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General Country Information: 
The Republic of Angola is located in south-
western Africa, and borders Namibia, the 
Democratic Republic of Congo and Zambia with a 
west coast along the Atlantic Ocean. Angola is 
divided in 18 provinces and 158 municipalities. 
Luanda, the capital, is the largest city of Angola. 
 
Angola became a Portuguese colony in 1951. In 
November 1975, it gained its independence after 
a 14 years long war. Shortly after, an internal 
armed conflict broke out between the different 
movements for independence. A peace 
agreement was signed in 2002. 

Long years of war left the country with huge social and economic problems. There has been a high disruption of basic 
health, water and sanitation infrastructure. Almost four million people were internally displaced and 350 000 took refuge in 
the neighbouring countries. 
 
Like many sub-Saharan countries, Angola is subject to periodic outbreaks of infectious diseases. Between October 2004 
and July 2005 an outbreak of Marburg haemorrhagic fever unfolded in the northern province of the country (in Uige ) 
accounting  for 374 cases and 329 deaths (case fatality rate, CFR of 88%). Angola is highly endemic to malaria and cases 
of polio have been reported in 2010. 
 

    Cholera Background History: 
In 1987, an outbreak accounting for 16 222 cases and 1 460 deaths was reported. It started on 8 April 1987 in Zaire 
province and spread to many other areas including Luanda province. After a decline in the number of cases between July 
and October, an upsurge occurred from November onwards and cholera was considered to have become endemic with 
outbreaks continuing in numerous provinces in 1988. 

Even though Luanda reported most of the cases (around 50%), other provinces such as Bié, Huambo, Kwanza Sul, and 
Lunda Norte had the highest CFR. This is due to difficulties in accessing health care facilities, with provinces located far from 
Luanda being particularly underserved.  
In 2007, Angola reported 18'422 cases including 513 deaths (CFR 2.78%). Luanda recorded 37% of all cases and Benguela 
22.5%. The highest case fatality rate, 12% was reported in Kwanza Sul. 
 

year cases deaths CFR% 

2008 10 511 243 2.3% 

2009 2 019 88 4.3% 

2010 1 484 30 2% 

2011 1 810 110 6% 

2012 1 215 NA NA 

 

In 1988, two thirds of the cholera cases in Africa were 
notified by  Angola (15 500 cases compared to 23 223 in all 
of Africa). 
 
Between 1997 and 2005, no cholera case was reported. 
 

Cholera Outbreak in 2006/2007: 
Between 13 February 2006 and 9 May 2007, Angola 
reported 82 204  cases with 3092 related deaths and an 
overall CFR of 3.75%.  The peak of the outbreak was 
reached at the end of April 2006 with a daily incidence of 
950 cases (see epicurve).  
 
The outbreak started in Luanda and quickly reached 16 out 
of the 18 provinces.(see map) It's evolution suggests that it 
might have spread by both road and sea. The underlying 
cause are the cramped living and sanitation conditions 
together with inappropriate hygiene practices.  
 
 

PREVALÊNCIA DO VIH EM ANGOLA 

Fonte: ONUSIDA,2016   

• Population: estimated 30M (2019)

• HIV prevalence gen. pop. 15-49 yrs.: 2.0%     

(2.6% ♀ - 1.2% ♂)

• HIV prevalence FSW: 8.0%

• MTCT: 26% (21,000 women get pregnant/year 

without knowing their HIV status)

• ART coverage gen. pop.: 27%

• ART coverage pregnant women: 45%

• HIGH TB incidence: 359/100,000; TB/HIV: 

61/100,000

• TB/HIV ART coverage: <10%



I-Surge Transforming Site Support

• Hyper-focused strategy to eliminate missed 

opportunities to test, treat and retain HIV+ 

patients at supported clinics in Luanda, Angola

• Set daily routine of “must do’s” to address known 

service level gaps. 

• Focus on Service Optimization All Day/Every Day

– immediate identification and rapid response 

to performance barriers and missed 

opportunities

– Real time data collection and use

• Implemented in April 2018

PUSH
Community Efforts 

to Identify, 
Encourage and 

Accompany to clinic

PULL

Clinic Efforts to 

TEST & START 

HOLD ON

Community and 
Clinic Efforts to 
Retain in Care 



I-Surge Pull and Push

Transforming Site Support

Strategy

Transforming Community Support

Strategy

• Deployment of staff to be based at specific 

health facilities

• Focus on facility performance

• Clinic staff implement PULL strategies, 

focusing on increased coverage for HIV 

testing, ART initiation, VL testing and VLS

• Focused message on retention, adherence, 

demand for viral load and viral suppression

• Focus on outcomes among assigned group of 

patients 

• Community health workers (CHWs) 

drive PUSH activities generating demand for 

HIV services and efforts to track patients who 

missed visits and to motivate retention and 

adherence



Health Facility
•Patient card completed on arrival 

•Daily PITC rounds to all wards and 

out-patient departments

•Family testing at every patient 

encounter

•Daily monitoring of HIV testing 

coverage and index case testing

Community
•Community surge team offer daily 

home-, self-, hot spot, workplace, and 

weekend testing

•Promotion of family, home, self-, and 

re-testing for those who test HIV-

negative

•Testing for all pregnant women 

previously tested negative or status 

unknown

•Structured home visits to all pregnant 

women, routine family testing, self-

testing, and EID

Health facility 
•Appointment reminders calls

•One-on-one adherence counseling at 

every visit

•Patient card/file alert when due for 

viral load testing

•Defaulter card created on same day 

as missed appointment, with 

immediate notification of community 

surge group

•Daily monitoring of viral load coverage 

•Proactive patient education on 

community resources

Community
•If patient defaults, supportive home 

visit provided within 7 days

•Community-based support 

groups/adherence clubs

•Structured home visits to all ART 

patients and pregnant women for 

adherence counseling

Technical Approach for I-Surge
1st 90

Health facility 
• Appointment reminder calls

• Routine/ same-day Test & Start 

• Same day FU of missed 

appointments

• Daily monitoring of ART initiations

Community
• Home visit to all newly enrolled 

clients within 7 days

• Community, workplace, and hotspot 

campaigns to discuss benefits of ART 

and (U=U)

• Structured home visits to all pregnant 

women, with record of each visit that 

tracks status and treatment

2nd 90 3rd 90



1st 90 Technical Approach

Health Facility

• Patient card completed on arrival (includes 
unique patient identifier, contact details, 
HIV risk assessment, HIV test offer and 
outcome, etc.)

• Daily, provider-initiated testing and 
counseling rounds to all wards and out-
patient departments

• Family testing encouraged at every patient 
encounter

• Daily monitoring of HIV testing coverage and 
index case testing (# eligible/# tested)

Community

• Community surge team in place offering daily 
home-, self-, hot spot, workplace, and 
weekend testing

• Promotion of family, home, self-, and re-testing 
for those who test HIV-negative through 
community campaigns and home visits

• Testing encouraged for all pregnant women 
who previously tested negative or do not know 
status

• Structured home visits to all pregnant women, 
with record of each visit that tracks status (if 
patient agrees), routine family testing, self-
testing, and early infant diagnosis



• Linkage of all HIV-infected 

patients tested at sites to 

prompt ART Initiation 

– Patient navigation/ 

physically escort patients

– Revise and supervise patient 

flow between HTS and ART 

services

• Daily phone call with Community 

NGOs on patients tested positive 

in the community and their 

linkage to prompt ART initiation 

at the health facility (data 

exchange)

Specific linkage to treatment strategies



2nd 90 Technical Approach

Health Facility

• Appointment reminder calls

• Routine, same-day Test and Start 

• If appointment missed, same-day follow-up 

call made, community surge team notified 

via WhatsApp group, and patient defaulter 

card created

• Daily monitoring of number of patients 

initiated on ART (# initiated/# eligible)

Community

• Home visit to all newly enrolled clients within 

7 days of initiation 

• Community, workplace, and hotspot 

campaigns at varying hours and days to 

discuss benefits of ART and that 

undetectable equals untransmittable (U=U)

• Structured home visits to all pregnant 

women, with record of each visit that tracks 

status (if patient agrees) and treatment



3rd 90 Technical Approach

Health Facility

• Appointment reminders calls

• One-on-one adherence counseling at every 
visit

• Patient card/file alert when due for viral load 
testing

• Defaulter card created on same day as 
missed appointment, with immediate 
notification of community surge group

• Daily monitoring of viral load coverage (# 
eligible/# tested)

• Proactive patient education on community 
resources, including community adherence 
clubs 

Community

• If patient defaults, supportive home visit 
provided within 7 days (if viral load due, 
benefits of viral load testing discussed)

• Community-based support 
groups/adherence clubs

• Structured home visits to all ART patients to 
provide ART counseling and supportive 
messaging

• Structured home visits to all pregnant 
women to provide adherence counseling



1,202 

100% 

patients 

traced

33 (2.6%)

Died

620 (51.6%) 

Undocumented “silent” 

transfers

549 (45.7%)

Attempted to trace but 

unable to locate

0 

Did not attempt to 

trace

PATIENT OUTCOME

I-SURGE Angola results

POSTER #: MOPED570



I-SURGE: Angola results
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I-SURGE Results in DRC
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I-SURGE Linkage results in DRC
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Conclusions

• I-Surge is a new way of working, a paradigm shift

– Primary focus of everyone's support is the site and maximizing 
the patient encounter

• Providing support at both the health facility (pull) and 
community (push) levels is necessary

– No Partial Credit

• I-Surge results showed sustained, positive trends in HIV 
linkage across all the components of the care cascade, 
including re-engagement of patients in care.



Acknowledgements 

• ICAP Colleagues 

– Dr. Susan Michaels-Strasser

– Dr. Carlos Laudari

• Colleagues in CDC country offices and ministries of health in 
Angola, DRC, Mozambique, Cote D’Ivoire and South Sudan –
the early adopters of “I-Surge”

• Special recognition and thanks to the people living with HIV 
around the world 

This project is supported by the U.S. President’s Emergency Plan for AIDS Relief (PEPFAR) through 
CDC under the terms of cooperative agreement #NU2GGH00094. The contents are the 
responsibility of ICAP and do not necessarily reflect the views of the United States Government.


