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Dr.  Fielder has served as a medical missionary in Africa for almost
20 years .  He graduated summa cum laude  with a degree in
chemistry from Will iams College and earned his MD from Baylor
College of Medicine.  He completed internal medicine training at
the Johns Hopkins Hospital .  Dr .  Fielder was a physician at AIC
Kijabe Hospital  in Kenya from 2002 to 2006, overseeing a US
government-funded HIV program for nearly 2 ,000 patients .  He
served as a consultant physician at the Partners in Hope Medical
Center in Li longwe, Malawi,  a PEPFAR implementing partner ,  from
2009 to 2014.  His handbook, Tuberculosis in the Era of HIV ,  has
been used widely in several Afr ican countries .

In 2010,  Dr.  Fielder co-founded African Mission Healthcare with the investor ,  entrepreneur,  and
philanthropist Mark Gerson to support the work of mission hospitals across Africa.  Dr .  Fielder is
AMH's Chief Executive.  He also serves as a consultant physician and teacher at Maua Methodist
Hospital  in Kenya,  which is part of AMH's HIV cl inical mentorship network.

Dr.  Fielder and his wife,  Amanda, a social  worker ,  have three children. They l ive in Kijabe,  Kenya.

A B O U T  A F R I C A N  M I S S I O N  H E A L T H C A R E
In 2002, Dr.  Jon Fielder ,  working in Kenya,  and businessman Mark Gerson partnered to provide
antiretroviral  therapy and care to HIV-infected individuals before the advent of the President’s
Emergency Plan for AIDS Relief .  Later this effort expanded to include cl inical mentorship of HIV
care providers and the construction of cl inics to bring care closer to patients.

Growing out of the Africa HIV crisis ,  Afr ican Mission Healthcare (AMH) began in 2010 with a
mission to help patients in greatest need. AMH envisions an African continent f i l led with
enduring and improving health systems where everyone has access to quality ,  compassionate
healthcare.  AMH's strategic priorit ies include: (1 )  Equipping the next generation of teaching
hospitals and cl inical centers of excellence.  Through the Mission Hospital  Teaching Network
init iative,  AMH enhances institutional capacity and supports new and expanded training
programs. Since 2005, the HIV cl inical mentorship program, the largest in Kenya,  has prepared
over 3 ,500 health workers through hands-on skil ls  building using the national training
curriculum.  (2)  Enabling l i fe-changing medical interventions with the greatest impact.  AMH
accomplishes this goal through institutional capacity building in the form of higher-level
medical education,  surgery sponsorship,  equipment supply,  and infrastructure expansion.

Partnering with local institutions,  AMH has distr ibuted $40 mill ion to 48 partners in 18
countries ,  enabling over 800,000 direct patient visits ,  sponsoring 24,700 surgeries and
corrective procedures,  training 5,700 health workers ,  and install ing infrastructure and
equipment such as operating theaters ,  x-ray machines,  solar power systems, and oxygen plants.
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B a c k g r o u n d
At the turn of the 21st century,  the
HIV/AIDS epidemic was ravaging sub-
Saharan Africa.  Life expectancies dropped
dramatically ,  erasing decades of progress.
The epidemic left 13 mil l ion African
children orphaned and communities
reeling social ly and economically . [1]

Two decades later ,  the success of the
President’s Emergency Plan for AIDS Relief
(PEPFAR) has led to a dramatically
different situation.  PEPFAR is a focused
clinical effort to treat and prevent HIV
infection using modern,  evidence-based
interventions.  Factors crit ical to the
program’s success include 

American generosity and technical
leadership,  strong relationships with
national governments and civi l  society,
support for direct medical care,  and
accountable mechanisms for tracking
outcomes.

Since PEPFAR’s inception in 2003,  over 25
mill ion l ives have been saved and f ive
mill ion HIV transmissions from mother-to-
child averted.[2] The number of HIV deaths
has fal len by 60%, and the infection rate
has been cut in half .  A graph of increasing
life expectancy in East and Southern Africa
parallels r is ing access to antiretroviral
therapy for HIV infection.

L i f e  e x p e c t a n c y  r e b o u n d  f o l l o w i n g  t r e a t m e n t  s c a l e - u p

Despite these accomplishments,  much work remains.  HIV persists as the leading cause of
mortal ity among young adults across most of SSA, accounting for a quarter of al l  deaths
between the ages of 15 and 49 years (33% among women) and for one-tenth of deaths in the
5-14 age group.[3] The scale of the ongoing pandemic remains sobering.
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· In 2021,  860,000 new HIV infections and 420,000 HIV-related deaths occurred in SSA.[4]

Approximately 130,000 newborns in SSA were infected with HIV.  Limited progress has been
made in reducing this f igure over the past f ive years . [5]

·

Over a decade, the cost to local health systems and international donors of caring for just 70% of
these infected children born in 2021 approaches $300 mill ion.  Although the number of infected
newborns is  declining at 5% per year ,  the absolute number of vertical transmissions remains
unacceptably high. These children are added to the cohort of HIV-infected individuals in need of
l i fe-long antiretroviral  treatment.  Censoring the cost after one decade for the 10-year cohort
yields a treatment cost of $1 .3 bil l ion.[6] The other 30% of untreated children—more than 300,000
over the entire decade—will  die,  as wil l  a small  percentage of the treated children.[7]

W h y  d o  n e w b o r n  c h i l d r e n
c o n t i n u e  t o  b e  i n f e c t e d  w i t h  H I V ?

Nearly two-thirds of new infections in SSA occurred in women and girls .  Six in seven new HIV
infections among adolescents aged 15-19 are among girls .  Only half  of HIV-infected adolescent
girls in SSA are on HIV treatment.[8] Nearly 1 ,000 adolescent gir ls  and young women are sti l l
infected with HIV every day.

When these young women become pregnant,  they often fai l  to enter effective HIV and maternal
health care in a t imely fashion,  putting themselves and their babies at r isk.  These young women
are also at signif icant r isk for high-risk pregnancies and maternal-child deaths.

Modern antiretroviral  therapy (ART) available
in SSA is highly effective at rapidly controll ing
the HIV viral  load, restoring and protecting the
immune system of mothers ,  and reducing the
risk of vertical transmission to unborn
children. With effective ART, the r isk of HIV
transmission is less than 1%.[9]

Vertical transmissions continue to occur
primari ly because mothers are not in care or
cannot access treatment or other supportive
health services.  New HIV acquisit ion during
late pregnancy is common. In SSA,
approximately one in f ive HIV-infected women
sti l l  are not receiving HIV treatment,  with
stark regional disparit ies . [10] Since 2014,  there
has been l itt le progress in improving this
situation.  In 2021,  154,000 pregnant women in
SSA were not on ART.[11]  The result is  that 1  in
9 HIV-infected women sti l l  pass the virus to
their children.
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The World Health Organization has promulgated a val idation pathway for the el imination of
vertical HIV transmission.  The criteria include ART, PMTCT, and antenatal care targets .  Only one
country (Botswana) has attained the Silver level .  None have obtained Bronze,  Gold,  or ful l
val idation.

N e w  C h i l d  I n f e c t i o n s  d u e  t o  g a p s  i n  p r e v e n t i o n  o f  v e r t i c a l  t r a n s m i s s i o n

T h e  p a t h  t o  t h e  e l i m i n a t i o n  o f  t h e  v e r t i c a l  t r a n s m i s s i o n  o f  H I V
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W h y  h a s  p r o g r e s s  i n  t r e a t i n g
H I V - i n f e c t e d  p r e g n a n t  w o m e n
s t a l l e d ?
 W H Y  D O  W O M E N  N O T  E N T E R  C A R E  E A R L I E R  A N D  R E M A I N  I N  C A R E ?

" R E S E A R C H  A N D  T H E
E X P E R I E N C E  O F  O N - T H E -
G R O U N D  H E A L T H  W O R K E R S
P O I N T  T O  T H E  L A C K  O F
Q U A L I T Y  M A T E R N A L  H E A L T H
S E R V I C E S  A S  A  S I G N I F I C A N T
B A R R I E R  T O  W O M E N
E N T E R I N G  C A R E  E A R L I E R
A N D  R E M A I N I N G  I N  C A R E
F O R  T H E  D U R A T I O N  O F
P R E G N A N C Y  A N D  T H E
P O S T P A R T U M  P E R I O D . "

For many women, the entry point into HIV
care is through the antenatal cl inic and the
maternal healthcare system. Pregnant
women or women who think they might be
pregnant are tested for HIV during ANC
and enrolled in HIV care i f  posit ive.  

Research and the experience of on-the-
ground health workers point to the lack of
quality maternal health services as a
signif icant barrier to women entering care
earl ier and remaining in care for the
duration of pregnancy and the postpartum
period.

For example,  researchers in Uganda
documented severe supply and demand
gaps in maternal and newborn (MNH)
services.[12] Facil it ies lacked l i fesaving
essential  medicines and equipment.
Expectant mothers had diff iculty accessing
services due to transportation barriers .
Afr ican Mission Healthcare’s experience
running an emergency C-section
sponsorship program in Uganda has found
that even the tr ip to the health facil ity can
saddle famil ies with debt.

Most tel l ingly ,  Ugandan women lack
confidence in the services available at the
health facil ity .  In Kenya,  which has a more
developed health system, less than 20% of
women had access to quality antenatal and
maternal health services as judged by basic
metrics . [13] Nearly half  of pregnant women
in rural Tanzania bypass the nearest health
facil ity because of perceived poor services.
[14]

In SSA, just half  of women attend four ANC
visits ,  compared to the World Health
Organization’s recommendation of eight
visits .  In Kenya,  Uganda, and Tanzania,
three PEPFAR focus countries with high
HIV burdens,  three mill ion pregnant
women attend less than four antenatal
visits annually . [15] Failure to engage fully
in ANC means a missed opportunity to re-
test for HIV during pregnancy and
subsequent fai lure to detect and treat
incident HIV infection.

As elsewhere in the world,  Afr icans are
discerning healthcare consumers and avoid
poor services.  Poor antenatal and perinatal
attendance are rational responses to local
conditions.  
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I m p r o v e d
m a t e r n a l  h e a l t h
s e r v i c e s  
A R E  C R I T I C A L  T O  C L O S I N G  H I V
T R E A T M E N T  A N D  P R E V E N T I O N
G A P S

This lack of confidence in local MNH services results in pregnant
women—both HIV-infected and HIV-uninfected—delaying or
avoiding care.  HIV diagnosis and ART treatment init iation are
delayed or do not occur.  HIV-infected women and their unborn
children are left unprotected. Women not fully engaged in care
stop ART and are at r isk for poor maternal and neonatal
outcomes.

To reduce the unacceptably high number of vertical
HIV transmissions in SSA (130,000 in 2021) and
pregnancy-related deaths of HIV-infected women
(approximately 30,000 per annum[16]) ,  essential
maternal health services must be available.  
Improved services will  draw pregnant women into
care earlier,  leading to earlier HIV diagnosis and
ART initiation. Increased availability of quality
MNH services will  reduce the pregnancy-related
mortality of HIV-pregnant women, who are at a
five-fold increased risk for maternal mortality even
in the era of antiretroviral treatment.[17]  
The death of an African mother increases the r isk of
death for her children by up to 40-fold.[18] , [19]

Improved cl inic services wil l  encourage women to
attend the recommended number of ANC visits ,  
Enhanced maternal health services wil l  retain HIV-
infected women in care and on ART. Defaulting and
poor ART adherence are other signif icant causes of
vertical transmission.
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T h e  p r o v i s i o n  o f  q u a l i t y
m a t e r n a l  h e a l t h  s e r v i c e s
s h o u l d  b e  i n c o r p o r a t e d  i n t o  t h e
P E P F A R  m o d e l

" T H E  A V A I L A B I L I T Y  O F
T H E S E  Q U A L I T Y  S E R V I C E S
W I L L  D R A W  P R E G N A N T
W O M E N  I N T O  C A R E  B Y
I N C R E A S I N G  C O N F I D E N C E  I N
T H E  H E A L T H  S Y S T E M . "

An essential  package of care must provide
comprehensive ANC and MNH services and
should address the four leading causes of
maternal death in SSA: postpartum
hemorrhage (PPH),  hypertensive disorders
of pregnancy,  obstructed labor,  and
infection.  Comprehensive emergency
obstetric and newborn care services
(CEmONC),  including C-section
capabil it ies ,  must be available at every
vi l lage health center currently serving as
an ART cl inic or be reachable in a
reasonable amount of t ime through
supported transportation networks.

Specif ic packages of care for each leading
cause of maternal mortal ity wil l  include
essential  medications,  supplies ,  equipment,
and training.  For example,  in the case of
post-partum hemorrhage, necessary
medications and supplies include oxytocin
and other treatments for uterine atony;
intravenous f luids,  tranexamic acid,  and
blood products;  and provision of PPH carts .
Research from SSA demonstrates that
training health workers in the management
of PPH substantial ly improves outcomes.
[20] The availabil ity of these quality
services wil l  draw pregnant women into
care by increasing confidence in the health
system.

These intervention packages should be
undertaken by current PEPFAR
implementing partners .  These partners
have deep relationships with local health
facil it ies and infrastructure for managing
PEPFAR resources.  They are capable of
rapidly incorporating additional cl inical
expertise into existing teams. 

Uti l izing existing PEPFAR partners and
relationships is  cost-eff icient,  wil l  avoid
duplication at the facil ity level ,  and wil l
al low rapid implementation and scale-up
of MNH and CEmONC services.
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R O B U S T ,  P E E R - R E V I E W E D  E V I D E N C E  A N D  E X P E R T
C O N S E N S U S  O P I N I O N  S U P P O R T S  T H I S  A P P R O A C H

The effectiveness of this approach has already been demonstrated through the success of the US
government-supported Saving Mothers ,  Giving Life init iative.  SMGL addressed the “three delays”
responsible for poor maternal health outcomes:  delay in the decision to seek care;  delay in
reaching care;  and delay in receiving quality care.  Integration of MNH and HIV services was a core
principle of SMGL. By focusing on these delays and providing an essential  package of MNH care,
SMGL reduced maternal mortal ity in target distr icts within Uganda and Zambia by 44% and 38%,
respectively .  Sti l lbirths in Zambia decreased by 36%. The overall  mortal ity of al l  mothers in target
distr icts decreased by over 40%, consistent with broad health system effects l ike those seen with
other PEPFAR interventions.[21]

IN UGANDA, THE NUMBER OF WOMEN TREATED TO PREVENT MOTHER-TO-CHILD HIV
TRANSMISSION INCREASED 71% WITHIN TARGET DISTRICTS. THIS FINDING IS CONSISTENT
WITH THE THEME OF THIS REPORT: ENHANCED SERVICES WILL DRAW PREGNANT WOMEN
INTO CARE AND MORE RELIABLY IDENTIFY AND RETAIN HIV-INFECTED CLIENTS, LEADING

TO REDUCED TRANSMISSION TO NEWBORNS.

UNAIDS argues that:

"Substandard public health systems, the ongoing imposition of user fees forbasic health services,
and persistent stigma and discrimination ( including self-st igma)…are among the main hindrances
these women encounter .  Immediate priorit ies include…anti-stigma and discrimination training for
health-care workers (especial ly at antenatal care cl inics) ,  integration of services for HIV,  maternal ,
neonatal ,  child and adolescent health…community engagement and differentiated ways of
providing services for pregnant women…. Rapid improvements in western and central  Afr ica,
especial ly in Nigeria,  can have a huge impact on the global push to el iminate vertical
transmission of HIV."[22]

The Global AIDS Policy Partnership’s PEPFAR re-authorization principles are consistent with the
proposed approach:

"PEPFAR should establish distinct targets for disparately impacted and underserved
populations, such as children, adolescent girls and young women, and key populations, that
can be “hidden” within aggregated, high-level measures of country progress.

PEPFAR investments should be smartly leveraged with additional resources to address
other global health issues without diluting existing programming. There are synergies
between other health platforms that are r ipe for the common sense leveraging of the program if
additional resources are provided and polit ical wil l  exists .  Evidence shows that HIV programming
further strengthens health systems. Therefore,  PEPFAR should consider the broader health system
of a country when making investments.  It  must,  however,  also keep an HIV focus and remain
committed to the mission of PEPFAR: ending the global HIV pandemic."[23] [bold in original]

THE PROPOSED INTERVENTION WILL LEVERAGE THE SUCCESSFUL PEPFAR FRAMEWORK
AND CRITICAL SUCCESS FACTORS (ACCOUNTABILITY, DATA MANAGEMENT,

RELATIONSHIPS, RESOURCES, US TECHNICAL EXPERTISE AND POLITICAL WILL, AND A
CLINICAL FOCUS) TO EXPAND ACCESS TO QUALITY MATERNAL HEALTH SERVICES AND

ATTRACT A HIGH-RISK POPULATION—PREGNANT WOMEN AND THEIR UNBORN CHILDREN—
INTO THE HEALTHCARE SYSTEM FOR HIV TESTING AND TREATMENT.
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Because of cost-savings,
resources exist within the
PEPFAR program to expand
the init ial  successful pi lot
interventions demonstrated
by Saving Mothers ,  Giving
Life.  The proven Country
Operating Plan (COP)
mechanism can formulate
targeted MNH clinical
interventions to improve
services in high-risk,  high-
HIV transmission areas.
Countries with established
track records of
implementing innovative
solutions wil l  submit COP
proposals to the Off ice of the
US Global AIDS Coordinator
for review and approval .

A peer-reviewed assessment
of SMGL found that the cost
per year of l i fe gained was
less than $200 in 2016.[24]
This f igure is comparable to
or lower than costs for HIV
care,  which is universally
considered cost-effective in
resource-l imited settings.[25]
At a GDP per capita of $750
in Uganda and $1 ,250 in
Zambia in 2016,  this
intervention is highly cost-
effective according to global
health standards.

The incremental cost ,  in 2016
dollars ,  of  implementing a
l i fe-saving package of
maternal health services was
approximately $59 per
facil ity delivery in Uganda
and $125 in Zambia.[26] 

In 2022 dollars ,  the cost of
implementing the enhanced
package of services for a
third of national births is
approximately $41 mil l ion
per year per country in
Uganda and Zambia
(averaged over multiple
years ,  with init ial  costs being
higher because of the need
to invest in infrastructure,
equipment and training.[27]

These f igures demonstrate
that currently available
PEPFAR resources are
adequate to enhance
maternal health service
access and quality at scale.
The COP mechanism can
target sub-national regions
with high rates of HIV
vertical transmission and
incident maternal infection
for enhanced MNH provision
through existing
implementing partners
currently serving those areas.

M e c h a n i s m s  a n d
R e s o u r c e s
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C o n c l u s i o n
PEPFAR has transformed the health
outcomes of an entire continent.  Despite
this success,  incident HIV infections remain
unacceptably high,  particularly among
newborn children.  In addition to the
tremendous human toll ,  the burden on
local economies and international funders
only grows with each passing year marked
by high vertical transmission.  The fai lure to
interrupt vertical transmission creates,  in
the words of The Economist ,  generations of
“medical pensioners”  dependent on
external support . [28]

To interrupt this chain of vertical
transmission,  reduce maternal mortal ity
among HIV-infected mothers ,  and control
long-term costs ,  pregnant women must
enter the maternal healthcare system
earl ier ,  be tested earl ier ,  init iate ART
earl ier ,  and remain in care.  Weaknesses in
the maternal healthcare system—the point
of entry for many adolescents and young
women—create distrust and delay or
prevent engagement in care.  Enhanced
MNH should be incorporated into the
existing PEPFAR structure to accomplish
these objectives.

T H I S  I N T E R V E N T I O N  W I L L
S T R E N G T H E N  P E P F A R  I N
I T S  M I S S I O N  T O  E L I M I N A T E
H I V .  I N C O R P O R A T I N G  M N H
S E R V I C E S  I S  T H E
A P P R O P R I A T E  N E X T  S T E P
I N  T H E  O N G O I N G ,
T R A N S F O R M A T I V E  U S
E F F O R T  T O  E N D  A  P L A G U E .
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[ 1 0 ]  I N  D A N G E R .

[ 1 1 ]  C O N F R O N T I N G  I N E Q U A L I T I E S :  U N A I D S  G l o b a l  A I D S  U p d a t e  2 0 2 1 .  G e n e v a :  J o i n t
U n i t e d  N a t i o n s  P r o g r a m m e  o n  H I V / A I D S ;  2 0 2 2 .

[ 1 2 ]  K a n a n u r a  R M ,  K i w a n u k a  S N ,  E k i r a p a - K i r a c h o  E ,  W a i s w a  P .  P e r s i s t i n g  d e m a n d  a n d
s u p p l y  g a p  f o r  m a t e r n a l  a n d  n e w b o r n  c a r e  i n  e a s t e r n  U g a n d a :  a  m i x e d - m e t h o d  c r o s s -
s e c t i o n a l  s t u d y .  R e p r o d  H e a l t h .  2 0 1 7  O c t  2 4 ; 1 4 ( 1 ) : 1 3 6 .  d o i :  1 0 . 1 1 8 6 / s 1 2 9 7 8 - 0 1 7 - 0 4 0 2 - 6 .
P M I D :  2 9 0 6 5 9 2 2 ;  P M C I D :  P M C 5 6 5 5 9 5 1 .

[ 1 3 ]  S h a r m a  J ,  L e s l i e  H H ,  K u n d u  F ,  K r u k  M E .  P o o r  Q u a l i t y  f o r  P o o r  W o m e n ?  I n e q u i t i e s  i n
t h e  Q u a l i t y  o f  A n t e n a t a l  a n d  D e l i v e r y  C a r e  i n  K e n y a .  P L o S  O n e .  2 0 1 7  J a n
3 1 ; 1 2 ( 1 ) : e 0 1 7 1 2 3 6 .  d o i :  1 0 . 1 3 7 1 / j o u r n a l . p o n e . 0 1 7 1 2 3 6 .  P M I D :  2 8 1 4 1 8 4 0 ;  P M C I D :  P M C 5 2 8 3 7 4 1 .

{ 1 4 ]  K r u k  M E ,  M b a r u k u  G ,  M c C o r d  C W ,  M o r a n  M ,  R o c k e r s  P C ,  G a l e a  S .  B y p a s s i n g  p r i m a r y
c a r e  f a c i l i t i e s  f o r  c h i l d b i r t h :  a  p o p u l a t i o n - b a s e d  s t u d y  i n  r u r a l  T a n z a n i a .  H e a l t h  P o l i c y
P l a n .  2 0 0 9  J u l ; 2 4 ( 4 ) : 2 7 9 - 8 8 .  d o i :  1 0 . 1 0 9 3 / h e a p o l / c z p 0 1 1 .  E p u b  2 0 0 9  M a r  2 0 .  P M I D :
1 9 3 0 4 7 8 5 .

R e f r e n c e s

https://www.hiv.gov/federal-response/pepfar-global-aids/pepfar/
https://data.unicef.org/topic/hivaids/global-regional-trends/
https://hivinfo.nih.gov/understanding-hiv/fact-sheets/preventing-perinatal-transmission-hiv


[ 1 5 ]  M a c h a r i a  P M ,  J o s e p h  N K ,  N a l w a d d a  G K ,  M w i l i k e  B ,  B a n k e - T h o m a s  A ,  B e n o v a  L ,
J o h n s o n  O .  S p a t i a l  v a r i a t i o n  a n d  i n e q u i t i e s  i n  a n t e n a t a l  c a r e  c o v e r a g e  i n  K e n y a ,
U g a n d a  a n d  m a i n l a n d  T a n z a n i a  u s i n g  m o d e l - b a s e d  g e o s t a t i s t i c s :  a  s o c i o e c o n o m i c  a n d
g e o g r a p h i c a l  a c c e s s i b i l i t y  l e n s .  B M C  P r e g n a n c y  C h i l d b i r t h .  2 0 2 2  D e c  6 ; 2 2 ( 1 ) : 9 0 8 .  d o i :
1 0 . 1 1 8 6 / s 1 2 8 8 4 - 0 2 2 - 0 5 2 3 8 - 1 .  P M I D :  3 6 4 7 4 1 9 3 ;  P M C I D :  P M C 9 7 2 4 3 4 5 .

[ 1 6 ]  E s t i m a t e d  u s i n g  d a t a  f r o m  U N I C E F  ( 2 0 2 1  H I V  a n d  A I D S  S u b - S a h a r a n  A f r i c a
S n a p s h o t  a n d  A  N g e l e c t e d  T r a g e d y :  T h e  g l o b a l  b u r d e n  o f  s t i l l b i r t h s ,  O c t o b e r  2 0 2 0 )
a n d  W o r l d  B a n k  ( h t t p s : / / d a t a . w o r l d b a n k . o r g / i n d i c a t o r / S H . S T A . M M R T ? l o c a t i o n s = Z G )  a n d
a d j u s t e d  b a s e d  o n  C a l v e r t  C ,  M a r s t o n  M ,  S l a y m a k e r  E ,  C r a m p i n  A C ,  P r i c e  A J ,  K l e i n  N ,
H e r b s t  K ,  M i c h a e l  D ,  U r a s s a  M ,  C l a r k  S J ,  R o n s m a n s  C ,  R e n i e r s  G .  D i r e c t  m a t e r n a l
d e a t h s  a t t r i b u t a b l e  t o  H I V  i n  t h e  e r a  o f  a n t i r e t r o v i r a l  t h e r a p y :  e v i d e n c e  f r o m  t h r e e
p o p u l a t i o n - b a s e d  H I V  c o h o r t s  w i t h  v e r b a l  a u t o p s y .  A I D S .  2 0 2 0  J u l  1 5 ; 3 4 ( 9 ) : 1 3 9 7 - 1 4 0 5 .
d o i :  1 0 . 1 0 9 7 / Q A D . 0 0 0 0 0 0 0 0 0 0 0 0 2 5 5 2 .  P M I D :  3 2 5 9 0 4 3 6 .

[ 1 7 ]  C a l v e r t  e t  a l .

[ 1 8 ]  M o u c h e r a u d ,  C . ,  W o r k u ,  A . ,  M o l l a ,  M .  e t  a l .  C o n s e q u e n c e s  o f  m a t e r n a l  m o r t a l i t y  o n
i n f a n t  a n d  c h i l d  s u r v i v a l :  a  2 5 - y e a r  l o n g i t u d i n a l  a n a l y s i s  i n  B u t a j i r a  E t h i o p i a  ( 1 9 8 7 -
2 0 1 1 ) .  R e p r o d  H e a l t h  1 2  ( S u p p l  1 ) ,  S 4  ( 2 0 1 5 ) .  h t t p s : / / d o i . o r g / 1 0 . 1 1 8 6 / 1 7 4 2 - 4 7 5 5 - 1 2 - S 1 - S 4 .

[ 1 9 ]  F i n l a y  J E ,  M o u c h e r a u d  C ,  G o s h e v  S ,  L e v i r a  F ,  M r e m a  S ,  C a n n i n g  D ,  M a s a n j a  H ,
Y a m i n  A E .  T h e  E f f e c t s  o f  M a t e r n a l  M o r t a l i t y  o n  I n f a n t  a n d  C h i l d  S u r v i v a l  i n  R u r a l
T a n z a n i a :  A  C o h o r t  S t u d y .  M a t e r n  C h i l d  H e a l t h  J .  2 0 1 5  N o v ; 1 9 ( 1 1 ) : 2 3 9 3 - 4 0 2 .  d o i :
1 0 . 1 0 0 7 / s 1 0 9 9 5 - 0 1 5 - 1 7 5 8 - 2 .  P M I D :  2 6 1 0 0 1 3 1 .

[ 2 0 ]  E v a n s  C L ,  B a z a n t  E ,  A t u k u n d a  I ,  W i l l i a m s  E ,  N i e r m e y e r  S ,  H i n e r  C ,  Z a h n  R ,
N a m u g e r w a  R ,  M b o n y e  A ,  M o h a n  D .  P e e r - a s s i s t e d  l e a r n i n g  a f t e r  o n s i t e ,  l o w - d o s e ,  h i g h -
f r e q u e n c y  t r a i n i n g  a n d  p r a c t i c e  o n  s i m u l a t o r s  t o  p r e v e n t  a n d  t r e a t  p o s t p a r t u m
h e m o r r h a g e  a n d  n e o n a t a l  a s p h y x i a :  A  p r a g m a t i c  t r i a l  i n  1 2  d i s t r i c t s  i n  U g a n d a .  P L o S
O n e .  2 0 1 8  D e c  1 7 ; 1 3 ( 1 2 ) : e 0 2 0 7 9 0 9 .  d o i :  1 0 . 1 3 7 1 / j o u r n a l . p o n e . 0 2 0 7 9 0 9 .  P M I D :  3 0 5 5 7 3 5 0 ;
P M C I D :  P M C 6 2 9 6 7 4 0 .

[ 2 1 ]  Q u a m  L ,  A c h r e k a r  A ,  C l a y  R .  S a v i n g  M o t h e r s ,  G i v i n g  L i f e :  A  S y s t e m s  A p p r o a c h  t o
R e d u c i n g  M a t e r n a l  a n d  P e r i n a t a l  D e a t h s  i n  U g a n d a  a n d  Z a m b i a .  G l o b  H e a l t h  S c i  P r a c t .
2 0 1 9  M a r  1 3 ; 7 ( S u p p l  1 ) : S 1 - S 5 .  d o i :  1 0 . 9 7 4 5 / G H S P - D - 1 9 - 0 0 0 3 7 .  C o r r e c t e d  a n d  r e p u b l i s h e d
i n :  G l o b  H e a l t h  S c i  P r a c t .  2 0 1 9  M a r  2 9 ; 7 ( 1 ) : 2 0 - 4 0 .  P M I D :  3 0 8 6 7 2 0 6 ;  P M C I D :  P M C 6 5 1 9 6 7 4 .

[ 2 2 ]  C O N F R O N T I N G  I N E Q U A L I T I E S .

[ 2 3 ]  G l o b a l  A I D S  P o l i c y  P a r t n e r s h i p .  P E P F A R  R e a u t h o r i z a t i o n  P r i o r i t i e s .
h t t p s : / / g l o b a l a i d s p o l i c y . o r g / r e s o u r c e - c e n t e r / .  A c c e s s e d  2 3  M a r c h  2 0 2 3 .

[ 2 4 ]  2 0 1 6  d o l l a r s .  J o h n s  B ,  H a n g o m a  P ,  A t u y a m b e  L ,  F a y e  S ,  T u m w i n e  M ,  Z u l u  C ,  L e v i t t
M ,  T e m b o  T ,  H e a l e y  J ,  L i  R ,  M u g a s h a  C ,  S e r b a n e s c u  F ,  C o n l o n  C M .  T h e  C o s t s  a n d  C o s t -
E f f e c t i v e n e s s  o f  a  D i s t r i c t - S t r e n g t h e n i n g  S t r a t e g y  t o  M i t i g a t e  t h e  3  D e l a y s  t o  Q u a l i t y
M a t e r n a l  H e a l t h  C a r e :  R e s u l t s  F r o m  U g a n d a  a n d  Z a m b i a .  G l o b  H e a l t h  S c i  P r a c t .  2 0 1 9
M a r  1 3 ; 7 ( S u p p l  1 ) : S 1 0 4 - S 1 2 2 .  d o i :  1 0 . 9 7 4 5 / G H S P - D - 1 8 - 0 0 4 2 9 .  P M I D :  3 0 8 6 7 2 1 2 ;  P M C I D :
P M C 6 5 1 9 6 6 8 .

[ 2 5 ]  T a g a r  E  e t  a l .  

[ 2 6 ]  D e r i v e d  f r o m  J o h n s  e t  a l .  a n d  i n f l a t e d  t o  2 0 2 2  U S  d o l l a r s .

https://data.worldbank.org/indicator/SH.STA.MMRT?locations=ZG
https://globalaidspolicy.org/resource-center/


[ 2 7 ]  D e r i v e d  f r o m  J o h n s  e t  a l .  a n d  a p p l i e d  t o  n u m b e r  o f  a n n u a l  b i r t h s  i n  e a c h  c o u n t r y .
J o h n s  e t  a l .  a l s o  e s t i m a t e  c o s t s  p e r  d i s t r i c t  ( i n  a d d i t i o n  t o  c o s t s  p e r  f a c i l i t y  b a s e d
d e l i v e r y )  t o  i m p l e m e n t  S a v i n g  M o t h e r s ,  G i v i n g  L i f e .  D i f f e r e n c e s  i n  i n t e r -  a n d  i n t r a -
c o u n t r y  d i s t r i c t  s i z e s  a n d  f e r t i l i t y  r a t e s  m a k e  i t  c h a l l e n g i n g  t o  u s e  t h e  d i s t r i c t  a s  a
u n i t  o f  s c a l e  f o r  t h e  i n t e r v e n t i o n .  I n s t e a d ,  t h e  m e t h o d  u s e d  h e r e  a s s u m e s  c o n s t a n t
c o s t s  a c r o s s  t h e  c o u n t r y ,  a d j u s t e d  t o  2 0 2 2  d o l l a r s ,  a n d  c a l c u l a t e s  r e s o u r c e s  r e q u i r e d
t o  m e e t  a  p e r c e n t a g e  o f  a l l  b i r t h s .  I n f l a t i o n  f r o m  2 0 1 6  t o  2 0 2 2  c o s t s  p e r f o r m e d  u s i n g
G D P  d e f l a t o r s  a n d  a d j u s t i n g  f o r  l o c a l  c u r r e n c y  d e v a l u a t i o n  a g a i n s t  t h e  U S  d o l l a r .

[ 2 8 ]  L o o k  t o  t h e  f u t u r e .  T h e  E c o n o m i s t .  1 7  A u g  2 0 0 6 .


