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Background. Despite the availability of rapid diagnostic tests and inexpensive treatment for pregnant women, maternal-child
syphilis transmission remains a leading cause of perinatal morbidity and mortality in developing countries. In Haiti, more than
3000 babies are born with congenital syphilis annually. Methods and Findings. From 2007 to 2011, we used a sequential time
series, multi-intervention study design in fourteen clinics throughout Haiti to improve syphilis testing and treatment in pregnancy.
The two primary interventions were the introduction of a rapid point-of-care syphilis test and systems strengthening based on
quality improvement (QI) methods. Syphilis testing increased from 91.5% prediagnostic test to 95.9% after (𝑃 < 0.001) and further
increased to 96.8% (𝑃 < 0.001) after the QI intervention. Despite high rates of testing across all time periods, syphilis treatment
lagged behind and only increased from 70.3% to 74.7% after the introduction of rapid tests (𝑃 = 0.27), but it improved significantly
from 70.2% to 84.3% (𝑃 < 0.001) after the systems strengthening QI intervention. Conclusion. Both point-of-care diagnostic
testing and health systems-based quality improvement interventions can improve the delivery of specific evidence-based healthcare
interventions to prevent congenital syphilis at scale in Haiti. Improved treatment rates for syphilis were seen only after the use of
systems-based quality improvement approaches.

1. Introduction

Congenitally acquired syphilis remains a leading cause of
perinatal morbidity and mortality in developing countries
with an estimated 1.5 million annually affected pregnancies
worldwide [1]. In Haiti, studies document that more than
3,000 babies are born with congenital syphilis each year [2].
More than half of these result in still-births or perinatal death
[3, 4].

Syphilis is easily detected during antenatal care using
rapid test technology for point-of-care diagnosis [5, 6]. Same
day treatment can be provided with a single shot of penicillin

preventing more than 90% of congenital transmission [3].
Point-of-care diagnosis and same-day treatment can prevent
high rates of lost to follow up that occur when treatment
is provided at a second visit. Studies in Haiti and Sub-
Saharan Africa demonstrate that when treatment is provided
at a second visit, nearly fifty percent of women who test
positive for syphilis never receive treatment [7]. Point-of-
care diagnosis and same-day treatment are inexpensive, and
financial analyses in Haiti and elsewhere have demonstrated
their cost-effectiveness [8, 9]. Remarkably, same-day care has
been known for more than 25 years, yet reliable national
implementation of this practice remains elusive.
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Recognizing the cost-effectiveness of point-of-care diag-
nosis and same-day treatment of syphilis in pregnant women,
the Haitian Ministry of Health has established a national
goal of eliminating congenital syphilis by 2015 [2]. Here, we
report on the introduction of rapid test technology and health
systems improvement intervention at national scale in Haiti
to improve syphilis care and treatment for pregnant women.
Their sequential implementation allowed us to measure their
independent effects on syphilis case detection and treatment.

2. Methods

2.1. Ethics Statement. Approval for this study was obtained
from the ethics review boards of both the GHESKIO Centres
and Weill Cornell Medical College.

2.2. Study Sites. Fourteen geographically distributed clinics
throughout Haiti were selected for participation in this study.
We selected larger clinics that were supported by the US
Government’s PEFPAR program to provide PMTCT services
for pregnant women and that were supervised by staff from
theGHEKSIOCentres, aHaitian nongovernmental organiza-
tion based in Port-au-Prince. We describe the facility-based
characteristics of these sites including public versus private,
rural versus urban, and geographic location.

2.3. Study Design. Rapid syphilis testing technology and a
systems-based improvement intervention were introduced
sequentially to these fourteen PEPFAR-supported clinics over
51 months from 2007 to 2011. In the first phase of the
study, a syphilis point-of-care test (Standard Diagnostics
BIOLINE, Syphilis 3.0) was introduced to all clinical study
sites between January 2008 and April 2009. This was part
of a national program to incorporate point-of-care syphilis
testing at all PEPFAR sites in the country that were testing
pregnant women for HIV. In the second phase, a systems-
improvement intervention was introduced to all 14 study
sites simultaneously in October 2010. A time series analysis
was utilized to understand the effects of these interventions
occurring sequentially over the study period.

2.4. Interventions: Point of Care Tests with Traditional Edu-
cational Program. In 2008, the Haitian Ministry of Health
introduced routine prenatal syphilis screening using a rapid
syphilis test as part of a national plan to eliminate congenital
syphilis. Clinic staff attended a two-day lecture-based train-
ing on the epidemiology of syphilis, modes of transmission,
clinical manifestations, diagnosis, treatment, and prevention
of congenital syphilis. Laboratory technicians also attended
an additional one-day workshop to learn how to perform
the rapid point of care test. SD BIOLINE is a whole blood,
immunochromatographic assay for the qualitative detection
of antibodies of all isotypes against Treponema pallidum (SD
Bioline Syphilis 3.0, Kyonggi-Do, republic of Korea). No
additional equipment is required and all reagents can be
stored at room temperature. Test results were available within
30minutes at the point of care. Quality assurance of the rapid

test was done according to the manufacturer’s recommenda-
tions. Each rapid test includes a control test “band” to indicate
the appearance of a negative test. In addition, GHESKIO
runs known positive and known negative serums to assure
rapid test validity periodically. Studies from Haiti and other
countries show that the test is highly sensitive and specific
for the diagnosis of syphilis in pregnant women [10, 11]. In
our experience in Haiti, a positive rapid test is also positive
by RPR and confirmatory TPHA more than 95% of the time,
suggesting that the rapid test is diagnosing active infection in
more than 95% of cases.

2.5. Systems-Based Quality Improvement. Prior systems
strengthening efforts to improve coverage of syphilis care
and treatment have focused on laboratory support, supply
chain improvements, workforce training, and monitoring
and evaluation [12]. In 2010, GHESKIO used a systems-
based quality improvement (QI) approach to strengthen
prenatal syphilis screening and treatment. The effectiveness
of the QI approach to strengthen care delivery systems for
tuberculosis, HIV, maternal and child health, and PMTCT
has been documented in other resource-poor countries
[13–16]. The QI approach used a conceptual framework
called the “model for improvement” based on the original
work of statistician Deming [17, 18]. The approach uses local
facility-based systems improvement teams, composed of
facility staff, to select the best evidence-based healthcare
interventions, to conduct local gap and root-cause analyses
(fishbone Ishikawa diagrams) to diagnose systems failures,
and to use the plan-do-study-act (PDSA) rapid cycle change
approach to improve failing systems [17].

The QI approach addressed implementation failures at
each clinic using three techniques taught to clinic staff during
two workshops.

(1) Forming Multidisciplinary, Facility-Based Systems-
Improvement Teams. These teams, established at the
beginning of the intervention period, were composed
of the facility manager, at least one nurse, the data
clerk, and other interested facilitymembers. Each par-
ticipating site formed a systems-improvement team
and the size of these teams varied based on the size
of the clinic and availability of staff. All teams estab-
lished clear, facility-based improvement goals in each
clinical area, used root-cause analysis to understand
system barriers and process mapping to understand
patient flow and bottlenecks in clinical pathways.
They were asked to meet on a twice-monthly basis to
oversee the QI activities.

(2) Conducting Local Process Indicator Analysis. QI
experts from GHESKIO (2 of them) assisted the
facility-based teams to use their own local register
data to conduct facility-specific data analysis using
Pareto and basic run-chart analysis [19]. Such Pareto
and run-chart analyses allowed facility teams to visu-
ally depict service delivery gaps that were present in
their day-to-day work. This analysis was completed
on a monthly basis for all clinics.
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Table 1: Number and percent of pregnant women tested for syphilis.

Pregnant women Tested for syphilis Percent tested for syphilis
Prerapid test (24 months) 34776 31810 91.5
Postrapid test initiation (9 months) 16025 15373 95.9∗

Prequality improvement (9 months) 14137 13542 95.8
Postquality improvement initiation (9 months) 16435 15916 96.8∗
∗denotes significant increase compared to prerapid test rates with 𝑃 < 0.001.

(3) Using the Model for Improvement Systems Change
Strategy. Facility-based QI teams used a problem-
solving strategy based on the conceptual framework
offered by the model for improvement to implement
solutions to local barriers [17]. Job aids, distribution
of guidelines and new protocols, training materials,
changes to clinic flow, and other specific systems
improvement tools were employed to solve specific
systems failures or to reinforce the reliable perfor-
mance of a desired clinic behavior. The tool or tech-
nique which would be successful for each individual
clinic was not predicted at the outset. Each PDSA
cycle culminated in a decision about whether to
adopt, adapt, or abandon a specific systems change
based on whether it had produced an improved
service. Each clinic was encouraged to complete one
PDSA cycle each month during the intervention
period.

We documented the primary service delivery failures
and the corresponding specific solutions that were tested
and implemented by these facility-based teams. These data
were gathered during the two QI training sessions through
two techniques: focus group interviewing and presentations
by each facility involved with the initiative on key systems
barriers, solutions tested, and results obtained.

In all cases, partner notification was done by sending an
invitation card through the patient/pregnant woman. Data
on uptake of this intervention were not tracked as part of
this study; however, GHESKIO and its partners made every
effort to urge pregnant women to communicate their status to
their partners and would link them to testing and treatment
as soon as they presented for care.

2.6. Study Endpoints. The study focused on two clinical
measures: the proportion of all pregnant women tested for
syphilis and receiving their results, and the proportion of
those women testing positive who were subsequently treated
for syphilis during the antenatal period.

2.7. Data Collection and Analysis. Data were obtained from
the web-based MESI.HT health information system of the
Haitian Ministry of Health. Data were analyzed over a 51-
month time period, divided into four phases: prerapid test
(March 2007–March 2009), postrapid test initiation (April
2009–December 2009), prequality improvement (January
2010–September 2010), and postquality improvement initia-
tion (October 2010–June 2011).We also examined the effect of
the January 2010 earthquake on testing and treatment rates.

Logistic regression was used to compare testing and treat-
ment rates in all four study periods. Differences in the testing
and treatment rates between periods were further examined
using simultaneous tests for general linear hypotheses. 𝑃
values were controlled for multiple comparisons using the
Bonferroni method. Differences in clinic specific testing and
treatment rates in the four study periods were also examined
for all clinics in aggregate, for each individual clinic, and
for subgroups of clinics (public, private, urban and rural).
This analysis allowed us to see whether each intervention
was associated with a significant increase or decrease in
the outcome variables across all participating clinics in each
individual clinic and in each type of clinic. For clinics where
rates were close to 100%, Fisher’s exact test was used to
compare rates.

Using population estimates from the Ministry of Health,
rates of congenital syphilis, and the results of the logistic
regression, we estimated the effects of these interventions if
they were scaled up country wide. Our estimation is based
on a previously described model by Schackman et al. [9]
using the following assumptions: 320,000 pregnancies in
Haiti annually, a 4% syphilis positivity rate country wide,
and a 43.8% serious birth complication (stillbirth or neonatal
death) rate for untreatedmothers and a 1.1% complication rate
for treated mothers [3].

3. Results

Fourteen clinical sites participated in the study. Twelve sites
were characterized as hospitals (bed size ranged between
10 and 150) and two as clinics. The sites were evenly split
between publicly managed (𝑛 = 7) and privately operated by
nongovernmental organizations (NGOs). Eleven (78%) were
situated in urban settings and three (22%) were located in
rural settings. The average population in the catchment area
for the urban health facilities was 410,000 individuals (range
= 80,000–1.6 million). Average catchment areas for the rural
facilities was 55,000 (range = 32,000–79,000). All facilities
received the rapid syphilis test, and all facilities received the
two systems-based QI workshops. Under the systems-based
QI intervention, all facilities composed a multidisciplinary
team and all conducted at least one PDSA cycle during the
study period.

3.1. Syphilis Testing. During the baseline period, the overall
syphilis testing rate was 91.5% (Table 1). During the nine
months after the introduction of the rapid syphilis test,
the syphilis testing rate increased to 95.9% (𝑃 < 0.001).
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Figure 1: Change in syphilis treatment rate after the rapid syphilis test (a) and the introduction of quality improvement. (b) Each bar represents
one of the fourteen participating clinics and the direction represents the change in treatment rate compared with the preintervention period
(0.5 = 50%). the width of the bar represents the number of pregnant women that the clinic saw during the study period. The dotted line
represents the mean change across all sites.

Table 2: Number and percent of pregnant women treated for syphilis.

Syphilis positive pregnant women Treated for syphilis Percent treated for syphilis
Prerapid test (24 months) 1397 982 70.3
Postrapid test initiation (9 months) 652 487 74.7
Prequality improvement (9 months) 543 381 70.2
Postquality improvement initiation (9 months) 630 531 84.3∗
∗denotes significant increase compared to prerapid test rates with 𝑃 < 0.001.

After the January 2010 earthquake, the testing rate remained
similarly at 95.8%. After the QI intervention, further small
yet significant increase in testing rate to 96.8% was observed
(𝑃 < 0.001).

Despite the overall improvement in testing rates following
the interventions, substantial variation in subgroups of clinics
was observed. After the introduction of the rapid test, syphilis
testing rates in public clinics increased from 87.0% to 96.1%
(𝑃 < 0.001) whereas private clinics decreased from 98.1%
to 95.8% (𝑃 < 0.001). After the QI intervention, public
clinics improved significantly (93.2% to 95.5%, 𝑃 < 0.001)
while private clinics were not significantly different (99.4% to
99.2%).

3.2. Syphilis Treatment. During the baseline period, the
overall syphilis treatment rate was 70.3% (Table 2). During
the nine months after the introduction of the rapid syphilis
tests, the syphilis treatment rate increased to 74.7% which

was not statistically significant improvement compared to the
baseline after adjusting for multiple comparisons (𝑃 = 0.28).
After the 2010 earthquake, the treatment rate returned to
70.2%. Statistically significant improvement in treatment rate
was seen after QI to 84.3% compared to each of the previous
study periods (𝑃 < 0.001) Figure 1.

After the rapid test was introduced, treatment rates
improved in public clinics (64.4% to 75.3%, 𝑃 = 0.002) but
not in private clinics. After the QI intervention, all clinics had
improved treatment rates with the greatest gains in private
clinics (private: 68.5% to 93.6%, 𝑃 < 0.001; public: 71.6% to
78.1%, 𝑃 = 0.36).

3.3. Systems Barriers to Same-Day Testing and Treat-
ment. During the quality improvement intervention, clinics
described their key systembarriers and the solutions that they
used to overcome them. A summary of the systems barriers
and solutions is detailed in Table 3.
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Table 3: Health system areas addressed by the intervention, problems, and solutions.

(1) Stock management of syphilis tests and penicillin
Problems Solutions

(i) Frequent outages of lab tests and penicillin
(ii) No communication within health facility between clinic staff
using tests/drugs and stock room/pharmacy
(iii) Multiple approvals and administrative layers for facility to
reorder rapid syphilis tests and penicillin from national supplier
(iv) Requisitions from facility to national supplier often late
(v) National supplier often has stock outages of penicillin

(i) Clinic inventory and communication between clinic staff and
pharmacy
(ii) Earlier requisition by facility of larger stocks from national
supplier
(iii) Creation of a reserve stock of penicillin
(iv) Emergency budget for local procurement of penicillin
(v) National supplier of medications includes penicillin as essential
drug

(2) Task shifting among health facility staff as syphilis testing moves from laboratory to the point-of-care
Problems Solutions

(i) Clinical staff reports insufficient time to perform rapid syphilis
tests on every pregnant woman
(ii) Laboratory staff reluctant to give up work and fear job loss
(iii) Injectable benzathine penicillin located in pharmacy and
given by pharmacists only and not in clinic
(iv) Job descriptions do not match new responsibilities

(i) Staff becomes more “polyvalent” and performs multiple tasks
(ii) Staff backs each other up in case one becomes busy
(iii) Laboratory staff comes to clinic to draw blood and perform
test on site
(iv) HIV counselors taught to draw blood
(v) Retraining and continuing education
(vi) Team building with goal of preventing newborn death

(3) Patient flow through the health facility
Problems Solutions

(i) Multistep process between pregnant woman’s arrival to clinic,
testing for syphilis, and penicillin injection. “The clinic process
resembles an obstacle course for pregnant woman”
(ii) Bottlenecks (waiting for clinic chart; waiting for test results;
etc.)
(iii) Long lines and waits between each step
(iv) Frustrated pregnant women leave clinic between steps

(i) Simplify flow and decrease number of steps
(ii) Give priority to pregnant women at key points of care
(phlebotomy, pharmacy)
(iii) “Mobile laboratory staff” within facility to perform lab test in
clinic rooms
(iv) Group counseling, education, and phlebotomy of all pregnant
women in clinic waiting areas
(v) Decentralize prenatal care and syphilis screening to satellite
facilities to decrease patient volume at large clinics

(4) Data collection and evaluation
Problems Solutions
(i) Clinic data flows up to administration, ministry, and PEPFAR
but is not available in real time for clinic staff
(ii) No locally available indicators on percent of pregnant women
tested for syphilis and percent of syphilis positive women treated
(iii) Need immediate feedback to reward and motivate staff
(iv) Need to correct problems in real time and not wait for a report
from a central authority

(i) Use local registers to track a few key indicators
(ii) Local “improvement teams” meet regularly to review and
report indicators to all staff
(iii) Data entry programs redesigned to generate local reports in
real time

(5) Patient and community participation
Problems Solutions

(i) Women do not know about the dangers of congenital syphilis
and importance of screening during pregnancy
(ii) Women afraid of injection needle and refuse penicillin
(iii) Community needs to hold health facility accountable for
syphilis screening

(i) “Bottom up accountability,” by informing women in the
community about dangers of congenital syphilis and that they
have a right to free prenatal syphilis screening
(ii) Community health workers encourage pregnant women to
seek prenatal care and screening
(iii) Include community members in discussions of how best to
provide prenatal care and syphilis screening

3.4. Adverse Events Averted. Given the geographic spread of
this project and the size of the involved clinics, we estimated
that if the two interventions were scaled up country wide,
this would result in 16,612 additional pregnant women being
screened for syphilis, an additional 2,008 pregnant women
treated for syphilis, and 567 fewer babies stillborn or born
with serious complications of congenital syphilis every year.

4. Discussion

Both technology- and health systems-based interventions
improve the delivery of prenatal services to prevent con-
genital syphilis in Haiti. Technology-based solutions in the
absence of systems-improvement interventions will have
minimal impact on clinical outcomes. In the case of syphilis
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in Haiti, the availability of a rapid test improved diagnostic
testing rates, but it did not significantly affect rates of
treatment. The Haitian earthquake in January 2010 did not
have significant effects on syphilis testing rates but did cause
small but significant declines in syphilis treatment which
were overcome during the QI intervention.

Rapid syphilis testing and treatment required a combina-
tion of point-of-care testing and systems-based interventions
to improve the clinic organization, human resources, supply
chain, and other management structures to ensure concur-
rent improvements to treatment delivery. In a randomized
trial from SouthAfrica, point-of-care syphilis testing reduced
testing delays; however, there was no significant difference in
overall treatment rates [20]. Similar results were found with a
point-of-care CD4 test where rapid results had limited impact
on HIV treatment initiation [21].

Our results should inform global efforts to eliminate con-
genital syphilis [22]. Some 10% of women in resource-limited
settings are infected with syphilis and over 490,000 babies are
born annually with syphilis in Sub-SaharanAfrica [23, 24]. In
some countries, syphilis is the largest cause of stillbirths and
an important cause of premature infant death [25]. Despite
availability of rapid tests, prenatal syphilis treatment rates
remain below 40% [26]. Our data suggest combining rapid
test technology and health systems improvement could lead
to large scale implementation success.

Our result are consistent with a growing body of evidence
suggesting that quality improvement systems strengthening
interventions can successfully increase access to HIV, tuber-
culosis, and maternal and child health care in resource-
limited settings [14, 27–30]. We are now using the QI
approach to strengthen HIV and TB integration in Haiti.

These results suggest an important lesson for those
introducing new health care technologies in resource-limited
settings. When new technologies are introduced, the health
system must be adjusted to take advantage of what the
new technology offers. This adjustment does not happen
automatically without deliberating attention to health system
change. In fact, as new therapeutic, diagnostic and preven-
tative technologies are introduced, the gap between what is
possible and the actual performance of health systems may
grow wider. This “technology to systems gap” means that
clinically important discoveries are often held hostage to the
inability of our health systems to deliver them. We need
parallel investments in systems transformation to ensure that
all patients can reap the benefits of clinically meaningful new
technologies.

Our data suggest that the introduction of the rapid
test technology had its biggest impact in public clinics.
We postulate that breakdowns in lab equipment prior to
the intervention made rapid-test technology (which require
minimal equipment) very advantageous. All clinics, both
public and private, benefitted from the quality improvement
intervention.

The main strengths of our study were the large sample
size and geographic spread across fourteen large clinics in
a number of heterogeneous settings. The main limitation of
this study is the lack of matched concurrent control facilities.
As the study took place within PEPFAR’s programmatic

constraints, we were not afforded a matched control group.
In addition, the high baseline testing rates at all time points
did not allow marked improvements in testing rates. While
this is certainly a limitation, this does not obscure the impact
of the systems improvement intervention on treatment rates.

Our results, despite being encouraging, require further
validation in additional implementation research environ-
ments, continued study to evaluate sustainability, and costing
studies to establish cost-effectiveness of the combined tech-
nology and systems-based interventions. Our experience in
Haiti demonstrates that health systems improvement efforts
coupled with technology can improve care delivery systems
to prevent congenital syphilis in resource-poor settings.
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la santé publique et de la population, 2009.

[3] N. R. Ingraham Jr., “The value of penicillin alone in the
prevention and treatment of congenital syphilis,”ActaDermato-
Venereologica, vol. 31, no. 24, pp. 60–87, 1950.

[4] S. S. Jean, J. W. Pape, R.-I. Verdier et al., “The natural history of
human immunodeficiency virus 1 infection in Haitian infants,”
Pediatric InfectiousDisease Journal, vol. 18, no. 1, pp. 58–63, 1999.



Journal of Sexually Transmitted Diseases 7

[5] R. W. Peeling and H. Ye, “Diagnostic tools for preventing
and managing maternal and congenital syphilis: an overview,”
Bulletin of theWorldHealthOrganization, vol. 82, no. 6, pp. 439–
446, 2004.

[6] J. D. Tucker, J. Bu, L. B. Brown, Y.-P. Yin, X.-S. Chen, and M.
S. Cohen, “Accelerating worldwide syphilis screening through
rapid testing: a systematic review,” The Lancet Infectious Dis-
eases, vol. 10, no. 6, pp. 381–386, 2010.

[7] D. W. Fitzgerald, F. M.-T. Behets, C. Lucet, and D. Roberfroid,
“Prevalence, burden, and control of syphilis in Haiti’s rural
artibonite region,” International Journal of Infectious Diseases,
vol. 2, no. 3, pp. 127–131, 1998.

[8] F. Terris-Prestholt, D. Watson-Jones, K. Mugeye et al., “Is
antenatal syphilis screening still cost effective in sub-Saharan
Africa,” Sexually Transmitted Infections, vol. 79, no. 5, pp. 375–
381, 2003.

[9] B. R. Schackman, C. P. Neukermans, S. N. N. Fontain et al.,
“Cost-effectiveness of rapid syphilis screening in prenatal HIV
testing programs in Haiti,” PLoS Medicine, vol. 4, no. 5, article
e183, 2007.

[10] D. Mabey, R. W. Peeling, R. Ballard et al., “Prospective, multi-
centre clinic-based evaluation of four rapid diagnostic tests for
syphilis,” Sexually Transmitted Infections, vol. 82, no. 5, pp. v13–
v16, 2006.

[11] A. J. Herring, R. C. Ballard, V. Pope et al., “A multi-centre
evaluation of nine rapid, point-of-care syphilis tests using
archived sera,” Sexually Transmitted Infections, vol. 82, no. 5, pp.
v7–v12, 2006.

[12] S. Hawkes, N. Matin, N. Broutet, and N. Low, “Effectiveness of
interventions to improve screening for syphilis in pregnancy:
a systematic review and meta-analysis,” The Lancet Infectious
Diseases, vol. 11, no. 9, pp. 684–691, 2011.

[13] P. M. Barker, C. J. McCannon, N. Mehta et al., “Strategies for
the scale-up of antiretroviral therapy in South Africa through
health system optimization,” Journal of Infectious Diseases, vol.
196, no. 3, pp. S457–S463, 2007.

[14] M. S. Youngleson, P. Nkurunziza, K. Jennings, J. Arendse, K.
S. Mate, and P. Barker, “Improving a mother to child HIV
transmission programme through health system redesign: qual-
ity improvement, protocol adjustment and resource addition,”
PLoS ONE, vol. 5, no. 11, Article ID e13891, 2010.

[15] D.M. Berwick, “Lessons from developing nations on improving
health care,”BritishMedical Journal, vol. 328, no. 7448, pp. 1124–
1129, 2004.

[16] J. R. Heiby, “Quality improvement and the integrated manage-
ment of childhood illness: lessons from developed countries,”
The Joint Commission Journal on Quality Improvement, vol. 24,
no. 5, pp. 264–279, 1998.

[17] G. L. N. K. Langley, T. W. Nolan, C. L. Norman, and L.
P. Provost, The Improvement Guide: A Practical Approach to
Enhancing Organizational Performance, Jossey-Bass Publishers,
San Francisco, Calif, USA, 2009.

[18] W. E. Deming, “Improvement of quality and productivity
through action by management,” National Productivity Review,
vol. 1, pp. 12–22, 1981.

[19] R. J. Perla, L. P. Provost, and S. K. Murray, “The run chart: a
simple analytical tool for learning from variation in healthcare
processes,”BMJQuality and Safety, vol. 20, no. 1, pp. 46–51, 2011.

[20] L. Myer, D. Wilkinson, C. Lombard, K. Zuma, K. Rotchford,
and S. S. Abdool Karim, “Impact of on-site testing for maternal
syphilis on treatment delays, treatment rates, and perinatal

mortality in rural South Africa: a randomised controlled trial,”
Sexually Transmitted Infections, vol. 79, no. 3, pp. 208–213, 2003.

[21] I. V. Jani, N. E. Sitoe, E. R. Alfai et al., “Effect of point-of-
care CD4 cell count tests on retention of patients and rates of
antiretroviral therapy initiation in primary health clinics: an
observational cohort study,” The Lancet, vol. 378, no. 9802, pp.
1572–1579, 2011.

[22] V. Saraceni andM. D. C. Leal, “Evaluation of the effectiveness of
the congenital syphilis elimination campaigns on reducing the
perinatal morbidity and mortality: rio de Janeiro, 1999–2000,”
Cadernos de Saude Publica, vol. 19, no. 5, pp. 1341–1349, 2003.

[23] G. Schmid, “Economic and programmatic aspects of congenital
syphilis prevention,” Bulletin of the World Health Organization,
vol. 82, no. 6, pp. 402–409, 2004.

[24] R.W. Peeling, D.Mabey, D.W. Fitzgerald, andD.Watson-Jones,
“Avoiding HIV and dying of syphilis,” The Lancet, vol. 364, no.
9445, pp. 1561–1563, 2004.

[25] D. Watson-Jones, J. Changalucha, B. Gumodoka et al., “Syphilis
in pregnancy in Tanzania. I. Impact of maternal syphilis on
outcome of pregnancy,” Journal of Infectious Diseases, vol. 186,
no. 7, pp. 940–947, 2002.

[26] S. Gloyd, S. Chai, and M. A. Mercer, “Antenatal syphilis in sub-
Saharan Africa: missed opportunities for mortality reduction,”
Health Policy and Planning, vol. 16, no. 1, pp. 29–34, 2001.

[27] L. M. Franco and L. Marquez, “Effectiveness of collabora-
tive improvement: evidence from 27 applications in 12 less-
developed and middle-income countries,” BMJ Quality and
Safety, vol. 20, no. 8, pp. 658–665, 2011.

[28] P.M. Barker and F. Venter, “Setting district-based annual targets
for HAART and PMTCT—a first step in planning effective
intervention for the HIV/AIDS epidemic,” South African Medi-
cal Journal, vol. 97, no. 10, pp. 916–917, 2007.

[29] R. Lolekha, S. Chunwimaleung, R. Hansudewechakul et al.,
“Pediatric HIVQUAL-T: measuring and improving the quality
of pediatricHIV care inThailand, 2005–2007,” Joint Commission
Journal onQuality and Patient Safety, vol. 36, no. 12, pp. 541–551,
2010.

[30] P. J. Ciampa, J. A. Tique, N. Juma, M. Sidat, T. D. Moon et al.,
“Addressing poor retention of infants exposed to HIV: a quality
improvement study in rural Mozambique,” Journal of Acquired
Immune Deficiency Syndromes, vol. 60, pp. e46–e52, 2012.



Submit your manuscripts at
http://www.hindawi.com

Stem Cells
International

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

MEDIATORS
INFLAMMATION

of

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Behavioural 
Neurology

Endocrinology
International Journal of

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Disease Markers

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

BioMed 
Research International

Oncology
Journal of

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Oxidative Medicine and 
Cellular Longevity

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

PPAR Research

The Scientific 
World Journal
Hindawi Publishing Corporation 
http://www.hindawi.com Volume 2014

Immunology Research
Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Journal of

Obesity
Journal of

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

 Computational and  
Mathematical Methods 
in Medicine

Ophthalmology
Journal of

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Diabetes Research
Journal of

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Research and Treatment
AIDS

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Gastroenterology 
Research and Practice

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Parkinson’s 
Disease

Evidence-Based 
Complementary and 
Alternative Medicine

Volume 2014
Hindawi Publishing Corporation
http://www.hindawi.com


