
Country
Nigeria

Region
Africa

ANNEX 4

Title
Proposal for PMTCT+ Centers of Excellence (Expansion of Current Prevention of Mother to Child Transmission of HIV
Project)

Agency
CCM Nigeria

Type
CCM

ID
411

Component
HIV

Year 1
3.618.584

Total
27.431.874

Need Technical
Support

Comments
BRIEF DESCRIPTION OF COMPONENT/PROPOSAL
Proposal to:

Strengthen 6 existing PMTCT+ Centers and establish operational VCT programs and care services;
Provide to 18,000 women attending ANC services with VCT
Provide ARV as prophylaxis for 912 HIV positive women and 912 babies
Give access to comprehensive care, including ARV and treatment of 01, to 912 HIV positive women and 456 HIV

infected babies
Train 250 counselors
Launch education campaigns on PMTCT+

The program will run until 2010, but the proposal is requesting US$3,618,584 to run the phase for a period of one year.
This amount will be supplemented with government contributions of US$l ,231 ,563 to meet all the needs. The
government contribution takes care of Human Resources. After a year, the initial centers will be assessed by the
monitoring and evaluation team and the CCM, then the program will be scaled up out in tertiary, secondary and primary
health care facilities.
Proposal addresses a real need, and the request fits in the national plan.

SPECIFIC OBSERVATIONS/COMMENTS
There is high political commitment, and that could be a guarantee that the program will continue beyond the pilot phase.
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Cover Letter to the GFATM Regarding Nigeria's Proposal

9 March 2002

To the Board of the Global Fund to Fight AIDS, Tuberculosis and Malaria:

Dear Sirs,

It is with great pleasure that the Nigerian Country Coordinating Mechanism encloses its
proposal to the GFATM for first round funding. Attached is a background document on
Nigeria's Country Coordinating Mechanism. Further, please find Nigeria's five proposals
- three for HIV/AIDS and one each for malaria and TB. Please feel free to contact me if
you have any questions.

Address:
The Nigerian Country Coordinating Mechanism
Room 334, Federal Secretariat,
Shehu Shagari Way, Maitama,
Abuja
Tel: 0023495230573 Fax: +23495238362
e-mail: nasidia@hotmail.com

Background

The first meeting of Nigeria's CCM took place on 1st of February 2002. The CCM
recognizes that the GFATM ideally wished for CCMs to be based on pre-existent groups
and to have established processes well in advance of proposal submission. Nigeria has
had a coordinating body drawn from a cross-section of society, which though not as
comprehensive as the CCM, had an established process under the name of the Inter
Agency Coordinating Committee (ICC). Given the little time between distributing
applications and the deadline for the first tranche, Nigeria upgraded the ICC to serve as
the CCM. Nigerians recognized that there was the option ofmaking the first deadline or
waiting for a later opportunity. Thus, on 21st of January, members of what would
become the CCM, the Minister of Health, His Excellency President Olusegun Obasanjo,
and working groups on HIV/AIDS, Malaria, and Tuberculosis, decided to push forward·
with these proposals. Their view was that with Nigeria's state of health being
increasingly dire, action had to be taken.

1



(

CCP Process

The disease working groups had the choice of crafting comprehensive, all-inclusive
proposals, or of proposing highly targeted expansions of current efforts. With the
understanding that GFATM wishes to be a partner of countries and provide ongoing
levels of support based on measurable outcomes, the teams chose extremely specific
projects that met the following high-level criteria:

• Existing knowledge and experience in implementation
• Addressing critical areas of disease burden
• Super-scaleable results for the rest of the country
• Highly monitorable results and indicators
• Capacity for implementation in the next 12 months
• Urgent need for targeted action

The working groups, in consultation with the· Minister of Health, partner NGOs and
CBOs, international experts, Harvard University's Access Project for GFATM. decided
to draft five highly detailed and inter-related proposals - three for HIV/AIDS and one
each for malaria and tuberculosis. These proposals by no means represent the full
range of need in Nigeria and UNAIDS, WHO and UNICEF played a key role in their
development. The CCM intends to begin submitting additional proposals shortly.

The five projects contained herein are:

1. Improvement of Nigeria's anti retroviral pilot to fill in critical gaps identified by
WHO and UNAIDS

2. Improvement of Nigeria's PMTCT program in order to create six Centres of
Excellence for PMTCT+ which will serve as models for the nation

3. Capacity-building and assessment of HIV/AJDS--NGOs to identify NGOs to be
scaled up and coordinate ARV, PMTCT+, malaria, and tuberculosis initiatives in
the communities

4. Expansion of Nigeria's DOTS tuberculosis program from 22 states to 31
( 5. Expansion of Nigeria's Roll-Back Malaria campaign and ITN distribution program

from 10 states to 22 states

Each proposal is a cornerstone of the national fight against these three scourges and
could make immediate and effective use of financing from GFATM. For example, the
National ARV program has such enormous gaps in the range of drugs available that it.
according to WHO experts, risks failure during the next year without funding for critical
drugs and expanded services.

Nigeria's CCM

Nigeria's CCM has begun with 38 members drawn from the private sector, civil society,
NGOs, government ministries, people living with HIV/AIDS and TB, as well as
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academics and medical practitioners. The CCM voted to have a rotating chairman of
one year tenure, and elected its chairman for this year, Dr. A. Nasidi, a Director in the
Ministry ofHealth and a former member of the GFATM Secretariat. The CCM follows
democratic procedures with each member holding an equal vote. All parties involved in
the fight against HIV/AIDS, TB and Malaria are represented on the CCM, as are
Government, UN and Bilateral Agencies, NGOs, Civil Society and the Private Sector.
The CCM has formed technical working groups for each of the three diseases, as well
as a Finance Task Force and a TRP.

The kick-off of the CCM was an enormous success, with broad representation from a
group of leaders who are committed to the highest levels of transparency and
accountability in managing GFATM proposals, projects, and funds. The Minister of
Health inaugurated the meeting and several proposals for submission were discussed,
as were procedures for the CCM.

The CCM is responsible for the transparent and accountable distribution of funds to
implementing partners, and for the monitoring and evaluation of all Global Fund
supported programs.

In the year to come, the CCM has the following key responsibilities, among others:

1) Develop, review and submit proposals to the GFATM
2) Manage funds
3) Monitor and evaluate all projects
4) Monitor and track all expenditures
5) Audit internal and project specific accounts
6) Write regular reports on performance of each project and the activities of the

CCM in general

CCM Membership List

t A. PERSONS LIVING WITH HIV/ AIDS AND TUBERCULOSIS
SIN NAl\1ES ORGANIZATION FORWARDING COMMENTS

ADDRESSIE-MAIL
1. Dr. Pat People Living With NNPLWHAs President

Matemilola mV/AIDS (PLWHAs) Network of
(Chairman PLWHAs

NPLWHAs)
2. Mr. ~LWHAs . NNPLWHAs Secretary

MohammedF. Network of
Auwalu PLWHAs

(Secretary
NPLWHAs)

3. Mrs. Georgina Persons with TB C/o Nigerian AIDS APLWHAwith
Ahamefula Alliance, Lagos TB
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B. NGOs AND COMMUNITY BASED ORGANIZATIONS

SIN Name Oreanization Address Comments
4. Mohammed Society for the Maiduguri Very Active in the fight

Y. Sanda Prevention and against
eradication ofTB TB in Nigeria

5. Mr. NNwosu Teepac Research Teepac Research Active NGO in
(NGO), Anambra Unit, POBox TB Control in

312, Ihial~ the Eastern part
Anambra State ofNigeria.

6. Dr.OJ Malaria Society for National Main focus is Mass
Ekanem Nigeria marketing Awareness campaign on

control Office, Malaria.
Lagos. C/o

7. Prof. AH Malaria Care C/o LASU Promotion of the use of
Abdulkareem Organization College of Bed nets,

Medicine, Lagos fonnation ofMalaria
Clubs in Schools and
Environmental Activities

8. Mr. Smart Nigerian Union of NUJHQAbuja President ofthe Ahuja,
Adeyemi Journalist

9. Dr. Ibrahim Civil Society C/o Action President ofthe
Atta Consultative Group on AIDS Ahuja CISCGHAN

mv/AIDS in Nigeria
CISCGHAN.

10. LadyB Onah Civil Society C/o Action Member ofthe Civil
Consultative Group on AIDS Abuja Society Consultative
HIV/AIDS in Nigeria EastemZone
CISCOHAN

11. Mrs. Patricia Society of Women SWAN Lagos, One ofthe most Active
Nzegwu AgainSt AIDS in C/oNACA NGOs in Nigeria

Nigeria. providing Care &
Support to PLWHAs. It
has a wide network in the
CountrY

12. Dr. Mrs. National Council of NCWSHQ The largest Umbrella
Ketebu Women Societies Abuja Organization for all

Nwakoroafor NCWS . Women NODs. Very
Powerful and Influential.
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c. PRIVATE SECTOR
SIN NAME Organization Address Comments
13 Managing Coca-cola Bottling Coca-Cola Very wide Social

Director Company, Ltd Bottling Company Marketing network that
HQ, Lagos can be harnessed for

mv/AIDS control
14 Managing CHEVRON Oil CHEVRONHQ Carried out several AIDS

Director Lagos Control Activities in the
country at community
level and with the FMOH

15 Alh. Aliko Dangote. Group of Dangote Group of One of the Largest Land
Dangote Companies Companies, Lagos Transporters with a

network
16 Mrs. Phannaceutical PMGMAN Network of

Rosemary Manufacturers Group C/o Emzor Pharmaceutical Industry in
Okoli (Manufacturers Phannaceutical Nigeria and active in the

Association ofNigeria) Lagos support ofmv/AIDS
PMGMAN (pharma) control

17 Mrs. Nigeria Association for NACCIMA, Covers a wide range of
Pricilla Chambers of Commerce Ahuja Sectors of the Economy
Kuye & Industries and and has a representation in

(president) . Agriculture NACCIMA all the States of the
federation.

D. RELIGIOUS GROUPS
S NAME Organization Address Comments
/
N

18 His Eminence Dr. Sunday Christian CANHQ Powerful Advocacy
Mbang Association of Lagos among the Christian

Nigeria Community
19 His Eminence The Sultan of Supreme Islamic Sultan's Powerful Advocacy

Sokoto, Alb. Muhammadu Council of Palace among the Muslim
Maccido Nigeria. Sokoto Community

5

~.



f
I E. ACADEMIC/EDUCATIONAL SECTOR

SIN NAME Organization Address Comments
20 ChiefAlb. National Plot No. 873 Babs Overseas an important

Babs Parentsffeachers Animashaun Street, network that can easily
Animashaun Association of Surulere, Lagos mobilize the education

Nigeria. Sector
21 Prof. Anya O. Nigerian Academy C/o National Involved in verification of

Anya of Sciences Institute Of Medical HIV Treatment Claims and
Research, Lagos very significant in the

National Response to
AIDS

22 Prof. John Nigerian AIDS Jos University A very experienced
Idoko Research Network Teaching Hospital Nigerian Clinician and

NARN Jos Scientist and also
Chairman of the NARN

23 DrT.O. Harry WHO Reference University of A very experienced
Laboratory Maiduguri Teaching Virolgist and Scientist who

Hospital has contributed immensely
to the control of
mv/AIDS in Nigeria

24 Dr. ani Idigbe HIV/AIDS and TB National Institute for Experienced Bacteriologist
National Medical Research, who had worked
Laboratories Lagos immensely in HIVIAIDS

and TB Research in
Nigeria

25 Dr. A. Inyang Drug and Vaccine National Institute for Experienced
Research and Phannaceutical phannacologist who is
development Research and heading a key Institue in

Development this area.

F. GOVERNMENT SECTOR
SIN NAME Or2anization Address Comments
26 Dr. Federal Ministry of FMOH,Abuja Director Special

Abdussalami Health Projects
Nasidi

27 Prof. I Akinsete National Action NACA, The Chairman, NACA
Committee oil AIDS Presidency
NACA

28 Alh. S Kassim Federal Ministry of Director, Multi- Representing the
Finance Laterals Finance Ministry of

Fed. Min. of NACA
Finance, Ahuja
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29 Mrs. Aisha U Federal Ministry of Federal Ministry of Representing the
Umar Education Education, Ahuja Ministry of Education

inNACA
30 Mr. Paul Federal Ministry of Fed. Min. of Labor Representing the Labor

Okwulehie Labor & Productivity. Ministry in NACA
Ahuja

31 Chief Economic Nat. Planning National planning Representing the
Adviser Commission Commission, Abuja. Planning Commission

inNACA
32 Col E. O. Armed Forces AIDS Military Hospital, Representing the

Egbewunmi Control program YabaLagos Military inn NACA
AFPAC

G. DEVELOPMENT PARTNERS

SIN Name Organization Address Comments
33 Dr. Christian Voumard UN Theme Group UNICEF Lagos The Umbrella

on AIDS of the UN Organization for the
Agencies (UNICEF) UN and Bilateral

Agencies
34 Dr. Mrs. Lynn Gorton United States USAID Nigeria A major Funding

Agency for Agency in the
International HIV/AIDS Response
Development
(USAID)

35 Dr. Abdul Moudi World Health WHO Lagos Major UN Agency in
Organization the Health Sector
(WHO) Nigeria Re

36 Dr. Berbe United Nations Joint UNAIDS Abuja UN System
ConStantinos ProgramoD coordinating Program

mY/AIDS for AIDS
(UNAIDS) in
Nigeria

37 Dr. Claire More Department For DFIDAbuja A very Important
International Funding Development
Development Partner in several
(DFID) Aspects ofAIDS

control
38 Mr. Klause Gilgen International Gennan Major Player in the

Federation ofAnti- Leprosy Relief funding ofTB
leprosy Associations Association Treatment in many

Nigeria. States ofthe federation
Independent
Layout, Enugu
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Independence

The CCM determined that it should be a partner of the Nigerian Government as well as
of NGOs, donors, bilaterals, and multilaterals. However, it also decided that the CCM
must function completely independently. For that reason, in spite of strong support from
the Ministry of Health, the CCM decided that it would request bare bones funding for its
first year of operations from GFATM until the GGM could obtain a pool of funds from
multiple resources. In addition to the enclosed five proposals, the GCM requests a total
amount of: $61,485 for its first year's activities. This budget is broken down as follows:

Number of Persons Unit cost Times per year Total Cost
Transportation 12 150 4 7200
Per diems 12 89 4 4285
N Financial accountant 1 50,000 1 50000
~otal 61485

This budget ensures that CeM members from organizations lacking discretionary funds,
as well as members who are PLWAs will not miss meetings due to a lack of resources.
The vast majority of members will have their organizations or agencies cover their
expenses for attendance at the four CCM meetings slated for the year to come.
Meetings will take place in space donated by CCM member organizations, and
members wjJf pitch in for all incidental expenses.

Transparency and Accountability

The members of the CeM believe that all GFATM funds must be disbursed in a timely,
transparent manner. Projects funded are expected to have independent accountants
and non-mingling accounts. All funds distributed must follow the CeM's financial
regulations, which are in the process of being designed by the CCM'sfinancial
taskforce. Funds distributed to non-mingling accounts in the Federal Ministry of Health
must follow the CCM's accounting rules, not the Ministry's. This will ensure the timely
execution of activities and will also focus responsibility on the project heads.

Submission of this Proposal

The members unanimously decided to submit five project proposals to GFATM for
funding. Attached to this letter are the signatures of the CCM approving submission
and the minutes of the meeting where such decision was taken. Additional· signatures
are contained, mainly drawn from the working groups addressing. these three diseases
and designing the proposals themselves.
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MINUTES OF THE INAUGURAL MEETING OF THE
COUNTRY COORDINATING MECHANISM HELD ON

5TH MARCH 2002 AT THE BENUEIPLATEAU MEETING
ROOM, NICON·HILTON HOTEL, ABUJA:

1. Attendance List.

Members:

Prof. I. Akinsete

Dr. A. Nasidi

Mr. Danjuma Yusuf Ali

Prof. A. F. B. Mabadeje

Dr. O. J. Ekanem

Prof. H. A. Abdulkareem

Dr. Cyrilla Bwakira

Lady Nkechi Onah

Dr. Ibrahim Atta

Mr. O. A. Layade

Dr. Pat Matemilola

Mohammed Farouk

Mr. B. S. Ajakasile
I

Prof. J. A. Idoko

Mr. Paul Okwulehie

Col. Wale Egbewunmi

Chainnan, NACA

DSP,FMOH.

Federal Ministry of Education

International Network for Rational
Use of Drugs, Nigeria.

Chainnan, Nat'l Malaria Cntrl Cmtte

LASU, College of Medicine

Chief, Protection & Participation
UNICEF

CiSCGHAN.

National Moderator CiSCGHAN

Representing President, Nig./
American Chamber of Comm.

Coordinator, NNPLWHAs

Secretary, NNPLWHAs

(Representing President, National
PTA of Nig.)

NARN President

Fed. Min. of Labour HIV/AIDS

Armed Forces Prog. AIDS CntrI
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Prof. T. O. Harry

Dr. Oni Idigbe

Dr. Frank Mueke

Dr. Linda Humphrey

Ms. Gesa Kupter

Dr. Bassey Ebenso

University of Maiduguri

Director General~ NIMR~ Lagos.

WHO

Ag. Health Adviser DFID~Nigeria

JPOUNAIDS

Country Coord. Leprosy Mission I
ll.EP

The Honourable Minister of Health~ Prof. A. B. C. Nwosu was also present with his
Technical Adviser~ Dr. M. Anibueze.

In Attendance:

-Dr. T. O. Sofola NTBLCP

Dr. M. E. Mosanya RBM~FMOH

Dr. N. Sani-Gwarzo NASCP,FMOH

Dr. Martins Ovberedjo National Prog. Manager, NACA

Dr. Josh Ruxin CID, Harvard University; USA

Mr. Jude Edochie Assistant Rep. UNFPA

Mrs. Lucy Idoko mv/AIDS~UNFPA

Mr~ S. J. Simon UNAIDS

.. - Dr. Niyi Ogundiran WHO

Dr. Bayo S. Fatunmbi WHO. Ibaclan

Dr. B. M. Afolabi WHO~Abuja

Dr. E. I. Gemade UNICEF, Lagos

Dr. Abiola Davies UNICEF, Lagos

Dr. Toyin Jolayemi IPAS~Abuja

2



Mr. Jerome Ohikere

Dr. S. A. Kolo

Mrs. Chioma Amajoh

Mr.Tony Aleyeke

Mrs. N. C. R. Nwaneri

Dr. Fola Soretire

Dr. J. J. Edo

Dr. B. N. G.Ntadom

Dr. Asadu

Mrs. J. N. Etta

Mr. P. O. Okoro

Mr. G. A.Onyekwere

Mr. Cornelius Essien

Ms. Olufunke LawaI

Secretariat:

Mr. B. C. Nwobi

Mrs. O. Jaja

Dr. M. Muktar

Mr. O. F. Awopeju

Mal. Salihu Mohammed

NI1v1SA, President

NASCP,FMOH

FMOHIRBM

FMOH

NASCP,FMOH

NASCP,FMOH

NASCP,FMOH

RBM,FMOH

RBM,FMOH

NASCP, FM0I:I

NASCP,FMOH

FMOH

Bureau Chief, Akwa Ibom House

News Agency of Nigeria

NASCP,FMOH

NASCP,FMOH

NASCP,FMOH

NASCP,FMOH

FMOH
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The meeting commenced at 1.30 pm, presided over by Dr. A. Nasidi.

20 The entire participants present unanimously adopted the agenda without
amendment.

3e Dr. Nasidi made introductory remarks stating the purpose of the meeting.

A PowerPoint Presentation was used to introduce the GFATM identifying:
i. * What it is

* The need for it
* Beneficiaries
* Eligibility criteria

ii. The Country Process
• Establishment of a CCM as the apex Committee that is

autonomous, independent and enjoys equity of memb~rship
status.

• Its functions as stated below were reviewed and adopted by the
house.

Major functions of the CCM

• To develop and manage a coordinated response to the challenges posed by
IllY/AIDS, TB and MALARIA;

• To ensure a sustainable national, state and local government area response based
on empowered people's participation;

• To scale up the best practices already in place in communities where interventions
have been initiated already;

• To enhance the effectiveness, and increase the efficiency, of responses by
developing a systems perspective to social mobilization and public and private
participation;

• To jointly and severally detennine priorities for the government, development
partners and civil society organization in the response to the pandemics.

• To allocate the necessary resources to scale up an effective and efficient response

4. Issues discussed under sustainability include:
• how the first year will be managed for now, but if well managed, most

likely will be up to 5 years
• how Global Fund assistance and support could be maximally harnessed
• As long as there is accountability, countries may continue to draw from

the fund
• The performance of the CCM will detennine whether Nigeria would be

able to draw from the fund next time
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5. Issues discussed under eligibility include:

• GNP, Prevalence and others as presented in the Eligibility Criteria.
• Agencies not eligible include the UN systems like WHO etc
• Eligible agencies will include: NGOs, Private Sector Organizations,

Government etc.

60 Procedures

~ Proposals should be channeled through the CCM and be endorsed on
behalf of Government.

7.. Scope

e Proposals will be within the scope of the three diseases under
consideration.

8. Guidelines

• Proposals must fit into country plan, clearly defined, fully justified and
part of an ongoing process.

9. Inauguration by the Honourable Minister

Although the CCM (ICC) had some few meetings earlier, the Honourable
Minister of Health officially inaugurated the CCM at this meeting.He
congratulated all members and noted the good work done bythe members. He
expressed high expectations for a quality proposal document for Nigeria.

The highlights of the remarks of the Honourable Minister include:

• Assurance of Presidential support for the process;
• Proposals should be made to highly acceptable standard;
• Nigeria should not undergo a resubmission process;
• Acknowledge the hard work and in-put of the CCM so far;
• Shunned the denial and concealment by many sero-positive persons and

wanton stigmatization of PLWAs.
• Denounced the pride and mannerism of some "high ranking" sero

positive individuals who attempt to enroll in the ARV ~nitiative but
'avoid' enlisting in the Network. .

• Applauded the expansion of DOTS to all levels
• Inaugurated the CCM

5



10. Members then reviewed the structuring of the CCM
namely:

• The CCM noted the Terms of Reference as basically: to work together in
groups with interrelationship across programmes and provide the
necessary feedback to the Fund.

• The establishment of independent financial accounting and fund
management system.

• Determination of the frequency of meetings

• The Way Forward

Suggestions were made of other member-organizations to fonn part of the
CCM e.g. NMA and Rotary. Any need for contribution from other
organization will be co-opted to perfonn tasks as may be needed.

11. Chairmanship

After deliberations, members unanimously chose the person of Dr. A. Nasidi as
Chairman for an initial period of one year with responsibilities being primarily to
coordinate the business of the CCM including guidance to the selection of
executive members of the CCM Secretariat. A one-year rotational period was
agreed upon. This is in confonnity with one of the requirements of the Fund that
the members of the CCM should elect the Chainnan.

12. Finance

Member requested and adopted

• the identification and utilization of a Finance/Accounting outfit to
develop guidelines for management of the CCM funds.

• CCM to open its own accounts.

13. Budget

CCM should have budget for running its administration. This should be
included in the proposals with funding sources such as:

• Private Sector
• Government

• GFATM

6



• Participating Organisations to fund themselves.

140 Presentations and Adoption of Proposalso

Dr. Ruxin, a consultant from Havard University, jointly with Dr. Nasidi,
introduced The Guidelines for the presentation of draft proposals to the GFATM.
They also acquainted the CCM with the various activities leading to the
preparation of the draft proposals to be submitted to the GFATM through the
CCM. The various presenters were then called upon to present their proposals to
theCCM.

The presentations were made as follows:

HIV/AIDS:

PMTCT Proposal.

Dr. S. A. Kolo presented the draft proposal on the Expansion ofthe current
PMTCT ofHN Project in Nigeria.

ARV Proposal.

Dr. O.Soretire presented the draft proposal on the Expansion ofthe ARV
Programme in Nigeria.

Civil Society Organisation Proposal.

Dr. M. Ovberedjo presented the draft proposal to Assess and Promote the effective
participation ofCivil Society Organizations in the National Response to
HWIAlDS.

TUBERCULOSIS:

Dr. T.Sofola presented the draft proposal on Accelerated DOTS expansion in
Nigeria.·

MALARIA:

Dr. M. Mosanya presented the draft proposal on Scaling Up Roll Back Malaria in
Nigeria: Promoting Use ofInsecticide Treated Nets (ITNs); Improving Home
Management ofMalaria and Initiating; Intenniuent PreveJ!!ive Treatment (IPT)
for Pregnant Women.

Members reviewed and extensively discussed the presentations. Following
observations made, amendments were recommended to each of the presenters,

7



and the proposal were all adopted for submission to the Fund as Nigeria Country
Proposal, subject to the final amendments as recommended.

The respective working groups for the units of the proposal were enjoined to
urgently effect the relevant amendments and provide the final copy of the entire
proposal to the Chainnan, Nigeria CCM, for onward transmission to the Fund by
10 March 2002.

15. Formation and endorsement of Sub-groups

The meeting deliberated on the fonnation of subgroup and Task Forces.
It was agreed the a working group for each of the diseases be fonned in addition
to one Task Force on Finance and a local Technical Review Panel

1. Adjournment

The meeting adjourned at 9.45 pm.
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Ulrik Tidestrom

From:
Sent:
To:
Cc:
Subject:

Importance:

Dr. Salma Anas Kolo [salma_anas@hotmail.com]
20 March 2002 23:57
Ulrik Tidestrom
nasidia@hotmail.com
Re: Nigerian Proposal (PMTCT) to the Global Fund

High

List of submissions Nigeria PMTcr
to GFATM w... proposal Form to...

Dear Ulrik,

Thanks for your mail.

Please find attached:
i. The reviewed section CS of the PMTCT proposal form, indicating
resource
allocation to different implementing partners with activities.
2.List of all attachments.

PIs confirm receipt to me, and if there is any need for me to further
improve on the proposal do not hesitate to let me know within the short
time
period.

Looking forwrd to hear from you,

Salma
Original Message -----

From: "Ulrik Tidestrom" <Ulrik.Tidestrom@tss-twg.be>
To: <salma anas@hotmail.com>
Cc: <nasidIa@hotmail.com>
Sent: Tuesday, March 19, 2002 9:26 PM
Subject: Nigerian Proposal (PMTCT) to the Global Fund

)ear Dr. Anas-Kolo,

The Global Fund has recieved the proposal from the Nigerian CCM on
HIV/AIDS (PMTCT). To ensure the completeness of the proposal, I kindly
ask you to submit the following:

1) Specification of the allocation of money to different implementing
partners, i.e. what amounts will be used by what partner. (As we
interpret section CS in your proposal, you only account for the planned
contributions from diffe~ent sources of funding.)

2) One list accounting for all the attachments, appendices etc. to your
proposal.

We will appreciate your sending us this information no later that
Thursday 21 March via e-mail or fax.

If we receive this information later than that time, we will need to
postpone presentation to the Review Panel until the next round of this
year.

With best regards,

1



Ulrik Tidestrom

The Global Fund
Interim Secretariat
Tel: +41 22 791 96 07
Fax:+41 22 791 94 61
e-mail: ulrik.tidestrom@tss-twg.be
www.globalfundatm.org
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C.4 Duration: (provide an estimate)

Beginning and end dates:

From: February 2001 To: February 2010

Period to be covered by this request for financing:

From: 1st June 2002 To: 31st May 2003

C.S Implementation Plans including resource allocations to partners (Guidelines para. 40)

(US$)

Budget Categories please fill in according to your plan)

Implementing Human Logistics and Training & Outreach Commodities Data &
Otherinformation TOTALPartner Resources supplies Supervision Services or Products· systems (explain)

Operatio

Government 105,995 503,161 953,220 Nil Nil nat 1891876researchNil 329,500

Civil Society Nil Nil Nil 66,965 Nil Nil Nil 66,965

Private sector Nil Nil Nil 66.965 1,592,777 Nil Nil 1659742

Donors Nil Nil Nil Nil Nil Nil Nil Nil

Other Nil Nil Nil Nit Nil Nil Nil

·"Nil
133,930 (fUlly

TOTAL 105,995 503.161 953,220 1,592,777 comitted by 329,500 3618584
government
)

*Including drugs .<

Appllcadon Form for Proposals to the Global Fund 17





..... '

: . "~: .

Guidelines for Proposals set out detailed conditions of support and criteria for review of
proposals. Reference is made in this form to relevant sections of the Guidelines.

{

Geneva, 31 January 2002

",

THE GLOBAL FUND
To Fight AIDS, Tu~erculosisand Malaria

Interim Secretariat
;i::'·"~;t.~·\ "<..-~..t"i~'''~ l

':"',:;, (Y;l)J~:'~: ',:" .
. . ." ," .." ~.: ...-~ ~

GUIDEI~~~~h~i>ROI>OSALS
-.-,;:->:'::.

(

(
"

This form is divided into 3 sections:
SECTION A seeks summary infonnation on the overall proposal, total funding sought
and information related to general eligibility criteria, including details of the Country
Coordinating Mechanism;
SECTIOB B seeks further detail on the overall proposal, its objectives, how it will be
monitored and demonstration of additionality;
SECTION C seeks detail, including bUdgetary information, separately on each
component of the proposal.

t=or additional pages, please mark clearly whether SECTION A, 8 or C.
, .

SECTION A: OVERVIEW INFORMATION
A.1. Country (or region):

Nigeria

A.2. Proposal Title:
Proposal for PMTCT+ Centers of Excellence (Expansion of Current P:revention of Mother to Child

- .. Transmission of HIV Project) .

A.3. Spell out which of the three health problems or combination of them this proposal aims to
address (HlV/AtDS, TS and/or malaria) (Guidelines para. 4) : - .

HIV/AIDS

A.4 What are the additional outcomes expected from this proposal? (Guidelines, para. 8· andAnn~x .
1, 1/3).

The six PMTCT+ Centers strenghtened and operational VCT programme and care services
established
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VCT service.sprovidEt~!~18.000 pregnant women attending antenatal clinic services

14,400 womenaccept'1:obe tested

Antiretr6viral drugs pl"O\ti(jed as prophylaxis for 912 HIV positive pregnant\'V()men and t()912

babies '. ,;,~", ;~:-"'~:;;~;>"'" '. . .00 • .,;::;:<t,',lz'." 00 ·i::>~}\';,:,.~!,
Access, to comp..eh~ri~.~~reSEtrvices provided to 912 HIV pO~itiye..v()fi1'n'i~cI,4?6.l-fr'l';~~':,· './'
infecte,(fb~~i~~'.iV6'§~J~'~,udesanti-r~troviral·therapy,managem·enfofpPP9'~niStic.l~f~!~ons,;:,;,.
sn management)iridacCess to family p'Janning services , ..... :;~-?N"f;l~F<'

. . . _. ., .~~.:: . <.~.-,:\~.~;~{"

250 counsellors trained on HIV/AfDS and infant feeding counseling, 30 labC)~tory scie';ti~
trained on HIV testing

Education campaign on PMTCT+ established at the PMTCT+ sites with community members
involved and committed

A.4. Total Amount Requested from the Global Fund: (in US$, by year)

Components (described in Section C) Year 1
(Budget)

Year 2 Year 3 Year 4 YearS
(Estimated •••.•••..•••••.•)

Component 1
PMTCT+ Centers of Excellence

Component 2

~omponent3

TOTAL (outlined in Section B)

$3,618,584 $5,090100 $7,241520 6,300,230 $5,181,440

A.5. Disease burden (Refer to official documentation pr sources of epidemiological data on the
prevalence and magnitude of HIV/AIDS, TB and/or malaria in the country/region/area) or potential
disease burden -(indicators such as incidence'of new infections etc) (Guidelines para.6)

Nig~ria i~ the most populous African nation with a population of 120 million -and an annual.
growth rate of 2.8%. The country is divided into 6 geo-political zones with 36 states including the
Federal Capital Territory, 77410~1 government a~as and over 250 ethnic groups. The fi~t case
of AIDS was fOl1fially diagnosed in Nigeria in 1986 and since then there has been a consistent
rise in the prevalence of the epidemic from 1.8% in 1993, to 3.8Ok in 1994 to 4.5% in 1996 and to
5.4% in 1999. The recent national HIV sero-prevalence survey conducted in Nigeria revealed that
ab9ut 5.8% ofwomen attending the ante-natal clinics were infected with HIV (NASCP-FMOH,
De~em~er 2002). It is estimated that about 3.5 million Nigerians are ~Iready infected with HIV. The
highest prevalence is in the age group 20 - 24. This translates to about 350,000 AIDS cases.
AIDS is responsibl~for about 1.4 million cumulative deaths in 2002 in Nigeria. The group most
affected are the productive, reproductive and economically viable segment of the society. The
same survey estimates that the decrease 'in life expectancy in 2002 due to HIV/AiDS is 4.5 yea.rs. .
The Joint United Nations Programme on AIDS also estimates that about 750,000 paediatrics AIDS
~ses' will occur in Nigeria in 2002. '

The majority, of the women' infected are between 15 and 25 years of age. According to the
National Planning Commission, women of childbearing a e constitute about 25% of the
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populatio~ ()f 120mi'lionJN~tional Populatioll,Commission, Reports; 1991)~Thetargtat!)rolJPS
are'in. dir8ri~~c:I.'9f,iPpriJ~'ri,at!.il'1f()rmation,Hlyscreening and coun!:telil'1g~in order t§'be ~~~e tomake informed chbieesand decisions that wiil affect their lives and families. '.' "" ,~: ,.",. .

,,:,,:,' ::'1':'< ,...<..\

Seyeral sty",~~~.,h~~~*~~1""Ilt,h,~~ p~ediatric Alo.~ cases are rising at an a~ci.tmmg'~~:AcC?9r~ing
to theJoil'l~,UaJi!8t:!~~!i~I'l~Programme on A1D~ (UNAlDS), it is projec~d,~~~:,~~Q9tl~.~9.9"·'"

p~~diatriC;lYB~.,~,~~:~Uto~c,ur:.~y the y~~,~90;~J~ .Nigeria (UNAlP~, '~~?J::~"ruU!r!~~:~H~!ts

W£~ca~~~~ffi~~tr~r~~~P14H~J~4~~~:r6~6i:I~!;:,nt~~slVth~d~ir::;~gf!§l~*~!l~~j~~~~. '
,_., :" . • ';" :~"ic;"';.L-:;K~~~-'_~'4t,~~"'id~~~.~}.~:"O~:.;..:.;~.~~.~;.~:.-::--~~ ~ "<:';" "': :~: ":.;--":";!''':'.": . " . ", :·"f";.j? .~:~ .., ',: ' : ".' ,- '- ' '. . ,~' ','-;..', -.-: ,:~;:,\,_.;_._:~.,~. _,. . _~"~ti-j.~,:· 't;~.

eith~r dU~l1gp~g~~,~~~~jtt~·p.~rtf:Jm or thro~gh'llrE!astfeedif.lg,(M2~ 995).
The bUrdenCtfrr!0~~r·to'·#hildtrarismissioriof.HIV is much high~t;ii(' ' .•.....•.. '.. . . ~,.c:-,:
comparedto.''''~Ij~t9(tJ.1ewOrl.~, because of htghe~ levels of tie~r§,:#e~'Trtl!imr.~Q.~~;:),jSh
female:male ratio, high ~tal fertility rate (TFR) and high rates of breast f~~~Og;,W,;·,.',:;;:;:t.;~1:;;';::~:Y.·

There is a great need forVoluntary Counseling and Testing (VCT) in aJl~MIgTf~Q~:J'SJrt':'.
Nigeria to be made accessible to women of reproductive age and their partners, irrespeCtIve of
social status or educational background.

SUlVeys conducted among university students in the USA (Anastasi et. al. 1999) have shown that
59% of the students seeking HIV antibody testing were women with average age of 22.6 years.
Similarly, a survey conducted in Tanzania showed that 55.9% of people who volunteered for VCT

. were adult women (Killewo et al.1998)

A.6. Economic situation: (Refer to official indicators such as GNP per capita, HDI or other information
on resource availability) (Guidelines para.6)

Nigeria's position in Africa is unique because of its multl-ethnic society, its federai structure and
demographic composition. It is the largest country in Africa with a popUlation of 120 million (NPC
estimates of 1999). Roughly 50% of the population is between 15 and 49 years of age. The
average population growth rate is 4.4%. The country ranks 146th on the Humall Devel()pment
Index because ~fhighly adverse indicators like the ~te ofmaternal mortality (948 per 100,000
.live births), total fertility (5.1) and infant mortality (80 per 1;000 live births). The economy Is
dependent on oil but despite the rich oil resources, Nigeria is poor with an annual per capita
income estimated at US$260.00. The foreign reserve and the entire economy depend on the oil
market price. The fall in oil price in the 1980s led to trade arrears, inflation and unemployment It
is estimated that 48.5% of Nigeria's popUlation lives below the poverty line.

A.7 Political commitment: (government contribution to the financing of the proposal ill'public spending
on health or existence of supportive national policies or presence of a national counterpart in the
proposal, or other indicator) (Guidelines para. 6).

The present democratic government under President Olusegun Obasanjo has taken steps to
invigorate th~ fight against HIV/AIDS in the country. Th~ President was.quick to understand the
deep socio-eonomic impact that the unchecked spread of HIV can cause. -The President pledged
to lead the campaign against AIDS personally and constituted a Presidential Committee on AIDS·
(PCA) with ministers as melJlbers. The National Action Committee on AIDS (NACA) was
organized' as a multi-sectoral body to coordinate the entire. response through the relevant·
ministries ~nd in cooperation with the donors and, non-govemmental partners. Political
commitment has been d~monstrated with the r.elease of substantial funds by the ~resident to
combat HIV/AIDS in Nigeria~
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Pre!ticfGhfQbasalljo also took the lead among Afri~n. Heild~ .of State by organizing the OAU
St.nnmffI~~h·.'Hiy/J\f.P~ ~n'Abuja last year. Further poli~~"'~§~mibnenthas been dem·~Q~!r.i~dby
~e ~.~!~erl( t>y. pps,ingfor photographs with PLW~ fQ"'~901 World AIDS Day witll'the 2001

~t.ji~:~~~tn{lpa~ •• d~ YoU?].'.:.:~:.::{' . , . . '::::: :" . .

.~I'e.~t~:~.year after ,the OAU Summit, the Presidential t:=o~m on HIV/AJDS willta~~'pIClce .on
S;tt~~ay,'9 March 2002. It is aimed at reviewing past .~ff9.~·.on HIV/.r\II)~J.idell~majathegaps
ari~·Ji~~lng.f!t"w~yforward. The forum will alsoPr9Vl~Et,:~~oPPQrf:tjn..tyto, .. oJ)~i~))Qlitic~1

2·~m~~~m;m::u~vel\.: .' . .: .;..;ri~~:~· '·"',;;,,".i:i'-;;!~::ijf;~;j;I;Y~;\;'":<'/jl~~f·il~!i;l~'j';~'~;.q:,;<;: ',;
:~~~t.fJlc~::::~~~·H:':D:y ~:~i~~:: ~~U~,~rt6i"1ir.i;~~:c!.1~,t;!Hia!C~fi~~~*~ri~rm~... ',,. ".,. ..'.., ,. .., 9 p. ......Y ..<>,.•.."'...'f"'"A"·'"'t." ",......".,. ,.<" ..,,~,..\.!:J. ,0"",,".:' ,,',.••..•• ,:. L.:·I~:,"i.~'.'t"., ." .."",,'.

man~g'lTIentof STls, home based care, PMTCT, ~D~S~'~:in~nageme,l'1t~:an,dtIJ~'~lIse''ijfARy~r
The' :~~~ral govemment is collaborating with nurrielY~~·1~p~rtners'·t()wards'implem~nting.the
proposal. They are: UNICEF, UNAlDS, UNFPA, WHO, APIN;'Fi-II,CDC, USAID 'and OFID. .

A.S Unks with existing activities: (What links are there between this proposal and other current
activities supported, for example, through, national health strategies, Poverty Reduction Strategies and
Sector-Wide Approaches? Provide copies of these as supporting documentation, noting them in
Attachment 1)

The PMTCT programme implementation is well reflected in the National HIV/AJDS Emergency
Action Plan (HEAP) for the country, which is part of the national health strategies. .

Care and support as well as for people infected and affected by HIV/AIDS will be provided by the
public and private sector and also NGOs. This component includes a .pilot programme to
prevent mother-to-chfld transmission with single dose Nevirapine and managementof HIVITB co
infection and treatment of opportunisitc infections. The continuum of care is linked to the
communities throughe~stingcommunity networks.

- This project will support and encourage voluntary counseling and confidential testing of
expectant mothers and their partners. VCT has been integrated into reproductive health services
(family planning services, antenatal sessions, STI management, adolescent reproductive health
services etc.) The VCT component and provision of antiretroviral drugs for PMTCT+ is linked to
the ARV initiative detailed in Nigeria's proposal to the GFATM.

Links With the Ministries' of Women Affairs, Education and Information for awareness creation
and qommunity moblization have. been established. Fonnative research was conducted at the. six
PMTCT+ Centers, which is. aimed at developing .comprehensive communication strategies. to
ensure community involvement: promote male involvement and participation of People Living
with HIV/AIDS. . '. .

The PMTCT project has been linked to the National Poverty Eradication Programme (NAPEP) to
ensure continuum of care for HIV positive mothers, their partners and babies by enhancing
income generating activities and self reliance..
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A.9 Profile of the Country CC)ordinating Mechanism (CeM) - If not submitted by a CeM, please
move directly to A.12. (§'!kJelines para- 9-14) ".'._
Various agencies and partners (including NGOs and Research Institutions) that are supporting this
proposal are co-ordinated and organised through a country coordinating mechanism which is referred to
in this document as CeM.

1. Name of the CCM:
Country Coordhiating Mechanism, Nigeria

2. Date of constitution of the current CeM:
21/0112002

/

3. Organizational structure (e.g., secretariat, sub-committee, stand-alone):
The CCM will have a Secretariat, Technical Working groups on each of the diseases, Task Force on

Finance and a Technical Review Panel

4. Frequency of meetings (e.g. monthly, quarterty):
4times a year

5. Major functions and responsibilities of the CCM:

1. Develop, review and submit proposals to the GF ATM
2. Manage funds
3. Monitor and evaluate all projects
4. Monitor and track all expenditures
5. Audit internal and poject specific accounts

6. Major strategies to enhance CCM's role and functions in the next 12 months:

SEe PROPOSAL COVER LETTER

A.10. Please provide the total number-a~d composition of members of CCM:

people living ~th HIVITBlinalaria.- -2 -_

NGOslCommunity-based organisatiolJ -9

Private Sector -5

Religious/Faith groups -2

Academic/Educational SeGtor -6

Government Sector -7

Other (explain) -6

TOTAL -38
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Dr Ahdulsalami NasidiChair of Cnllll'ltl:iw-€:rR'i

Signature,

A.10. Signatures: . . ' >. :.)o'iH,i'-";i,11)~~~~
Members of the Country Coordinating Mechanism (C~M - see followi~g page)sigp.~~lowtoi~~Q~B~t
this proposal. Endorsement of this proposal does not Im'ply any financial (or legaQ commitmef!j:l?n>tI)$,
part of the PCirtner agency or individu .;> . ·,t "

(

Chair Name and Contact Infonnation:
Address: Room 334, Federal Secretariat Maitama. Ahuja. Nigeria
Tel: +234 9 523 05 73,234 96701666
e-mail: nasidia@hotmail.com

CCM Member Signatures

Agency/Organization

NameJTitle
Date

Signature

SEE PROPOSAL COVER LErTER a~d attached endorsementS

Application Form for Proposals to the Global Fund 6



(

A.11. In case the Global Fund Secretariat has queries on this submission, please contact:
Name: _.

Dr. 5alma Anas-Kolo'

Title/Address:
National PMTCT Focal Person
National HIV/AIDS STO Control Programme
Federal MinistrY of Health
Federal Secretariat Complex
Abuja

TeI.No.: 234-9-5230950 - Office
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234-9-2311507 - Home
234-80-44183653

Fax No.: 234-9-5230950

E-mail:
salma_anas@hotmail.com
salma_anas@yahoo.co.uk

Application Form for Proposals to the Global Fuod
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A.12.. If, submitting not under a CCM, but as an individual or a partl1ersbip of non-goven,mental
org~ni~ations (~GOs) or from private sector, please explain clearly the circumstances, conditions and/or
reasons why not applying under a CCM.

Not Applicable
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SECTION B: OVERALL PROPOSAL

8.1 Summary of overall proposal: .(Synopsis of prop9sal, describing overallgbjeetives, who will be
involved,. the beneficiaries, listing the major health components ,arld the. synergies between the cflfferent
components~ [more detail on separate components is sought in section C]). .

GOAL. . ., .
To estabnsh PMTCT+ Centers of Excellence in six health facilities inth~ sixge9pol!~~I~Qhe~ of the
country, wtJere,women of~pr~ductiVeage groups, their partners ,ancJ!~~i!!~:m,'I:b~Y7'~~~#,sto
eff~e'PMTCT + and care services . '" ·'>:<{'~/~~~'~<i;··:;::;i~2i~~i;i:;:"X; .

SPECIFIC OBJECTIVES
1. To stengthen the recently launched PMTCT+ Centers with an operational VCT programme and care

services. .
2. To provide VCT services to 18,000 pregnant women attending antenatal clinical services in the

centers.
3. To enable 14,400 women to know their status by the end of the period.
4. To provide antiretroviral drugs as prophylaxis for 912 HIV positive prgnant women and to 912 babies.
5. To provide access to comprehensive care services to 912 HIV positive women and 456 HIVinfected

babies within the period, which will include antiretroviral therapY,management of opportunistic
infections, STI management and access to family planning selVices

6. To train at least 250 counselors on HIV/AIDS and infant feeding counseling from the six sites and 30
laboratory scientists on HIV testing.

7. To establish best practices and trained personnel who can replicate the lessons learned to the
secondary and primary levels of care.

8. To establish an education campaign in the six project sites, so as to inform and mobilize the
community, including People Living with HIV/AIDS about the overall objectives of the PMTCT
programme

TARGET POPULA.TION
Women of reproductive age (15 to 49 years) their partners and babies are eligible to participate in the

project, irrespective of their marital status and whether pregnant or not able to participate

PROJECT MANAGEMENT TEAM
The project is coordinated by Dr. Salma Anas-Kolo who is being supervised directly ythe NASCP

programme manager, Dr. Nasir Sani-Gwarzo. The project site coordinators at the six sites are:

1. Dr. E. Emuveyan - Chairman PMTCT Taskforce and the coordinator, Lagos University Teaching
Hospital
2. Dr. H. Onah - Coordinator, Uniersity of Nigeria Teaching Hospital, Enugu
3. Dr. C, Chamma - Coordinator, University of Maiduguri Teaching Hospital, Maiduguri
4. Dr, 'C. Agboghoroma- Coordinator, National Hospital, Abuja ' ,
5. Qr., C. Akani - Coordinator, University 'of Port Harocurt Teaching HQspital. Port Harcourt

.6. Dr. Randa.wa - Coordinator, Ahmadu BeUo,University i~~chin9 Hospital, Zaria

Two project zonal coordinators, project accountant and data manager will be recruited.

MAJOR HEALTH COMPONENTS
Voluntary counselling and confidential testing
Provision of nevirapine to expectant mothers and babies 'for PMTCT of HIV
Modification of obstetric practices
Modification of infant feeding practices

Application Form for Proposals to the Global Fund 10



(

8.2 ~rogrammatic monitoring and evaIJjation:' (Guidelines par~. 34-37) (The proposal needs to
include an outline of the monitoring and evaluation process that will be followed in relation to the- overall
proposal, including timelines, and baseline data, responsibility for collection, proposed/anticipated use of
the inform~t!on to be collected and ihvolvement of target population witD. monitoring and evaluation.
[Section C requestsmonitoring and evaluation information on major components]) .

A comprehensive monitoring and evaluation system is built into the project to ensure that the. project
achieves the. intended goal.

Monitoring:

A standard monitoring schedute was developed and will be applied to all six project sites. The monitoring
schedule will be comprised of simple and precise infonnation, so as to make it easy for completion and
also to ensure compliance by the implementation team, the monitoring team and the CCM.
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The team of the taskforce comprise of experts on HIV/AIDS, project site co-ordinators,Qffi9!~ ~h9Jl?~",,9H
(Reproductive Health. Baby Friendly H~spital Initiative, Nutrition. Foods and Drugs) an~~I!~1ti?!~r~~~
of frontline stakeholders. They were trained for five days on PMTCT of HIV and the overan:~9bJectiVe.'"9f
the project. . .::.<{·':.!r'~· .~';,'.-~

Quarterly monitoring visits will be conducted by the taskforce to all project sites using the monitoring
schedule designed and reported to NASCP for onward transmission to NAGA. Thereafter, quarterly
meetings will be held by the taskfore team to deliberate on the progress of the project and where
necessary effect changes. A simple monitoring too/ was also developed for use at the proje~ site.

The project site coordinator supemsesy,e,project site. ensures that all forms are compl~~~~~~YI4!~,!Y,
at the end of each month. In th~earlyj~~ges of the project a coding system will be de'-1~~?~tJq'p'ij?Yig~
confidentiality of information cqlleSt~d.,:T.h¢ site will hold monthly meetings and wrtte morith,Iy_~pgrts'to
NASCP. who will subsequently ·reportt(f~cA. ,··.r,··:t:~:+':' ....~.:.

A taskforce on PMTCT+ of HIV has been set-up to monitor the project. The aim of the~~k1-of6e'i$:io
ensure that the project ~s implemef1t~~':~i:l~rdi~g to specific:ations as sched~led in the, "~ ,. ct'" ~"::i, - -.~t
are also expected to Idel'Jt!fY%>,,~~ts cJunng the conduct of the project an~ '9. . . .
intervention measures. At the end of the project the team. inclUding external facilitatorS; ,. 
project. . . .

: :.:~>

B.3. Financial management (Guidelines para. 19-22, 38-40) (Describe arrangements in place for
financial management, including suggested disbursement mechanisms and plans)

An accountant will be recruited from a private finn and will be responsible for all
expenses/disbursement of funds. The project seeks to establish transparency and accountability
in the project management The project accountant will be based outside the Ministry of Health,
but will report to the National PMTCT+ coordinator and the Country Coordinating Mechanism
Financial Task Force. Funds.will not flow through the Ministry's accounting mec~anism.:There
will be three signatories to the account (CCM Chairman, NMCC Chainnan and the NMCP
Manager). Monthly financial reports will be submitted to the finance sub-committee ofthe CCM.
The services of the CCM's independent accountant lauditor will be utilized.
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8.4 Statement of Budget Requirements, Financial Commitments and Unmet Needs
2002 (Guidelines para. 8, Annex 111.2) (Demonstrate the additionality of the proposal)

(US$)

Budget Categories (please fill in according to plan)

Human ResolrCeS

l.Og;stics &~
Tuiring &SupeMsion

Outreach SeMces
Corrmodities orproducts

Data &inIrxmation systems
0theI

(expSn)
TOTAL

BUDGET REQUIREMENTS

TOTAL HUMAN RESOURCES· $1.063.849
TOTAL lOGISTICS AND SUPPLIES $503.161
TOTAL TRAINING AND SUPERVISION $1.110,245
TOTAL OUTREACH SERVICES $133.929
TOTAL COMMODmES OR PRODUCTS (ARVs. infant formula, HIV reagents &consumables) $1,592,777
DATA AND INFO SYSTEMS 20.936
OTHER$- OPERATIONAL RESEARCH $425.250

TOTAL

Govemment
$992,616

Civil Society
Nil

Private sector

$4.850,147

. Financial commitments, by source
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Donors
UNICEF,. $214.447
UNFPA ,. $6000
APIN - $18,500

Other
Nil

TOTAL COMMITMENTS

$1,231,563

UNM.ET NEEDS

$3.618.584

*includin drugs
B.3 Duration (provide an .estimate): --

. Beginning and end dates:

From: February 2001 To: February 2010

Period to be covered by this request for financing:

From: 1st June 2002 : To: .1st June 2003
SECTION C: MAJOR COMPONENTS

(~eparate Section C pages should be prepared for each major: component of the
proposal i.e•. make more copies if needed.) .

PROPOSAL COMPONENT - (Number separate components 1 to xx)
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C.1 p~c:liption: (Describe, ,this component of the proposal (e.g. disease-specific intervel'l~on), what it
seeks to aceomplish,'who are the beneficiaries, who will be the implementing partners and strategies for
implementation). ' .', ...,

DISEASE SPECIFICINT~~VENTIONS

Voluntary cOunseling and;c6nfjdential testing
Administration of l'l~v,~pili~:~9 'mother andbaby, .•......••.• ,""
Modification ofo~~~etn~-'Rf49tic:es)' .... ....: ::,;>;;;, ;'. .;:>";;:' ,'.:
Modification of int#n~~~lqgBractlces, including administration of infant fonn:ui~fPt~~JYP§ijiy~:;<.
mothers who choose npt!() breast feed.':i;,W'j:,t)·;'':;:?,t;;}V:;:, ,;.
Administration ofMV'theraPY to HIVpositive mothers and HIV positive babies"T':'<:' ", ">,•.•. " -." .,.'.;-, '. " ,".

WHAT IT SEEKS TO AC99,MPLISH .. ..>:·':'::,:i,>,,:
To establish PMTCT+ Centers of Excellence in six health facilities in six geopoliti~1zonesoftl1e'
country, where women of reproductive age groups, their partners and families Will have 'access to
effective PMTCTand care services

TARGET POPULATION
Women of reproductive age ( their partners and babies) are eligible to particpate in the project.
irrespective of thei marital status and whether pregnant or not. Similarly, all women and their male
partners attending the centers will be eligible to particpate.

IMPLEMENTING PARTNERS
FEDERAL GOVERNMENT OF NIGERIA -Federal Ministry of Health - National HIV/AIDS and STD
Control Programme, Reproductive Health, Nutrition, Baby Friendly Hospitallnititaitve, Foods and Drugs
National Action on HIV/AIDS, Ministry of Infonnation, Ministry of Women Affairs and Youth
Development and Ministry of Education

DEVELOPMENTAL PARTNERS - UNICEF, UNFPA, WHO, UNAIDS

BILATERAL AGENCIES - FHI, CDC, APIN, USAID,DFID and LATH

NON-GOVERNMENTAL ORGANIZATIONS - SWAAN, FOWMAN, STOPAIDS, HALT AIDS
NETWORK OF PEOPLE LIVING WITH HIV/AIDS

STRATEGIES FOR IMPLEMENTATION

1.Strengthen PMTCT+ centers with VCT and care services, includiong ARV therapy to HIV positive
mothers and their infected babies
2.B·uild capacity of health workers on PMTCT +, and laboratory skills.
3.1mprove and create awareness of the community members, including women's gfC?ups, religious and
community leaderS, media grqups and PLWHA through effective. appropriate and ~cceptable

Information, Education and Communication materials. . ,
4.Sensitize policY inake~' and leaders on PMTCT+' through advocacy~ , .
S.Developrrient standard training materials on PMTCT+ and·VCT for health workers
6.Establish linkages with ~GOs and 'cOmmunity care providers
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• Specific objectives: (Related to indicators, including baseline data, current situation arJdannlJ~-/t~';ifiH:¥:;~ _
targets) (Guidelines para. 34-37) -.' - - .. --, -:;'t,;;\n-- ,

C.2 Objectives and indicators (Provide information on objectives for this component.)

• Main objective (Describe the expected end situation)

To strengthen the recently launc:he~ PMTCT+ Centers with an operational VCT programmt!.an~-~o

provide care services so that Cel1~rsof Excellence offer women and their famililes access to' -
the spectrum of health services ~eEt,~~d to address HIV issues ' -', '

(

INDICATOR
Baseline
Targets

2001
2002
2003
2004
2005
2006

Since PMTCT was just launched in Nigeria, no baseline data per se are available. However,
based on prevalence rates and current hospital admissions, we have estimated key

measurements of success for the first year. These actuals will establish our baseline which will,
through clinic scaleability and expansion, increase the targets by a high percentage every year.
The chart for this estimate does not fit in this space. Please see: Table 3 on Page 12 of the main

, - PMTCT+ Centers of Excellence proposal'., .

-f
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C.3 Programmatic monitoring and evaluation plans: (An outline of the monitoring and evaluation
process that will be folfow~ for this component) (Guidelines para. 34-3n .'

.~';~'~:-"--;~<'" ..:."'-" - -.-:':'';'. - "":.

The~t§j~~~ite coon.Jiriator supervises the project!i~te,ensures#l~i~,if~~SCl~completed
accli~tely~y th~ en~ of each month, and provid~l~ad~rshipan~jn~Jgllt!s.about innovative
stra~9i~for.improvi~g programme managemEitnt. In 'th~early s~~#;'9ftll~project a
cod~Uij,~~l~~m:Wm;·.~~·~t!Y;sed to pro.vid~~~~~~~~tl,'IJ.~;,9.f,~I'1,!SJtro!\l9~f~~!!~!~~;;Ib.!;~i~ .

il!!e~~ro!I1~~()n.~I~b()ld monthly mE7ti~p$fl!'I~J~P9:~,~~nUiI¥le4~~~Q:~t~I?~~Iq> .. \::'
Co.riti9IFt~ogramme (NASCP). who will sUbsequ~l1t1>'~n~toJ'i~:Na~()~al.~~()nC()lTlmitteej'
on'~'bs, (NACA). . ". to " ·\>~~f.~,:H:Y~~F:'·; ''':,:';', " .,~C.

A TaskForce on PMTCT of HIV has been set-up to monitor the P':~t~~t'1b~~imo~ the tas,kforce
is to ensure that the project is implemented according to specific:a.ti9rfsa:ssc~eduled in the work
plan. They are also expected to identify constraints during the co~~uCt of tl1eproject and offer .
appropraite intervention measures. The project will be evaluated twice annually by a team of

experts.

Quarterly monitoring visits will be conducted by the Task Force at all project sites using the
monitoring schedule designed and reported to NASCP for onward tranmission to NACA.
Thereafter. quarterly meetings will be held by the taskforce team to deliberate on the progress of
the project and where necessary effect changes

Two massive evaluations by teams of international experts twice per year who will submit
reports to MOH, the CCM, and the Centres themselves.
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C.4 Durati0l1: (provide an estimate)

Beginning and end dates:

From: February 2001 To: February 2010

Period to be covered by this request for financing:

From: 1st June 2002 To: 31st May 2003

C.S Implementation Plans including resource allocations to partners (Guidelines pani 40)

(US$)

Budget Categories :please fill in according to your plan)

Implementing Human Logistics and Training & Outreach Commodities Data & Otherinfonnation TOTALPartner Resources supplies Supervision Services orProducts* systems (explain)

Operatio

Government 957.852 Nil 30.300 Nil 4,464 nal
992.616researchNil

Nil

Civil Society NIL Nil Nil Nil Nil Nil Nil Nil

Private sector Nil Nil Nil Nil Nil Nil Nil Nil

102,225 Nil
Donors Nil Nil 6000 Nil 16,472 95,750 238.947

18,500

Other Nil

TOTAL 957,852 Nil 157,025 Nil Nil 20.936 95,750 1231563

*Jncluding drugs
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Attachment 1: List of Supporting Documents

(

Please note which documents are being included with yourproposal by indicating a document
number

.

•:.~/; i.·'.····!>:,. ;L ..ii.'
General documentation:

·;r'..';i·<{

1. Poverty Reduction Strategy Paper (PRSP)
,;,:;:: "'):-:..';

\,~'.; ....

2. Medium Term Expenditure Framework --3. Sector strategic plans --4. Any reports on performance --

HIV/AIDS specific documentation: Attachment #
5. Situation analysis !
6. Baseline data for tracking progress1

II
7. National strategic plan for HIV/AIDS, with budget estimates ill
8. Results-oriented plan, with bUdget and resource gap indication (where --

available)

TB specific documentation: Attachment #

9. Multi-year DOTS expansion plan and budget to meet the global targets
for TB control --

10. Documentation of technical and operational policies for the national TB
programme, in the form of national manuals or similar documents --

11. Most recent annual report on the status of DOTS implementation,
expansion, and financial planning (routine annual WHO TB D?ta [and --Finance] Collection Form)

12: Most recent independent assessment/review of national TB control --
activities

Attachment #
Malaria specific documentation:

13. Situation analysis --
14. Baseline data'for the tracking of progress . --
15. Co~ntry strategic plan10 Roll Back Malaria, with bUdget ~stimates --
16. Result oriented plan, with ~udget and resource gap indication (where -'-

available) -

Attachment #- .

Crosscutting documents/activities

I Where baselines are not available, plans to establish baselines should be included in the proposal.
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List of submissions to GFATM with the PMTCT proposal form

Attachments

1. National HIV/AJDS Seroprevalence survey report (2001)
2. HIVAIDS Emergency Action Plan (HEAP)
3. National guidelines for Prevention of Mother to Child Transmission

(PMTCT) of HIV programme in Nigeria.
4. National manual for data collectors on PMTCT formative research
5. PMTCT main proposal
6. Detailed activity budget
7. Bibliography
8. Gantt chart for PMTCT implementation
9. List of acronyms
10. List of PMTCT Taskforce members
11. PMTCT + site monitoring form
12. Report of MTCT needs assessments visits to project sites
13. Report of PMTCT advocacy visits to project sites
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PROPOSAL OVERVIEW

Much of this attached proposal was prepared and submitted to be funded by the

Federal Government of Nigeria in collaboration with other relevant stakeholders

on Prevention of Mother to Child Transmission of HIV (PMTCT+) implementation

in Nigeria namely UNICEF, WHO, UNAIDS, UNFPA and other bilateral donor

agencies. However, as we begin implementation, a number of enormous

financial gaps have emerged. This proposal to the GFATM seeks to fill these

gaps, and link all existing and previously committed activities with activities

which are vital but are currently under or non-funded. Without expanded

financial assistance, the implementation of PMTCT in Nigeria will simply not

succeed. The essential spectrum of services is seriously lacking, with the initial

focus having been placed simply on lowering mother to child transmission, but

not on the additional needs of mothers and their families.

We began the launching of the PMTCT project at the six sites for PMTCT

services about a year ago (February 2001). Funding falls short of care and

support needed and critical gaps, which have emerged, relate specifically to:

• Voluntary Counseling and HIV testing

• Breast milk substitute for babies born to HIV positive mothers who choose

not to breast feed

• Development of communication strategies, including advocacy tools

• Development, production and dissemination of VCT guidelines and

training manuals

• Anti-retroviral therapy for HIV positive mothers

• Management of opportunistic infections, especially tuberculosis (TB) for

HIV positive mothers.

• Awareness creation and community mobilization/sensitization on

PMTCT+

• Production and dissemination of Information, Education and

communication (IEC) materials on PMTCT+NCT
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uptake, infant feeding practices in the light of HIV positive test, and

community perceptions of the current programme implementation.

• Monitoring and supervision of the project implementation

The total cost for the PMTCT+ project in Nigeria at the six centers of Excellence

is $4,326,050 The Government of Nigeria and other stakeholders have already

committed $1,210,627 since the beginning of the project implementation. A total

of $3,115,423 is required to fill the gap and move forward in the implementation

of PMTCT+ at the six Centers of Excellence. We request that GFATM help us fill

these gaps and thereby create Centers of Excellence to serve as models for the

nation to be scaled out in the future.

We already started the basic PMTCT+ project at the six sites, but the GFTAM

funds would allow us to address the inadequacies in that process and to

establish true Centers of Excellence. Funding is currently provided by

government, UNICEF, UNFPA, WHO and APIN. The details of areas supported

and committed to the project are indicated in the detailed bUdget.
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The pilot PMTCT+ project is being implemented in six reproductive in health

facilities in the six geopolitical zones of Nigeria. It commenced in February 2001

with situational analysis of each of the sites and sUbsequently the sites were

upgraded to standard specifications to provide basic antenatal, delivery and

post-natal counselling and HIV screening. The project has involved the training

of staff on all aspects of mother to child transmission of HIV, universal

precautions and antiretroviral therapy, counselling and laboratory HIV screening

procedures. Outreach care providers (Traditional Birth Attendants (TBAs,

Voluntary Health Workers (VHWs), etc) within the selected environs will also be

trained on PMTCT+ and counselling of People living with HIV/AIDS (PLWHA).

In addition, advocacy visits have been conducted to the six sites, to sensitize

and gain the support of the policy makers and other relevant stakeholders within

the communities. Public enlightenment campaigns, and sensitization of women's

groups and media organizations in the selected project sites are also an integral

part of project implementation. Similarly, formative research on knowledge,

attitudes, practices and expectations of the general population on PMTCT+ from

the six sites are awaiting analysis and will subsequently be used for

development of a communications strategy. Furthermore, operational research

will be conducted from June 1st 2002 to 1st June 2002 during the period to

identify factors within the communities that could mitigate the success of the

PMTCT+ project.

The duration of this project proposal is expected to be one year from 1June 2002

to 30th June 2003. When the initial centers are assessed by the monitoring and

evaluation team and the Country Coordinating Mechanism (CeM), we shall

begin scaling the programme out in tertiary, secondary and primary health

facilities. The Country Coordinating Mechanism will be submitting a proposal for

expansion to the primary and secondary Health Care facilities. The lessons

learned from the six PMTCT+ Centers of Excellence will be scaled up to 12

secondary levels of care and thereafter to 12 centers at the local government

centers the next six months. We hope to expand the project nationwide to all

levels of care within the next 4 years.
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GOAL

To establish PMTCT+ Centers of Excellence in six health facilities in the six

geopolitical zones of the country, where women of reproductive age groups, their

partners and families will have access to effective PMTCT++ and care services.

Specific Objectives

1.To strengthen the recently launched PMTCT centers with operational VCT

programme and care services

2. To provide VCT services to 18,000 pregnant women attending antenatal

clinical services in the centers.

3.To enable 14,400 women know their status by the end of the period

4.To provide anti-retroviral drugs as prophylaxis for 912 HIV positive pregnant

women and to 912 babies.

5.To provide access to comprehensive care services to 912 HIV positive women

and 456 HIV infected babies within the period, which will include anti-retroviral

therapy, management of opportunistic infections, STI management and access

to family planning services.

6.To train at least 250 counselors .on HIV/AIDS and infant feeding counseling

from the six sites and 30 laboratory scientists on HIV testing.

7.To establish best practices and trained personnel who can replicate the

lessons learned to the secondary and primary levels of care.

8.To establish an education campaign in the six project sites, so as to inform and

mobilize the community, including People Living with HIV/AIDS about the overall

objectives of the PMTCT+ programme.

The number of the population that will have access to the six PMTCT+ centers

may appear small compared to the magnitude of HIV/AIDS problem in Nigeria.

However, there is great need to pilot the PMTCT+ programme in the country at

the six tertiary facilities, where a reasonable capacity already exist, so as to be

able to gain experience thus the lessons learned will guide in the expansion of

the programme nationwide.
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The recent national HIV sero-prevalence survey conducted in Nigeria revealed

that about 5.8°;'0 of women attending the antenatal clinic (ANe) were infected

with HIV (NASCP-FMOH, December 2002). The majority of the women infected

are young girls between 15 to 25 years. According to the National Planning

Commission, women of chifdbearing age constitute about 25% of the population

of 120 million people (National Population Commission, Reports; 1991). The

target groups are in dire need of appropriate information, HIV screening and

counseling on HIV/AIDS, in order to be able to make informed choices and

decisions that will affect their lives and families.

Several studies have shown that pediatric AIDS cases are rising at an alarming

rate. According to the Joint United Nations Programme on AIDS (UNAJDS), it is

projected that about 755,000 pediatric AIDS cases will occur by the year 2002 in

Nigeria (UNAIDS, 1999). Similarly, surveys indicate that more than 90°;'0 of HIV

infections in children less than 15 years are acquired from their mothers.

Between 14 and 40% of babies born to HIV mothers acquire the infection either

during pregnancy, intra-partum or through breast-feeding (Moamle, E.H. et al

1995). The burden of mother to child transmission of HIV is much higher in sub

Saharan Africa compared to the rest of the world, because of higher levels of

hetero-sexual transmission, high female: male ratio, high total fertility rate (TFR)

and high levels of breast-feeding.

In view of the above, the Federal Government of Nigeria identified the need for

urgent implementation of PMTCT+ interventions, which greatly reduce the

transmission of HIV from infected mothers to their babies. In the interest of

rapidly meeting that specific need, the Ministry of Health (MOH) began

implementation. Unfortunately, that implementation falls short of meeting the

needs of mothers long after giving birth, the needs of fathers, and the needs of

siblings. These PMTCT+ Centers of Excellence will establish a benchmark for

high quality care offered to the entire family.
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The rising trend of HIV/AIDS among women could be a result of a combination of

social and biological factors. The biological· make up of the female vagina

enhances HIV transmission from men to women more than the other way round.

The common practice, whereby young girls indulge or are coerced into haVing

sex with elderly men because of their financial difficulties greatly expose them to

the risk of HIV and other STI's.

There is great need for Voluntary Counseling and Testing (VCT) in all P of

Excellence in Nigeria to be made accessible for all women of reproductive age,

irrespective of social status or educational background. Surveys conducted

among university students in the USA (Anastasi et al. 1999) have shown that

59% of the students seeking HIV antibody testing were women with average age

of 22.6 years. Similarly, a survey conducted in Tanzania showed that 55.9% of

people who volunteered for VCT were adult women (Killewo, et al. 1998).

The aim of VCT is to help the woman take necessary action to ensure that they

do not become infected with HIV. However, if a woman becomes infected the

aim is to help her protect her own health, that of her sexual partner and that of

her family. In addition to VCT, intervention strategies to reduce MTCT of HIV

include the use of anti-retroviral drugs, replacement feeding) early weaning from

breast-feeding and caesarean section.

A recent trial on reducing MTCT was conducted in Uganda using Nevirapine. It

was found that two doses of Nevirapine could dramatically reduce the

transmission of HIV from MTC. The trial showed that of the 300 women who took

a single dose of the drug only 40 babies were infected with HIV. Their babies

were given a single dose of Nevirapine at birth and the mothers also continue to

breastfeed (Health/AIDS/CNN. 1999).

In Africa breast-feeding is responsible for a high proportion of mother to child

transmission of HIV, where 1 in 7 children born to HIV positive mothers will be

infected through breast milk (Fowler, et al. 1999). This project seeks to respond

to the challenges through trained staff, availability of anti-retroviral drugs,

voluntary and counseling services and continuum of care.

10



Project sites

The PMTCT+ Centers of Excellence will be implemented in all the six

geopolitical zones of Nigeria. In each of the following centers, a PMTCT+ Center

of Excellence has been established.

Table 1: PMTCT+ Centers of Excellence by geographical distribution and

HIV prevalence as at 1999.

Sino PMTCT+ centers Geographical zone Prevalence in

15 - 49 years

(°k)

1 Ahmadu Bello University North West 11.6

Teaching Hospital, Zaria,

Kaduna state.

2 National Hospital, Federal North Central 7.2

Capital Territory, Abuja.

3 University of Maiduguri North East 4.5

Teaching Hospital,

Maiduguri, Borno state.

4 Lagos University Teaching South West 6.7

Hospital, Lagos.

5 University of Port Harcourt South South 3.3

Teaching Hospital, Port

Harcourt.

6 University of Nigeria South East 4.7

Teaching Hospital, Enugu.

The selection criteria were based on geopolitical location, high HIV prevalence

rate of the state (1999 National seroprevalence survey data) and the availability

of reasonably good antenatal and delivery services. The availability of functional

laboratory and HIV screening facilities were considered as well as adequate and

skilled manpower.
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Women of reproductive age between 15 and 49 years (and their partners) are

eligible to participate in the project, irrespective of their marital status and

whether pregnant or not. They will be provided with adequate information on

MTCT of HIV and VCT and the benefits of the project.

Table 2: Number of HIV positive women expected at each site per year.

Project site Number of ante-natal clinic HIV Prevalence Number

attendees in 15 to 49 year expected to be

aids (%) HIV positive

Ahmadu Bello University 3000 11.6 348

Teaching Hospital, Zaria,

Kaduna state.

National Hospital, Federal 3000 7.2 216

Capital Territory, Abuja

(NHA).

University of Maiduguri 3000 4.5 135

Teaching Hospital,

Maiduguri, Borno state

(UMTH).

Lagos University Teaching 3000 6.7 201

Hospital, Lagos (LUTH).

University of Port Harcourt 3000 3.3 99

Teaching Hospital, Port

Harcourt (UPTH).

University of Nigeria 3000 4.7 216

Teaching Hospital, Enugu

(UNTH).

Total 18,000 1140

The number of women attending the antenatal clinics at the six PMTCT+

. Centers is consistent, because the populations in the catchment areas of the

facility in the region and the population density are roughly equal.
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The PMTCT+ project is coordinated by Dr Salma Anas Kolo who is being

supervised directly by the National AIDS Control Programme manager Dr Nasir

Sani-Gwarzo.

The project site coordinators are coordinating the six sites as follows:

1. Dr Ejiro Emueveya - Chairman PMTCT+ Taskforce and the coordinator,

Lagos University Teaching Hospital, Lagos.

2. Dr H. Onah - Coordinator, University of Enugu Teaching Hospital, Enugu

3. Dr C. Akani- Coordinator, University of Port Harcourt Teaching Hospital,

Port Harcourt.

4. Dr C. Chama - Coordinator, University of Maiduguri Teaching Hospital,

Maiduguri.

5. Dr Randawa - Coordinator, Ahmadu Bello University Teaching Hospital,

Zaria.

6. Dr C. Agboghoroma - Coordinator, National Hospital, Abuja.

Two consultants will be required to monitor the regional activities during the

period and report back to the PMTCT+ coordinator. There is a also need to

recruit the services of a full time accountant and a data analyst.

Financial Management:

An accountant will be recruited from a private firm who will be responsible for all

expenses/disbursement of funds for perdiem, travels, drugs, equipment etc. The

person will be based outside the Ministry of Health, but will report to the National

PMTCT+ coordinator and the Country Coordinating Mechanism financial

taskforce.

Cascade of PMTCT+ programme'

All of the women attending ante-natal clinics at the Centers of Excellence will

have access to pre-test group counseling as part of the routine ante-natal clinic

talk and individual pre-test counseling for HIV testing.

Therefore, we can expect that of all women (18,000) who will have access to

information on PMTCT+ and voluntary counseling at the six Centers of
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800/0 (11,520) will come back for their results, assuming that HIV positive woman

will return at the same rate as HIV negative ones. Using the state rate

prevalence as shown on Table 2, a total of 1140 women will be HIV positive from

the six Centers over the one year of which we can expect 80°1<> (912) to receive

the intervention (Nevirapine). Among these 912 HIV positive women, we

anticipate that it should be possible to prevent at least 50% (456) of these HIV

infections (refer to Table 3 for details).

Table 3: Number of HIV positive pregnant women expected to receive the

intervention in each PMTCT+ Centers by the end of June 2003

PMTCT+ # to be Number of Number Number Number of

Centers tested for women of HIV expected to HIV
HIV returning positive receive the infections

for results pregnant ARV averted in

women (Nevirapine) children

NHA, 2,400 1,920 216 172.8 86.4

Abuja

UNTH, 2,400 1,920 141 112.8 56.4

Enugu

LUTH, 2,400 1,920 201 160.8 80.4

Lagos

UMTH, 2,400 1,920 135 108 54

Maiduguri

UPTH, 2,400 1,920 99 79.2 39.1

Port

Harcourt

ABUTH, 2,400 1,920 348 278.4 139.2

Zaria

TOTAL for 14,400 11,520 1140 912 456

2002-2003

2003-2004 43,200 34,560 3,420 2,736 1,368

2004-2005 72,000 57,600 5,700 4,560 2,280

2005 - 144,000 115,200 11,400 9,120 4,560

2006
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1. Stakeholder analysis

The stakeholder analysis was an important activity towards the successful

implementation of the project. It includes identification of the relevant

stakeholders to the project: eligible women of reproductive age groups, the

policy makers, community leaders, women's groups, and PLWHA. Other

relevant stakeholders were involved in the management of the selected project

sites including project site coordinators and representatives of the FMOH. The

international agencies, donor agencies, private sectors, NGOs and the CBOs

working on HIV/AIDS are also be involved in the stakeholder analysis. The

NGOs and CBOs will be actively involved in the community outreach activities.

The basic aim of the analysis was to inform all the relevant stakeholders on the

current ideas about PMTCT+ of HIV, its importance and the need for

implementing the project in Nigeria. The analysis also mobilizes resources within

the communities involved, and also to achieve their overall support, involvement

and participation for the project.

2.Problem analysis

2.1 Each of the six health facilities in the country was assessed in terms of the

availability of basic and essential antenatal, delivery, post-natal and laboratory

services. The information on the number of skilled staff, annual deliveries, and

women screened voluntarily and counseled for HIV and pediatric AIDS cases

were gathered. A questionnaire was designed to cover all the required

information and analyzed to provide baseline information about the sites that

may require strengthening before the take off of the project. Please see

appendix VII for a detailed report of the needs assessment of the six centers.

Output related activities

1. PMTCT+ Centers of Excellence strengthened and operational PMTCT+

programme established.

1.1The selected PMTCT+ centers were strengthened to standard specifications

to be able to provide basic antenatal, delivery, laboratory and HIV counseling

services. Based on the outcome of the needs assessment, the center that

required equipment, renovation or more staff was strengthened. All the sites
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December 2001.

1.2 Train counselors on PMTCT+

A total of 40 qualified nurses and social workers working in the ante-natal,

delivery, post-natal and social welfare units were selected from the P of

Excellence and trained on HIV/AIDS counseling. The training covered all aspects

of PMTCT+ of HIV, including infant feeding, modified obstetrics practices, FP,

ARV and counseling male partners.

Similarly, we wish to expand the training program in order to ensure that all

learning is diffused among the workers at each site. We have therefore planned

six counseling training workshops, which are scheduled for the six sites, to

include at least 35 participants per site. Three resource persons (drawn from

operational sites and experts from Lagos, Kano, Jos, and Abuja), two facilitators

(from the MOH) and three support staff (from the MOH) will conduct each of the

training. Materials required for the training will include stationer, training

modules, flip charts, TV, VCR, video films, pamphlets and posters. APIN has

already committed funding for the trainings.

1.3 Train laboratory scientists and technicians

Laboratory technicians and scientists will be trained on HIV screening to improve

their skills and standardize their procedures, in order to be able to provide

counseling, accurate HIV confidential testing in the selected sites. A total of 30

laboratory scientists and technicians will be trained for five days at one site, in

Zaria. Two experts (from MOH in Abuja and from National Institute of Medical

Research in Lagos), one facilitator (from the MOH) and one support staff (from

MOH) will be required to conduct the training. Also stationer, flip charts, posters,

reagents and equipment will be required for the training workshop. No funds are

currently committed.

1.4 Train women's groups on PMTCT+

Five day Training workshop will be organized for representative of women

groups at each site. These workshops are aimed at providing appropriate and

adequate knowledge on PMTCT+NCT to women. NGOs and CBOs which have

experience in counseling such as Society for Women and AIDS in Nigeria

(SWAAN), Federation for Muslim Women Association of Nigeria (FOMWAN),

Network of People Living with HIV/AIDS (NNPLWHA), STOPAIDS, HALTAIDS,

Christian Health Association of Nigeria (CHAN), Islamic Medical Association of
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the workshop. TWo staff from the Ministry of Women Affairs will facilitate the

workshop. In addition to writing materials, posters, pamphlets and flip charts, two

resource persons, two facilitators and two support staff will be required for the

workshop. Funds have not been committed yet.

1.5 Train Community outreach care providers on PMTCT+

The training of 30 community out-reach care providers on PMTCT+, will target

mainly community based care providers, such as Traditional Birth Attendants

(TBAs), Village Health workers (VHW) and Voluntary Health workers within the

catchment area of the project sites. A five-day training workshop will be

conducted at each site. Three facilitators and three support staff from the MOH

will carry out the training. Materials such as film charts, and IEC materials will be

required for the training workshop. No funds committed to the training.

2. Information Education and Communication (IEC) programme on the

transmission of HIV from mother to child developed and functional at the

six Centers.

2.1 Organize public awareness campaigns

The Ministries of Health, Education .and Information in collaboration with NGOs

will organize IEC campaigns at the selected states to enlighten the general

public on PMTCT+. The public campaigns will include public lectures and rallies.

Schools, barracks, male clubs and associations and work places will be targeted.

lEG interventions will be sustained throughout the project implementation period,

which will include production and distribution of lEG materials, use of traditional

theaters and appropriate channels of communications, such as town criers and

praise singers. No funds have been committed for the lEG campaigns.

2.2 Conduct advocacy visits to policy makers and community leaders

Advocacy visits were conducted to the six sites targeting policy makers and

community leaders, including religious leaders, youth groups and PLWHAs. A

fact sheet on PMTCT+ was developed to enlighten the target groups. The

advocacy visits were conducted by stakeholders from the MOH namely; "National

AIDS Control Programme (NASCP), Baby Friendly Hospital Initiative (BFHI) and

Reproductive Health. National Action Committee Action on AIDS (NACA) and

UNICEF were also represented. The government, through NACA, sponsored the

advocacy visits. For details, please see appendix VII.
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Posters and pamphlets with simple, clear and acceptable messages on PMTCT+

will be produced and distributed to the general public. It will also be made

available at the centers for everybody in need of information on PMTCT++ and

during training and sensitization workshops. The posters will be field tested in

the six pilot sites and, based on the outcome, a final version will be produced

that will be acceptable and sensitive to the cultural settings of the people. Funds

are not allocated.

2.4 Development of PMTCT+ guidelines for health workers

Experts from institutions and members of the taskforce on PMTCT+ have

developed comprehensive guidelines. It provides update information to health

workers working in the relevant departments and actively involved in providing

care for pregnant women, during labour/delivery and post-partum. These

guidelines have been finalized, but we wait funds for production and

dissemination.

2.5. Development, production and dissemination of VCT guidelines and training

manual.

VCT is a critical part of the PMTCT+ implementation programme. Thus, we to

developed a comprehensive VCT guideline for health workers and facilitators,

and also training manual. A draft guideline was developed, but yet to be

finalized. Technical assistants will be drawn both from local and international

sources to finalize the training guide and to develop a draft training manual. This

will later be field tested among health workers and finalized at a 2 day critique

workshop, which will involve experts on HIV/AIDS counseling, infant feeding

counseling and ARV therapy. Funds are not committed.

2.6 Sensitize mass media organizations

The Ministries of Health and Information will organize two batches of one-day

sensitization workshop for 35 senior representatives of media organizations from

the six project sites in Maiduguri, Borno State. The aim of this is to provide them

with adequate and appropriate messages on PMTCT+ for dissemination to the

general public. Two facilitators, two resource persons and a member of support

staff will be required to conduct the workshop. They will be drawn from the

Ministry of Information and MOH. Writing materials; flip charts, media kits,

posters and leaflets will be required. No funds committed.

2.7 Sensitize women in the media
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mobilize women of reproductive age groups to access PMTCT+ services. A total

of 30 media women will be identified and sensitized in a one-day workshop. The

workshop will be held in Enugu, Enugu State. Two resource persons, two

facilitators and two support staff drawn from the Ministries of Information,

Women Affairs and Health will conduct the sensitization workshop. Media kits

will be required for the workshop. No funds are currently committed.

2.8 Sensitize NGOs

The Ministries of Health and Information in collaboration with NACA will organize

two batches of one-day sensitization workshops for NGOs actively involved in

PMTCT+ and VCT. About 70 NGOs will be sensitized on PMTCT+ and VCT. No

funds committed.

2.9 Arrange monthly Radio and TV programmes

Radio and Television programmes will run for a week at monthly intervals in the

six sites over the one-year period. The programmes will be broadcast in English

and the local languages of the areas. Funds are not committed.

3.PMTCT+ training programme developed and operational in the selected

six centers.

3.1 Integrate VeT into Family Planning services

The trained health workers and counselors provide information on PMTCT+ to

clients attending Family Planning clinics. VCT has been incorporated into Family

Planning sessions and the trained health workers will adequately sensitize all

staff working in Family Planning clinics.

3.2 Organize antenatal clinic sessions to include PMTCT+

The trained health workers of the facility will train all staff of the antenatal clinic

on PMTCT+. The aim of integrating VCT into antenatal sessions in each of the

project sites is to ensure that all women attending antenatal clinics have access

to adequate information on how to prevent transmission of HIV.

3.3 Promote male involvement

All males will have access to adequate information on the PMTCT+ at the

centers and from the public awareness campaigns. As part of the counseling

training, the health workers will also acquire skills on counseling the male partner

and significant others.

3.4 Provide confidential testing
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partners using the HIV rapid test technique. All positive tests shall be repeated

using another rapid test that has a different antigenic property. The counselor will

disclose the HIV status of participants and will offer on going counseling

thereafter. Infants will be screened for HIV at 18 months of age. We request

funds for free HIV testing.

3.5 Provide pre and post-test counseling for consenting women and their

partners

Counseling will be provided to all consenting women and their partners by

trained counselors in a confidential environment in the center. All information

collected will be strictly confidential. The counseling will include pre, post and on

going HIV counseling. All pregnant women attending the PMTCT+ Centers of

Excellence will have access to the PMTCT+ services.

4. Improved health worker practices on PMTCT+ and VeT

4.1Train and update heath workers (clinicians) on PMTCT+

Improved health worker attitudes and practices on PMTCT+ will be established

and functional in the project sites through sensitization and training workshop. A

five-day training workshop was organized for 40 health workers from the project

sites at two sites to update them on current PMTCT+ practices and the universal

procedures. The health workers were drawn from both public and private

sectors, including NGOs. Three resource persons, three facilitators and two

support staff will be reqUired for the conduct of each workshop. The training has

taken place in Abuja. UNICEF sponsored the workshop in collaboration with

Government.

4.2 Train clinicians on universal precaution

Same group of health workers (4.1) have been trained on universal precautions,

in order to reduce their risk of exposure to HIV and also to reduce the risk of

transmitting HIV to patients.

4.3 As above (4.1) same group of health workers (clinicians) were also trained

on the appropriate use of ARVs including m<?nitoring the progress of patients

on ARV and the side effects.

4.4. Train communities care providers on PMTCT+. Trainees include:

(Community Health Officers, Community Health Extension Workers), and Junior

Community Health Extension Workers) on PMTCT+ and counseling on infant
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voluntary Health workers. About 180 (about 30 per site) health workers will be

trained in each of the selected sites. Experts on nutrition, Reproductive Health

and HIV/AIDS will be drawn from the institutions and MOH to conduct the

training. No funds available.

4.5. Thirty PLWHAs (at least 5 per site) will be identified and trained on PMTCT+

for five days in Kaduna by officials from NGOs and MOH.

4.6 A national training of counselors was conducted by the Ministry of Health in

collaboration with UNICEF where, 40 nurse/midwives were trained as

counselors. Similarly, a five-day regional training will be organized by the MOH

in collaboration with the APIN project at the six sites. About 40 participants will

be trained per site. Funds have already been committed for the training of

counselors at the six project sites by UNICEF and the APIN project.

4.7 Competence based supervision of the trained health workers practices will

be instituted to ensure adequate practice on PMTCT+ issues, including universal

precautions. The supervision will be built into the project monitoring system and

conducted on an on-going basis. Experts will be drawn internationally and locally

to monitor the project implementation. Currently, no funds have been committed

for the monitoring exercise.

5. Provision of Nevirapine

A single dose of antiretroviral drug (Nevirapine), as a prophylaxis will be

administered to consenting HIV positive mothers during labour. Similarly, a

single dose of Nevirapine will be administered to their babies at birth. Boehringer

lngelheim has committed itself to provide free Nevirapine for PMTCT+ for the

project sites over the period.

6. Provide Breast milk substitute

Infant feeding:

All consenting mothers will be counseled on available infant feeding options.

This will enable them to make informed decision on a specific infant feeding

option, depending on the individual's socio-economic status and cultural

background. However, mixed feeding will be strongly discouraged at any time.

The infant feeding options will include:

• Exclusive breast feeding 6 months (EBF)
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• Pasteurization of expressed milk ( 6000 for 30 minutes)

• Heat treatment of expressed breast milk

• Home prepared infant formula e.g. Cow, camel or goat milk

However, breast milk substitutes in the form of infant formula will to be provided

to babies born to HIV positive mothers, who choose not to breast-feed. Such

babies will be on exclusive infant formula for the first six months of life, while

complementary feeds will commence after six months. However, the baby will

continue with the infant formula up to one year. There are no funds for the

procurement of infant formulae.

7. Involve Community members, including PLWHA.

7.1 Prepare advocacy package on PMTCT+

Comprehensive advocacy tools will be prepared at national and a central training

to be conducted for relevant community members, including PLWHAs and

Persons Affected By AIDS. Experts will be drawn from the institutions, Ministry of

Information, UNICEF and MOH to develop the tools, when funds are available.

8. Evaluation reports including situational analysis report, pre and post

test intervention surveys and operational research on factors constraining

PMTCT+ implementation.

8.1 Provide quarterly monitoring visits to project sites

A quarterly monitoring visit will be conducted to each of the centers by the

monitoring team, to ensure that the project is implemented according to the

stated plan. The project monitoring will commence on the 1st June 2002.

Monitoring commenced with funds provided by government. However, funds are

not available to continue monitoring. The monitoring team comprised of external

experts and local experts from the institutions and some members of the

PMTCT+ taskforce.

8.2 Conduct situation analysis of the six selected sites

A situational analysis of the project sites was conducted prior to the

commencement of the project. The purpose of this analysis was to provide

baseline information about the sites with regard to the equipment, infrastructure

and staff available. Please see appendix VI for detailed report of the needs
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planning and the institutional strengthening processes.

8.3 Conduct pre-test of knowledge, attitudes, practices and expectations (KAPE)

of women with regard to PMTCT+. A questionn.aire will be designed testing

these areas with regard to PMTCT+. The questionnaire will be structured and

self-administered to randomly selected women attending the centers. The data

generated will be analyzed to determine their levels with regard to PMTCT+ prior

to intervention. UNICEF has already committed funds for this research.

8.4 Conduct pre-test of knowledge and practices of health workers on PMTCT+.

A questionnaire was designed and administered to randomly selected health

workers in the project sites. The information collected will be analyzed to assess

their knowledge and practices on PMTCT+ and to inform the content of future

training. UNICEF has sponsored the activity.

8.5 Operational research in the form of key informant in-depth interviews on

factors influencing the implementation and sustainability of PMTCT+ will be

conducted. A cross section of men, including PLWHAs in all the selected sites

will be targeted. The operational research will also. be conducted on the VCT

uptake. ARV uptake infant feeding practices and community perceptions on

PMTCT+NCT. No funds committed.

8.6 Conduct post test on men, women and health workers with regard to

knOWledge and practices on PMTCT+. No funds committed.

8.7 Post-intervention questionnaire will be designed in June 2002 to test health

workers and community members with regard to PMTCT+. The questionnaire

will be administered to men, women and health workers in the selected

project sites. The data will be collected and analyzed to determine the extent

to which they have changed or improved as a result of the intervention. The

project will be fUlly evaluated in December 2002 and June 2003 by the

evaluation team using appropriate tools (See table 2 for details on

evaluation). The evaluation team will be comprised of experts from within and

outside the country. The overall project report including situational analysis,

pre and post intervention surveys will be made available by the end of the

project (31 st June 2003). There will be quarterly monitoring of the project by

the monitoring team and reports will be made to the CCM. No funds

committed for the post intervention surveys, evaluation of the project, report

writing and dissemination of findings.
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PMTCT+ Taskforce meetings:

PMTCT+ taskforce meetings will be held quarterly, in order to review the

progress of the PMTCT+ implementation. It will also provide an opportunity to all

members to discuss and share experiences on current updates on

PMTCT+NCT.

Members of the Taskforce comprised of experts on HIV/AIDS, PMTCT+,

reproductive Health and Nutrition. They are drawn from institutions, Ministries of

Health, Information, Women affairs, Education, and also the international

agencies, such as UNICEF, UNFPA, WHO, UNAIDS, CDC, DFID, APIN·

Harvard, FHI, Policy project. Please see appendix V for the names of members

of the PMTCT+ Taskforce in Nigeria.
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A comprehensive monitoring and evaluation system will be built into the project
to ensure that the project is implemented according to the required standards, in
order to achreve the set goal.

Monitoring:

A standard monitoring schedule was developed and will applied to all the six
selected project sites. The monitoring schedule will comprise of simple and
precise information required, so as to make it easy for completion and also to
ensure compliance by the implementation team, the monitoring team and the
CeM.

The project site coordinator supervises the project site, ensure that all forms are
completed accurately and all completed forms at the end of each month. In the
early stages of the project a coding system will be devised to provide
confidentiality of information collected and the PC cleanse the data and enter
accurately into the computer. The site implementation will hold monthly meetings
and reports monthly to NASCP, who will subsequently report to NACA.

A taskforce on PMTCT+ of HIV has been set-up to monitor the project. The aim
of the taskforce is to ensure that the project is implemented according to
specifications as scheduled in the work plan. They are also expected to identify
constraints during the conduct of the project and offer appropriate intervention
measures. At the end of the project the team including external facilitators will
evaluate the project.

The team of the taskforce comprise of experts on HIV/AIDS, project site co
ordinators, officials of FMOH (Reproductive Health, BFHI, Nutrition Foods and
Drugs) and representative of frontline stakeholders. They were trained for five
days on PMTCT+ of HIV and the overall objective of the project.

Quarterly monitoring visits will be conducted by the taskforce to all project sites
using the monitoring schedule designed and reported to NASCP for onward
transmission to NACA. Thereafter, quarterly meetings will be held by the
taskforce team to deliberate on the progress of the project and where necessary
effect changes.

A simple monitoring tool was also developed for use at the project site. Please
see Appendix V.

See table 4 for detailed information on monitoring.
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( Activities Indicators Results Responsibl Date
e

1.1 Provide basic
equipment's
facilities and staff
1.2 Training of
counselors on
PMTCT+

-Types and # of equipment provided
-No of staff identified/deployed

-Type of training conducted
- Cadre and No of staff trained

P of
Excellence
records
Training
records

FMOH
PCs

FMOH
NASCP
PCs

30//01/02

30/01/02

1.3 Training of lab.
Scientists and
technicians

-Type of training
-Cadre and No of staff trained

Report
workshop

of NASCP
PCs

30/01/02

1.4 Sensitize
women groups on
PMTCT+

-Categories and # of women groups Report
sensitized workshop
-No of women sensitized

of NASCP.
SAPC
SMWA
PCs

31/03/02

lEG -Types of IEC channels used
-# of people reached
- # of agencies involved
-# of activities and places

1.5 Train CHOs,
Cl':3NS and
JCHEWson
PMTCT+
1.6 Train TBAs.
VHW's on
counseling and
infant feeding
o tions
1.7 Train PLWHA
on PMTCT+

2.20rganise
campaigns

- Cadre and # Trained

-Cadre and # trained

- # and types of IEC
developed and produced

Training
records

Training
records

Records and
inventory of
IEC materials
roduced

Activity report
Recorded
programme

NASCP
SAPCs
PCs

NASCP
PCs
SAPC
MCH
coordinators
FMOH

NASCP
NACA
SAPCs
PCs
NASCP
SAPC
SMWA
SMI
PCs

31/03.02

31/04/02

31/06/02

01/04/01 to
31/01/02

2.3 Conduct -# of policy makers 'committed
advocacy visits -# of policy statements made

-# of commitments made

2.4 Arrange -# of radiofTV stations involved
monthly radiorrv -# of slots ( per month and total)
programmes -Type of messages aired

Reports of
advocacy
visits
conducted
Reports of
statement/co
mmitments
made
Recorded
programmes
Slots chart
record

NASCP
SAPC
PCs

NASCP
SAPC
SMI
PCs

30/04101

01/08/01 to
31/01/02

2.5 Sensitize and - # of media groups
mobilize media sensitized/mobilized
groups -# of media personnel

sensitized/mobilized
2.6 Sensitize - Types and # of media women
media women sensitized
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Report
workshop

Report
workshop

of NASCP
SAPC
PCs

of NASCP
SAPC
pes

30108/01

30/04/02



3.1 Set-up VCT in
FP services

-No of FP-Clinics providing VCT FP records
services
-# of women offered VCT in FP clinic
-No of women accepting VC
-# of women accepting CT
-# of women collecting test result

PC 30/04/02

3.2 Organize VCT
during ANC
services or
delivery

3.3 Promote male
involvement

-# of women attending ANC services
-# women offered VCT dUring ANC
-it of women offered at delivery
-# of women accepting VC
-it of women accepting CT
-# of women collecting test results

-it of men accompanying their
partners to ANC or FP clinics
-# of men offered VCT
-# of men accepting VC
-# of men accepting CT
-# of men collectino test results

ANC records

Monthly
reports

PC

PC

30/08/01

30/04/01

4.1 Sensitize - Cadre and # of health Report of NASCP 01/01102
health workers workers sensitized on workshop SAPC
(clinicians) on PMTCT+ PCs
PMTCT+
4.2 Sensitize - cadre and # of health Report of NASCP 01/01/02
health workers workers sensitized on workshop PCs
on universal universal precautions

recautions
4.3 Train - No of clinicians trained Report of NASCP 01/03/02
clinicians on on ARVs workshop PCs
appropriate use
ofARV
4.4. Promote # of deliveries Hospital records NASCP 01/03/02
safer obstetrics # of invasive Project records pes
practices ANC procedures

# of ARMs done
# of episiotomies
done
# of elective
Caesarian
sections
performed for
PMTCT+

4.5lnstitute -# of Supervisory visits Monitoring Monitoring 01/01/02
competence report team
based
supervision of
health workers
practices
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1'I~VJrapUle I'..evlraplne t"TOJeCl racoras UN'vt:r
·1 of women accepting FMOH
Nevirapine Monthly reports
·1 of infants who received
Nevirapine

01/06/02 to 01/06/02

31/06103

NASCP
SAPC
PC

FMOH
NACA
PCs
SAPC
UNICEF
UNAIDS
WHO
UNFPA
CDC

Survey reports,
seminars,

of conferences,
meetings and
workshops

5.2 -# of reports
Dissemination of disseminated
survey report -I of forums

dissemination

5.1 Conduct -Constraints to large -Researh
operational scale programming findings
research identified

-Prospects of large scale
programming identified

6.1Conduct .# of sites assessed Reports of FMOH 01/02/01
needs needs TF
assessment of assessment
project sites conducted
6.2Develop pre -# and type of pre and Reports of pre· FMOH 01/03/01
and post test post intervention and post TF
questionnaire Questionnaire developed intervention
and apply and applied survey
6.3 Conduct -# of monitoring visits to Quarterly FMOH 01/06/02 to
monitoring visits sites conducted reports TF 31/06/03
6.4 Evaluation -Needs assessment Survey report NACA 01/06/03
of project report Project report FMOH

-PC's monthly reports TF
-Quarterly reports SAPC
-Biannual reports PCs
-Mid-term review UNAIDS
-Pre and post intervention UNICEF
surveys reports WHO

I"
- End of project review UNFPA

CDC
6.5 -# of evaluation reports Records of UNAIDS 31/08/02
Dissemination of produced reports UNICEF
project report -I of evaluation reports disseminated UNFPA

disseminated WHO
-# of forums utilized CDC

NACA
FMOH
TF
PCs
SAPCs
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EVALUATION:
Evaluation is an essential part of the project integrated at the initial stage, commencing with
problem analysis, situation analysis and pre intervention surveys, which was done by the officials
of the MOH, UNICEF and UNICEF consultant. The basic aim of evaluation is to determine the
importance and relevance of PMTCT+ programme in reducing the transmission of HIV from
mothers to their babies. Thus, lessons learnt from the project will be replicated nation wide.

Pre and post intervention surveys have been built into the project to assess the extent to which
the project will achieve its intended goal and purpose. An epidemiologist will assist in the design,
coding, data entry and analysis to ensure accuracy and qUality of information generated and
disseminated. A summary evaluation including needs assessment, the end of the project would
have conducted pre/post intervention surveys and operations research findings. The evaluators
will comprise the taskforce and external persons.

1.1.# of Women of -# of women of P records M&E team 01/06103
reproductive age reproductive age
attending antenatal attending antenatal clinic
clinic over the time
period. # of antenatal clinic
1.2. % antenatal attendees counseled

clinic attendees # of antenatal attendees
accepting VC. tested
% of antenatal clinic
attendees accepting
CT
2.1 # of Males -No of males counseled P records M&E team 30/06/02
accepting VC - # of males tested
services
2.2 # of males
accepting CT.
services
3.1. % Of women of - # of women aware of Conduct M&E team 30/06/03
reproductive age the modes of FGD's and
knowledgeable transmission of HIV interviews
about PMTCT+. -# of women aware of Post survey
3.2. % of women of MTCT of HIV reports
reproductive age - # of women aware of PMTCT+
knowledgeable the benefits of VCT Centers
about PMTCT+ -No of women records
3.3 % of women of counseled voluntarily
reproductive age # of women voluntarily
knowledgeable tested.
about PMTCT+
4.1 % of health -# of health workers Survey report M&E team 30/06/03
workers aware of modes of
knowledgeable PMTCT+
about PMTCT+ -# of health workers

aware of the benefits of
VCT
# of health workers who
have offered VCT
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31/07/02Review of
articles in
Newspapers

Training NASCP, 01/06/03
reports SAPC
Institutional
report.

groups
and

-Activity report M&Eteam 01/06/03
IEC

-Reviewing M&E team 01/06/02
record of to
programme 31/06103

2.5 # of articles in
Newspapers

2.2 # of Media
women and women
groups sensitized

2.4 Monthly radiofTV
programmes
prepared and
broadcast

2.3 # of IEC
activities organized
in each project site

3.1 social workers _No of people trained
nurses· and trained • # of counsellors
as counselors working

-Training
report
- Hospital
records
(administrative
)

NASCP,
PC

31/04102

3.2 Laboratory
scientists trained

-# of lab. Scientists
trained
• # of Laboratory
scientists functional

-Training
report

NAsep
PC

31/07/02

3.3 VCT integrated
into FP and ANC
services

• # of VCT providers per
site
- Schedule of VeT in FP
- Schedule of VeT in FP
- Schedule of antenatal
clinic sessions

-Review of M&E team
ANC and FP
records
- Institutional
training
records.

01/101/02

4.1 # doctors trained -# of doctors trained
on MTCT • # of doctors functional

Review
workshop
report

of NASCP
PC

30/06J02

Center
reports
Intuitional
administrative
reports
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4.2 30 doctors and
60 nurses sensitized
on universal

recautions

- No of doctors trained Review
and nurses observing workshop
universal precautions report

of NASCP
,PC

31/01/02

5.3 Survey report - SUrfimative
disseminated reports

31/06/02

FMOH
NASCP
SAPe
UNICEF
UNAIDS

Databank

project - Summative
project report

-# of mothers receiving Review of ARV NASCP,
Nevirapine treatment PC
-# of babies receiving records
Nevira ine

of - Data collected

- Type of data collection
and tools designed and

a lied

4.3 # of doses
Nevirapine given to
mothers and their
babies

5.1Questionaire
designed
a lied
5.2 Analysis
surve data
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6.1 Situation
analysis conducted,
pre-test
questionnaire
designed and
applied

-Accuracy,
appropriateness and
timeliness of survey
-# of questionnaire
distributed and collected
-Orderly and accurate
data analysis

Review pre-
intervention,
situation
analysis and
post
intervention
survey reports

M&E team 31/03/02

6.2 Post-intervention - Accuracy,
questionnaire appropriateness and
designed and timeliness of survey
applied - # of questionnaire

distributed and collected
- Orderly and accurate
data analysis

Review post
intervention

01/06/02

6.3 Situation - Accuracy,
analysis and pre and appropriateness and
post intervention, timeliness of survey
including monitoring - # of questionnaire
reports are compiled distributed and collected
and analyzed - Orderly and accurate

data analysis

Review pre-
intervention,
situation
analysis and
Post
intervention
survey reports

01/06/03

31/06/03FeedbackSummary -# of reports distributed
report -External feedback,

to including inputs

6.4
evaluation
disseminated
relevant
stakeholders
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APPENDIX II: GANTT CHART FOR THE IMPLEMENTATION OF THE
(MTCT+ PILOT PROJECT IN NIGERIA FROM 1ST JUNE 2002 TO 3151

JUNE 2003.

Activities

1.Finalization of draft
ro osal

2. Stakeholder
anal sis
3. Problem analysis

4. Secure funding

Register
avirapine, clarify

requirements for
donation and make
re uest
6. Nevirapine
available at the six
sites
6.Building
modifications
7. Review national
policies/guidelines
on key issues,
revis~/develop as
necessary

(I") Finalize and
3tribute PMTCT+

guidelines

9. Develop, produce
and disseminate
VCT guidelines and
trainin manuals
9.Study tour for key
taskforce members

1O. Focal points
attend PMTCT+
conference in
U anda
11. Develop scaling-

2002

FMOH

FMOH,
UNICEF,
UNAIDS
FMOH,
NACA
FMOH,
UNAIDS

UNICEF

UNICEF
UNAIDS
WHO
UNFPA
FMOH,
CDC, NA(
TF, FMOt
UNICEF,
WHO,
UNAIDS

UNAIDS,
UNICEF
WHO,CD
UNAIDS
UNICEF,
CDC FMO
WHO
FMOH



( .0 Provide basic
equipment, facilities
and staff.
1.1 Train nurses and UNICEF,
social workers on WHO,
counselling and UNAIDS,
infant feeding FMOH
o lions
1.2 Train laboratory FMOH
scientists/technologi
sts
1.3 Organize FMOH
laboratory quality
control
1.4 Sensitise 30 NACA
women groups on FMOH

MTCT+ NGO
PSC

1.5 Train 30 NACA,
community care NGO
providers (TBA's, FMOH
VHW's) on PSC
counselling and
infant feeding
o tions

2.0 Develop UNICEF,
communication plan FMOH
and messages WHO
(including long term CDC
advocacy)

,1 Organise public FMOH,
awareness NACA,
campaigns PSC

TF

2.2 Produce and UNAIDS
distribute IEC UNICEF
materials on FMOH
PMTCT+ NACA

WHO
CDC

2.3 Develop site UNAIDS
manuals WHO

UNICEF
CDC
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6.3lmplement

3.0 Integrate VCT
into FP services

nVlvn
UNFPA

CDC

UNCEF
FMOH
NACA
NACA
FMOH

PSC
NACA
FMOH

FMOH
PSC
TF
UNCEF
WHO
UNAIDS

PSC

PSC

PSC
TF
FMOH

NACA
PSC
FMOH

PSC
FMOH
TF

NACA
FMOH
NGO
PLWA

30
on

6.2 Conduct
advocacy visits to
policy makers,
community
leaders/religious
leaders

3.4 Provide
confidential testing
for consenting
women and their

artners
==~=,."."..L".,,.,.,...,..,,,,......,L.,,,,..,.,,&.,.,.~

~~II~~'1 .lJJt~~\r::f;ali~i<~~

3 Provide pre-test
.,1d post test

counselling for
consenting women
and their artners

3.2 Ensure male
involvement

3.1 Integrate. VCT
into ANC sessions

4.1Train 60 medical
doctors VCT, infant
feeding options,
appropriate use of
ARV's and
"'1onitoring the side

( fects.
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to mobilise support
in communities

( . .

6.4 Train 60 PLWA's
on VeT and infant
feeding options

7. 1 Design pre and
post test
questionnaires and
apply to selected
sites
7.2 Design
questionnaire for

. .. ;. 1perational research
~ ld apply to all the

sites
7,3. Develop, M&E
plan, and produce
monitoring tools,
recruit and train data
mana ers
7.4 Conduct
quarterly monitoring
visits to project sites
7.5 Organise
quarterly meetings
of taskforce
members
7.5 Evaluation of

(. '"'roject, including
.uation analysis

and surveys.

7.6 Dissemination of
project reports
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FMOH
PSC
TF
NGO
CISGHAr
PLWA
FMOH
NACA

··:searof
;',

FMOH

FMOH
UNCEF
WHO
UNAIDS
NACA
FOMH
TF

FMOH

UNAIDS
WHO
UNICEF
NACA
FMOH
CDC
UNAIDS
WHO
UNICEF
UNFPA
FMOH
NACA
CDC
USAID,
DFID, JHL
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APPENDIX III: LIST OF ACRONYMS·

(
'.1

AIDS
ANC
ARV
SF
CDC
cso's
DFID
FMOH
FP
FOMWAN
HIV
IF
MTCT
MOH
NAGA
NASCP
NNPLWHA
NCWS
NPC
NGO
PC
PMTCT+
PLWA
SAPC
STOs
SWAAN
TF
TBAs
UNAIDS
UNFPA
UNICEF
USAID
VCT
VHW
WHO

Acquired Immune Deficiency Syndrome
Antenatal Clinic
Anti retroviral
Breastfeeding
Centres for Disease Control
Community Based Organizations
Department for International Development
Federal Ministry of Health
Family Planning
Federation of Muslim Women Association in Nigeria
Human Immunodeficiency Virus
Infant Formula
Mother to Child Transmission
Ministry of Health
National Action Committee on AIDS
National AIDS/STD Control Programme
Network of People Living with HIV/AIDS
National Council on Women Society
National Population Commission
Non Governmental Organization
Programme Coordinator
Prevention of Mother to Child Transmission of HIV
People Living With HIV/AIDS
State AIDS Control Programme
Sexually Transmitted Diseases
Society for Women and AIDS in Nigeria
Taskforce
Traditional Birth Attendants
United Nations Joint Programme on HIV/AIDS
United Nation's Funds for Populations Activities
United Nation's Children's Funds
United States Agency for International Development
Voluntary Counselling Testing
Village Health WorkerNoluntary Health Worker
World Health Organization
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APPENDIX IV: Members of the PMTCT+ Taskforce are as follows:

1. Dr E. Emueveyan - Chairman.

2. Dr S Anas-Kolo - Secretary

3. Dr H. Onah - UNTH, Enugu Coordinator

4. Dr C. Akani - UPTH, Port Harcourt coordinator

5. Dr C. Chama - UMTH, Maiduguri coordinator

6. Dr Randawa - ABUTH, Zaria coordinator

7. Dr C. Agbohoroma - National Hospital, Abuja, Coordinator

8. Dr N. Sani-Gwarzo - NASCP/FMOH Programme Manager

9. Dr E A. Abebe - Director Public Health/FMOH

10. Dr A. Adeyemi - Coordinator Reproductive Health, FMOH

11. Dr N. Njepuome - Coordinator BFHI, FMOH

12. Dr Omojokun - Coordinator Nutrition, FMOH

13. Prof. I Akinsete -Chairman, National Action Committee on

AIDS

14. Dr Abosede - Special Assistant to Chairman NACA

15. Dr N. Grange - Consultant Pediatrician

16. Dr Grace Masha - Social Scientist

17. Prof. J. Idoko - JUTH, JOS, Coordinator

18. Prof. Adewole - UCH, Ibadan, Coordinator

19. Representative of UNAIDS

20." of UNICEF'

21." of WHO

22. Representative of UNFPA

23. Representative of FHI

24. Representative of Policy project

25. Representative of DFID

26. Representative of APIN- Harvard

27. Representative of PAN

28. Representative of SOGON

29. Representative of IMAN
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30. Representative of CHAN

31. Representative of SWAAN

32. Representative of FOMWAN

33. Representative of PLWHA

34. Representative of Ministry of Women affairs

35. Representative of Ministry of Information

36. Representative of Ministry of Education affairs

37. Representative of Ministry of Justice

38. Representative of the AFPAC

39. Representative of STOPA)OS

40. Representative of HALTAIDS
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APPENDIX V: PMTCT++ SITE MONITORING FORM:
APPENDIX VI: JOINT REPORT OF ADVOCACY VISIT TO
PMTCT+ CENTERS IN NIGERIA HELD FROM 27TH JANUARY TO
1ST FEBRUARY 2002.

Introduction:
The first phase of the PMTCT+ advocacy visit was conducted from 27th January
to 1st February 2002. Three PMTCT+ model project sites in the three states of
the three geopolitical zones of the country were visited over the period. The
states are:

1. Borno State - North East
2. Enugu State - South East
3. Rivers state - South South

Participants:
The visiting team comprised of relevant stakeholders on PMTCT+ in the country,
which were represented as follows:

• Dr Abosede -National Action Committee on AIDS
• Dr Abiola Davies -UNICEF, Abuja
• Dr E. Emueveyan - Chairman, PMTCT+ taskforce
• Dr N. Adeyemi - Reproductive Health, FMOH
• Dr N. Njepuome - BFHI, FMOH
• Dr S. Anas-Kolo - NASCPO, FMOH

Specific objectives:
• To sensitize and create awareness about mother to child transmission of

HIV and ways of prevention.
• To inform the policy makers and influential groups within the project sites

about the PMTCT+ project in their states
• To gain their support and commitment towards implementing the PMTCT+

model project in their state
• To gain commitments of the state governments towards scaling up the

project in the states and local governments and also, sustaining the
PMTCT+ interventions in the future.

• To assess the level of preparedness of the PMTCT+ project sites towards
service delivery.

Target 'groups:
The groups targeted for the advocacy included policy makers, influential groups
and the management of the PMTCT+ project sites. They are as follows:

• Policy makers - The state governor, the commissioners of Health, women
affairs, information and Education. Similarly, the director/coordinators of
the Primary Health Care (PHC) were aimed for the advocacy.
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• Influential groups within the communities were targeted, such as the

religious leaders, community leaders, and women and youth leaders.
• Relevant stakeholders working within the state on HIV/AIDS were also,

targeted, such as NGOs, CBOs, and People Living with HIV/AIDS
(PLWHA).

Sites visited:

A. Borno state

The team visited Maiduguri, the Borno state capital on the 2ih January and
departed on the 29th January 2002. In Maiduguri, a meeting was held with the
officials of the Ministry of Health, with the commissioner, the director Disease
control, deputy director, disease control, assistant director, disease control and
the state ADIS programme coordinator. The team discussed with them the aim of
the mission. Thereafter, team visited the ministries of women affairs and
information· and local government affairs. Issues relating to PMTCT+ were
discussed and their roles and responsibilities in the project implementation
discussed in details.

The team and the relevant stakeholders had a meeting with Borno state
governor. In attendance at the meeting were the deputy Governor, the Secretary
to the government, members of the executive council, chairmen of boards and
parastatal, community leaders The mission briefed the gov.ernor and his team
about the overall objectives of the project, the interventions and the need for
scaling up, their commitments and support for the project. We also, seized the
opportunity to request the governor to inaugurate the State AIDS Committee on
AIDS, in order to access the funds for the State AIDS control activities.

The government of Barno pledged their support and commitment to fight against
HIV/AIDS and also for the PMTCT+ Project.

In addition, the met with Emir of Barno, the community leaders and religious
leaders in the Emirs' palace. The Emir on behalf of the people of Barno, pledged
to support the project and ensure that the community will be mobilized and the
good intentions will not be mis-interpreted.

Please see appendix 1 for list names of people met in Maiduguri, Barno state.

Key findings:
• The policy makers are supportive and committed to ensure an AIDS free

society.
• The community leaders were supportive and willing to mobilize the

community to prevent MTCT of HIV in the state.
• The State Action Committee on HIV/AIDS (SACA) is not yet inaugurated.
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• The PMTCT+ site committee is functional and had had two meetings, so

far. However, the committee is yet to involve other stakeholders, such as
the ministries of women affairs, education, PLWHIAIDS, NGOS and
community members.

• There is collaboration between the State Ministry of Health and the Project
site located in the University of Maiduguri.

B. Enugu State

The team arrived Enugu on the 29th January and departed for Port Harcourt on
the 31 st February 2002. While in Enugu, the team visited the University of Enugu
Teaching Hospital, where we met with the Chief Medical Director, the Chairman
Medical advisory committee, the State AIDS programme coordinator, The Project
site coordinator and some of the PMTCT+ key implementers. The group was
informed of the teams' mission in the stage and the CMD appreciated the
inclusion of his institution as one of the PMTCT+ pilot sites for South East. He
indicated his commitment to support the project.

The State AIDS programme coordinator led the team to the governors' office,
where we met with the Deputy Governor of the state, members of the executive
council, the chief protocol officer and the pressmen. They were briefed about the
aim of our mission; the need to support the project and also support the pilot sits.
Then deputy governor responded on behalf of the state governor, who was
unavoidably absent. He pledged the support of the state government for the new
initiative and informed us that the SACA has already been inaugurated.

A meeting was held in the office of the permanent secretary Ministry of Health,

with the officials of the Ministry of Health, women affairs, information, NGO's

(SWAAN) and religious leaders. The UNICEF zonal office was also represented

at the meeting. During the meeting, there was an extensive discussion on

PMTCT+, the roles and responsibilities of relevant stakeholders, including

PLWHA. Issues regarding the scaling up of the project and the responsibilities of

partners and communities were clarified.

We also, seized the opportunity to assess the level of preparedness of the
PMTCT+ project site, by interacting with the key implementers and also,
reviewing the flow of the ANC, delivery and the labour room, in order to enhance
smooth PMTCT+ flow of activities without causing stigma to consenting women
and their partners.

The team also, visited the state General hospital, which is the next site for the
PMTCT+ project in the state. The chief Medical Director of the hospital is very
eager to commence the PMTCT+ seNices in his hospital, considering the fact
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that the site has been used for the sentinel survey, since the beginning of the HIV
sero prevalence survey in the country.

Key findings:
• The state government is supportive and committed to fight the scourge of

HIV/AIDS in the state.
• All the stakeholders met have agreed to support and mobilize resources

for PMTCT+ within the state.
• The SACA is inaugurated, however the State Programme Team (SPT) is

yet to be in place.
• The PMTCT+ committee in the state is not functional.
• Inadequate counselors on HIV/AIDS and infant feeding counseling prior to

commencement of service delivery.
Please see appendix ii the list of persons met in Enugu.

Rivers state:
Port Harcourt, the Rivers state capital, is one of the PMTCT+ proposed model
project sites in the country. The team arrived on the 31 st January and departed
on the 1st February 2002.

The Chief Medical Director and the PMTCT+ coordinator, received the team at
the University of Port Harcourt Teaching Hospital, where we met with the
management team. They were informed of our mission and the need to
commence the project at the teaching hospital in the state.

Thereafter, the CCMD led us to the office of the commissioner of health, who
represented the governor of the state. A meeting was held with the commissioner
of health, in attendance also, were the sate AIDS coordinator, the Director,
Primary Health Care and other ministry officials. They were informed about the
PMTCT+ initiative in the country, the need to support the intervention and the
responsibilities of the state and relevant stakeholders in scaling up the project
and ensuring sustainability.

The commissioner responded by pledging the commitment of the state
government and also, briefed us on the state's plan to commence PMTCT+ and
ARV as part of their initiative of improving access to care and support for the
increasing number of PLWJHA in the state. He further discussed the efforts of his
state in curtailing the spread of HIV/AIDS through massive awareness
campaigns, one of which ·was the million-man march that took place in January.

The team appreciated the efforts of the state government, however, cautions that
there is great need for the state to harmonize their efforts in line with the Federal
government guidelines on PMTCT+ and ARV therapy.

The level of preparedness of the project site, Le. the teaching hospital was
assed. The CMD, the PMTCT+ coordinator and some management staff took the

45



team around the relevant departments of obstetrics. and pediatrics. The
management indicated their commitments and full to support for the project.
More counseling rooms will be made available and more staff to be redeployed to
the ANC clinic.

Key findings:
• There is high level political commitment towards combating the HIV/AIDS

epidemic in the state
• The state government is making efforts to commence PMTCT+ project

and ARV therapy.
• Approval has already been given to purchase AZT for PMTCT+ from

Glaxo SmithKline and ARVs (Lamuvudine, Stavudine, and Nevirapine)
from CIPLA of India.

• The State PMTCT+ committee is functional
• A sensitization workshop was conducted in the teaching hospital for senior

staff of the relevant departments.
• The SACA has already been inaugurated, but the state action team is yet

to be functional.
Appendix iii shoes the names of people met in Port Harcourt.

Recommendations
Based on the one-week interactions, field experiences and findings at the three

PMTCT+ project sites in the country, the following recommendations were made:

1. There is need for sustained efforts to translate the high level political

commitments on HIV/AIDS control at the state levels to action.

2. The state governments to adopt and implement the PMTCT+ interventions

at the state levels and local government levels, including the private

sectors.

3. The state to be committed and mobilize local resources towards

implementing the PMTCT+ interventions at all levels of health care.

4. Encourage more collaboration between the Federal institutions and the

state ministries, as well as other stakeholders on HIV/AIDS activities, such

as the NGOs, community members and PLWHA.

5. State governments should be encouraged to establish the SACA, and also

ensure that the state programme Team are functional, in order to access

the world bank funs for HIV/AIDS control activities.
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6. The PMTCT+ committees should include all stakeholders within the

communities, PLHA and relevant ministries, namely women, affairs,

information and education.

7. There is need for training of counselors on HIV/AIDS and infant feeding

counseling at the six sites in the departments of Pediatrics and

Obstetrics/Gynecology, social work and the laboratory.

8. Redeployment and or recruitment of more nurses/midwives to the ANC,

labour and the child welfare clinics, in order to cope with the increase

workload as a result of HIV and infant feeding counseling.

9. States to harmonize their efforts on HIV prevention, Care and support to

be in line with the Federal Government guidelines in the respective areas;

such as PMTCT+ and access to anti-retroviral therapy.
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Two-day training workshq:l for
PLWHAs (4 lrainers lor two 4 160 640 0 640
days@$801day)

Regional flv.ooy counseling
5 2,400 12,000 12,000 12.000

training workshq:l .tslll sites

Quarterly sb<-day
monlloring/superVlsllll1 vIslts at
slxsilesby12monitors (each 12 1,920 23,040 0 23,040
monitor spend; 24 days p....
year conducting monitoring)

~~~Wm~~il~~~ili~~j~~~~~f~j~~~~~w~1j~j~j~~~~)~~)i~~~i~~~~~!~~~~i~~i1~f:~flfili1~~i~~~Ii!lf;I~1~1~~~i~t~~I;~1~1~1i1i1~i~f~l~f~I~~1jj~1~~i1I~1i!11~1i1~~1~1~~~111111j1j~~~il~j~j~~1~~~i~~tjf~1~~~~1j~~~j1~ifmtl~11.~~1~tfi.~i~i)~1~~j~1j~1~i

Counseling tralnlng for 38
pa1iclpantB and 5 trelners 43 325 13,975 13,975 13,975
($65 per dtll10r five days)

Leboralory Training (6 dsys)
39 325 12,675 0 12,675for 35 partdpants by 4 treinelS

Two daySlll'l5lUzaUal
workshops
lor media women groups (35 39 325 12,675 0 12,67&
participmts) by 4 trainers lor 5
days@$65
Two day sensitization
workshops fOf 35 medII

39 325 12,675 0 12,6759roups by 4 tr..n..... @ $65
per dlIy.

Two day sensitizaUon
workshops for 35 PlWHA by 39 325 12,675 0 12,675
4 traln8!S @ $65 per day,

Trein/ng of PMTCT researc:h
team (66 par1Iclp...ls) by 6

72 325 23,400 23,400 23,400 0trainers lor 5 days @ $65 per

dtIf
Treinlng of PMTCT key

implementers (pertk:ipantsl by 44
325 14,300 14,300 14,300 04 trainers lor 5 days @ $65

per dey.
Personnel (5) fOf IEC
canpagns for 5 days In each 5

1,950 9.750 0 9,75001 the six sites ( total 0130
days) @ $65 per day
Training 0116 recordclerk9 by
4 trainers for 5 days @ S65 20 325 6,500 0 6,600
per day



9,360

9,360

224,640

37,440

37,440

18,720

6,5006,5006.500

9,360

9,360

224,640

37,440

37.440

18,720

325

9,360

9,360

18.720

18,720

18,720

18,720

2
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one oayS"t8keftdCliiililaiYsls 40
338 13,500 13,500 13,500

mee~ng In Abu/a
Development 01 a <taft

1 6,000 6.000 6,000 6,000 0gLideline by consultant

Developmenlol VCT <hft
2 12,500 25,000 0 25,000gulde.n.... by two ooneullants

Review workshop to adopt
drat guidelines mdmanuas

40 781 31,240 0 31,240(40 Pa1Idpants all llKpenses
Includedl

Field lesIlng of gulde~esmd 6
3,500 2t,OOO 0 21,000lrBlnlng manuals (six sites)

FlnallzatiOfl Jadoptlon 01 draft
guidelil1lB ..d mErluais (40

40 7el 31,240 0 31,240
par1lclpants In worI<shop all
expenses included)

Produc:lIon of vcr guidelines
to,OOO 5 50,000 0 60,000WId lrelnlng manuels

DlssernlnaUon of VCT
0 14,935guidelines .,d ........g m.-wal 37 405 14,985

(all 37 stales)

Counseling II'ainlng at six sltas;
fro 35 pdclp....ts p"site (
total 210 )bys trsinersp.. 20
slle (20lraln_). thus; totlllis
230) @ $65 per day

PMTCT accountant to visit six
slles 6 times a ye... for six
days at each site ( lotal days
Is 144) @ $65 per day.
Data anal~ to vtsll stx sites 6
times a year fO/ six da~ al
each site ( lotal days is 144)
aa2 $65 per day.
Monitoring/supervision visits at
slxslles{ qUB11ll'ly lor 6
dayspersUe) by 12experts ( 12
lolal working da~ Is 24 da~)

@ S65 par day
Monltorlng/supervlslon VISlts at
six slles( quart8f1y lor 6 da~
per site) by regional
coordinators (total worl<lng
days Is 24 days) @ S65 per
~

Monltoring/supervlslon VISlts at
six sllas( qu«terty lor 6
daysp"r sil") by 2 nElllonlll
officials ( NASCprograme
coordnator and PMTCT focal
person) (lotBl working days Is
24 days) @ $65 per day

Monitorlnglsup-vl5lon VISlts at
sb( sIIes( quarterly for 6
daysper site) by 1 to<perts (
total WOflIIng days Is 24 days)
~_J~P.~.~Y.

:!!I!I~ti
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56,250
85,714
636
107
107
101

36

36
11
4
51,857

57,1157

o
o
o
o
o
o
o

313 56,250
179 85,714
89 536
18 107
9 t07
9 107

18 36

18 ::16
9 18
2 4
804 57,857

804 57,857

180
480
6
6
12
12

2

2
2
2
72

72

capillus
Gene 11
Pipettes
S~ingE!!l mdneedles
Medea! wipes
lelex gloves
Olslnfeclanls (Sodum
Hyodllorile)
Methytaledspirit
Cottonwod
Disposall_ (p18$1Iex)
CoIlectlon tubes (p1.n)
Serum vlal2-3m1 wllh $Q'ew

:~iiiliiij]j!!f~

400G InrII'll formula for 45
babies per yelll'

27,000 7 192,780 192,710

o

456

912912

458
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456

912

456

912
NeYlrapilMt1ab18lSlciillfV
positive molh_ for PMTCT
Nevlraplne S)nJp for babies
born 10 HIV positive molhlllS
forPMTCT

456,000

664,000

456,000

684,000

500

1,500456

912
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Formative rese;jl'ch
Development 01 n_eerch

1 3,500 ::1,500 ::1,500 3,500lools
T,B1nlng of PMTGT res...-ch 1

31,250 31,250 31,250 31,250teem
Produdlon ollnstnlmenls 1 4.000 4.000 4,000 4,000
Dalacollec1lon 1 35,000 35,000 35,000 35,000Usia managemenlirepOl'1
writing by 2 6,000 12,000 12,000 12,000
'lWn"..,....II,..,tc.
Developmlflt of
communication strategies
forPMTCT
Technlcalesslstant 1 10,000 10,000 10,000 10,000 0
Review work&hop 10 develop

1 31,250 31,250 0 31,250commU11ca6on strategy

Ff"'dtesllngcrftool!l 6 6,000 36,000 0 36,000
Cn.que worI<shop to fin"lz.
commul'lIcatlon strategy few as 1 31,250 31,250 0 31,250
per1lclpanls

Trlplelherepy II'ltiretrovlrals
lor PMTCT+ (H1V+motl_)

Comblvl, syrup lor 2n HV+
babies

:ilii;i~1tflt~~:

.~



30,000

o
51,000

90,000

o

o30,000

51,000

90.000

8,500

15,000

5.000

AWa'enesslSlll"$i1lallon on
PMTCT 6 1,339 8,036 0 8.036
In the canmlJl'lltilB
Sensitization sarnlruvs for
CORVnU'lIty

6 5,357 32,143 0 32,143
cere prolllder. pubUe and
privatesectlll'8
~~=.on of NGCs, CBDs. 6 2.232 13,393 0 13,393

lvIeda camp8lgna 6 1,339 8.036 0 8,036
advocacy 10 commU'llty
IrellglDll'J leader$, WDm80 a1d 6 5,357 32,143 0 32,143
yOllIhgrDllpB

ProdlJction SId ds!Jemlnation 6 4,464 26.786 0 26,786
of IEC materlals

Sensltizallon 8fId Involvement 6
2,232 13,393 0 13,393

of men (c1lDs lit::)

Operational research
VCT llpt81e pllf site for six 6
sltes
NeYlraplne llpt8\e per $lte for
slxeltes
Infant feedng prllC1lc. p.
slle 11180 for six sites

~~~:~::"=8lo~ 6 10,000 60,000 0 60,000
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Avll-<lllYs1udy \OlIrfor 12 key 12 3,600 43,200Implement_ to UgMda..
1. Desktop computere 0

6 l,18t 6.964 6,964 6,964130,OOOIHlf eet
2.Laplop compUlllf 0180,000

2 1,601 3.214 3.214 3,214 0I''''un"
a.Prlnt.1I 040.000 P8f eet 8 351 2.857 2,857 2,857 0
4. 211ndlescdor TYeel 0

7 312 2,181 2,187 2,187 035.000 per 891

6.VldeoplaY'l' o20,000 I'llfeel 1 119 1,250 1,250 1,250

6. ClIImIllnlcallonB (lelephonllB.
fax,lnlelOet -W-, courl8l" 1 838 ~.464 4.464 4,464 0

i VAhw... t

82,500 481.600 431.600

5,000 80,000 SU,OOO

1,000 6,000 8,000



8,000

8,036

6.000

8,0361,339

1,000

4.rreeZela
5. Mllinlenance (elecUlclty. and
generlll8lll'Wloo)

~~::"Ing Mdmelnt8lWlC8 of 7 2,l!32 t5,625 II 16,625

4,650,147 992,616 214,447 6,000 18,500 0 1,231,563




