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Over the past ten years, the international community has strengthened its commitment to the MGDs and universal access to HIV related services through various global health initiatives including the Global Fund to fight AIDS, Tuberculosis and Malaria (GFATM), the United States President Emergency Plan for AIDS Relief (PEPFAR), the World Bank Multi-Country ADS Program (MAP), the Clinton HIV AIDS initiative and UNITAID, African Malaria Partnership, Roll Back Malaria, Stop TB partnership (Stop TB), Global Alliance for vaccine initiative (GAVI), International Health partnership (IHP+), and Bill and Melinda Gates Foundation. Globally, official development assistance for health more than doubled from $5.6 billion per year in 2001 to $13.8 billion per year in 2006
. More notably, this global commitment has been translated into an impressive increase in AIDS spending in the majority of resource-limited countries especially in sub-Saharan Africa. The big proportion of global financing is delivered to national governments through disease targeted modalities through the Global Fund for AIDS, Tuberculosis and Malaria (GFATM), the US President’s Emergency Plan for AIDS Relief (PEPFAR) and a couple of World Bank’s supported projects (MAP, TAP). 

Despite this series of international commitments and initiatives, progress on maternal and child health so far has stagnated or been slow and disappointing in large number of countries with the highest burden of maternal and infant mortality. In 2006, the number of children dying before their fifth birthday fell below 10 million, to 9.7
. However, this achievement is still below what is required to achieve the MDG4 with a large number of countries, particularly in sub-Saharan Africa and Asia, still having high child mortality rates. The MDG5 is the one that has shown the least progress. According to the 2005 data, few low- and middle-income countries are on track to achieve the first target of MDG 5. In 56 of the 68 priority countries where 98% of maternal deaths occur, mortality ratios are still high, exceeding 300 maternal deaths per 100 000 live births
,
 . The global maternal mortality ratio is 400 maternal deaths per 100 000 live births versus 430 in 1990. This average annual decrease of less than 1% is far below the 5.5% annual decline that is required to achieve MDG 5. 
In most low and middle-income countries, especially in sub-Saharan Africa, progress on PMTCT and paediatric HIV CST still too slow. Far too few pregnant women are aware of their HIV-status and therefore the majority of HIV-infected pregnant women cannot benefit from available interventions. Despite the increase from 10% in 2004 to 18% in 2007, the proportion of pregnant women tested for HIV in middle- and low-income countries still low. Overall, only 45% of pregnant women living with HIV in these countries received antiretroviral regimens, including antiretroviral therapy for PMTCT in 2008. Sd-NVP is still the predominant regimen for PMTCT in middle- and low-income countries. In 2008, only 12% of pregnant women living with HIV were assessed for ART eligibility in middle- and low-income countries.  
Progress in increasing access to early infant diagnosis and provider initiated testing and counseling for infants and children still slow in resource-limited settings. In 2008, only thirty (30) low- and middle-income countries were using DBS for virological HIV testing in infants.  The number of children under age 15 in low- and middle-income countries who initiate ART rose from 75,000 in 2005 to about 200,000 in 2007. However, the proportion of children on ART represents a very small proportion of those in need of treatment, especially if we refer to the revised WHO guidelines recommending initiation of treatment in all infants under one year of age diagnosed with HIV irrespective of clinical or immunological stage.

The slow progress observed in the majority of these countries is mainly due to the lack of innovative approaches to overcoming systemic barriers. In most resource-limited countries, various factors impede rapid expansion of essential health services to the majority of women and children. These include weak health systems; vertical coordination mechanisms and bodies; vertical objectives, modalities and funding sources and vertical implementation modalities; parallel procurement and supply, and M&E systems; human resource constraints and; health facility-based approaches with limited involvement of communities. Existing health systems impact significantly the performance of PMTCT and HIV care and treatment programmes in resource-limited settings. PMTCT programmes are challenged by significant drop off of mothers and infants, from the time pregnant women are offered HIV test down to uptake of ARVs and cotrimoxazole prophylaxis in the post-partum. In fact, this situation reflects the effect of health system constraints that have challenged MNCH programmes over decades. Overall, coverage of ANC is relatively high in resource-limited settings varying from around 70% to 60% for at least 1 visit, and 4 visits or more respectively. However, the proportion of deliveries assisted by skilled attendants remains very low, at around 40%. More importantly, in most resource-limited countries, postnatal follow-up care for mothers and infants is weak and not well organized.

Well performing MNCH services is a sine qua non for ssuccessful PMTCT and paediatric HIV CST programmes. In most low and middle-income countries, especially in Sub-saharan Africa, PMTCT and paediatric HIV CST represent the main entry point to HIV-related prevention, care, support and treatment for the majority of women and children in low- and middle-income countries. Maternal, newborn and child health services represent the bedrock for effective implementation of PMTCT and Paediatric HIV CST. Specific interventions pertaining to the four components of the PMTCT for pregnant women, HIV-infected pregnant women and their children are provided at antenatal, delivery and postnatal care settings with a central role of individuals, families and communities. Therefore, on one hand strengthening existing health care systems is particularly important for PMTCT and paediatric HIV CST especially in order to establish sustainable long-term chronic, lifelong disease management systems.  Implementation of comprehensive PMTCT programmes requires women to have large access to these services.  On the other hand, implementation of PMTCT and paediatric HIV CST programmes represents an opportunity to strengthen existing maternal, newborn and child health services. 

Reaching the millennium development goals (MDGs) 4, 5 and 6 requires a political, financial and operational environment that foster and guide the use of PMTCT and paediatric HIV CST programmes as an opportunity to improve maternal and child health and survival. Although there is little evidence of impact of PMTCT and paediatric HIV CST on the performance of health systems, available literature shows more positive impacts than negative ones. It is assumed that efforts to scale up PMTCT and paediatric HIV care and treatment in resource-limited countries have the potential to create more effective and responsive health systems.  

WHO describes the healthy system as “all organization, people and actions whose primary intent is to promote, restore or maintain health”. On the basis of this definition WHO defines the following six health-system building blocks: (1) effective, safe, and high-quality health services, (2) a responsive health care force (3) a well-functioning health information system, (4) equitable access to essential medical products, vaccines, and technologies (5) a good health-financing system, and (6) strong leadership and governance
. 

Despite global commitments, health system strengthening appears to be a vague concept so far, with varying definitions and strategies, and no clear guidance on the actual implementation. There is an urgent need to define a framework for a systematic approach to health system strengthening in the context of PMTCT. The development of such a framework necessities a better understanding on one hand of the impact of health systems on the levels of attainment and efficiency of PMTCT and paediatric HIV CST programmes, and on the other hand on the impact of implementation of PMTCT and paediatric HIV CST on the performance of health systems.

(1) Purpose  

The purpose of this work is to document interactions between health systems strengthening efforts in the implementation of PMTCT and paediatric HIV CST services and to identify evidence-based best practices. 

(2) Methodology 

1. Identification of key integration elements in PMTCT and Paediatric HIV care and treatment services and existing modalities for delivery 

2. Desk review of published and gray literature on: the evidence of  health systems strengthening outcomes in  implementation efforts of PMTCT and paediatric HIV CST services and; on the impact of implementation of PMTCT and paediatric HIV CST on health system  performance 
For this review, special attention will be paid to:

· Management and governance structures at all levels, necessary to effect integration and a team approach; 

· Resource flow analysis for the different elements;
· Organisation and delivery of health services including laboratory services and community-based deliveries;
· Commodity management for the different services;
· Human resource capacity including roles and responsibilities;
· Health service quality, accessibility and utilisation including efforts for improving these elements;
· Human rights, equity and gender issues;
· Health information systems and knowledge management and integration elements, and
· Community engagement in demand creation and service delivery at both health facility and community level, inclusion efforts to link health facilities to communities in key programmatic areas such as infant feeding support.
3. Focused analysis of published and secondary data in selected countries with support from key informants from the IATT M&E and laboratory technical working groups, UNICEF Supply Division, UNICEF country offices and national programmes. Countries to be considered include Botswana, Rwanda, South Africa, Cambodia, Kenya and Thailand. This work will include sampling of selected sites. 

4. Drafting of a  review paper and a manuscript for publication on key finding of the literature and country level reviews including: a)  the impact of health systems on the levels of attainment and efficiency of PMTCT and paediatric HIV CST programmes b) the impact of implementation of PMTCT and paediatric HIV CST on the performance of health systems c) key efficient approaches to strengthening health systems through the implementation of PMTCT and paediatric HIV CST 
5. Where needed, travels to selected focus countries will be organised in consultation with the supervisor

(3) Expected outputs 

1. A review paper on the interactions between health systems and PMTCT and paediatric HIV CST describing: 

a. the influence of health systems on the levels of attainment and efficiency of PMTCT and paediatric HIV CST programmes, and 

b. the impact of PMTCT and paediatric HIV CST on the performance of the health systems

c. key efficient approaches to strengthening health systems through the implementation of PMTCT and paediatric HIV CST

2. A manuscript for publication in a peer review journal on: a)  the impact of health systems on the levels of attainment and efficiency of PMTCT and paediatric HIV CST programmes b) the impact of implementation of PMTCT and paediatric HIV CST on the performance of health systems c) key efficient approaches to strengthening health systems through the implementation of PMTCT and paediatric HIV CST
(4)  Duration:
 42 working days from 1 December 2009 to 30 January 2010
(5) Preliminary work plan for the consultancy 
	Outputs/deliverables
	Timeline
	Cost 
(US$ 400 per day)

	Development of methodology to be shared with the extended team, including analysis framework for the country evaluation
	1-3 December 2009 

(3 working days)
	US$ 1,200

	Finalization of the methodology based on the feedback from the extended team


	7-11 December 2010

(5 working days)


	US$ 2,000

	First draft of the review paper on the interactions between health systems and PMTCT and paediatric HIV CST, including draft of country analysis. The paper shall describe: a) the influence of health systems on the levels of attainment and efficiency of PMTCT and paediatric HIV CST programmes, and b) the impact of PMTCT and paediatric HIV CST on the performance of the health systems
	14-25 December 2010 

(10 working days)


	US$ 4,000

	
	Comments to be provided by 27 December
	

	Final draft of the review paper incorporating comments from UNICEF and key technical partners from IATT partner agencies 
	28 December 2009- 4 January 2010

(5 working days)
	US$ 2,000

	Final paper including findings from the review and of the focus analysis of published and secondary data in selected countries with support from key informants from the IATT M&E and laboratory technical working groups, UNICEF Supply Division, UNICEF country offices and national programmes.
	5-15 January 2010 

(9 working days)

NB: exchanges with countries will be imitated from the beginning of the contract
	3,600

	First draft of a scientific paper on the interactions between health systems and PMTCT and paediatric HIV CST describing interactions between health systems and PMTCT/Paediatric HIV CST 
	18-23 January- 2010 

(6 working days)
	4,400

	1. 
	Comments to be provided by 20 January 2010
	

	Final scientific paper on the interactions between health systems and PMTCT and paediatric HIV CST ready to be submitted for publication in a peer-reviewed journal
	25-29 January 2010  

(5 working days)
	

	TOTAL
	43 working days
	US$ 17,200


(6)  Key skills, technical background, and experience required for the principle investogaror(s):

2. Postgraduate qualification in medicine, public health or epidemiology or social sciences or related field.
3. Strong research and writing skills; research experience in the area of HIV/AIDS, preferably PMTCT and paediatric HIV care, support and treatment programs, as well as health systems
· Ability to synthesize large amounts of technical information

· Good knowledge and interest on PMTCT implementation and health systems

4. Familiarity with PMTCT and paediatric HIV programmatic issues and health systems strengthening approaches 
4.  Proficiency in English is essential, especially excellent written skills
(7) Proposed by: 
Responsible Officer for managing the contract: 
Signature:                                                            Date:                                  .
Authorized by:  Chief of Section:  

Signature:                                                              Date:                                  .
Consultant’s Name: 

Signature:                                                              Date:                                  . 
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