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1.1 Executive Summary

PEPFAR’s focus on gaining sustainable control of the HIV epidemic made possible the
announcement of bold PEPFAR HIV prevention and treatment targets for 2017 and 2018 at the
2016 Sustainable Development Goals Summit and the 2016 United Nations General Assembly.
The focus on sustainable epidemic control began in 2014, when PEPFAR programs began
pivoting to a data-driven approach that strategically targets geographic areas and populations
where HIV/AIDS is most prevalent, and in which PEPFAR, in collaboration with host country
governments, can achieve the greatest impact. With the focus of scaling HIV services in the
highest disease burdened areas now being implemented, the streamlined Country Operational

Plan (COP) for Fiscal Year (FY) 2017 focuses on impact and performance.

For the first time, we have evidence that PEPFAR program implementation can change the
course of the epidemic evidenced by the impact assessments recently completed in Zambia,
Zimbabwe, and Malawi. Controlling the HIV pandemic is possible. For COP 17, all PEPFAR
teams will continue to progress toward sustainable control of the HIV epidemic by using data to
validate strategic approaches developed in COP 2016. Teams will also identify additional areas
for saturation by examining opportunities for increased efficiency and effectiveness in investment
approaches and service delivery models. In addition, PEPFAR teams will amplify their
consultation and engagement with external stakeholders (i.e., civil society, multilateral
organizations, and partner governments) to strengthen and enhance dialogue and input on

PEPFAR-funded activities and services.

Specifically, COP 2017 responds to stakeholder and Ambassador feedback on COP 2016
guidance and offers a clearer, more transparent, streamlined strategic planning process that will

be completed in a significantly reduced period of time. Key modifications include:

o Introduction of two distinct strategic planning processes that respond to the different
approaches of PEPFAR involvement and investment in national HIV responses and better align
with the programs and priorities of the diverse array of global PEPFAR programs (See Section
3).

o The Standard Process will be used by PEPFAR programs in countries with
comprehensive strategies to continue to advance epidemic control through increased

focus on impact and sustainability. This process builds on the approach PEPFAR has
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developed over the past three years and is designed for PEPFAR programs whose
primary impact on the national program involves significant site-level investments. The
Standard Process results are monitored throughout the year by quarterly PEPFAR
Oversight and Accountability Results Team (POART) consultations using data to for
real-time improvement for program impact. (See Appendix A)

o The Strategic and Technical Alignment for Results (STAR) process will be used by
regional and bilateral PEPFAR programs which primarily provide technical
assistance/technical collaboration programs to optimize the impact of PEPFAR
resources, support control of the HIV pandemic, and enhance the sustainability of
national HIV responses through the promotion of innovations that address key
challenges and underserved populations. The STAR process will result in a two-year
strategic plan supported by POART monitoring every six months. This approach better
aligns with the time horizon in which tangible results to the national cascade are
expected. Annual review processes will occur to ensure goals are achieved and
investments are impactful. (See Appendix B)

e Introduction of a new tier of support (“Attained”) for those scale-up subnational units (SNU)
expected to have achieved 81% ART coverage by the 2017 Annual Progress Report (APR17)

in adult males and females in all age/sex bands. (See Appendix A.2.3)

e Enhanced use of the annual target setting and budgeting approach for achieving sustained
epidemic control, including Implementing Mechanism (IM)-level targets and budgets. COP 17
emphasizes the review of partner performance, quality, and financial data at the partner IM-
level, site level, district level, and national level to ensure that resources are being allocated
where they are most needed. Targets and budgets must be clearly linked to the PEPFAR
Budget Allocation Calculator (PBAC). Routine program monitoring through the POART
consultations will enable PEPFAR teams to track closely progress at all levels and flexibly
adjust programs and budgets as required. An optional tool will be released to help teams
develop site-level targets required for Data for Accountability, Transparency, and Impact
Monitoring (DATIM) data entry. (See Appendix A)

e The PEPFAR Technical Considerations, now a part of this COP guidance (see Technical

Considerations in Section 4 and Appendix C), has been restructured to focus on new solutions

and innovations and to improve impact and accountability. COP 17 encourages teams to
review policies, service delivery modalities, and implementation processes to ensure they
reflect best practices and new technologies, and that HIV testing strategies have evolved to

reach those who were not diagnosed through earlier strategies.
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Targeted investment in above-site activities to specifically overcome key system barriers that
impede achievement of sustainable epidemic control and show demonstrable outcomes and
improvements over the next 12 months.

0 Programs using the Standard Process are expected to continue to support those
three-year systems activities identified and initiated in COP 16 after first validating that
the identified barriers and outcomes are still relevant and on track to achieve proposed
outcomes. These programs will provide a narrative on an updated Table 6 to describe
progress made toward year one benchmarks and any factors limiting progress (see
Appendix A.2.4).

0 Programs using the STAR process will adopt a new approach that builds on systems
work in COP 16 to ensure that site-level and above-site investments work together and
are complementary to support epidemic control. These programs will describe planned
outcomes through completion of the Focused Outcome and Impact Table (FOIT), an
expanded Table 6 that combines site and above-site activities. The FOIT will represent
the major COP 17 submission for these country programs (see Appendix B.7).

The Sustainability Index and Dashboard (SID) will not be required for COP 17; beginning in
COP 18, the SID will be completed every two years. This longer timeframe will allow for a better
analysis of trends in sustainability over time, recognizing that progress towards sustainability
may not be measurable in one calendar year. The new SID timeline will also allow for
harmonization with UNAIDS’ National Commitments and Policies Instrument (NCPI), which will
be implemented in SID off years.

Integration of respect for human rights and efforts to eliminate stigma and discrimination into all
PEPFAR-supported activities.

Expanded meaningful engagement with external stakeholders and multilateral organizations

(see Section 2.3.1, Section 2.3.2 and Section 2.3.3) to strengthen and enhance input on

PEPFAR-funded activities and services.
Teams are no longer required to submit documentation of core, near-core, and non-core
assessments; however, the expectation is that all PEPFAR-supported activities will be aligned

with these principles.

As the COP 17 process is implemented, comments and suggestions for how to further improve

our program and approaches continue to be most welcome and encouraged.
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1.2 What is a COP?

The COP* documents U.S. government (USG) annual investments and anticipated results in the
global fight against HIV/AIDS. It is the basis for approval of annual USG bilateral HIV/AIDS
funding in most partner countries. The COP also serves as the basis for Congressional
notification, allocation, and tracking of budget and targets and as an annual work plan for the
USG activities in global HIV/AIDS. Data from the COP are essential to complying with PEPFAR'’s
commitment to transparency and accountability to all stakeholders.

For the past three years, PEPFAR COPs have focused on using data to inform decisions that
resulted in more focused programs leading to sustained epidemic control. In COP 17 it is
assumed that those pivots are now being implemented and that further major geographic shift in
programming are not required. The focus of COP 17 is therefore on using ongoing analysis of
implementation results to enhance impact and sustainability, including age and sex

disaggregation to ensure all at risk groups are being reached.

Figure 1.2.1

COF 15 Results COP 16 Implementation COP 17 Direction
(FY 2016) =Y 2017) (FY 2018)
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intervention remedy and monitor areas of - What is the expectation for

concern? success in COP 16 based upon
current performance?
As illustrated in Figure 1.2.1, plans proposed in COP 17 will be guided by a thorough
understanding of current results and current implementation. Information coming out of the FY 16

annual results report and POART monitoring consultations will be coupled with stakeholder input

! Throughout this document, the term ‘COP(s)’ includes Regional Operating Plans (ROPs) except as specified, and
the term ‘country teams’ includes regional teams for programs completing a ROP.
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and data from SIMS, PBAC, and other tools to identify areas of greatest success and areas of
concern at both the programmatic and partner level. Based on this knowledge of current partner
and program performance, COP 17 will propose key strategic updates to expand successes,
including expanding to new areas identified for saturation, as well as updates needed to respond

to areas of concern.

As illustrated below, in Figure 1.2.2, the PEPFAR Haiti program has successfully used this data
analysis process to adopt current best practices, intensify partner monitoring, increase impact,

and set future targets for epidemic control.

Figure 1.2.2
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1.3 Which Programs Prepare a COP?

PEPFAR teams receiving $5 million in annual combined PEPFAR funding will prepare a FY 17
COP or ROP using either the Standard Process or STAR Process.

Bilateral programs required to complete a FY 17 COP using the Standard Process include:
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Botswana, Burundi, Cameroon, C6te d’'lvoire, Democratic Republic of the Congo,
Ethiopia, Haiti, Kenya, Lesotho, Malawi, Mozambique, Namibia, Nigeria, Rwanda, South
Africa, South Sudan, Swaziland, Tanzania, Uganda, Ukraine, Vietham, Zambia and

Zimbabwe.

Regional and bilateral programs required to complete a FY 17 ROP or COP using the STAR
Process include:

Regional Programs: Asia Regional Program (China, Laos, Thailand), and Caribbean

(Bahamas, Barbados, Guyana, Jamaica, Suriname, Trinidad & Tobago), Central America (El
Salvador, Guatemala, Honduras, Nicaragua and Panama) and Central Asia (Kazakhstan,

Kyrgyz Republic, Republic of Tajikistan).

Bilateral Programs: Angola, Burma, Cambodia, Dominican Republic, Ghana, India,

Indonesia and Papua New Guinea

PEPFAR programs receiving less than $5 million in PEPFAR funding are not required to
complete a COP or ROP. These programs will account for PEPFAR resources through the
preparation of a Foreign Assistance Operational Plan (FOP). The Office of U.S. Foreign
Assistance Resources (F) at the Department of State coordinates the development of the FOP.
The U.S. Centers for Disease Control (CDC) programs in countries/regions that do not prepare

COPs will account for their resources through CDC Country or Regional Assistance Plans.

1.4 COP Timeline

The COP 17 Standard and STAR processes have been streamlined significantly and will be
completed by the end of April 2017 and the middle of March 2017, respectively, providing
PEPFAR country teams with more time to focus on execution and implementation of planned
activities. That said, strategic planning is not a one-time activity. As illustrated in Figure 1.2.1
above, COP 17 plans are to be built on monitoring and analysis of data that takes place
throughout the year, with the POART consultations a key tool in this process.

All COP 17 planning materials will be released on January 18, 2017. This includes the COP
Guidance, the Technical Considerations, and each country’s COP Planning Letter. COP

Planning Letters will contain not only country-specific funding levels, but also country-specific

Draft-Country/Regional Operational Plan Guidance 2017 Page 16 of 410




technical direction based on current performance. All COP 17 planning materials, including COP
Planning Letters, will be posted on PEPFAR.gov; country teams are encouraged to make certain

their stakeholders have timely access to these materials.

Post-Quarter 4 POART Consultation and Release of COP 17 Planning Materials

Following the December 2016 POART consultation and the January 2017 release of COP
planning materials, country teams should intensify their ongoing dialogue about current

implementation and the strategic direction for COP 17 to include:

¢ Review and discuss the Standard or STAR processes, as appropriate, to ensure that all are
familiar with expectations and requirements.

e Discuss and reach consensus on how to address concerns raised in the Q4 Corrective Action
Summary (CAS).

o Review and discuss the implications of the country-specific directions included in the COP
Planning Letter.

o Review the Technical Considerations and identify current solutions that could be applied in
country.

e Review the national context, highlighting any major changes since COP 16.

Internal PEPFAR Planning

The week of January 23, 2017, all PEPFAR programs are expected to host an interagency
strategic planning retreat to analyze data, discuss options, and reach consensus on a proposed

COP 17 direction. Key elements of the retreat include:

e Analyzing the current geographic and population priorities to determine whether these should
be reviewed (e.g. based upon new data) and expanded to new areas/populations for
saturation.

e Performing sex and age band analysis to understand gaps in services.

e Using an analysis of current performance and financial data at the national, district, and partner
levels to propose COP 17 national, district, and partner level targets and budgets.

e Ensuring the geographic and population priority sites are aligned with the IMs.

¢ Validating system investments and analyzing progress toward three year outcomes and one

year benchmarks.
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Implementing Partner Engagement

In coordination with the internal planning session, PEPFAR teams should dialogue with their

partners to:

e Review each partner's performance and discuss successes and challenges, including
partner's insight on current population and geographic priorities, innovative and emerging
trends in implementation, and risk behavior.

e Review expenditure and other financial data.

External Engagement

In coordination with the internal planning session, PEPFAR teams should engage in stakeholder

consultations that include:

o Areview of Q4 FY 16 and APR 16 program results and the Corrective Action Summary (CAS).
e A presentation of the preliminary conclusions and proposed direction for COP 17 from the

internal planning session.
e A solicitation of stakeholder input on the proposed COP 17 direction.

Key dates for COP 17 vary for Standard Process and STAR Process, as illustrated in the

following tables:
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Table 1.4.1 COP17 — 5tandard COP Process

COP1T STANDARD COP PROCESS

Key Milestone Dates

Standard COP Kickallf Webinar Janwary 10, 2017

Release final COP 17 guidance and togls

(including country-specific COP guidance) January 13, 2017

In-Country Sirategic Retraat January 23 - 27, 2017

February 4-5, 2017 (Johannesburg Group 1)
DC DREAMSIOVCIACT pre-meeting
February 18-19, 2017 (Johannesbung Group 2)

February 6-10, 2017 (Johannesburg Group 1)
DC Management Meeting Februars 20-24, 2017 (Johamesbung Group 2]

March 7-10, 2017 (Johannesburg Group 3)

March 2, 2017 (Johannesburg Group 1)
COPs due

March 16, 2017 (Johannesburg Group 2)

March 20, 2017 (Johannesburg Group 3)

April 19-21, 2017 (Johannesburg 1)
In-person COP réviews
April 24-26, 2017 (Johannesburg 2)

April 27-29, 2017 (Johannesburg 3)

Regarding the “COPs Due” dates indicated in Table 1.4.1, all materials are to be also shared
with external stakeholders.
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Table 1.4.2 COP17 - STAR Process

COP 17 STAR PROCESS
Key Milestone Dates
STAR Kickoff Webinar January 11,2017

Releasefinal COP 17 guidance andlogls | Januwary 18,2017
(nduding country-specific COF guidanca)

‘Weekly structured check-ins with HC January 19=February 10, 2017

In-Country Sirategic Retreat January 23-27, 2017

Weekly Structured CallswathHQand Field | Weeks of January 20, February €, 13,

Team 2017
COPz and REOFs due February 16, 2017
In-person COP reviews February 28-March 2, 2017 (Bangkok)

March 13-15, 2017 (Washington, DC)
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1.5 Required COP Elements Checklist

Table 1.5.1 below outlines which elements are required for the FY 17 COP/ROP. For a full list of

required supplements, templates, and instructions, see Appendix .

Figure 1.5.1
Required COP 17 Elements Checklist
STANDARD
COP Element Process STAR Process
‘{SStrS};}glc Direction Summary Required Required
Data Pack Required Mot Required
PBAC Required Mot Required
Targets in DATIM Required Mot Required®
FOIT Not Required Required
Implementing Mechanism Details - -
in EACTS Info Required Required
Management & Operations in . -
EACTS Info Required Required
Financial Supplemental - -
Workbook Required Required
Chief of Mission Letter Required Required
COP 17 CSD_Matl_i)g Update_ Required Required
5:&2 5IMS Site Visit Planning Required Required™
Laboratory Construction or Required for BSL-3 Required for BSL-3 and
Renovation Project Plan and enhanced BSL- enhanced B5SL-2
Supplemental 2 laboratory projects laboratory projects
Justification for partner funding Required if partner Required if partner
exceeds 8 percent exceeds 8 percent of
of budget budget
Evaluation Inventory Required for all Required for all programs
programs that fund that fund evaluations
evaluations

* If countries submitting under the STAR process will have site-level targets, those targets are entered into
DATIM.

** SIMS Site Visit Planning Table required for all countries that have site or above-site investments that fall
under the SIMS definition
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2.0 PEPFAR'S APPROACH TO PROGRAM
PLANNING AND DECISION-MAKING
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2.1 Global Overview and Context

The Joint United Nations Programme on HIV/AIDS’ (UNAIDS) December 2016 Get on the Fast-

Track — The life-cycle approach to HIV report announced that the Fast-Track response is

working. Globally, 18.2 million people now have access to HIV treatment and increasing

treatment coverage has reduced AIDS-related deaths among adults and children by 45% since

its peak in 2005. As demonstrated in the graphs below (Figures 2.1.1 and 2.1.2), continuing the

Fast-Track response will avert over 1 million new infections annually in 2018 and beyond,

dramatically reduce AIDS-related deaths, and critically reach budget neutrality.

Figure 2.1.1

Additional HIV infections averted through a Fast-Track
response, compared to 2015 levels of coverage, 2016-2030
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Source: Lamontagne E, Over M, Stover J et al. The economic returns of ending the AIDS epidemicby 2030. 2016, in press.
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Figure 2.1.2

Additional AIDS-related deaths averted through a Fast-Track response,
compared to 2015 levels of coverage, 2016—2030
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Source: Lamontagne E, Over M, Stover Jetal. The economic returns of ending the AIDS epidemic by 2030. 2016, in press.

The preliminary findings from the three recent population based HIV-impact assessments (PHIA)
in Malawi, Zambia, and Zimbabwe reaffirm that the 90-90-90 goals are attainable and that HIV
incidence levels are reduced in all three countries. The PHIA also showed that all are rapidly
moving towards epidemic control and budget neutrality, if focus and impact are sustained and if

careful age group analysis are used to improve control in all risk groups.
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Figure 2.1.3

Achievement Towards90,/90/90 - Results from PHIA 2016
Malawi, Zambia and Zimbabwe
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The three PHIAs also provide critical information to inform future programming. In Malawi,
Zambia and Zimbabwe, HIV incidence among young people, particularly women, remains
unacceptably high. In particular, HIV prevalence increases significantly in the 20-24 year age
group, indicating that renewed focus on reaching youth with prevention programming is
imperative for epidemic control.

Viral suppression among all people living with HIV (PLHIV) is high across these countries that
have over 60% of PLHIV on antiretroviral treatment (ART). However, there is some variation
across provinces, and the factors relating to this should be understood as to reach the UNAIDS

viral suppression goals.
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Figure 2.1.4 Viral Load Figure 2.1.5 Viral Load
Suppression Among HIV-Positive Suppression Among HIV-Fositive
Individuals by Province, Zimbabwe Individuals by Province, Zambia

2.1.1 PEPFAR’s Role and Response

For COP 17, the goal for PEPFAR is to sustain the pivots identified in previous COPs to
accelerate epidemic control through greater impact, accountability, and sustainability. Teams will
accelerate momentum to advance sustainable control of the HIV epidemic and ultimately achieve
an AIDS-free generation by implementing current solutions to current problems in the current
epidemic. We need fresh and innovative responses to help us address today’s challenges,
including age and sex group analysis to ensure prevention and treatment programs are ensuring

coverage to all genders and ages.

PEPFAR'’s success will be measured by how effectively we target and tailor our efforts in an
effective manner, together with our partners, toward sustainable control of the epidemic and,
ultimately, achievement of an AIDS-free generation. Teams should refer to PEPFAR 3.0 —
Controlling the Epidemic: Delivering on the Promise of an AIDS-free Generation, which describes
how PEPFAR can best support sustainable control of the epidemic by pivoting to a data-driven

approach that strategically targets geographic areas and populations where HIV/AIDS is most
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prevalent, and in which we can achieve the greatest impact for our investments.? The report
outlines PEPFAR'’s five action agendas that advance the five core principles of the PEPFAR
Blueprint, support achievement of PEPFAR’s new HIV prevention and treatment targets, and

provide a pathway toward sustainable control of the epidemic:

¢ Impact Action Agenda — Do the right things, in the right places, right now, in the right way.

o Efficiency Action Agenda — Increase transparency, oversight, and accountability across
PEPFAR and its interagency partners.

e Sustainability Action Agenda — As services are expanded to reach epidemic control, ensure
that the factors required to sustain control are in place.

e Partnership Action Agenda — Share responsibility with our partners to achieve an AIDS-free
generation.

¢ Human Rights Action Agenda — Respect human rights and address the human rights

challenges faced by those living with and affected by HIV/AIDS.

In addition, teams should refer to the December 2016 PEPFAR Sustainability Position Paper,
which describes concrete actions for immediately building sustainability into all PEPFAR
programming, and to the 2017 PEPFAR Technical Considerations, which present current

solutions to current problems and provide effective interventions to support the 90-90-90 goal.

To continue PEPFAR'’s data-centered business model and identify areas for the next tier of
saturation, for COP 17 PEPFAR teams will conduct a solutions-oriented review that includes a
series of enhanced data analysis and interpretation steps. This approach will enable teams to
examine what is known epidemiologically and technically. Teams will then validate that PEPFAR
programs are optimally focused to accelerate the scale-up of combination prevention
interventions in prioritized populations and geographic areas. Importantly, the analysis and
interpretation process will provide teams with the information needed to ensure that PEPFAR

programs remain focused within countries on the |ocations and populations with the

highest burden of HIV disease.

% The Office of the U.S. Global AIDS Coordinator. (2014). PEPFAR 3.0 — Controlling the Epidemic: Delivering on
the Promise of an AIDS-free Generation. Retrieved from
http:/Mmww.pepfar.gov/documents/organization/234744.pdf
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2.2 Defining Program Goals to Accelerate Epidemic

Control

Goal 1: Focus programming to achieve epidemic control. PEPFAR defines epidemic control
in standard epidemiologic terminology: The point at which the number of new HIV infections is
less than the total number of deaths regardless of cause among individuals infected with HIV.
Modeling studies suggest that achieving and sustaining epidemic control will stem the global
pandemic, reduce the disease burden on communities and health systems, decrease the future
costs of care and treatment, and enhance economic stability in resource-constrained settings by

increasing the productive potential of people living in these areas.

Given the non-random distribution of HIV within a population, the UNAIDS 90-90-90 framework
recommends maximizing the epidemiological impact of finite resources by allocating them to
geographic areas and population groups with the highest prevalence.® Thus, PEPFAR field
teams are urged to follow the epidemiologic data at the lowest sub-national unit available when
setting targets and designing program activities to achieve countries’ 90-90-90 targets and
among all ages, gender and risk groups.

Goal 2: Scale-up proven combination prevention and treatment interventions. Achieving
epidemic control requires investments in both prevention and treatment. Evidence indicates that
increases in the number of people on HIV treatment are already having an impact on reducing
HIV incidence. But, as the UNAIDS “Get on the Fast-Track” reports, progress on HIV prevention
among adults must increase.* For this reason, since 2014, PEPFAR has launched the
Determined, Resilient, Empowered, AIDS-free, Mentored, and Safe (DREAMS) program for
adolescents girls and young women, and provided additional funding to voluntary medical male

circumcision (VMMC).

This reality highlights the importance of analyzing age and sex disaggregated data to scale up

prevention and treatment interventions and approaches where they will have the greatest impact.

3 UNAIDS 90-90-90 — An Ambitious Treatment Target to Help End the AIDS Epidemic, 2014.
http://www.unaids.org/en/resources/documents/2014/90-90-90

* UNAIDS “Get on the Fast-Track” 2016, http://mww.unaids.org/sites/default/files/media_asset/Get-on-the-Fast-
Track en.pdf, page 7
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For example, the UNAIDS report points out that efforts to prevent HIV infections in young people
need to be strengthened through expanding DREAMS and ensuring full VMMC coverage. Hitting
the 2020 target will require a 74% reduction in new infections among young women between
2015 and 2020°. Clearly, for many countries, innovative solutions to break the cycle of

transmission from older men to younger women must be implemented urgently.

Figure 2.2.1

Cycle of HIV transmission, results from a phylogenetic study,
KwaZulu-Natal, South Africa, 2016
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> UNAIDS “Get on the Fast-Track” 2016, http:/Aww.unaids.org/sites/default/files/media_asset/Get-on-the-Fast-
Track en.pdf, page 30
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Similarly, data indicate new infections appear to be rising among people who inject drugs,
transgender persons, and men who have sex with men. Comprehensive HIV programs tailored
to the needs of these key populations can reduce new infections if proven interventions are

appropriately targeted.

The COP 17 Technical Considerations provide country teams with information on proven

interventions and lessons learned to improve impact in both prevention and treatment.

Goal 3: Ensure the availability and use of high quality data. The availability and routine use
of high quality data is a critical component of epidemic control. HIV incidence, prevalence, and
AIDS-associated mortality among people living with HIV, and other key indicators are essential
for monitoring national responses to the epidemic. Using PEPFAR and national program data, in

combination with published impact studies and survey and surveillance data, is key.

Improving data use will ensure better understanding of programs and results, improve
sustainable financing (through national buy-in), as well as program monitoring and accountability.
Data use is to be reflected through regular national reporting and publishing granular results in a

user-friendly and publically accessible means.

To address these issues and build sustainable structures, PEPFAR is working with host country
governments and other stakeholders to improve the frequency and quality of survey and
surveillance data. However, this requires more planning and alignment of resources to ensure
high-quality data. HIV Impact Assessments provide necessary data to monitor coverage and
impact of programs and are valuable in understanding the gaps to reaching epidemic control.
The Assessments have been fully funded, with completion expected in 11 countries in the next
24 months.

Within PEPFAR, teams are asked to assess populations and geographies, to design activities,
and to set targets aimed at accelerating epidemic control. To enhance the systematic gathering,
analysis, synthesis, and interpretation of program data for routinely measuring progress,
PEPFAR has defined a core set of program indicators that are collected and reviewed at least
guarterly. PEPFAR teams are also asked to increase linkages between PEPFAR program data
and national health monitoring systems and to support national capacity-strengthening efforts in
publishing, promoting, and advocating more frequent use of programmatic data in public forums
and platforms. In addition, PEPFAR adopted the UNAIDS 90-90-90 global targets for “breaking”

the AIDS epidemic by 2020 as a framework for program planning.
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PEPFAR recognizes that the speed at which countries achieve epidemic control may vary
considerably; as countries achieve control, resources need to stabilize. As such, PEPFAR teams
are asked to mobilize all available data in order to systematically engage with the host country
government and key stakeholders, to comprehensively outline the national/regional context for
the HIV response, and to define tailored targets for accelerating epidemic control in the coming
years. Specifically, PEPFAR teams are expected to submit COPs that are strategic and include
targets that will assist host country governments to reach 81% coverage of PLHIV in a

continuous manner, starting with the highest disease burden areas.

Goal 4: Promote shared responsibility. National contributions to the HIV response are critical
in assuring progress toward sustainable epidemic control. For PEPFAR, these national

contributions, or shared responsibility, are more than fiscal co-investment. National contributions
also include the enabling environment, HIV services, and the systems required to effectively and

efficiently control and monitor the HIV/AIDS epidemic.

As elaborated in the PEPFAR Sustainability Position Paper®, the enabling environment reflects
the political will to address the epidemic, ensure key policies are adopted and implemented
quickly, and establish the legal framework within which all systems, services, and financing
function. The Position Paper also stated HIV services must meet the HIV prevention and
treatment needs of everyone in the populace, and that health systems are needed to ensure
quality, efficient, and effective HIV services. Additionally, the enabling environment provides the

financial, human, and organizational capital required to keep systems and services operating ’.

FY 17 COPs are expected to reflect activities that strengthen national contributions toward
sustained epidemic control including rapid adoption of all key World Health Organization (WHO)

policies.

Goal 5: Partner Performance Management and Quality Assurance. All country teams are
expected to develop Partner Performance Management (PPM) operating procedures, and tools, to

monitor the performance of partner achievements, at the site and above-site level. In addition, the PPM

® PEPFAR Sustainable HIV Epidemic Control: PEPFAR Position Paper. November 2016.
https://www.pepfar.gov/documents/organization/264884.pdf

" PEPFAR Sustainable HIV Epidemic Control: PEPFAR Position Paper. November 2016.
https://www.pepfar.gov/documents/organization/264884.pdf
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will establish clear and reasonable processes to address issues of underperformance. The PPM should
include the range of indicators, including SIMS, MER, and above-site annual benchmarks used to
monitor and manage progress of partners. Approaches to developing a remediation plan to address
underperformance should be included in the PPM.

Quality Assurance will be conducted by all teams at two levels: PEPFAR-supported sites and activities
and in areas that PEPFAR has supported in the past. Quality improvement data include a range of
PEPFAR indicators, including SIMS, MER, above-site annual benchmarks, among others, and should
be triangulated to understand the complex nature of program quality monitoring and management. To
continue to ensure epidemiologic impact across the country, PEPFAR teams should assist local
institutions and governments in monitoring site-level results across the country. This means that

PEPFAR teams will work with districts to monitor results and outcome.

2.3 Coordination and Strategic Communication with

External Partners during COP Planning

To achieve sustained control of the HIV/AIDS epidemic and, ultimately, an AIDS-free generation,
it is essential that PEPFAR teams actively and routinely coordinate and communicate with their
external partners, who can provide valuable insights that improve the impact and accountability
of programs. External stakeholders include host country governments, multilateral organizations,

bilateral donors, private sector, civil society, and faith-based organizations.

For COP 17, teams are expected to actively engage external partners in all aspects of the
strategic planning, including strategic retreat the week of January 23, 2017. External partners
should have the timely opportunity to discuss the Q4 POART results and have input into the
strategic direction of COP 17.

Following COP submission, teams are expected to plan for continued engagement with external
stakeholders through routine sharing of POART data.

2.3.1 Host Country Governments

PEPFAR is committed to strengthening and maintaining its partnership with host country

governments to ensure alignment between PEPFAR contributions and national priorities and
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investments. Collaborative planning between PEPFAR and host country governments is critical
to ensuring that prioritized interventions are pursued, geographic priorities are shared, and that
all available resources for HIV/AIDS in the country are utilized optimally. Country teams should
regularly consult and communicate with the Ministry of Health (at various levels), the National
AIDS Control Authority (or its equivalent), the Ministry of Finance, other relevant Line Ministries,
and relevant government leaders, e.g., Office of the President and/or Prime Minister. This
engagement is critical to ensure that PEPFAR’s role in the national response, including the
strategic focus on technical programming, efficiency, costing, and policies for achieving and

sustaining epidemic control, is well understood.

2.3.2 Multilateral and Private Sector Partner Engagement

Multilateral Partners

Multilateral partners, including the Global Fund to Fight AIDS, Tuberculosis, and Malaria,
UNAIDS, WHO, the United Nations Children’s Fund (UNICEF), the World Bank and others, play
a critical role in supporting our mutual goal of HIV epidemic control and an AIDS-free generation.
They often have core competencies which differ from PEPFAR and other bilateral donors, and
can play a significant role in influencing host government policy and program decisions,
addressing implementation challenges, and coordinating and aligning efforts across the partners.
Country teams should proactively engage multilateral stakeholders from the earliest phase of the
COP and ROP planning.

In December 2016, the Global Fund will launch its funding request cycle for Allocation Period
2017-2019 (Implementation Period 2018-2020) and inform countries of allocation decisions for
HIV/AIDS, Tuberculosis, Malaria and Resilient and Sustainable Systems for Health (RSSH). In
many PEPFAR countries, planning for the Global Fund funding request will overlap with
COP17 planning. This overlap provides an opportunity for countries to consider all
resources at one time and plan holistically using shared epidemiologic data, program
results, expenditures, and planning levels to ensure cost effectiveness of all HIV dollars.
Building off the Q4 POART data analysis for HIV and TB/HIV co-infection, the availability of trend
data across OU’s, SID analysis and the Global Fund Principal Recipient data, country teams
should support the government to convene relevant stakeholders in order to review the PEPFAR
Country Specific direction. In addition, teams can use this joint planning process as an
opportunity to identify country-specific uses for Global Fund technical assistance that is funded
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through the 5% set aside. Teams may find resources related to the Global Fund’s next funding
request cycle on PEPFAR.net. Teams should remember the USG is one third of all Global Fund
dollars, and should ensure PEPFAR, host country and Global Fund dollars are aligned and

strategic for maximum impact.

UNAIDS, including its Secretariat at the global and country levels and co-sponsoring agencies
(WHO, UNICEF, the United Nations Population Fund [UNFPA], etc.), can be an effective partner
in working with countries to advance PEPFAR's and UNAIDS'’s shared goal of achieving
epidemic control, and ending the AIDS epidemic by 2030. The 90-90-90 targets are taken
directly from the UNAIDS Fast Track approach. UNAIDS works with national and subnational
governments on a host of issues, including political advocacy, strategic planning, sustainability
and resource mobilization, human rights, key populations, civil society engagement, modeling
epidemic trends, and improving the quality of strategic information. UNAIDS, both the Secretariat
and joint United Nations teams in countries, can help build support for PEPFAR's approaches
and its alignment and harmonization with government-supported, Global Fund-supported and
other programs. PEPFAR country teams, UNAIDS counterparts, and joint UN teams should

collaborate early in the process to solicit each other’s input and support.

During the COP development process, teams should continue to coordinate with other
multilateral partners, especially UNAIDS and its co-sponsors, to ensure alignment between their
investments and PEPFAR investments to achieve the shared vision of 90-90-90 by 2020. In
particularly, data regarding the current epidemiology and response must reflect a shared and
consistent understanding that reflects total national response. Any differences in this
understanding of the epidemic should be resolved before COP finalization.

External partners will be invited to participate fully throughout the in-country COP preparation
process and during the COP Review/Approval in-person meeting. As with COP 2016, PEPFAR
teams should work with multilateral organizations to identify in-country representatives to attend
their COP Review meeting. PEPFAR country teams should also engage multilateral partners at
other stages in the PEPFAR operating model, including before and after POART calls, during the

organization of site visits, and technical assistance visits.

Section 2.3.3 includes best practices to ensure engagement with multilateral partners and civil

society organizations is meaningful.
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Private Sector Partners

No one government or entity can address the HIV epidemic alone. Success relies on building
meaningful and wide-ranging partnerships with the private sector at the global and local levels.
Scalability and sustainability of programs is more likely to be achieved with support and
collaboration of the private sector. In addition, partnerships with the private sector offer
opportunities for pursuing innovative strategies that can later be replicated. Teams are
encouraged to build partnerships with a diverse set of private sector stakeholders, including

private sector health delivery systems, as well as private for-profit institutions.

Private Sector Engagement (PSE) strategies and Public-Private Partnerships (PPPs) are
enablers that leverage resources (in-kind, cash, or other) and ideas to achieve epidemic control.
PEPFAR defines PPPs as collaborative endeavors that coordinate resources from the public
sector with resources from the private sector (financial or in-kind) to accomplish HIV/AIDS
prevention, care, and treatment goals. It is essential to align PPPs with core programmatic goals
and work collaboratively with other technical areas to include sustainability, domestic resource
mobilization (DRM), human resources for heath (HRH), program quality, etc. to accelerate

outcomes and results.

All country teams are strongly encouraged to engage private sector stakeholders as early as
possible during the COP process to help explore strategies, resource commitments, and the

possibility of aligning proposed co-investments with core and near-core priorities.

Accountability of PPPs is essential and integrated within the routinized processes for reporting of
results for PEPFAR programs. Entering into non-binding Memorandum of Understanding (MOU)
is a critical tool in which all partners are expected to outline in detail roles, responsibilities, as
well as procedures for addressing ongoing PPP activities throughout the life cycle of the
partnership. For PPPs and their respective proposed MOUs that involve the State Department,
S/GAC, and other State Department offices, has additional oversight responsibilities. Therefore,
S/GAC must be consulted on all such proposed PPPs (including any proposed MOUS) to

ensure appropriate State Department approval.

Please see Appendix 7 for more details on the available PPP toolkit to help support country

teams with private sector engagement and PPP development during the COP.
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2.3.3 Active Engagement with Community and Civil Society

The full participation of civil society in every stage of PEPFAR programming and planning, from
their advocacy to service delivery, is critical to the success and sustainability of PEPFAR and the
global effort to combat HIV. Civil society has been a leading force in the response to HIV since
the beginning of the epidemic, providing expertise and relationships with local communities that
non-indigenous organizations often struggle to achieve. It is key to ensure that community and
civil society engagement have a voice at the decision-making table commensurate with the
burden of disease in a district or province. Civil society organizations (CSOs) provide services
that are crucial to realizing donor strategies, advocating on behalf of beneficiary populations,
promoting human rights to combat stigma and discrimination, identifying challenges to and gaps
in health care delivery, collecting data, providing independent oversight of programming and
processes, and promoting transparency. It is ethically imperative that affected populations have a
voice in how the programs that serve them are designed and implemented. Therefore,
meaningful engagement with community and CSO’s remains a requirement of the PEPFAR
program.

In 2016, civil society played a critical role throughout the COP development and implementation
process. As part of our After Action Review of COP/ROP 186, a list of recommendations from
CSO'’s to PEPFAR highlighted the shared value in bringing together civil society and country
teams in PEPFAR processes. The full list can be found on PEPFAR.net.

Who to Engage?

The community and CSOs that are engaged in the COP process should reflect the HIV disease
burden of the country and the full range of populations affected by HIV. Establishing linkages
with networks and coalitions is important to achieving broader civil society representation. Vital to
success is the inclusion of key population-led CSOs and recognizing “Greater Involvement of
People living with HIV/AIDS (GIPA)” principles, a detailed plan for engaging individuals at the

center of HIV epidemics.

8UNAIDS & Stop AIDS Alliance. Communities Deliver: The Critical Role of Communities in Reaching Global
Targets to End the AIDS Epidemic. Geneva and Hove: 2017. Available from
http://vww.unaids.org/en/resources/documents/2017/JC2725 communities_deliver.
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Civil society organizations may include: traditional health practitioners, community elders and
leaders; local and international non-governmental organizations; networks/coalitions; religious
and faith-based groups; professional associations; activist and advocacy groups, including those
representing key and priority populations; organizations representing people living with
HIV/AIDS; human rights groups; women'’s rights groups; youth organizations; access to justice
and rule of law groups; groups representing other populations highly affected by the epidemic,
such as persons with disabilities and woman and girls; PEPFAR program beneficiaries or end
users; community associations; and not-for-profit organizations at national, district, and local

levels.

In addition to engaging implementing partners who are vital to the process, country teams are
required to engage smaller, local, KP-led civil society and community groups to gather
community input and feedback. PEPFAR teams should seek the inclusion of a diverse range of
CSO’s in consultations, taking into account that this process requires proactive outreach to
ensure all affected populations are represented. Additionally, PEPFAR teams should include
organizations from outside of the capital (e.g., by phone and internet) to ensure that both rural
and urban interests are represented. Strong consideration should be given to hosting the
quarterly POART consultations remotely (i.e. by phone or webinar, as is outlined below) to allow

maximum participation.

In 2017, external partners will be invited to fully participate throughout the in-country COP
preparation process and during the COP Review/Approval in-person meeting. For representation
at the Review meetings, PEPFAR teams are required to ask in-country civil society to select at
least two representatives to attend their COP Review meeting, using management funds, the
Ambassador's small grants program, or existing implementing mechanisms to support the costs
associated with supporting civil society participation at all levels of COP planning and writing. For
all countries, at least one of these of the CSO representatives must be a PLHIV; and for
concentrated epidemic countries, at least one of the CSO representatives must represent a key
population community representing the burden of disease in the country. Gender of these
participants should also be taken into consideration, working to have representation that reflects

the burden of disease in each country.
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Ensuring Continued Meaningful Engagement

For COP 17, PEPFAR teams are expected to continue to expand their successful COP 16
collaborations with local civil society, including activists, advocacy groups, and service delivery
organizations. PEPFAR teams should proactively solicit input from civil society regarding their
goals, priorities, targets, and budgets in drafting their COP as outlined below. Particular attention
should be given to including civil society and activist groups that are not funded directly by
PEPFAR. Civil society partners should be invited to share candid feedback to improve PEPFAR
programming without fear of losing access to PEPFAR processes or resources. PEPFAR teams
are also encouraged to establish terms of reference for the engagement of their local partners,

inclusive of conflict-of-interest guidelines.

As national governments assume greater ownership of their HIV responses, the sustainability of
this ownership will rely heavily on civil society partners to adequately address the health needs of
their citizens. Meaningful engagement with PEPFAR can model this partnership and build the
capacity of local CSOs to meet this challenge, better preparing them to play a leadership role

now and in the future with host governments.

These are the tools that stakeholders should review for COP:

o Q4 data from Spotlight

e Country slides from the Q4 analysis and follow-up actions from POART Call
e Outcomes from SIMS

e Country Specific Direction (available January 18)

e COP Guidance including Technical Considerations

Based on reviews, civil society should identify areas where PEPFAR can increase impact in FY
18.

1. Engage in strategic planning retreat with USG to confirm proposed COP17 direction
a. Provide written feedback
2. Review agreements coming out of DCMM and provide feedback prior to COP submission

3. Review SDS prior to in-country Ambassador Review
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Figure 2.3.3.1

PEPFAR Team Action
A. Distribute critical data

Stakeholder Action
Analyze materials fo

Dates
December 30-January 15

and COP1¥ materials prepare for COP17 planning

s [raft COP discussion at Strategic
Guidance retreat; identify areas of
COP16 SD3 successful perfformance
Access fo Q4 that can be leveraged
results via going into COP1T and
“Spotlight” identify if there are

« Country Specific activities that should not
COP17 guidance | continue (site level and
letter above site investments)

» Q4 POART

Owverview slides
B. USG invites and reviews
materials with
stakehalders at the
strategic planning
retreat.

Provide USG with
recommendation for
COP17T focus and direction
based on analysis of Q4
results and observations of
in-country performance.

Starting January 23

C. Provide summary of

DCMM agreements

Provide written input and

feedback on country goals,

targets and changes from
COP 16 prior to the COP
Review meetings.

PEPFAR team provides
summary no later than 3
days following DCMM;
Stakeholders provide
response within 4 days of
receipt

. Provide draft SDS no

Provide written feedback

43 hours prior to submission

later than 48-72 hours
befare submitting to in-
country Ambassador

E. Provide SDS, Data Pack

to in-country ambassadar

Review all materials in Immediately following

and Focused Outcome preparation for COP review | submission to OGAC
and Impact Table {FOIT)
{as applicable)

F. In-person Approval Civil society and govemment | Various

Meeting representatives attend in-

person approval meeting

All PEPFAR OUs are required to create a country-specific calendar of events which detail when
documents will be shared and when meetings will be conducted so CSOs are able to plan and
effectively support COP development

Civil Society Engagement Requirement

Each country will receive an analysis of the CSO matrix they completed for COP 16 and
guidance to enhance community engagement in COP 17 via the country-specific Planning Letter.

Building on the COP 16 matrix, an updated COP 17 matrix must be completed and submitted.
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2.3.4 Stigma, Discrimination, Violence and Human Rights

Stigma, Discrimination and Violence

Stigma, discrimination, and violence, as well as harmful laws and policies, reduce access to and
use of essential health services and undermine efforts towards effective responses to HIV/AIDS.
PEPFAR is committed to joining others to end stigma, discrimination, and violence and
increasing access to, and uptake of, HIV prevention, treatment, and care services for all persons
infected and affected by HIV/AIDS, including: vulnerable, especially adolescents and young
women and key populations such as men who have sex with men (MSM), transgender persons,

sex workers, people who inject drugs and people in prisons and other closed settings.

To control the epidemic and, ultimately, achieve an AIDS-free generation, it is imperative that we
identify and understand the often complex dynamics driving stigma, discrimination, and violence,
and implement innovative evidence-based, community-led approaches to address the specific
types of stigma (experienced, perceived, anticipated, internalized, compound or layered, and
secondary). Additionally, there is a need to address the structural- and policy-level barriers that
perpetuate discrimination. While stigma, discrimination, and violence is most often targeted at
PLHIV, others being reached by or involved in HIV efforts such as individuals from key
populations, women and girls, nurses and other health care workers, supportive community and
political leaders, and other key stakeholders also suffer from the effects of stigma, discrimination,

and violence.

While each of the actions outlined in this guidance is discrete, they are all part of a framework to
promote human rights and eliminate stigma, discrimination, and violence by creating an enabling
environment (e.g., structural) that amplifies the successful implementation of prevention,

treatment, and care.

Human Rights

PEPFAR’s human rights guiding principles include securing, protecting, and promoting human

rights and creating an enabling environment that sustainably addresses the epidemic.
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The following are requirements for PEPFAR countries to support a sustainable enabling

environment:

1. In coordination with regular CSO engagement and relevant existing working groups, including
PEPFAR interagency, other U.S. Mission sections, U.S. Department of State Bureaus, and
community representatives, PEPFAR countries will develop a plan, timeline, and resource
allocations to measure, document, and mitigate stigma, discrimination, and violence. Please
see Technical Considerations for additional resources relating to assessments and
interventions.

2. Trainings on Non-Discrimination and Gender & Sexual Diversity Trainings will include a section
on the inclusion of non-discrimination policies in the design or administration of programs in all
PEPFAR trainings. These include, but are not limited to, trainings held for implementing
partners and other direct service providers receiving PEPFAR funds. Please see Technical
Considerations for an example of a non-discrimination policy.

3. Teams will establish an in-country, interagency point-of-contact (POC) whose responsibility will
be the oversight of Gender and Sexual Diversity Training (GSD). Each new staff member will
complete the online version of the GSD within two to six months of hire date, once it is
available; this will be documented. In addition, once a year the GSD POC will convene a
panel(s) to discuss PEPFAR’s engagement around GSD, inclusive of LGBTI activities, and
adolescent girls and young women. Please see Technical Considerations for options to
implement the GSD refresher trainings.

4. Legal Environment Assessment (LEA) identify legal and policy barriers to accessing prevention,
treatment, care and support services, and inform action to overcome these barriers, with a
focus on access to justice and the reduction of stigma, discrimination, and violence. Country

teams will be provided feedback on their LEA in their country-specific guidance

2.3.5 Coordination among U.S. Government Agencies

A key feature of PEPFAR is its whole-of-government approach that rests on a robust and
productive U.S. government interagency response. All agencies working in a country or region
are expected to work together to gather and analyze all available programmatic, epidemiologic,
and financial data, which will include partner work plans, and partner- and site-level data.
PEPFAR Country Coordinators are uniquely positioned to ensure that all available data are used

to help inform planning and implementation of a unified country program as one U.S. government
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team. It is essential that all U.S. government agencies working on HIV/AIDS programs in a

country participate in COP discussions, even if remotely.

Country programs may have several sources of U.S. government HIV/AIDS funding (e.g. State,
USAID, GAP funds). However, all HIV/AIDS programming decisions are to be made as an
interagency U.S. government team with final coordination and approval by S/IGAC. For example,
it is a recommended best practice, and it is expected, that draft scopes of work for any
new/renewed procurements will be carefully reviewed in an interagency manner at the country
level before being included in the COP and/or submitted into official agency acquisition and

award processes.

The quarterly reviews and data analyses with the interagency POART teams at headquarters
require routine interagency discussion, facilitating a unified U.S. government approach that will
ensure a well-vetted COP is reached prior to submission. POART activities represent an ongoing
dialogue throughout the year that routinizes data sharing and transparency, which is critical to a
successful COP process. Evidence-based solutions to implementation challenges generated by
POART reviews should directly inform COP development. If any agency does not have staff or
activities in-country, the country team may still draw on the agency through the POART and COP

processes to solicit that needed expertise.

In preparing the COP and throughout the year, PEPFAR programmatic staff should consult with
relevant non-program offices in all agencies, such as human resources, management, financial,
general services, scientific review, acquisition, grants, general counsel, and policy officials at the
appropriate levels to ensure that there is sufficient administrative and management support to
facilitate PEPFAR activities. For example, the Embassy Management and Human Resources
Offices are key partners in evaluating current and planned staffing for program management,
oversight, and accountability. Similarly, all procurement and assistance actions must be
coordinated with the appropriate agency’s procurement office prior to COP approval and during
implementation. Each agency must utilize any established agency financial forecasting systems
during COP implementation. It is the onus of the agency to ensure approved COP activities can

be funded and implemented in accordance with their own agencies’ timelines.
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3.0 PLANNING STEPS FOR STANDARD PROCESS
AND STAR PROCESS
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3.1 Overview of the Planning Steps for Standard Process

and STAR Process

The tables below provide a broad overview of key planning steps for both STAR Process and Standard
Process development, summarizing the steps and expected outcomes for each step. Detailed
instructions for the Standard Process are available in Appendix A; detailed instructions for the STAR

process are available in Appendix B.

3.2 Modular Planning Steps

Successful implementation of the Standard Process strategic planning depends upon a series of
key analyses and decision points that require meaningful engagement across technical areas.
This section offers guidance to countries following the Standard Process on key steps countries
can take to meet planning requirements and draft a technically strong Strategic Direction

Summary.
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Figure 3.2.1 STANDARD PROCESS: The table below presents expected outcomes for each step of

the planning for the Standard Process:

Planning Steps Outcomes for the Standard | Tools/ Analyses
Process Planning Analysis
Step 1; Understand the cument | Updates in demographic, MNew Spectrum  files, recent

program confesd

epidemiclogic, programmeatic, and
country context identified

surveillance and  demographic
informaticn; lalest programmatic
data

Step 2 As=sess alignment of cument
PEPFAR investments and
program focus

Areas not aligned with PEPFAR
rezources and program  focus
identified

Expendifure analysis and budget

Step 3 Detenmine pricety locafions
and populations for  epidemic
control to set fargets and pricntize
activities

Revised fers of support for FY17
identified:
s Aftained
= Scale-up (safurafion and
aggressive)
»  Sustained
= Central support

Datapack and related tocks

Step 4: Determine program support
and system-level interventions in
which PEPFAR wiil

achieve epidemic conirol

invest to

Table § wpdated

SID 2016 and Table &

Step o Determine the package of
senvicez and support in other
locafions and populations and
target accordingly

Packages of senvices for P18 and
F¥19 defined for each of the
following tiers:

«  Aftained

*  Scalewp {=safuration and

aggressive)
*  Sustained
s Central support

Datapack and related
technical congiderations and COP

guidance

toals;
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Step 6 Project total PEPFAR
resources required to implement
strategic plan and reconcile with
planned funding level

Planned budget by IM reconciled
with planned funding level

Step 7. Set SNU and IM targets and
budgets; then develop sitedevel
targets

Targets at all levels agreed upon

Datapack and related tools; site-
level target tool (opfional); PBAC

Step & Determine  monitoring
strategy for planned aclivifies in
accordance with reguirements and
azsess staff capacity

Monitoring plan for site level resulis
set

SIMS

Table &

Figure 3.2.2 below illustrates a recommended order to carrying out the various steps of the

Standard Process.

Complete first

and concurrently

Complete next
and concurrently

Complete next
and concurrently

Step 1

Step 2

Site
yield/volume

analysis

Estimate savings
and production
gains

Step 6

1 Step 3

— Step 4 Step 7

— Step 5 Step 8
. Iterative I lterative

» Civil society engagement
+ Host country engagement

» Multilateral partner engagement ‘
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Figure 3.2.3 STAR Process: The table below presents expected outcomes for each step of the

planning for the STAR process:

Planning Steps Outcomes for the STAR Tools/Analyses
Planning Analysis

Step 1: Understand the Updates in epidemiologic,

current national/regional programmatic, country context » Recentsurvey and program
context and partner performance data (PEPFAR and
identified .
naftional)
« COP16SID

» POART analyses, including
pariner performance

» Program investment profile

o (Global Fund allocation letter

¢ Cenftrally-funded initiatives

« Stakeholder consultations

Step 2: Gap analysis « Update barriers to the 3 Country/region-specific
90s guidance

+ Highest pricrities for
PEPFAR investments

determined POART discussions
o What is needed to support

a sustainable national

response COP1G Table 6
Step 3: ldentify priority » Focused Cutcomes and
outcomes and propose Impact Takle (FOIT)

core activities completed COP16 Table 6

* Ensure alignment of site-
level and above site
investments

o 505 and other COP17
elements completed
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4.0 TECHNICAL CONSIDERATIONS SUMMARY

(Details in Appendix C)
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PEPFAR, in collaboration with host governments, communities, multilateral organizations, and
other global organizations, has made substantial achievements in combatting the global
HIV/AIDS epidemic. As announced on World AIDS Day 2016 PEPFAR is supporting 11.5 million
men, women and children to access life-saving antiretroviral treatment (ART), has completed
11.7 million voluntary medical male circumcisions (VMMC), performed 74.3 million HIV tests in
FY 16, and provided services to 6.2 million orphans and vulnerable children (OVC) and their
caregivers as of September 30, 2016 (Figure 4.1). Bold targets have also been set for PEPFAR’s
future achievements, including goals of supporting 12.9 million people on treatment, 13 million
VMMCs, and reducing HIV incidence in adolescent girls and young women (AGYW) by 40% by
the end of fiscal year 2017.

Figure 4.1

2016 PEPFAR GLOBAL RESULTS

NEARLY
Voluntary medical male circumcisions — Babies born HIV-free
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Men, women, and children on
life-saving antiretroviral treatment

Adolescent girls and young
women reached through DREAMS

-©.
@’

{
LY
).’

Orphans and vulnerable children

' received care and support

Children on life-saving antiretroviral
treatment

©
©

New health care workers trained — People received HIV testing and counseling

As we continue to work towards the 90-90-90 goals set out by UNAIDS in 2014, PEPFAR
programs must continue to dive deep into programmatic and epidemiologic data to identify
country, regional, and site-level successes and challenges to ensure every dollar is optimally
invested. This will reveal areas for quality improvement and programmatic course correction. For
example, global data from 2015 reveal that HIV testing results are highest for persons with
tuberculosis (TB), sexually transmitted infections (STI), and those located in inpatient wards.

However, these sources will not identify large numbers of untreated persons living with HIV.
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Increased testing is needed for those under age 30 who are at highest risk for undiagnosed HIV
infection. Analyzing this data at a site level is important to determine and overcome current
barriers in identifying HIV infected persons and increasing testing yield and volume. Furthermore,
prevention, testing, treatment, and retention strategies must be assessed for their effectiveness
and appropriateness for specific age, gender, and risk groups in order to have the most impact.
As well, a core premise of PEPFAR is respect for human rights in programming and the
engagement of those most impacted by HIV/AIDS (e.g. PLHIV and members of key population

communities) in the planning, implementation, and analysis of PEPFAR programs.

Figure 4.2
ART initiation policy: 2015 ART initiation policy: 2016
2015 YWHOD Recommendation : Irespective of CD4 count 2L WHO Recommendation : Imespective of (04 count

In working towards these goals, it is critical that PEPFAR provide support to national and local
governments and institutions in a manner that builds a sustainable national HIV response.
PEPFAR country teams must work with governments on national policies such as Test and
START, differentiated service delivery models, programs integrated with human rights advocacy,
and policies affecting stigma, discrimination, violence, and access to HIV services for key
populations (KPs). Shared partnerships—financial and programmatic—are essential in
establishing and sustaining epidemic control and responding to new and future challenges. COP
17 must include direct and meaningful dialogue with implementing partners and other key

stakeholders, commitments from governments, and support from civil society.

The role of the Ambassadors and Deputy Chiefs of Mission have been critical in moving the
essential policy agenda forward, resulting in a much more effective program. In 2016, country

teams were able to work in partnership to ensure treatment starts before the immune system is
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substantially damaged and transmission can be interrupted (Figure 4.2). Similar emphasis must
be placed on policies to ensure access to services for 15-24 year olds, key populations, and

service delivery that is more cost effective and client-friendly.

In order to reach PEPFAR'’s goals and accelerate impact to achieve the 90-90-90 targets, it is
essential that COP17 continues the focus on epidemic control begun in COP15 by focusing on
comprehensive implementation of evidence-based interventions. Collectively PEPFAR has been
successful at focusing geographically. This COP17 we need to focus in the same detail on
populations by risk, gender, and age to ensure we are focused for maximum impact. Of equal
importance is the continuation of a human-rights based approach, emphasizing the need to
engage, reach, and serve all individuals, especially those at highest risk for HIV. Teams should
assess their ongoing work in geographic areas of high prevalence and incidence, and in key and
priority populations, in order to evaluate the success and need for change and/or expansion in
current focus. In addition, the COP17 Technical Considerations emphasize four key areas of
impact that all country and regional teams should focus on during their planning. Each section of
the Technical Considerations will provide a brief background on the importance of the focus
area, highlight the key interventions country teams should implement, and provide country
examples and best practices. The appendices at the end of this document will provide references
to relevant guidance documents, further country examples, and contact information for technical

leads.

1. Preventing and Treating New Infections among Adolescents and Young Adults <30 Years Old
Continuing to focus prevention on adolescents and young adults under 30 years old in
Sub-Saharan Africa. Prevention activities should be evidence-based, such as pre-exposure
prophylaxis (PrEP) for those at high risk of HIV acquisition, condom distribution, for HIV-
negative young men, and HIV treatment for all adolescents and young adults identified as HIV-
positive. Special attention should be paid to pregnant and breastfeeding women <30 including
adolescents, sex workers and adolescents engaged in transactional sex, men who have sex
with men (MSM), transgender persons, orphans and vulnerable children (OVC), and 18-24

year old active duty military personnel.

2. Targeted Testing and Improving Testing Yield for Populations
Implementing a strategic mix of HIV testing modalities to improve testing coverage
(especially among young men and women), yield, and efficiency of HIV testing

services. HIV testing is the gateway to accessing critical prevention and treatment
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services. The challenges inherent in this service delivery differ greatly by country, and
require detailed knowledge of the epidemic and who remain undiagnosed. Strategies to
optimize case-finding, such as the determination and testing of sexual networks, and to

ensure high quality testing services, including self-testing, are essential.

3. Retention and Viral Load Suppression
Retaining clients on ART and care to achieve viral suppression. Retention on treatment
and virologic suppression are critical to reducing HIV-related morbidity and mortality and
preventing transmission. Strategies that improve adherence to treatment, prevent TB and other
life-threatening diseases, and enhance access to viral load testing are needed to attain
retention and viral suppression targets. Innovative service delivery models should focus on
populations that have difficulty with retention, such as children, young adults and men, pregnant
women, and key populations.

4. Access to Quality, Sustainable HIV Services
Ensuring access to non-discriminatory quality HIV services and a sustainable HIV
delivery system. From advocacy to delivering services, those affected by HIV play an
important role in responding to the epidemic in ways the public sector cannot. Stigma,
discrimination, and violence as well as harmful laws and policies reduce access to and use of
essential health services and undermine efforts towards effective responses to HIV/AIDS.
Community empowerment needs to be integrated into all aspects of health and HIV
programming. Public and private sector facility and community-based health services, including
those services delivered by KP-led organizations, need to be supported and funded
appropriately. As the number of people on treatment increases, programs need to sustainably
expand capacity, utilizing strategies such as community-based lay workers, prioritization and
task-shifting, provider networks, and stable patient delivery systems. Retention of human
resources should be a key objective for programs.
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APPENDIX A:
STANDARD PROCESS PLANNING STEPS
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Appendix A.1 Modular Planning Steps

Successful implementation of the Standard Process strategic planning process depends upon a
series of key analyses and decision points that requires meaningful engagement across
technical areas. This section offers guidance to countries following the Standard Process on key
steps countries can take to meet planning requirements and draft a technically strong Strategic
Direction Summary (SDS).

Appendix A.2 Order of Planning Steps and Activities

The COP 17 Standard Process utilizes a flexible modular planning approach for developing an
innovative HIV prevention and treatment strategy, specific to the country context, to accelerate
progress toward achieving the country’s 90-90-90 targets. As described below, each key
planning module requires review of essential data and specific analysis techniques. The

recommended order for these steps is illustrated in Figure A.2.1 below.

Figure A.2.1
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Complete first Complete next Complete next

and concurrently and concurrently and concurrently

Stepl - Step 3 Step g

— Step 2 — Step 4 — Step 7

Site
—  yield/volurme — Step 5 — Step 8
analysis
Estimate savings lterative x lterative T

| and production _1

gains

* Civil society engagement
* Host country engagement ‘
» Multilateral partner engagement

As noted elsewhere in the COP 17 guidance, country teams are strongly encouraged to engage
civil society, host governments, and external partners early and often in the development,
implementation, and monitoring of the COP, as doing so will help to ensure a collaborative

process as defined by meaningful partner engagement.

Appendix A.2.1 Planning Step 1: Understand the Current Program Context

To determine how PEPFAR should optimally invest to maximize impact, PEPFAR teams must:

o Review demographic, epidemiologic, PEPFAR program data, and national/regional program
data to the lowest sub-national unit (SNU) possible as well as age and sex disaggregated data.

e Review and update how the national response is funded and implemented, including Global
Fund Principal Recipient(s) and host country government.
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e Review the COP 16 Sustainability Index and Dashboard (SID) and identify any updates

occurring within the country context.

These reviews were first conducted by OUs for COP 15 and were updated for COP 16. For COP 17,
the assessments should be updated again, incorporating new data and analyses. The results of these
assessments should be described in the SDS, Sections 2.1-2.3. Additional detail on each critical
element in this step is described below.

Review Demographic, Epidemiologic and Program Data

PEPFAR teams are asked to update, gather, review and present key data describing the national and
sub-national burden of HIV, including the number and percent of individuals testing HIV-positive at the

site and SNU levels, and current program performance.

The purpose of this activity is to better understand the magnitude of the epidemic and current progress
towards achieving adequate coverage of combination prevention and treatment to achieve epidemic
control both in targeted SNUs, and nationally. Significant effort was made in COP 2015 planning to
establish SNUs of focus for scale-up to saturation by the end of FY 17. Reviewing key epidemiologic
and program data is important to understand if course corrections are needed, to determine whether
acceleration to program saturation is happening at a faster or slower pace than anticipated with
particular attention to age and sex bands and subgroups that may lag in reaching epidemic control, and
to identify the next set of SNUs that could be the focus of future program scale-up should resources
from COP 17 funds become available through efficiencies. Two standard tables in the SDS should be

populated with key data to provide context for planning decisions.

Standard Table 2.1.1 outlines demographic and epidemiologic data for the national/regional context in
which each PEPFAR OU operates. The table is organized to capture the key data points that should, at
minimum, be reviewed prior to making program decisions. The data are disaggregated by age and sex
(note that data on female sex workers do not require age disaggregation). This disaggregation is
increasingly critical as evidence mounts regarding age and gender disparities in access to HIV services
and the importance of focusing HIV activities on the populations with the highest HIV burden and
unmet need, and therefore the highest likelihood of transmitting or acquiring HIV.? Further, these

populations will vary by country and region, and PEPFAR field teams should make every effort to

°® UNAIDS. (2014, September). The Gap Report. Retrieved from
http:/AMww.unaids.org/en/resources/campaigns/2014/2014gapreport/gapreport
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populate this table in its entirety using any data available of reasonable quality. Cells indicated in grey
do not require information to be entered. It is understood that not all countries will be able to populate
every cell in the table; however, this exercise is also designed to highlight the areas where significant
data gaps exist and where PEPFAR may need to invest to fill these gaps to better measure progress

towards epidemic control.

Every PEPFAR country should, to the extent it is safe, collect data on prevalence within key
populations and estimate the size of those populations. Data for four groups are required for all
PEPFAR countries: men who have sex with men (MSM), female sex workers (FSW), transgender
persons (TG), and people who inject drugs (PWID). Weaknesses in these data should be noted in
planning and data collection methods planned to address these weaknesses should be in included in
the COP. See UNAIDS (2016) Guidance: The Privacy, Confidentiality and Security Assessment

Tool*.

Field teams are also asked to identify specific priority populations on which they will focus in the coming
cycle, and include an additional row for total size estimate and an additional row for HIV prevalence

within each population listed.

NOTE: For each priority population selected for targeting in the coming cycle and identified in Section 3

of the SDS, an associated size estimate and HIV prevalence value is expected in Table 2.1.1.

Standard Table 2.1.2 provides data on the cascade for HIV prevention, diagnosis, care and treatment
for the most recent 12-month period available. The purpose of this information is to better understand in
a standardized fashion how effectively different populations are reached with combination prevention
services, diagnosed, linked and retained in ART, and ultimately, achieve and maintain virologic
suppression. Identifying critical gaps in the clinical cascade can help PEPFAR and national/regional
programs tailor activities to more effectively respond to unmet need and implementation realities.**
Monitoring these data over time establishes a critical feedback loop informing planners if program
choices are moving the country or region closer to the goal of 90-90-90 by 2020 or if course corrections
are needed. Table 2.1.2 will be populated in the Datapack using data submitted for APR16 (e.g.

1 UNAIDS. (2016). The Privacy, Confidentiality and Security Assessment Tool. Retrieved from
http:/Mmww.unaids.org/sites/default/files/media_asset/confidentiality security tool user manual en.pdf

 World Health Organization. (September 2015). Consolidated strategic information guidelines for HIV in the
health sector. Retrieved from:
http://apps.who.int/iris/bitstream/10665/164716/1/9789241508759 eng.pdf?ua=1&ua=1
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PLHIV). If countries have more recent data from the most recent 12-month period available, this data

should be incorporated into the Datapack and used in Table 2.1.2.

Cascade data in Standard Table 2.1.2 are disaggregated by population, necessary to effectively target
based on burden of disease. The first row, “Total Population,” should be inclusive of all subsequent

rows and represents summary national cascade information across all populations.

Update the Program Investment Profile

Regardless of program type or size of investment, the success of PEPFAR programs are dependent
on the resources, management, and support contributed by the host country government and other key
stakeholders in the HIV response (e.g., the Global Fund). To minimize duplication across
funders/implementers, increase allocative and technical efficiency, and maximize impact on the
epidemic, PEPFAR must have a clear understanding of how the current program is being funded and
potential dependencies on other partners for success in achieving the stated goal for epidemic control.
This includes, at minimum, data describing total investment by key program area and source of
support, as well as data describing how critical commaodities are procured. Country teams are expected
to provide information describing and referencing as necessary other existing workplans for how central
initiatives such as ACT, DREAMS, DREAMS Test and Start, DREAMS Innovation, VMMC, and viral
load, as well as other partnerships (e.g., Saving Mothers, Giving Life (SMGL), Pink Ribbon Red
Ribbon) are aligned with the priority questions to be addressed in these sections, including transition

planning expected by the conclusion of the initiative.

Two tables are provided in the SDS template to assist field teams with presenting these data (which are
also a key inputs into the Sustainability Index) and are described in more detail below. Financial
information should align with the appropriate designations within the investment portfolio section of
Standard Tables 2.2.3 and 2.2.4 as well as in the program area (2.2.1) and procurement profile (2.2.2)
summary to fully describe activities, targets, results.

Once Standard Tables 2.2.2, 2.2.3 and 2.2.4 have been populated, the PEPFAR team should
concisely communicate key findings in the narrative portion of the SDS, Section 2.2. Given these data
represent a static point in time, teams should use the narrative to contextualize the information provided
and identify any potential changes or risks that may need to be addressed in the planning process.
Specifically, teams should report in the narrative the year of the commodity expenditure data reported,
any changes that have occurred in the country since these data were collected, and any planned

changes in which funder(s) will be supplying each commodity in the next 1-3 years. This is particularly
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important for commodities, as a stable supply of ARVs and other drugs and supplies for combination

prevention is necessary to sustain existing programs and a pre-requisite for any planned expansion.

Review the Sustainability Agenda

Country teams should review their COP 16 SID, noting any changes in the country context that might

impact the investment portfolio proposed in COP 17.

Appendix A.2.2 Planning Step 2: Assess Alignment of Current PEPFAR Investments to
Epidemic Profile, Partner Performance and Results

e In COP 15 and COP 16, PEFPAR teams compared PEPFAR expenditure data by lowest SNU
available to burden of disease, as measured by total PLHIV, to determine if the PEPFAR
program was most effectively aligned to reach the areas and populations with the highest
number of HIV infections. To reassess or verify priority locations and populations for epidemic
control selected in COP 17, PEPFAR teams must understand how current investments are
aligned to the epidemic profile. This task again involves comparing the most recent PEPFAR
expenditure data by lowest SNU available to burden of disease, as measured by total PLHIV.
In which SNUs is PEPFAR expanding resources? Are these aligned with the areas that

PEPFAR is seeking to have impact?

Appendix A.2.3 Planning Step 3: Determine Priority Locations and Populations for
Epidemic Control and Set Targets

FY 15-16 COPs ranked districts or SNUs according to HIV disease burden and classified them
according to several tiers of PEPFAR support. Further, as part of the approach to epidemic impact,
PEPFAR urged target setting in a manner that achieved accelerated coverage to 8% of PLHIV by the

end of USG fiscal year 2017 for key and priority populations with the highest HIV prevalence.

Because many of the scale-up SNUs will have achieved or approached saturation by the end of FY17,
COP 17 guidance requires PEPFAR teams to use the available epidemiological and expenditure data
to reassess which SNUs, and population groups within them will be prioritized for scale-up activities by
the end of FY 18.

Scale-up: Saturation and Aggressive Scale-Up SNUs: Geographic areas with the highest HIV

prevalence nationally that have not yet achieved 81% coverage, particularly among local

population groups experiencing the greatest burden of disease.
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e Scale-Up: Saturation SNUs receive intensive PEPFAR support with a target of reaching

81% of all people at all ages, gender and risk groups, living with HIV (PLHIV) on ART by
2017 and 2018.

e Scale-Up Aggressive SNUs receive intensive PEPFAR support with an overall goal of an

increased rate of ‘new on ART,’ but are not expected to reach 81% of PLHIV by 2017 or
2018.

Scale-Up SNUs will receive a package of PEPFAR-supported services designed to accelerate
achievement of epidemic control. DREAMS, VMMC, and ACT-like activities should be prioritized

for implementation in these areas.
Prioritized scale-up activities include:

Prevention and Treatment

e Facility- and community-based prevention and treatment activities, including demand
generation.

¢ Facility-based testing, treatment, adherence and retention, as well as site, district, and
national level quality monitoring.

e Support for guality monitoring at the site, district, and national levels.

e Support for surveillance systems to monitor programs by geography and age and sex
disaggregated populations.

o Continued efforts for laboratory scaling to ensure monitoring of viral suppression.
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Figure A.2.3.1

Refreshing SNU Prioritization for Epidemic Control

COP 16 SNU Potential COP 17 SNU Prioritization
Prioritization

Scale-up: Saturation Attained (if > 80% ART coverage is expected to be achieved among
both males and females living with HIV by APR17)
Scale-up: Saturation (if ART coverage of >80% is not expected to be
reached for both males and females living with HIV by APR17)

Scale-up: Aggressive  Scale-up: Saturation (if 80% target is achievable by APR18)
Scale-up: Aggressive (if 80% target is not achievable by APR18)

Sustained* Scale-up: Saturation (if the SNU is prioritized based on PLHIV for the
next tranche of scale-up, and a target of 80% is achievable by APR18)
Scale-up: Aggressive (if the SNU is prioritized based on PLHIV for
the next tranche of scale-up, but a target of 80% is not achievable by
APR18)
Sustained (if the SNU is not prioritized based on PLHIV for the next
tranche of scale-up)

Central Support Central Support (by default)
Sustained or scale-up (if a compelling case can be made to prioritize
the SNU for scale-up or sustained support based on HIV burden)

* In rare cases where the “Sustained” category was applied to priority SNUs with very high levels of coverage, an SNU may
transition from “Sustained” to “Attained”, as long as it meets the definition for “Attained”.

As described above, the FY 17 COP development process provides a platform for OUs to review
progress toward the FY 17 goals and to reevaluate which sites or SNUs will be designated for
saturation or aggressive scale-up in FY 2018. Figure A.2.3.2 shows the continuous nature of

prioritization at the SNU level.

In this example, SNU 1, 2 and 3 were prioritized in COP 15 to get 81% ART coverage
(saturation) by APR17. In COP 16, new ART slots should be allocated to SNU1, 2 and 3 to be
able to reach 81% coverage by APR 2017. The next districts should be identified for saturation
by APR 2018. SNUs that were identified as Aggressive Scale-up in COP 15 should be revisited
to see which ones can become saturated by APR2018. In the example prioritization, SNU 4 and
5 were Aggressive Scale-Up in COP 15 and there are enough new ART slots to be able to
saturate these districts in COP 16.
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Figure A.2.3.2: Example of ART Coverage Prioritization

COP17 Target:
(APR18)
SNU 1 Scale-up: 0% Scale-up: 81% among Adtained 85% among
Saturation Saturation males & 84% males & 85%
| amang females | among females
SNU 2 Scale-up: 0% Scale-up: 60% Scale-up: 80%
_ Saturation Saturation Saturation
SNU 3 Scale-up: 0% Scale-up: 50% Scale-up: 80%
Aggressive Agaressive Saturation
SNU 4 ' Scale-up: 15% Scale-up: 45% Scaleup: | 60%
| Aggressive Agaressive Aggressive
SNU 5 Sustained 60% Sustained B0% Scale-up: B0%
. Saturation
SNU G Sustained 40% Sustained 40% Scale-up: 65%
Aggressive
SNUT Sustained 5% Sustained 35% Sustained 35%
SNU 8 Central Central Central 25%
Support _ Support _ Support ~or no target

Note: : The Datapack is available to assist teams with importing and organizing their epidemiologic and

national/regional district program data using the methods described below.

Process for Prioritizing Locations and Populations for COP 17

As a first step in prioritizing locations and populations, teams should gather the following key data

elements and potential data sources.
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Figure A.2.3.3

Key Data Elements and Potential Sources
Data element(s) Potential Sources
Total population Ministry of Health surveillance, Estimates from
HIV prevalence and trends UMAIDS Spectrum and Subnational Estimates of
Total number of PLHIV HIV Prevalence Report, Surveillance Studies
Site-level positive yield data from PEPFAR PMTCT | supported by PEPFAR
and HTC programs Central Statistics Agency, U.5. Bureau of Census

Once these data elements have been assembled, the teams should rank SNUs as follows:

Sort SNUs by total number of PLHIV from largest to smallest

2. Calculate percentage of total (national/regional) PLHIV in each SNU

3. Calculate the cumulative burden by SNU by summing and recording the percent of
total PLHIV for each SNU entry

4. Sort SNUs largest to smallest by positive yield based on PEPFAR PMTCT and HTC
data; calculate estimated PLHIV based on PEPFAR program data and compare the

ranking of SNUSs to the ranking in step 1 above.

If using the Datapack, steps 2-4 will be calculated automatically

Next, teams should include current national or regional coverage data to calculate unmet need
for comprehensive prevention and treatment services, including ART, PMTCT, and VMMC,

particularly for key and priority populations.

ART coverage should be represented as a percentage for each SNU. Unmet need should be
calculated using total PLHIV as the denominator. Although the number currently eligible has
been an important factor in some countries to consider in operationalizing plans for scale-up,
initial estimates of unmet need and program focus for epidemic control should be based on total
burden, as measured by number of PLHIV. Countries will continue to integrate these new WHO

guidelines into their own definitions of treatment eligibility.

If using the Datapack, unmet need will be calculated automatically.
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Teams should calculate the net new patient slots required to achieve 81% ART coverage for
PLHIV by SNU by end of APR 2018. In determining these targets, PEPFAR teams should adjust
for scale-rate and expected loss to follow-up (LTFU). OUs should also provide 81% coverage
targets for scale-up sites or SNUs to be addressed in APR 2018. Scale-rate and LTFU should be
based on performance and new interactions that would improve case-finding, linking and

retaining.

Prioritizing locations and populations for program focus

Multiple data sources and a number of program/contextual factors must be considered when PEPFAR
teams prioritize geographic areas and populations groups for COP 17. The goal of this analysis is to

optimize resource allocation for maximum epidemiological impact.

With currently available data, it is not always apparent which information should take precedence, what
thresholds should be applied, and what weight should be given to each individual criterion. Teams must
use the best available data to refine their operational plans, including: HIV prevalence, population size,
total number of PLHIV, coverage of prevention and treatment services, and estimated key and priority

population sizes within high prevalence SNUs.

Each country context will be different and one method or standard selection criteria should not be
applied across the board; however, there are key considerations PEPFAR teams should

consider when prioritizing SNUs for tiered support:

1. Prioritize across SNUs to give precedence to high disease burden geographic areas

nationally.
Because the distribution of HIV within a population is driven by factors that cause it to be

non-random, it is important to examine the epidemiological data across geographic areas.
A ranking of SNUs based on HIV prevalence will enable country teams to identify highest
priority areas for the provision of evidence-based combination prevention services (HTS,
PMTCT, ART, VMMC, condoms, and other targeted prevention for key and priority
populations).

2. Prioritize within high-prevalence SNUs to focus resources on the highest prevalence

areas and population groups at the local level.

Once high burden SNUs are identified, further analysis within those bounded areas may
be needed to refine the geographic targeting, as new infections may not be distributed
randomly or evenly throughout the SNU. Furthermore, teams are urged to focus not just
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pRESRAR

on localized “hotspots” within SNUs but to utilize the available data to identify the
population groups shouldering the greatest burden of disease within those bounded
areas. Data analyses should clarify whether key population groups (e.g., MSM, PWID,
CSW) or other population groups, such as 15 — 24 years old girls and women, account for
the largest attributable fraction of new infections and teams should target prevention and
treatment resources accordingly. Other sources of data (e.g., program, ANC surveillance)
may help to inform resource optimization in the absence of population-based
epidemiologic estimates.

Finally, if a site within a lower-prevalence, sustained SNU meets criteria for a microepidemic
with the a high volume of new infections, the SNU in which it is located should be categorized
as a scale-up SNU but only the hotspot site(s) within the SNU receive scale-up targets. In these
cases, the number of PLHIV in the hotspot is needed to estimate current and target coverage
levels. Teams should explain the need for a unique focus on these micro-epidemics and detail
plans to achieve 81% ART coverage and accelerated coverage of combination prevention in
the hotspot(s) within the SNU. Teams can provide the additional data in the narrative of Section

4.1 or as a footnote in Standard in Section 4.

3. Strive for attained status and saturation within prioritized SNUs

To reach countries’ 90-90-90 targets, PEPFAR teams are urged to design programs
using available population size estimates and set complementary prevention and
treatment targets necessary to saturate geographic areas and key or priority population
groups. Saturation is defined as achieving 81 percent coverage of prevention or

treatment services in those population groups within SNUs needing them.

Finally if ART has exceeded saturation in an SNU (defined as >81% ART coverage
among both males and females living with HIV), that SNU should be designated as
attained and relevant programs should be designated. The aim then is to achieve
saturation levels of ALL core interventions relevant to the populations within the SNU in
order to curb HIV transmission and improve health outcomes for PLHIV. Even after
achieving attained or saturation status, the SNU should remain a priority SNU and
continue to scale other core interventions, as resources permit and as dictated by

epidemiologic need.
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Setting targets for accelerated epidemic control in priority locations and populations

PEPFAR field teams are urged to set targets for combination prevention interventions that assist host
country governments achieve epidemic control as rapidly as possible in prioritized, high HIV prevalence

geographic areas and population groups. Generally, targets should:

o Align with the OUs stated goal for epidemic control and specify how PEPFAR investments will
translate into expected increases in coverage in the COP 17 implementation period and
beyond*2.

o Rapidly saturate priority geographic areas and population groups with combination prevention
interventions (ART, PMTCT, VMMC, and condoms).

o Be tailored to prioritize geographic areas and population groups with intervention packages
selected based on their strong evidence, feasibility, relevance, and cost effectiveness.

e Preventing and Treating New Infections among Adolescents and Young Adults <30 Years Old

e Targeted Testing and Improving Testing Yield for Populations

e Retention and Viral Load Suppression

e Access to Quality, Sustainable HIV Services

This section is not intended to provide comprehensive guidance on how to set targets for every
indicator measured by PEPFAR. Rather, the guiding principles and instructions below pertain to targets
highlighted in the SDS that provide a snapshot of how field teams have prioritized locations,
populations, and interventions for epidemic control. Standard process country teams should utilize
the Datapack and related tools for target setting. Detailed guidance on target-setting with
Datapack is provided in the Datapack User's Guide. STAR process country teams may also

request a Datapack if appropriate to the PEPFAR response and helpful for planning.

PEPFAR teams should use this guidance to inform program choices and subsequently document
targeting decisions in Sections 3 and 4 and Appendix A of the SDS,. Each table is described below in

the context of the related combination prevention or support intervention.

Tables in Section 4 of the SDS should be generated from DATIM, and “COP 17 Target Table
Favorites” will be available.

Draft-Country/Regional Operational Plan Guidance 2017 Page 67 of 410



In setting targets to accelerate epidemic control and in completing the relevant section in the SDS,

team should keep several factors in mind:

1. Targets for epidemic control are distinct and mutually exclusive of expected volume to

sustain support in other locations and populations.

In Section 4 of the SDS, PEPFAR teams will present targets across all scale-up areas in
the standard tables. In many OUs, we expect PEPFAR resources dedicated to scale-up
to shift to scale-up areas and interventions; however, PEPFAR teams will need to budget
for continued support to existing ART and PMTCT patients and OVC beneficiaries in
other locations and programs: To determine the required resources to support sites in
other locations, PEPFAR teams should use program data to calculate the expected
volume of beneficiaries in those areas should be recorded in relevant in Section 4 of the
SDS. Methods for this analysis are described in section A.2.5 below.

The sum of targets included in both Sections 4 of the SDS should equal the technical
area target™ for each indicator. For example, a PEPFAR team has determined the
program can support 300,000 current on ART by APR 2018 in selected scale-up areas.
This figure should be recorded in Standard Tables in Section 4. The team has also
calculated there would be an expected volume of 200,000 current on ART by APR 2018
in other areas as programs are transitioned. This figure would be entered in the tables in
Section 4. The total current on ART expected for APR 2018 would then equal the current
on ART in priority areas (300,000), plus the current on ART in other areas (200,000). In
this example, the summary technical area target for APR 2018 is 500,000.

2. Target timeframe should be framed by goals beyond implementation in COP 17.

Strategic planning requires PEPFAR teams to think beyond the implementation year
associated with COP 17 (FY 18). In this COP the Datapack will support calculating two-
year strategic targets (e.g. APR 2018 and APR 2019), however teams are not expected
to submit site-level targets beyond what will be achieved by APR 2018.

In COP 15, for ART coverage specifically, teams were requested to select priority
locations and populations in which coverage of 81 percent is possible by the end of FY

17. Since areas have already been identified for 81 percent coverage in FY 16 and FY

13 See section 5.4 on target definitions.
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17, in COP 17 teams should identify the areas for 81 percent coverage by FY 2018 or FY
2019. This timeframe is intended to provide a near-term goal post for PEPFAR teams to

guide decisions as they set targets to accelerate ART coverage in priority areas.

For other combination prevention and support targets defined in Section 4 of the SDS,
teams must estimate coverage by APR 2017 and APR 2018 in the Standard Tables, but
are not expected to set targets that for key or priority populations if not achievable during

this time frame.

3. Program costs and trade-offs should be taken into account when setting targets for priority

locations and populations.

Achieving targets outlined in Section 4 of SDS represents a cost to PEPFAR programs. In
determining targets for ART, combination prevention activities, and OVC, teams should
use actual costing data allocate resources within the available funding envelope (see
section 3.3.6 on resource projections). Teams should also keep in mind that achieving
targets in one technical area (e.g., ART) has an impact on funding available to achieve
targets in another technical area (e.g., VMMC). There is no specific guidance applicable
to all PEPFAR OUs on the most appropriate percentage of funds to allocate to
combination prevention and support activities; however, teams are expected to meet
legislated budget code earmarks (see Appendix E); consider any central funding that may
be available to assist with achieving targets in specific technical areas, and consider the
type and magnitude of support provided by the host country government and other
stakeholders. The goal is to achieve epidemic control in prioritized geographic areas and
populations as quickly possible. The mix of combination prevention interventions will vary
by epidemiological context; teams should use any data available to optimize these

allocations.
Setting Targets for ART in Priority Locations and Populations

PEPFAR teams are requested to set targets for ART that will assist the host country government
achieve ART saturation for PLHIV by the end of USG fiscal year 2018/19 (September 30,
2018/19). Given finite USG and other resources, PEPFAR teams will need to identify geographic
areas where the attainment of 81 percent ART coverage is possible in two years. Teams should

record proposed ART targets for priority locations and populations.

In addition to setting targets for current on ART and ART enrollment (newly initiated) by
SNU, PEPFAR teams should outline in Standard Table 4.1.1 how they will meet the
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enrollment target proposed by entry stream for ART. At minimum, 4 entry streams should

be considered and included as rows in Standard Table 4.1.1;

1.

Initiate ART for all previously diagnosed and clinical care patients living with HIV infection

One very efficient way to increase enroliment for ART programs is to initiate clinical
care patients living with HIV on ART, as is consistent with WHO treatment

recommendations.

2. TB-HIV patients not on ART

Teams should initiate ART in TB patients diagnosed with HIV. PEPFAR teams should
estimate how many individuals currently receiving TB treatment and prophylaxis at TB
sites will receive HIV testing and be linked effectively to ART sites as newly initiating

ART patients.

3. HIV-positive pregnant women and HIV-exposed infants

HIV-positive pregnant women receiving care through PMTCT sites will initiate or
continue ART over the period. Teams should estimate the number of women newly
initiated on ART through PMTCT programs as a key entry stream for ART enroliment
targets. Early infant diagnosis (EID) of HIV-exposed infants is another important

opportunity for case finding and pediatric ART initiation.

4. Other priority and key populations

Improve linkage to ART services for PLHIV diagnosed through existing HTS
programs. Strategic testing of high-yield populations through provider initiated testing
and counseling (PITC), partner notification, and index-based testing are also
important opportunities for case finding, linkage, and ART initiation. PEPFAR teams
should be able to describe with data how many newly initiating ART patients can be
expected from each of the entry streams above, and determine PMTCT and HTS

testing targets accordingly.

Setting Targets for VMMC in Priority Locations and Populations

Modeling tools can assist countries estimate unmet need for VMMC for adolescent boys and

men, particularly for those age 15 - 29 years. Countries should aim to achieve VMMC saturation
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in high burden SNUs/micro-epidemics and, within those SNUs, among males in the highest
priority age bands. Geographic areas and age groups with higher levels of unmet need should be
prioritized within the overall strategy, i.e., between SNUs of equivalent HIV burden, the SNU with
lower circumcision prevalence should be prioritized (similar for age bands). PEPFAR teams are
asked to present targeting decisions by VMMC in in Standard Table 4.1.2 of the SDS.

If targets have been set for areas outside of those selected for program focus, teams will need to
explicitly state their rationale in the narrative portion of Section 4.

Setting Targets for Prevention Interventions in Priority Locations and Populations

Once teams have identified key and priority populations in the selected SNUs, they should
develop best-possible estimates of population size. See the indicator reference sheet for
PP_Prev and KP_Prev in the MER 2.0 Indicator Guidance and the 2011 Guidance for Prevention
of Sexually Transmitted HIV Infections for more information on size estimation. Teams should
then develop a basic package of interventions for each population based on existing guidance
from the above documents, and set coverage targets for each population based on an evidence-
based hypothesis about the levels of coverage necessary to achieve population-wide reductions
in incidence. For best practices on prevention for females age 15 — 24 years, please see

Appendix J

PEPFAR teams are asked to present targeting decisions by priority and key populations in
Standard Table 4.1.3 of the SDS.

Cascades are helpful tools to monitor program coverage for prevention and clinical services. The
Scientific Advisory Board has been asked to develop Optimized Prevention Cascades to that

PEPFAR can use to monitor prevention programs for specific populations.
Setting Targets for OVC

Based on a comparison of current PEPFAR OVC coverage and estimates of the OVC population
and inputs such as situational analyses, PEPFAR teams should describe/map the OVC situation,
select locations and populations for program focus; and using the definitions provided in the
indicator reference sheets set targets for OVC_SERYV in the Datapack. Teams should provide a

brief description of the data sources used and assumptions made.

While setting OVC targets, teams should focus on providing a comprehensive package of

prevention and treatment services and supports to OVCs ages 10-17 years, particularly
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adolescent girls in high HIV burden areas. Many programs have exceeded targets in OVCs
under age 10 and should now shift to address the particular needs of adolescent OVCs. In areas
with high HIV burden in adolescent populations, particularly East and Southern Africa,
adolescent girls should be prioritized as they bear a disproportionate risk for HIV acquisition

compared to their male peers.

PEPFAR teams are asked to present targeting decisions for OVCs in Standard Table 4.1.4 of the
SDS.

Population Data for OVC: Country teams should use these assumptions to calculate the

denominator for OVC population data.

Orphans and other vulnerable children, as a distinct population, is defined in PEPFAR'’s
legislation as “children who have lost a parent to HIV/AIDS, who are otherwise directly affected
by the disease, or who live in areas of high HIV prevalence and may be vulnerable to the disease
or its socioeconomic effects”. Calculating that total may be done in a humber of ways depending
on country context and data sources. Orphans (maternal/paternal/double) have a standard
definition, which is further discussed below. Defining “other vulnerable children” may focus on the
characteristics of their parents or caregivers, which raise risks for poor child outcomes, or the
actual risks or vulnerabilities faced by children across multiple domains. DHS and MICS typically
identify the percentage of children who have a very sick parent or live in a household where an
adult has been very sick or died in the past 12 months, which they label “vulnerable children.”
National OVC situation assessments and other surveillance methods may use different
definitions of vulnerability, commensurate with national policies, to estimate prevalence or
population size or may be linked to rates of adult HIV prevalence and household size. Where
these data are available and of sufficient quality, they should be used in program planning

because they align most closely with PEPFAR'’s legislative definition cited above.

Orphans (maternal/paternal/double) refer to children (aged 0-17) whose mother, father, or
both parents have died. Orphan prevalence rates (at both national and sub-national levels) are
typically available through both DHS and MICS, which can be combined with child population
figures from the national census or other sources to estimate the orphan population. Orphaning
has been strongly correlated with HIV prevalence in the generalized epidemics common in sub-
Saharan Africa, even when the actual cause of parental death is undetermined. Because these
data are widely available from population-based surveys, they are important proxies for
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estimating the size and distribution of OVC populations for PEPFAR program planning, though
orphaning is only a partial subset of all children affected by HIV/AIDS.

AIDS orphans are defined as the estimated number of living children age 0 - 17 years who have
lost one or both parents to AIDS. National estimates are only available through UNAIDS models
based on demographic and epidemiological data; sub-national disaggregations are not usually
available. The scope and quality of these data may make them less useful for PEPFAR program
planning. However, this is one of the only standardized population level indicators relevant to
calculating the total number of orphans and other vulnerable children due to HIV/AIDS
systematically reported globally (by UNAIDS and MDG 6).

Appendix A.2.4 Planning Step 4: Determine Program Support and System-Level
Interventions in which PEPFAR will invest to Achieve Epidemic Control

As an emergency response to the AIDS pandemic, PEPFAR has made immense achievements in the
past ten years. For PEPFAR 3.0, accelerating progress towards epidemic control and ensuring that the
program’s achievements and gains are consolidated and sustained remain major areas of focus. Thus,
sustainability remains a key dimension of PEPFAR'’s business model. PEPFAR teams, in-country
stakeholders (government and civil society), and multilateral partners (UNAIDS and Global Fund, etc.)
must ensure their agendas are aligned to efficiently remove barriers to epidemic control. Through better
coordination and accelerated impact with a focus on sustainability, PEPFAR can influence technical
gains in country, and foster greater accountability, transparency, and use of evidence to accelerate

progress towards epidemic control.

As country teams apply a sustainability lens to their 2017 investment planning, they should seek to

advance several objectives:

o Ensure effective and efficient practices are adopted (including Test and START, reduced
clinical visits and multi-month ARV scripting, task-shifting and new testing strategies) to improve

client services and reduce the cost of delivery.

e Ensure that prioritized systems-support investments are aligned with sustainability
vulnerabilities identified during the COP 2016 SID implementation process, and have validated

outcomes and annual benchmarks to monitor progress.

e Increase local partner capacity, and leveraging funding mechanisms and approaches that

increase ownership and accountability for results through local systems.
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e Seek opportunities to improve national monitoring of service delivery and other PEPFAR
activity costs given evolving service delivery models and the need to generate efficient
systems. Identify opportunities for better data on what service delivery cost should be given

evolving service delivery models.

e Support discussions and actions with Ministries of Finance and Health to increase domestic
resource mobilization for HIV and to be partners and advocates for efficiency of current

spending.

In COP 17, efficient and effective systems investments continue to be an essential component of
achieving PEPFAR’s goals, including identification and remediation of key gaps in the clinical cascade
and shifting the national policies necessary to achieve countries’ 90-90-90 targets. In COP 17, Table 6
is informed by the COP 16 Systems and Budget Optimization Review (SBOR) exercise to define key
barriers to addressing shortfalls to achieving 90-90-90 targets and three year outcomes. Based on the
SBOR, teams identified:

e Three to five systems barriers that impede closure of programmatic gaps
e Barriers to adoption of Test and START and alternative service delivery models
¢ Quantifiable three-year outcomes and corrective activities to achieve the outcomes

In line with the broader principles of streamlining in COP 17, Section 6.0 of the COP 17 SDS stays the
course and refines, as needed, the three-year focused systems investments and outcomes defined in
COP 16. The results of the 2016 SBOR exercise should continue to inform strategic programmatic
priorities for COP 17. The focus for this year will be to revalidate the identified barriers and three-year
outcomes from COP 16 and further define benchmarks to reach those outcomes. This is an important
step forward for not only PEPFAR, but also for illustrating to non-PEPFAR programs how to build

transparency and accountability for systems-related outcomes.

More specifically, in COP 17, the completion of Table 6 involves three stages which build upon
the work country teams completed in the SBOR process in COP/ROP 2016. The completion of
Table 6 should be led by the PEPFAR Coordinator and completed in the interagency space.
Additionally, country teams should continue dialogue throughout the process with the host

country government, the Global Fund, UNAIDS, and other partners to ensure that resources can
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be leveraged as part of an ongoing overall strategy to address programmatic gaps and systems

barriers. The three stages are as follows:

1. Validate defined barriers and outcomes from COP 2016. Country teams should use the

following questions to examine each barrier and outcome entered in the COP 2016 SDS.

a.

Does the identified system barrier continue to be one of the most critical barriers to
closing each programmatic gap?

Do the prioritized systems investments continue to align with sustainability elements in

which the country scored in the yellow or red range on the COP 2016 Sustainability

Index and Dashboard (SID)?

Are the defined three-year outcomes and related annual benchmarks quantifiable and
measurable, and the most appropriate for the outcome?

Are the proposed activities the most relevant/appropriate to support change in the
barrier?

For barriers toward which limited progress has been achieved (i.e., year one annual
benchmark/s have not been met), should activities be funded in COP 2017 at the same
level as in COP 20167

2. Evaluation of progress toward closing systems barriers. Teams should write a brief

narrative that addresses the following points. Additionally, country teams should be prepared to

discuss the interagency process used for validating outcomes and annual benchmarks during

the DC Management Meetings.

a.

Identify areas of significant and limited progress, and, if applicable, outside factors
influencing annual benchmark achievement. Reference newly identified annual
benchmarks that provide evidence for significant or limited progress. We recognize that
COP 2016 annual benchmarks are being defined shortly before the COP planning
cycle begins and only limited activity implementation will have occurred. Country teams
should give their best estimate of the feasibility of the benchmark being met in the
narrative in this section, identifying any known issues.

Changes from COP 2016 identified barriers are not encouraged, as teams should build
upon analysis from last year, unless the barrier is no longer relevant. However, if
changes are being proposed, provide a justification for why the proposed changes are
now more relevant than what was identified in COP 2016.

Justify any modified or discontinued systems activities.
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3. Complete tables. Country teams should complete the tables in the Section 6 Tables Excel
tool, which will be done by updating the existing information in the COP 2016 SDS Section 6.0.
A detailed column-by-column description of table inputs is located in the SDS template and in
the Instructions tab of the Excel tool. Teams should also consult the lllustrative Examples
of Systems Investments Outcomes and Benchmarks document available on
PEPFAR.net in the COP17 folder. The document provides illustrative examples to guide
country teams in defining and refining country-specific outcomes and benchmarks. The

completed tables should be PDF’ed and attached as an appendix to the final SDS.
A successfully completed SDS Section 6 will include:

a. A brief narrative describing progress made toward year one benchmarks, as well as any
factors limiting progress.

b. A brief summary of the rationale for revalidating the programmatic gaps and systems
barriers.

c. Completed tables including annual benchmarks and progress updates.

Note: See Appendix H.8 for required elements of Evaluation Standards of Practice and
Evaluation Inventory

After validating above-site activities planned, key programmatic evaluations should also be identified in
Section 6 of the SDS. The required evaluation inventory (comprehensive list of all types of evaluations)
should be a living document that plans ongoing and completed evaluations. In line with COP15 and
COP16 analyses and execution, COP17 should also follow the path of resources in the areas with

highest disease burden, and continue to saturate in areas by rank of order.

Appendix A.2.5 Planning Step 5: Determine the Package to Sustain Services and
Support in Other Locations and Populations and Expected Volume

This step outlines considerations for activities in Attained, Sustained and Central Support areas.
Activities for each of these types of supported areas requires a different approach given disease

burden, ART coverage and site level activities.
The following revised definitions of PEPFAR tiered support should be used for this prioritization:

Attained SNUs: SNUs that have achieved at least 81% coverage of ART among all adult males

and females by the end of FY 2017. The emphasis for these SNUs is to sustain high coverage
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levels and increase viral load suppression rates to achieve at least 90% suppression rate in all
PLHIV on treatment.

Prioritized activities for Attained SNUSs include:

Surveillance and Laboratory

o Real-time surveillance should identify populations that need prevention services.

e Surveillance should be conducted in a case-finding, outbreak investigation method to
identify networks with on-going or new transmission; prevention and clinical services
should be targeted to break the transmission.

e Program monitoring should include quality assurances mechanisms to ensure gains
made in treatment and prevention services are maintained.

e Lab systems should support real-time surveillance and clinical monitoring of patients

for 73% of patients virally suppressed.

Clinical Services

e Maintain clinical services and sites for 81% ART cohort coverage (substantial site
expansion is not expected).

e To maintain current retention levels, assure clinical services consider current retention
rates plus passive HIV diagnosis and linkages to maintain 80% coverage [Current
Retention + (Passive HTC_POS * Linkage)]/PLHIV = 81%.

o Implement customized supportive ART retention services based on specific age, sex,

and HIV risk factors related to the variable use of prevention and treatment services.

Prevention
e Aggressive demand creation is not expected for the general population.
e HIV-negative prevention programs should target those who continue to be at risk

based on surveillance and epidemiologic data.

Key populations

o Continue outreach, prevention, testing, clinical services for key populations_since

these populations may not have 81% ART coverage

PEPFAR is obligated to ensure that standards of care are upheld for the patients we support with life-
saving care, treatment and support services. In the current environment there is an urgent need to shift

program resources to the locations and populations where most new HIV infections are likely to occur.
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However, redirecting resources to enhance program focus must be accomplished through careful
financial and program planning in partnership with the host country government and other stakeholders
to preserve continuity of treatment while reallocating finite resources for maximal epidemic impact. In
COP 17, PEPFAR teams are expected to define a package of services needed to sustain support for
locations and populations that have not already attained epidemic control and that are not prioritized for
accelerated epidemic control.

Guiding principles:

1. PEPFAR should no longer support sites with HTS services with less than four PLHIV
diagnosed in the last 12 months and those sites should be carefully evaluated by the Host
government to determine optimal support that the USG provides through investments
identified in Table 6. As countries urbanize, an analysis of best options for service delivery

must be explored for rural areas.

2. In addition to discontinuation of PEPFAR-supported HIV testing at sites with less than four
positives identified in the last 12 months, PEPFAR teams with site-level indicator data are
expected to complete a full site yield analysis for HTS, including testing conducted at
PMTCT sites. The purpose of this analysis is to determine where the majority of positives
are identified and quantify potential cost savings or increases in yield that result from
enhanced program focus on high-burden areas and populations. A full description of

methods to conduct a site yield analysis can be found in section 1.3.
Site yield Analysis is available through Panorama and Spotlight.

3. PEPFAR should work with the host country government and other stakeholders to
transition support for low-volume ART sites and refer current patients to higher volume sites
to improve quality of care.

PEPFAR-supported ART sites that provide services to a low volume of ART patients may
not be able to provide the same quality of care as sites with higher volume and greater
capacity. If resources for scale-up are to be focused in high-burden locations and
populations, PEPFAR teams will need to determine which treatment sites in other locations
PEPFAR will continue to support with a core package of services (see next subsection) and

which sites will be selected for transition.
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PEPFAR teams with site-level data are expected to conduct an analysis for ART to identify
low-volume sites and determine the cost savings or additional patient slots that could be
supported if PEPFAR resources were redirected to higher volume sites. A full description of

methods to conduct a site volume analysis can be found in Appendix A.2.9.1.

PEPFAR should jointly monitor these sites with host country governments to ensure quality services
provided at these sites.

4. Program costs and trade-offs should be taken into account when determining sustained

support for other locations and populations.

Continuation of support to sites in areas not prioritized or de-prioritized in COP 17
consumes valuable resources that might be applied elsewhere for accelerated epidemic

control and should be strongly justified.

After the site yield and volume analysis are conducted and interagency decisions are made
about which sites will continue to receive PEPFAR support in the coming cycle, teams will
need to estimate the required resources necessary to sustain support of the program (i.e.,
sites/program activities outside of the selected priority locations). To the extent possible,
this should be driven by program data, expenditure data, and the expected volume of
beneficiaries. For PEPFAR-supported ART sites, teams should factor in an estimate of
passive enrollment and continuation of care for current patients supported with clinical care
and ART.

Resources needed to support the current volume of beneficiaries in scale up, plus the
resources needed to support the current volume of beneficiaries in other locations that will
be sustained in COP 17, represent the total dollars required to sustain the current program,
or the ‘carrying costs.” Given a finite budget, this carrying cost will affect the resources
available for other program activities and the magnitude of scale-up that can be achieved in
priority locations. Appendix A.2.6 describes methods for resource projections that can be

applied to assist with estimating this resource requirement.

Note: The PEPFAR Budget Allocation Calculator (PBAC) is a resource projection tool that PEPFAR
teams are required to use to estimate and document the required resources to fund program activities

based on historical expenditure or cost data.
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When projecting resources, teams should consider changes in costs if patients are picking up drugs

every 6 months, versus every three months, and the reduced need for lab services and doctor visits.
Review defined packaged of services for areas that have attained 81% ART coverage.

Review Defined package of services to sustain support for other locations and
populations

In COP 16, Country teams developed a package of services provided at PEPFAR-supported
facilities and service outlets in other locations and for populations not prioritized for scale-up. For
COP 17, PEPFAR teams should review this package of services and agree on any needed
changes. The components of this package should be based on the host country’s
minimum/standard package of services for PLHIV and focused on essential HIV-related services
and commodities. The components of this package will not be the same in every country and will
depend on services provided by the host country government and other stakeholders. Essential
components to be considered for a minimum package of services for other locations and

populations include:

o HIV testing and counseling on request by a presenting client or as indicated by clinical
symptomatology or identified risk behaviors.

e Treatment services including routine clinic visits, ARVs, adherence and retention support,
and care package.

e Other HIV Care services for PLHIV, including provision of cotrimoxazole prophylaxis,
screening for TB and other opportunistic infections, provision of fluconazole prophylaxis,
treatment of latent TB infection (including INH prophylaxis), condoms, Positive Health,
Dignity and Prevention PHDP package, etc. depending on the country context.

e Essential laboratory services for PLHIV — capacity for HIV testing, EID, viral load,

molecular and routine diagnosis of TB (including Xpert MTB/RIf) and CD4 testing.

While PEPFAR programs phase out of active counseling and testing and new ART enrolment,
PEPFAR service or technical support for other programs must be done as well through careful
transition planning to ensure that harmful consequences are avoided. For OVC programs in
central support and sustained SNUs, countries should use evidence-based models to set
benchmarks for phased graduation and transition planning. PEPFAR teams should communicate

early and comprehensively with other USG health programs, the Global Fund and government to
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identify a clear transition plan that may include: uptake of services by the government or referral

of clients to service delivery points in prioritized locations.

The sustained package of services and transition activities will have an impact on the resources
required to support programs in areas outside of those selected for prioritization in COP 17. This
package should be taken into account in estimating the budget needed to continue support in

other locations and populations (see planning Step 6 below). As concisely as possible, PEPFAR

teams should describe the package of sustained services in Section 5 of the SDS.

Outline plans for sites and programs that will receive central support

After teams successfully complete the site yield and volume analyses, define a core
package of services, and interagency decisions are made about which sites will be
supported with the core package in the coming cycle, plans for sites or other PEPFAR
supported programs to transition to central support should be documented in Appendix
A, Table A.2 of the SDS.

Appendix A.2.6 Planning Step 6: Project Total PEPFAR Resources Required to
Implement Strategic Plan and Reconcile with Planned Funding Level

PEPFAR teams are expected to estimate the resources required to achieve desired targets and
program deliverables in the next fiscal year and verify this amount does not exceed the planned funding
level for COP 17. Resource projections should also be used to guide program decisions regarding
priority locations and populations chosen for scale-up; sustained packages for service delivery; and
proposed targets. Generally, there is paucity of cost data at the field level that can be utilized to better
inform program decisions and feed into budget projections. As in past years, PEPFAR will use data
gathered through the Expenditure Analysis (EA) Initiative as a starting point for estimating the required

resources for the PEPFAR program in the next fiscal year.

A strategic approach to empirically-based budgeting is described in detail in the methods portion of this

section. When implementing this approach during COP planning, there are several guiding principles

teams should consider:

1. Carrying costs to PEPFAR of current program activities should be calculated first.

As described in the section on sustained support above, PEPFAR will continue to support
current PLHIV receiving clinical care and ART services in all sites until referral, consolidation or

transition of site support to other stakeholders can be accomplished without compromising patients’

Draft-Country/Regional Operational Plan Guidance 2017 Page 81 of 410




pRESRAR

health. For sustained sites (i.e., in areas not prioritized for epidemic control), PEPFAR teams should
allocate sufficient funds to support the current cohort of patients enrolled in care and treatment,
consistent with the sustained package of clinical services defined. For low-volume and central support
sites, the expected volume of beneficiaries should be adjusted to account for transition of patients to
support by other stakeholders. In addition, teams should determine the expected number of new
patients that will be enrolled in the implementation year in sustaining sites as a result of PITC and
diagnosis. Calculating this carrying cost provides a sense of how much of the COP 17 budget should
be set aside prior to planning for any other activities or scale-up to meet PEPFAR obligations and

maintain clinical standards of care.

As teams calculate carrying costs and target-based budgeting, the length of time enrolled should be
taken into account. Resource projection must adjust for the length of time a patient is receiving care
over the implementation year—i.e., the cost-per-patient of a person initiated on ART in January will be
different than the cost-per-patient of a person initiated on ART in July. Using the USG fiscal year as the
discreet time period, the first patient would receive nine months of ART, whereas the second patient

would receive three months, resulting in very different annual costs for each.

To correct for this time component, teams should use simple patient year calculations to determine the
equivalent number of patient-years that would be expected given the number of patients enrolled at the

start of the period, scale-up rate during the cycle, and the expected LTFU.

2. Target-based budgeting and commodities budgeting should be prioritized over activity-based

budgeting.
After calculating the costs of carrying current patients, all other target-based and commodities

based budgeting should be completed to estimate the remaining available resources for activity-
based budgeting (formerly lump-sum budgeting). If remaining resources are insufficient for site-
level and above-site level activities not tied to targets or commodity procurement, prioritization and
ranking of activities will need to be examined along with whether activities can be completed with

reduced budgets.

3. Remember not all costs increase with each additional patient added.

Training of staff members, construction or renovation of buildings, supportive or mentoring visits to
a site, and site personnel are examples of costs that do not change for each additional patient,
client or beneficiary Identifying which costs are ‘fixed’ over the fiscal year and which costs are

variable according to the number of patients served is a first step to accurately planning for required
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resources. For COP17, fixed costs that are expected to increase by site, e.g. the cost of a package

of supportive visits to a site should be budgeted for at a site level rather than by patient.

4. Adjust Unit Budgets, as Necessary. While the starting point for budgeting is the prior year’s unit

expenditure, adjustments can and should be made to increase or decrease unit budgets
appropriately. Increases should be balanced with decreases so as to maintain an overall national

average in line with available resources.
e Adjustments for program focus

Based on the results of the site yield and volume analysis and selection of scale-up, sustained and
central support sites, teams should adjust the unit budget for sites or for patients based on the
implementing mechanisms and sites that will be responsible for achieving targets in the implementation
year. Costs vary across geographic areas, targeted populations, service modalities, and implementing
partners. Adjustments should be documented and may need to be explained if result in outliers for the
budget.

e Adjustments for expected changes to program components or costs

The prior year's national average UE may include expenditures that will not be expected in the coming
fiscal year (e.g., purchase of a fleet of vehicles). Conversely, the UE may not include investments that
are expected in the coming fiscal year (e.g., improvements to retention through enhanced provider
training programs). These differences can be quantified and should be used to adjust inputs to
resource projections. The same principle applies to adjustments based on expected changes in
contribution of other sources of support (e.g., Global Fund).

Note: The PEPFAR Budget Allocation Calculator (PBAC) is the budgeting tool that PEPFAR teams
are required to use to estimate resources required for achievement of targets and other activities. The
PBAC brings together prior year expenditure data and targets as set in the Datapack. Additionally, the
IM-level target based budget allocation tool has been developed to assist with applying the same
principles for target-based budget allocation to the implementing mechanism level. PEPFAR teams
must provide clear documentation and the data on which they make adjustments to budgets for IMs;
the IM-level tool used should be uploaded alongside the PBAC. PBAC outputs for the FSW should
align with the FSW submitted. The final version of the PBAC should be saved with COP documents on

pepfar.net for reference.

Draft-Country/Regional Operational Plan Guidance 2017 Page 83 of 410



‘ Appendix A.2.7 Planning Step 7: Set Site, Geographic and Mechanism Targets

COP 17 will include five types of targets, all of which will be set for FY 18 results. FY 17 targets will not
be restated in COP 17.

1. Site Level Targets — Site level target setting allows for implementing partners to clearly
articulate and set expectations for achievements at each PEPFAR-supported site based on
supported activities and in alignment with geographic, population, and intervention-based

prioritization efforts for scale-up or sustained support.

2. Sub-national (i.e., District) Level Targets — Sub-national level target setting strategically
demonstrates geographic prioritization of efforts towards the 90:90:90 by 2020 UNAIDS target

in alignment with the distribution of the burden of disease in a country.

3. Implementing Mechanism Level Targets — Implementing Mechanism (IM) targets represent
expected accomplishments for the implementing partner based on available funding and
agreed upon activities. Target setting is important for in-country partner management as well as

routine planning and monitoring, and is aligned with agency-specific requirements.

4. Technical Area Summary Level Targets — The PEPFAR Technical Area Summary Targets are
an aggregated reflection of total expected achievements in a country based on the collective
work of all PEPFAR partners, and should represent PEPFAR’s contributions to the national
program. These targets should reflect scale up for epidemic control in high disease burden

areas and sustain support of programs in other areas.

5. National Targets — National data represent the collective achievements of all contributors to a
program area, including PEPFAR (i.e., partner country government, donors, or civil society

organizations).
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4 PEPFAR

U.S. Prasident’s Emorgency Plan for AIDS Relief

Figure A.2.7.1 Steps in target-setting process for COP17

» Review epi and programmatic data and conduct strategic analysis of SNU prioritization. Assign
prioritization level to each SNU.

» Review all key assumptions in Datapack and adjust default values to reflect programmatic goals; set
SNU coverage targets for key programs.
« Datapack calculates resulting numeric SNU targets

» Review and adjust the default distribution of SNU targets across IMs based on IM performance and
capacity.
» Datapack calculates IM-level targets.

« Verify that targets are affordable using PBAC.
* Calculate technical area targets and confirm that all required earmarks are met.

« Distribute IM-level targets to the site level using optional Site Level Targeting Tool from OGAC/ICPI.
= Cross check SNU level, IM level, and site level targets to ensure that totals are equivalent.
« Enter site-level targets into DATIM.

Recommended Process for Establishing and Entering Targets

e Country teams notify partners of priority areas and population groups by SNU and work with

partners to set relevant site-level targets
o Partners enter site-level targets into DATIM or other identified format

e Activity managers and project officers review and approve partner targets at the agency-level

and confirm budgets
¢ Interagency PEPFAR team reviews and approves site, mechanism, and geographic targets

After teams have completed the geographic and efficiency analysis and set programmatic targets for

priority areas and populations, these will need to be distributed to sites (facility and community). The
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strategic analysis conducted in Steps 1 - 6 now need to be operationalized by assigning site-level

targets, and calculating mechanism level targets and budgets.
Implementing Mechanism Level Targets

Implementing mechanism targets are produced in the Datapack. See Datapack User’s
Guide for detailed instructions. Where more than one partner may reach the same individuals
at a given site, country teams should take the opportunity to rationalize partners for increased

efficiency.
Distribution of SNU targets to sites for scale-up and sustained support

In Step 3, scale-up and sustained support targets by SNU for all indicators were determined.
These targets need to be distributed to sites. OGAC and ICPI will release an optional Site

Level Targeting Tool in February to support teams in distributing targets to the site level.

Distribution of scale-up targets by SNU to sites

1. Distribution of SNU targets across sites need to take into account the following considerations:
e New ART treatment slots should be prioritized for sites within SNUs identified as Scale-
Up to Saturation districts and then should be assigned to sites in Aggressive Scale-Up
districts

o Past performance of partners at sites and capacity to expand site volume

e Site yield for testing and volume for other services
e The need to establish additional sites in catchment areas within a geographic region to

meet the target

If additional sites are needed, then look at current partner’s capacity to expand to additional sites.
Relevant site support should be determined by assessing site needs for commodities, human
resources, or relevant technical support for expansion of services. This will determine the
appropriate categorization of targets by DSD or TA-SDI support to the site.

4. |If several partners are working across the continuum at facility and community sites, it is imperative

that the partners coordinate to ensure no patients are lost across the continuum.

Distribution of sustained support targets by SNU to sites
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1. Resources need to be allocated to sites to maintain patients on ART, taking into

consideration other critical programmatic areas of support such as OVC.

2. As described in Step 6, PEPFAR will continue to support current PLHIV receiving ART
services in all sites until referral or transition of site support to other stakeholders can be
accomplished without compromising patients’ health. For sustained sites (i.e., in areas not
prioritized for epidemic control), PEPFAR teams should allocate sufficient funds to support
the current cohort of patients enrolled in care and treatment, consistent with the sustained
package of clinical services defined. For low-volume and transition sites, the expected
volume of beneficiaries should be adjusted to account for transition of patients to support by
other stakeholders. In addition, teams should determine the expected number of new patients
will be enrolled in the implementation year in sustained sites as a result of passive HIV

testing and diagnosis.

3. Relevant site support should be determined by assessing site needs for commaodities, human
resources, or relevant technical support for expansion of services. This will determine the

appropriate categorization of targets by DSD or TA-SDI support to the site.

Technical Area Summary Targets

Technical area summary targets are a de-duplicated sum of the Implementing Mechanism
targets. Cascade analysis of targets will need to occur at a subnational level as opposed to the

technical area level, to verify or update COP 17 planning targets.

Appendix A.2.8 Planning Step 8: Determine monitoring strategy for planned activities
in accordance with requirements and assess staff capacity

PEPFAR must continue to enhance oversight of and accountability for programs and ensure that
PEPFAR-supported beneficiaries are receiving quality services and accounting for US taxpayer dollars.
Teams should consider how information from all data streams available to country teams will be used
routinely throughout the year to monitor progress, ensure compliance with strategic plans outlined in
the SDS, and course-correct where needed. PEPFAR teams should assess the current skills and time
commitments of program staff to ensure sufficient capacity is available to meet monitoring
requirements. Methods and tools to assess current staff time allocation and cost of doing business
(CODB) can be found in Appendix F of this guidance. In addition, site monitoring requirements for all
PEPFAR OUs need to be specifically addressed in COP 17 development.
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PEPFAR'’s standards-based quality assurance Site Improvement through Monitoring System (SIMS)
aims to: (1) facilitate improvement in the quality of PEPFAR-supported services and technical
assistance, (2) ensure accountability of USG investments, and (3) maximize impact on the HIV

epidemic.

Consistent with these goals, SIMS promotes compliance with global and national service delivery
standards by facilitating program improvement. SIMS data will be used to: (1) demonstrate the quality
of services and TA at each site, (2) demonstrate accountability of USG investments by showing that
quality is being monitored and improved where needed, and (3) prioritize quality improvement of core

interventions where most important for epidemic control and impact.

SIMS assessment results confirm compliance to minimum PEPFAR quality assurance standards and
identify areas where improvements in PEPFAR-supported programs can be made. These standards
are assessed in PEPFAR-supported entities, in communities, and above-site institutions that guide and

support service delivery

Teams demonstrated accountability of USG investment by systematically monitoring the quality of
service delivery across all PEPFAR implementing agencies and partners. As of the issuance of this
document, over 12,000 SIMS assessments have been conducted in facilities, communities and above-
site entities by all PEPFAR-funded agencies across PEPFAR’s 36 Operating Units (OU). Additionally,
use of SIMS data to facilitate program improvement is being embedded in PEPFAR business

processes including PEPFAR Oversight and Accountability Review Team (POART) calls.

In FY 17, OU teams committed to SIMS site visit targets aligned with geographic and programmatic
pivots made as part of COP 15. These commitments to scale up SIMS assessment coverage are
critical to demonstrate USG investments toward standards of care to achieve HIV epidemic control.
Access to PEPFAR resources for COP 17 will be contingent upon approved plans for SIMS
assessment visits for FY2018. For FY18 there are no changes to SIMS implementation criteria and

methodology.

For FY18 there are no significant changes in SIMS implementation criteria and methodology. However,
to align SIMS with programmatic pivots and geographic/population prioritization, the following

requirements apply:

1. SIMS Coverage
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1.1. All PEPFAR-supported sites (facility or community) or entities that quide and support service

delivery (at the above-site level) must receive at least an initial SIMS assessment during the

life of an Implementing Mechanism funding agreement.

1.2. All newly-supported sites or entities must be visited in the first year of the agreement. A site or

entity is considered “new” when it is supported through a new contract/agreement or a new

Implementing Partner. A site or entity is not considered “new” if it was operational under a

previous contract/agreement and is supported by the same partner/sub-partner.

2. Prioritization of SIMS Assessments

a)

b)

c)

High volume sites in all areas (facility or community) must receive a SIMS assessment
annually. An agreed upon definition of high-volume facility and community sites should be
established. This definition will be reviewed and approved by S/GAC at the DC Management
Meeting. The high-volume definition for facility should be determined using MER indicators
applicable to a given Implementing Mechanism (i.e., HTC_TST,, HTC_POS, TX NET_NEW,
TX_CURR, PMTCT_STAT, PMTCT_STAT_POS, PMTCT_ARV, and VMMC_CIRC). The
high-volume definition for community should be determined using MER indicators applicable to
a given Implementing Mechanism (i.e., HTC_TST, HTC_POS, OVC_SERV, PP_PREV and
KP_PREV or KP_MAT for certain STAR process countries).

Based on MER data, under performing sites in Attained and Scale-up areas should be
prioritized in USG staff engagement, both timing and comprehensiveness of visit, to understand
potential quality issues associated with underperformance. Other context related to
performance should also be assessed according to areas of underperformance. SIMS
assessments across all SIMS tools should be geographically prioritized (e.g., Scale-Up to
Saturation and Aggressive Scale-Up districts) to focus on areas in which the majority of
beneficiaries are receiving services supported by PEPFAR.

Above-site entities must be visited annually. Specifically, all national-level above-site entities
supported by a given IM should be assessed annually, and at least one entity at each sub-

national level supported by a given IM should be assessed annually.

3. Partner Performance Management and Program Quality Improvement

All country teams are expected to develop Partnher Performance Management (PPM) operating

procedures, and tools, to monitor the performance of Partner achievements, at the site and above site

level, and establish clear and reasonable processes to address issues of under-performance. The PPM
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should include the range of indicators, including SIMS, MER, and above site annual benchmarks, used
to monitor and manage progress of partners. Approaches to developing a remediation plan to address

underperformance should be included in the PPM.

There are no changes in the 25/50 rule criteria for USG and implementing partners from FY17. For all
PEPFAR-funded CEEs that score yellow or red at an assessment, the IP is expected to have an action
plan in place and have taken steps towards remediation within three months. Plans for improvement
should be made between the IP and the USG activity manager, with monitoring of improvement

tracked via routine partner management and oversight meetings with USG activity managers.

Any CEEs scoring yellow or red on an initial or annually required assessment trigger a rescore and, in
certain cases, a re-visit. All CEEs scoring yellow or red should be re-scored by the IP within six (6)
months of the assessment that triggered the rescore, with the rescore reported to the agency activity
manager. IP-reported rescores should be entered into agency-specific data systems and sent to USG

HQ by the next available reporting cycle.

Two approaches for program quality assurance and management within PEPFAR

A. Quality Assurance will be conducted by PEPFAR Implementing Agencies and S/IGAC. Quality
improvement data include a range of PEPFAR indicators, including SIMS, MER, above site
annual benchmarks, and others, and should be triangulated to understand the complex nature
of program quality monitoring and management. Implementing Agencies will be responsible for
ensuring the quality and consistency of implementation using agency-specific standardized
procedures. All PEPFAR Implementing Agencies must conduct Quality Assurance (QA)
activities and report on their QA structures and process to S/GAC on an annual basis. All site-,
partner-, agency- and country-identified data will be exchanged into a secure location (DATIM).
Data exchange and security attributes and guidance on reporting to S/GAC will be provided
through DATIM deployment and its user guide

B. Quality assurance and management in areas that PEPFAR has supported

To continue to ensure epidemiologic impact across the country, PEPFAR teams should assist
local institutions and governments in monitoring site level results within all geographies across
the country. This means that PEPFAR teams will work with districts to monitor results and
outcome within districts, interpret results to identify quality barriers, and establish QA strategies

at the facility and geographic level t to ensure the gains jointly achieved are not lost. Teams will
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be expected to have access to these activities and outcomes in order to monitor progress and
any unexpected changes in access or quality of treatment services. These data should be

reported in DATIM on an annual basis in the fourth quarter to inform Q4 and Q1.

4. Agency-specific considerations

Results from DoD SIMS assessments conducted at military sites are reported at the national level by
IM, not at the site level. Site-level data from military sites will not be publically available. Military site-
level planning information related to SIMS will be reviewed internally at DoD and is not required for
submission to S/IGAC. Results from DoD civilian SIMS assessments conducted at civilian sites will be

reported at the site level. Refer to agency-specific guidance for more detailed information

Appendix A.2.9 Methods

The sections below provide guidelines for completing activities and analyses necessary to successfully

implement the modular planning steps in Appendix A and generate a comprehensive SDS.

Appendix A.2.9.1 Site Yield and Volume Analysis

While a site yield and volume analysis was done in COP16, this exercise should be conducted on the
sites reporting results in APR16. With the emphasis on case-finding to reach the 1% 90 and a fixed
resource envelope smaller than the resource gap, tough decisions will need to be made in most
countries about where PEPFAR provides services or support. Sites with low-volume, and particularly,
low-yield should be critically assessed to determine if operations resources could be directed towards
other sites or interventions to get a higher net program output and/or epidemic impact. To answer this
critical question, operational definitions must be established for ‘low-volume’ and ‘low-yield.” There is
not a single definition that can be applied across countries and PEPFAR program areas and the
threshold used to define low volume and yield should be driven by historical data and epidemiologic
context.

Note: The Datapack is provided to field teams to assist with data organization and completing yield and

volume analyses (see descriptions in text below).
HIV Testing and Counseling Yield Analysis (HTS and PMTCT sites)

All PEPFAR teams with site-level results are expected to complete a yield analysis for HTS sites,

including testing for pregnant women through PMTCT sites and a volume analysis for ART sites.
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The purpose of this exercise is to quantify the number and percentage of sites where the most HIV-
positive individuals are identified, and conversely, the number and percentage of sites where the fewest
number of HIV-positive individuals are identified relative to others. The results of this analysis should
guide program decisions about where PEPFAR will invest to maximize program output. To effectively
complete this analysis, the following three data elements are critical to review:

1. The absolute number of positives by site
2. The positivity rate by site (numerator and denominator)

3. The cumulative number and cumulative percent of positives at any specific point in
the distribution

In the following graphs, Figure A.2.9.1.1, Figure A.2.9.1.2 and Figure A.2.9.1.3 are examples of HIV
testing yield by site. The HIV testing yield is analyzed in two ways (1) HIV yield across all HIV

counseling and testing sites and (2) HIV yield across sites testing pregnant women. Examples from
countries in East Africa, Southern Africa and West Africa are included to show variability across the

different epidemic types, HIV program coverage and HIV disease burden.
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Figure A.2.9.1.1

East African Country HIV Testing Example

HTC Yield by Site and Cumulative Number of Positive Identified 2016 Results

Cumulative % Positives
| |

% of Sites
Sites (Across four Positives Sites with 0 Positives Sites with 1-4
quarters) positives
4,103 239,054
Figure A.2.9.1.2

South African Country HIV Testing Example

HTC Yield by Site and Cumulative Number of Positive Identified 2016 Results
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Figure A.2.9.1.3

West African Country HIV Testing Example

HTC Yield by Site and Cumulative Number of Positive Identified 2016 Results

Cumulative % Positives

% of Sites
Sites (Across four Positives Sites with 0 Positives Sites with 1-4
quarters) positives
850 55,055 24 56

PEPFAR teams are expected to summarize their findings in the corresponding sections in the SDS—in
Panorama, “HTS yield” and “PMTCT yield” are provided to assist field teams organize site-level data

and summarize their results in standard figures that can be inserted directly into the SDS.

Field teams are also expected to summarize the results in terms of high and low yield classification. As
stated above, ‘high’ and ‘low’ yield must be operationally defined by the PEPFAR team and the
threshold used to classify sites should be reflective of the distribution. For example, identifying sites as
‘low yield’ where fewer than 10 HIV-positive individuals are identified in the last year may not be
reflective of the distribution if 95 percent of all supported sites identified more than 10 positive
individuals. As a starting point for this investigation and identifying appropriate thresholds, teams may
use one of the methods described below. This exercise will likely be iterative as the results are tied to

resources (see section A.2.8.2 below) and considered in decision making.
Method 1: “80/20 rule”

Country teams can use the Panorama to classify sites as low-volume or low-yield using the “80/20 split
test” to focus attention on sites with relatively lower performance (as measured by yield.) Specifically,

the question to answer is: What percentage of sites account for 80 percent of program yield? Once the
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data are sorted largest to smallest by number of positive individuals identified at each site, the point in
the distribution where the cumulative percentage of positive individuals equals 80 percent will indicate
the percentage of sites that account for those positive individuals. This method will also allow users to
identify the number of HIV-positive individuals per year, per site that would establish the threshold for
being classified ‘low yield.’

Method 2: “(X) times greater UE”

The EA results can be a useful resource in identifying sites with relatively low performance and may
help identify a threshold number of positives per year, per site used to classify sites as ‘low’ and ‘high’
yield. Though site-specific data are not currently available, unit expenditures (UES) have been
calculated for each partner working in each SNU (one level below national). Often “outliers"—those
observations with higher than expected UEs—are driven by lower relative volume or yield or less
efficient models of service delivery. To focus attention on sites with relatively lower performance (as
measured by UE), country teams can set an acceptable range for UE and review outliers using the EA
Data Navigation Tool (see Outlier Analysis in section 3.3.5 below). The outer bound of this range would
be defined as (X) times greater than the average across all partner and SNUSs for a specific UE. This
allows teams to focus on partners, SNUs or sites where resources may not be utilized as efficiently as

possible, resulting in lower relative yield and impact than could otherwise be achieved.

Other methods may be considered, but teams should complete an analysis that identifies low-yield
sites using objective criteria. Identifying a site as low-yield does not necessarily result in discontinuation
of services/support, especially if the site operates in a geographical focus area; however, the analysis
will highlight areas where a performance improvement plan may be needed and help determine if

additional investments in the site are sensible.
ART Site Volume Analysis

In addition to the yield analysis described above, PEPFAR teams with site-level ART data are expected
to conduct a site volume analysis for ART. Two data elements are critical to effectively complete this

analysis:
1. The absolute number of current on ART by site

2. The cumulative number and cumulative percent of current on ART at any specific point in

the distribution
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The following graphs are examples of ART volume analysis by site. Examples from countries in East
Africa, Southern Africa and West Africa are included to show variability across the different epidemic

types, HIV program coverage and HIV disease burden.

PEPFAR teams are expected to summarize their findings in the corresponding section in the SDS in
Section 4. In addition to this analysis, teams are expected to classify sites as ‘low’ and ‘high’ volume as
described in the yield section above. Both the 80/20 split method and (X) times greater method are
useful as starting points for the site volume analysis.

Using the Results of Yield and Volume Analysis

The HIV testing site yield analysis and ART site volume analysis should be used in conjunction with the
efficiency analysis results; geographic and population prioritization; and core, near-core, and non-core
determination to make decisions about which PEPFAR-supported sites will be prioritized for scale-up
and which sites will be maintained or transitioned in the implementation year. These decisions should

be succinctly described in the SDS in the corresponding sections for HTS, PMTCT and ART.

Teams are also required to include in the Goal Statement narrative of the SDS the total number of sites

that are assigned to each of the following categories:

1. Scale-Up Sites are sites most often located in a Scale-up District (i.e., Scale-Up to
Saturation or Aggressive Scale-Up.). However, Scale-Up sites can also be located in
Sustained Districts if they are located in a “hot spot” and/or are targeting a key/priority

population in order to leave no one behind.

2. Sustained Sites can be in Scale-Up or Sustained Districts and are characterized by

ongoing PEPFAR-supported passive enrollment services and activities.

3. Centrally_Supported Sites can be in Scale-Up, Sustained, Attained or Central Support

Districts, and represent sites that either transition to government or other support.

Sites prioritized for scale-up should generally be ‘high’ yield/volume per the operational definitions

assigned by the country team. Additionally, sites defined as ‘low’ yield should generally be classified as
‘sustained’ or ‘centrally supported’ and not prioritized for scale-up. Further, analysis results across HTS,
PMTCT and ART sites should be triangulated prior to making decisions about site classification. There
is no step by step guide to how to accomplish this task, and the process will be iterative, likely requiring

multiple rounds of data review and interpretation. Additionally, this information will need to be
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considered within the local context; for example, epidemiologic data describing the size, location and
HIV burden in key and priority populations, roll out of test and start, the current status of the national B+

implementation plan and the current HRH and HSS challenges will all be important to consider.

For each program area, (ART, HTS, and PMTCT) there are three broad categories of information that

should be used to decide which group to place a PEPFAR supported site within:

1. Estimate of unmet need within the sub-national unit should be used to inform programs where
additional support is needed and be consistent with geographic and population prioritization

decisions

2. Location of sites in relation to each other (i.e., are ART, HTS and/or PMTCT sites co-located in
the same facility and/or located in the same sub-national unit) should be used to ensure that

prioritization decisions are consistent and integrated across all program areas.

3. Location and size of key and priority populations and the services targeted to these populations

should be used to ensure hot spots are prioritized.

Further, there are a number of guiding principles teams should consider prior to making decisions

about which sites will be prioritized for increased resources and program scale-up:

1. PEPFAR should no longer provide site-level support where four or fewer HIV-positives have

been identified in the last 12 months.

For robust methods for case finding to reach 90-90-90, PEPFAR programs should stop site-level
support of HIV testing at HTS and PMTCT sites that have identified four or fewer HIV-positives during
the last 12-month APR reporting period. For PMTCT, teams should also consider if these sites provide
Option B+ ART to pregnant women. If so, the results of the volume analysis of ART sites should be

triangulated prior to making decisions regarding discontinuation of PEPFAR support.

2. Analysis should be completed first on the entire data set, and then adjusted for geographic

focus.

Teams should conduct the site yield and volume analyses described above on the full data set—i.e.,
including all sites with data over the last reporting cycle—and present/describe summary results for
HTS, PMTCT, and ART using the total sites reporting in APR 2016 as the denominator. Once the

yield/volume in each of these program areas has been characterized for the existing program, the team
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should determine how the sites classified as ‘low’ and ‘high’ yield align with geographic and population

prioritization decisions.

3. Analysis should be based on empirical data, not what is “expected.”

Consistent with guiding principle two above, actual results should be used to conduct site yield and
volume analyses. Teams should not impute what the expected positivity rate would be in the future as
a basis for decision making, unless there is strong empirical evidence that suggests otherwise. If any
data are imputed, it must be clearly stated in the SDS in the relevant sub-sections of Section 4.0 (HTS,
PMTCT, and Adult ART).

4. Low-vield sites in focus areas require additional scrutiny.

Sites classified as ‘low’ yield that operate in areas prioritized for scale-up should be highly scrutinized to
determine if support to these sites can be discontinued without interrupting services for priority
populations, and/or if quality issues are impeding the ability of the sites to scale at a pace required for

attaining the stated goal for epidemic control.

5. The number of sustained or centrally supported sites should be de-duplicated when counting
PEPFAR sites.

It is likely the site yield and volume analysis across HTS, PMTCT and ART programs will produce
overlapping results—i.e., the same sites will be identified as ‘low’ yield in each program area analysis.
Teams should look across platforms to consider co-location of services and how this impacts the total
number of sites the team is reporting that will enter a sustained state, and the total number of sites
PEPFAR will no longer support and will be centrally supported in the implementation period. In
reporting the total number of sites classified as scale-up, sustained or centrally supported in the Goal

Statement, teams should not count the same sites more than once.

‘ Appendix A.2.10 Outlier Analysis

There are a number of ways that analyzing outliers can assist with COP development, including
identifying key cost-drivers and highlighting areas to focus attention for maximizing efficiency gains and
program output. For the purposes of EA, an “outlier” is used to describe a unit expenditure (UE) that is
a certain amount above or below the average UE for all observations in a distribution. An “observation”
is a UE representing a combination of mechanism and location or the national UE for a mechanism.

For example, if 10 PEPFAR implementing partners provide ART to adults in two provinces each, and
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have reported both expenditures and indicators for the same time period, there would be 20 (10X2)

unigue unit expenditure observations in the distribution for adult ART.

The threshold for identifying an outlier is not prescribed and should be tailored to the indicator and

program context. While the threshold for identifying an outlier should be tailored to the indicator and
program context, a recommended cutoff is five times the average mechanism UE. PEPFAR teams
should identify and pay close attention to EA 2016 outliers that were also outliers in 2015 and 2014.

While variation in the mechanism UEs is expected, PEPFAR teams should consider 1.) Why the unit
expenditure is high (contextual factors, potential inefficiencies, or data quality concerns, 2.) Addressing
any concerns identified and/or look for efficiency gains across partners and SNUs where similar
expenditures and outputs are expected, and 3.) Determining whether or not the IM or IM-SNU

combination will be funded for the same activities in COP17 with rationale as to why.

We recognize that partners have different models of service delivery, reach different populations, or
may be providing different types of support even though they count the same indicator. It is also
important to remember that the calculated UE is a combination of expenditure and result data. Often
outliers are identified because the volume is disproportionate to the expenditure (i.e., incredibly low or
high). In this respect, the outlier analysis can identify low performing or high cost SNUs and quantify

efficiency gains from enhanced program focus.

In the context of COP refinement, we recommend country teams use the EA Data Navigation tool to

address the following questions:
e What's an acceptable outlier threshold for each distribution?
e Which program areas have the greatest number of outliers?
¢ Which SNUs have the greatest number of outliers?
¢ Which partners/mechanisms have the greatest number of outliers?

e For extreme outliers (very top and bottom of distribution), does the volume or expenditure
appear to be driving the UE? Is there reason to believe these data aren't accurate, and is it

worth getting clarification from the reporting IP?
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e What percentage of total expenditures for a specific intervention do the outliers account for?
What percentage of total volume of beneficiaries do the outliers account for? Is this

acceptable when compared?

¢ Given your knowledge of the program context and partner activities, can the outlier be
explained using quantitative data? For example, if it's thought a partner has a higher UE
due to serving a hard to reach population, can you demonstrate the partner spends more
on travel/transport, vehicles, etc. than the average across all partners? Is this acceptable

and in alignment with program prioritization?

This type of investigation may help teams identify common themes that will have broader implications
for program output and efficiency, such as specific models of service delivery or geographic areas that
are clear cost drivers and may need adjustment. It is important to note that UEs do not consider quality
of the support provided. Other data, such as retention and linkage information and SIMS results, should

be considered in tandem to assessing acceptability of outliers based on program quality considerations.
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Appendix B.1 Executive Summary

For COP17, 12 operating units (OUs) have been selected to participate in a modified COP
development, review and oversight process that will better align to the specific needs and
strategies of these OUs. OUs eligible for this “Strategic and Technical Alignment for Results”
(STAR) process will engage in a new approach that will not only streamline COP development,
but is designed to better align with the types of programming and priorities of these OUs. Key
characteristics of the COP process for OUs selected for the STAR process includes:
development of a strategy that covers a two-year period, a shorter and more streamlined
development process and tools, and a monitoring POART review every six months as opposed

to quarterly.

Appendix B.2 Key Components of STAR COP17 Development,

Review, and Oversight Process - What Is New?

In recognition of the unique features of regional programs and countries that have been identified
as being primarily a Technical Assistance (TA) or Technical Collaboration (TC) model, a new,
streamlined planning, submission and review process, structured to be more aligned with the
configuration of these programs, is being launched. Twelve TA or TC operating units (OUs) have
been selected to join the inaugural cohort of STAR process countries. This process differs from
the COP16 process these OUs engaged in and also differs from that which will be required from

other countries for COP 17. Key differences in the STAR process include:

e A shortened COP17 submission timeline with modified required elements

e COP17 development will be guided by country-specific guidance, weekly check-ins with
Headquarters that are guided by clear benchmarks towards completion

e COP17 submission will be due February 16, 2017

e The COP17 submission will cover a one + one year implementation period

e Alignment of site-level and above site-level activities to ensure that site-level activities contribute
to a sustained national response

o POART reviews will occur every six months, unless significant issues require additional check-

ins
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e A budget review will occur after year one to confirm year two budgets and activities based

upon year one performance

Appendix B.3 Background and Goals

As with all PEPFAR countries, the ultimate goal for countries who are using the STAR process is
to achieve epidemic control, with PEPFAR investments that support a demonstrable increase in,
and sustainability of, coverage of testing, treatment and HIV prevention services. In these
settings, PEPFAR is generally not directly paying for the majority of these services, but
supporting their achievement through above-site level activities and innovative models. Site level
activities fill critical service gaps and promote the development and adoption of best practice

models.

The overall goal of the STAR process in COP 17 is to establish a modified planning, review,

implementation and monitoring strategy to:

1. Optimize the impact of PEPFAR resources in achieving HIV epidemic control
2. Promote innovative strategies that can be brought to scale to address key challenges and

underserved populations in a sustainable manner
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Figure B.3.1 COP17 STAR Process Timelines

Please see below for key dates for the COP17 development and review process for countries
following the STAR process:

COP 1T STAR PROCESS
Key Milestone Dates
STAR Kickoff Webinar January 11,2017

Releasefinal COP 17 guidance andlools January 18,2017
(ncluding country-spedfic COF guidance)

Weekly structured check-ins with HC January 19 =February 10,2017

In-Country Sirategic Retreat Januwary 23-27, 2017

Weekly Structured Calls withHQ and Field | Weeks of January 20, Februany 6, 13,

Team 2017
COPz and ROPs dueg February 16, 2017
In-person COP reviews February 28-March 2, 2017 (Bangkok)

March 13-15, 2017 (Nazhington, DC)

Appendix B.4 Key Elements of the STAR Process

Coordination and Strategic Communication with Partners
o Close collaboration with host governments, civil society and other national stakeholders and
multilateral and other partners is essential to the success of all PEPFAR programs. Please see

instructions in the overall COP17 guidance for this component.
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Coordination among USG agencies (including regional programs)

e PEPFAR uses a whole-of-government approach, and this is no different for OUs that will be
completing the COP through the STAR process. Regional programs require extra effort to
ensure that PEPFAR staff, agencies and activities are well coordinated.

Framing, Process & Submission Steps

e OUs participating in the STAR process will follow a distinctive COP17 development and
submission process. One important component of the overall strategy behind the analysis for
these countries is to ensure that above-site and any site-level investments are well aligned for
the greatest impact. Figure B.4.1., below, describes three general categories of PEPFAR

investments, and provides a useful lens for framing the above-site and site-level investments.

Figure B.4.1 Framing Categories for Core STAR Process Activities

Above-site activities: Focused technical partnership with the national program
to strengthen key systems to optimize quality, effectiveness and efficiency; build
capacity for sustained epidemic control; use data to improve impact; and
promote an enabling environment for effective programs.

Site Level: Catalytic models and innovations designed for national impact.
Applying implementation science approaches for piloting new interventions with the
understanding that host-country governments will scale them up if proven effective.
Sharing findings with other country programs to extend impact.

Site Level: Filling gaps in clinical cascade in under-served populations. Support
for facility and community service delivery for specific populations (e.g., key
populations) that are underserved yet critical for sustained epidemic control. Note that
the clinical cascade should include prevention activities (including testing and PreP
where indicated)

All OUs following this process will be asked to follow the Core Steps described in the next
section. Some steps will be very similar to COP16 and to the COP17 process for non-STAR
OUs, while others will be significantly different. Each step is discussed in more detail, following
the graphic. One key change for the STAR process is the completion of a Focused Outcome and
Impact Table (FOIT) that will include all site-level and above-site investments as well as a

summary of centrally funded activities. The FOIT Table is an outgrowth (and should build upon)
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U.S. Prasident’s Emorgency Plan for AIDS Relief

Table 6 from COP16, but has a different format and goal. Potential FOIT outcomes suggestions

have been provided in your country-specific guarantee letter.

Appendix B.5 Core Steps for STAR COP/ROP Process

Submission

Figure B.5.1: Core Steps for STAR COP Process

~
* Ensure alignment with national plans and all stakeholders (including civil society)
* Demonstrate understanding national context
Consult * Closer USG interagency collaboration
National )
Stakeholders
. N
+ What are key barriers to the three 5057
* What are the needs of key and priority pepulations for prevention, care and treatment?
. * What is needed to support sustainable national responses?
LEIUELVEEREIN & Where can PEPFAR resources and staff have the greatest impact?
Identify Priority » Idantiy 2-3 priori
Outcomes entiy 2-3 priority areas y
o
» Include all activities and budgets that contribute to achieving the outcome
» Attribute staffing to priority outcomes
1202l et » Define measurable milestones for Year 1 and Year 2
Ourcome and « Include all site level and above-site activities
Impact Table J

»Weekly check-ins guided by clear planning material

Complete » Regional COP review and approval
Submission and
Approval

Appendix B.5.1 Core Steps Discussion

The approved COP16 proposal and program activities serve as the foundation for the COP17
proposal. The analysis should build on POART discussions, data previously shared during
quarterly POART calls, any new epidemiological data, and country context. The STAR process is
meant to further refine the strategic focus and alignment of PEPFAR resources to optimize

impact and pilot new solutions.
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Step 1: Consult National Stakeholders and analyze national and sub-national context to update

the epidemiologic, policy, programmatic and funding landscape.

To determine how PEPFAR should optimally invest to maximize impact, PEPFAR teams must:

Update understanding of national context: Review demographic, epidemiologic,
PEPFAR program data, and national/regional program data to the lowest sub-national unit
(SNU) possible as well as age and sex disaggregated data. PEPFAR planning starts with a
thorough understanding of the national (or regional) epidemiologic and programmatic
context. This must include an understanding of prevalence (and estimated incidence)
down to the lowest subnational unit (SNU available) and include data on key populations,
including men who have sex with men (MSM), transgender persons (TG), sex workers
(SWs), people who inject drugs (PWID), and prisoners. Where epidemiologic data
suggest that other priority (or vulnerable) populations, including military, are important,
these data should also be shared. National and SNU data on coverage are critical
components of the cascade (prevention programming, testing, antiretroviral treatment
(ART) and virologic suppression). Regional programs should include key epidemiologic
and programmatic data (in a table format) for all countries (with data presented by

country) in which PEPFAR is planning to invest COP/ROP17 resources.

Review and update how the national response is funded and implemented, including
Global Fund Principal Recipient(s) and host country government. PEPFAR teams should
update the Program Investment Profile and review the COP 16 Sustainability Index and
Dashboard (SID) and identify any updates occurring within the country context.

PEPFAR teams should review and update COP16 activities regarding current status of a
national strategic plan (and other key planning documents) and adoption and
implementation of key policies (such as Test and START, PrEP, HIV self-testing), any
HIV or HIV/TB Global Fund grants (and anticipated timeline) as well as key national fora
or engagement with civil society organizations. Regional programs should document key
data in a table format for all countries in which PEPFAR is planning to invest COP/ROP
17 resources. It is essential to consult with key stakeholders (including national

governments, civil society, multilateral partners and other donors) during this step.

As PEPFAR moves forward in its drive to be more efficient and transparent, PEPFAR country

teams will continue to expand their collaboration with local civil society, including activists,
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advocacy groups, and service delivery organizations, to ensure that they are actively engaged
in PEPFAR processes and in the country-level HIV/AIDS response. To reiterate, the full
participation of civil society should occur in every stage of our programming and planning, from
their advocacy to service delivery which is critical to the success and sustainability of PEPFAR
and the global effort to combat HIV. In addition, OUs participating in the STAR process are also
required to promote human rights and structural barriers such as stigma and discrimination.
These should be mitigated through planning specific programmatic activities. For further
instructions on civil society and human rights requirements, please refer to Section 2.Assess
partner performance and results and program quality improvement: PEPFAR teams
should review each partner's performance through an analysis of any MER data, SIMS data,
other performance data (e.g. achievement of benchmarks) and pipeline data. Corrective action
steps that will be required to improve partner performance, or to seek alternate strategies,
should be identified.

The results of this analysis should be described briefly in the SDS.

Step 2: Update Gap Analysis

In order to determine where current PEPFAR investments are optimally focused, the
team is expected to engage in a structured discussion process to review the key
guestions listed below. As this is a critical planning process for a two-year strategy, all
PEPFAR staff and USG agencies should plan to participate fully. Note that this should
include consideration of existing investments or investments planned in COP16 as well
as any pre-existing investments from prior years and the historic contributions of those

investments.

e Are modifications needed to key barriers to the three 90s described in COP16?

e What is needed of key and priority populations for prevention, treatment, and care and
are there any changes from COP16?

o What is needed to support a sustainable national response, and are there any changes
from Table 6, COP16?

o Based on expected government contributions, how can PEPFAR staff and investments

have the greatest impact?

Many programs have focused PEPFAR investments during COP15 and COP16. During

COP17 development, PEPFAR teams should re-review epidemiologic data and
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programmatic results, and determine whether existing geographic and population focus

still makes sense or needs to be revised.

o Where can PEPFAR resources and staff have the greatest impact? PEPFAR teams
should carefully review the Country- or Regional-specific guidance provided in their
planning level letter, along with other specific guidance from headquarters. Based on
knowledge of the country context (Step 1) and completion of the gap analysis (Step 2),
PEPFAR teams should determine which areas are the highest priorities for PEPFAR
investments from COP16. STAR programs should define 2-3 priority outcomes around
which PEPFAR activities will focus.

Step 3: Identify Priority Outcomes and Propose Core Activities

« Include all activities and budgets that contribute to achieving the outcome
« Attribute USG staffing to priority outcomes
« Define measurable benchmarks for year 1 and year 2 for each activity

Justification of site-level investments: Please include all proposed site-level
investments in the Focused Outcome and Impact Table (FOIT). In addition, for each site-
level activity, please include a short narrative in the Strategic Direction Summary that
describes: (1) the purpose of site level investment, (2) what the PEPFAR investments will
cover at site level (e.g., staffing, equipment, commodities), and (3) how this site level

investment will contribute to epidemic control.

Scaling catalytic and innovative site-level activities: One key goal of PEPFAR’s
investment in site-level activities is the identification of new innovations that should be
taken to scale, often with government or other non-PEPFAR resources. Such activities
often start out as small-scale pilots. Pilot activities are common in PEPFAR and piloting
new interventions is a key component of STAR programs. However, some pilot activities
have been implemented as just small stand-alone activities, without emphasizing or

tracking factors that are critical to learning and scaling up for broader impact.

The STAR process should be used to maximize these activities as catalysts leading to
national policy/practice change, adoption and implementation of best practices, and

broader impact. Programs should determine which proposed activities are site-level
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activities that are catalytic/innovative and discuss how they can be used for learning and

scaled up (see below).

Figure B.5.1.1: Process linking pilot activities to scaled-up impact

Figure B.5.1.2

Innovation Learning Sca ling up

Source: Linn
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Figure B.5.1.3: Development of a structured plan for site-level pilots: PEPFAR programs in

the STAR process who have site-level pilot activities should develop a structured plan for 1-2 of

these pilots as follows:

Core elements of a structured plan for pilots

Description: What are specific objectives of pilot activity and provide a brief description of
activity itself

What is stakeholder engagement plan?

What capacity-building elements will be developed?

What is pathway to scale? How will key enablers and barriers be addressed?

Briefly describe learning plan and how pilot and scale up will be monitored and evaluated?
If pilot is identified as a best practice and taken to scale, what would be expected impact
following scale up?

Possible elements to monitor and evaluate pilots

Impact:

o effectiveness

o cost

o unanticipated results
Documentation of:

o implementation process

o policy change/stakeholder support

o capacity built

o leaming processes

Draft-Country/Regional Operational Plan Guidance 2017

Completion of the FOIT: STAR programs are required to submit a FOIT that reflects all
PEPFAR funding proposed in COP17, including (1) above site activities (similar to Table
6 in COP16), (2) all site-level activities, and (3) any central funding that will be
programmed during COP17. Each component is essential to achieving a full picture of

proposed PEPFAR investments, including staffing.

Identify up to three strategic objectives for PEPFAR support: Key objectives were
identified in each country/regional-specific guidance. Each strategic objective should
contribute to a measurable impact on the epidemic through (1) a reduction in new HIV
infections, (2) a reduction in morbidity or mortality, or (3) some other measurable impact.
These 3 outcomes should form the basis for PEPFAR support and allow for an

assessment of impact over time.

Please see Appendix B.7 for complete instructions for the FOIT table.
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Step 4: Finalizing Submission

Please see Appendices D- | for further information on the COP elements and submission

processes. Where the process is different for STAR process countries, this will be clearly noted.

Weekly check-ins guided by clear planning milestones: In order to maximize the
period of COP preparation, the PEPFAR Headquarters team will arrange weekly check-in
calls that are guided by clear planning milestones. These will be specific calls with each
OU and the HQ team, and will be tailored to focus on specific issues that need to be
resolved to support a successful COP review. OUs will not be expected to develop
separate materials for these calls, but rather to engage in a discussion, and where

relevant, to share drafts of materials that will be required for submission.
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Figure B.5.1.4: Milestones for Structured Check-Ins

Week Goal Deliverable
{1} January 23-27 | In-Country Strategic Retreat, ineluding | -Finalize plannime calendar
{1} Consult national stakeholders: - Develop Custormizad Data
. Demaonstrate undarstanding of Slida Dack for Country Fatreat
nafional contexdt -Draft poal statement and
. Encure aligmment with national Section 1.0 of BDE
plans and all stakeholdars (ineluding el | -Validate 3 overarching
zociaty) stratepic objachves
. Closar URF mteragency dialogna ¥Plagze note that retraat should
{2} Parform struetured gap analyais: mcluda national stakeholders
. What are key bamers to the thres
90s7
. What are needs of kev and prionty
populztions for pravention, care and
traatment?
] What is neaded to suppert a
snstamable national rezponze?
. Whersa iz PEPFAR best positioned
to contmbute? This should inelnde an
analysis of zeoeraphic focus and whether
thiz shonld ke reviewed (e.g. bazaed on
new data) Thiz should inclode znalyeis of
site-level activitias as well as abova sita
activitias. This should alzo include a clear
rationale for any site lavel work.
{3} January 30- Complete Focusad Onteome and Impact | FOIT drafied
Febmary 3 Table (FOIT)
4} February &-10 | Fmaliza SI}S namrative, targets, PEAC, Fmaliza 8135
and all required documents Fmalize Customized Data
Slide Deck
Fmalize FOIT
Fmalize PRAC
Fmalize SIMS Acton Flanner
Enter tarzets into DATIN and
narratives info FACTEinfo
1) February 13- | Fmahze and uwpload all required All documents finalizad
15 documents and complata data entryr 1nta
FACTSmnfo and DATIM
{3} February 16 Submit COP All required documents
complatad and uploaded
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COP Review Process
Regional COP review and approvals will be held on the following dates:

(1) February 28-March 2 (Bangkok): Asia Regional Program, Burma, Cambodia, Central Asia

Regional Program, India, Indonesia, Papua New Guinea

(2) March 13-15 (Washington, DC): Angola, Caribbean Regional Program, Central America
Regional Program, Dominican Republic, Ghana

‘ Appendix B.5.2 How will countries submitting via the STAR process be evaluated?

In order to recommend approval, the evaluation team, led by the S/IGAC Chair, will explore the

following seven questions:

1. Data - What was the underlying data analysis that was used to drive the COP decision
making process?

2. Context - What critical contextual issues were taken into consideration in the development
of the COP?

3. Strategy - Given the data and context, is the team’s overall approach the most impactful
use of resources? Does the approach align with national priorities?

4. Activity Descriptions - Are the individual activities the team is proposing well designed to
achieve the program’s goals?

5. Budget - Is the proposed budget the best use of financial resources to achieve the
program’s goals?

6. Targets - Will the proposed activity targets and other measurable outcomes result in a

significant impact?

7. Program Management - Is the team organized to provide robust monitoring and

oversight to ensure the program’s success?

Appendix B.6 Two Year Budget Review and Approval

At the FY 17 Quarter 4 POART, the field teams will have an opportunity to request minor
modifications to their 2™ year budget, based on progress or other contextual changes in country.

In addition, during this POART call, the Chair will review the progress. If there are no changes
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requested from the field team, and achievements are on target, the field team will be able to
immediately enter their COP18 data into the systems, and the chair will submit a memo to the
Global AIDS Coordinator recommending approval of the 2" year of funds. If the team does have
minor changes, the Chair may incorporate these changes in the recommendation letter. In either
case, there will be no need to attend any COP 18 planning or review meetings. The team is

expected to continue implementation as planned.

However, if the team is significantly under- performing, or there have been major changes in the
context in country, the team may be required to submit revised documents and may need to
attend COP 18 planning and/or review meetings, depending upon the complexity of the changes

required.

Appendix B.7 Completion of the Focused Outcome and

Impact Table

STAR programs are required to submit a FOIT that reflects all PEPFAR funding proposed in
COP17, including (1) above site activities (similar to Table 6 in COP16), (2) all site-level
activities, (3) Full-time technical staff and (4) any central funding that will be programmed during
COP17. This table should cover the two-year period (e.g. FY18 and FY19). Each component is
essential to achieving a full picture of proposed PEPFAR investments, including staffing.

Define up to three strateqgic outcomes for PEPFAR support

Key strategic outcomes were identified by OGAC within each country/regional-specific guidance
document. Each outcome should contribute to a measurable impact on the epidemic through (1)
a reduction in new HIV infections, (2) a reduction in morbidity or mortality, or (3) some other
measurable impact. These 3 outcomes should form the basis for PEPFAR investments and allow

for an assessment of impact over time.

Appendix B.7.1 Completion of the FOIT Activity Tab

Column A: Describe all PEPFAR-funded activities (site level and above site) and group

according to area of intervention.

Column B: Area of intervention - Proposed activities should be grouped in sections so that they

can easily be reviewed together. Please see the drop down menu for category choices. If a
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proposed activity does not fit into an existing category, please select other and specify this in the

activity description.

Column C: Activity - Each proposed activity should be listed only once. Please include a brief
description of the activity. This will be used to pre-populate other tabs in the spreadsheet. If an
implementing mechanism contains both above site and site-level activities, these should be listed
as two separate lines. Please estimate the budget attribution to the above site and site level

components.

Column D: Activity code - Each activity line should have a unique code. All items under Strategic
Objective 1 should start with 1.x. For example, the third activity under Objective 2 would be
labeled 2.03.

Column E: Level - If an activity occurs both at site-level and above site, it may be listed twice; in

column E, one line should indicate "site level", while the other line should indicate "above site".
Columns F and G: Specify the agency and prime partner for this activity.

Columns H and I: Include Implementing Mechanism information. Please list partner
implementing mechanism ID number name, and the relevant agency. The table should include

any TBD activities that are being proposed.

Column J: Direct technical support staff. In many countries, USG staff plays a critical role in
providing direct technical assistance towards achieving PEPFAR results, such as serving as a
seconded advisor to a national Ministry of Health. If a technical advisor supports a number of
activities, please provide an activity description that best characterizes the nature of their work.
Please note that this should not include staff time as an activity manager (COTR, Project Officer,
etc.) for an implementing partner, but rather when a USG staff member is providing direct
technical support for the implementation of a specific activity. Please list the Agency supporting

this position. Please select “not applicable” for implementing mechanism information.

Columns K and L: Identify one- and two-year benchmarks for each activity. For each activity,
PEPFAR teams must identify Year 1 and Year 2 benchmarks that will be used to determine
whether a specific activity is on track or off track. These benchmarks may include deliverables
(such as completion of a policy document). These benchmarks should be measured by PEPFAR
indicators if they involve site-level activities. They can also be measured by other indicators

where appropriate (columns O and P). Please note that all activities should have benchmarks,
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though not all will have PEPFAR or other indicators. Please see additional guidance which

includes examples of well-crafted benchmarks (add link).

Column M: Transition plan - For each activity, please describe whether the activity is (1) one-
time, (2) continuing, or (3) whether the activity will be replaced by another activity. Please see
illustrative examples in the draft FOIT table.

Columns N, O, and P: For activities that can be monitored by PEPFAR indicators, please
include relevant indicators. Actual targets for activities should be entered into DATIM. If a
proposed activity can be measured by other indicators (instead of or in addition to PEPFAR
indicators), please select the category in drop down menu (Column O). Choices include a
national indicator (generally defined at the global level or in a national strategic plan), a SIMS
indicator (to assess quality of services provided), or a program indicator (which is typically
defined in a grant agreement with an implementing partner and may be more specific that what is
captured through PEPFAR indicators. If an activity (such as an above site activity) is best
measured only by benchmarks, e.g. completion of a one-time evaluation or policy document,

these columns related to additional indicators can be left blank.

‘ Appendix B.7.2 Completion of the FOIT Budget Tab

After entering the activities, the activities will populate the budget tab. Set the 2-year COP budget
amount (column G). Enter a proportion of the 2-yr COP budget that is for the first year (COP17)
(column H); the YR1 COP total budget will be calculated (column I).

For each activity & mechanism combination (row) with COP17 planned funding, please indicate
the applicable budget code(s) and the proportion of the YR1 COP budget to allocate to that
budget code. You may allocate up to 5 budget codes for each row. If one row needs more than 5

budget codes, you would need to split the activity on the FOIT table into 2 x rows.

Column T checks that you have allocated 100% of the COP17 funding; if it is red and you had
planned funding for COP17, please check that your % allocations add to 100% (note that

rounding errors may lead to what looks to be 100% to show red if it is 100.31%, etc).

Once your budget table has been completed, please check the PBAC output tab. No data entry
is necessary on this page. This tab has been formatted in the same order as the input tab within
PBAC, so you would be able to select, copy & paste your data into the PBAC tab. When copying

and pasting into PBAC, please paste the number values rather than the formulas.
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‘ Appendix B.7.3 Completion of the FOIT Central Funding Tab

All programs completing the FOIT should complete the Central Funding tab and include any
current funding or current activities supported with central funding. These should be grouped

according to strategic outcome and provide the information in the requested tabs.

Column G and H: Please provide the date which this activity started and the expected
completion date.

Column I: If centrally funded activities are linked to a COP activity, please provide a brief

description and activity code (column D on the FOIT tab).
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APPENDIX C: TECHNICAL CONSIDERATIONS
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Appendix C.1 Executive Summary

PEPFAR has made substantial progress toward the 90-90-90 targets, and there is clear
evidence that high investment countries with major epidemics are beginning to control the
epidemic; however, much remains to be done to achieve or sustain control. Recent gains need to
be consolidated by focusing on the right populations and the most impactful, evidence-based
interventions. In addition to ongoing work in geographic areas of high prevalence and incidence
and in key and priority populations, the COP17 Technical Considerations emphasize the
following four key areas to alleviate bottlenecks across the spectrum of care:

1. Continuing to focus prevention and treatment on adolescents and young adults under 30
years old in Sub-Saharan Africa. Prevention activities should be evidence-based, such as pre-
exposure prophylaxis (PrEP) for those at high risk of HIV acquisition, condom distribution, voluntary
male medical circumcision (VMMC) for HIV-negative young men, and HIV treatment for all
adolescents and young adults identified as HIV-positive. Special attention should be paid to
pregnant and breastfeeding adolescents, sex workers and adolescents engaged in transactional
sex, adolescents living on the street, married adolescent girls, men who have sex with men (MSM),
transgender persons, orphans and vulnerable children (OVC), and 18-29 year old active duty
military personnel.

2. Implementing a strategic mix of HIV testing modalities to improve testing coverage
(especially among young men and women), yield, and efficiency of HIV testing services. HIV
testing is the gateway to accessing critical prevention and treatment services. The challenges
inherent in this service delivery differ greatly by country, and require detailed knowledge of the
epidemic and who remains undiagnosed. Strategies to optimize case-finding, such as the
determination and testing of sexual networks, and to ensure high quality testing services, including
self-testing, are essential.

3. Retaining clients on antiretroviral treatment (ART) and care to achieve viral suppression.
Retention on treatment and virologic suppression are critical to reducing HIV-related morbidity and
mortality and preventing transmission. Strategies that improve adherence to treatment, prevent TB
and other life-threatening diseases, and enhance access to viral load testing are needed to attain
retention and viral suppression targets. Innovative service delivery models should focus on
populations that have difficulty with retention, such as children, young adults and men, pregnant

women, and key populations.
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4. Ensuring access to quality, sustainable HIV delivery systems. From advocacy to delivering
services, those affected by HIV play an important role in responding to the epidemic in ways the
public sector cannot. Stigma, discrimination, and violence as well as harmful laws and policies
reduce access to and use of essential health services and undermine efforts towards effective
responses to HIV/AIDS. Community empowerment needs to be integrated into all aspects of health
and HIV programming. As the number of people on treatment increases, programs need to
sustainably expand capacity, utilizing strategies such as community-based lay workers,
prioritization and task-shifting, provider networks, and stable patient delivery systems; retention of

human resource should be a key objective for programs.

LATE BREAKER: In January 2017, S/IGAC hosted a one-day, technical consultation with the
principal investigators of three, multi-million dollar combination prevention trials that together seek
to test the impact of packages of interventions to avert new HIV infections in Sub-Saharan Africa.
The goal of the meeting was to facilitate the rapid transfer of lessons learned that address high
priority, implementation challenges to accelerating epidemic control in countries supported by
PEPFAR especially HIV case finding in men and men and women under 30 years old. A summary
of the meeting is included in Appendix C.10. The meeting highlighted research-informed strategies
to close gaps in the HIV prevention - treatment continuum, including HIV testing, linkage to HIV
medical care and rapid initiation of antiretroviral treatment (ART), retention and re-engagement in

medical care, and achievement of virologic suppression. A final segment highlighted opportunities

for establishing effective models of integrated, health services.

Appendix C.2 Introduction

PEPFAR, in collaboration with host governments, communities, multilateral organizations, and
other global organizations, has made substantial achievements in combatting the global
HIV/AIDS epidemic. Recent evidence from the Population-Based HIV Impact Assessment (PHIA)
surveys show that certain countries with major epidemics have made substantial progress in
controlling the epidemic. As announced on World AIDS Day 2016 PEPFAR is supporting 11.5
million men, women and children to access life-saving antiretroviral treatment (ART), completed
11.7 million voluntary medical male circumcisions (VMMC), performed 74.3 million HIV tests in
FY 2016, and provided services to 6.2 million orphans and vulnerable children (OVC) and their

caregivers as of September 30, 2016 (Figure C.2.1). Bold targets have also been set for
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PEPFAR’s future achievements, including goals of supporting 12.9 million people on treatment,
13 million VMMCs, and reducing HIV incidence in adolescent girls and young women (AGYW) by
40 percent by the end of fiscal year 2017.

Figure C.2.1

2016 PEPFAR GLOBAL RESULTS

NEARLY
Voluntary medical male circumcisions P Babies born HIV-free

£
£,
%

Adolescent girls and young
women reached through DREAMS

Men, women, and children on
life-saving antiretroviral treatment

-©.
@

Orphans and vulnerable children

' received care and support

Children on life-saving antiretroviral
treatment

! 4

New health care workers trained ~ People received HIV testing and counseling

As we continue to work towards the 90-90-90 goals set out by UNAIDS in 2014, PEPFAR
programs must continue to dive deep into programmatic and epidemiologic data to identify
country, regional, and site-level successes and challenges to ensure every dollar is optimally
invested. This will reveal areas for improvement and programmatic course correction. For
example, global data from 2015 reveal that HIV testing results are highest for persons with
tuberculosis (TB) and sexually transmitted infections (STI) and in inpatient wards. However,
these sources will not identify large numbers of untreated persons living with HIV. Broader
testing is needed for those under age 30 who are at highest risk for undiagnosed HIV infection
and will require new strategies. Analyzing this data at a site level is important to determine and
overcome current barriers in identifying HIV infected persons and increasing testing yield and
volume. Furthermore, prevention, testing, treatment, and retention strategies must be assessed
for their effectiveness and appropriateness for specific age, gender, and risk groups in order to
have the most impact. As well, a core premise of PEPFAR is the inherent emphasis on respect

for human rights in programming, and the engagement of those most impacted by HIV/AIDS
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(e.g. PLHIV and members of key population communities) in the planning, implementation and

analysis of PEPFAR programs.

In working towards these goals, it is critical that PEPFAR provide support to national and local
governments and local institutions in a manner that builds a sustainable national HIV response.
PEPFAR country teams must work with governments on national policies such as Test and
START (Figure C.2.2), differentiated service delivery models, programs integrated with human
rights advocacy, and policies affecting stigma, discrimination, violence, and access to HIV
services for key populations (KPs). Shared partnerships—financial and programmatic—are
essential in establishing and sustaining epidemic control and responding to new and future
challenges. Country Operational Plans for 2017 (COP17) must include direct and meaningful
dialogue with implementing partners and other key stakeholders, commitments from

governments, and support from civil society.

The role of the Ambassadors and Deputy Chiefs of Mission have been critical in moving the key
policy agenda forward, resulting in a much more effective program. In 2016, country teams were
able to work in partnership to ensure treatment starts before the immune system is substantially
damaged and transmission can be interrupted. Similar emphasis must be placed on policies to

ensure access to services for 15-24 year olds, key populations, and service delivery that is more

cost effective and client-friendly.

Figure C.2.2

ART initiation policy: 2015 ART initiation policy: 2016

2015 WHO Recommendation : Irrespective of CD4 count 2015 WHO Recommendation : Irrespective of CD4 count

| B y
Irespective of C04 cou

PEPFAR

Irrespective of S04

PEPFAR
1AFAC see—vrn—— Gource: Published policy, September 2018

Source: |IAFAC; published policy, 2015

In order to reach PEPFAR'’s goals and accelerate impact to achieve the 90-90-90 targets, it is

essential that COP17 continues the focus on epidemic control begun in COP15 by focusing on
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comprehensive implementation of evidence-based interventions. Collectively PEPFAR has been
successful at focusing geographically; this COP17 we need to focus in the same detail on
populations by risk, gender, and age to ensure we are focused for maximal impact. Of equal
importance is the continuation of respect for human rights, emphasizing the need to engage,
reach and serve all individuals, especially those at highest risk for HIV. Teams should continue
their ongoing work in geographic areas of high prevalence and incidence and in key and priority
populations. In addition, the COP17 Technical Considerations emphasize four key areas of

impact that all country and regional teams should focus on during their planning:

¢ Continuing to shift prevention to focus on adolescents and young adults under 30 years old in
Sub-Saharan Africa, utilizing all budget codes and partners;

¢ Implementing a strategic mix of HIV testing modalities to improve testing coverage (especially
among young men and women), yield, and efficiency of HIV testing services;

¢ Retaining clients on antiretroviral treatment (ART) and care to achieve viral suppression; and

e Ensuring access to quality, sustainable HIV delivery systems.

Each section of the Technical Considerations will provide a brief background on the importance
of the focus area, highlight the key interventions country teams should implement, and provide
country examples and best practices. The appendices at the end of this document will provide

references to relevant guidance documents, further country examples, and contact information.

Appendix C.3 Section One: Preventing and Treating New

Infections among Adolescents and Young Adults <30

Years Old

Appendix C.3.1 Background

Continuing high fertility along with the successes of the Millennium Development Goals (MDGS),
achievements in prevention of mother-to-child HIV transmission (PMTCT), and of child survival
programs, have contributed to demographic shifts in sub-Saharan African, resulting in twice as
many 15 to 24 year olds over the next decade than at the start of the AIDS epidemic (Figure
C.3.1.1). This younger population is less likely to know their HIV status, and, have lower basic

HIV knowledge levels, while remaining at high risk for HIV infection. Recent data from PEPFAR’s
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Population-based HIV Impact Assessments (PHIAS) in Malawi, Zambia, and Zimbabwe have
shown the success of meeting the 90-90-90 goals in decreasing HIV incidence in the adult
population by 76%, 51%, and 67% respectively (Figure 3.1.3)'*. Unfortunately, these successes
are not shown in PHIA data from 15-24 year olds where only 40-50% of individuals surveyed
knew their HIV status, leading to lower rates of adolescents and young adults on treatment and
being virally suppressed (Figure C.3.1.2). To control the epidemic and reach the 90-90-90 goals
for all age groups, it is essential that PEPFAR country programs evolve to focus prevention,
testing, and treatment services on individuals less than 30 years old while balancing continued
achievement in adults over 30. This recommendation is aligned with the Start Free, Stay Free,
AIDS Free targets, which are essential to ending the AIDS epidemic among children,

adolescents and young women by 2020%°.

FigureC.3.11

Figure 4.9 Projected Growth of Youth Population 15-24 Years of Age in Sub-Saharan Africa,
China, and India, 1950-2050
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Figure C.3.1.2
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Figure C.3.1.3
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Among youth under 25 years of age, adolescent girls and young women (AGYW) in southern
and eastern Africa carry the highest burden of HIV/AIDS and are more than twice as likely as
their male counterparts to be newly infected with HIV'®. Every year, 390,000 AGYW are infected
with HIV, and in sub-Saharan Africa, girls account for 75% of new annual HIV infections among
adolescents®’. Young men who have sex with men (MSM) are also at high risk of infection and
often also have sex with women, putting them at risk as well. Even less is known about young

transgender women, however, data indicate increased risk as well.

In much of sub-Saharan Africa, the path of HIV transmission is through young women. AGYW
often acquire HIV from men ages 23-35, with AGYW often remaining unaware of their HIV-
positive status for years. These adolescents and young girls then transmit the virus to their
similar-aged sexual partners as they grow older. These infected young men, in turn, reach their
mid-to-late 20s and frequently begin the cycle again (Figure C.3.1.4). To disrupt this pattern of
HIV infection, PEPFAR teams must reach sexual partners of AGYW with HIV testing, prevention
and treatment services, as appropriate.

18 http:/Amww.unaids.org/en/resources/presscentre/featurestories/2016/june/20160610 panel5

7 http:/Amww.unaids.org/en/resources/documents/2016/prevention-gap
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Figure C.3.1.4
Breaking the Cycle of Heterosexual Transmission
Researchers in South Africa used genetic analysis of HIV to understand the cycle of transmission of HIV
in one part of the country. Men and women in each of these age groups have distinct prevention needs noted below, in
addition to the standard prevention package including female and male condoms and behavior change.
Young women acquire Men and women > 24
HIV from men wio years usually acquirg
are, on average, HIV from similarly
8 years older o® .. aged partners
L]
Male populations with high HIV incidence
Mean age: 27 years
(range: 23-35 years)
Treatment for men YMMC, especially to
.@ who are living prevent infection
with HIY among men at risk
. Oral PrEP for HIV-
Oral PrEP (and .@ negative men
@ (=) dapivirine ring,
B apprmfe_d) 1 Treatment for men
AIV-negative 0’@ and women living
women = with HIV
Women at high risk of HIV g Oral PrEP (and Female populations
Mean age: 18 years .@ dapivirine ring, with high
{range: 16-23 years) if approved) for HIV- HIV prevalence
negative women Mean age: 26 years

(range: 24-29 years)

When teen women with HIV reach their mid-20s, if they aren’t on effective ART,
then they may transmit to partners of the same age—and vice versa
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Appendix C.3.2 Priority Strategies & Interventions for COP17

In COP17, generalized epidemic countries should increase focus on country-specific data and
ensuring a balanced portfolio that emphasizes HIV prevention and treatment of adolescents and
young adults, both men and women, under the age of 30 in scale-up districts, where the HIV
burden is the greatest. Country teams should continuously analyze their epidemic and program
data, including incidence and prevalence, to ensure the needs of individuals less than 30 are met
while also ensuring that achievements made in adults over 30 are not lost. These activities
should include a combination of evidence-based prevention interventions including behavioral
and structural interventions, pre-exposure prophylaxis (PrEP) for those at high risk of HIV

acquisition, HIV testing services (HTS), VMMC for HIV-negative young men, and HIV treatment
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for all adolescents and young adults identified as HIV-positive. Special attention should be paid
to particularly vulnerable sub-groups of adolescents including HIV-uninfected and HIV-infected
pregnant and breastfeeding adolescents, sex workers and adolescents engaged in transactional
sex, those living on the streets, married adolescent girls, MSM, transgender persons, OVC, and
18-24 year old active duty military.

Prevention in Adolescent Girls & Young Women

The Determined, Resilient, AIDS-Free, Mentored, and Safe (DREAMS) Partnership focuses on
the reduction of HIV incidence in AGYW by delivering a core package of interventions that
combines evidence-based approaches to address the individual, community, and structural
factors that directly and indirectly increase girls’ HIV risk, including poverty, gender inequality,
gender-based violence, and a lack of education (Figure C.3.2.1). In COP17 and moving forward,
DREAMS activities will be funded and managed through the COP process instead of centrally.
OVC partners should fully engage in DREAMS-like activities for young women younger than 18
years. In COP17, countries currently implementing DREAMS should assess the progress of each
component of the core package and determine if any course correction or redirection of
resources to other components or other partners should be made to maximize impact. For
example, if a country is having difficulty getting traction with community mobilization activities,
resources could be redirected to an intervention that is more directly and immediately linked to
reducing HIV acquisition such as PrEP and condoms. One exception to making changes to the
investments in the DREAMS core package components is that resources should not be moved
from an activity that has the potential for a direct impact on HIV (e.g. PrEP, condoms) to an

activity that would have a more distal effect.

In COP: 17 countries should consider broadening geographic coverage beyond the original
DREAMS SNUs to all prioritized SNUs using DREAMS and OVC funds to maximize AGYW-
focused prevention activities. Selection of DREAMS activities for geographic expansion and any
course correction within the current DREAMS program should be made by each country team in
consultation with their DREAMS technical assistance (TA) and Monitoring and Evaluation (M&E)
leads from headquarters. Factors such as potential for impact, cost, and acceptability should be
considered when making decisions regarding shifting resources and/or expanding DREAMS
activities. Countries should strive to ensure that the DREAMS package will have maximal impact

and address the needs expressed by the beneficiary population. When conducting DREAMS
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programming, teams should ensure the program is using a systematic method to identify

vulnerable girls.

Countries not implementing DREAMS should examine HIV incidence and prevalence in AGYW
ages 10-24 to ensure they are dedicating resources to prevention in high risk populations,
especially in geographic areas with the highest HIV prevalence. Interventions that should be
prioritized for this population include education subsidies, post-violence care, effective youth-
friendly sexual and reproductive health services, characterizing male sex partners and linking
them to prevention and treatment services as appropriate, and PrEP. Sites providing post
violence care must provide the minimum package of services including post exposure
prophylaxis and emergency contraception (see MER indicator). These interventions will not only
impact HIV incidence in adolescents and young adults, but will address intermediate outcomes
such as poverty, early pregnancy, child marriage, rape, violence, and educational attainment.
Layering of multiple interventions that are tailored to the needs of the highest-risk AGYW is
critical to maximize impact and ensure that the interventions reach vulnerable AGYW, their
families, and their communities. PEPFAR funded programs should prioritize the engagement of
AGYW in planning, implementing, monitoring, and evaluating the activities targeting these
girls/lyoung women to ensure their needs, perspectives, and experiences are appropriately
addressed. For more information, examples, and resources detailing the evidence-based

interventions described above, please refer to the full DREAMS guidance on pepfar.net.
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Figure C.3.2.1
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OVC platforms in particular should be leveraged to enable girls and adolescents, aged 10-17, to

access a comprehensive package of prevention and treatment services. OVC focus should be

directed to accelerating achievement of OVC_SERV targets among 10-17 year olds, especially

where younger age bands (0-9) have been met or exceeded. In addition, the antenatal care

(ANC) platform should be leveraged to provide enhanced prevention interventions and link at risk

HIV-uninfected AGYW to available services. Finally, countries should leverage HIV testing,

VMMC, and treatment platforms to ensure the right men are reached with appropriate HIV

services to help break the cycle of transmission to their sex partners and ensure that all genders

can thrive.
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Condoms and Lubricants

When used correctly and consistently, male condoms are estimated to be 90% effective in
reducing HIV transmission®® and female condoms are 94% effective®. Condom programming is
estimated to have averted up to 45 million new HIV infections?°. In COP17, condom
programming should focus on accessibility to adolescents and young adults under 25 years old,
males aged 25-35 with younger partners, and key populations. All PEPFAR OUs are eligible for
central funding for the procurement of male and female condoms and lubricant products in
support of HIV programming. In COP17, condoms and lubricants will be procured through
USAID’s supply chain project and do not have to be budgeted in COP?. COP budgets should
include distribution and programming support to make condoms available, accessible, and

attractive to young people and other people at risk.
Pre-Exposure Prophylaxis (PrEP)

The use of tenofovir-based ART has been shown to reduce the risk of HIV acquisition by over
70% when taken consistently by heterosexual men and women, MSM, and people who inject
drugs (PWID)?%. World Health Organization (WHO) Guidelines recommend offering PrEP to
those at substantial risk of infection, defined by population groups with HIV incidence at or above
3%%. In many settings, the uninfected partner in discordant couples, MSM, transgender persons,
sex workers, military (in parts of southern Africa), and PWID will have risks above this threshold.
In high prevalence settings, AGYW, including pregnant and breastfeeding women, may also

have a risk of HIV acquisition above this level. Risk scoring systems have been developed to

'8 Weller S., Davis K. Condom Effectiveness in Reducing Heterosexual HIV Transmission. Cochrane Database
Systemic Review. 2002;(1).

' Trussel J., Sturgen K., Strickler J.,Dominick R. Comparative Contraceptive Efficacy of the Female Condom and
Other Barrier Methods. Family Planning Perspectives. 1994;26(2):66-72.

20 http:/Aww.unaids.org/en/resources/presscentre/featurestories/2016/october/20161003 _condoms

Zhttps:/mww.pepfarii.netf OGAC-
HQ/OGAC/CS/Shared%20Documents/Forms/Allltems.aspx?RootFolder=%2FOGAC%2DHQ%2FOGAC%2FCS
%2FShared%20Documents%2FCOP17%20Technical%20Considerations&FolderCTID=0x0120001801439AC67
EB64EA6DCD48CA6B3C92D00EF59E3C3FB6B364B99C9405D3EF08C55&View={2640B296-3106-45A1-
98F9-84A64C1097CF}&InitialTabld=Ribbon%2EDocument&VisibilityContext=WSSTabPersistence

22 http:/Aww.who.int/hiv/pub/quidelines/keypopulations-2016/en/

2 hitp:/mww.who.int/hiv/ipub/quidelines/earlyrelease-arv/en/
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identify those at highest risk and can be incorporated into clinical settings®*. PEPFAR teams
should consider making PrEP available during comprehensive health services and health
education as well as in a range of settings, including mobile and drop-in centers targeting key
populations, family planning clinics, maternal child health clinics, and primary care settings based
on expected incidence in the groups served. A recent comprehensive review has confirmed a
lack of significant effects on fertility, pregnancy outcomes, and infant growth with use of
tenofovir-regimens in pregnant and breastfeeding women. Use of COP funds to procure ARVs
for PrEP is permitted in countries where Test and START policies have been initiated, viral load
testing policies call for testing at least annually, and multi-month ARV provision is available for

stable clients.
Voluntary Medical Male Circumcision (VMMC)

VMMC reduces the risk of heterosexual HIV acquisition for men by at least 60 percent and helps
to break the cycle of transmission to future sexual partners as the preventive effect remains
strong throughout aging. To have the most impact, VMMC programs should be implemented in
scale-up districts with a high HIV burden and low coverage of male circumcision services in the
fourteen priority countries (Botswana, Ethiopia, Kenya, Lesotho, Malawi, Mozambique, Namibia,

Rwanda, South Africa, Swaziland, Tanzania, Uganda, Zambia, and Zimbabwe).

In COP17, programs should continue to prioritize clients aged 15-29 years, especially those at
high risk such as STI clients and partners in serodiscordant couples, for immediate impact. As
prioritized areas approach saturation in this population group (e.g., 80% or more among males
15-29 years in select geographic areas are circumcised), programs are urged to extend the
prevention benefit to adolescent boys 10-14 years of age and to begin policy discussions with
governments about neonatal circumcision. Teams must also ensure that PEPFAR-supported
VMMC programs include the WHO-recommended minimum package of accompanying services,
including the offer of HIV testing, risk reduction counseling, condoms, and STI screening and

% Balkus JE, etal. An empiric risk scoring tool to predict HIV-1 acquisition in African women. J Acquir Immun Defic
Syndr 2016;72:333-43.

o Irungu E et al. Use of a risk scoring tool to identify higher risk HIV-1 serodiscordant couples for an antiretroviral-
based HIV-1 prevention intervention. BMC Infect Dis 2016;16;571-6.

9 Mofenson LM. Tenofovir Disoproxil Fumarate Safety for Women and their Infants during Pregnancy and
Breastfeeding: Systematic Review. AIDS 2016;Nov 7 epub ahead of print.
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treatment or referral. HIV testing services should be offered only on request, and not routinely, to
boys and adolescents who have not yet had sexual debut, given low rates of HIV infection in
these populations. In addition, WHO recommendations on tetanus immunization and the clean

care approach for all circumcisions must be followed® °.

Testing & Treatment

To make a more immediate impact on HIV acquisition and transmission among adolescents and
young adults under 30 in generalized epidemic countries, PEPFAR country teams must ensure
that all implementing partners offer HIV testing services either directly or through referral and
then link individuals to services based on their serostatus. HIV-negative individuals should be
linked to prevention services (e.g. VMMC, condoms, PrEP if indicated), while HIV-positive

individuals should be linked immediately to ART initiation and treatment services.

Since HIV testing is a key element in HIV prevention activities, including PrEP implementation
among young people, increased testing in this age group is expected to be associated with lower
yields than in older age groups. It is especially important to target young men ages 15-35 in
settings such as sexually transmitted disease clinics as they are a key part of the HIV
transmission cycle as described in Figure C.3.1.4. Greater engagement of men in prevention and
treatment services is indicated as they have higher rates of undiagnosed HIV infection, are more
likely to seek treatment at a later stage of disease, and experience more HIV-related morbidity
and mortality than women due to late presentation. Young men in military service are also
especially important to target because of these same shared risk factors. Each country should
use their demographic and surveillance data to understand as much as possible about HIV
transmission dynamics for at-risk AGYW and their sexual partners in order to ensure that the
right men are being appropriately targeted for HIV testing, treatment, and prevention to have the
most impact. Additionally, ANC services provide a window of opportunity to identify HIV-
uninfected AGYW who are sexually active and who should be prioritized for HIV prevention
interventions as well as HIV-positive AGYW for whom rapid ART initiation can prevent HIV

transmission to their infants and their partners.

5 http:/Aww.who.int/hiv/pub/malecircumcision/tetanus-vmmc-report/en/

% 16 STATE 127820
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‘ Appendix C.3.3 Country Examples of Priority Interventions

For a full list of country examples, please refer to the “Case Examples of Best Practices for

PEPFAR Programs” document located in Appendix J.

Combination Social Protection for Reducing HIV-Risk Behavior among Adolescents in
South Africa®’

Social protection (e.g. cash transfers, free schools, parental support) has potential for adolescent
HIV prevention. In this study, child-focused grants, free schooling, school feeding, teacher
support, and parental monitoring were independently associated with reduced HIV-risk behavior
incidence (odds ratio: 0.10— 0.69). Strong effects of combination social protection were shown,
with cumulative reductions in HIV-risk behaviors. For example, girls’ past-year incidence of
economically driven sex dropped from 11% with no interventions to 2% among those with a child
grant, free school, and good parental monitoring. Similarly, girls’ incidence of unprotected/casual
sex or multiple partners dropped from 15% with no interventions to 10% with either parental
monitoring or school feeding, and to 7% with both interventions. These findings show that
specific social protection interventions in three domains, cash, psychosocial support, and
education, independently reduce specific HIV-risk behaviors among adolescent boys and girls.
Second, findings demonstrate that combination social protection interventions can have strong
effects on HIV-risk behavior reduction, independently of sociodemographic cofactors and

baseline HIV-risk.

Determining HIV Risk for Pre-exposure Prophylaxis (PrEp)%?°

In many settings, AGYW are at increased risk of HIV acquisition, but determining which AGYW
are at significant risk and would benefit from PrEP can be difficult. Investigators combined data
on more than 9,400 women from three prevention studies conducted in Southern and Eastern

Africa to identify risk factors for HIV acquisition. The scoring system included categories of risk

based on age (<25 versus 25+), marriage/cohabitation, alcohol use, partner providing material

2 http:/Amww.socialserviceworkforce.org/system/files/resource/files/Combination_Social _Protection.pdf

%8 Balkus JE, et al. An empiric risk scoring tool to predict HIV-1 acquisition in African women. J Acquir Immun Defic
Syndr 2016;72:333-43

% pintye J, et al. A risk assessment tool for identifying pregnant and postpartum women who may benefit from
pre-exposure prophylaxis (PrEP). Clin Infect Dis In press
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support, partner having other known partners, curable STI, and HSV2 seropositive or negative.
The risks associated with increasing scores are illustrated in figure C.3.3.1. A similar risk
assessment was performed in a cohort of pregnant women in Kenya and found that unknown
partner HIV status, more than one lifetime partner, and having syphilis all conferred increased
risk of HIV acquisition during pregnancy.

Figure C.3.3.1
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Mobile SRH and HIV service delivery to reach AGYW and Men in Swaziland

Population Services International (PSI) in Swaziland is using vans branded for AGYW and men
to provide comprehensive sexual and reproductive health (SRH) and HIV services in 17
Tinkhundla (districts). The state-of-the-art vans are visually appealing, staffed by young
providers, and were branded in consultation with the targeted populations. “DREAMS on
Wheels” provides comprehensive services for AGYW, including: HIV testing and counseling;
access to a range of contraceptives with an emphasis on dual protection; condom promotion and
distribution; syndromic screening and treatment of STIs; TB screening; and emergency
contraception. The van that serves men (“Esangweni”) provides HIV testing within a broader
package of men’s sexual health and wellness services to avoid stigmatizing men who access
services. Anecdotal reports suggest the van serving males attracts many first-time testers and

that roughly 10% of clients test HIV-positive.
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Since this project began in June 2016, the DREAMS on Wheels vans have reached 2,755 girls
with services. Between Q1 and Q4 of FY16, the number of HIV tests offered to AGYW ages 10-
24 increased by 4,908 and by 3,529 for boys and young men ages 10-24. Additionally, the
PP_PREYV results in DREAMS districts from FY15 to FY16 increased by 19,697 for AGYW 10-
24.This increase in testing and prevention services can in part be contributed to DREAMS
projects like the PSI vans reaching more vulnerable, hard-to-reach AGYW and their

communities.

Figure C.3.3.2

Community Mobilization & Norms Change Targeting Men in Lesotho

PSI in Lesotho has reached over 5,000 men since starting to implement a 10 hour Stepping
Stones curriculum with men. The program targets men ages 20-49 for gender and social norm
change, and links them to HIV testing at the end of their week-long training through PSI’'s mobile
testing. Participants are recruited through soccer clubs, local chiefs, and at construction sites,
taxi ranks, or other workplaces. When asked what they value about the Stepping Stones
sessions, participants said they especially enjoy learning about ways to control anger and protect
partners without resorting to violence. PSI reports that men are asking for the program to include

their partners so as to better re-inforce their new learnings.

PSI reached 46,580 more individuals in the DREAMS districts of Berea and Maseru in FY16 than
in FY15 with HIV testing, part of which can be contributed to DREAMS programming linking men
and male partners of AGYW to HTS. Overall in Lesotho’s DREAMS districts, PSI has reached
12,597 individuals with GEND_NORM activities in the past year.
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VMMC Demand Creation through Grassroots Soccer Program in Zimbabwe>%3*

A recently published study has reported on the success of creating demand for VMMC in
secondary school males age 14-20 years through a Grassroots Soccer-based program known as
Make-The-Cut-Plus (MTC+). In the school program, a trained, recently circumcised young male
‘coach’ led a one hour soccer-themed session in school. For participants with interest in VMMC,
transport to a VMMC clinic was then arranged with the ‘coach’ sometimes accompanying the
young male. Twenty-six schools in Bulawayo, Zimbabwe, were randomized to either receive
MTC+ at the start or end of a 4-month period in 2014. The MTC+ intervention increased the odds
of VMMC uptake by approximately 2.5 fold. Restricting to participants who did not report being
already circumcised at baseline, MTC+ increased VMMC uptake by 7.6%. The number of
participants who would need to be exposed to the demand creation intervention to yield one
additional VMMC client was 22.7 (or 13.2 reporting not already being circumcised). This
translated to approximately $49 per additional VMMC client yielded.

This follows an earlier trial of the program in adult men in which the proportion accepting VMMC
was 4.8% compared with 0.5% in the control arm. Following the Zimbabwe studies in adult and
adolescent males, Grassroots soccer has started working with partners outside of Zimbabwe
including the Uganda Virus Research Institute and London School of Hygiene and Tropical

Medicine, CHAPS Swaziland other partners in South Africa, Zambia, Kenya, and Botswana.

The Tanzania Social Marketing Project®

The Tanzania Social Marketing Project (TSMP) was a USAID-funded project (2010-2016) with a
main purpose to engage key stakeholders from the public and private sectors to improve market
segmentation, subsidy strategies, and distribution systems to engage the public, social
marketing, and commercial marketing sectors in a total market approach (TMA) aimed at
increasing sustained access to and use of condoms. A balanced TMA approach cultivated a
marketplace where all segments of society have access to high-quality products and services

based on their ability to purchase the products.

%9 hitp:/fjournals.lww.com/jaids/toc/2016/10012
%! hitps://sciencenow.unaids.org/post/combination-prevention-12

% Field-Nguer, M, Kennedy, M, Fritz Matee, N, et. al. The Tanzania Social Marketing Project: A Performance
Evaluation. June 2015. Accessed November 30, 2016. http:/pdf.usaid.gov/pdf_docs/PAOOKRJF.pdf
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The TSMP focused on HIV prevention and family planning, distributing male and female
condoms and FP products nationwide, with focused marketing and behavior change
interventions in districts with high-HIV prevalence. Activities focused on shaping national markets
for condoms and OCs, particularly aligning complementary targeting, positioning, and pricing
between various brands. For instance, while Dume condoms were priced and targeted towards
urban and peri-urban men with moderate socioeconomic status, Salama condoms were
positioned to target rural men and men of lower socioeconomic status. This increases the cost-

recovery of the products and sustainability of condom programming in Tanzania.

Stakeholders convened to coordinate a TMA approach to social marketing, and local capacity-
building activities were implemented to sustain and strengthen social marketing activities. A
mixed-methods performance evaluation showed that the TMA is progressing, though there was
still more work to be done. TSMP has expanded condom availability and played a key role in
providing availability and accessibility of low-priced contraceptive methods; it also contributed to

improved water treatment for PLHIV.

Appendix C.4 Targeted Testing and Improving Testing

Yield for Populations

Appendix C.4.1 Background

HIV testing is an important gateway to accessing critical prevention services for those testing
HIV-negative and also in providing treatment for those testing HIV-positive. There are currently
an estimated 10.9 million people living with HIV (PLHIV) who need to be identified in order to
meet the UNAIDS first 90 goal of ensuring 90% of all PLHIV know their HIV status (Figure
C.4.1.1). The identification and diagnosis of these undiagnosed individuals is essential in
breaking the cycle of transmitting HIV to partners, families, and social and sexual networks. In
addition, linkage of newly identified positives to same day treatment initiation is an important

component of HIV-testing programs that supports efficiency in treatment.
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Figure C.4.1.1

90-90-90 target cascade, global, 2015

45

kL

_» fnit:
E Elrl-l:! |||‘|':;;u ﬁﬁl’ ta
£ s |rl.. 3 ] reachi
= 10.9 millicn Plgsest
F 90: e,
’ reaching
E 2 127 milicn the third 70;
= 19.8M 13.0 million
15
Diagnosed
~53%

Peaple Iwing Peopla living Peopla living Peopls living
with HIV with HIV who know with HIV wha are on with HIV whe are virally
thalr status antiratroviral sunpreased?

Soabie: UNAIDG special analysts, 2016 traatment

The challenges with identifying and linking PLHIV to treatment services differ greatly by country,
type of epidemic, populations at risk, and current country progress toward reaching each of the
90-90-90 goals. Understanding the epidemic and who remains undiagnosed will help country
teams tailor HIV testing services to their populations. In many locations, extra effort is required to
test key populations, young men, and adolescents. The closer a country is to reaching 90-90-90,
the more challenging it is to identify previously undiagnosed PLHIV, and more creative and
targeted case identification efforts are needed (Figure C.4.1.2). In addition, directly linking HIV-
positives into treatment is imperative for the health of the individual and their partners (Figure
C.4.1.3). To facilitate strong linkages between HIV testing sites and treatment programs able to
provide same day initiation of treatment, up to 30% of the HVCT budget code may be applied to

the Care and Treatment earmark as it supports rapid treatment initiation.
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Figure C.4.1.2
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In generalized and mixed epidemics, facility based HTS in some settings has achieved high
levels of coverage (e.g. ANC and TB), however outpatient departments and inpatient wards may
require additional screening of patients based on country data. Community-based HIV testing
approaches remain a critical avenue for achieving early diagnosis and reaching those not
accessing the health system, first-time testers and asymptomatic PLHIV, which can include
males, key populations, and other priority populations®. As noted in Figures C.4.1.4 and C.4.1.5,
home- and mobile-based HIV testing campaigns resulted in an increased uptake among males of
all ages with higher CD4 cell counts than facility-based testing, resulting in the identification of
healthier HIV-positive males.

Figure C.4.1.4
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3 Sharma 2015 and Suthar 2013
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Figure C.4.1.5
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Ensuring linkage to treatment services is critical for achieving the second and third 90 goals.
While a large proportion of newly diagnosed individuals are enrolled in treatment, a significant
proportion of PLHIV do not link to treatment. Country teams must continue to address the
country-specific issues and barriers faced when linking clients to treatment and prevention
programs. Same day initiation of ART will support linkage and reduce loss between testing and
treatment initiation. Activities under HVCT that support linkage and rapid treatment initiation can
be counted as part of the Care and Treatment earmark, estimated to be 30% of the costs. To
better understand and address gaps in achieving treatment targets, country teams should work
with PLHIV and key population organizations/networks, implementing partners, host country
governments, and other stakeholders to strengthen coordination and the tracking of PLHIV..
When analyzing their HTS program, country teams should consider: the unique needs and
barriers of adolescents and KPs, including population friendly and competent providers,
community-based and KP-led service delivery, strategies to reach hard-to-reach adolescents and
KPs, stigma, discrimination, and violence; program capacity for case management; structural
barriers preventing linkage to treatment, including the completion of a barriers assessment

among clients; and treatment literacy.
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‘ Appendix C.4.2 Priority Strategies & Interventions for COP17

Optimizing HIV Case Finding

Country teams should review programmatic data, including yield and coverage data, at least
monthly with implementing partners to assess achievement towards annual targets, to
understand trends over time, identify where and which modalities are leading to high volumes of
diagnoses, and to proactively identify underperforming sites and implement quality improvement
approaches as needed (Figure C.4.2.1). Weekly monitoring is recommended for partners who
may be implementing new HTS approaches to improve HIV case finding or who are conducting
community-based HTS where the population or location may be not be fixed. Frequent reviews
will also highlight innovative approaches (e.g. use of incentives, screening tools, etc.) and
modalities that are effective at identifying PLHIV that may need to be scaled-up, as well as
identifying populations not accessing testing services that may need additional targeting. These
reviews should also address keeping partners of priority populations negative, condom

availability, and appropriate prevention messages.

Figure C.4.2.1
Kenya: HTS % Positivity and HTC_TST Results / Volume by Service
Delivery Mode, FY16 APR Results
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Country teams should work with partners to understand the reasons for low achievement and
create an action plan for improving future performance; high-performing partners should be
analyzed for best practices that could be shared among other implementing partners to optimize

their program.

As HTS is increasingly integrated into clinical services, where appropriate and yielding high
positivity, country teams should universally adopt opt-out or provider-initiated testing and
counseling (PITC) at key entry points within health facilities based on country data. IPs should
routinely monitor and use program data to target testing within key service delivery points (e.g.
ANC, TB clinics, inpatient wards, outpatient departments, Family Planning (FP) and Sexually
Transmitted Infections (STI) clinics, and HIV clinics) and among at-risk populations (e.g. partners
of PLHIV, infants/children of an HIV-positive mother, TB patients, persons with presumptive TB
suspects, STI patients, and key populations). Targeted testing remains crucial in diagnosing HIV-
positive children not identified through EID programs. In addition to ensuring that adults in HIV
care have testing offered to all of their children, programs should provide routine (opt-out) testing
to all children and adolescents in TB clinics (TB cases and persons with presumptive TB),
malnutrition services, and/or admitted to the hospital (for reasons other than trauma/surgery).
PITC, screening-based, or other selective approaches may be more appropriate for determining
need for testing among children presenting to outpatient departments for illness care. Children in

OVC programs should also undergo routine assessment for HIV risk and need for testing.

Country teams should analyze their HIV testing data to determine the absolute number of new
HIV diagnoses identified, the testing yield, and the estimated cost per positive case identified for
each modality and service delivery point to determine the optimal mix of testing strategies.
Access to virologic testing by age 4-6 weeks with systematic follow-up and determination of final
HIV status at the end of breastfeeding is critical for early identification and improved linkage to
treatment for HIV-infected infants and children, such as in the Swaziland example below (Figure
C.4.2.2).
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Figure C.4.2.2
Swaziland: PEPFAR HIV+ Infant Linkage to Treatment,
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Ensuring HTS Quality

To ensure the quality of HIV Testing Services, country teams should employ the following quality
assurance approaches: (1) new lot verification and post-marketing surveillance; (2) external
guality assurance (proficiency testing and retesting HIV-positives for verification prior to ART
initiation); (3) programmatic use by program managers of a standardized logbook or electronic
monitoring to track discrepant results or other errors; (4) training and certification of HIV testing

providers; (5) supportive supervision; and (6) inventory management.

Programs should minimize risks of misdiagnosis. One Mozambique study estimated between
0.43-0.74% misdiagnoses rates in one district®*. Therefore, WHO recommends verification
testing in which all newly diagnosed HIV-paositive clients be retested with a second specimen and
a second tester prior to ART initiation. In addition to retesting, countries should also consider
utilizing a recency test which can be beneficial in determining recent infections for better contact

tracing, sexual network identification, and prevention targeting.

34 Nelson, 2016
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Every effort should be made to avoid stock outs of HIV rapid test kits and other HIV testing
associated commodities through systems for forecasting, ordering, and distribution. Country
teams should consider test kit storage requirements and ensure they align with the
manufacturer’'s recommended storage temperature. SIMS data should be used to identify sites
where quality of HTS may be a problem and where remediation is needed, including HTS
policies and algorithms, use of lay providers, and rapid testing for key and priority populations.

Counseling content should be updated to reflect current international guidelines. Many HTS
providers still recommend that people who test HIV-negative return for retesting to rule out acute
infection (e.g. window period retesting). Such retesting is recommended only for HIV-negative
individuals who report recent or ongoing risk of HIV exposure. Window period retesting is not
otherwise recommended and may waste resources and dilute seropositivity. HTS providers
should include behavioral risk screening in order to provide appropriate retesting
recommendations and inform referrals for additional services (e.g. PrEP, PEP, condom
distribution) for individuals who report recent or ongoing risk. If this is not a hotspot or a key
population, do not recommend retesting in 3 months. HTS demand creation and counseling
messages also need to be updated to address treatment literacy. Communities must be made
aware that Test & START policies will now make ART available to all PLHIV upon diagnosis,

which may encourage more people to seek HTS and enroll in treatment services.

Uncovering Sexual and High Risk Networks and Improving Coverage among High Risk
Populations

Passive referral for partner and couples testing has been the standard of care for many years
and has had minimal success in getting partners tested for HIV. PLHIV are typically advised to
disclose their HIV status to intimate partners but IPs do not systematically elicit the names of
current or previous partners of index clients, nor do they actively follow-up to ensure that
partners received an HIV test. Several recent evaluations have shown that testing sexual and
needle-sharing partners of index clients or using index clients to refer social network members is
a more efficient way to identify undiagnosed PLHIV. To improve HIV case finding, country teams
should work with all stakeholders (including PLHIV) to implement more effective and innovative

strategies for testing sex and drug use partners and locating sexual and other high-risk networks.

Several recent studies have demonstrated that Partner Notification Services (PNS) are an

effective way to identify PLHIV who do not know their status, with yields ranging from 35-54%.
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Active and contact referral programs have been very successful and should be used to the full
extent possible by HTS and clinical staff in both facility and community settings. Country teams
should work with IPs to ensure they are collecting partner and family information from newly
diagnosed PLHIV and PLHIV already in care, as well as tracking whether all partners and
children have been tested. Partner tracking should continue for all contacts who test HIV-
positive. Where disclosure is a barrier, approaches to anonymous notification should be
considered. HIV-negative partners in serodiscordant couples should be offered annual retesting
and offered PrEP when indicated. In addition, all PLHIV enrolled in treatment services should be

screened for new partners at least annually.

AGYW and Their Partners: As illustrated in Figure C.3.1.2, it is critical to target AGYW (15-24)
and their male partners (25-35) with HTS in order to interrupt the transmission cycle. Country
teams need to work with IPs to address barriers to testing adolescents, such as providing
adolescent-friendly HTS in community- and facility-based settings and advocating for policies
that lower age of consent. Social network testing and using index clients are some approaches to
improve HIV case finding among AGYW and their male partners. Further, HTS should ensure
adolescents have access to adolescent-friendly SRH services, condoms, and other prevention
strategies such as PrEP and VMMC. Country teams should routinely examine if IPs are
effectively reaching AGYW and their partners with HTS and adjust their programs accordingly. In
VMMC settings, HIV testing and counseling is no longer recommended for pre-sexual boys. HTS
should only be provided to pre-sexual boys upon request due to very low HIV prevalence rates in
this population, although prevention messages and counseling should always be offered. Lastly,
teams should implement aggressive case finding strategies using a variety of methods to identify
OVC populations in need of HTS.

Key Populations: Coverage of HTS among KPs including MSM, transgender persons, sex
workers (SW) and their clients, and PWID remains low in many settings. For KP with ongoing
behavioral risk, extending HIV testing to social networks of those testing both HIV-positive and
HIV-negative may identify others at high risk of contracting HIV. Key to any strategy, however,
rests with engaging KP community leaders and advocates to promote, support and implement
such efforts throughout their communities while ensuring confidentiality of all individuals involved.
An established technique for peer outreach to those unaware of but at risk for HIV infection is
through social or sexual network connections. Members of KPs, in particular those who are HIV-
positive, are highly qualified to refer HIV-positive network members who are unaware of their

infection for HTS. An example is Ukraine’s approach to social network testing outlined in figure
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C.4.2.3 suggests a seven-fold greater yield when compared to HTS outreach testing approaches
(15-24% versus 2-3%).

Figure C.4.2.3

Optimized Case Finding: Ukraine’s Social Network
Testing Approach
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Infants: Recently published WHO recommendations include consideration of a nucleic acid test
(NAT) at birth and introduction of point-of-care (POC) or near-POC NAT tests for HIV-exposed
infants. These new testing strategies will address some barriers to achieving high testing
coverage, but implementation experience is limited. PEPFAR does not support birth testing of
HIV-exposed infants unless coverage of testing by two months of age is at or above 80% of
infants born to women receiving ART in PMTCT programs, and immediate treatment regimens
are available for newborns. POC NAT has the capacity to dramatically reduce turn-around-times
so that diagnosis and ART initiation can occur on the same day. Careful consideration needs to
be given to placement strategies, patient and geographical prioritization, quality assurance, M&E
requirements, and confirmatory testing for all initial positive results. Country teams should
continue to strengthen the current services for care and testing of HIV-exposed infants using

conventional platforms and testing algorithms.
HIV Self-Testing (HIVST)

HIVST is an emerging approach for expanding access to HTS among underserved, vulnerable,
or disenfranchised populations. Evidence from multiple countries indicate potentially high
accuracy, especially when combined with assisted approaches, in addition to levels of

acceptability for HIVST ranging from 74-96% among couples, young women, adolescents, key
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populations, and health care workers®. HIVST is a screening test and should not be used to
provide a definitive HIV diagnosis and linkage to confirmatory testing by an HTS provider is
critical. No self-test kits have been included on the PEPFAR waiver list or are WHO pre-qualified
at this time, however, a number of products are in the pipeline (WHO, UNITAID, 2016). While
WHO Guidelines were released in November 2016, few national policies currently support
widespread programmatic application of HIVST. HIV self-test kits can currently be purchased as
investigational devices for pilots and other formative research and will hopefully be available for
routine programmatic use (beyond a pilot) in the few months. For many countries, HIVST should
be part of the HTS portfolio and strongly considered with AGYW and their partners, sex workers,
MSM and other key and priority populations (young men and at risk males) that face high levels
of stigma and discrimination. Following self-testing, facility referral and the regular diagnostic
algorithm can be used according to national standards. It is vital to engage community groups to

advocate for, design, implement, and analyze the success of HIVST.

% pant Pai et al., 2013
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Figure C.4.2.4

a) Uptake of HIV self -testing in months 1-12 by gender
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Linkage to Care and Other Services

Country teams should continue to work with IPs to ensure that HIV-negative individuals are
linked to prevention services such as condoms, VMMC, counseling, and PrEP as appropriate,
and that HIV-positive individuals are linked to HIV treatment services. HIV-negative KP members
should be linked to social, violence prevention, or legal support as appropriate. A package of
support interventions should be offered to newly diagnosed PLHIV to ensure timely linkage to
treatment; country teams should also work to improve systems for documenting and monitoring
referrals and linkage to care. .Several evidence-based practices are summarized in figure
C.4.2.5. To support Test and START initiatives, HTS programs should move toward same day
ART initiation whenever feasible, including immediate ART initiation for infants who test HIV-
positive while confirmatory results are pending and use of ART starter packs while baseline
blood work is being analyzed.
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Figure C.4.2.5

Strategies for Facilitating Linkage to HIV Prevention
and Treatment Services (WHO 2016)
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Appendix C.4.3 Country Examples of Priority Interventions

For a full list of country examples, please refer to the “Case Examples of Best Practices for

PEPFAR Programs” document located in Appendix J.

Key Intervention Elements of Tanzania JHPIEGO Pilot, 2015

A JHPIEGO pilot tested three approaches toward partner notification and referral of newly HIV-
diagnosed men and women. All partner notification was voluntary and consensual. Index clients
were requested to list all partners within past 24 months; all partner notification was voluntary

and consensual. Intimate partner violence (IPV) screening took place during the initial interview

with the index partner and at partner listing. Those at risk were excluded.

e Three methods of sexual partner notification and referral were offered to index clients:
o0 Passive referral: Index client notifies/refers partner(s) to HTS.

o Provider referral: Health care provider anonymously notifies/refers partner(s) to HTS.
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o0 Contract referral: Index client attempts notification/ referral of partner(s) to HTS with
agreement that health care provider will contact partner if index is not able to bring in

partner by an agreed-upon date.

92% of clients chose the passive referral approach. The notification method for provider and
contract approaches was limited to mobile phone contact, which kept costs down.

Enhanced Peer Mobilizers in Thailand>®

The Enhanced Peer Mobilizer program, implemented by the LINKAGES Project, focuses on: 1)
targeted, one-on-one interpersonal communications between clients and trained, salaried
community-based supporters; and 2) an informal network of incentivized peer mobilizers who
recruit clients from within their social and sexual networks. The enhanced peer mobilizers are not
paid staff, but receive a small incentive for each eligible client they successfully link to an HIV
test. By following recruitment chains, the project can identify mobilizers that are most successful
and follow up with them. LINKAGES project data demonstrates that peer mobilizers are more
successful at recruiting clients than community based supporters. Additionally, the clients
recruited by peer mobilizers were more than twice as likely to be positive and more likely to
initiate HIV treatment. This approach, first piloted in Chiang Mai, has resulted in significant
increases in uptake of HTS and appears effective at identifying individuals not previously tested
and linking them into care. This model is now being rolled out in other African and Caribbean

countries (adapted for local context).

% https:/Avww.fhi360.org/sites/default/files/media/documents/linkages-success-story-testing-model-thailand-april-

2016.pdf
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Figure C.4.3.1
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Country Tanzania Mozambigque Kenya
# Index Enrolled 390 206 550

# Partners Notified 248 266 620

# Partners Tested 238 (96%) 192 (72%;) 388 (63%)
# Partners Positive 93 [39%4) 103 [34%%) 136 (33%)

Appendix C.5 Retention and Viral Load Suppression

Appendix C.5.1 Background

HIV virologic suppression is critical to reducing HIV-related morbidity and mortality in those
already infected and preventing the continued transmission HIV infections. Recent Population-
Based HIV Impact Assessment (PHIA) results show that the proportion of patients self-reporting
ART is 88.6% in Malawi, 85.4% in Zambia, and 86.8% in Zimbabwe. Of those self-reporting ART,
the proportion of virologic suppression was 91% in Malawi, 89% in Zambia, and 87% in
Zimbabwe (Figure C.5.1.2) with an average of 65% community viral load (VL) suppression
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among HIV-positive adults, nearing the 73% UNAIDS target®’. These data suggest substantial
durability of first line treatment, high adherence, and high retention. Despite these successes,
men, younger adults, and children continue to have lower rates of VL suppression and gaps

remain in scale-up and access to VL testing.

PEPFAR data on ART retention at 12 months suggest that many countries still fail to achieve
high retention rates, with significant challenges among children under 15 years of age (Figure
C.5.1.1). Analysis of routine PMTCT program data highlight higher losses to follow-up of
pregnant and breastfeeding women in Option B+ (Test and START) programs®®3%%°, patients
who are not retained are considered to have died or to have been lost to follow-up; however, our
understanding of retention is hampered by incomplete reporting, limited data on sub-populations,
and difficulty tracking longitudinal outcomes. The PHIA data demonstrate that treatment
coverage and retention rates may be higher than PEPFAR data suggests™’. In particular,
PEPFAR data may be categorizing “silent transfers” (in which ART patients seek care and ART
at a different facility or location without the original facility being aware) as lost to care, potentially
leading to underestimates of treatment coverage and retention. Programs may still be developing
accurate methods to capture transition of ART to delivery through newer models of care such as
community-based delivery, less frequent (3-6 month) intervals for drug refills, and use of
programs such as community adherence groups (CAGSs) in which one patient collects
medications refills for multiple patients. While we must continue to make every effort to reduce
mortality and the number of patients who are lost to follow up, understanding and tracking of

retention on treatment will become increasingly essential.

37 PEPFAR is saving lives and sharing the course of the epidemic. December 1, 2016. Accessed at
http:/Amww.pepfar.govi/press/releases/264672.htm

38 Tenthani L, Haas AD, Tweya H, et al. Retention in care under universal antiretroviral therapy for HIV-infected
pregnant and breastfeeding women (‘Option B+') in Malawi. AIDS 2014; 28: 589-98.

39 Domercant JW, Puttkammer N, Lu L, et al. Attrition from antiretroviral treatment services among pregnant and
non-pregnant patients following adoption of Option B+ in Haiti [Abstract]. Abstract Book 8th IAS Conference on
HIV Pathogenesis, Treatment & Prevention; 2015:148.

40 Abrams EJ et al. Impact of Option B+ on ART Uptake and Retention in Swaziland: A Stepped-Wedge Trial.
CROI 2016, Abstract 34.

41 New findings from the PHIA project show significant progress against HIV in Africa. December 1, 2016.

Accessed at http://phia.icap.columbia.edu/new-findings-from-the-phia-project-show-significant-progress-against-
hiv-in-africa/
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Figure C.5.1.1

12 Month Retentionon ART, FY2016 APR Results
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Figure C.5.1.2

100.0%

Progress to 90/90,/90 in Adults 15-64, Population-based HIV Impact
Assessments [PHIA)

S0.0%

80.0%
70.0%
B0.0%
2
?D_U%
#40.0%
30.0%
20.0%
10.0%
0.0%

IMalawi Zambia

Aware of HIV Status
Self-Reported on ART
Virally Suppressed

Figure C.5.1.3

PHIA Results: Viral Load Suppression Among HIV-
positive People, by Age and Sex

[ p—
| B

Lrr Dt Fapraant

s corficeros Intarealt

Malawi

oo
Zambia

VLS Provalonca %)
B

Ago [ysam)

a4
- o-1& 15-24 e Ead 4550

Zimbabwe

o- 1524 Foe] as 4575 Ay

Age (years)

Draft-Country/Regional Operational Plan Guidance 2017

Page 156 of 410




pRESRAR

‘ Appendix C.5.2 Priority Strategies & Interventions for COP17

Population Specific Approaches to Improving Retention and Viral Load Suppression

Strategies that focus on the needs of specific populations to improve retention on treatment and
access to viral load testing will be key to attaining VL suppression targets. Achieving these
targets will enhance health outcomes for PLHIV, limit the need for more costly, less well-
tolerated second-line ART regimens, and reduce the risk of horizontal and vertical HIV

transmission.

PHIA data highlight gaps remaining in achieving VL suppression between populations, and
specifically lower VL suppression rates for males compared to females across all age groups and
a lower VL suppression rate of 42% (range= 34.4-47.9) among younger adults (age=15-25
years) (Figure C.5.1.3). Rates varied by geographical region in each country. Data such as these

should be utilized to determine specific needs and develop targeted interventions.

Potent, first-line ART regimens enable PLHIV to achieve virologic suppression but greater effort
is needed to ensure that all PLHIV — especially young children — are receiving the most
appropriate and effective regimens. Once-daily and single-pill, co-formulated regimens enable
PLHIV to achieve higher levels of adherence. Other interventions that have demonstrated
improved adherence and viral suppression include use of peer counselors, mobile phone text
messages, reminder devices, cognitive-behavioral therapy, behavioral skills training and
medication adherence training“?. Studies have shown many patients (chiefly non-pregnant
adults) on first-line ART who have a first high viral load will re-suppress following an adherence
intervention. Hence targeted enhanced adherence counseling is strongly suggested to improve

viral suppression, particularly following virologic failure.

Differentiated models of ART delivery are designed to provide quality, client-centered treatment
that reflect the preferences and expectations of specific PLHIV populations, while reducing
unnecessary burdens on the health system®. Innovative approaches to service delivery, with
reduced frequency of clinic visits, multi-month drug pick-ups for stable patients, and increased
availability of services in the community encourage improved retention while also reducing wait

times. Decisions related to design and selection of differentiated models of care should consider

2 \WHO 2016 Consolidated Guidelines on HIV

3 www.differentiatedcare.org
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clinic characteristics, sub-populations, and context, such as current ART data, policies, and

delivery methods***°.

Innovative service delivery models should focus on improving retention and VL suppression
among young adults and men, as well as other populations in which treatment gaps often
remain, such as children, pregnant women, and key populations. Programs should consider
designs that reduce transport needs, frequent clinic visits, stigma, long wait times, fees,
unwelcoming clinic and staff environments, and concerns of confidentiality. To better address the
needs of younger adults, WHO recommends a package of youth-friendly services offered at the
facility- and community-level, including high quality comprehensive services addressing youth
needs and priorities (e.g. SRH, psychosocial support), offered in a dedicated setting with flexible
hours to accommodate school attendance, with a strong focus on peer-based interventions*.
Specific services that enhance care delivery to key populations are necessary, such as mobile
and community-based services, peer-led service provision, targeted on-line messaging and use
of social media, peer and community ART support groups, and provision of opioid replacement

therapy to injection drug users®’.

Retention rates of HIV-infected women who initiate ART during pregnancy remain below the
level of ART retention rates for adult populations; substantial early loss is often found within the
first one to three months after ART initiation and loss continues among mother-baby pairs in the
post-partum period, raising the risk of poor health outcomes for the mother and increasing
likelihood of transmission of HIV to the infant. Interventions which have shown to improve
retention include use of mHealth technologies such as web-based HIV infant tracking systems
and phone calls or SMS text messaging, implementation of cohort monitoring systems, use of
district-level focal points, active patient tracing, support for transportation, use of community
health workers, and community-based interventions such as peer support (e.g. mothers to
mothers programs), integration of ANC/PMTCT and HIV-exposed infant care into ART services,

** International AIDS Society. Differentiated Care for HIV: A decision framework for antiretroviral care delivery.
2016 Accessed at: www.differentiatedcare.org

*® The Global Fund. A Toolkit for Health Facilities: Differentiated Care for HIV and Tuberculosis. November 2015,
“% See section 6.11 in WHO Consolidated Treatment Guidelines, “Delivering HIV services to adolescents”
*" See chapter 6 in WHO Consolidated Guidelines on HIV prevention, diagnosis, treatment and care for key

populations
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and structured client-centered counseling. Adolescent-friendly ANC and PMTCT services are

critical to improve the currently poor engagement of adolescents in antenatal care.

Virologic suppression remains a particular challenge among children (Figure C.5.2.1)*® who have
unique adherence challenges and an increased risk for resistance. Effective ART regimens are
essential to achieving VL suppression and persistently poor uptake of recommended first-line
lopinavir/ritonavir-based regimens (and continued use of inferior nevirapine-based regimens) in
infants and young children remains a major factor contributing to poor suppression rates in these
children. For children, caregiver engagement is key: WHO recommends supporting caregivers to
attend regular clinic visits all while reinforcing the importance of age-appropriate disclosure to
children. The OVC platform can be leveraged to contribute support to retention of children,
adolescents, and their caregivers on treatment, as well as viral load uptake. Community-based
OVC workers and volunteers should be utilized to provide case management services that
support access to comprehensive services and to provide regular follow up and monitoring at the

household level.

Figure C.5.2.1

Viral Suppression Rate in Children Retained on
ART

Kenya Tanzania Mozambique
(N=461) {N=399) (N=682)

Viral suppression (V5) is defined as viral load <1000 copies/ml

Retention is also enhanced by lowering mortality; therefore in addition to ensuring that all PLHIV

are put on effective antiretroviral therapy, programs need to ensure that life-saving interventions

8 Beard, S. 2015 ACT Regional Workshop.
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are provided to all eligible PLHIV. Routine, standardized assessment for TB, coupled with early,
adequate treatment, is critically important*. Disease prevention with cotrimoxazole and TB
preventive therapy is a part of routine care, and is one of the most impactful ways to reduce
mortality. Given the importance of TB preventive therapy, reporting will now be mandatory and

|50

semi-annual®. Country teams will need to set targets, budget accordingly, and plan for

programmatic scale-up.
Access to Viral Load

Access to VL remains a challenge in some countries. A recent review of seven PEPFAR
countries demonstrated that three of the seven did not have the capacity to test all persons on
ART once a year and in four of the countries < 25% of persons on ART had received at least one
VL test (Figure C.5.2.2)". Effective planning for and implementation of VL monitoring scale-up
requires projecting the number of PLHIV in need of VL; adequate VL platform
capacity/placement along with coordinated planning with EID testing; forecasting and
procurement of lab reagents and other commodities; ensuring availability of systems for
specimen collection, transportation, testing, and results reporting; training and systems
improvements to ensure appropriate patient management actions are undertaken based on
results; and patient engagement and understanding of the test value and process. The use of
dried blood spots (DBS) to facilitate sample transportation and improve testing coverage should
also be encouraged. All country teams should have a well-developed plan for scaling up VL
testing and results actioning with systems in place to monitor progress, identify implementation
gaps, and improvement strategies along the testing cascade. Strong demand creation with
clinicians, patients, and communities, together with coordinated laboratory/clinical interface, will
be necessary to improve testing coverage and prompt patient management of test results.

Plans for VL monitoring and evaluation should be developed, utilizing data from lab and clinical
information systems. Through tools such as unique identifiers, efforts should be made to track

individuals and their VL test results over time.

49http://www.who.int/tb/areas—of—work/tb-hiv/alqorithms for_diagnosis_and management of hiv-
associated _tb.pdf

0 PEPFAR Operational Policy for TB Prevention

*1 Lecher S, Williams J, Fonjungo PN, et al. Progress with Scale-Up of HIV Viral Load Monitoring — Seven Sub-
Saharan African Countries, January 2015—-June 2016. MMWR Morb Mortal Wkly Rep 2016;65:1332—1335. DOI:
http://dx.doi.org/10.15585/mmwr.mm6547a2.
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Figure C.5.2.2
HIV treatment monitoring indicators, January 2015-June 2016
% ART patients with |% viral load tests with
Total # ART patients >=1 viral load test viral suppression

Country 2015 2016 2015 2016 2015 2016
Cote d'lvoire 147,947 160,561 10 11 78 66
Kenya 860,297 923,000 76 49 83 84
Malawi 595,186 606,673 19 19 32 39
Namibia 143,805 148,940 91 43 a7 87
South Africa | 3,318,384 | 3,422,724 87 91 83 83
Tanzania 758,344 769,527 5 9 a8 72
Uganda 1,066,519 | 1,213,091 23 22 91 92

Unique Identifiers®?

The existence of national health identifiers (NHIDs) ensures that each patient has one unique
identity within the health system. This facilitates the development of longitudinal medical records
and allows users to be tracked across health-care sectors. Such a system is particularly helpful
for tracking individual patients who transfer care to new sites, seek care at multiple sites, and/or
who receive care through newer differentiated models of care. Improved tracking through use of
NHIDs can dramatically improve delivery of care and dramatically improve HIV program
information about treatment coverage, retention, viral suppression, and other care outcomes.
Establishing and implementing a NHID policy framework is a complex process that requires
strategic planning and coordination among key stakeholders. PEPFAR programs are strongly
encouraged to work closely with host country government partners and technical experts to
develop plans for NHIDs in COP17.

Governments and others who hold personally identifiable data, whether for clinical, surveillance,
or research purposes, must implement appropriate technical and organizational measures to
protect data against accidental or unauthorized access, alteration, destruction, loss, use or
disclosure, whether these data are collected and stored in paper or electronic format. The level
of security measures must be appropriate to the risks and the nature of the data to be protected,
taking into account the state of the art and the costs of their implementation. In particular,

sensitive information, raising higher risks of stigmatization or discrimination for individuals and

%2 hitp:/mww.unaids.org/en/resources/documents/2014/national_health _identifiers
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communities, should be subject to specific—and especially rigorous—security safeguards.
Policies and procedures must be developed or adapted and should describe how data
concerning PLHIV will be protected during collection, access, transfer, storage, and use in order
to prevent unauthorized disclosure of personally identifiable information. Security procedures
should be independently assessed to assure effectiveness. All persons involved in the case
surveillance system at all levels should be trained on these policies, providing them with the skills
and knowledge needed to maintain data security and confidentiality.

Appendix C.5.3 Country Examples of Priority Interventions

For a full list of country examples, please refer to the “Case Examples of Best Practices for

PEPFAR Programs” document located in Appendix J.

Use of Biometric Coding (Unique Identifier) to Monitor and Improve Case Finding and

Retention Along the HIV Clinical Cascade: Haiti Experience

Biometric Coding (BC) was implemented in Haiti in 2015, when local implementers acquired the
capacity to link the technology to existing medical records. BC allows the addition of digital
biometric codes to patients’ demographic and clinical data captured on the electronic medical
records (EMRs) and the HIV case-based surveillance system, SALVH “Suivi Actif Longitudinal du
VIH en Haiti,” formerly known as HASS: HIV/AIDS Surveillance System.

BC has enabled the ongoing development of a National Master Patient Index (MPI) that will
ensure in the future that every patient is represented only once and with constant demographic

identification at facilities supported by the program.

The BC technology has been rolled out to 75 sites providing ART services (representing ~ 59%
of the total ART sites). At supported facilities, BC data collection is not limited to only HIV
patients only, but it is extended to all patients attending these facilities to the extent possible. The
BC data are collected at the site through biometric readers linked to the EMR infrastructure. Sites
involved are able to retrieve more easily their patients’ files. The facility level BC data are
replicated regularly on the national server to feed the MPI. Although BC has not yet been
implemented at all supported sites, the MPI currently provides the possibility to uniquely identify
patients across the implementing sites and can generate a list of all treating facilities at which

these patients have received services. Figure C.5.3.1 below illustrates the case of a patient that
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has sought services at 9 different facilities and for whom the manual algorithm would have turned

a match in only three cases.

Figure C.5.3.1 “Medical Shopping”: Example of a unique patient identification allowed by the

biometric code: a patient changing their personal information and receiving services at nine (9)

different facilities.

Last

Mother'
FACILITIES Name* Yearof C ) Phone
am Birth# | with first Number
o name*
facility
Same
HUEH Carla 1870 B232018 | Emma
HNumber
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d Arcachon 32 ey ' arha Number
Same
HCH Carla 1876 BM22016 | Emma
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Hopital Universitaire Ia ) Same
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*Names do not represent the real patient names or patient's mother’'s name, these are included for illustration

purposes.

#Year of birth also does not reflect the real dates of the patient.
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A total of 34,000 BC data have been collected among HIV patients; but so far 27,333 BC data
have been transferred to the MPI server. Preliminary analyses of these data show that Biometric

Coding is an added value to the deduplication process by:

e |dentifying duplicates that the current algorithm based de-duplication system would not have
been able to identify, especially when patients intentionally change their personal and
demographic information.

e Giving more insights into the Losses To Follow-Up and other challenges the program faces

such as silent transfers and medical shopping .

The following graphs show the results of the preliminary analysis performed on this batch of 27,333 BC
data stored in the Master Patient Index

Figure C.5.3.2

Using both the Algorithm-Based (AB) . .
Comparison between Algorithm-based dedup and BC-
deduplication, and the Biometric Code based Dedup on set of 27,232 BC collectad

based (BC) deduplication on the set of 100%
27,333 Biometric codes collected it 589,
was found that BC deduplication _—
identified 5 times more duplicate cases
than the AB deduplication. 4%
92%
26,988 cases out of the 27,333 (99%) 0%
were identified as unigque cases with
88%

the AB DEduPhcatmn Algorithm Based dedup Biometric Based Dedup

system system
Using the biometric code for

deduplication, only 25,154 {92%) of

cases turn out to be true unique

m Unigue Patients m Duplicates

patients

A Model for Scaling up ART Among Key and Priority Populations in Uganda

Reach Out Mbuya (ROM) has provided services for female sex workers (FSW), fisher folk (FF),
uniformed men, truckers (TR), people who inject drugs (PWID), and MSM since 2012. These
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populations are reached through static and outreach clinics offering HIV testing and are then fast
tracked for ART. Between 2012 and 2015, the number of PLHIV in care increased from 60 to
751, representing a 12-fold increase.

From June 2015 to May 2016, 5670 individuals belonging to different key and priority population
groups were tested and a total of 525 HIV-positives were identified. Figure C.5.3.3, below, shows
the HIV treatment cascade. The program has high linkage and ART initiation rates for FSW, FF,
and TR but ongoing challenges remain with MSM and PWID. Among those on ART, adherence
is reported to be at 88% and retention at 90.6%. This model has successfully used peers to
mobilize KP for testing, same day CD4 testing, and use of different ART delivery models that
included a roving clinician for timely ART initiation, peer ART drug pick-ups, and individualized
appointments.

Figure C.5.3.3

HIV treatment cascades among FSWs (Jlune
2015 - May 2016)
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Zvandiri Model of Differentiated HIV Service Delivery for Children, Adolescents and Young

People in Zimbabwe

Africaid is a non-governmental organization based in Harare, Zimbabwe. Through its Zvandiri
(‘As | am’) program, Africaid provides community-based treatment, care, support, and prevention
services, which complement clinic-based care for children, adolescents, and young people living
with HIV.

The Zvandiri program was launched in 2004 and now offers a combined package of
differentiated services for children, adolescents, and young people with HIV. Services are
primarily led by adolescents and young people with HIV who are trained and mentored as
Community Adolescent Treatment Supporters (CATS). CATS work in their own communities with
children and young people living with HIV (0-24 yrs) with the aim of improving the uptake of HIV
testing services, linkage, retention, and adherence, as well as mental health and sexual

reproductive health outcomes. CATS provide:

¢ ART counseling and monitoring in the homes and health facilities
¢ Identification and referral of those who are unwell or require further investigations for non-
adherence, potential treatment failure, child protection issues, mental health disorders, or
sexual and reproductive health issues
¢ Index case finding, through the identification and referral of children and adolescents in
the homes of children on ART
e Community Support Groups
e Capacity strengthening for health care workers, social workers, communities and families
In 2015, operations research and programmatic data confirmed improved retention, adherence
and psychosocial well-being among children, adolescents and young people engaged with
Zvandiri. In 2014, Zvandiri reported a 90% retention rate among clients served by CATS.
Zvandiri is currently being scaled up under the Ministry of Health and Child Care into 36 priority

districts of Zimbabwe.

Increasing the Engagement and Retention of Mother-Baby Pairs in Care and Reducing

Mother-to-Child Transmission Rates through Quality Improvement

Significant improvement in HIV-positive mothers and their exposed infants accessing and
retained in care were achieved through the application of quality improvement within clinical

services (see figure C.5.3.4). The increase in mother-baby pairs kept in care (see C.5.3.4) was
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achieved through: (1) consolidating all services for mother and infant within single appointments;
(2) merging EID and PMTCT/ART services into one service point for mother and baby; (3)
pairing mother and baby health cards; (4) peer counseling of mothers; and (5) writing next
appointment dates on medicine bottles and calling to remind mother of upcoming appointments.
Using quality improvement methods, Partnership for HIV-Free Survival (PHFS) countries have
shown the benefits of integrating PMTCT, MNCH, and nutrition services through achieving a
MTCT rate of 2.2%, within the 5% level set by WHO towards elimination of new pediatric HIV

infections in breastfeeding populations in the 22 initial PHFS demonstration sites in Uganda.

Figure C.5.34

Increasing mother-baby pairs in care, 22 PHFS
and 3 comparison sites, Uganda

Proporion of mother-baby pairs retained in care sach month in PHFS and non-

mMarventicn sdesin Uganda
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Appendix C.6 Access to Quality, Sustainable HIV Services

PEPFAR'’s work must effectively and meaningfully engage communities and civil society if it is to
make a sustainable impact in controlling the HIV/AIDS epidemic. From advocacy to service-
delivery, those affected by HIV play an important role in responding to the epidemic in ways the
public sector cannot. Civil society organizations (CSOs) and community leaders can work with
PEPFAR programs and local governments to ensure strong referral and adherence services that

address barriers across the prevention and treatment clinical cascades, ensure stock outs are
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prevented or shortened in duration, and enhance the ability of public health facilities and health

care workers to mobilize and address the needs of the communities in which they work.

Along with advocacy and providing a voice and support for populations affected by HIV,
community plays an important role in delivering HIV services. Community-based or lay cadres
have been essential in helping countries address human resource challenges and in advancing
HIV services. Multiple studies have shown that community-based services achieve results and
increase access to HIV treatment and prevention services (Figure C6.1.1.1). If PEPFAR is to be
successful in reaching its goals and in helping countries achieve 90-90-90, we must work closely
with CSOs, community-based or lay cadres, faith-based organizations, and community leaders to
ensure that barriers to HIV prevention, treatment, and adherence are addressed in the
communities where we work. Lay cadre and community health workers should be recognized for

their contribution through incentives and/or financial remuneration.

Appendix C.6.1 Considerations of Utilizing Health Care Workers in HIV Delivery
Models

Appendix C.6.1.1 Background

Successful roll out of Test & START and meeting the 90-90-90 targets will introduce more
patients into care. Simultaneously, the successful expansion of TB preventive therapy, which
should be offered to all PLHIV who are not diagnosed with TB disease, will require diligent
screening as well as monitoring for adherence and adverse events. These additions to the
current volume of clinical work require implementation of innovative service delivery models. This
in turn necessitates that PEPFAR programs continue to address the large human resource
challenges they face. Task-shifting and utilization of community-based or lay cadres have been
integral to advancing HIV services. For example, in Malawi, one out of every three health
workers supporting HIV services falls under the lay cadre category across surveyed sites®>.
Across sites surveyed in Zambia, lay health workers are allocated to every single HIV service
delivery task, including patient consultation and clinical assessment and ARV initiation; and on

average, 41% of task allocation to lay workers is to manage high patient volumes and 39% is to

3 PEPFAR Malawi Site-Level HRH Assessment, 2016
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compensate for health worker shortages®*. Many advances have been made in formalizing task-
shifting that allow midwives, nurses, and community health care workers to provide HIV
counseling and testing, initiation and ongoing monitoring of ARVs, and community level
dispensing. However, only slightly less than half of PEPFAR countries have task-shifting polices
in place®. Even less is known about the extent of implementation of these task-shifting policies
and utilization of community-based or lay cadres in HIV.

Figure C.6.1.1.1 Figure C.6.1.1.2

HRH_CURR FY16 APR Global Results by Cadre

Chart 5: Implementation of Task-shifting T:;r Clinical

Policies in PEPFAR Countries (n=41) 19%

Clinical
Il Perceniage of parficipating countnes with a Social Servi Support
task-shifting policy or policies in place 20% 7%
49%

Il Perceniage of pariicipating countnies with no
task-shifting policy in place

anagement
12%

Lay
28%

While there are numerous efforts to develop national community health worker programs across
countries, there are many community-based or lay workers supporting HIV who are dependent
on donor support and are not formally recognized by country governments. As a result, data
availability on this workforce and the workload that it supports is limited. PEPFAR historically has
provided significant support to health workers in the delivery of HIV service. From data captured
last year, 36% of these workers (total reported 55.7 thousand) fall into the lay cadre category. As
the role of community-based or lay cadres increases for HIV, it is anticipated that PEPFAR
support of these workers will increase to support transfer of HIV services to the community. This
places priority on better understanding the composition of this workforce and how it is being

utilized to support HIV.

> PEPFAR Zambia Site-Level HRH Assessment, 2016

*> PEPFAR Sustainability Briefer, 2016
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‘ Appendix C.6.1.2 Priority Strategies & Interventions for COP17

In COPL17, all countries should focus on human resources for health (HRH) considerations
including appropriate composition, utilization, and performance/productivity of providers to
facilitate the alternative service delivery models and decrease facility visits to only once per year.
These activities should include a combination of: use of community-based or lay cadres;
continued implementation of task shifting; creating provider care teams and networks; integrating
wellness/stable patient delivery systems; and addressing retention. Additional information can be

found in the PEPFAR Human Resources for Health Strategy document®®.

Community-Based or Lay Cadres

Across countries there are a wide range of community-based or lay cadres supporting HIV.
These include workers who are formally recognized as government cadres (such as health
surveillance assistants in Malawi or community health extension workers in Ethiopia) and those
that are not formally recognized and are dependent upon donor support. Greater country-level
coordination and partnership to strengthen the accountability, effectiveness, and sustainability of
this workforce in HIV is critical for optimizing and sustaining the role of these cadres in new HIV

service delivery models.

In COP17, country teams should gather data to better understand the supply, workload, and
existing linkages with facility and community based human resources. Using this data, country
teams should focus on coordinating the different community-based cadre programs in order to
reduce duplication, gaps, and fragmentation to achieve greater efficiency and impact. Linkages
between community-based workers and facility-based counterparts should be strengthened with
special consideration given to strengthening linkages with social service workforce also working
in the community, such as family-based approaches. Activities that focus on 15-24 year olds
should look at different models that promote youth-friendly services.

Task Shifting

Many countries face critical staffing imbalances and deficits in the numbers and skills of cadres
needed to provide HIV services. Countries have utilized different methods to increase their pool

of skilled health care workers including task shifting where the delegation of tasks is moved,

5 PEPFAR Human Resources for Health Strategy, 2015,
https:/Amww.pepfar.gov/documents/organization/237389.pdf

Draft-Country/Regional Operational Plan Guidance 2017 Page 170 of 410


https://www.pepfar.gov/documents/organization/237389.pdf

pRESRAR

where appropriate, to less specialized health workers. Task shifting from physician to nurse, as
has been the case with nurse-initiated and managed ART care (NIMART), has expanded the role
of nurses and increased availability of HIV services at facilities. In order to increase retention and
to expand HIV services into communities closer to where people live, task shifting to lay cadres
has strengthened the facility-community service delivery links.

With new service delivery models implemented, it is now necessary to create reliable systems of
care that link a facility to its community. Clinical tasks, such as screening for TB or other
diseases, and adherence monitoring of ART and therapy for TB disease or latent infection are
critical for good patient care and will require special attention if they are shifted to the community.
As tasks are shifted, it is paramount to have effective systems for preparing cadres for new tasks
and to have ongoing support for maintaining high quality service delivery that extends into
communities. In COP17, country teams should ensure that task shifting for both pediatric and
adult treatment activities: are strategically implemented to avoid fragmented implementation of
task shifting; systematically track progress of implementation; and consistently offer initial
preparation (pre-service or in-service) for new tasks performed by receiving cadre and activities

focused on ensuring quality.
Creating Provider Care Teams and Networks

Meeting the needs of PLHIV, their caregivers, and their family members requires the collective
effort of many facilities and organizations, both clinic and community-based. It also requires
appropriate policies, supportive social attitudes, and community support systems. Strengthening
access to a range of HIV-related services for those in need and promoting communication
among service providers requires a formalized referral network of providers including nurses, lay
workers, and social service providers. This is even more important as service delivery is
increasingly decentralized to the community level requiring increased communication and
collaboration amongst providers at the facility and community level. In COP17 country teams
should focus on ensuring these provider care teams and networks are established and well-
functioning. As the clinical team continues expanding to include lay health workers and tasks are
shared amongst all the available members of the clinical team, it is vital that ongoing support and

mentorship are provided to all who are asked to take on additional responsibilities.
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Integrating Wellness/Stable Patient Delivery Systems

The HIV epidemic has strained the healthcare system at all levels of care and with the continued
implementation of Test and START, additional patients will burden healthcare systems. PEPFAR
teams must now address how to best utilize limited human resources to increase coverage
across the diverse epidemiologic and programmatic landscape. Innovative service delivery
models providing wellness care for stable patients will help ensure they are retained and will help
to decongest facilities. Some 80% of patients can follow less expensive, differentiated service
delivery follow-up and yearly viral load tests. In COP17 country teams should focus on how
health workers are being utilized and how to enable quality performance and productivity. This
will require evaluating the number, location, types of health care workers available, and any gaps
that need to be filled.

Addressing HRH Retention

PEPFAR has supported multiple interventions to address health worker shortages. Many
countries fund salaries and remuneration of health workers to support immediate delivery of HIV
services. Teams should track the level of these investments across sites and should also
incorporate plans for transition to support retention of critical health worker posts. PEPFAR’s
extensive investments in re-service training have supported expansion of the health and social
workforce, but it is both costly and time intensive. Given the level of investment, it is essential
that newly minted workers are absorbed into the delivery system and efforts are in place to
support their retention over time. In addition, with the introduction of community based service
delivery models, lay cadres are becoming increasingly important. Retaining these workers will
require special attention and focus to ensure they do not burn out, have opportunities for career
growth, and receive adequate support from the facilities with which they are linked. In addition,
as many of these cadres are not currently officially recognized by the health system, country
teams should increase consideration for retention and sustainability of these cadres for HIV

services in COP17.

Appendix C.6.3 Country Examples of Priority Interventions

For a full list of country examples, please refer to the “Case Examples of Best Practices for

PEPFAR Programs” document located in Appendix J.
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Task Shifting in Kenya

A community-randomized control trial in Kenya evaluated the clinical outcomes of task shifting
patient assessment and ART distribution from facility-based nurses and clinical
officers/physicians to PLHIV trained as Community Care Coordinators (CCCs). The CCCs were
trained to use Personal Digital Assistants (PDAs) to collect medical and psychosocial information
during monthly home visits, and pre-programmed decision alerts triggered CCCs to either
dispense a one-month pre-packaged ART supply or refer the patient to clinical care. The
intervention group required half as many clinic visits as the control group and there were no
significant differences in clinical and laboratory outcomes. Lessons learned for task shifting HIV
care to lay persons include: 1) decide appropriate lay worker eligibility requirements considering
the recruitment supply and intended role in the intervention; 2) determine adequate job aides to
engage lay individuals in needed interventions while ensuring medical decisions are made by
trained clinical providers; and 3) ensure effective linkages to facility-based clinical providers to
guarantee coordinated care that is responsive to patient needs. As demonstrated by the study,
task shifting to appropriately recruited and prepared community-based health or lay workers
appears promising to expand coverage of ART treatment without compromising clinical

outcomes®’.

Creating provider care teams and networks in Uganda®®

At the Reach Out Mbuya Parish HIV/AIDS Initiative, an ART program in Kampala, Uganda,
instead of increasing the staff to meet growing service demands and patient wait times, they
reconfigured the work flow to increase efficiency. Over the course of 1 year, the clinic went from
seeing 3,400 to 3,625 patients, with a higher proportion on ART (1951 to 2293), and nine
clinicians at the start of the year to eight by the end (one nurse resigned and was not replaced).
The total time all health workers spent with a single patient was cut in half. Provider teams who
examine areas to increase productivity and revisit how patients move through services can

create avenues for increases in care coverage.

> Selke, H. M., Kimaiyo, S., Sidle, J. E., Vedanthan, R., Tierney, W. M., Shen, C., ... & Wools-Kaloustian,

K. (2010). Task-shifting of antiretroviral delivery from health care workers to persons living with HIV/AIDS:

clinical outcomes of a community-based program in Kenya. JAIDS Journal of Acquired Immune Deficiency
Syndromes, 55(4), 483-490.

8 Alamo ST, Wagner GJ, Ouma J, et al. Strategies for Optimizing Clinic Efficiency in a Community-Based
Antiretroviral Treatment Programme in Uganda. AIDS and behavior. 2013;17(1):10.1007/s10461-012-0199-9.
doi:10.1007/s10461-012-01999. https://ww.nchi.nim.nih.gov/pmc/articles/PMC3887144/
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Community health worker (CHW) support for PMTCT care and Early Infant Diagnosis in

Malawi®®

Lay health workers are increasingly providing HIV testing services, client follow-up and tracing,
and health education and counseling. The Tingathe program in Malawi evaluated enroliment of
HIV-exposed infants, HIV-infected children, and pregnant women into HIV care during three
phases of their program: Phase I: Clinical mentorship only (Tingathe-MO), Phase II: Clinical
mentorship and CHW-delivered HIV testing and counseling (Tingathe-Basic), and Phase IlI:
Tingathe-Basic plus CHW-delivered case management for pregnant women and mother-infant
pairs in PMTCT (Tingathe-PMTCT). Providing CHW support for HIV testing and linkage to care
[Phase Il (Tingathe-Basic)] resulted in a six-fold increase in the average number of HIV-infected
children enrolled per month when compared to clinical mentorship only [Phase | (Tingathe-MO)]
(19.8 vs. 3.2 HIV-infected children enrolled per month). Providing CHW support of HIV-positive
pregnant women from diagnosis at antenatal clinic through final HIV status determination for her
infant [Phase Il (Tingathe-PMTCT)] resulted in a seven-fold increase in the average number of
HIV-exposed infants enrolled per month (from 9.5 to 70 patients per month) and younger median
age at enrollment (from 5.2 to 2.5 months; p<0.001) in comparison to CHW support for HIV
testing and counseling only (Tingathe-Basic). Lay health workers such as community health
workers may provide valuable support for enrollment and retention in PMTCT services and

linkage of HIC to care.

Appendix C.6.4 The Role of Civil Society Organizations

Appendix C.6.4.1 Background

Throughout the HIV response civil society engagement has been an essential component for the
delivery of effective HIV services. When public health systems struggled to address the spread of
HIV, key population communities throughout the world have taken initiative to keep their

communities healthy. Today we know that public sector responses to HIV cannot always provide

% Ahmed S, et al. Improved identification and enrolment into care of HIV-exposed and —infected infants and
children following a community health worker intervention in Lilongwe, Malawi. JAIDS 2015, 18: 19305.
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the continuum of care needed for all populations. In fact, investing in CSO empowerment is not
only the right thing to do but makes good sense®.

Figure C.6.4.1.1
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For example, among sex workers (female, male and transgender), whose occupation and lived
realities increase their likelihood of them living with HIV by 12-fold®*, strategies such as peer-led
education and control of STIs are more effective and sustainable when conducted within a
community empowerment framework. Consequently, community-led organizations of sex
workers has resulted in improved reach, access, service quality, service uptake, condom use
and engagement by sex workers in national policies and programs. Scaling up comprehensive,
community empowerment-based HIV interventions helps prevent significant numbers of new HIV

infections, particularly in settings with high rates of HIV.

Community empowerment is more than a set of activities; it is an approach that should be
integrated into all aspects of health and HIV programming. It is the cornerstone of an inclusive
and non-discriminatory approach to addressing HIV.

% World Health Organization, United Nations Population Fund, Joint United Nations Programme on HIV/AIDS,
Global Network of Sex Work Projects, The World Bank. Implementing comprehensive HIV/STI programmes with
sex workers: practical approaches from collaborative interventions. Geneva, World Health Organization, 2013.

®1 Baral, S et al (2012) Burden of HIV among female sex workers in low-income and middle-income countries: a
systematic review and meta-analysis. The Lancet 12(17):538-549
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Figure C.6.4.1.2
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Community empowerment means (Figure C.6.4.1.2):

» Community members coming together for mutual assistance;

» Removing barriers to full participation, including travel allowances to attend meetings;

» Strengthening partnerships among community members, government, other civil society
and local allies;

» Addressing collective needs in a supportive environment;

» Leading the process: Communities (especially key population communities) know best
how to identify their priorities and the context-appropriate strategies to address those
priorities;

* Meaningful participation of community CSOs in all aspects of program design,
implementation, management and evaluation; and

» Providing money and resources directly to CSOs, which become responsible for
determining priorities, activities, staffing, and the nature and content of service provision.

Ultimately, CSOs may become the employers of relevant staff (doctors, nurses, social
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workers, outreach workers), rather than community members being solely volunteers,

community outreach workers or employees.

Appendix C.6.4.2 Priority Strategies & Interventions for COP17

Comprehensive Care

While it is important that country teams work with communities to get people tested for HIV,
testing alone is insufficient. For those who test negative and are at risk of infection, they must be
engaged in preventive services. It is critical that those who test positive are linked to treatment,
initiated on ART, and retained in treatment. Country teams can identify CSOs and community
leaders to work with them to ensure that referral systems and adherence support are strong and

address any barriers along the prevention or treatment clinical cascades.
ARV Commodities

Introduction of newer, more potent and less costly ART regimens, such as Dolutegravir (DTG)
based regimens should be considered. DTG is how an alternative to Efavirenz (EFV) for first-line
regimens for adults in the WHO guidelines; however, evidence gaps remain for persons with TB
and pregnant women. Programs should consider timelines and steps to introduce new regimens,
including the necessary regulatory approvals, updates to national guideline, ensuring drug

availability from manufacturers.

Drug stock outs remain a key operational barrier in the delivery of effective HIV healthcare
around the globe. The main consequences are unnecessary suffering, drug resistance, and, in
the worst cases, death. In the long run, stock outs also reduce confidence and trust in
communities which will negatively impact program support and referrals to services. By
partnering with CSOs dedicated to the timely monitoring of stock levels and who can participate
in quantification and forecasting exercises, country teams can ensure that stock outs are
prevented or, at minimum, shortened in duration. Additionally, CSOs can be strong proponents of

policy change toward multi-month scripting.

Creating Provider Treatment Care Teams and Linking Community/Facility Providers
Public health facilities are sometimes perceived as less welcoming to HIV affected communities
and infected individuals. When CSOs twin with public health facilities, they can: Enhance the
ability of health care workers to address the needs of these communities and individuals; bring

additional 