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Executive Summary 



The Initiative

The Community-Directed HIV Initiative (the Initiative) is a partnership between the Association Espoir pour Demain-Lidaw (AED-Lidaw) and Hope Through Health (HTH).  The goal of the Initiative is to develop and expand community-based health care systems that provide the highest possible standard of support and treatment for poor people living with HIV/AIDS. 

In addition to medical and psychosocial services, the Initiative offers specialized programs including: [1] a Home Visit program (VAD). [2] Medications for opportunistic infections, Nutritional assistance, and Vitamin supplementation (MNV) [3] Antiretroviral Therapy (ARV), [4] Prevention of Mother to Child Transmission (pMTCT), and [5] support for Orphans and Vulnerable Children (OVC). 

The Partnership

The Initiative was conceived by AED-Lidaw, a community-based association of people living with HIV/AIDS, in Kara, Togo. AED-Lidaw is currently the only private facility providing HIV/AIDS specific treatment outside of Lomé, Togo’s capital. AED-Lidaw has been committed to providing support and hope to its members since 2001. In 2005, AED-Lidaw established a partnership with Hope Through Health (HTH), a non-profit organization headquartered in Boston, Massachusetts, with the aim to establish treatment programs in Kara, Togo. HTH’s mission is to provide financial and technical support to community health initiatives in impoverished settings. 

The Approach 

The Initiative uses an organizational design called Community-Directed Initiative-Plus (CDI+).  This approach assumes equal partnership among all members.  Poor people living with HIV/AIDS manage the design, development, delivery and evaluation of medical services to fellow members.  This approach guarantees that programs respond to patient priorities rather than those of external consultants or donors.  

In order to provide affordable and effective HIV treatment in a low-resource setting, the Initiative leverages community resources by using existing medical and technological interventions in innovative ways.  It seeks to supplement rather than replicate the limited care offered by public health facilities in the region.    For approximately $240 per year per patient, the Initiative is able to provide free comprehensive medical service to those who previously had little or no access.
The Future

The Initiative currently provides free comprehensive medical care and support to more than 1300 Persons Living with HIV/AIDS (PLWHA).  In addition, it assists in developing similar treatment programs for other HIV/AIDS associations and trains health professionals and volunteers throughout Togo. 

Additional funding will allow the Initiative to continue developing its model of community-based care and treatment and to expand its services to an increasing number of HIV+ individuals.  The Initiative will continue to establish satellite clinics, serving Muslim, Christian and animist communities, throughout the region in order to provide care for rural under-served populations. By the end of 2011, The Initiative plans to directly serve 5000 HIV+ individuals and to indirectly improve the conditions of all PLWHAs in Togo through training, advocacy and improved public health infrastructure.
Statement of Need


Poverty in Togo, West Africa

The Community-Directed HIV Initiative operates in the West African nation of Togo, one of the world’s poorest countries.  The end of the “Cold War” in the early 1990s brought political and economic turbulence to Togo, including coup attempts and a two-year national strike. A fifty percent devaluation of the local currency in 1993 seriously affected both economic and political stability. International donors, including the European Community and USAID, withdrew from Togo and nearly all external development aid was frozen.  The economy of Togo has been in a steady decline ever since.   According to World Bank figures, the gross national income in Togo is $270 USD per capita.  Some 58% of the population lives in extreme poverty, measured as less than $1 USD per day by UNICEF.   Togo is ranked 147 out of 177 countries on the 2006 UNDP Human Development Index.

Impact of poverty on health care

Poverty and limited international assistance have had an especially acute negative impact on Togo’s health sector.  The Togolese government spends just $9 USD per capita per year on healthcare amounting to less than 1% of its gross domestic product.  This small amount is inadequate to deal with the rising HIV/AIDS prevalence.

Just as poverty exacerbates the HIV/AIDS crisis, the HIV virus also intensifies poverty by straining already overburdened extended families.  Togo now has more than 88,000 orphans & vulnerable children (UNAIDS 2005).  Togo, with per capita income of only 55% of the average for sub-Saharan Africa, and an HIV/AIDS prevalence rate estimated between 5-7% (the 4th highest in West Africa), does not have the resources to fight this epidemic alone.    

Public Health in Togo

Togo’s public health infrastructure has difficulty providing the most basic medical services; the added demands of the HIV/AIDS epidemic further strain its ability to respond.  While Togolese doctors often receive adequate training, they lack the funding, technology, and pharmaceutical support needed to perform their jobs. 

Additionally, the limited public health services that are available are not free, and the poor rarely have money to access them when needed.  All hospitals in the Kara Region require patients to pay in advance for all medications and hospital services.  They must provide their own food and toiletries and clean their own beds and rooms. No mosquito nets in the pediatric wards protect young patients from malaria infection. There is no medical insurance nor is there any credit for medical services.  

Delayed treatment; more severe health problems 

Because of the high costs and the pay-ahead system, most poor people visit the hospital only when they are extremely sick.  It is common to see people with conditions that were once preventable or easily treatable, much sicker because medical attention was not sought earlier.  The HIV/AIDS epidemic exacerbates this situation.  Because of the stigma against HIV/AIDS and the continuous treatment it requires, people do not get tested or seek care until they are severely ill, which in turn, further constrains public health resources. 

Limits of the “Prevention-Only/ Abstinence-Only” Campaign

The government and all major international NGOs in Togo today focus exclusively on prevention campaigns such as education, public awareness, social marketing of condoms, and HIV testing.  They rarely support treatment initiatives despite overwhelming public health evidence and UNAIDS recommendations that heavily-linked prevention and treatment programs are necessary to stem the tide of HIV/AIDS.  Because of the current prevention-only paradigm in Togo, the 130,000 individuals already living with HIV/AIDS have largely been neglected and abandoned.  Individuals in at-risk groups tend not to seek testing because there is little hope for treatment for those who receive a positive result.  Despite the widespread availability of care and treatment programs all over the world, many in Togo still consider a positive HIV test to be a death sentence.  

Why the “Community Directed Initiative Plus” Works

There are many advantages to treatment campaigns managed by people living with HIV/AIDS.  PLWHAs have a vested interest in contributing and participating.  They understand that their very livelihood and human dignity depend on an effective response to this epidemic, a response that includes both prevention and treatment. Their insights about the needs and issues concerning treatment programs can be invaluable to planners and health providers. By involving PLWHAs and their families in planning, implementing, directing, and monitoring support programs, The Initiative empowers communities to take ownership of their own problems, thereby increasing program effectiveness and sustainability and increasing the possibility that HIV/AIDS can be adequately managed. 

Though still in its infancy, the Initiative can claim many successes.  As of January 2008 over 1300 individuals receive HIV/AIDS care and treatment, 106 HIV-positive children are receiving comprehensive medical care, and 52 pregnant women have hope that they will not pass on the virus to their newborn child.  The Initiative is revitalizing an entire community of individuals, previously abandoned, who are now working hard to help others and contribute to the development of their community.  On an individual basis, the members of AED-Lidaw often utilize their own term for the Initiative’s success; they call it the ‘Lazarus effect’. The Lazarus effect describes a common situation when a person arrives at the clinic for the first time appallingly sick and severely wasted.  With treatment, care, and community support from the Initiative, those same people manage to gain weight, get healthy, and eventually live safe and productive lives. Those individuals, who have rebounded from the brink of death, provide unquestionable living and breathing evidence of the Initiative’s success in Togo.

Project Description



Objectives 

The Initiative will leverage community resources to employ existing medical and technological interventions in innovative ways, making HIV treatment affordable and effective in this resource-poor setting.  The Initiative has a staff of 90, the majority of whom are AED-Lidaw members, spread throughout four locations.  The Initiative is based in a 20-room health center located in Kara.  Outside of Kara city limits, satellite clinics have been set up in two of the surrounding prefectures of the Kara Region to better serve rural communities and reduce barriers to care. The first satellite is in Bafilo, a predominately Muslim community and the second is located in Ketao, on the border with Benin.  A third satellite clinic is expected to open in the impoverished city of Kante in late 2008.  Each satellite clinic has its own medical staff and team of community health workers.  At all sites, the Initiative offers medical and psychosocial consultations six days per week, facilitates care in the public hospitals for seriously ill patients, and maintains five specialized programs:    

I. The VAD Home Visit Program is the cornerstone of the Initiative. It uses community volunteers regularly to visit, support, and survey the health of all members, and the impact on family members and the community. 

II. The MNV program manages on-site pharmacies in Kara and at the satellite centers to distribute medicines for opportunistic infections, nutritional assistance, and vitamin supplementation. 

III. The ARV program finances the cost of anti-retroviral regimens and coordinates weekly follow up with every patient to monitor, provide support, and report adherence to taking the medicine. 

IV. The pMTCT program coordinates the prevention of mother to child HIV transmission.  Funds are applied to pre- and postnatal consultations, analyses, and prophylaxis medications for pregnant women living with HIV/AIDS. 

V. The OVC program targets orphans and vulnerable children and focuses on meeting the medical needs of infected children and psychosocial needs of all children infected, orphaned, or affected by the virus.  

Table 1: Summary of Community Directed Initiative’s Program Objectives
	Program
	       Specific Objectives

	Home Visit Program (VAD)
	· Coordinate a network of community health agents that facilitate an effective public health surveillance system through regular home visits to all AED-Lidaw participants receiving medical attention in Kara region

	Medications

Nutrition

Vitamins (MNV)
	· Supply sufficient medications for members’ opportunistic infections.

· Launch relevant nutritional education program that empower AED-Lidaw patients to adhere to daily nutritional requirements

· Develop alternative drug procurement schemes that reduce costs and guarantee sufficient stocks

	Anti-retroviral

Therapy (ARV)
	· Construct informal support network of community health workers to facilitate adherence.

· Achieve and maintain 95% compliance rate for 85% of AED-Lidaw patients on ARV therapy.  

· Ensure AED-Lidaw patients on ARV therapy receive medical consultations at minimum once per month.

· Increase annual average CD4 baseline count in 95% of patients.

	Prevention

Mother To

Child  Transmission (pMTCT)
	· Enroll & monitor all pregnant patients in order to ensure comprehensive pre- and post-natal care, and appropriate ARV therapy at gestation.  

· Ensure all infants born to HIV+ mother receive safe artificial nutrition and access to clean water.

	Orphans and Vulnerable Children (OVC)
	· Ensure all OVCs of AED have a home, adequate nutrition, and are able to attend school.  

· Ensure all children (under age of five) of AED members have been tested for HIV, and if positive, coordinate sufficient pediatric care and counseling.


The Initiative often provides people living with HIV/AIDS their first experience with comprehensive care. It considers the reality that health encapsulates more than the absence of clinical symptoms and infections, and it adheres to a holistic concept of health, one that involves physical, mental, intellectual, and social concerns. 

Expanding the CDI+ approach

The Initiative’s CDI+ approach calls for an equal partnership among three constituent groups: (1) the community of HIV affected people, 2) specialized or technical service staff (doctors, nurses, social workers); (3) donor/technical support.   Within the Initiative, a medical director, HTH liaisons, and a three-person committee of AED-Lidaw members living with HIV/AIDS represent this team.  All are involved in planning, implementing, and monitoring the Initiative’s programs and activities.  Representing the ‘+’ in the CDI+ approach are AED-Lidaw members in the community.  They help deliver many key services, including indispensable psychosocial support, home visits, program coordination, custodial and clinic support, and rights advocacy.  Currently, AED-Lidaw employs the following host country trained staff:

Table 2: AED-Lidaw Staff
	Title
	No. Employed
	Applicable Experience 

(*Trainings conducted by Togo’s Ministry of Health)

	Physicians
	1
	Received specialty training in HIV/AIDS treatment, including ARV therapy*

	Physician Assistants
	6
	All received specialty training in HIV/AIDS treatment, including ARV therapy*

	Nurses
	6
	Specialty training in HIV/AIDS treatment

	Sociologists
	1
	Specialty training in psychosocial counseling for PLWHAs

	Psychosocial Counselor
	4
	Specialty training in psychosocial counseling for PLWHAs

	Community Health Workers
	46
	Monthly trainings from medical staff.  Majority are PLWHAs

	Program Coordinators
	10
	Majority are PLWHAs

	Program Assistants
	16
	Majority are PLWHAs


Another key component of the CDI+ approach is using Hope Through Health liaisons to help mitigate field problems.  HTH liaisons collaborate with communities to provide technical assistance for approved joint projects. Liaisons work with communities to help them develop the capacity to draft, plan, implement, and direct programs.  HTH liaisons are supported by a staff of volunteers based throughout the United States who are directed by an executive board headquartered in Medway, Massachusetts.  

Overcoming barriers to care

The success of The Initiative is ultimately predicated on overcoming barriers to care which involve: 1) ignorance about the HIV virus, 2) reluctance to treat PLWHAs, 3) unwillingness to seek care due to costs and distrust and, the most significant barrier, 4) wide-spread poverty.  In Togo most individuals do not seek testing and treatment due to the prohibitive costs of services and transportation to and from the testing or treatment center.  Accordingly, the Initiative is setting up clinics throughout the Kara Region to offer programs to PLWHAs free of charge.  By having a presence in underserved communities, the Initiative will be able to detect infection early, which yields a better prognosis for the patient at a reduced cost.  Our experience is that when community members are aware that medical services are offered locally, stigma is reduced and individuals are much more likely to be tested before the onset of advanced clinical symptoms.  

Measuring our objectives

The Initiative is relevant to the fight against HIV/AIDS on a national, regional, and even global scale.  Success will be measured by meeting these timeline objectives:

I. Community Empowerment and Model Development: Starting at the grassroots level using the CDI+ approach, the Initiative developed a model for comprehensive medical services. Completed 2005.

II. Delivery of Services in Kozah District: Pilot delivery of services at the Community Health Institute of Togo.  Realize significant gains in the health indicators of target population.  Develop effective management systems for all Initiative programs.  Completed 2006 and 2007.

III. Expand to entire Kara Region: Create satellite groups in six district capitals. Develop a network of community health workers specializing in home-based HIV/AIDS care in each prefecture. Demonstrate results. The Initiative has already established two satellite clinics and will have one more operating by the end of 2008.  Additional expansion is anticipated in 2009. 

IV. Advocacy and Transition: Publicize the results and cost-effectiveness of the Initiative’s programs.  Scale up advocacy efforts to encourage public-private partnerships for treatment at the community level. Reinforce RAS+, Reseau d’associations de personnes vivant avec VIH/SIDA, the Togolese network of associations of people living with AIDS so that it can act as a focal point for advocacy on behalf of all Togolese living with HIV+.  Ongoing.

V. Public Sector Partnership:  Public sector takes majority ownership in providing HIV medical services to its population.  Togo’s government finances programs with funds from internal revenue, international institutions such as the Global Fund, and/or sub-regional alliances. 2010.

Capacity Building with RAS+

The initiative will also reinforce the organizational capacity of RAS+, the network of associations of people living with HIV/AIDS, to effectively increase governmental and international support that addresses the needs of poor people living with HIV/AIDS.   More specifically, RAS+ will be supported in its efforts to increase access to affordable essential medicines and analyses.  Also, RAS+ will increase its role as a coordinating body to disseminate best practices, new research and developments, updates on national protocols, continued advocacy to involve people living with HIV in policy and programs, and prevention activities. 

Monitoring and Evaluating 

Monitoring and evaluating the progress of the Initiative is crucial to program improvement and financial accountability. The success of the Initiative is predicated on integrating a monitoring and evaluation component that allows program planners to assess and revise methods to meet the Initiative’s objectives.  HTH and AED-Lidaw use the following measures to evaluate progress:

· 
Number of adults and children benefiting from The Initiative’s programs

·  Number of community health workers trained for VAD, OVC, and pMTCT programs

·  Number of new satellite clinics providing medical and psychosocial services

In addition, HTH and AED-Lidaw have added specific monthly primary and secondary indicators for each of the Initiative’s program objectives. The secondary indicators provide program coordinators with feedback to evaluate the efficacy of each program’s services.  Trends resulting from these monthly measures enable HTH/AED-Lidaw program coordinators to revise and improve services.  See table 3 for list of specific program indicators by program.

Table 3: Community Directed HIV Initiative’s Primary and Secondary Indicators by program
	Program / Domain
	Primary Indicator(s)
	Secondary Indicator(s)

	Medical General
	·  Total Participants (w/Medical Record)

·  Number of Consultations, stratified by: Gender and Age

·  Number of HIV tests stratified by: Gender and Age
	· Mean change in CD4

· Mean change in BMI

· Frequency of Opportunistic Infections

· Total Hospitalizations (hospital-days)

· Total Deaths, stratified by place

· Cause of Death

	MNV Program
	· Total Beneficiaries
	· Total Prescriptions

· Number of. Nutritional Assistance Kits Distributed

· Number of Multi-Vitamin Regimens Distributed

	pMTCT Program
	· Total Participants
	· Number of Births with ARV prophylaxis

· Percentage of Infants HIV negative at 18 months

·  Number and percentage receiving artificial supplementation

	OVC Program
	· Total OVCs identified 

· Total Participants receiving psychosocial support 
	· Number of Nutritional Assistance Kits Distributed

· Number of. Home Visits

	ARV Program
	· Total on ARV therapy, stratified by: Sex, Age

· Number of active accompagnateurs
	· Total accompagnateur visits

· Mean compliance/adherence rate
· Percentage and number of Interruption or cessation in therapy

· Percentage and number of Change in ARV regimen

	VAD Program
	· Total Active Community Health Workers

· Total Visits total-A
	· Total Identified Patients total-B
· Percent Coverage (A/B)

· Number of Referrals from Visits


2008 Budget 



The 2008 Budget was written by the Initiative’s Medical and Psychosocial Directors in collaboration with HTH Field staff.  The Budget requests a total of $302, 961 to cover comprehensive services for an increasing number of adult and child patients.  Between 2005 and 2008, AED-Lidaw membership has grown from approximately 100 to 1300 individuals.  The increase is a result of referrals from testing centers, word of mouth among HIV+ individuals, and the decentralization of services into rural areas.  This increase in patients is expected to continue as additional satellite clinics are established in underserved areas throughout 2008 and 2009. 
Table 4: 2008 Budget Summary

	Program
	Total

	Salaries
	$49,465

	Medicines, Nutritional Support, Vitamins
	$98,523

	Anti-Retroviral Therapy
	$31,003

	Orphans and Vulnerable Children
	$20,111

	Prevention of Mother to Child Transmission
	$51,147

	Operations
	$9,893

	Bafilo Satellite Clinic
	$19,579

	Ketao Satellite Clinic
	$11,513

	Kante Satellite Clinic
	$7,850

	Income Generating Activities
	$3,313

	Total
	302,397


A breakdown of expenses by major program is included in Graph 1.  The procurement and distribution of medications to treat opportunistic infections, nutritional supplements, and vitamins comprises the largest single program element (33%).  

Graph 1: 2007 Program Expenditures as Percent of Total Budget
[image: image1.wmf]
Capital Needs

AED’s Community Health Institute of Togo will need $24,375 USD to meet its 2008 capital needs.  This includes computers to develop an IT infrastructure, furniture for satellite clinics, air conditioning units for its pharmacies, an incinerator to dispose of medical waste, a four wheel drive vehicle for rural outreach, and several motorcycles to facilitate home visits. 

Table 6:  2008 Capital Needs Detailed

	Information Technology
	$3,000

	Clinic Infrastructural Improvements including Medical Incinerator
	$500

	Furniture
	$1,000

	Satellite Clinic Startup (x4)
	$2,500

	Clinic Repair and Maintenance
	17,325

	
	$24,375


Appendix I: Staff Profiles

Jennifer Schechter – Executive Director



Jennifer Schechter began working with HTH in March of 2005 while serving as a U.S. Peace Corps Volunteer in the community health program. She helped to design and direct AED's first summer camp for orphans and vulnerable youth and went on to supervise the creation of AED's first satellite association. She currently serves as the HTH liaison to the Assoli satellite, overseeing the daily management of its rural health clinic. Jenny holds a bachelor of science in International Politics and a certificate in African studies from Georgetown University.

Kevin Fiori, Jr. - Associate Director



Kevin Fiori, Jr. received a Master of Public Health in Epidemiology and Biostatistics and a Certificate in International Health from Boston University School of Public Health in 2003 after earning undergraduate degrees in Biochemistry/Chemistry and Human Development from the University of California at San Diego. From 2003-2007 he served as a Community Health Specialist Volunteer with the U.S. Peace Corps in Kara, Togo.  During his service, he co-founded Hope Through Health and served as field director for the Community-Directed HIV Initiative.  He currently is a board member and Associate Director for Hope Through Health.

Patrick Aylward - Field Director-Togo



Patrick joined Hope Through Health (HTH) as a Peace Corps Volunteer in 2005. After earning an MSE and BSE in Industrial and Operations Engineering from the University of Michigan, Patrick spent four years at Intel Corporation where he worked as an engineer on manufacturing, capacity planning, factory construction, and project management. As a HTH Liaison in Kara, Patrick is currently working to improve the management systems, record keeping, and procurement of pharmaceuticals. The work at HTH allows him to combine his engineering and business background with his interest in public health and public policy.

Lauren Dockweiler - Coordinator San Diego Chapter



Lauren Dockweiler graduated from the University of California, San Diego in 2002, where she earned her undergraduate degree in Economics before entering her career in non-profit fund raising.  Ms. Dockweiler currently serves as the Associate Director of Development at Planned Parenthood of San Diego & Riverside Counties.  Working with PPSDRC for over four years, she manages the Development staff in day-to-day operations to ensure the achievement of agency goals.  Now working on a part-time volunteer level as Hope Through Help staff, she runs the San Diego Chapter and is working to build a grassroots fund raising structure to help provide much-needed funding to The Initiative.

Joan Marshall- Coordinator Pittsburgh Chapter



Joan Marshall was a Peace Corps volunteer in Togo in the Community Health and AIDS Prevention (CHAP) program from 2004 to 2006. She volunteered at AED-Lidaw in Kara, Togo for three months in 2007 helping to facilitate home visits to people living with HIV/AIDS. Subsequently, she helped create a standard form now used to survey patient status during home visits. Joan is currently pursuing a Master's degree in Social and Public Policy with a concentration in Peace Studies and Conflict Resolution at Duquesne University in Pittsburgh. She earned a Bachelor's degree in Journalism from The College of New Jersey in 2003.

Melanie Spence - Coordinator Denver Chapter



Melanie graduated with a B.A. in Sociology from the College of William and Mary and an M.A. in International Administration from the University of Denver.  She served as a Peace Corps Community Health and HIV/AIDS Prevention volunteer in Togo, West Africa where she became aware of Hope Through Health activities.  In May 2006, Melanie joined the Community Resource Center in Denver.  The Community Resource Center provides consulting and training for nonprofit organizations and community groups throughout Colorado.  Melanie specializes in nonprofit start-up, strategic planning and board development with nonprofit organizations.   She is passionate about raising awareness and funds for people living with AIDS in Africa.

Bryan Rash - Coordinator Los Angeles Chapter



Bryan Rash graduated from Pepperdine University in 2002 with a BS in Business Administration.  He returned to Pepperdine University following his undergraduate studies and received his JD from the School of Law and his MBA at the Graziadio School of Business and Management.  In September of 2006, Bryan traveled to Togo to visit his long time friend Kevin Fiori Jr. and was introduced to HTH and AED.  Bryan currently works as an attorney at the firm of Wood, Smith, Henning & Berman L.L.P. in Los Angeles and looks forward to working with his wife, Alison, to build a strong local chapter to help share and support the vision and goals of HTH.

Appendix II:  Board Profiles

Louise Krumm – President



Louise Krumm first became familiar with the Association Espoir pour Demain while serving as Country Director for the U.S. Peace Corps in Togo.   She has continued to support this project since returning to Washington D.C. in September 2004.  In 2002, Louise retired from Georgetown University where she was Director of the Center for Language Education and Development.    The Center designed and offered English language programs for students and teachers in the United States and abroad.  Presently, Louise works as an independent consultant for Peace Corps and other international education organizations.     

Kevin Fiori Sr. – Secretary


Kevin Fiori Sr. first became familiar with AED when he traveled to Togo in April of 2004 to visit his son Kevin Fiori Jr. who was in the Peace Corps at the time.  He and his wife Debi provided the initial funding to create HTH in 2004 in an effort to provide medicine to AED members suffering from HIV/AIDS.  They continue to be very active contributors to HTH and AED.  Kevin has been with Dole Food Company since January of 1979 and is currently Sr. Vice President of Dole Fresh Vegetables' Agricultural Operations. He has also held board positions for Link to Life a non-profit dedicated to helping individuals fighting breast cancer and The Boys and Girls Club of Bakersfield.  He and his wife currently reside in Carmel, California.

Dawn Fiori – Treasurer



Dawn Fiori has been an active member in community and social organizations for over 25 years.  She has volunteered as a Girl Scout leader, was a member of the Elementary Home and School Association, where she chaired the Publicity Committee, the chairperson of the children’s committee for Medway’s 275th anniversary, and was an appointed member of the Superintendent Search Committee.  She was an elected member of the Medway School Committee for 9 years, where she was Vice-chair for 3 years. While on the school committee, she served as a liaison to many school groups and town boards and was a member of numerous sub-committees, such as several collective bargaining committees, Re-organization Study Group, and the Memorial Elementary School Building committee. For 5 years Dawn was an appointed member of the Medway Finance Committee, where she was the liaison to several town boards.  After fifteen years, in retail management and loss prevention, Dawn switch careers and for the last 7 years has been employed as an office administrator for R.P. Marzilli & Company, one of New England’s leading landscape construction companies. Dawn still lives in her hometown of Medway, Massachusetts, where she raised her 2 daughters, Shannon and Erin.  She is, also a very young grandmother of five. Along with her nephews, Thomas and Kevin Fiori, and her sister, Susan Hafford, Dawn is one of the founders of Hope Through Health.  It is her wish and dream that HTH continues to grow and receive support so that every child in Togo can have a healthy mother to help them reach adulthood and that every mother, even those that are HIV positive, can become a very young grandmother.

Christiane Geisler



Christiane Geisler is a registered nurse and served in Togo as a volunteer French nurse from 1975 to 1980.  She trained village health workers to deliver primary care in their villages. She was a Board member of Friends of Togo (FOT) for 12 years while living in the Washington DC area. During that time, FOT funded the first AED Camp Espoir.  She has worked in HIV research for the past 4 years.  Christiane recently moved to Philadelphia where she started a chapter of FOT with the goal of raising funds for Hope Trough Health.

Danielle Murphy



Danielle earned her bachelor’s degree in Physics from the University of California, San Diego in June 2002, and went on to Boston University to pursue a PhD in Astronomy. After becoming pregnant with her first child, she opted to leave school indefinitely to be a career mom. Danielle is now the proud mother of two children, and works from home as an independent consultant with Arbonne International.  Inspired by the mission and goals of the Initiative, Danielle now works actively with the San Diego Chapter to raise awareness and support for HTH throughout the San Diego community.

Erica Myruski



Erica Myruski graduated from Boston College in 2005 with her bachelors in nursing.  She then moved to Washington , DC where she first worked as an emergency room nurse at Georgetown University Hospital .  In 2006, Erica became an Americorps volunteer in the first cohort of professional nurses in the program.  Through Americorps, she took a position as the HIV Clinical Research Nurse at the Whitman Walker Clinic in DC and continues to work in that position.  She also remains active in the local HIV activist community through the Metropolitan Washington Public Health Association's Health Disparities Committee and the Greater Washington chapter of the Association of Nurses in AIDS Care (ANAC).  She is new to the HTH organization with hopes to become more active in the international HIV community. 

Gavin Oxman 



Gavin Oxman currently works as a Product Planner for Microsoft Corporation, and has over 10 years experience in the fields of technology and international development. He was a Peace Corps volunteer in Sokodé, Togo from 2003 – 2005, where he led several business education and microfinance initiatives.  Gavin has also worked for Deloitte Consulting for five years where he specialized in technology strategy projects for telecom and financial services organizations.  Gavin has a Bachelor of Science and Engineering from Princeton University, a Masters of Business Administration from The Wharton School, and a Masters in International Studies from the Lauder Institute at the University of Pennsylvania.  While at Wharton, Gavin led an international volunteer project in Bénin and wrote his Master's thesis on the development of information and communications technologies (ICT) in Rwanda.

Appendix III:  Map of Togo & CDHI Sites Sites

The following map of Togo denotes the main health center site in Kara, Togo in addition to satellite clinics in Bafilo and Ketao.  HTH plans to open an additional site in Kande in late 2008.
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