Partners In Health, Proposal to The Clear Fund, July 2007
I.
List of Programs

Partners In Health was founded in 1987 by Dr. Paul Farmer with the mission of providing a preferential option for the poor in health care. We believe that healthcare in resource-poor settings should not exist in vertical, stand-alone programs; instead we use a comprehensive approach that includes both primary care and care of chronic diseases such as HIV and TB. To achieve a sustainable impact, we work directly within the public health sector to build infrastructure and the local workforce.  Knowing that disease and ill health in poor countries are driven by poverty, PIH also conducts works with communities to address agriculture, housing, water, job training and education needs. We work in Haiti, Peru, Russia, Rwanda, Lesotho, and Malawi, and we support community-based organizations in Guatemala and Mexico.
Haiti: In our longest running program, we offer HIV, TB, and a full array of basic health care services through nine clinical sites across Central Haiti (8 of which are Ministry of Health clinics), serving a catchment area of 500,000 people. In 2006, we recorded 1.8 million patient visits, in addition to managing programs that focus on children’s education, adult literacy, nutrition, agriculture, clean water and housing.  We have nearly 2,700 HIV patients currently enrolled on antiretroviral therapy (ART).
Rwanda (Featured Program): Launched in 2005, our Rwanda program represents the first adaptation of our Haiti model of care to Africa. In addition to similar social and economic programs, PIH provides HIV, TB, and primary care services to a catchment area of 400,000 people through four public health centers and two district hospitals in Eastern Rwanda.  We have close to 2,300 HIV patients on ART.
Lesotho: Started in 2006, our Lesotho program provides HIV and TB treatment for over 1,250 patients, as well as general health care and training for nurses and health workers, in three rural mountain clinics. As in our other sites, we have a prevention of mother-to-child transmission of HIV (PMTCT) program and a partnership with World Food Program to provide food patients and malnourished children.
Malawi: In January 2007, PIH began a our Malawi program in the village of Neno. Construction of a new hospital and community health worker training are currently underway.  Even during construction, our medical staff see more than 100 patients a day and we already have 129 HIV patients enrolled on ART.  
Peru: PIH began our pioneering work to treat multidrug-resistant tuberculosis (MDR-TB) in the slums of Lima, Peru in 1996, at a time when world health authorities cautioned against attempting to treat MDR-TB in poor countries.  Today, we have scaled up our successful MDR-TB nationally within the public health system and work in direct partnership with the Ministry of Health in Peru as they assume the clinical care and management of patients.  Our Peruvian staff, expert in not only MDR-TB but also extremely drug-resistant TB, provide training and technical assistance globally. 
Russia: PIH expanded its MDR-TB focus from Peru to Russia, working there since 1998 to provide MDR-TB treatment within civilian and prison populations in Siberia.  As in Peru, we have worked to institutionalize MDR-TB within the public health system, training doctors from across the country.
United States: PIH provides health promotion services to HIV patients who are failing treatment for a variety of reasons, from substance abuse to mental illness.  We empower these patients to better adhere to treatment, improving their health and saving tens of thousands of dollars in unnecessary hospitalizations.
Supported Projects:  In Mexico, PIH supports the Team for the Support of Community Health and Education (EAPSEC) to improve access to health care for the indigenous poor in Chiapas. In Guatemala, PIH works with the Technical Team for Education in Community Health (ETESC), to assist survivors of the Guatemalan Civil War with exhumations of mass graves and legal support.
II.
Program activities and budget for featured program (Rwanda)
A.
Program Description

Since 2005, Partners In Health has worked with our sister organization, Inshuti Mu Bizuma (“Partners In Health” in Kinyarwanda) to address the needs of men, women, and children in Rwanda who struggle to overcome the twin epidemics of poverty and disease. Because our definition of health incorporates adequate housing, education, potable water, and good nutrition, our Rwanda project has two parts: medical care and social services. 
Medical Care:  Inshuti Mu Bizuma (IMB) works in eastern Rwanda, a very underserved rural area with some of the country’s worst health indicators.  IMB serves a catchment area of 400,000 people through four health clinics and two district hospitals across six sites: Kirehe, Mulindi, Nyarubuye, Rukira, Rusumo, and Rwinkwavu. In 2006, IMB recorded nearly 100,000 patient visits to our six clinical sites, and hundreds of thousands more patient encounters at the community level through daily home visits by accompagnateurs and mobile health clinics.  
 HIV and TB Treatment and Community Care: As is true in much of sub-Saharan Africa, HIV, TB, and malaria are common threats to families living in the rural areas in Rwanda where PIH works. To manage these devastating diseases, IMB’s clinical sites include primary care services, voluntary counseling and testing (VCT) for HIV, ART and TB treatment. In addition to clinical services, IMB’s model of care is based on teams of community healthcare workers, called accompagnateurs, who make daily home visits to all HIV and TB patients in order to facilitate effective treatment of malaria, TB, HIV, and other illnesses. Over 800 accompagnateurs visited more than 3,000 homes last year, resulting in an incredibly high treatment adherence rate and assuring our clinical impact among patients.
Obstetrical and Pediatric Care: In a country where over half of the population lives under one dollar a day, childbirth can be dangerous. In Rwanda, many women are forced to give birth in their homes without access to a proper health facility, and 203 out of 1,000 infants don’t survive their first year of life. IMB responds to this crisis by bolstering pre- and post-natal care, with improved delivery and maternity services, PMTCT programs at all sites, and emergency obstetric capacity at the Rwinkwavu District Hospital. In addition, we have a full pediatric program in Rwinkwavu, including inpatient facilities, and throughout all our sites we treat common child ailments, malnutrition, and even HIV (we have nearly 200 children enrolled on ART).  We also conduct social support programs for HIV-positive children and bednet education sessions for malaria prevention. 
Training: Initial and ongoing training of IMB staff has been a major emphasis at all of the Rwandan sites, with continual refinement of training and materials.  On a monthly basis we conduct over 20 different types of training to internal and external audiences, reaching over 1,000 participants a month, including a full range of staff from doctors to community health workers.
Social Services: To help ensure that our medical care is effective, IMB tackles the root causes of disease and poverty through our Program on Social and Economic Rights (POSER). In seeking to increase access to healthcare, it is important to evaluate the conditions in which our patients live. If our patients are hungry, then our medicine and treatment services are ineffective. And if our patients do not have access to education or employment, than the cycle of poverty which prevents them from leading a productive life will continue, and our clinical services will be futile. Our POSER program therefore incorporates nutrition, education, housing, and micro-enterprise development initiatives. 
Nutrition: One of the resounding themes that PIH has recognized in its treatment and care of HIV patients in rural communities is that medical treatment is ineffective if there is a lack of food. To overcome this obstacle, IMB provides patients on TB treatment or ART monthly packages of locally purchased food (maize, beans, oil, sosoma, and sugar), suitable for a family of five, for a duration of ten months. We partner with the World Food Program, which provides the food.
Education: To improve access to education in the areas where IMB works, we support over 2,000 students by assisting with school fees, supplies, or uniforms. Our support for HIV-affected children at the primary school level grew directly out of our HIV prevention and outreach activities, and thus IMB has initiated school-wide prevention education and voluntary counseling and testing for HIV at several primary schools in the Rwinkwavu catchment area. 
Housing: Substandard housing exacerbates the health of HIV patients and increases their vulnerability to AIDS-related infections. In our housing program, IMB contributes through housing construction, renovation, and the provision of materials, providing safe housing for over 50 patients and their families in 2006.  
Micro enterprise Development: Recognizing the need to provide income opportunities for the local population as well as the need to strengthen the health care infrastructure in rural areas, IMB seeks to train and employ patients and members of the community as much as possible. Working with community based organizations for people living with HIV, in 2006 we provided 36 families with training and small loans for income generating activities. In addition, IMB began a construction workshop in 2006 on the Rwinkwavu Hospital grounds, to train patients and members of the community to build basic furniture needed in our clinics. Beyond our construction initiative, we are also currently training, providing supplies, and employing farmers to grow crops that we use in our nutrition program.  
B.
Program Budget

The success of PIH, especially in our Haiti and Rwanda projects, has attracted significant levels of funding from major donors. In 2006, funds from UNICEF and The Clinton Foundation together made up almost $4 million of IMB’s $5.3 million budget in Rwanda. We view the support we receive from these donors as a welcome endorsement our  rural HIV care model. However, PIH does not turn patients away because they have some ailment other than what institutional donors would like to fund; moreover, we also rely on private donors for the funding for many of our community-level poverty alleviation programs. A grant from The Clear Fund would be critical in allowing us to provide the complete range of services that we believe is essential for our patients in Rwanda.  In 2007, our budget for Rwanda is approximately $7.4 million, with $2.1 million coming from PIH private donors and grants. Our major costs are highlighted below, and a detailed budget is attached.

FY 2008 (July 2007 – June 2008) General Operating Budget, Rwanda

	Infrastructure: Includes Office, Lab, Hospital Equipment, Information Technology; Vehicles; Training Center Infrastructure
	$1,555,231 

	Personnel: PIH Rwanda/Boston staff and IMB staff
	$2,981,615 

	Training: Includes operating and training expenses
	$162,510 

	Operating Expenses: Includes site maintenance, automobile, administrative, equipment maintenance, and travel costs
	$672,700 

	Medication and Lab Supplies: Includes medications, supplies, x-ray consumables, cardiology program, ARVs
	$501,970 

	HIV Program: HIV Prevention and Program Activities
	$505,500 

	Program on Social and Economic Rights (POSER)
	$916,900 

	Research: Expenses associated with research to prove the efficacy of our model of care
	                                 $58,622

	
	$7,439,192 


III.
Monitoring and Evaluation for featured program
As our primary program monitoring tool, PIH has pioneered an innovative, web-based electronic
medical records (EMR) system for use in developing countries.  We use the PIH EMR in Rwanda to track all HIV and TB patients; additional evaluation input is provided by the accompagnateurs.  During a patient’s initial visit to one of our clinics, a detailed baseline chart is recorded into the EMR system, including a complete medical history, family background, and social and economic indicators. For HIV-infected patients, the EMR system also records all clinical data, including CD4 count, body mass index, weight and height levels of malnutrition, as well as whether or not the patient is receiving social assistance.  The EMR system keeps track of the overall number of patients, as well as diagnoses, treatment plans, and scheduling.  Each day, a report is printed showing the names of all patients who have appointments, and of all scheduled accompagnateur visits.  These reports ensure that patients are, indeed, receiving services: if a patient does not arrive for his/her appointment, than an accompagnateur will visit them at home, leaving little room for default on treatment or services.  To supplement the daily patient reports generated through the EMR system, a daily report is generated by an IMB employee, which summarizes the number of patients treated, the operating status for all medical equipment, and the stock of pharmacies across all six sites. 
Accompagnateurs play a crucial role in assessing and monitoring the social needs of HIV and TB patients. These assessments are done upon initial diagnosis of a patient, followed by daily visits to all HIV and TB patients. PIH social workers fill out Social Assistance Forms for each patient and develop individualized support plans based on patient needs. These forms track assistance given and subsequent improvements made to the patient’s physical or economic well-being. We are expanding the role of accompagnateurs to include important assessments and care of malaria, maternal health, and general health education.
More broadly, IMB tracks several indicators that reflect patient volume and how well we are meeting the burden of disease in our catchment area. The number of patients visiting our clinical sites as well as extra-clinic encounters, the number of diagnosed cases of HIV, TB and malaria, and the number of people enrolled on ART and TB treatment  reflect IMB’s efforts to systematically prevent and treat HIV, TB, and malaria in each of our sites. We evaluate the clinical outcomes of all of our patients, the vertical transmission rates of HIV from our PMTCT program, and HIV and TB treatment adherence rates, which are evident from daily accompagnateur visits, to gauge the impact of our clinical services. 
In addition to these indicators, PIH is initiating our first operational research programs this year, comparing IMB with an HIV program operated in a different part of the country. In this study, 300 patients from each program will be observed and compared in assessing the impact of IMB’s comprehensive services, including food and community health worker support, which are not often included in traditional HIV programming.  

“African Rural Healthcare: An Evaluation of Southern Kayonza, Rwanda Project,” was developed through a partnership among Partners In Health, Rwandan Ministry of Health, and the Clinton Foundation, and evaluates the efficacy and cost-effectiveness of PIH’s rural healthcare model established in the Southern Kayonza district of Rwanda.  We enclose this document with our application.

IV.
Optional: other support for featured program

PIH’s community-based model of care helps people in Africa to avoid death and extreme debilitation precisely because we provide comprehensive services in underserved communities where other organizations do not work. Throughout Africa, the majority of health services are focused in urban settings, despite the fact that 80% of the population resides in rural areas. Our focus on working in extremely rural settings is a large part of our guiding philosophy: our sites in Rwanda, as in all of our programs, are in remote areas where a previous lack of access to healthcare has contributed to unnecessary deaths due to a high prevalence of HIV/AIDS, TB, malaria, and other treatable illnesses. 
PIH is unique because we have developed and refined a model of care that attacks not only the diseases that bring people to our clinics but the underlying deprivation of which the diseases are a symptom. A cornerstone of this model of care is the role that accompagnateurs play in the care of our patients, ensuring that we deliver the best standard of care while at the same time meeting a well-known shortage of healthcare personnel in resource-poor areas. In addition to our clinical services, we tackle the social and economic injustices that undermine our definition of good health. Whether we are assisting with fees to send thousands of children to school, or we are creating employment for farmers and construction workers to support the very programs that feed and house our patients, it is our holistic approach to health care in rural settings that sets us apart from any other organization. 
The influence of PIH on the delivery of health care beyond our programs is growing, and is indicative of the meaningful, sustained impact we have had in our own projects.  For instance, our HIV Equity Initiative in Haiti has become a model recognized for its effectiveness in treating even the poorest HIV patients, and was one of the first pilot programs in the world back in 1998 to provide free comprehensive HIV treatment (including the provision of ART) and prevention services to the destitute sick.  PIH provides training and technical assistance to numerous NGOs who are interested in learning our methods for integrated HIV and primary care.

In 2005, our longstanding presence in Haiti attracted the Rwandan government and the Clinton Foundation, who invited us to reproduce our model in two districts in Eastern Rwanda, with the goal of establishing a rural model of care and community development that could be further replicated nationwide. Today, our six clinical sites are serving almost half a million people, and we are working with the Rwandan government to scale up our rural health care model nationally to all districts in the country.  This is an ambitious undertaking that has the support at the highest levels of the Rwandan government.  The national scale-up will be funded initially by an infusion of donor resources but will over the long-term be funded by the Rwandan government.  The costing analysis that PIH and the Clinton Foundation conducted of IMB’s work was crucial to this initiative, as it demonstrated that the rural health care model we have developed could be funded by the Rwandan Government at a cost within their stated pledge to spend 7% GDP on health care.  We hope that this scale-up initiative will be nothing less than a transformation of the Rwandan health care system that will serve as a model to other African nations.

V.
Confidentiality
As it has not been issued publicly, we respectfully request that the attachment submitted, entitled “African Rural Healthcare: An Evaluation of Southern Kayonza, Rwanda Project,” developed by Partners In Health, Rwandan Ministry of Health, and the Clinton Foundation, be kept confidential.
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