http://www.unaids.org/sites/

default/files/media/documents/UNAIDS_GlobalplanCountryfact

sheet_mozambique_en.pdf. Published 8 June 2016. Accessed April

16, 2019.

3. World Health Organization. Mozambique HIV country profile.

2016; https://www.who.int/hiv/data/Country_profile_Mozambi

que.pdf?.ua¼1. Accessed April 16, 2019.

4. Chapman RR. Endangering safe motherhood in Mozambique:

prenatal care as pregnancy risk. Soc Sci Med. 2003;57(2):

355–374.

5. Finlayson K, Downe S. Why do women not use antenatal services

in low- and middle-income countries? A meta-synthesis of qua-

litative studies. PLoS Med. 2013;10(1):e1001373.

6. Munguambe K, Boene H, Vidler M, et al. Barriers and facilitators

to health care seeking behaviours in pregnancy in rural commu-

nities of southern Mozambique. Reprod Health. 2016;13(suppl 1):

31.

7. Ackerman Gulaid L, Kiragu K. Lessons learnt from promising

practices in community engagement for the elimination of new

HIV infections in children by 2015 and keeping their mothers

alive: summary of a desk review. J Int AIDS Soc. 2012;15(suppl

2):17390.

8. De Schacht C, Mabunda N, Ferreira OC, et al. High HIV inci-

dence in the postpartum period sustains vertical transmission in

settings with generalized epidemics: a cohort study in Southern

Mozambique. J Int AIDS Soc. 2014;17(1):18808.

9. Lassi ZS, Haider BA, Bhutta ZA. Community-based intervention

packages for reducing maternal and neonatal morbidity and mor-

tality and improving neonatal outcomes. Cochrane Database Syst

Rev. 2010;(11):CD007754.

10. Hurst TE, Semrau K, Patna M, Gawande A, Hirschhorn LR.

Demand-side interventions for maternal care: evidence of more use,

not better outcomes. BMC Pregnancy Childbirth. 2015;15:297.

11. Chibwesha CJ, Giganti MJ, Putta N, et al. Optimal time on

HAART for prevention of mother-to-child transmission of HIV.

J Acquir Immune Defic Syndr. 2011;58(2):224–228.

12. Deressa W, Seme A, Asefa A, Teshome G, Enqusellassie F. Uti-

lization of PMTCT services and associated factors among preg-

nant women attending antenatal clinics in Addis Ababa, Ethiopia.

BMC Pregnancy Childbirth. 2014;14(1):328.

13. Stover K TI, Stern A, Shrestha R. Partnership for HIV-Free

Survival Community Demonstration Project in Gaza,

Ethier Stover et al 7

http://www.unaids.org/sites/default/files/media/documents/UNAIDS_GlobalplanCountryfactsheet_mozambique_en.pdf
http://www.unaids.org/sites/default/files/media/documents/UNAIDS_GlobalplanCountryfactsheet_mozambique_en.pdf
http://www.unaids.org/sites/default/files/media/documents/UNAIDS_GlobalplanCountryfactsheet_mozambique_en.pdf
https://www.who.int/hiv/data/Country_profile_Mozambique.pdf?.ua=1
https://www.who.int/hiv/data/Country_profile_Mozambique.pdf?.ua=1
https://www.who.int/hiv/data/Country_profile_Mozambique.pdf?.ua=1


Mozambique: Technical Report. Bethesda, MD: USAID

ASSIST Project; 2015.

14. Lunsford SS, Fatta K, Stover KE, Shrestha R. Supporting close-

to-community providers through a community health system

approach: case examples from Ethiopia and Tanzania. Hum

Resour Health. 2015;13(1):12.

15. Horwood CM, Youngleson MS, Moses E, Stern AF, Barker PM.

Using adapted quality-improvement approaches to strengthen

community-based health systems and improve care in high

HIV-burden sub-Saharan African countries. AIDS. 2015;29(suppl

2):S155–S164.

16. Tesfaye S, Barry D, Gobezayehu AG, et al. Improving coverage

of postnatal care in rural Ethiopia using a community-based, col-

laborative quality improvement approach. J Midwifery Womens

Health. 2014;59(s1):S55–S64.

17. Project HCI. Strengthening Community Health Systems to

Improve Health Care at the Community Level. Bethesda, MD:

Health Care Improvement Project; October 2011.

18. Langley GJ MR, Nolan KM, Nolan TW, Norman CL, Provost LP.

The Improvement Guide: A Practical Approach to Enhancing

Organizational Performance. 2nd ed. San Francisco, CA: Jos-

sey-Bass; 2009.

19. Morrison J, Tamang S, Mesko N, et al. Women’s health groups to

improve perinatal care in rural Nepal. BMC Pregnancy Child-

birth. 2005;5(1):6.

20. Marcos Y, Phelps BR, Bachman G. Community strategies that

improve care and retention along the prevention of mother-to-

child transmission of HIV cascade: a review. J Int AIDS Soc.

2012;15(suppl 2):17394.

21. Robinson SA, Larsen DE. The relative influence of the commu-

nity and health system on work performance: a case study of

community health workers in Colombia. Soc Sci Med. 1990;

30(10):1041–1048.

22. Rifkin SB. Examining the links between community participation

and health outcomes: a review of the literature. Health Policy

Plan. 2014;29(suppl_2):ii98–ii106.

23. Tenthani L, Haas AD, Tweya H, et al. Retention in care under

universal antiretroviral therapy for HIV-infected pregnant and

breastfeeding women (‘Option Bþ’) in Malawi. AIDS. 2014;

28(4):589–598.

24. Rawizza HE, Chang CA, Chaplin B, et al. Loss to follow-up

within the prevention of mother-to-child transmission care cas-

cade in a large ART program in Nigeria. Curr HIV Res. 2015;

13(3):201–209.

8 Journal of the International Association of Providers of AIDS Care



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 175
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50286
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /CreateJDFFile false
  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice


