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1.0 Goal Statement

The Government of the Republic of Cameroon (GRC) made a breakthrough policy decision in April
2019 to immediately eliminate informal HIV user fees in the public sector and all formal user fees
for HIV and HIV related services as of January 1%, 2020. A highly coordinated process was
undertaken by the USG and multi-lateral partners to support the government in costing the user
fee elimination, developing payment mechanisms and ensuring communication and monitoring
strategies are in place throughout all health facilities. Elimination of this main barrier will support
Cameroon in achieving epidemic control of HIV by 2021.

In Country Operational Plan (COP)i9, the U.S. President’s Emergency Plan for AIDS Relief
(PEPFAR) implemented more strategic approaches and expanded to all ten regions of the country
and this scale up will continue throughout COP20. Key successes noted were the elimination of
HIV user fees and policy preparation, the scale up of viral load testing and consistent
implementation of Test and Start resulting in strong linkage to initiating patients on treatment.
COP2o0 will intensify strategies on:

¢ Improving supply chain and commodities procurement and distribution

¢ Implementing case finding and testing with fidelity, specifically addressing declining
testing yields

e Policy requirements and implementation - ART optimization, multi-month
dispensation and host country financing.

Cameroon has an estimated 504,472 People Living with HIV (PLHIV). As of December 2019, 312,214
PLHIV were on treatment nationally and it is expected that 381,023 will be on antiretroviral
treatment (ART) nationally by the end of COP19. In COP19, PEPFAR implemented a scale up
program at 298 high-volume clinical sites and 21 military clinical sites in all ten regions and will add
94,516 additional people to treatment in COP20. PEPFAR Cameroon will also improve access to
viral load (VL) testing to reach 78% of PLHIV. Additionally, 77,022 key populations, including men
who have sex with men (MSM), female sex workers (FSW), prisoners and injection drug users
(IDU), will be reached with prevention activities, among whom 48,471 will be tested for HIV.
Prevention activities will also target 45,689 priority populations, specifically adolescent girls and
young women (AGYW), adolescent boys and young men (ABYM), clients of sex workers, IDPs and
military personnel. Finally, PEPFAR will provide a core package of services to 67,675 orphans and
vulnerable children (OVC), including 15,014 children and adolescents living with HIV
(CLHIV/ALHIV).

To ensure achievement of these ambitious targets in COP19 and COP20, PEPFAR intensified
partner management down to the site level and implements real-time corrective actions as needed.
Regular engagement and close coordination with government, civil society organizations (CSO)
and bi-lateral and multi-lateral partners has been critical to ensure the success of this scale up and

7| Page



reaching the 95-95-95 goals. PEPFAR remains committed to supporting the GRC in achieving HIV
epidemic control by 2021.

2.0 Epidemic, Response, and Program Context

2.1 Summary statistics, disease burden and country profile

Cameroon’s total population was estimated at 25,527,242 by the National Institute of Statistics in
2019 and the total projected number of PLHIV for 2020 is 504,472 (Spectrum, 2019). Cameroon’s
HIV/AIDS epidemic is mixed (i.e., one or more concentrated epidemics within a generalized
epidemic). National HIV incidence is 0.27% among the population aged 15-64. Four out of five new
infections are among women aged 15-64. Overall adult HIV prevalence continues to decrease,
moving from 5.4% in 2004 (DHS, 2004) to 4.3% in 2011 (DHS, 2011), 3.4% in 2017 (CAMPHIA, 2017)
and recently 2.7% in 2018 (DHS, 2018). Prevalence among women is nearly twice that of men (3.4%
vs. 1.9%, DHS 2018).

HIV prevalence is highest among women between 35-39 years of age (6.5%), and 40-44 years of age
(6.4%); and close to 5% among women aged 45-49 and 50-64. For men, HIV prevalence is highest
in the 35-39 age range (5.1%), and over 4.8% among men in the age group 40-44. Adolescent girls
and young women (AGYW) are equally affected compared to their male counterparts in the 15-19
age range (0.8%) but have a higher burden in the 20-24 age range (2.4% vs. 1.5%). HIV prevalence
remains high among key populations (KP) at 24.3% for FSWs and 20.7% for MSM (IBBS, 2016).

From DHS 2018, prevalence is higher in urban areas (2.9%) compared to rural areas (2.4%). The
South and East regions remain the highest prevalence ones with 5.8% and 5.6% prevalence
respectively, and the lowest prevalence regions are the Far North (1.1%), West (1.6%) and North
(1.7%). The HIV prevalence ratio between women and men shows different patterns from one
region to another, with only one region in which men have a higher prevalence than women (South,
5.5% among women versus 6.1% for men), and other regions where women are 3.6 and 3.5 times
more infected than men (North West and Littoral respectively). The economic capital, Douala, and
the political capital, Yaounde, have a 2.4% prevalence, with 3.2% among women and 1.5% among
men. Others cities combined have an overall HIV prevalence of 3.4% with 4.3% among women and
2.3% among men.

KP overall present with significantly higher HIV prevalence compared to the national average.
Disparities in prevalence amongst FSWs vary significantly by age according to the 2016 Integrated
Bio-Behavioral Survey (IBBS). Though they represent a significant majority of FSWs, those below
the age of 30 (20-24: 8.7%, 25-29: 16.1%) have a lower prevalence compared to those above the age
of 30 (30-34: 33.8%, 35-39: 42.2%, 40-44: 46.3%, 45-49: 48.8%, 50-54:40.0% and 55+: 26.3%).
Similarly, amongst MSM, HIV prevalence is higher amongst older MSMs (20-24: 15.2%, 25-29:
29.4%, 30-34: 33%, 35-39: 40%, 40-44: 45% and 45+:57.1%).
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The number of People Living with HIV on antiretroviral treatment was 312,214 in December 2019,
representing 62% coverage, nationally.
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Table 2.1.1 Host Country Government Results

<15 15-24 25+
Total Source, Year
Female Male Female Male Female Male
N % N % N % N % N % N % N %
Spect
Total Population 26,639,498 100 5,537,105 20.8 5,635,844 21.2 2,638,537 9.9 2,661,866 10 5,138,099 193 5,028,047 18.9 i::i;af:: rum
CAMPHIA 2017,
HIV Prevalence (%) 3.4% 0.20% 0.30% 1.34% 0.56% 5.50% 4.80% SPE CTRUN? 21)720
AIDS Deaths Spect
12,696 1,182 1,186 484 384 5,287 4173 20:,0 [t)ec um
(per year) estimates
Spect
# PLHIV 504,281 13,696 14,232 34,658 14,766 285,057 242,872 Z::i;al:: e
Incidence Rate (Yr) 0.59 0.15 0.05 CAMPHIA 2018
2020 Spectrum
New Infections (Y ,596 ’ 4 76 , 46 ,058 )
ew Infections (Yr) 14,59 1,000 1,029 3,769 1,275 4,465 3,05 estimates
Spect
Annual births 845,468 202,0 pectrum
estimates
% of Pregnant Women with at
8 DHS 2018
least one ANC visit 3924 7 201
Pregnant women needing - 2020 Spectrum
ARVs 3249 estimates
AIDS Orphans (maternal, 2020 Spectrum
402,801 .
paternal, double) estimates
WHO 2019, Global
Notified TB Y, 23, '
ottt cases (Y1) 3757 Tuberculosis Report
% of TB cases that are HIV 12000 % WHO 2019, Global
infected 3 37 Tuberculosis Report
% of Males Circumcised 93.90% DHS 201
Estimated Population Size of
]\;SIMIT ed Yoptiation Size o 66,842 Papworth, 2014
MSM HIV Prevalence 20.70% 2016 IBBS report
Estimated Population Size of
F;\l/\r]na ec fopuiation size 0 112,580 World Bank, 2016
FSW HIV Prevalence 24.30% 2016 [BBS report
Estimated Population Size of
PWID N/A N/A
PWID HIV Prevalence N/A N/A
Estimated Size of Priority
' SABERS 2018
Populations (Military) 50,000 201
Estimated Size of Priority
Populations Prevalence 3.30% SABERS 2018
(specify)




Table 2.1.2: 95-95-95 cascade: HIV diagnosis, treatment and viral suppression*

Table 2.1.2 g5-g95-g5 cascade: HIV diagnosis, treatment and viral suppression*
. . . HIV Treatment and Viral HIV Testing and Linkage to ART Within
Epidemiologic Data .
Suppression the Last Year
*Total s
Population **HIV Es} ]tEd *On ==*Tested | ***Diagnosed | ***Initiated
Size Prevalence PLHIV ART ART Viral for HIV | HIV Positive on ART
Estimate Coverage | Suppression
*PLHIV [| I:!"iil-]' |:'1-"{|:I
#) (%a) (#) diagnosed (#) #) (#) (#)
(#)

Total ; o :
population 26,639,408 2.7 304,281 391,253 312,214 6z% 5370 2,546,337 78,143 58,473
Z;P:-El:;liﬂn 11,172,545 27,928 10,031 10,351 3774 25T 237,005 2,812 z,08z
P;:?;E_:q 2,661,866 129" 14,756 11,717 4,624 3% 27% 205,500 2,200 L544
‘I;.i_:Ir:SJE-'- 5,028,047 141,872 107,815 83,510 5970 1% 596,03G 23,672 17440
Women 15- o , .
24 years 7 2,638,537 15%" 34.658 28,435 17,335 sa% 43% 532,898 9.617 7196
Women 23+ ‘ ‘
years ? 538,009 285,057 233,755 196,266 6% 9% 973.806 39,833 30,21
+MSM 66,842 20700 13,836 6,002 G1g 7go
+F5W nz,580 24.3%0** 27.357 10,605 L7577 L6638
FWID
;;il‘mrlt}’ 50,000 330 1650 1,290 78% 67% 3,039 143 152

*Data source is Spectrum 2019 **Data source is DHS 2018 ***Data source is DHIS2 National Data for 2019
+ Data Source is IBBS World Bank Report 2016 and PEPFAR APR results 2019
++ Data Source is SABERS Report 2018 and PEPFAR APR results 2019
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Figure 2.1.3 Updated National and PEPFAR Figure 2.1.4 Updated Trend of New
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Figure 2.1.7 Epidemiologic Trends and Program Response
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* Before 2014, only the total number of newly identified positive was reported by the MOH

Figure 2.1.8 shows the HIV treatment growth by age/sex in order to pinpoint where there are
specific areas of intervention needed to maintain and grow the HIV treatment population.

Figure 2.1.8 Net change in HIV treatment by sex and age bands 2018 Q4 to 2019 Q4
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2.2 New Activities and Areas of Focus for COP20, Including Focus on Client Retention

In COP 20, at least 90% of Adolescents and Children Living with HIV (A/CLHIV) followed in health
facilities will benefit from the PEPFAR OVC-supported program to improve their retention to care
and viral load suppression. As the OVC program is unable to cover all PEPFAR supported clinical
sites within the available resource envelope, priority has been given to the highest burden health
districts in all ten regions. These OVC-supported SNU’s encompass patients on treatment at the
highest burden PEPFAR supported clinical sites as well as those receiving treatment in smaller,
non-PEPFAR sites co-located in the same health district. Community and clinical partners will
continue monthly coordination meetings and joint site visits in order to strengthen the
collaboration platform that began in the last quarter of FY19.

2.3 Investment Profile

The 2018 - 2019 National AIDS Spending Assessment (NASA) has not been finalized and
approved by the Government of Cameroon as of the development of COP2o0. This investment
profile will focus on the last approved national and external expenditure data for 2016 - 2017. In
order to align with the 2016-2017 national expenditure report, PEPFAR Cameroon used data from
the 2017 Expenditure Analysis (EA) to complete the table. National HIV/AIDS expenditures
increased by 45.8% between 2016 and 2017, from $74,999,460 to $109,367,233 respectively.

Expenditures have fluctuated annually since 2007 with an increase between 2007 and 2009 but a
significant decrease of 30.7% between 2010 and 2011, due to the global economic crisis. As shown
below, spending then increased 32% from 20u to 2013. The implementation of Round 10 activities
of the Global Fund for AIDS, TB, and Malaria (GFATM) and the growing involvement of bilateral
partners such PEPFAR, contributed to this increase in HIV expenditure. Under the New Funding
Model (NFM) of the GFATM, funds allocated for the three-year funding cycle (2015-2017) were
expended in the last two years (2016-2017); with the first half of 2016 devoted to preparatory work;
hence the concentration of expenditures in 2017.

The comparative analysis of the 2016-2017 expenditures and the projected budget in the 2014-2017
National Strategic Plan (NSP), shows that these funds represent 40% and 53.6%, in 2016 and in 2017
respectively, of the national HIV needs. The national HIV/AIDS response continues to rely heavily
on donor funding. In 2016 and 2017, these funds accounted for more than 80% of all HIV expenses.
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Table 2.3.1: Annual Investment Profile by Program Area*

Table 2.3.1 Annual Investment Profile by Program Area®
Program Area Total Expenditure % PEPFAR % GF % Host % Other
Country
Clinical care, treatment and
support
Community-based care,
treatment, and support
HIV Testing Services (HTS) 32.5% 44.0% 19.6% 2.9%
Laboratory $6g,364.34 2
ovC $022,034 0g.6% o.0% 0.0% 0.4%
Prevention N 56% 2% 80
$23,270,327 27.4%0
. . -
Strategic Infarmat.mn (SI), 30.5% 60.0% 0.3% o.2%
Surveys and Surveillance $15,149,082
Health Systems Strengthening
(HS5), clinical research and 0.0% 23.5% 7.7% o.0%
human rights $652,440
Total $100,367,233 32% 48.3% 13% 3.6%
Source: 2016-2017 NASA/REDES report) Original report in FCFA, exchange rate used was 600 FCFA to 1 USD
Table 2.3.2: Annual Procurement Profile for Key Commodities
Table 2.3.2 Annual Procurement Profile for Key Commeodities in USD 2017
Commeodity Category Total Expenditure %% PEPFAR U GF é; II;IJ;E:; % Other
Antiretroviral (ARVs) 20,168, 47119 .2 % Bra% 13.4% o
Rapid test kits 5,855.721.06 6.4% 741% 15.570 o
Other drugs 1.554,273.26 o550 0.5 o
Early Infant Diagnosis (EID) 4,203,212.93 45.8% s1.3% 0% 3%
Pomt of Care (POC) Viral Load
Viral Load commedities
POC EID
Condoms 166,666.67 o o% 100%
Other commodities 536,740.583 o 100%0 536,740.83
Total $ 41,485,004.094 9.24% 77.80% 12.50% 0370

Source: PEPFAR investments (Global Health Supply Chain (GHSC) program, EA 2017); National AIDS Control Committee, GFATM, and Central
Medical Store Expenditure Incurred; Expertise France Expenditure 2017
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Table 2.3.3: Annual USG Non-PEPFAR Funded Investments and Integration

Table 2.3.3 Annual U%G Non-PEPFAR Funded Investments and Integration

Funding Source

Towal USG
Mon-FPEPFAR
Resources

Momn-PEFFAR
Resources Co

Fundinmg
FEPFAR M=

glo
Funded 1Ms

PEPFAR COP
Co-Funding
Cantributbion

Ohjeciives

T amd LIRALD
| Fresident s
Malaria Initiative |

S22 5O IRME

g2, Gow e’

£7 500 A0

Man-PEFFAR resources
support the Fallowing supply
chiain TA activigies (1M 1Bms):
(1) support @ manage
distribution of (%7.5 million
worth) commaodities in two
regions from the port of entry
tis the regional warehowses; [2)
strengthening of the supply
chiin management system with
& focus on improving
wirrehousing as well as logistics
data availability, aceoracy, and
wse centrally and in the Morth
and Far Morth regions; (3)
implement a semi-annual ELY
survey at the national level to
manitor the availability of key
malaria control commaodities at
health feeilities and regional
witrehouses on a national scale.

LISALD (Global
Health Security
Agpendal

I'B12

Implementation of GHSA
Phase 1 roadmap ended in
heptember 2o, Cameroon is
partner country for phase 11
[GHSA 2024) but has not et
received Yo appropriation.

Peace Corps

§34, 783

Training o Perace Corps
volunbeers and provision of
smalls granes for promotion of
malaria prevention and care
seeking.

OO (Global
Health Security)

B, 5O IR

Sy

$503.608

Funding for GHSA Program
Dhrector (USIH position )

Tuostal

fzq,034,783

LN T NG TN

51,343, 608

2.4 National Sustainability Profile Update

Cameroon’s HIV/AIDS epidemic is mixed (i.e., one
generalized epidemic). National HIV incidence is 0.27% among the population aged 15-64. Four
out of five new infections are among women aged 15-64. According to the latest National AIDS
Spending Assessment (NASA) in 2017, the analysis of the expenditures for 2016 and 2017 represent
40% and 53.6%, respectively, of the national HIV needs. The national HIV/AIDS response continues
to rely heavily on donor funding and the GRC has difficulty in meeting Global Fund co-financing
obligations. Like many West and Central African countries, Cameroon also faced the challenge of
historically charging user fees to finance health services including HIV and TB services, creating a
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barrier for people to access HIV services. Following advocacy from key stakeholders including the
U.S. Office of the Global AIDS Coordinator, on April 5, 2019, the Cameroonian government made
public a Ministerial Decision and Circular on the immediate elimination of informal HIV user fees
and the elimination of all formal fees for HIV services by January 2020. In preparation for the
January 2020 milestone, PEPFAR Cameroon, UNAIDS, and other stakeholders supported the
government to raise awareness about elimination of fees for HIV services, put in place measures to
eliminate HIV user fees at the point of service delivery and also support the government in the
monitoring of health facilities on compliance with the new directive. As of January 1, 2020, the HIV
user fee elimination went into effect and roll out across health facilities in country has been
impressive.

SID Process: PEPFAR Cameroon began the SID 2019 process by undertaking a desk review of all
required documentation with follow up consultations of the various constituencies. PEPFAR staff
met with internal and external stakeholders to facilitate the SID 2019 tool development; input was
gathered from civil society representatives, private sector entities, parliamentarians, multi-lateral
partners, USG and the GRC. A final review session was cohosted by the USG and UNAIDS with
stakeholders on September 4" and 5%, 2019, with participants providing consensus on the final
review, further discussing the findings and identified priorities and providing any additional input.

Sustainability Strengths: Out of the 17 elements counted, Cameroon counted four dark green and
four light green scores, an increase in both scores from the SID 3.0. The strongest elements were
found in the Governance, Leadership and Accountability Domain.

Planning and coordination (10.00 - [INEKNEHEEEN): The Government of Cameroon
performs a strong leadership role in the process of development and policy guidelines. This
leadership has resulted in the adoption of best practices and global technical policies. The
processes are inclusive and well-structured in terms of shared responsibility and
accountability, accounting for the diversity and comparative advantage of key stakeholders
in the country. It was noted that more focus should be given to further engaging the private
sector in the national response.

Market Openness (9.67 — [ISMIBEGEN): This was a new element introduced in the SID
2019. Cameroon scored quite high in this area, showing that Cameroon and donor policies
do not negatively distort the market for HIV services by reducing participation and/or
competition.

Sustainability Vulnerabilities: Cameroon did not achieve any red scores in SID 2019. However,
within the nine elements that scored yellow, four were in the National Health System and Service
Delivery domains, down from five in the SID 3.0.
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Commodity Security and Supply Chain (5.57 - yellow): Weak procurement and supply
chain management of HIV/AIDS-related commodities continues to negatively affect the
attainment of the 95-95-95 goals. There is insufficient warehouse and inventory level
optimization, insufficient institutional capacity to use HIV pharmacy information for
decision making, and an inadequate supply of commodities to meet demand for new
strategies such as provider-initiated HIV testing and counselling (PITC), retesting for
verification, and proficiency testing (PT) panels. There is a national committee for the
quantification of all health products and a sub-committee for quantifying and monitoring
the supply of HIV products. In 2018, a high level technical working group with multi-
sectoral ministerial members, members from development partners notably GFATM,
PEPFAR, UNITAID, the private sector and the civil society was created to develop a
complete transformation plan of the supply chain.

Laboratory (6.29 - yellow): Cameroon has developed an NSP for the Development of
Cameroon Laboratories 2016-2020. Additionally, a National Public Health Laboratory was
built, and Cameroon now has four ISO-15189 accredited laboratories (National EID
Reference Laboratory Mutengene, Buea Regional Hospital Laboratory, Bamenda Regional
Hospital Laboratory and the TB Reference Laboratory Bamenda). A Laboratory Technical
Working Group (LTWG) was created in 2018 to improve coordination across the different
laboratories; in view of avoiding activity overlap and optimizing the resources of concerned
stakeholders.

2.5 Alignment of PEPFAR investments geographically to disease burden

The map and inserts presented in figure 2.5.1 show areas where PEPFAR will provide support in
FY2021, with focus on 144 health districts across all 10 regions of Cameroon. All PEPFAR supported
health districts have been distributed into 4 zones. Zone 1 is targeting the West, South West and
North West regions; Zone 2 the Littoral and South regions; Zone 3 the Center and East regions and
Zone 4 the northern regions of Cameroon (Adamaoua, North and Far North). The map helps
visualize not only the large unmet need in terms of PLHIV on ART in some of the new targeted
districts, but also that ART coverage exceeds 80% in some districts such as the previous clustered
ones (Cité Verte, Djoungolo, Deido, Mbangue, New Bell, etc.) and in new targeted districts in the
northern regions of Cameroon, as well as North West.

Since FY20, all support provided by PEPFAR to selected sites is Direct Service Delivery (DSD), such
as same same-day ART initiation, multi-month scripting, community ART dispensation and
differentiated schedules or flexible hours at health facilities. All interventions are focused on rapid
acceleration towards epidemic control in 298 scale-up health facilities and 21 military sites.
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Figure 2.5.1; Total PLHIV, Coverage of total PLHIV with ART, and viral load coverage in PEPFAR

supported regions.
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2.6 Stakeholder Engagement

PEPFAR Cameroon has been building and maintaining strong coordination and collaboration with
all key stakeholders including the GRC, Civil Society Organizations (CSO) core groups, and other
key stakeholders. All key stakeholders are involved in strategic discussions from the pre-COP
process through COP planning and approval. They also provide resources where needed and
guidance to support implementation and accelerating the response towards HIV epidemic control
in Cameroon. PEPFAR has been following up on the elimination of all formal and informal HIV
user fees in line with the Ministerial decision that was signed and released on April 4th, 2019
instituting HIV user fees elimination beginning on January 1st, 2020. This decision is the result of
strong advocacy by PEPFAR at the highest level of government during COP19. A PEPFAR supported
meeting led by MOH-NACC was held in March 2019, in Douala to evaluate the unit cost of each
HIV services to have an estimated budget and plan for reimbursement at the level of the health
facilities to ensure the smooth implementation of the HIV user fee elimination policy. PEPFAR and
other stakeholders will continue to support the GRC in meeting milestones and ensuring
implementation and adequate controls. Throughout 2019, PEPFAR and the US Embassy Front
Office engaged in extensive advocacy to ensure that sufficient funding was allocated in the 2020
national budget to cover health facility reimbursements. During the RPM 2020 in Johannesburg,
South Africa, the permanent Secretary of MOH-National AIDS Control Committee presented the
GRC’s engagement and planned approach to the HIV user fees process.

PEPFAR has played a key role in the update of the national ART treatment guidelines including the
TLD transition process with consideration for women of childbearing age and adolescents, and
removal of nevirapine-based regimens. As per the updated national ART guidelines, women of
childbearing Age will be offered TLD after informed consent. PEPFAR will also ensure printing and
distribution of the updated national ART treatment guidelines, at the health facilities. A training of
trainers on ART Optimization and TLD roll out was conducted in August 2019 in Douala and this
training has been cascaded down to all 10 regions.

Collaborating with key stakeholders including CSOs is crucial to help reinforce the implementation
of the user fee elimination policy as well as create demand and improve uptake of HIV services
across all age bands, sex and populations, support adherence and retention efforts and strengthen
referrals and linkages to rapid ART initiation, viral load monitoring. While PEPFAR support is
guided by the 2018-2022 Cameroon National Strategic Plan and the revised ART Treatment
guidelines, PEPFAR gives importance to the different perspectives on what will be considered
credible evidence of outcomes and impact from all key stakeholders. In that light, PEPFAR began
the COP 20 planning process with a retreat in Douala Jan 27th to Jan 31st, 2020 with representatives
from the MoH-NACC-NTCP, CSOs, multilateral organizations (UNAIDS, WHO, GIZ, UNFPA,
UNICEF, Islamic Development Bank), CAMNAFAW, the CCM and PEPFAR implementing partners;
who were convened to provide sound recommendations for COP2o.

Prior to the retreat, PEPFAR shared the COP18 (FY19) Annual Performance Report (APR) with the
stakeholders to ensure the formulation of informed and meaningful recommendations for COP 2o0.
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During the COP2o0 retreat in Douala there were presentations from the GRC-NACC-NTCP-DPML,
Civil Society Organizations (CSO) groups, CAMNAFAW, PEPFAR agencies and other key
stakeholders for a better understanding, to avoid duplication and strengthen collaborative efforts
towards reaching epidemic control by September 2021. Representatives of GRC, CSO core groups,
and other key stakeholders were also present at the Regional Program Meeting Feb 17th -21st in
Johannesburg, South Africa.

PEPFAR Cameroon has strong collaboration and coordination with the GFATM to avoid
duplication, address procurement and commodities challenges, and ensure that key and priority
populations have improved access to quality patient-centered HIV prevention, care, and treatment
services. A mapping of GFATM and PEPFAR investments in AGYW (a new focus for the GFATM)
has been done to avoid any duplication of effort.

PEPFAR Cameroon sits on the Health Sector Partners group which brings together all major donors
engaged in the health sector to coordinate programming, encourage collaboration and avoid
duplication; as well as exchange information on any issues or initiatives coming from the
government.

3.0 Geographic and Population Prioritization

For COP20, PEPFAR Cameroon will continue its geographic prioritization of four zones started in
COP19. Following the COP19 programmatic pivot to scale-up in the four zones covering the 10
regions and 298 clinical sites and 21 Military sites in Cameroon, PEPFAR Cameroon conducted an
analysis of ART Gap by zone, region, age and sex and the data shows that all the zones are not at
the same level in terms of ART coverage and unmet needs.

The ART gap is very low (Less than 60% ART coverage) for children, adolescents and young boys
and girls and males in general across all regions except for the West. So, our case finding, linkage
and retention strategies on these sub-populations will be scaled up and intensified and will be the
same for all the zones and regions except the West region in zone 1.

In the West region (Zone 1) where the ART coverage is the highest (78%) and unmet need the
lowest, case finding strategy will prioritize Index testing, focusing on newly initiated on ART and
Old patients on ART who are virally unsuppressed and Key Population as index; we will also be
focusing on improving retention to make sure we don’t lose patient who are in care. For the North
West and the South West regions that have been greatly affected by the crisis, systems will be
adapted to respond to the increasing number of IDPs. Multidisciplinary teams will be put in place
to reach out with HIV prevention, care and treatment services to locations were IDPs are found.
For the Southwest region, we shall also be focusing on reaching out to AGYW especially to
improve on the ANC attendance.
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Zone 2 (Littoral and South) and Zone 3 (Center and East) have similar ART coverages (64% in
zone 2 and 62% in zone 3) and both zones represents 53% of the total unmet need. While Littoral
and Center regions that have been receiving PEPFAR support would be focusing on intensifying
the different strategies for different sub-populations in terms of case finding, linkage and
retention, the East and South regions that are just starting to receive PEPFAR support would be
scaling up these strategies.

Zone 4 (North, Far North and Adamawa) has the lowest ART coverage (52%) and represents 23% of
the total ART gap. This situation is similar in all three regions and across age and sex. This zone has
a peculiarity that health seeking behaviors is not pronounced. Here, focus will first be on
sensitization on the importance of getting to health facilities to seek for health care in addition to
providing a full package of differentiated services for different sub-populations (children,
adolescents, young men, young women and men and adults) across the entire cascade.

Table 3.1: Current status of ART saturation and progress towards 95/95/95 across all SNUs

Table 3.0 Carrent Status of ART saturation
Priorilzation Area Tanal PLHIV/% of all | & Current on ART & ol SMLU COPig g ol SNLU COPza
FLHIY for COPzo 1FYig) (F¥zo) (FY¥zi)
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Slstained
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Table 3.2: ART coverage and unmet need by region (Spectrum 2020 estimates)
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Table 3.3: ART Coverage and unmet need by Zone (Spectrum 2020 estimates)

_ Current on ART ART Coverage ART Gap

fones Female | Male | Female | Male | Female | Male
fone 1 By, 200 4z Hbn fiz,16i5) 14,030 7o' 58 17,130 17,2z
Lone 2 T 7ab i, 270 52,350 20,5652 71 55 21,376 17 Bl
Lone 3 i, 236 57,170 iy, 188 10, TR0 ' s2'H 18, Bl 7,380
Lone 4 fia,150 11,5645 15171 743 L 53 26,077 14,826

Key and Priority Populations

PEPFAR Cameroon will continue to focus on current priority and key populations, with an
increased focus on reaching men including clients and regular non-buyer partners of FSW through
the “Sex, Test and Treat” strategy using prevention education, self-test kits, and referrals to testing
where available. Overall, in the absence of reliable population size estimates, PEPFAR Cameroon’s
program data shows consistent upward trends in the number of KP reached. PEPFAR will
collaborate with other partners for an integrated bio-behavioral surveillance (IBBS) to be conducted
for the KP and the Priority Population.

PEPFAR Cameroon will continue to prioritize KP, including FSW and MSM in six cities (Yaoundé,
Douala, Bamenda, Bertoua, Bafoussam, and Ngaoundere), with an expansion in COP20 to one new
city (Kribi). In addition, the program will continue emphasizing outreach to injection drug users
and transgender women that began in COP18, although the numbers are expected to remain small.

The geographic focus targets the seven largest and highest burden cities nationally, several of which
include large universities which have proven to be an emerging area for case finding among MSM
and AGYW engaging in transactional sex or seasonal sex work. Prioritization criteria also included
the presence of Kribi (a beach resort and sea port) and major sex work hotspots along key transport
corridors, as well as the presence of refugees, Internally Displaced Persons (IDPs) and the associated
humanitarian response (Bertoua and Bafoussam) that can increase vulnerability and sex work. In
addition, coordination with the Cameroon National Association for Family Welfare (CAMNAFAW),
the GFATM KP community Principal Recipient, helped determine and address existing geographic
and programmatic gaps.

Throughout COP18, despite a stock out of RTKs, average yields of approximately 14% were recorded
for FSW and MSM, due to improved risk screening and scale up of index testing; this trend
continued into COP19. Yields for those age 30 and above remain consistently higher and strategies
are in place to target more older KP. Based on this and the geographic expansion, it is expected that
yields will slightly increase in FY21 through improved focus on differentiated index testing, social
network-based testing and targeted testing of older KP.
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Orphans and Vulnerable Children

Regarding OVC, the PEPFAR program will expand from 31 to 40 health districts in 10 regions to
align with the clinical program and achieve directives laid out in the PLL. Geographic prioritization
is based on the residential location of beneficiaries with a focus on health districts thereby enabling
the program to cover all A/CLHIV and their families residing in a target health district irrespective
of location of ART site. The program will consist of prevention and case finding activities for OVC
as well as ensuring community support for linkage to care and retention among A/CLHIV and
treatment literacy for them and their caregivers. Primary target beneficiaries include A/CLHIV and
their families, children of PLHIV, HIV-positive pregnant and breastfeeding women (PBFW) and
HIV-exposed infants (HEI), adolescent boys and girls.

PEPFAR Cameroon will leverage the OVC and Peace Corps platforms to provide a comprehensive
primary prevention package to OVCs 9-14 years. Additional prevention interventions for children
and adolescents between the age of 9 and 17 years will focus on risk avoidance, risk reduction, and
gender-based violence (GBV) prevention and response. Illustrative activities include school
scholarships, vocational training, SRH education and referrals to other high impact services,
household economic strengthening, etc. Peace Corps has scaled up volunteers’ placement and
community engagement across six (South, Adamawa, West, East, Littoral and Center) of the ten
regions. This will continue in COP 20 with priority given to PEPFAR Supported ART facilities and
CSOs. In these facilities, their role will be focused on providing treatment literacy and adherence
education and primary prevention services to ALHIV where possible. In the community they’ll
provide community and household level adherence support to adolescents living with HIV, PLHIV
and their households. At the community level, OVCs - particularly older OVCs in the 10-18 years
range will be reached through Peace Corps with a comprehensive package of layered primary
prevention interventions through DSD. Sexual and GBV prevention will be systematically
integrated into interventions. Similarly, Peace Corps Volunteers will expand their DREAMS?-like
approach by strategically partnering with OVC focused IPs and schools in priority health districts
to maximize opportunities to reach AGYW and boys to provide age appropriate primary prevention
in and out-of-school AGYW.

4.0 Program Activities for Epidemic Control in Scale-Up
Locations and Populations

4.1 Finding the missing and getting them on treatment

CAMPHIA showed the HIV prevalence for populations ages 0-14, 15-49, 15-64 are 0.2%, 3.4% and
3.7%, respectively. Among adults age 15-64 years, the HIV prevalence varies by region, ranging from
1.5% in the Far North Region to 6.3% in the South Region. The survey also revealed that 56% of
PLHIV in Cameroon were aware of their HIV status, 93% of whom are on treatment and 80% of
whom were virally suppressed. Age disaggregation shows an increase for higher age bands across
the three gos: Among the 15-29, 30-49 and 50-64 age groups, the 1* 9o was 29%, 61% and 69%
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respectively; the 2™ go was 92%, 92% and 97% respectively; and the 3™ go was 74%, 78% and 89%
respectively.

Further disaggregation by sex shows higher awareness of HIV status among females in the 15-29,
30-49 and 50-64 age groups (31%, 63%, and 75% respectively) relative to males in the same age
groups (22%, 55%, and 61% respectively). For the 2™ go, we observe better trends among males
(100%, 93%, and 97% respectively) compared to females (90%, 91%, and 97% respectively).For the
3" 9o, viral suppression among females on ART are 76%, 78%, and 85% respectively for the age
groups, and 67%, 76%, and 96% respectively for males.

In order to reach epidemic control by FY21, PEPFAR Cameroon has expanded the clinical and
military programs to cover 319 high volume sites to achieve 91% ART coverage across the 10 regions.

Spectrum 2020 estimates also identify population gaps by age group and sex, which need to be
addressed in order to achieve HIV epidemic control. Table 4.1.3 shows major gaps in reaching all
subpopulations, especially children, AGYW, and men. Strategies to address these gaps are detailed
in following paragraphs.

Table 4.1.1: Who Are We Missing - By Age and Gender (Spectrum 2020 estimates)

:— Current on ART ART Coverage ART Gap
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4044 5,72 af, 524 Ik, T2 1,585 1k 44" Ly, G50 14,535
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In COP18 (FY19), PEPFAR Cameroon provided HTS to 983,398 clients, compared to a target of
1,262,128 clients, with an HIV positive yield of 3.4%. There were 33,554 HIV positive clients identified
of the target of 64,803. 63.7% of the newly diagnosed PLHIV were females and 36.3% were males.
Age disaggregation showed that 6.4% of PLHIV were below 19 years of age, 9.8% in the 20-24 age
group, 70.9% were within the 25-49 age group and 13.0% were in the >50 age group.

Outstanding gaps
The data for FY19 indicate achievement of 77.8% of testing targets and 51.8% of case finding targets.
Achievement is still suboptimal especially among children, adolescent girls and young women
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(AGYW), and men. HIV case identification is a key step in the clinical cascade in achieving epidemic
control, therefore strategies and approaches are needed to address this gap.

Strategies to improve HIV case finding

Based on analysis of PEPFAR’s FY19 performance described above, PEPFAR Cameroon will continue
to scale up case finding strategies along with innovative strategies. PEPFAR Cameroon will continue
to prioritize HTS for the following populations which showed remarkable gaps in case finding;
children at risk for HIV, adolescents aged 10-19 who meet defined risk criteria, men (particularly in
the 15-34 age groups), and women in the 15 -25 age group. Using the calculation of the number of
adults or infants needed to test to identify one positive, the keys entry points the program will focus
on will be Index Case Testing (facility and community), Voluntary Counseling and Testing and TB
clinics. In order to address these gaps, PEPFAR Cameroon will scale up approaches proven to
improve case finding such as quality index testing and will discontinue non-targeted testing. PITC
will occur at all high yield entry points such as TB clinics, in-patient services, emergency,
malnutrition, pediatric, PMTCT and VCT including mobile testing for clients of FSWs including
long distance truck drivers. Index testing will target sexual partners of adult index cases, parents of
pediatric index cases and also children exposed to HIV in facilities and in the community. Index
testing will be systematically offered to sexual partners of all newly initiated ART clients and old
ART patients who are not virally suppressed, biological children of clients who are at high risk for
HIV through use of a screening tool to identify those children at risk of MTCT, and parents of all
newly-diagnosed pediatric patients. Health care providers and IPs will be trained or retrained on
eliciting sexual contacts, biological children and parents of index cases for testing. PEPFAR will
ensure the availability of various models of partner notification such as client, provider, contract,
and dual notifications and will screen all named partners for intimate partner violence (IPV) and
refer for services. Different client-centered models of index testing will be provided such as self-
testing, facility based or community testing. Targeted PITC using a screening tool to identify at-
risk adults, adolescents and children will be offered at low yield entry points, including the
community. On February 19 2020, the Minister of Health of the Government of Cameroon signed a
circular note giving directives on the correct use of the HIV screening tool in all facilities to ensure
effective implementation and scale up of targeted testing. Self-testing will continue in FY21 to reach
partners of KPs who refuse other testing modalities or are unwilling to come to the health facilities,
drop-in centers (DICs) or KP community events. In addition, the program will implement “targeted
testing in index case testing” and also pairing index testers with nurses and doctors to improve
partner elicitation and testing.

To improve other PITC yield among those reached by the program, PEPFAR Cameroon will close
down non-productive entry points such as ENT consults and radiology, train and mentor providers
on the use of the screening tool, especially in the new clinical sites, document testing coverage at
high yield entry points, monitor the adoption of the screening tool as a prerequisite for
reimbursement of user fees for HTS, incorporate the screening tool into the testing register, with
printing and disseminating to all sites and continuous mentorship of health facility staff on using
targeted testing register.
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To improve the quality of testing, mentorship and site supervision will be intensified at all sites.
The laboratory and clinic interface will be strengthened by reinforced collaboration between the
lab partner (GHSS) and the clinical partners to ensure quality HIV testing. For all target populations
and geographical areas, PEPFAR Cameroon will continue to use site level data by age and sex and
continue tracking performance at the site level by modality to identify high, medium, and low
performing sites. Weekly data collection and reporting of program indicators and test kits will be
strengthened. IPs will work with high performing sites to identify and adapt best practices to
mentor and support low performing sites to improve performance.

Figure 4.1.1: Innovative solutions for Case Finding in COP20
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Strategies to reach men

In COP20, PEPFAR Cameroon will use index testing to reach husbands and sexual partners of HIV-
positive women, sexual partners of MSM, clients and regular non-transactional partners of FSWs.
Other strategies will include highly targeted testing in health facilities and community settings and
self-testing for partners of pregnant women, partners of index cases and clients and non-
transactional partners of FSWs who do not wish to access HTS in health facilities and DICs. In
military settings, targets for self-testing will include non-commissioned officers, index partners who
are military but do not wish to come to health facilities, and officers returning from deployments
longer than six months. Diagnostic testing will also be implemented at critical service delivery entry
points and VCT. HIV testing counselors will be extended to the new PEPFAR sites and will be
responsible for counseling, testing and linkage of HIV positive clients at various entry points.

Figure 4.1.2: COP20 Strategies to Identify Men 15+
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For men in the 15-24 age groups, PEPFAR Cameroon will support health facilities to extend clinic
hours and provide weekend services to accommodate working men and young men in school. Out-
of-school young men will be targeted and mobilized for HIV prevention, care and treatment
through youth associations, among internally displaced persons (IDP), support groups of ALHIV
and PLHIV (parents) and the use of social and print media such as “Amongst the Youth” and “100%
Jeunes” magazines. HIV testing for adolescents and young men will be highly targeted based on risk
mapping and behavioral analysis with the effective use of the screening tool at facility and
community levels. Index testing will be offered to sexual contacts of adolescent young boys and
men who are newly diagnosed with HIV or virally unsuppressed. Diagnostic testing will also be
offered to adolescent boys and young men at high yield service delivery entry points and VCT.
PEPFAR Cameroon will also identify “adolescent champions” to mobilize their peers and link them
to adolescent friendly HTS services.

Men aged >25 years will be reached through a package of modalities including index testing for
sexual contacts of women newly initiated on ART, contacts of women with unsuppressed VL,
partners of HIV-positive PBFW and partners of KPs. Men who are biological parents of HIV-positive
children, will also be reached through index testing in all clinical settings. Options for HIV self-
testing will be offered to partners of KPs receiving care at the community level. Targeted PITC will
be offered to men with the effective use of the screening tool to assess risk and diagnostic testing
at key service delivery entry points (sexually transmitted infections - STI, TB, emergency, in-
patient) and VCT. HIV self-test kits will also be proposed to harder-to-reach men (KPs, partners of
PBFW and index contacts) who will not be reached through traditional approaches either at facility
or community levels. Male-friendly services will be scaled up to reach military and civilian men
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with a multi-service package including prostate palpation, mental health evaluation, blood pressure
screening, fasting blood sugar assessment, in addition to HTS on men’s health clinic days. Extended
clinic hours including night and weekend shifts will provide an opportunity to offer HTS to more
men. Health education and literacy materials tailored to men’s health will be scaled up to reach
men aged 25 years and above in facilities and communities. The military program will provide
health messaging (including the importance of testing at least once a year) and information on
availability and location of HTS during morning assembly of military personnel. HIV testing
information and health messaging will also be promoted on social media, social events and drop-
in centers for KPs and for men accompanying their families to facilities. Outreach activities to find
high-risk men in communities, especially during events that attract men (drinking spots, sporting
events, resting spots for truck drivers, barber saloons, carpentry workshops, fishing areas, KP chill-
ins, officers’ mess halls, training centers for non-commissioned officers) will be used as
opportunities to offer testing. Other innovative approaches to find men will be through targeted
community testing activities in collaboration with community partners to include testing in
medicine stores, markets, private laboratories and other busy areas. PEPFAR Cameroon will
continue reaching regular partners and non-transactional partners of FSW through a voucher
referral system and self-testing. PEPFAR Cameroon will also make use of trained male expert clients
to reach and link their peers to male-friendly HIV testing services.

Strategies to reach women

PEPFAR Cameroon will offer index testing to wives and partners of HIV-positive men and mothers
of HIV-positive biological children in clinic settings. Targeted testing will be offered to at-risk
women based on risk assessment with the effective use of the screening tool to achieve higher HIV
yields. Routine HTS will be offered to all pregnant and breastfeeding women (PBFW) at antenatal
care (ANC) services and to PBFW during delivery in case they did not attend ANC in the course of
their pregnancy. Retesting of pregnant women who initially tested negative at first ANC visit and
retesting for verification within the context of the test and start strategy will be offered. Diagnostic
testing will be offered to women at critical high yield service delivery entry points (STI, TB,
emergency, in-patient) and VCT. For all pregnant women, PEPFAR Cameroon will extend the
‘Catch-Up Strategy” to reach pregnant women in hard-to-reach localities for ANC and PMTCT
services in all PEPFAR-supported sites in the 10 regions, as this is the second highest modality
through which HIV positive women are identified. Self-testing will be offered to female partners
of HIV-positive MSM. HIV testing among FSW will be prioritized and outreach testing for widows
will be intensified within existing informal associations and gatherings of widows.
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Figure 4.1.3: Strategies for Achieving Epidemic Control among AGYW
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PEPFAR Cameroon will offer index testing to AGYW who are sexual partners of HIV-positive men,
AGYW who are biological children of index parents and AGYW who are teenage mothers of index
children. Targeted testing will be offered to at-risk out-of-school AGYW including teenage mothers
based on risk mapping and behavioral analysis with the effective use of the screening tool at facility
and community level. Diagnostic testing will also be available for AGYW at all high yield entry
points. Out-of-school AGYW will also be targeted and mobilized for HIV prevention, treatment and
care through youth associations and social and print media. Community testing opportunities will
be made available for AGYW. Routine HTS and re-testing will be offered to AGYW who previously
tested negative at first ANC visit. Post-GBV care package including HTS will be offered to AGYW
who are victims of violence. PEPFAR Cameroon will also identify “AGYW and teenage mother
champions” to mobilize their peers and link them to adolescent-friendly services to ease access to
prevention material, reproductive health care and HIV services. Service delivery will be adapted for
AGYW working or in school to include extended working hours and weekends. PEPFAR Cameroon
will apply a screening tool to identify and offer HTS to at-risk AGYW, particularly those who are
already sexually active (including teenage mothers); those living in or around sex work settings;
adolescent daughters of FSWs, those living in or around military barracks, AGYW who are widows,
and presumptive TB cases.

PEPFAR Cameroon will support minor repairs and rearrangement of counseling space to ensure
privacy and confidentiality for clients. Monitoring and supervision will be intensified to ensure
improved quality of services and linkage to treatment for clients.

AGYW face significant barriers in accessing health services or protecting their own health. Lack of
access to comprehensive and accurate information on sexual and reproductive health means that
adolescent girls and young women are not equipped to manage their sexual health or to reduce
potential health risks. Furthermore, AGYW are less able to negotiate condom use, have limited
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access to HIV testing, modern contraception and family planning and are less able to adhere to HIV

treatment.

Low risk perception (about 45% awareness), early sexual debut, age-disparate partnerships drive
sexual transmission hence the need to reach men. Violence against women in the context of HIV,
low retention rates and low rates of viral load suppression among all HIV-positive AGYW are some
of the key factors that have affected the HIV cascade among AGYW. Sustained efforts to prevent
and to diagnose HIV infection in AGYW as early as possible and to ensure rapid initiation of ART
should help achieve epidemic control. CAMPHIA 2018 data showed higher HIV prevalence rates
among the 15-19 and 20-24 age groups compared to their male counterparts.

Figure 4.1.4 show AGYW are Vulnerable to HIV (CAMPHIA, 2018)
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PEPFAR FY19 GBV data showed 93% of all report victims of GBV were females among whom 48%
were victims of sexual violence. In FY19, PEPFAR Cameroon PMTCT data showed that 38% of all
pregnant women received and tested in PEPFAR supported health facilities were AGYW aged 10-24
years. This population constituted 20% of all the HIV positive pregnant women identified; in the
10-14 age band, all positives were newly initiated on ART showing recent infections in this age
group. FY19 PEPFAR data also show low case finding results, low retention rates, low viral load
uptake and low suppression rates among adolescents and young people.

The sociopolitical crisis in the North West and South West regions has resulted in the displacement
of over 650,000 Cameroonians to other urban cities and neighboring countries among whom the
majority are women and children. AGYW have been subjected to human rights abuses including
sexual violence and are left in conditions that interrupt social networks and increase economic
vulnerability; poverty has forced young people to use commercial sex to survive. This conflict and
displacement have been associated with increased risk of HIV transmission as reported in the
Bonnassama Health District where HIV yields of 10% among the displaced populations are seen.
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Figure 4.1.5: Conceptual Framework of Principal Causes of HIV Risk in Conflict-Affected Populations
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Strategies to reach AGYW and ABYW with HIV prevention and risk avoidance

At the facility level, PEPFAR Cameroon will target adolescents and young people living with HIV
aged 10-24, IDPs, GBV survivors, teenage mothers, partners of AGYW, ABYM and AGYW seen
through ICT. Prevention activities will focus around the principal areas of risk and vulnerability
mapping, life skills building; sexual and reproductive health (SRH) education; contraception,
condom education, promotion, risk reduction education and counselling, positive parenting,
treatment literacy and adherence for Adolescents Living with HIV (ALHIV). PEPFAR Cameroon
will also identify “AGYW and teenage mother champions” through peer education to mobilize their
peers and link them to adolescent-friendly services to ease access to prevention materials,
reproductive health care and HIV services. Service delivery will be adapted for AGYW in and out of
school to include extended working hours and weekends.

HIV self-test kits will be made available to at-risk hard-to-reach AGYW who might face
geographical, security-related or socio-cultural barriers in accessing HIV testing services.
Diagnostic testing will also be available for AGYW at all high yield entry points. Out-of-school
AGYW will also be targeted and mobilized for HIV prevention, treatment and care through youth
associations, among internally displaced persons (IDP), support groups of ALHIV and PLHIV (their
adolescent daughters), and social and print media. Community testing opportunities will be made
available for AGYW.

The post-GBV clinical care package including counseling and testing, PEP, diagnosis and
management of STIs contraception and referral to other support services will be offered to AGYW
who are survivors of violence.

PEPFAR Cameroon will scale up adolescent-friendly ART and reproductive health services through
training of health care providers on optimizing engagement of adolescents in care, positive living
and how to address their specific health needs. Health facilities will designate safe space for
provision of age-appropriate services to adolescents and young people. PEPFAR Cameroon will also
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strengthen bi-directional referrals between health facilities and community AGYW and OVC
service providers to ensure effective linkage to treatment and a comprehensive follow-up of HIV-
positive children and adolescents in need. To improve linkage to care and treatment among AGYW
and ABYM, expert clients (AGYW/ABYM focal point) in this sub-population will be identified,
trained and recruited to ensure active linkage and retention of newly identified HIV positive peers
to treatment and care.

Figure 4.1.6: Conceptual Model to expand services for high-risk AGYW and ABYM
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Strategies to reach Key Populations

The PEPFAR KP program will continue to expand targeted community and facility based HTS to
KPs. Community strategies such as peer-to-peer referrals, peer testing for triage using the rapid
finger prick test, third party including medicine vendors in hotspots and referrals of harder-to-
reach KPs reached online and through social media will continuously be used. HTS will be provided
at the community - DICs, hotspots or KP meeting and sex work venues. PEPFAR Cameroon will
principally use risk/social network mapping to provide testing to key populations including MSM
and FSW as a differentiated testing approach. HTS will be mainstreamed during MSM community
social events (chill-ins, grins).

PEPFAR Cameroon will strengthen health facilities to provide KP-friendly services (stigma free,
nonjudgmental, and extended and weekend hours) to KPs who prefer to seek HTS at the health
facility - walk-ins or initially referred from community activities. FSW will additionally be reached
in the facilities during ANC and post-natal services for PBFW. HIV self-tests will be used as a tool
to improve access to HTS among KPs that are harder-to-reach including MSM and FSW.
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Index testing and social network-based HIV testing will be used to reach husbands and sexual
partners of HIV-positive women, sexual partners of MSM, clients and regular non-transactional
partners of FSWs. Index testing will be implemented in a manner that takes into account human
right concerns and consistently assesses and addresses the risk of intimate partner violence (IPV).
To that effect, amongst KPs, PEPFAR programs will routinely screen for IPV risk prior to offering
index testing services and use a differentiated approach to testing that includes distribution of self-
test kits or social network approaches such as organizing community events where partner can be
tested without partner disclosure/notification. Other strategies will include highly targeted testing
in health facilities and community settings and self-testing for partners of pregnant women,
partners of index cases and clients and non-transactional partners of FSWs who do not wish to
access HTS in health facilities and DICs. In military settings, targets for self-testing will include
non-commissioned officers, index partners who are military but do not wish to come to health
facilities, and officers returning from deployments longer than six months. Diagnostic testing will
also be implemented at critical service delivery entry points and VCT. HIV testing counselors will
be extended to the new PEPFAR sites and will be responsible for counseling, testing and linkage of
HIV positive clients at various entry points. In addition to screening for IPV risk, PEPFAR supported
community and clinical sites will also ensure provision or referral to GBV services for victims or
potential victims.

Prisoners will be reached with targeted testing services within the prisons. Systematic HTS services
using the screening tool will be offered to incoming (new) prisoners. Incarcerated persons accessing
the prison’s health facility for other medical conditions, including presumptive TB cases will be
offered risk-based HTS.

Strategies to reach Orphans and Vulnerable Children (OVC)
PEPFAR Cameroon will expand the pediatric package of services and support the GRC to complete
the rollout of Test and Treat for pediatric cases.

The OVC program plays a key role in ensuring community support for linkage to care, retention,
and adherence among children and adolescents living with HIV. More specifically, the program will
provide the following services to target beneficiaries:

* A/CLHIV and their families. Trained case workers will carry out monthly home visits to
provide early childhood development (ECD) for children below 8 years of age focused on
positive parenting interventions and early stimulation; adherence counselling; age and
stage appropriate disclosure support, education progress monitoring; nutritional
assessment and counselling; violence screening; transportation support to access health
services and medical coverage for other health conditions; and other services as needs arise.
Additional services for adolescents living with HIV will include screening for drug, alcohol,
and sexual risk behavior and providing counselling to reduce identified risk practices, as
well community adolescent clubs for treatment literacy and support. The program will
strengthen bidirectional referral between community-based organizations and health
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facilities, including MOU for referral and counter referral with supported facilities,
organizing case conferencing, and monthly coordination meetings. In addition, the
program will leverage other donors and governmental institutions investments by referring
beneficiaries to access services PEPFAR is unable to provide.

* HIV-positive PBFW and children living in their care. Trained case workers will conduct
monthly home visits to provide ECD focused on positive parenting and early stimulation;
adherence monitoring; and accompanied referrals to health facilities to ensure confirmatory
testing among HEI.

*  Other children at risk (children of female sex workers, GBV cases reported to the program,
AGYW in or at risk of entering sex work, internally displaced children/adolescents). See
section 4.3 for primary prevention program targeting AGYW and OVC.

The OVC program will provide wrap-around services such as household economic strengthening
activities and education support for formal schooling and vocational training to help mitigate the
negative impact of HIV on households. Finally, the program will seek to leverage existing programs
such as USAID’s Food for Peace program (targeting refugees and IDPs), President’s Malaria
Initiative (in health districts in the North and Far North regions), German Corporation for
International Cooperation GmbH (GIZ) programs in the North and the World Bank’s Social Safety
Net program to improve the living conditions of OVC and their families.

41 Retaining clients on treatment and ensuring viral suppression

Getting PLHIV on treatment

Based on CAMPHIA and 2018 Spectrum estimates, 54% of PLHIV in Cameroon were on treatment
at the end of December 2018, leaving a gap of 46%. Age and sex disaggregation further show
disparities in treatment coverage, with only 24% of PLHIV aged 10-19, 30% of 20-24-year-old, 47%
of 25-49-year-old, and 57% of PLHIV above 50 years estimated to be on treatment. PEPFAR FY19
data show that of the 33,554 patients who tested positive, 29,852 were initiated on ART, reflecting
an overall linkage rate of 89%. Age and sex disaggregation of the data revealed that among the
29,852 patients linked to treatment, 66% were females and 54% were males. Linkage rates among
all PLHIV identified were 101.1% for children <15 years and 88.5% for adolescents and adults above
15 years old. PEPFAR Cameroon evaluates site level linkage data by age, sex, priority population and
testing modality on a weekly basis at each site and will expand this routine evaluation to all
supported sites across the 10 regions. In COP20, PEPFAR Cameroon, through the supply chain TA
partner and clinical IP’s, will provide technical assistance to MOPH in the implementation and
scale up of the TLD Transition Plan nationwide, which began in January 2020.

Outstanding gaps

Programmatic results show a linkage rate around 90% in FY19. However, there are still gaps in
linkage rates across some age groups, especially among adolescent males 15-19 years (64%) and
young adults aged 20-29 (85%); there are lower linkage rates for males relative to females. Linking
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PLHIV to treatment is a key step in achieving epidemic control, therefore strategies and approaches
are needed to address these gaps. Other challenges identified was the low linkage rate during index
case testing strategies mainly for sexual partners of index cases and specially for same day ART
initiation (SDAI). The linkage for pediatrics is also due to the small number of sites, which can
provide pediatric HIV care, and treatment (21%) resultant to missed opportunities due to referral
and the weak mother and infant cohort monitoring.

Strategies to improve linkage to care and treatment

PEPFAR Cameroon will continue to implement a patient-centered care approach across the 10
regions. This includes the human resource realignment to focus on direct service delivery;
standardized tools and training materials, implementing targeted and high yield testing strategies
to reach men, children and adolescents; addressing user fees to improve linkage and retention;
increasing VL coverage and suppression; scaling up differentiated service delivery models through
continuous quality improvement activities and intensified site level mentorship and supervision.

In COP 20, PEPFAR Cameroon will reinforce the linkage rate among positive patients identified
during ICT strategies, PMTCT/HEI cohort monitoring and pediatric care by using expert clients, by
accelerating decentralization of pediatric HIV care and treatment and by rolling out cohort
monitoring for positives mothers and HIV exposed infants.

PEPFAR Cameroon is supporting the MOH in the roll out of TLD in all ten regions through training
and mentorship of HCW, provision of SOPs, data collection tools for documentation and reporting
and ensuring the availability of commodities at site level. To ensure full transition to TLD for all
eligible clients, a training of trainers was conducted and cascaded to all ten regions. This transition
started in all regions for newly initiated patients and patients on NVP-based regimens and will
progressively include all patients with a focus on women of childbearing age who choose to be on
this regimen and children >20 kg for DTG regimen >30 kg for TLD regimen.

Figure 4.2.1. Patient Center Care Approach
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PEPFAR Cameroon will scale up active linkage of patients through the use of peer navigator
programs based on an existing linkage agent model with highly experienced expert client
counselors and case managers to enhance linkage and retention. This initiative will include training
and mentoring healthcare workers (HCWs) to develop competency in counseling, supporting
HCWs (doctors, nurses, case managers, index tracers, testing counselors) to build a relationship of
confidence with their clients, accompanying patients to develop and implement personalized
treatment plans, identifying and addressing key barriers to treatment adherence, addressing issues
of disclosure during counseling, and addressing patient rights. The active tracking of defaulters and
LTFU patients through the national patient tracking tool will be scale up in all the 10 regions. The
expansion in all 298 clinical sites and 21 military-supported sites of extended hours/weekend hours
for ARVs refill, the differentiated service delivery model options (same day ART initiation,
community ART dispensation and multi-month dispensation for 6 months) and the advanced
disease management for adults and pediatrics.

This facility-based linkage model will reinforce accompanied referrals through peer linkage agents
who are expert client counselors to target young people, adolescents and men. PEPFAR will
continue to support the GRC’s decentralization of ART to PMTCT, TB, and HTS stand-alone sites
to accommodate men and children through task shifting and promote the family care model. In
COP20, PEPFAR Cameroon will provide support to expand the community-based linkage model in
association with civil society organizations (CSO) in all ten regions. This will entail a strong
collaboration between the facility and the community with the use of referral and counter referral
of patients from the facility to the community and vice versa. The expert client/counselors will work
closely with the community relay agent to undertake home visits and actively escort patients to the
facility when needed.

Figure 4.2.2: Community based linkage model
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PEPFAR Cameroon will provide training and mentoring of HCWs to provide high quality HIV
services to KP and PP who prefer to receive care and treatment in clinical facilities. This training
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package will include identification, monitoring, preventing stigma and discrimination, patient
rights, diversity and service quality. While KP linkage rates have improved considerably in FY18,
peer navigators will continue to connect newly identified HIV-positive KP clients to facility linkage
and retention case managers through the handshake model. Extended and weekend hours to meet
KPs’ needs will be brought to scale across PEPFAR supported health facilities, especially facilities
that are closer to hotpots and KP meeting venues. There will be an on-call physician at the facility
level to facilitate linkage to treatment of newly tested positive KPs. Training of healthcare providers
and setting up KP-friendly services will be intensified in the supported sites, and community-
focused strategies for KPs will be established in concert with existing CSO’s.

PEPFAR Cameroon will scale up adolescent-friendly ART and reproductive health services through
training of health care providers on optimizing engagement of adolescents in care and how to
address their specific health needs. Health facilities will designate space for provision of age-
appropriate services to adolescents. PEPFAR Cameroon will also strengthen bi-directional referrals
between health facilities and OVC service providers to ensure comprehensive follow-up of HIV-
positive children and adolescents in need.

Ensuring Retention and Viral Load suppression

PEPFAR Cameroon FYig results on PLHIV identification, treatment and retention over a 12-month
period, shows an increase trend of TX_NET_NEW quarter by quarter since FY19Qz with a
percentage difference between TX_NEW and TX_NET_NEW of 1.5% at end of FY19 Q4. This result
is based on the lessons learned from the return to care (RTC) campaign held after FY19Qu1 to rapidly
track and bring back to care all patients who were unaccounted for their ART in the DSD PEPFAR
supported sites in FYi9. PEPFAR Cameroon will continue to implement the patient tracking
activities such as health care providers training, mentoring, tools and SOPs in all the ten regions.

Figure 4.2.3: Patients Gain and loss throughout FYig9 (OU)
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The retention rate is well-below the 90% global target across some specific age and sex. Although
we have seen significant improvements in retention and decreased LTFU rates we have challenges
with retention among some key age and sex categories. As seen below, males and females among
the age categories 20-34 represent the age-sex category where there is need to intensify efforts to
improve on retention.

Figure 4.2.4: FY19 Retention by age and sex
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PEPFAR Cameroon FY19 VL coverage was approximately 49% of183,324 PLHIV on ART. The overall
suppression rate was 85% - 80% for males and 82.6% for females, and age and sex disaggregation
show variations across the age groups.

Figure 4.2.5: FY19 Viral Load Suppression by Age and Sex
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Outstanding gaps

FY19 results showed low retention rates (<9o%) across male and female aged 20-34 years. In FY19,
The RTC campaign provided information on factors impacting retention such as clinical
(inconvenient hours, cost of services, staff attitude, stigma), personal (denial, side effects, feeling
healthy, traditional/religious beliefs), and logistical (travel, long distance to facility, cost of
transportation) barriers.

Programmatic results also demonstrated a suboptimal suppression rate of 82% overall and across
various age groups and sex. VL suppression is significantly lower in age groups <24 and particularly
for males within the 10-24 age group. The follow-up VL scorecard assessment of laboratory and
facility readiness to scale up VL done in FY19 also highlighted key gaps affecting efficient VL scale
up such as frequent stock out of VL reagents, inadequate systems for sample transport and return
of results, low demand creation, poor monitoring of patients with high VL and lack of standardized
tools and systems for the test request, and data collection and reporting.

Strategies to improve retention and VL suppression

To reach the FY21 treatment targets and maintain 95% of PLHIV on treatment, PEPFAR Cameroon
will ensure all PLHIV initiated on ART benefit from a patient-centered care approach as previously
described. This will consist of assessing patient readiness and preparing them for treatment through
proper therapeutic education and effective counseling before ART initiation. Expert clients will
accompany newly initiated patients to provide assistance with practical issues related to ARV
medications during the first six months of ART, strengthen relationship with patients and therefore
enhance retention in care. As part of the linkage and case management retention strategy
(CamLink), HIV Case Managers will identify and link patients to their preferred facility for ART
treatment initiation and management. IPs will support health facilities to set up counseling space
for therapeutic education and enhanced adherence counselling.

Differentiated service delivery models such as MMD will be provided for patients who are stable
with suppressed VL to enhance adherence and retention. PEPFAR Cameroon will implement MMD
of up to 6 months for patients who have been stable on the current three MMD for at least a year
pending the availability of ARVs. The program will also provide support for 6 months ART
prescriptions for mobile patients and for men who identify challenges coming to the clinic for ART
pickups. Community ART dispensation (CAD) for stable patients and task shifting will be
strengthened and expanded. PEPFAR Cameroon will develop training materials on advanced
disease patient management and will train HIV care providers to identify and manage advanced
disease cases to reduce their high risk of morbidity and mortality. Retention tools, standard
operating procedures, registers, diaries, etc. will be harmonized and checklists for patient retention
will be developed for HIV case managers. In addition, training materials, roles and responsibilities
for all site retention staff will be harmonized.

PEPFAR Cameroon will continue RTC efforts to ensure rapid tracking of defaulters and patients
LTFU. Cohorts of patients will be assigned to linkage and retention case managers who will be
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responsible for monitoring patient appointments in harmonized logbooks, ensuring timely ART
pick-up as scheduled, identifying defaulters and encouraging their return through phone calls,
short message services (SMS), home visits, etc. PEPFAR Cameroon will also continue supporting
PLHIV support groups and community adherence clubs including adapting group meetings at
clinics to coincide with drug pickup and other clinical assessments. Support groups for patients
newly initiated on ART and for those not virally suppressed will be created to improve adherence,
retention and VL suppression.

PEPFAR Cameroon will improve access to VL testing to reach 85% of PLHIV (90% for those already
on treatment and 75% for those newly initiated), including KP on treatment. Strategies include
strengthening the sample transport system, ensuring availability of VL commodities, increasing VL
demand creation, intensifying and enhancing adherence counseling for patients with
unsuppressed VL using Undetectable = Untransmittable (U=U) messages, monitoring testing
outcomes towards implementation of U=U, making available tools for monitoring patients with
high VL, and low level viremia and ensuring adequate documentation and reporting using a
national EID/VL data system and dashboard. PEPFAR Cameroon will ensure improved
management and monitoring of patients with high VL to increase number of patients eligible for
MMD and CAD once virally suppressed and thereby ensuring improved adherence to treatment
and increased retention. The use of viral load champions in health facilities to improve uptake of
VL will be expanded to all PEPFAR-supported sites in the 10 regions. VL registers harmonized in
FY19 will be produced and made available at sites for monitoring of patients by HCWs. Given the
regional and zonal specificities of the country, Government of Cameroon recently set up a
decentralized transport system to meet the sample referral needs of the population. PEPFAR will
leverage this opportunity to optimize the sample referral system and improve turn-around-time for
viral load and EID results. PEPFAR will also implement patient-centered approaches like positive
parenting to improve VL coverage and retention for children and adolescents and will monitor the
quality of testing services by ensuring all VL reference labs are enrolled in a quality assurance
program towards accreditation.

PEPFAR Cameroon will engage regional delegations of health and district health services to provide
TA through mentorship and supervision to support prevention, care and treatment interventions
in all 10 regions, including availability of commodities, documentation, and reporting to ensure
quality HIV services to PLHIV. With IPs, the program will conduct regular focus group discussions
among PLHIV with emphasis on clients of priority and harder to reach populations (such as men,
AGYW, KP, youth) in order to continue to identify barriers to care, receive feedback on service
quality, and continuously improve services that will increase access to HIV care and treatment.

PEPFAR Cameroon will work with IPs to ensure oversight of patient management and quality
service delivery following the national standard operating procedures (SOP). Support will be
provided to GRC to update existing SOPs and other job aides to successfully implement and
monitor care and treatment activities. PEPFAR Cameroon will continue supporting health facility
retention committees to address issues related to retention and resistance. The program will
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support revision of ART tools to ensure documentation of ART side effects. Site mentorship will be
intensified to improve quality of service delivery. This mentorship model will consist of onsite
training, mentoring provided by expert physicians, nurses, expert client counselors, linkage and
retention case managers from high performing ART sites to support low performing sites.
Facilitative supervision will also be reinforced through the scale up of joint granular site
Management (GSM)/Site Improvement through Monitoring Systems (SIMS), ongoing supervision
and continuous quality improvement initiatives to identify and address gaps in a timely manner.

PEPFAR Cameroon will maintain the assignment of clinical program staff to each clinical zone and
specific sites to closely monitor site level performance on a weekly basis by tracking missed
appointments and accounting for site level retention. IPs will support sites to develop systems in
place for daily data triangulation and use. Data use will be enhanced at sites to improve quality of
service delivery. IPs will work with facilities to track retention in care by service delivery model,
sex, and age, and will improve strategies to track, document and report LTFU outcomes more
accurately. Best practices reported at top performing sites will be promoted and adapted at low
performing sites. IPs will closely monitor use and report on facility charges of HIV user fees to
ensure elimination of financial barriers to HIV care and treatment.

Strategies to improve retention among men

In COP 20, PEPFAR Cameroon will implement various strategies to improve retention among men,
including expedited services/fast-tracking for working men, after-hours and community-based
ART distribution; integrated HIV testing and treatment services packaged with other services such
as STD, TB; male-friendly clinic services, with sensitized staff and male-only clinics. These strategies
will be intensified and expanded to all PEPFAR-supported sites. PEPFAR will also train LRA to
provide support for disclosure, to identify barriers to HIV care, to address challenges, intensify post-
test counselling and education and ensure the availability of immediate ART, which will be offered
as a starter pack upon testing.

Fast track mechanisms will be put in place to ensure men who attend clinics only for pickups are
served in a timely manner. Improved documentation of MMD and CAD through DICs and other
community-based organizations (CBOs) will be ensured to avoid misclassification of some patients
as LTFU. This includes military on deployment who sometimes receive 6-month ART packs or are
served in the community and are misclassified as LTFU. Health education and literacy materials
tailored to men’s health will be developed and made available to all men including KP and PP, with
peer linkage and retention agents available to address male, KP, and PP specific issues. Peer support
groups and male-friendly clinics will be scaled up in all PEPFAR-supported sites. The Defense
Forces activities will be implemented to address retention issues resulting from stigma and
discrimination.

Strategies to improve retention among children and adolescents
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PEPFAR Cameroon implements a bi-directional referral system for CLHIV between clinical sites
and the OVC program. The clinical service providers receive OVCs at health facilities and provide
HIV prevention, treatment and care services, while the OVC service providers conduct monthly
home visits to provide community-based care and support and other wraparound services in core
areas identified in individual case plans of HIV-positive children and adolescents (see OVC program
section). PEPFAR Cameroon will expand this strategy across the 10 regions to enhance uptake of
HIV services and retention of children in care.

PEPFAR Cameroon will support IPs to reinforce the alignment of drug pick-ups for children with
appointments for vaccination, mother’s drug pick-up or support group activities. Adolescents’ drug
pick-up times will be adapted to fit school schedules. PEPFAR Cameroon will continue supporting
adolescent treatment support groups and train providers and case managers to assist them with
disclosure, build their capacity on life skills, provide information on sexual and reproductive health,
counseling on treatment adherence and proper transition to adulthood. PEPFAR Cameroon will
also support the identification of “adolescent champions” to lead age-appropriate therapeutic
education and foster retention. The “Enhanced Adherence Counseling” program will be
implemented in clinical settings, which includes provision of tailored messaging to caregivers of
children and adolescents and establishing a system for timely return and management of high VL
results in pediatric clinics.

To improve retention among younger cohorts such as children <i5 and adolescents and young
adults 10-24, PEPFAR Cameroon will strengthen the patient tracking system linking the facilities
and the communities through peer educators and regular drug and commodities supply system.
For children <15 years, the program will scale up differentiated service delivery models (DSD) such
as multi-month dispensation (MMD) for all stable children, age appropriate disclosure and home-
based visits. Regularly, health care providers will ensure TB screenings, adherence counseling, viral
load testing, and documentation of weight at last visit and prescription of co-trimoxazole for
opportunistic infections. In addition, the program will strengthen the community-based
interventions (OVC) through bi-directional referrals and collaboration with health facilities. For
adolescents and young adults 10-24, PEPFAR Cameroon will provide support to scale up adolescent
and youth friendly services, patient navigators, peer support and linkages to community-based
social services and family support, screening for and responding to violence. The program will also
support the implementation of a comprehensive and prevention package provided by community
partners (OVC and PC), a community adherence support by OVC partners and CAC and the linkage
to other social services based on the needs.

Currently in COP19, the OVC program is supporting A/CLHIV with community adherence and
tracking their outcomes to see treatment efficacy. At least once a month, case managers trained on
treatment literacy conduct home visits to provide therapeutic education and adherence counseling
to A/CLHIV as well as viral load reminders.
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In COP 20, those activities will be expanded and strengthened and almost all A/CLHIV in PEPFAR
supported health facilities in the OVC-supported SNU will be linked to the OVC program to benefit
from that community adherence package. Also, treatment regimens and reasons for poor adherence
among those with unsuppressed viral load will be identified and solutions found to address them
with clinical partners during monthly stakeholders’ meetings. OVC case managers will monitor for
poor adherence and treatment failure in children on ART and notify clinical partners immediately
if this should occur.
Figure 4.2.6: OVC VL cascade
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In COP20, PEPFAR Cameroon will continue providing age-appropriate services to beneficiaries
between the ages of 9 and 24 years at household, school, and community level. Primary Prevention
activities will focus around the principal areas of life skills education; sexual and reproductive
health (SRH) education; gender norms and equity; GBV prevention and response; condom
education, promotion, and skills-building; and referrals to clinical services for uptake. Trained
caseworkers will conduct risk assessments and deliver key messages on SRH and GBV prevention
during home visits to OVC households. The program will also work with adult and peer mentors to
deliver key messages on HIV and violence prevention through secondary school health and gender
clubs. At community level, the program will continue working with young people to identify safe
spaces (homes, community halls, etc.) where they can receive messages on HIV, GBV prevention
and response, and SRH (including condom education). These activities coupled with education
support to both girls and boys at risk of HIV and household economic strengthening activities will
contribute to reducing the risk of new infections among children and young people (with a focus
on AGYW) in target health districts.

Program activities will focus primarily on risk prevention and delaying sexual debut for children 9-
14 years; and risk reduction for older adolescents, 15-19 years. In the past two years, the program
has utilized several evidence-informed modules - “My Changing Body (Body Literacy and Fertility

» o«

Awareness for Young People)”, “Doorways I and Il community training manual”, “Grassroots Soccer
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(Skillz Program)”, and “Peace Corps Life Skills Manual” - in order to teach girls and boys below the
age of 18 about puberty, self-confidence, and good health practices that will contribute to their
future sexual and reproductive health. In line with COP2o0 technical guidance, PEPFAR Cameroon
has incorporated three evidence-informed modules in its current program that expand on the
topics of healthy relationships, making healthy decisions about sex, and sexual consent although
the focus of the program will be on the comprehensive program area, due to the size of the program
and epidemiological context as elicited by the COP20 guidance. Activities targeting children aged
15-19 or children that present HIV risk factors will include condom promotion and skills-building.
The program will refer all children presenting HIV risk factors to health facilities for HTS.

In addition to supporting children and young people with essential health information and services,
PEPFAR Cameroon will also implement positive parenting programs focused on strengthening
parent/caregiver’s relationships with children in their care. In COP 20, PEPFAR Cameroon will
continue to offer services at home and in community group settings using the Parenting for Lifelong
Health (PLH) for Parents and Teens” manual adapted to the Cameroonian context with the support
from trainers from Clowns without Borders South Africa. This manual seeks to establish nurturing
caregiver-child (9 to 17 years) relationships and reduce the risk of violence against children in and
outside the home. Efforts to reach more men with HTS will continue to be intensified through the
Men as Partners programs and outreach interventions in households’ settings.

PMTCT/Pediatrics

In FY19, PEPFAR Cameroon saw an improvement in the overall PMTCT coverage up from 60% in
FY18 to 84%. The implementation of the catch-up strategy to reach pregnant women with PMTCT
services in hard-to-reach populations contributed to improving the coverage for pregnant women
accessing ANC and PMTCT services. There was increased improvement in the quality of PMTCT
services offered to pregnant women as 96% of those received at PEPFAR supported facilities knew
their status and 96% of those who were positive were also linked to treatment. In addition, cohort
monitoring for PBFW on ART was implemented in FY19 to improve retention to care and reduce
mother to child transmission of HIV. Index testing was also scaled up for partners of HIV-positive
PBFW. In the new PEPFAR supported regions, the program will continue to support the GRC
decision memo to decentralize ART to all PMTCT, HTS, and TB stand-alone sites for a more holistic
family approach. In FY19, following advocacy by the PEPFAR Cameroon team, the GRC approved a
new viral load testing algorithm for pregnant and breastfeed women in the new HIV management
guidelines.

Results and achievements

PEPFAR Cameroon received 168,505 of an expected 177,911 pregnant women at ANC in PEPFAR-
supported sites in FY19, representing 84% coverage. The program did not achieve the 9o% target
for ANC coverage; however, this was an improvement compared to 60% in FY18. Of all pregnant
women who attended ANC, 161,071 (96%) were tested for HIV, among whom 7,060 tested positive,
representing 78.7% of the expected positive target of 8,974, with a yield of 4% for both known and
new and 1% (2,364) for the newly tested positives. 38% of all pregnant women received and tested
were adolescent girls and young women 10-24 years of age. Of the 7,060 known and new positive
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pregnant women, 6,785 (96%) received ART among whom 20% were AGYW. PEPFAR Cameroon
regularly analyzes the clinical cascade for pregnant women to inform program improvement
strategies. Additionally, IPs continue to work with facilities to identify and address key barriers to
PMTCT uptake such as decentralizing PMTCT services to informal health facilities that are
providing limited HIV services to PBFW with no documentation or reporting.

Outstanding gaps

Although progress has been made to improve ANC coverage from 60% in FY18 to 84% in FYig,
substantial efforts still have to be made to reach the 9o% target for ANC coverage with focus on
PBFW who are IDPs in the conflict-affected regions, those in hard to reach communities, and
AGYW. Stock outs of test kits remain a challenge, and VL coverage for PBFW is suboptimal (9%)
with 87% suppression rates.

Strategies to improve PMTCT Uptake

To increase ANC coverage in COP20, PEPFAR Cameroon will expand implementation of integrated
community interventions through the catch-up strategy by community health workers (CHWs) to
find pregnant women in hard-to-reach populations who have difficulties accessing health care, with
active linkage to health facilities using the dialogue structures in all PEPFAR supported sites in the
ten regions. IPs will work with district health services to map out areas with low ANC uptake and
provide targeted community outreach services. Routine HTS will be offered to all PBFW at ANC
services. All pregnant women who initially tested negative at first ANC visit will be retested and
retesting for verification within the context of the test and start strategy will be offered according
to national guidelines. PEPFAR Cameroon will institutionalize comprehensive family HIV
prevention, care and treatment programming by supporting decentralization of ART to PMTCT
stand-alone sites and intensifying same day ART initiation for pregnant women who test positive.

PEPFAR Cameroon will support the GRC to ensure effective implementation of the decision to
eliminate user fees for ANC. PEPFAR Cameroon will continue to implement the catch-up strategy
in priority districts in the ten regions to find pregnant women in the community and link them to
the facility. CHWs will empower women through home visits and community-based action groups
to improve their awareness of ANC services and facilitate trust in health care workers. Mobile health
technologies, SMS reminders and encouraging messages through social and print media will be
used to increase community mobilization for ANC services. The mother-mentor program will be
rolled out in all PEPFAR-supported sites. Community-facility linkage through CHWs will be
expanded across the 10 regions. Partner notification will be scaled up for partners of HIV-positive
PBFW. Site level performance data across the clinical cascade for PMTCT will be monitored and
used for performance improvement.

Strategies to improve retention of pregnant and breastfeeding women on ART
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PEPFAR Cameroon will expand the implementation of the ANC and postpartum care package
during the ANC and postnatal period, which includes vaccination, ART, VL, and family planning
services for PBFW to improve retention in the PMTCT program. PMTCT cohort monitoring, which
was implemented in FY19 to improve retention of PBFW on ART, will be expanded to all PEPFAR-
supported sites in the 10 regions. Cohort monitoring tools and SOPs will be produced and made
available to all health facilities to monitor outcomes for HEIs and the mother-baby pair on ART and
service providers trained on their use. Linkage and retention case managers will strengthen
community-facility linkages through active defaulter tracking programs, home visits, and
psychosocial support group programs. Support group activities for PBFW will be expanded and
PBFW who consent will be provided TLD to improve their retention on treatment.

PEPFAR Cameroon will engage regional delegations of health and district health services to support
ANC and PMTCT interventions and reporting in informal health facilities to ensure provision of
quality ANC and PMTCT interventions in line with national guidelines, access to PMTCT
commodities, linkage of HIV-positive PBFW to established health facilities for continuum of care
as needed, and documentation and reporting on PMTCT interventions. PEPFAR will work with IPs
to ensure a continuum of care to IDPs by using multidisciplinary teams, case managers and CBOs
to reach out to PBFW and their partners with HIV services. PEPFAR Cameroon will scale up and
expand viral load testing for pregnant and breastfeeding women following the new VL algorithm
and improve on the documentation of viral load testing and viral suppression for PBFW in all
PEPAR-supported sites to ensure appropriate monitoring, with training and mentorship of HCWs
to ensure effective implementation.

In 2018, GRC signed a ministerial decision reorganizing the ART management structures in
Cameroon with the goal of decentralizing ART services to 5" and 6" category health facilities that
initially provided standalone prevention of mother to child transmission of HIV (PMTCT) services
to pregnant and breastfeeding women including their HIV exposed infants (HEI) but
operationalization remains a challenge. Cameroon has further decentralized point of care EID for
HEI to a number of reference, regional, and district hospitals to reduce turnaround time and
accelerate early management of children infected with HIV. The EID coverage for HEI in PEPFAR
supported sites is quite good, >80% at 2-months and 110% at 12 months. In 2019, 16,638 HIV exposed
infants benefited from EID testing through the existing POC network put in place through
Elizabeth Glaser Pediatric AIDS Foundation (EGPAF), CHAI and UNICEF, with support from
UNITAID representing 79% of the national target (21,077). (NACC Annual Report 2018).
Prophylactic ART coverage for HEI within 6 weeks is 83,53% in 2018 (NACC Annual Report, 2018).

In FY19, PEPFAR Cameroon supported the implementation of several strategies to improve uptake
of HIV services for pediatric populations, including decentralization of pediatric ART in health
facilities through task shifting. Service providers were trained to offer quality ART services to
children and adolescents, PITC was offered at all pediatric entry points in health facilities and in
the community, index testing of biological children of adult index cases was rolled out and reported
as the highest yield in identifying children, and cohort monitoring for HEI being implemented in
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about 50% of sites and contributed to the improved EID for HEI. Bi-directional referral of children
and adolescents between the OVC and clinical programs is being reinforced, HTS is offered free for
children and adolescents since January 2020. VL testing is currently being scaled up for monitoring
of patients, including children and adolescents on ART, but scale up remains a major challenge.
Monitoring of children on ART was also reinforced with the hiring of pediatric psychosocial support
staff specifically for linking and retaining children in care.

Results and achievements

In 2018, Cameroon registered 16,638 HEI born to HIV-positive pregnant mothers who underwent
polymerase chain reaction (PCR) testing, among whom 958 tested positive - giving a yield of 5.8%.
In FY19, PEPFAR Cameroon reported 8,030 HEI who had a PCR test at twelve months, representing
110% of all HIV positive pregnant who delivered during the reporting period at PEPFAR supported
sites (8,030/7,322) and 48.3% of the country coverage, with a yield of 3%. Seventy eight percent
(183/234) of HIV-positive infants <i-year-old were enrolled on ART down from 83% (262/317) in
FY18. At the end of FY19, PEPFAR Cameroon provided ART to 6,736 CLHIV <15, accounting for
45.7% of PEPFAR FY19 pediatric target (14,753). Only 54% of the expected HIV positive children
were identified (1,063/1,964) with a linkage rate of 102% (1,063/1,089) and a TX-NEW of 51%
(1,089/2,137). The retention rate was low (9%) showing the program identified new positive children
but lost (649) more than the number of children enrolled (7,368-8,017). VL coverage for children
and adolescents is 42% and the suppression rate for children and adolescents linked to ART was
71.75%. PEPFAR routinely evaluates site level linkage and retention data for adolescents and
children.

Outstanding gaps

Only 21% (848/3984) of facilities providing ART services offer comprehensive pediatric care to
children and adolescents and 79% provide PMTCT only. Despite the progress made, there remain
a number of challenges, including suboptimal case finding in pediatric and adolescent populations.
Low access to EID POC due to poor distribution of EID/POC platforms coupled with inadequate
sample transport systems to transport EID/VL samples to the reference laboratories and frequent
stock outs of EID commodities. There is suboptimal use of the pediatric screening tool resulting in
the excessive testing of children with very low yields. Inconsistent availability of optimized pediatric
ART regimens, poor adjustment of pediatric ART dosage with weight and age according to
guidelines, and increased death rates of up to 17.9 for children <5 years due to poor identification
and management of children with advanced HIV disease in pediatric services remain obstacles. The
linkage rates for the adolescent subpopulation 15-19 years especially the males was suboptimal
(64%), with low retention rates across the pediatric cascade (i.e. 12% among the < 1 year old) and
VL coverage (42%) among HIV-positive children and adolescents on ART. VL suppression rates for
children were also low (71.75%), possibly as a result of suboptimal availability of optimized ARV
formulations for children, socioeconomic factors that contribute to poor adherence and poor ART
clinic attendance, and parent or caregiver reticence to disclose HIV status to children and
adolescents. There was also limited support for HIV-positive children through the bidirectional
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referrals for CLHIV between the PEPFAR clinical and OVC package of services to help improve on
outcomes for children and adolescents prior to the COP19 scale up.

Strategies to reach children and adolescents

In COP20, PEPFAR Cameroon will expand key strategies to improve pediatric and adolescent HIV
prevention, care and treatment to all 319 sites in the ten regions. PEPFAR Cameroon will support
the decentralization of pediatric and adolescent HIV services to PMTCT standalone sites to improve
on case finding, linkage of positive HIV children identified through PMTCT and the family centered
care.

PEPFAR Cameroon will continue to advocate and support the expansion of point of care for EID in
hard to reach districts and will continue to ensure the creation of networks of health facilities
around existing point of care machines to maximize use and enhance uptake of EID for HEI while
ensuring the availability of EID test kits. Sample transport systems will be set up and/or
strengthened to support EID and VL uptake and testing turnaround time (TAT) through the use of
bikers. Linkage and retention case managers posted to postnatal services will capture all mothers
on ART who deliver and enroll the mother-baby pair in the cohort register for monitoring until 18
months postpartum when the final HIV status of the HEI is known. Cohort monitoring for HEI will
be expanded for the mother-baby pair to enhance EID uptake for all HEI across all 10 regions. IPs
will work with facilities to monitor EID uptake, HEI tracking, and TAT. Community partners will
be empowered to actively search for HEI in the community and link them to the facilities for EID
services. PEPFAR Cameroon will leverage the OVC program to help link PBFW and HEI who are
defaulters in the community to EID services. PEPFAR will support linking of EID services for HEI
to a standard package of ANC and postpartum care for mothers and infants. Pediatric linkage and
retention case managers will also ensure linkage of infants who test positive for HIV and provide
comprehensive counseling and support to the mother or caregiver to ensure the infant stays in care.
IPs will work with facilities to share best practices from high performing sites with low performing
sites. Routine review of PMTCT status among HEI in EPI, maternity and OPD will be ensured.

Figure 4.3.1: Finding pediatric and adolescent populations through tailored strategies
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PEPFAR Cameroon will expand the pediatric package of services and support GRC to complete the
rollout of Test and Treat for pediatric and adolescents in the 10 regions. PITC will be reestablished
at all high yield pediatric and adolescent entry points in facilities with availability of rapid test kits.
Targeted testing will be intensified using the screening tool to assess for risk and identify the most
at risk and vulnerable adolescents for testing at both facility and community levels. Index case
testing for biological children will be expanded to all sites in the new regions. Index testing will be
offered to biological children of newly tested HIV-positive women or to men who test positive, but
the wife’s status is unknown or died of an unknown cause, who are deemed to be at high risk for
HIV. HIV testing will be offered to children with malnutrition, presumptive or confirmed TB,
emergency patients, and inpatient for those with unknown status at admission and are at high risk
for HIV.

PEPFAR Cameroon will use pediatric linkage case management experts to accompany children and
adolescents who test positive at facility and community levels for ART initiation. Health care
providers will be trained and mentored on pediatric HIV management including counseling and
testing, pediatric ART optimization, VL, advanced HIV disease and enhanced adherence counseling
and retention to provide quality HIV services to children and adolescents. PEPFAR will support IPs
to ensure the availability of dosing charts at sites, the appropriate prescription of optimized
pediatric ART, and the availability and timely request of pediatric ARV drugs. Appropriate weight
and height scales will be provided to ensure weight appropriate ART prescriptions.

VL testing will be scaled up for children and adolescents living with HIV. To improve on viral load
coverage, health care providers will be mentored to line list all children eligible for viral load testing
and ensure VL prescriptions are provided with samples collected and referred to the reference
laboratories for VL testing. The results once available will be presented for interpretation and
decision making according to national guidelines. Enhanced adherence counseling will be
intensified through mentorship for children and adolescents with high viral load to improve on
viral suppression. Child friendly corners and support groups for children will also be implemented.
The capacity of HCWs will be strengthened to facilitate disclosure, transitioning of adolescents to
adult ART services and for the adult health care providers to receive adolescents transitioned from
other pediatric services. Tools adapted for pediatric counselling and disclosure in use since FY18
will be produced and made available at all PEPFAR-supported sites. Support group activities for
children, adolescents and their parents will be intensified, and sites will be strengthened to use
these sessions to provide integrated services.

PEPFAR Cameroon will support IPs to reinforce the alignment of drug pick-ups for children with
appointments for vaccination, mother’s drug pick-up or support group activities. However, children
will have to be brought to the facility at least once in a quarter for anthropometric measurement in
order to adjust ART dosage if necessary. Providers and case managers will also be trained to provide
parenting caregiver support. PEPFAR Cameroon will also support the identification of “adolescent
champions” to lead age-appropriate therapeutic education and foster retention. The “Enhanced
Adherence Counseling” program will be implemented in clinical settings, which includes provision
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of tailored messaging to caregivers of children and adolescents and establishing a system for timely

return and management of high VL results in pediatric clinics.

The bidirectional referral of children and adolescents between the Clinical and OVC program will

be strengthened. The clinical service providers will receive OVCs at health facilities and provide

them with HIV prevention, treatment and care services, while the OVC program will play a key role

in ensuring community support for linkage to care, retention, and adherence among children and

adolescents living with HIV. More specifically, the program will provide the following services to

target beneficiaries:

CLHIV and their families. Trained case workers will carry out monthly home visits to
provide early childhood development (ECD) for children below 8 years of age focused on
positive parenting interventions and early stimulation; adherence counselling; age and
stage appropriate disclosure support, education progress monitoring; nutritional
assessment and counselling; violence screening; transportation support to access health
services and medical coverage for other health conditions; and other services as needs arise.
Additional services for adolescents living with HIV will include screening for drug, alcohol,
and sexual risk behavior and providing counselling to reduce identified risk practices. The
program will strengthen bidirectional referral between community-based organizations and
health facilities including organizing case conferencing, and monthly coordination
meetings.

HIV-positive PBFW and children living in their care. Trained case workers will conduct
monthly home visits to provide ECD focused on positive parenting and early stimulation;
adherence monitoring; and accompanied referrals to health facilities to ensure confirmatory
testing among HEI.

Other children at risk (children of female sex workers, GBV cases reported to the program,
AGYW in or at risk of entering sex work, internally displaced children/adolescents). See
section 4.2 for primary prevention program targeting AGYW and OVC.

The OVC program will provide wrap-around services such as household economic

strengthening activities and education support for formal schooling and vocational training to

help mitigate the negative impact of HIV on households. Finally, the program will seek to

leverage existing programs such as USAID’s Food for Peace program (targeting refugees and
IDPs), President’s Malaria Initiative (in health districts in the North and Far North regions),
and the World Bank’s Social Safety Net program to improve the living conditions of OVC and

their families.
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TB/HIV

Cameroon is one of 30 countries with the highest burden of TB/HIV co-infection. In 2017, the
estimated number of new TB cases expected was 47,000, of which only 24,905 (52%) cases were
notified. TB incidence rate was 103/100,000 population, with treatment coverage of 52%. Among all
TB cases notified in 2017, the majority (59%) were males and 5.5% were children, with the detection
rate among children, less than the 7-12% expected target. Therapeutic success rate for new and
relapsed TB cases was 85% in 2017 and 79% for HIV-positive TB cases, less than the 9o% target. In
2017, only 176 of an estimated 273 multidrug-resistant (MDR)/rifampicin resistant (RR) TB patients
were diagnosed and treated. GRC is focusing efforts to increase TB case detection and cure rate for
both drug sensitive and multi-drug resistance TB (MDR-TB).

Cameroon has adhered to the Sustainable Development Goals and the World Health Organization
(WHO)’s Strategy to END-TB and has implemented various short and long-term TB and HIV
strategic plans to reduce the burden of TB. Despite being preventable and curable, TB remains the
leading cause of infectious disease morbidity and mortality for PLHIV, with the urban cities of
Yaoundé (15.4%) and Douala (17.6%) accounting for one third (33%) of all TB patients in Cameroon
(National TB Control Program, 2017). In 2017, 95% of TB patients were tested for HIV, with 31%
TB/HIV co-infection. Among all HIV/TB co-infected cases identified, 96% were linked to ART. The
incidence of TB was 1.5% among PLHIV on ART and 11.3% among PLHIV not on ART. Although the
MoPH recommends the provision of IPT to PLHIV without active TB, implementation of this policy
is still limited.

To support GRC in the scale up of TB prevention and treatment, CDC implemented a Cooperative
Agreement with Cameroon's National TB Control Program (NTCP) in FY18 to ‘Decrease the TB/HIV
Burden and Develop Systems to Achieve and Sustain TB/HIV Epidemic Control in Cameroon under
the President's Emergency Plan for AIDS Relief (PEPFAR). This award will contribute to
strengthening prevention, diagnosis and treatment of TB in PLHIV through screening and case
identification; TB infection prevention and control; HIV testing, monitoring and clinical care for
TB clients; and health system strengthening.

PEPFAR clinical IPs continue to support HIV clinical units through capacity building to offer quality
TB screening using basic signs and symptoms, refer suspected cases for TB diagnostic evaluation,
and provide preventive treatment for PLHIV without active TB, and curative treatment to
confirmed TB cases. TB clinical units are also strengthened to offer systematic HIV testing to all TB
patients and refer positive cases for ART initiation. Capacity building to offer integrated TB/HIV
services using a one-stop shop model is still ongoing, as only a few sites are currently providing
integrated TB/HIV services. In addition to existing national TB registers, harmonized tools for
reporting across the cascade have been produced and will be made available at all sites to ensure
full functionality.
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Results and achievements

In FY18, PEPFAR Cameroon provided 10,000 Gene-Xpert cartridges to improve confirmatory TB
diagnostics for presumptive TB cases. Clinical facilities were supported to develop and implement
infection prevention and control plans. At PEPFAR supported sites, 92% of new and relapsed TB
cases knew their HIV status, 48% of TB patients were co-infected with HIV, and 90% of HIV-
positive TB cases were initiated on ART in FY19.

Overall FY19 TB Cascade
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In ART clinics, only 82% of all PLHIV were screened for TB, and 2% had a positive TB symptom
screen — a lower achievement than the 5% expected target. Forty six percent of specimens were sent
to the laboratory for confirmation and 43% were confirmed positive, of which 96% were initiated
on treatment. PEPFAR continues to provide support for the integration of TB and HIV services at
facility level with focus on in-service capacity building for service providers to provide quality
HIV/TB services to co-infected patients.

FY19 TB Screening Cascade
199574

163368
® 96%
82%
¢ 46% *43%
3674 1689
% ZEi 705

TX_CURR Screened for Screened  Speciment Confirmed Initiated on
B Positive sentto Lab  Positives TB Treament

53| Page



Among 82% of PLHIV screened for TB in FY19, 98% had a negative TB symptom screen, of which
5% were initiated on TB preventive therapy.

TPT Coverage at FY 19 Q4
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Outstanding gaps

Despite implementation of TB/HIV integrated activities in Cameroon, TB/HIV prevalence remains
high at 31%. TB case finding, diagnosis and treatment remains suboptimal, especially among
children. TB diagnosis continues to rely on microscopy for most diagnosed cases despite increased
roll out of molecular technology (GeneXpert, TB Lamp). The number of Diagnosis and Treatment
Centers (DTCs) increased from 220 in 201 to 256 in 2018, but not all DTCs offer microscopy. IPT
implementation is limited by drug availability, staff capacity, and tools for data capture and
reporting. The diagnosis of TB patients remains a challenge especially in the two big cities of
Yaoundé (15%) and Douala (68.5%), with only about 40% of all TB patients notified coupled, and
the sample transport system is not yet well established. Several DTCs do not offer TB diagnostic
tests to patient’s onsite and instead refer patients to other facilities for testing due to unavailability
of personnel, inappropriate space, and unavailability of microscopes; however, patients may be lost
to follow up between the referral and the testing sites. The TB diagnostic capacity for PLHIV,
prisoners, children, contacts of confirmed Pulmonary Bacteriological TB and other at-risk
populations remains suboptimal. There is limited integration of ART and TB services in health
facilities, poor coordination at all levels of the health sector, and limited sharing of TB and HIV
data.

Strategies to expand uptake of TB/HIV services

The Cooperative agreement with the National TB Control Program will strengthen the program’s
capacity to decrease the burden of TB/HIV and develop systems to achieve and sustain TB/HIV
epidemic control in Cameroon. In COP20, PEPFAR Cameroon will continue expanded TB/HIV
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service provision in all PEPFAR-supported sites in the 10 regions. Clinical IPs will provide TB
screening to all PLHIV on ART, presumptive TB cases will be referred for diagnostic evaluation, and
all PLHIV who test positive for TB will be linked to TB treatment. HIV testing services will be offered
to all TB patients, ART provided for all TB patients diagnosed with HIV, and IPT will be provided
to PLHIV without active TB, including military and all other vulnerable populations. To reach the
COP2o0 targets and decrease the burden of TB among PLHIV, the coinfection package of services
will include intensifying case finding for TB among PLHIV, providing IPT to new and old PLHIV
without active TB, and infection prevention and control measures. To decrease the burden of HIV
among TB patients, the service delivery package will include HIV testing and counseling for
presumptive or confirmed TB cases, and linkage to ART for TB patients diagnosed with HIV.

PEPFAR Cameroon will continue to strengthen TB/HIV integration in facilities, with effective
decentralization of HIV testing and ART initiation in TB clinics, while decentralizing TB case
finding and management in pediatric clinics. To strengthen prevention, diagnosis and treatment of
TB among PLHIV, PEPFAR Cameroon will build the capacity of health care providers to actively
screen for TB among PLHIV, diagnose and provide TB treatment to positive cases, and generate
demand in all high-volume sites across the 10 regions. The capacity of the laboratory network will
be strengthened to link 100% of sites for testing (microscopy, GeneXpert, TB lamp) of PLHIV with
TB symptoms. IPT will be provided to PLHIV who screen negative for TB in all PEPFAR-supported
sites. Active TB case finding will be implemented at various facility entry points and the community.
Case finding, diagnosis and treatment of TB in children and adolescents will be decentralized and
strengthened. PEPFAR Cameroon will continue to support GRC to produce and make available data
collection tools for IPT and train/mentor service providers in the 10 regions to provide IPT to PLHIV
without active TB and document services offered in the registers.

To strengthen TB infection prevention and control (TBIC) procedures in health facilities in the 10
regions, PEPFAR Cameroon will build the capacity of HCWs and auxiliary staff on basic infection
prevention, control strategies and biosafety, support districts/health facilities to develop and
implement TBIC plans, and implement systematic TB screening of health and related staffin all the
sites according to national guidelines. To strengthen HIV testing, monitoring and clinical care of
TB clients, PEPFAR Cameroon will build the capacity and mentor DTCs to provide HIV testing for
presumptive and confirmed TB cases, link positive cases to ARV, provide clinical mentorship to
improve TB screening, diagnosis and TB treatment to PLHIV.

In COP20, PEPFAR Cameroon will continue to support revisions of national guidelines, TB/HIV
data review meetings, TB/HIV coordinating body meetings, and technical support through
mentoring of health care providers in all PEPFAR-supported facilities. Mentorship, supervision,
monitoring and evaluation will be strengthened through TA, site visits, and partner management
and monitoring. PEPFAR Cameroon will increase the capacity to track TB screening documentation
at site level and across sex and age groups, as well as the capacity to monitor management of
HIV/TB patients and the clinical cascade. PEPFAR Cameroon will strengthen health systems by
building monitoring and evaluation capacity through implementation of an online data service for
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the management of network communications, reinforce the capacity of NTCP central and regional
level staff to get real time data on TB and TB/HIV, and digitalize data collection, transmission, and
analysis by integration and harmonization in the District Health Information System (DHIS2). The
program will also support coordination efforts and provide TA, mentorship and supervision in all
clinical sites.

Key Populations

HIV prevalence remains high among KP (24.3% in FSW and 20.7% in MSM, IBBS 2016) with the
burden of the epidemic concentrated in urban cities. Therefore, KP prevention efforts will remain
focused in the current implementation areas of Yaoundé, Douala, Bamenda, Bertoua, Bafoussam,
and Ngaoundéré. In COP20, an expansion to a new city (Kribi) will be made in order to reach
additional beneficiaries in need. These cities were selected based on HIV burden, in coordination
with the GFATM community principal recipient (PR) and civil society. Together, the seven urban
centers covered are those with the highest burden of KPLHIV based on the best available size
estimates. In addition, the cities cover the major national and international transport corridors,
major university towns, tourist attractions, and communities hosting large concentrations of
internally displaced persons and refugees. In these cities, PEPFAR will continue to scale up targeted
community interventions focused on preventing new HIV infections, strengthening case finding,
linkage to treatment, ART adherence and retention support. In addition, differentiated models of
service delivery like community-based dispensing will be reinforced.

In COP 20, PEPFAR Cameroon will develop and distribute health education and treatment literacy
materials tailored to KPs and PPs’ health will be developed with peer linkage and retention agents
(KP/PP focal points) available to address KP and PP specific issues. KP-friendly clinics (stigma free,
non-judgmental, extended/weekend hours) will be scaled up in all PEPFAR-supported sites,
especially clinics around DICs, hotspots and KP meeting venues. KP peer support groups hosted by
facilities initiated during FY20 will be supported and brought to scale during COP20. Multi-month
scripting and MMD will be done for KPs on ART who have become stable. Community ART
dispensation will also be proposed as an option to stable KPs who can choose to pick up ART at the
level of the DIC.

At community level through DICs, KPs will continuously receive adherence counseling and support
from community case managers and peer navigators. Viral load sample collection will also be done
at DICs to continuously improve KP/PP access to VL testing. The peer navigator and KP focal point
at the facility will work together through a handshake model to track VL test results. Peer navigator
or expert client will provide guidance on results interpretation and provide enhanced adherence
counseling to virally unsuppressed KP/PP.

FY19 Results and achievements

FY19 data reveal that 38,457 KP were reached with prevention messages and materials and 21,436
tested for HIV. Of the 47% who were tested for HIV, 2,956 were diagnosed HIV-positive (15%) and
2,478 were linked to treatment (95%). In order to better target and test those beneficiaries most
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likely to be HIV-positive, index testing was expanded in FY19. In addition, innovative approaches
to differentiated index testing through social events and other avenues introduced last year were
scaled up in all CBO to minimize the risk of intimate partner violence.

Regarding clients of FSW, the program continued to implement the Sex, Test and Treat approach
where FSW counsel their clients and provide them with a coupon for free testing at DICs or
participating health centers. Under that strategy, in FY19 the program recorded a yield of 12%
(163/1393) in those clients, more than six times the national prevalence for adult men.

In addition, PEPFAR Cameroon has been working with GRC, GFATM, UNAIDS, and other partners
to update national policies, tools and standardized approaches for KP programming to include new
prevention activities like Pre-exposure prophylaxis (PrEP) and HIV self-testing. Those policy
documents are now available and PrEP and HIV self-testing activities began in the last quarter of
FY19. In COP20, PEPFAR will continue to work alongside with the GRC and key stakeholders to
update policies and programmatic tools for PrEP implementation and to expand this program
nationwide and to other populations in need, including partners of pregnant women and partners
of sero-discordant couples. PEPFAR will also continue and programs will engage stakeholders
beyond the health sector such as local authorities, law enforcement, and the judiciary to create a
more enabling environment for FSW and MSM free from stigma, discrimination, or fear of violence.

Outstanding gaps

FY19 program data show that the majority of KP reached last year were less than 30 years old (79%
of MSM and 60% of FSW) and yields are consistently lower in this age group than in older KP;
additional efforts to reach older KP who are more likely to be HIV-positive are being implemented
in FY19 and will be scaled up in FY20. In addition, FY19 yields for MSM and FSW (14% for both
populations) were similar to the IBBS 2016 prevalence for those newly tested with yield trends
following the same pattern as noted in the study. In the KP program, those aged 30 and above,
average yield (24% in FY19 Q4 data) was double that of the younger age bands (12% in FY19 Q4
data). Program strategies for COP 20 will be tailored to each geographic area and sub-population
with a focus on PrEP initiation and adherence, retention to treatment for KPLHIV, and scaling up
differentiated index testing activities with fidelity.

Strategies to improve KP cases finding, linkage and retention in the continuum of care

KP services begin at the community level with prevention activities and case finding. Under the
Enhanced Peer Education and Mobilization model, outreach and prevention messaging as well as
distribution of male and female condoms and lubricants are provided by trained Peer Educators
(PE) and Peers Leaders (PL). Prevention efforts in COP20 will increasingly target their focus to
younger KP who have historically shown lower yields and KP who have previously tested HIV
negative.

PrEP interventions will continue to be offered to KP as an additional prevention choice and
routinely to the HIV-negative partner in sero-discordant couples for the first six months that the
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HIV-positive partner is on treatment. To improve on PrEP uptake, adequate communication
strategies to address misinformation within the KP community, motivational interviewing skills
and adjusting counseling and IEC approaches will be implemented and expanded. Small-group
sessions for experience sharing among PrEP users, online-mediated strategy and outreach
mobilization will be used and emphasized to reach more KP and keep on PrEP those who have
made the choice to start the PrEP.

Regarding testing, cumulative FY19 results show testing at DICs generally produces higher yields
than mobile testing with HIV prevalence increasing with age. For that reason, sexual network
mapping of older MSM and social network mapping of older FSW will be emphasized in FY21. In
addition, regular hotspot mapping by PLs will continue identifying new and old hotspots with high
yield to strengthen targeted testing. Through a performance-based approach, PLs or PE will receive
incentives for the number of clients referred and tested at the DIC. Differentiated index testing will
continue and be scaled up in new cities in a manner that guarantees human rights and minimizes
risk of IPV. That index testing approach will focus on sexual partners of MSM, regular, non-paying
sexual partners of FSW, and children of FSW.

Clients of FSW will continue to be reached by the innovative coupon system known as Sex, Test
and Treat and with an emphasis on Long Distance Truck Drivers (LDTD). Under the Sex, Test and
Treat strategy, FSW provide HIV prevention education to their clients and provide them with a
coupon for free testing at DICs or participating health centers. The FSW then receives a small
incentive payment of about $1 for each completed referral. LDTD will be tracked and offered
prevention services along transport corridors as well as access to ART in the site that is most
convenient for them in coordination with PEPFAR clinical partners.

For those cases in which MSM in particular are fearful of direct contact notification, indirect
methods such as the social gatherings known as “Grins” or “Chill-ins” which anonymously bring
together partners of HIV-positive MSM for a social event where testing is conducted will continue
to be expanded in COP2o. For other hard to reach partners such as MSM who do not identify as
part of the lesbian, gay, bisexual, or transgender community, female partners of MSM who do not
know their partners are bisexual, and those regular, non-buying sexual partners of FSW who refuse
to come in to the DIC, self-test kits will be distributed to the HIV-positive KP to encourage their
partners to test. PL and PE will provide counseling to KP partners and information for those who
return for confirmatory tests. Those who test positive on self-tests will be referred to a local facility
for a confirmatory test and supported by PLs and PEs within the community.

Once tested positive for HIV, KP are assigned a Peer Navigator (PN). Those PN are normally PLs or
PEs who are identified as living successfully with HIV/AIDS and have been recruited and given
additional training in order to provide counseling services including client treatment and
adherence support. PNs physically accompany their clients to health facilities and present them to
the designated KP-friendly provider in what is known as the “handshake” between the community
and facility provider.
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After enrollment on ART, the PN continues to support the client, focusing on the Positive Health,
Dignity, and Prevention model and assisting with access to needed services, including psychosocial
support, nutritional counseling as well as clinical services such as treatment for STIs, VL testing,
SRH services, and post-GBV care, which is partially supported by GFATM. Systematic STI screening,
as well as sexual and reproductive health services, will continue to be provided to all KP reached
(with a targeted approach for FSW) in collaboration with CAMNAFAW. Once found positive and
linked to a health facility, PN provide clients with routine adherence counseling and retention
support during home visits and frequent calls. They actively work to avoid defaulters to treatment
and bring back any clients lost-to-follow-up. The PN will assist in contact tracing to ensure that the
index patient approach is successfully applied to each new case diagnosed and that prevention
messages reach those most at-risk. The PN program will continue in FY19 and continue to be
monitored through monthly stakeholder meetings including representatives from local health
facilities, the community and local government.

Figure 4.3.2: Model for improved access to services and retention for KP
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Almost all DICs in Yaoundé, Douala and Bamenda are dispensing ARV as part of the community
ART dispensation program and this will be scaled to the new cities added in FY20 and FY21.

In order to create a more favorable legal environment for KPs in Cameroon, PEPFAR and partners
continue to play a lead role in advocating for the rights of KP and intervening when those rights are
violated. By leveraging GFATM efforts, PEPFAR and its partners continue to actively work to
sensitize police and military personnel on issues of gender identity and sexual orientation and to
ensure that the moratorium on KP arrests is respected. In cases where the moratorium has not been
respected and arbitrary arrests have occurred, the U.S. Embassy Front Office and Regional Security
Office have sought to mitigate the consequences. To develop community ownership of policy
activities for KP, PEPFAR continues to provide support to CBOs to build a GBV task force to
improve GBV reporting and documentation of GBV cases. Although PEPFAR is working to ensure
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protection for KP, the continuing existence of KP stigma and the lack of adequate legal protections
underscore the importance of long-term community-based care and support for HIV-positive KP
adherence and retention.

The program uses SIMS data and site level analysis of KP cascade data to inform KP strategies,
manage partners, identify sites where HIV-positive KP are being found, tailor differentiated
programming to fill gaps and target high yield sites as well as ensure program quality. PEPFAR
Cameroon staff will continue to use data for decision making through bi-monthly data reviews and
monthly partner management meetings. Further data collection will include an increase in the
number of SIMS assessments as well as the number of site visits to both hotspots and DICs. Since
FY18, partner performance has improved and shown considerable initiative in utilizing lessons
learned to expand reach, maximize impact in testing and increase linkage to treatment, such lessons
learned will continue to be used to improve PEPFAR KP programming.

Strategies to improve HIV services in host and refugee communities
PEPFAR Cameroon will ensure that regions that are principally hosting internally displaced persons

(IDPs) and refugees will be equipped to provide tailored HIV prevention, care and treatment
services to meet IDPs’ needs. The regions involved include the Adamawa, Centre, East, Littoral and
West regions. IPs covering these regions will build a strong collaboration with the District Health
Services with high IDP and refugees’ burden through Regional Delegations of Public Health and
the Regional Technical Working Groups to reach out to IDP/refugee communities through an
integrated community (outreach) service delivery approach. Community health workers (including
members from IDP/refugee communities) at the level of the districts will be trained on basic HIV
and AIDS, targeted social and behavior change communication, community mobilization in favor
of uptake of HIV prevention, care and treatment services.

Based on this collaboration, HIV services across all three 9o’s will be integrated in routine and
periodic outreach activities for other primary health care programs organized by the District Health
Services. These can include vaccination, ANC catch-up, mother/child health and nutrition actions,
bed nets distribution, mass drug administration (neglected tropical diseases). HIV services package
that can be integrated during such community outreach activities include facility-led counseling,
testing, HIV self-test, condom distribution, treatment initiation, ART dispensation, adherence
counseling, VL sample collection and TB screening.

During COP20, IPs will liaise and coordinate with other key emergency response actors or
organizations (UNFPA, OCHA) to ensure HIV services (testing, PEP, treatment, VL testing) are
included in the minimum initial service package (MISP) in conflict affected areas and IDP host
communities and refugee camps.

Comprehensive, Integrated, Resilient ART System (CIRAS) and Cameroon Surge:

PEPFAR Cameroon scaled up its geographical coverage to all ten regions in FY20 to support the
MOH to reach HIV epidemic control by September 2021. This translates into increasing ART
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coverage from 57% in 2019 to 91% by 2021 through finding and enrolling 180,965 PLHIV on
treatment.

In COP19, PEPFAR Cameroon plans to activate the national and ten regional Emergency Operations
Centers (EOC) towards achieving HIV epidemic control in COP2o0, leveraging CDC’s Global Health
Security Agenda investment in establishing the EOC. The objective of the surge is to accelerate
progress towards epidemic control in the 10 regions of the country, across the entire HIV
prevention, care and treatment cascade. The goal is to increase the number of PLHIV receiving
antiretroviral treatment (TX_CURR) by 180,965 from October 2019 (TX_CURR 299,961) to
September 2021 (TX_CURR 480,926). The activation will be at national and regional level starting
at a high level of activation for approximately 3 months and will move to a lower level of activation,
thereafter, based on performance during initial months of activation. To increase the number of
PLHIV on ART, the program needs to act quickly to meet target, to prioritize all ICS/EOC activities
and to use a pragmatic stepwise implementation strategy.

Cross-cutting strategies

In all PEPFAR-supported regions, high performing clinical sites will be identified and supported to
mentor low performing sites. IPs will be supported to ensure availability of data collection tools
and appropriate documentation and reporting. Weekly data program review meetings involving all
technical staff will be organized to ensure harmonization and appropriate reporting. Quality
Improvement Collaborative (QIC), which has been successfully implemented in Cameroon, will be
used to improve on the clinical program performance. The QIC will focus on EID, case finding and
linkage of infants to treatment services, VL testing and suppression for PBFW, children and
adolescents, increasing ANC attendance for pregnant women, and linkage and retention for the
general population. PEPFAR Cameroon will expand the implementation of the mentorship model,
where mentors from high performing sites mentor low performing sites. In-service training,
monthly mentorship, and supportive supervision visits will also be part of the package.

4.2 Additional country-specific priorities listed in the planning level letter

In COP18, one of the most critical program challenges was supply chain and commodity
procurement. Failure of the GRC to mobilize counterpart funding and place commodity orders on
time resulted in nationwide stockouts and low stocks in RTKs, ARVs, TPT, and viral load and EID
Reagents. The PEPFAR team, including diplomatic engagement by the Front Office, and partners
made a great effort to identify the weaknesses in the supply chain, concluding with a post-COP18
inter-agency TDY, which found delays in custom clearance, a lack of data and visibility of stocks on
hand, a lack of efficient distribution systems and insufficient coordination at various levels, a lack
of effective nationwide cold chain and warehousing systems, and understaffed personnel managing
ordering and distribution.

Analysis of case finding results in COP18 reveals that case finding is another area with great need
for improvement within the program. Due largely to shortages or stock outs of rapid test kits, case
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finding nationally fell dramatically short of targets. Testing yields also staggered behind and index

testing was not sufficiently scaled up.

Lastly, analysis of COP18 performance for care and treatment reveals some improvements over

COP17, but there are still major gaps to treatment coverage across most SNUs. Retention among

young adult cohorts for both men and women, is a persistent challenge. Viral load suppression

continues to hover below 90% with significant gaps in viral load coverage.

During COP20 planning and finalization meetings, other priorities outlined by OGAC for

Cameroon were:

A review of TLD guidelines for the women of childbearing age population

o The National guidelines of the Ministry of Public Health have been updated with
directives on the implementation of TLD rollout. During trainings on ARVs
optimization and TLD rollout, health care providers will be trained on these
updates and implementation strategies. During counseling, the providers will
adequately communicate to women of childbearing potential to give the
advantages of TLD and the possible side effects in order to obtain their informed
choice.

Engage local partners in monitoring of user fee elimination at the sites
o Implementing Partners monitor progress on user fee elimination at site level on a
daily basis and provide weekly reports on progress made and challenges
encountered. CSOs are also engaged in monitoring this process.
Collaboration between Peace Corps and Global Fund to support investment in DREAMS-
like programming for adolescent girls and young women

Supply Chain Transformation

Supply chain partner must engage 3PL providers for last mile distribution of commodities
to clinical sites.

Supply chain partner must engage personnel to assist in the customs clearance and waiver
process at the point of entry in country.

Supply chain partner must provide support for warehousing, inventory, and distribution
management at the national and regional levels.

Clinical partners must engage pharmacy staff at sites to ensure proper ordering of optimal
regimens and to support proper storage practices, as well as support data collection of
consumption and stock at sites for optimal ordering.

Supply chain transformation plan must be completed in COP20 in coordination with Global
Fund.

Improved Case-Finding
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e Scale up of index testing with fidelity in all regions.

¢ Index testing counselors identified and retrained for all sites.

e Decrease Other PITC testing dramatically as a proportion of HTS_TST targets in COP2o0.
e Use of screening tool where Other PITC testing is done at clinical sites.

Client Centered Service Delivery

e Implementation of optimal ART regiments for pediatrics at all sites.

e Dramatic scale-up of multi-month dispensation with partner level data collected on the
proportion of the treatment population on MMD.

¢ Community dispensation must also be scaled up with partner level data collected on the
proportion of the treatment population receiving community dispensation.

e Implement retention strategies for young adults at the site level.

e 90% or more of children and adolescents on ART with PEPFAR support should be offered
the opportunity to enroll in the comprehensive OVC program.

e 90% or higher OVC_SERYV target achievement for beneficiaries under the age of 18.

e Continued scale up of viral load testing to achieve 90% coverage.

e Improve viral load suppression to above 90% through improved retention models for young
people, TLD scale up, multi-month dispensation, and community dispensation.

e Expansion of PrEP in populations with the greatest need.

e Continued scale up of TB preventive therapies.

4.5 Commodities

After experiencing a period of stock tensions, the Cameroon supply chain outlook is promising. At
the central, regional, district and health facility level, antiretroviral treatment, rapid test kit, viral
load reagent and consumable stock levels are stabilizing, and occurrence rates of stock outs are
declining. In order to maintain the trend and ensure a responsive supply chain that can sustainably
serve patients in need of commodities, PEPFAR is investing in innovative supply chain strategies
that will contribute in the short, medium and long term to ensuring the establishment of a resilient
supply chain for health commodities. In COP20, PEPFAR will also invest in commodities
procurement, contributing $5,995,000 for the acquisition of rapid test kits Determine and KHB
Shanghai ($1,579 518), viral load reagents and consumables ($2,920,482), commodities for PreP
($495,086) and Isoniazid ($999,999) for tuberculosis prevention among people living with HIV.

COP20, PEPFAR will also align its supply chain strategies to Government of Cameroon priorities
and will leverage other supply chain resources from other in-country partners such as the Global
Fund. Synergies among partners will eliminate duplication and support the country’s efforts to
achieve HIV epidemic control (see section 5.0).

The total national cost of commodities procurement in FY21 is estimated at $48,167,788, including
antiretrovirals, viral load reagents and rapid test kits. The implementation of COP 19 has been
hampered by delays in procurement and delivery of commodity orders occasioned by the delayed
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materialization of counterpart funding by the Government of Cameroon, resulting in commodity
shortages and stock out. While this situation is currently improving, PEPFAR Cameroon will
continue to monitor consumption data for risk of stock out and will request early release of COP
20 funding to ensure reception of shipments of key commodities by October 202o0. It is important
to note that the PEPFAR Cameroon program will focus its procurement on ensuring adequate RTK
stock and contributing to VL coverage but will still rely on the Government of Cameroon and the
Global Fund for ARVs and other commodities. Any delays on the part of the Government of
Cameroon to execute orders for ARVs may affect the program’s ability to meet its treatment targets.

To ensure proper ordering of optimal regimens, the capacity of pharmacy staff will be strengthened.
Clinical Implementing Partners will also continue to provide support at the site level to ensure
proper commodity inventory monitoring and storage practices (including the use of stock cards).
Furthermore, the clinical program will provide verification when commodities are received, and
send notifications when stocks are low at the facilities. Because facility-level information on
consumption and service provision is critical for national quantification, clinical partners will
strengthen data collection practices at sites, and ensure that this information is transmitted from
sites to regional and central levels.

4.6 Collaboration, Integration and Monitoring

In COP20, PEPFAR Cameroon will improve collaboration and leverage technical strengths and
competencies across all agencies to ensure efficiencies in addressing gaps identified in COP18/19
and development of COP20 in order to meet the program goals of achieving epidemic control by
sex and across different age groups and populations by Sept 2021. To address these gaps, the team
through a collaborative effort, will build on their technical strengths and expertise to guide
implementation of innovative strategies for achieving epidemic control among children, OVCs,
AGYW, KPs, adolescents, adult women and men in all four zones across the national territory.
Agencies will continue to collaborate in conducting GSM/SIMS/DAQ/SQA, implementing CQI
activities and supporting CSOs and other community outreach programs to ensure the provision of
quality patient-centered HIV/TB services. PEPFAR Cameroon agencies will collaborate in
implementing a single model of self-testing as an innovative strategy for finding men and will also
leverage on this collaborative effort and their different clinical, pharmaceutical and supply chain
expertise to support the GRC to complete the TLD transition process which started during COP19
implementation. PEPFAR Cameroon agencies will implement PrEP for key and priority populations
and sero-discordant couples and reinforce the U=U messaging. PEPFAR Cameroon agencies will
improve collaboration with CSOs.

To address specific gaps identified in COP18/COP19 , PEPFAR Cameroon’s key interventions in
COP20 towards achieving epidemic control in all four zones across the ten regions of the country
will focus on knowing who to target, where and how to find PLHIV, finding those we are missing
(men and adolescents), finding the drivers of the epidemic (AGYW) and improving on strategies to
link positives to rapid ART initiation, retain patients in ART treatment, improve viral load coverage
and keep them virally suppressed. To ensure success and sustainability, PEPFAR Cameroon will
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continue to leverage and strengthen existing collaboration with the GRC, CSOs and other key
stakeholders such as GFATM, UNAIDS, Unitaid, GIZ, UNICEF and WHO. In COP20, PEPFAR
Cameroon will fund UNAIDS to support the GRC in coordinating efforts towards ensuring the
availability of HIV data at district, regional and national level for decision making.

PEPFAR Cameroon has intensified partner management by investing in new approaches like
GSM/SIMS integrated site visits to enhance site level granular management coupled with CQI
activities, implementation of the remediation tracker and will continue to implement those that
improved efficiencies of partner/site performance in COP18/COP19. Across all PEPFAR Cameroon
agencies, improved strategies include weekly data reporting by the IPs, and the provision of
review/feedback on data reported by USG staff. The frequency of site visits either weekly, biweekly
or monthly for program performance reviews depends on the gap identified. This review and
reporting of activities are done by budget code and by site with immediate follow-up on required
corrective actions for remediation. Routine DQA and corrective action by agency and by IP at site
level, trainings on the most recent version of PEPFAR’s Monitoring, Evaluation and Reporting
(MER) guidance and indicators. Regular Check-In at site level to track progress with the
implementation of the remediation tracker following each site visit and ensuring remediation is not
just a change in color code but a reflection in the site performance with respect to their targets.

The PEPFAR Cameroon program conducts quarterly mini-POART with the IPs to review data for
oversight, accountability, performance and corrective actions for overall program quality
improvements. Additionally, the program holds quarterly portfolio implementation reviews and
reviews IP work plans to ensure that COP strategies are accurately captured with activities that are
appropriately aligned to PEPFAR objectives. Additionally, strategies which have proven to improve
program performance will be replicated across the four zones throughout the national territory.
The program also plans to implement peer review meetings as CQI activities to exchange challenges
and share best practices within the zones and across program areas are rolled out.

The Minister of Health signed a service note on March 2, 2020 on activation of the EOC and
implementation of the Cameroon surge activities in COP19 in collaboration with MOH-NACC,
DGHP and the implementing partners to accelerate progress towards epidemic control by Sept
2021. Surge tools and systems are being put in place at facility level pending official activation by
the Minister of Health.

Activation of the EOC and implementation of the Cameroon surge activities in COP1g in
collaboration with MOH-NACC, DGHP and the implementing partners beginning March 1%, 2020
will accelerate progress towards epidemic control by Sept 2021.

Concerning KP activities, a TWG within the PEPFAR inter-agency will be instituted and meetings

hold at least every month to discuss site implementation and areas of improvement. In addition,
monthly meetings will be conducted between PEPFAR community and clinical IPs to share ART
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unique identifier codes (UIC) and community UIC of clients reached to avoid double counting
when reporting in DATIM. Ongoing collaboration between PEPFAR KP community partners and
the Global Fund community PR (CAMNAFAW) will continue with each partner leveraging
another’s resources, ad hoc and monthly meetings held at central and regional levels.

To improve on pediatric outcomes, an inter-agency PEPFAR TWG on A/CLHIV-OVC will discuss
on a monthly basis all related issues about strengthening collaboration of the various programs in
the field. Also, a strong collaboration platform will be instituted among clinical and OVC partners.
MOU defining roles and responsibilities of each party will be signed by OVC partners and PEPFAR
supported sites for referral and counter referral of children on ART. Monthly meetings will take
place at the district level involving community, clinical partners and health facilities to review all
data and address gaps identified by either community actors or clinicians. At the national level,
bimonthly meetings will be convened by the MOH (NACC) to follow up on the integration of the
community and clinical case management model that will have been adopted.

OVC and Clinical Partner Collaboration to Improve Pediatric Outcomes

OVC IPs Clinical IPs

g ™~

Pediatric ARV optimization

Intensive case management/home wvisits
MOUs for bi-directional referrals
Mutrition support
Accompaniment for same-

day linkage to ART Multidisciplinary Treatment Teams for case

conferencing
Transport to clinics for most in CLHIV support groups + OTZ for ALH

need

Nutrition counseling loint treatment literacy sessions

Community Adolescent Clubs SEIEL LT

Age-appropriate disclosure support
Educational subsidies + monitoring of

school attendance and progression
defaulter tracing
Socio-economic support

treatment literacy sessions

In order to monitor access to services in health facilities, PEPFAR Cameroon will continue to
support community-led monitoring systems. Reports generated by CBOs reporting on access to
and quality of services provided at health facilities will continue to be shared through weekly
scorecards and other avenues bringing together government, partners and community actors (see
section 5.0). At the national level, quarterly review of the findings of community actors, IPs and
MOH Inspectors generals will be presented and remediation plans adopted to improve access to
care of beneficiaries.
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4.7 Targets by population

Table 4.7.1 ART Targets by Prioritization for Epidemic Control

Tahle 47.0 ART Targets by Drioeitization for Epidemic Control
Expected | AP | reion | Newly ART
Prioritizatbon Toal curreni on P A RT Indtlared L'D.'ri:'rnl .
Area PLHIY ART required for A (APR FYa) e
APR F¥zol £ 0% ART ({APE FYz1) X NEW {APE 21
¥ ! COVETRLE T CUER )
Aitained
Seale-l =
‘mll.u :.1| |cl|:1 405733 ELIR 4523407 G4.51h o7
Sale Mp
AggEressive
Sustaimed
Ceniral
SUppon 18,548
Commindities
[iF not included
in previous
CalEgnTics)
Taial i 25 452,307 4500 gita®

* Including the 5,321 PLHIV currently on ART in centrally supported SNUs
+ Cameroon Ministry of Health only plan targets at national and regional levels. Health district level targets are not

available
Standard Table 4.7.2: VMMC - N/A for Cameroon

Table 4.7.3 Target Populations for Prevention Interventions to Facilitate Epidemic Control

Table 4.7.3 Target Populations for Prevention Interventions to Facilitate Epidemic Control
Population Size Estimate Coverage Goal
Target Populations {5MUs) and disease burden {im Fyz21) F¥z1 Target
PP PREN (CFSW, AGYW, ABYM) - - 45600
EF_PREV (F5W) - - 50,047
EF_PREV (MSM) - - 23,274
EF_PREV {People in prisons and -
. - o, 0Lk
other enclosed settings)
EP_PREV (FPWID] - - 701
TOTAL - - 122,710
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Table 4.7.4 Targets for OVC and Linkages to HIV Services

Table 4.7.4 Targets for OVC and Linkages to HIV Services
Target # of active beneficiaries
Estimated # of Target # of active OVC I,EIIF:EH{,E.;LE;?;{:T?M
SNU Orphans aond (FYxTarget) HIV status is known in
Vulnerable Children OVC_SERY program files (FY21 Target)
oY
Adamacua - 5.323 4.253
Centre - 21,634 14,570
Est - 5.547 4,002
Extreme Nord - 3,600 2,417
Littoral - 15,505 10,442
MNord - 2,276 1,523
Meord Chaest - 3,045 2,624
Cuest - 5,007 3.774
sud - 1785 1,545
Sud Cuest - 2,068 1g78
TOTAL - 67776 47,228

4.8 Cervical Cancer Program Plans
N/A for Cameroon
4.9 Viral Load and Early Infant Diagnosis Optimization

ART coverage for HIV-positive children and adolescents was at 36% in 2019 however, identification
and management of HIV infection among this population remains weak, often compounded by
other challenges such as frequent stock out of ARVs, ART related-commodities and prolonged
turnaround times for return of DNA/RNA PCR results to caregiver of over 30-60 days, well above
the WHO recommended standard of a maximum of 30 days. In FY17, viral suppression among
pregnant women in the PEPFAR-supported sites was significantly low at 77% and in FY18, VL
coverage for PBFW in Cameroon was also suboptimal (12%). Frequent stock out of VL reagents and
user fees were key challenges contributing to this gap, resulting in missed opportunities to offer
quality PMTCT services as well as low retention on ART for pregnant and breastfeeding women
(especially for breastfeeding women who are usually LTFU post-partum). The recent ministerial
circular released in April 2019 announcing elimination of user fees for HIV services beginning
January 2020 will enhance successful implementation, improve demand creation and scale up of
POC VL for PBFW. Cameroon has a high burden of TB/HIV co-infection and TB remains the leading
cause of infectious disease morbidity and mortality for PLHIV (National TB Control Program, 2017).
The NACC 2018 national annual report indicates that as of December 31*, 2018 on an active file of
281083, TB screening was done in 218799 giving a 77.84%, 23741 cases were diagnosed for TB
amongst which 22550 were tested for HIV given a 95% coverage. Amongst the 22550 tested, 6457
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were infected with HI given a 28,63% TB/HIV co-infection rate which is less than 30.7% reported
in 2017. TB diagnosis remains a challenge, due in part to a lack of well-established and appropriate
sample referral and transport systems, easy access to efficient diagnostic capacity and inadequate
infrastructure to support quality processes in TB diagnosis. Some facilities resort to referring
patients to other sites for testing, resulting in patients being lost along the TB/HIV testing cascade.
There is also the need to strengthen systems in place for the follow-up of presumptive TB cases
through the TB evaluation cascade to determine and document outcome.

In FY16, Cameroon initiated a decentralized phased approach for introducing and integrating near
POC and POC testing to improve efficiencies in EID for HEI and VL testing for PBFW into HIV
and/or TB laboratory-clinical facility network. These POCs include the two WHO prequalified
platforms for decentralized HIV infant testing and VL testing: the m-PIMA POC (previously Alere
q) and the GeneXpert near POC, which were introduced in country by Clinton Health Access
Initiative, EGPAF, and United Nations Children’s Fund in a UNITAID-supported project. Initial
introduction was in a few reference, regional, and district hospitals, but has since been expanded
to 162 sites across all 10 regions and the number of platforms have also increased from 8 in 2017 to
43 in 2019 and include 25 m-PIMAs and 18 GeneXperts. The use of POC platforms improved
turnaround time for return of results which reduced to same day (within 2hours), hence more
children living with HIV being quickly identified and immediately put on treatment by clinicians.
POC implementation in the PEPFAR-supported sites has demonstrated overwhelmingly positive
results as shown in the table below:

Table 4.9.1: POC EID for PEPFAR-Supported Sites

2006 | 2007 2018 2010 Total
MNumber of Placforms (25 m-PIMA: 18GensXpert 5 B 20 10 43
MNumber of Tests Performed a 2,544 7,716 Bob 10,866
Number of HIV Positive children identified a 191 312 22 535
Number of Positive Children Imitiated on ART a 176 273 16 464

POC testing has proven to be an impactful intervention to achieve the first and second go for HEISs,
and the 2018 NACC national annual report shows that as of December 31%, 2018 17214 HEIs were
documented born if HIV positive pregnant women, 14378 of these HEIs were given nevirapine for
prophylaxis given a coverage rate of 83.53%. 96.65% (16638/17214) were tested for HIV amongst
which 958 (5.8%) of them tested HIV positive and 55.94% (536/958) were initiated on ART.

Of the 70 POC platforms distributed across the 10 regions, 14 of these platforms are currently being
used for integrated TB/HIV (EID) testing.

In COP20, PEPFAR Cameroon will leverage existing conventional and POC platforms for VL, EID
and TB to strategically scale up and expand POC VL testing for PBFW in hard-to-reach sites and
populations in all PEPFAR-supported zones. This will ensure availability of commodities, efficient
and impactful use of POC instruments to support VL testing among PBFW and EID testing for HEIs.
As part of the strategy to enhance TB/HIV integration and optimization of both conventional and
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POC instrument capacities, PEPFAR Cameroon will invest in strengthening coordination of the
network of health facilities around existing point of care hubs to optimize use and enhance uptake
of EID and POC VL for PBFW. In 2017, PEPFAR collaborated with GRC, GFATM and other partners
to lead the effort on conventional and POC EID and VL platform mapping and instrument capacity
utilization which is being used to identify appropriate networks for platform integration based on
geographical location, type of platforms and volume of tests required. PEPFAR Cameroon will
continue to coordinate with GFATM, GRC, and other partners to define efficient strategies to
monitor and address supply chain challenges such as harmonizing the cost of EID and VL testing
commodities and improving quantification systems to prevent frequent stock outs. This
collaboration continues to be strengthened over the years and as a result, the country now benefits
from a significant reduction in the cost of VL test kits from $56 to $16 and negotiations are ongoing
for further reductions which will include equipment maintenance as part of the package. This will
also ensure that the same costs are applicable to GRC, GFATM, and all other stakeholders in
country.

Once finalized, this will enable PEPFAR Cameroon to leverage commodities from GFATM and
other partners to increase coverage for EID and VL testing for PBFW in 2021. PEPFAR Cameroon
is currently working with GRC to support implementation of MoPH directives on the elimination
of user fees for HIV services (e.g. VL testing) and against unauthorized ANC service fees and other
malpractices which serve as a barrier to accessing other care and treatment services. PEPFAR
Cameroon will leverage support from the UNITAID POC project for platform distribution and will
support efforts to strengthen sample transportation within the network of facilities to continue to
improve access to EID and POC VL for PBFW. In the same light, PEPFAR Cameroon will collaborate
with and leverage GFATM-funded TB program to facilitate network optimization of polyvalent
platforms at all levels using existing and new platforms. PEPFAR will also provide TA to encourage
coordination of platform mapping and continuous networking through the existing EID and VL
technical working group.

Projected new sites or geographic areas in FY21 for EID and VL among PBFW only and funds
allocated in the FAST; (including commodity procurement, trainings or TA etc.)

PEPFAR will prioritize support to expand POC EID and VL for PBFW in hard-to-reach regions
within Zone 4 (Northern Zone) as well as well as conflict-affected regions within Zone 1 (Western
Zone). Although the unmet need within Zone 4 (Northern Zone) is significantly lower than within
Zones 1 (Western), 2 (Southern) and 3 (Eastern), HEIs and PBFW remain a vulnerable population
in these regions, added to the challenges with access to facilities and sample transport. PEPFAR
funding has been allocated in the FAST to support External Quality Assessment for the different
assays and testers, trainings required to support near POC implementation, strengthening sample
transport, and TA to support waste management especially for the GeneXpert platforms. PEPFAR
funds will also support implementation of CQI which has been successfully implemented in
Cameroon and will be used to enhance POC EID and POC VL for PBFW uptake through improved
sample collection and reduced turnaround time for getting results back to patients. CQI will focus
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on EID and linkage of infants to ART treatment services, VL testing for PBFW and their children,
and increasing ANC attendance for pregnant women.

Transition arrangements for existing POC platforms owned by other stakeholders and
located within PEPFAR supported sites

As previously mentioned, the UNITAID Point-of-Care Diagnosis of HIV Project was launched in
nine sub-Saharan African countries in August 2015 and will be completed in July 2019. In
collaboration with the MOPH, relevant national TWGs and key partners, the Unitaid POC EID
Project has procured and placed POC EID technologies at strategically selected health facilities,
and developed capacity at national, sub-national and facility levels to ensure uniterrrupted, high-
quality and sustainable POC EID/VL testing services. The UNITAID implementing partners
supported the project through forecasting, procurement and distribuiton of POC platforms, test
cartridges, and associated supplies as well as the development or strengthening of systems, process
and tools needed to select, enrol and operate POC sites. The gradual, phased implementation model
ensured local leadership and ownership of project decision-making, with the MoPH and/or relevant
national authority taking full responsibility for specific aspects of the project, in order to enable
smooth transition of POC EID activities to the MoPH by the end of the project. The process of
developing this transition plan was coordinated by the Ministry of Public Health through the
Department for Control of Diseases, Epidemics and Pandemics that has the mandate for the health
response in the fight against HIV, STIs, Viral Hepatitis and TB. In addition, the contributions of
other GRC stakeholders in the control of HIV were taken into consideration, including other
partners involved in the drive towards HIV epidemic control. The process lasted nine months and
took place in four phases:

e In April 2018, a desktop literature review on transition plans of POC EID was carried out as well
as a situational analysis of what is done in the area of POC EID/VL.

e Between June and August 2018, joint coordination and consultation meetings were held on the
importance of POC EID/VL.

e In September 2018, a team composed of EGPAF personnel shared with all stakeholders the draft
o of the transition plan that had been developed, which briefly summarized the various parts of
the plan.

e In November 2018, a workshop for finalization, validation and translation of the plan was
organized with all stakeholders.

What will be transitioned?

1. Leadership and governance for POC EID/TB/VL.
Financing of POC EID/TB/VL.
Procurement, ownership, and management of POC EID/TB/VL commodities.
Orientation, training, mentoring and supervision for POC EID/TB/VL.
Information systems for POC EID/TB/VL.
POC EID/TB/VL service delivery, including EQA and post-market surveillance.
Demand creation, community and civil society mobilization.

N oV wWN
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8. Biosafety, biosecurity and waste management.

PEPFAR will support GRC and partners with the following planned core activities to ensure GRC

ownership and sustainability of POC platforms:

e Complete a stakeholder mapping in order to identify the partners who are supporting pediatric
HIV activities in country, including partners who may support future POC EID operations.

e Assemble information about the results achieved by the project and the level of financial and
technical support needed to sustain and expand access to POC testing for EID/TB and VL.

e Share with key stakeholders’ information about the project achievements and projected future
needs (financial and technical), and advocate for their support to sustain POC EID/TB/VL
procurement and operations.

e Advocate for the integration of POC testing into domestic budgets and donor funding
proposals, such as PEPFAR COP’s CDC continuation applications, and GFATM proposals, as
well as into the reprogramming of budgets for existing GFATM grants.

e Build MoPH and/or partner capacity to support and sustain POC EID/VL operations and
linkage.

e Identify and prepare partner(s) to take over responsibility for POC EID commodities
procurement, customs clearance, warehousing and distribution.

e Complete an EID network strategy and/or map for the integration of POC EID/TB/VL into the
current conventional EID/VL laboratory network.

e Transfer ownership of POC assets, including service and maintenance agreements, to the
government and/or appropriate partners.

e Support the implementation and roll out of the VL/EID dashboard for efficient monitoring and
evaluation and program coordination.

e Rollout EQA for POC EID/TB and VL

e Complete and share a project transition report.

For Viral load reagents and commodities, PEPFAR Cameroon will engage with a 3PL to ensure
transportation down to the testing laboratories and will also engage with Abbott to benefit from
the negotiated all-inclusive price per test for viral load reagents and commodities.

5.0 Program Support Necessary to Achieve Sustained
Epidemic Control
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Improving supply chain systems

Improved governance and a sense of supply chain ownership and accountability are gaining
momentum and the Government of Cameroon is currently investing in strengthening the supply
chain coordination for health commodities. A supply chain coordination unit has been established
within the Directorate of Pharmacy, Medicines and Laboratories to lead on all supply chain
initiatives under the leadership of the Supply Chain Steering Committee, chaired by the Minister
of Public Health. The Ministry of Public Health has released an ambitious agenda for the
transformation of the health sector, and it stresses the need to reinforce the supply chain and
develop a national strategic plan. The Global Fund is ready to increase funding for supply chain
strengthening, including the development of a national strategic plan for supply chain. The GF is
also working on reinforcing data reporting, collaborating with the UNFPA on developing an
electronic logistics management information system that will ensure a strong linkage between
regional warehouses and the central level.

In COP 20, PEPFAR supply chain strategies are built on the planning level letter directives and the
recommendations of the multilateral supply chain visit.

No. Suoategic Directive Key Activities
# Two Remonal Funds for Health Promotion {Regonal Warshouses) mn the Center
1 Engaging Third Party Logistics to ensure last and Liteoral regions are supported and empowered to directly manage a 3FL to
mile distribution of commodiries to clinical transport commodities to all PEFFAR supported health facilities.
sltes # 3PL solutions for transportation of non-cold chain health commodities from the

remaiming § Regional Funds for Health Promotion (Remonal Warshouses) to
supported health facilities are managed by the supply chain TA partner

# A 3PL s contracted and managed directly by USAID to transport Viral Load cold
chain commodities from the central level storage facility to accredited testng
laboratories

# Place procurement orders and mform all stakeholders on procurement planmmng

2 Engage personnel to assist in the customs #  Trackall placed orders and manage freight forwarder so thar status of placed orders
clearance and waiver process at the point of 15 known, and freight forwarders provide regular updates on status of incoming
entry In country shipments

#  Collaborate with the Ministry of Finance, Customs, the Ministry of Health and the
DPML

# Engage with customs
® Confirm deliveries

3 Provide suppart for warehousing, mmventory and Dedicated personnel who make sure medicines move from the Regional Warehouse to
distribution management at the national level health facilines
at CEMAME and at regional level via the “point
focal A continuous assessment of warehouse and storage best practices to safeguard medicines
InCEpmiy
®  Contmuously assess warehouse storage capacity against expected shipment
volumes to spot optimization opportunities: Bun 5 5 (Sort, Set, Shine, Standardize,
Sustain)izenerate, capture, use and transmmt data on how medicines and other
commeodities are being used at the regional level
# Ensure accurate and oimely counting and reporting the total number of usable and
umsable commodity 1tems available in the warehouse

Recerve health facility reports on medicines stock levels and usage rates
& Analyze orders submutted by the health facilities and draft distmbution plans
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4 Climical parmers must engage pharmacy staff at
sites o ensure proper ordering of optimal
regimens is done, and to SUPPOrt proper storage
practices, as well as support data collection of
consumpiion and stock on hand at sives to

inform optimal ordering

3 Supply chain coordination with Global Fund:
transformation plan must be completed in
COPzo in coordination with GF, with plans to
address lack of data visibility, distribution
optimization, cold chaim and warehousing
challenges, and other key issues identified
above
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#  Submit work orders (approved distribution plans) to 3PL for implementation

Transport medicines from the regional warehouse to health faclities
#»  Receive a discriburion plan from the Regional Technical Group
# Inform the 3PL on the availability of the plan and momtor its implementation
#  Analyze 3PL performance against Key Performance Metrics

To ensure proper ordering of optimal regimens, the capacty of pharmacy staff will be
strengrhened. Clinical Implementing Partners will also continue to provide support at the
gite level to ensure proper commodity inventory monitoring and storage practces
(including the use of stock cards). Furthermoare, the clinical program will provide
verification when commodities are recerved, and send notifications when stocks are low
at the faciliries. Because facility-level information on consumption and service provision
1= critical for national quantification, clinical parmers will strengthen data collection
practices at sites, and ensure that this information is transmitted from sites to regional
and central levels.

Monthly meetings between supply chain and chnical IP supply chain focal points will also
be conducred to review site level data including:

# Consumption data

#  Stock om hand

»  Return and reverse logistics

# Patient numbers per regimen

# Support the supply chain steering committee in supply chain leadership,
governance and resource mobilization

# Re-energize the quantification committee and ensure quarterly supply plan review
meetings

#  Establish the Procurement, Shipping, Customs and Warehousing as well as the
Dhstnbution, Transportation and3PL committees. Dievelop and reinforce standard
operating procedures for all committes

#  Support the LMO to improve supply chain coordination and governance of the
integrated national supply chain system

#*  Support the elaboration of a costed national straresic plan for supply chain system

# Improve data use: reinforce data generation, capture, reporting and use for decision
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PEPFAR Cameroon will continue working with GRC, GFATM, and other stakeholders to scale up
TLD use in all health facilities. Supply chain TA will contribute to the minimum program
requirements through ensuring availability of MMD friendly commodities and ensuring
quantification and procurement of optimal antiretroviral formulations such as TLD for all patients
including women of childbearing age and disposing NVP regimen will continue in COP 20. For
pediatrics, availability of DTG for children weighing between 30kg and 20kg will also be prioritized.

Improving health service delivery through community monitoring

PEPFAR Cameroon will continue strengthening community engagement in health service delivery
in recognition of the important role of civil society in holding governments to account for
commitments made. Through existing civil society organizations that implement PEPFAR-funded
programs as sub-partners and clinical IPs, PEPFAR Cameroon will continue collecting data on client
experience accessing HIV services at health facilities, including barriers that could affect health
outcomes (e.g. application of user fees, availability of service, quality of service, etc.). PEPFAR
Cameroon will also continue supporting the national civil society watchdog, Treatment Access
Watch (TAW), to gather data along key indicators that measure access to and quality of services
provided at health facilities for both HIV and TB interventions. This data will be collated into
scorecards that are disseminated on a weekly basis to support decision-making processes. In
addition, PEPFAR Cameroon will use the Ambassador’s small grants to reinforce community led
monitoring of quality of services, user fee elimination practices and accessibility of services. These
grants will ensure monitoring of key elements of access to services by CBOs allowing for a vast
triangulation of information that will help NACC and its inspector generals to ensure adequate
service delivery within public facilities. Finally, PEPFAR Cameroon will fund the NACC under an
existing cooperative agreement with HHS/CDC and the Inspector General for health’s office to
ensure they can respond to findings from their own site visits and reports/findings from CSOs and
Implementing partners.

Supporting the sustainability of user fee elimination on the path toward UHC

To ensure that the elimination of user fees for HIV/AIDS services is sustained and that HIV remains
a focus as Cameroon seeks to expand access and move toward universal health coverage (UHC),
PEPFAR Cameroon will continue to provide targeted technical assistance to the Ministry of Health
in the development of its UHC service package. Key elements of this assistance will include
supporting the development of systems for classification and enrollment of patients into potential
insurance mechanisms and the application of robust financial and data management systems to
ensure timely and accurate reimbursements to health facilities and minimize the risks of fraud and
abuse. PEPFAR Cameroon support will also focus on coordinated advocacy, involving the Ministry
of Health, the US Embassy, and other bilateral and multilateral donors, to the highest levels of the
Government of Cameroon for increased domestic revenue allocations to the health sector to ensure
that Cameroon is able to develop and implement a sustainable health financing strategy. This work
addresses issues around Policies and Governance (SID 2019 score of 6.18) specifically contributing
to the following key systems barriers: user fees charged at health service delivery points impede
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ART uptake and retention, and host country government has not developed a long-term financing
strategy for HIV/AIDS.

Improving Laboratory and Quality Management Systems

A strong laboratory QMS is critical in ensuring the quality of testing, as a weak QMS may result in
laboratory errors that can lead to over and under diagnosis. PEPFAR Cameroon has changed the
laboratory landscape in Cameroon considerably. Through PEPFAR support, 17 laboratories are
enrolled in the “Stepwise Laboratory Improvement Process towards Accreditation” process, nine
have at least one star and five are ISO 15189 accredited. All laboratories in historic scale-up sites are
enrolled in the HIV dried-tube specimen PT scheme with a participation rate of 100% and a PT pass
rate of 97.8% (May 2018 session). More testing sites have been added within the nine hundred and
thirty-one facilities trained on laboratory QA to expand testing to all entry points. PEPFAR
Cameroon is a major partner in supporting laboratory quality assurance programs, especially the
PT program.

Despite the improvements made, there is still a significant gap to attain sustainability. With
reduced funding and concomitant expansion for PEPFAR supported laboratory activities in
Cameroon, the laboratory program had to improve efficiencies through reduction in the cost of
doing business by maintaining one implementing partner in COP19 and to leverage support from
other stakeholders such as GFATM. PEPFAR continues to advocate for MoPH and other
stakeholders to provide support for complimentary laboratory programs. To align with required
site-level reporting, PEPFAR Cameroon laboratory support reduced its above site funding to focus
more at site level where activities are implemented with direct impact on the beneficiaries. As
outlined on Table 6, laboratory-strengthening activities will focus on providing support to MoPH
to finalize and implement laboratory quality manuals and tools on VL and HIV RT. Policy, planning,
management and coordination activities will include support to the LTWG, roll out of the revised
national curriculum for training of laboratory personnel, and disseminate and implement the
National Laboratory Strategic Plan.

Improving Strategic Information

SI is critical in determining the effect of health systems strengthening interventions on service
delivery targets and overall system goals. Updating regional and district HIV estimates will provide
an accurate picture of Cameroon’s progress toward HIV Epidemic control. Health information
systems (HIS) such as Electronic Medical Record (EMR) and DHIS2, are critical to program
monitoring and performance improvement planning. Despite progress made, there is still a need
for high-level involvement, coordination and utilization of data generated by different
stakeholders. During data review meetings, the SIMS, MER and other data sources have revealed
discrepancies that need to be addressed. PEPFAR Cameroon is working with NACC under an
existing cooperative agreement with CDC to reinforce MoPH’s HIS by developing and
strengthening SI system tools, establishing systems and intensifying coordination, mentorship and
supervision to ensure implementation and quality service delivery in accordance with national
guidelines and policies. PEPFAR Cameroon is also working with the government around issues of
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data governance, confidentiality, access, and use. PEPFAR Cameroon will also organize national
conferences to share best practices, challenges and lessons learnt to come up with
recommendations to be adopted nationally. Through NACC, PEPFAR will continue to support GRC
in training, coordination and harmonization of data to ensure the scale up of new prevention,
treatment and care strategies.

PEPFAR Cameroon has made significant progress towards addressing some of the systems barriers
identified, but MER, SIMS, and the recent HIS assessment show there are still challenges
particularly with the collection and use of data, standards, and governance. In COP20, PEPFAR
Cameroon will continue to make critical systems investment to close gaps and support activities to
meet the well-defined benchmarks. Each benchmark will be monitored over a set timeline with
measurement and outcome indicators clearly defined; however, progress made will be reported
during the quarterly POART calls. PEPFAR will support the GRC to conduct DQA and/or service
quality assessments at both regional and district levels with the involvement of high-level MoPH
staff. The policies, tools, SOPs and guidelines developed will also be used to monitor progress made.
The impact of these activities will lead to better-harmonized data with fewer discrepancies,
improved transport and referral system, and reduced turn-around-time for commodities, samples
and patient results.

6.0 USG Operations and Staffing Plan to Achieve Stated
Goals

The PEPFAR Cameroon team conducted a staffing analysis for COP19 to improve programmatic
alignment of staff to facilitate and sustain HIV epidemic control and successfully implement the
national programmatic scale up. Core activities required increased focus of staff time and skill sets
on specific program components such as intensified programmatic management and strategic
information analysis and meeting SIMS targets. There are 55 recorded positions with 44 positions
funded under PEPFAR.

CDC

In COP19 planning, CDC Cameroon was guided by S/GAC to expand the clinical program from 56
scale up sites in four regions to 298 scale up sites in ten regions across the entire country. Despite
more than a doubling of the program’s geographic coverage and oversight responsibilities, no
additional staffing was approved in COP19. This staffing level was also maintained in COP20. There
are two current vacancies in the process of recruitment in FY20. Compared to other countries, CDC
Cameroon has a lower percentage of the budget devoted to CODB. This means current staff are
stretched to provide close oversight, site supervision and partner management in order to meet
programmatic goals.
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In COP20, CDC is approved to continue funding the Global Health Security Agenda (GHSA)

Program Director position. This position is under recruitment and it is expected to be filled before
the end of FY2o0.

DOD

DOD program will maintain its footprint in the ten regions and in 21 sites from Cop 19 to COP2o0.
The staffing will remain the same as COP1g levels that is two LES.

Peace Corps

The hiring process is ongoing for two LE Staff approved in Peace Corp’s COP 19 CODB. Therefore,
Peace Corp will be operating at a full staffing level in COP20. As a result, additional staff won’t be
requested in COP2o0.

State

The PEPFAR Coordination Office staffing levels remain constant with one Direct Hire and two LES.
CODB remains the same as COP19.

USAID

While USAID’s staffing level remains the same, the 22% increase in CODB reflects: (1) fully loaded
cost of two USAID LES positions approved in COP19; (2) grade promotions and step increase of
current staff; and (3) increased travel budget due to nationwide expansion including travel to
geographic areas that require additional coordination with the Regional Security Office.

USAID will repurpose the roles and responsibilities of the existing Program Management Assistant
position to support the implementation of its supply chain improvement strategy. Section 5.0 of
the SDS proposes private sector solutions to address challenges associated with transporting
commodities. USAID will establish direct agreements with three local (two parastatal and one
private) structures to outsource transport for distribution of HIV commodities to health facilities
and reference laboratories.

USAID will realign the roles and responsibilities of the current Program Management Assistant to
address the workload demand of managing three direct partnership agreements. The incumbent’s
position title has been revised from Program Management Assistant to Private Sector Engagement
(PSE) Coordinator in order to reflect the increase in scope. As PSE Coordinator, the incumbent will
support USAID’s Supply Chain Governance Advisor to maintain effective partnership and
communication with local partners including building work plans and evaluating partner
performance. The PSE Coordinator will also identify challenges and liaise with existing supply chain
field support mechanisms to address capacity building needs of parastatal partners.
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APPENDIX A -- PRIORITIZATION

Table A.1. Continuous Nature of SNU Prioritization to Reach Epidemic Control
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APPENDIX B - Budget Profile and Resource Projections

B1. COP20 Planned Spending in alignment with planning level letter guidance
Table B.1.1 COP20 Budget by Program Area

Program Program and Sub

ASP: HMIS, surveillance, & research l
ASP: Laboratory systems strengthening |
AP MASP: Laws, regulations & pelicy environment I
ASP: Policy, planning, coordination & management of disease control pr.. l
ASP: Procurement & supply chain management .

GAT:HV Girical Sorvces

CA&T caT: HIv Drugs [
C&T: HIV Laboratory Services || N

HTS: Community I

HTS HTS: Facility [

HTS: Not Disaggregated .

ASP: HMIS, surveillance, & research |
ASP: Not Disaggregated I
ASP: Policy, planning, coordination & management of disease control pr... I
ASP: Procurement & supply chain management |
CA&T: HIV Clinical Services l
CAT: HIV Drugs |
CA&T: HIV Laboratory Services I
M&D i
CA&T. Not Disaggregated |
HTS: Community |
HTS: Facility |
HTS: Not Disaggregated I
PM: USG Program Management -
PREV: Not Disaggregated |
SE: Legal, human rights & protection |
SE: Not Disaggregated |

PM PM: IM Program Management [EISSESGSIN

PREV: Comm. mabilization, behavior & norms change |
PREV PREV: Not Disaggregated .
PREV: PrEP ]

SE: Legal, human rights & protection |

SE: Not Disaggregated [N

$5M B10M B15M F20M $25M E30M 535M

SE

Amount

Interaction Type
W Service Delivery
W Non Service Delivery

Table B.1.z COPz0 Total Planning Level

Applied Pipeline New Funding Total Spend
$1I553,87g,245 sUS 38,463,053 #U5q2,342,298

*Data included in Table B.1.2 should match FACTS Info records and total applied pipeline amount required in PLL
guidance.
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Table B.1.3 Resource Allocation by PEPFAR Budget Code (new funds only)
PEPFAR Budget Code Budget Code Description Amount Allocated
MTCT Mother to Child Transmission 51,206,850
HVAB/Y Abstinence/Be Faithful Prevention/Youth | so
HVOP Other Sexual Prevention §252,149
IDUP Injecting and Mon-Injecting Drug Use S0
HMEL Blood Safety S0
HMIN Injection Safety 50
CIRC Male Circumcision 50
HVCT Counseling and Testing 53,216,533
HBHC Adult Care and Support 51,275,260
PDCS Pediatric Care and Support 51,580,677
HKID Orphans and Vulnerable Children §2,020,729
HTXS Adult Treatment 518,350,271
HTXD ARV Drugs 51,351,972
PDTX Pediatric Treatment 51,208,850
HVTEB TE/HIV Care $700,000
HIAE Lab
HWVSI Strategic Information 509,905
OHSS Health Systems Strengthening 51,000,082
HVMS Management and Operations 50,222 778
TOTAL 502,342,208

*Data included in Table B.2.2 should match FACTS Info records.

B.2 Resource Projections

The COP20 budget considers priorities outlined in Cameroon’s planning level letter and historic

expenditure trends.

Care and Treatment (55%)

The commodities budget is a result of agreement between PEPFAR Cameroon, GRC, and the Global
Fund for AIDS, TB, and Malaria during the COP20 Regional Planning Meeting (February 17-21,
2020). PEPFAR Cameroon will fund the National TB Control Program to procure INH ($699,984)
under CDC’s cooperative agreement with the NTCP and VL reagents and consumables ($2,920,482).
The data source for unit prices is the 2020 product e-catalogue produced by USAID’s Global Health
Supply Chain - Procurement Supply Management (GHSC-PSM) implementing mechanism.
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Furthermore, global freight estimates, in-country logistics, etc. are based on GHSC-PSM’s previous
experience procuring commodities for the Cameroon operating unit.

PEPFAR Cameroon will also implement a third-party logistics (3PL) model for direct delivery of
VL/EID reagents to 12 VL/EID reference laboratories, and for delivery of ARVs and other HIV from
regional warehouses to PEPFAR-supported health facilities. The program considered USAID’s
experience implementing 3PL with PMI funding to estimateresources required to implement a
similar model in the HIV sector.

Costs associated with community-based care and support use historic expenditure data from the
key populations and OVC programs to project resource needs for COP20. The KP program’s
(IM#16743) investment in the care and treatment program area remains steady from COP19g through
COP2o0. For the first time, the OVC program (IM#16744) has allocated resources within the care
and treatment program area based on the estimated resources required to provide services that are
specifically focused on HIV-positive pregnant and breastfeeding women, children and adolescents
living with HIV within its portfolio. This includes adherence monitoring, age-appropriate
disclosure, prevention with positives, comprehensive risk reduction interventions for adolescents
living with HIV, etc. Budgeting takes into account the projected number of HIV-positive
beneficiaries that will be supported by the program, staff salaries and benefits (including estimating
human resource needs based on number of HIV-positive beneficiaries), medical coverage for
treatment of noncommunicable and other infectious diseases that are not covered under the user
fee policy, transportation support to health facilities, etc. Activities targeting HIV-positive OVC
represent 20% of all activities targeting OVC in PEPFAR Cameroon’s COP20 budget.

HTS (8%)

Costs associated with community-based testing reflect the actual costs incurred by the key
populations program to identify, test, counsel, and link those diagnosed HIV-positive to treatment.
The budget includes costs associated with offering HTS at drop-in centers and hot spots,
counselling and distribution of self-test kits, assisted administration of self-test kits, follow-up of
unassisted HIV self-testing, and accompanied referrals to health facilities to access HTS and/or to
link those diagnosed HIV-positive to treatment. Key cost inputs include partial to full
salaries/stipends of staff providing HTS such as laboratory technicians, counselors, peer leaders,
etc. Other inputs include travel and transportation associated with providing onsite supervision
and mentoring.

PEPFAR Cameroon will procure Rapid test kits ($1,079,518). The data source for unit prices is the
2020 product e-catalogue produced by USAID’s Global Health Supply Chain - Procurement Supply
Management (GHSC-PSM) implementing mechanism. Global freight estimates, in-country
logistics, etc. are based on GHSC-PSM’s previous experience procuring commodities for the
Cameroon operating unit.
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The HTS budget also includes resource projections for implementing the 3PL model for direct
delivery of RTKs procured by both PEPFAR and the Global Fund for AIDS, TB, and Malaria to
PEPFAR-support health facilities.

SE (5% of total funding)

Socioeconomic activities target key populations, OVC and their caregivers. KP activities are
primarily focused on creating an enabling environment (e.g. sensitizing law enforcement, health
personnel, etc.). Key inputs include staff salaries, travel and transportation, and logistics costs
associated with organizing meetings or training.

Activities targeting OVC and their caregivers considers the actual cost of providing community-
based services to OVC across the country using FY20 Q1 and partial Q2 expenditure data. As FY20Q1
was primarily focused on expansion and startup at new sites, the program used expenditure data
from existing sites to project resource estimates required to implement the program nationwide
while also considering specificities of each zone (e.g. target, poverty index; projected household
size; distance from household to OVC service provider’s location, nearest health facility and other
high impact services; significant population of refugees and internally displaced persons; existence
of other high impact programs; etc.). Key inputs include personnel salaries and benefits, travel and
transportation, projected direct financial support to beneficiaries (through education grants,
transportation, and startup capital), legal services, etc. The program also used historical data to
project resources required to implement NSD activities including staff salaries and benefits; historic
costs of travel for monthly data verification and quality improvement visits; monthly coordination
meetings; cost of refresher training, cost associated with placement of Peace Corps volunteers, etc.

PREV (3% of total funding)

Prevention activities target key and priority populations, particularly adolescents and young people.
Resource projections consider historic costs of running a KP drop-in center to provide a range of
prevention services to KP and the procurement of PrEP. Primary inputs include site level personnel
salaries/stipends and benefits, production of IEC materials, travel and transportation, etc.

Clinical implementing partners will procure PrEP for key, priority and at-risk populations in
COP20. GHSC-PSM will procure PrEP ($159,089) on behalf of the key populations program. The
data source for unit prices is the 2020 product e-catalogue produced by USAID’s Global Health
Supply Chain - Procurement Supply Management (GHSC-PSM) implementing mechanism. Global
freight estimates, in-country logistics, etc. are based on GHSC-PSM’s previous experience procuring
commodities for the Cameroon operating unit.

Resource projections under the Prevention program area also consider the cost of providing
primary prevention services to adolescents and young people through Peace Corps volunteers and
the OVC platform. Key cost inputs include costs associated with Peace Corps volunteer placement,
staff salaries and benefits at implementing partner and sub-partner level, production of IEC
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materials, refreshments during group activities, transportation support (as needed) to beneficiaries,
etc.

ASP (4% of total funding)
The ASP budget supports lab, strategic information, supply chain TA, and interventions focused on
achieving universal health coverage.

The supply chain budget leverages other funding from the PMI program to strengthen PEPFAR
investments in service delivery strengthening across the country. PMI-funded TA is implemented
at national level and in two regions while PEPFAR-funded TA is country-wide. Primary inputs
include operational costs associated with placing regional advisors at each warehouse; salaries and
benefits of staff supporting central level systems and structures; costs of holding coordination
meetings; estimated costs of trainings (including international consultants providing short-term
technical assistance); district-led supportive supervision visits to health facilities; and regional
travel for general supervision.

Resource projections for ASP activities focused on universal health coverage consider historic
expenditures incurred by field support mechanism and local partner. ASP activities focused on
supporting GRC (70037) implement its universal health coverage strategy include the following key
inputs: costs associated with logistics for in-country trainings, production and dissemination of
materials, and costs associated with hiring international consultants to provide short-term
technical assistance. The current implementing partner (IM# 70037) previously used non-COP
funds to provide similar services to GRC.

Resource projections for ASP activities focused on supporting community monitoring of health
service delivery (IM# 81586) includes the following inputs: salaries and benefits of personnel,
stipends to community animators and secret shoppers, costs associated with maintaining/updating
mobile app, logistics to organize training of community animators and secret shoppers, logistics to
organize sensitization meetings with PLHIV associations, and development of IEC materials. The
resource projections have been developed through the co-creation process which essentially
involves working directly with the local partner to estimate resource needs.

93| Page



APPENDIX C - Tables and Systems Investments for Section 6.0

TABLE 6

94|Page

COP20 Program COP20 COP20 Activity Key Systems Barrier Intervention  Intervention COP20
Area Beneficiany Category Start Endd Benchmark

ASP: Mon-Targeted Forscasting, Poor warehousing practices COP1o CoPzz inwentony
Procursment & | Pop: Mot supphy chain where products are accuracy [100%);
supphy chain dizagzregeted plan, budget, and | improperly stored, and on-time deliveriss
manzgemsant- implemeantation | guantities not tracked in 3 [100%]
MED transparsnt and optimal

manner
BASP: Mon-Targeted Forecasting, Lack of & concrete and CoPi1g CoP21 10%
Procurement & | Pop: Mot supphy chain practical supply chain
supiphy chain dizaggregated plan, budget, and | transformation plan for
manzgemsent- implementation | Cameroon sxacerbated by
MED weak governance structuras

to drive supply chain

transformation
ASP: HMIS, Mon-Targeted HMIS systems Weak strategic information CoPig CoP22 100% in zone 1
surveillance, & Pop: Mot for Epidermiolagical, Health
ressarch-Ms0 dizaggregated and Performance Data for

Decision hMaking
ASP: HMIS, Mon-Targeted HMIS systems Weak strategic information COP20 CoP22 75
surveillance, & Fop: Mot for Epidermiolagical, Health
ressarch-Ms0 dizaggregeted and Performance Data for

Ciecizion Making
ASP: HMIS, Mon-Targeted HMIS systems Weak strategic information CoPig CopP22 0%
surveillance, & Fop: Mot for Epidermiolagical, Health
ressarch-Ms0 dizaggregeted and Performance Data for

Ciecizion Making
ASP: HMIS, Mon-Targeted HMIS systems Weak strategic information CoPig CopP22 0%
surveillance, & Fop: Mot for Epidemiolagical, Health
ressarch-Ms0 dizagzregeted and Performance Data for

Diecizion Making




HHS/COC | Trustess Of ASF: HMIS, Mon-Targeted HMIS systems ‘wieak strategic information COoPl1o COoPZ2 0%
Columbiz surveillance, E Fop: Mot for Epiderniclogical, Health
Uniiversity in ressarch-Ms0 dizagaregated and Performance Data for
The City OF Mew Decizion Making
York
HHS/COC | MATIOMAL AIDS | ASF: HMIS, Mon-Targeted HMIS systems ‘Wwieak strategic information COoPlo CoPZ2 0%
COMTROL surveillance, & Fop: Mot for Epidemiological, Health
COMMIMTTEE resgarch-Ms0 disaggregzted and Performance Data for
Decizion Making
HHS/CcDC | world Health ASP: HMIS, Mon-Targeted HMIS systems ‘wieak strategic information CoP1o CoP22 0%
Organization sunveillance, & Fop: Mot for Epiderniological, Health
resgarch-MsD dizaggregated and Performance Data for
Decizion Making
HHS/COC | Global Heslth ASF: Laboratory | NWon-Targeted Lab guality Insufficient Mationzl Health COP18 COoPZ2 0%
SYSEMmS SYEtEmS Fop: Mot improvement Systems and senvice Delivery
solutions strengthening- dizagaregated and assurance
MED
HHS/COC | MWATIOMAL ASF: Laboratory | MWon-Targeted Training in Insufficient Mationzl Health COoPl1o COPZ1 0%
TUBERCLULOSIS SYEIEMS Fop: Mot labsoratory Systems and senvice Delivery
COMTROL strengrhening- dizagaregated IyETEms
PROGHAR MSD strengthening
HHS/cDC | Global Health ASP: Poficy, Mon-Targeted Clinical Sub-optimal iImplementation | COP18 CoP21 0%
Systems planning, Fop: Mot guidslines, of Policies and Gowernance
Solutions coordingtion & | disaggregated policies for
manzgemsnt- sarvice delivery
MWED
HHS/CDC | MATIOMAL 8105 | &sF: Policy, Mon-Targeted owersight, Sub-optimal Implementation COP1D CoP22 0%
COMNTROL planning, Fop: Mot technical of Policies and Governance
COMMITTEE coordingtion & | disaggregated assistance, and
manzgemsnt- supervision to
WS subnational
levels
HHS/COC | Waorld Heslth ASP: Poficy, Mon-Targeted Clinical Sub-optimal Implemeantation COP1D CopzZz 0%
Organization planning, Pop: Mot guidelines, of Policies and Governance
coordingtion & | disaggregated policies for
manzgemsnt- sznvice deliveny
NED
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APPENDIX D- Minimum Program Requirements

demonstrable access across all
age, sex, and risk groups, with
direct and immediate (=g5%)
linkage of clients from testing to
treatment across age, sex, and
risk groups.

to be conbtimually strong, with some
weaker performance in Littoral region.

* Same Day Inibation is offered at all
clinical sites historically supported by
PEPFAR. A few of the new clinical sites
were not offering SDI.

Requirements Implementation
Care and | » Adoption and implementation | The adoption on Test and Start has beena | No outstanding policy or
Treatment | of Test and Start with| success in Cameroon. Linkage has shown | implementation challenges remaining,

we simply encourage the continued
effective  implementation  through

strong partner management.

# Clinical IPs are currently working
with the new supported sites to
ensured 100% of sites are offering
sDL

z. Rapid eptirmization of ART by
offering TLD to all PLHIV

welghing =30 kg (including
adolescents and women of
childbearng potential),

transition to other DTG-based
regimens for children weighing
=20kg, and removal of all
nevirapine-based regimens.

TLD transition was delayed due to a
number of policy and commodity/supply
chain 1ssues. Procurement planning
indirates a move toward TLD, but the
amount of NWVP formulations, especially
for pediatrics, 15 concerning as are the
government’s guidelines around TLD
implementation, which may
overemphasize the rsk to WCBA.

* The new national HIV guidelines state
that women of CB potential are
eligible for TLD if they are on effective
contraception. The guidelines state
that children =3okg are eligible for
TLD and children between zo kg and

All children must be transitioned to
optimal non-NVP regimens and that
changes must be communicated and
implemented at the site level. Guidelines
for WCBA must reflect true nsks
associated with TLD and not overstate
the risk to the fetus.

* The new national HIV guidelines
state all children and adults should
be transiioned off WNVP-based

regimens.
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gokg are elgble for DTG based
regimens.

3. Adoption and implementason
of differenticted service delivery
models,  including  six-month
multi-month dispensng (MMID)
and delivery models o improve
identification and ARY coverage
of men and adolescents,

multi-month

The adhption of
dispensation has been slow and continues
to comsmtute a minority of the treatment
population. Six-month dispensing has not
been implemented and mast be scaled up.

+  Patients in conflict-affected MW and
SW regions and deployed military are
provided with &-month seripes.

Policies  requiring  that  pabents
demonstrate a suppressed  viral  boad
before  becoming  cligible for MMD
should be reconsdered. Al patients
should receive MMD, and six months of
treatment where possible.

+ WL suppressson remains a oriberson
far MM eligibilicy.

=  PEPFAR comtinues to advocare for
all patients to be eligible for 6
month MM, however,  policy
decisions  are  also  impacted by
Consishent availability af
commudities [ARVs).

4 All eligible PLHIY, including
children, should have been
offered TB presentive oreatment
(TPT) by end of COPo;
cotrimonvesle, where indicated,
must be fully integrated into dhe
HIV clinical care package at no
cost oo the patient.

TPT was not priontieed prior to COPg,
however, in COPw, funding was provided
to initiste a  country-wide  scabe  up.
Commadities pssues have prevented this
from taking full effect so far in COPwg, but
there is sull an intention to progres
towards  this  goal  during  COPg
implementation.

& Current policy states all patients who
sereen negative for TE are eligible for
TFT.

Supply chain and commodity  psues
have prevented a complete roll out of TR
preventive  treatment. Supply  chain
iwmues st be  priovitzed  and
addressed, with a prorty on TPT
COVETAgE.

« TPT sale up has been limived
maticmmwide  due to limized
availability of IPT, especially in the
mivw clinical sites. Clinscal [Ps are
tragmimg  staff at omew  stes anad
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g, Completsn of Diagnostic
Metwark Optimization activities
for YL/EID, TE, and other
coinfectbong,  and  oogoing
mamitoring to ensare reduction
in  morbidity  and  morialicy
across age, sex, and risk groups,
including, o™ access e EID
and annual viral bead testing and
resulis delivered o caregiver
within g weeks.

Wiral load coverage has improved and will
comtinue o scale up a5 user  fee
eliminatiom goes into effect.

o {OFz20 provides more robust TA 1o
the national supply chain

= All dlinical 1Ps have developed and are
updating line lists of all dients eligible
for VL testing to ensure improved WL
coverage im0 (0P pending
avadlability of commodities

The abdlity of the naticnal supply chain
1o support the efficient transportation of
wiral load commodities betwesn labs and
sites  is  limited amd  requires
Imprevement.

#  The YL/ELID netwark optimization &
progressing with the mapping of
gach health care facility o a
laboratory {with a designated back
up lahoratory when there are VL
sample backlogs). This  includes
ensuring human resources  match
the volume of work, a VI reagent
redistribution plan & implemented,
arl  a  samplefresult dedivery
metwnrk  based uwpen  the  local
geography to ensure improved TAT
for both VL and EID resulis.

. Scale up of index tesiing and
sell-lesting, ensuring consent
procedures and  confidentialicy
are protected and assessment of
intimate partner violence (1Y)
s established. Al children under
age 13 with am HIV positive
hiological parent muost he tested
fior HIV.

Index iesting has not heen scaled with
fidelity. Self-testing  has oot heen
implemented outside of the KP progran,
and even there in limited quantities.

o Case finding is the top priorcity in
COPg, seith an intensification of 1CT.
The planned  naviomal  Emergency
Crperations Center [FOC) activalion is
aimed a1 coordinating  efforis and
ersuring adeguate support for cage

Thers s a need o retrain index cage
workers in proper implementation and
contact  solicitation  practices.  Yields
have shown slight improvement, and
index coverage, and number of contacts
elicited remain a hindrance 1o efective
implementation.

# Conourrent with the EOWC activation,
clinical 1Ps are iraiming/retraining
pavchosocial  workers  on ICT,
especially in the new clinical sibes
supporied by PEPFAR.
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= Case finding is the top prority in
COFeg, with an intensafication of [CT.
The planmed  national  Emergency
Ciperations Cemper (ECWC) activarion is
aimedd at coordinating  efforts and
ensuring acequate support b case
finding activities in all Stes receiving
FEPFAR suppart.

#  Comcuarrent with the EDC activation,
clinscal IP% are traiming/retraiming
pivehosocial  workers on ICT,
especially in the new clinical sres
supparted by PEFEAR.

7. Darect

ALTYW  in

sex practices)

amid

inrmediate
assesament  for and  offer of
prevention services,  including
FrEP, to HIV-negative olients
found  through  testing i
popmalations at elevated risk of
HIV  acguisicion  (FEFW  amd
high HIV-burden
arcas,  high-risk  HIV-negative
partners of index cases, KPS amd
adhule men engaged in high-risk

PrEP has nat been funded by the PEPFAR
program historically, except for in wery
limibed quantities in the KP program.

= Cument policy states PrEP use s
allerared for K% =21 vears (Lo, FaWs
and MSM].

= COFao has  provsions for PREP
procurensent in bath the community
and chimical setrings. The PEPFAR
clinical program  is  developing  a
comprehensive plan for prevention
services i1 COFao, including PrEF
cxpanson ke HIV-negadive  clients
foumd chrough testing in populations
at high nigk of HIY acquisition.

Amy regulations requirng that a mingr
(individhaal under 1) receive consent
froan a parent, guardian or other adult to
access PrEP shoubd be reronved.

= Advocacy for a condudve  pEdicy
erwirmment is onging with dhe
MoH.

= Proposed  populason: clude
serodiscordant couples and  hagh-
risk  populations  (eg,  AGYW,
[prisoners, e

& Alignment of OVC packages
of services and enrollment o
commprelensive
freatmernt
services b OVE ages o-ry, with
particular focus on 1] actively

proviche
i sreTy i

Fasilitating

amed

testim

for

The implementation of OVC alignment oo
the dinical program began in dgor in
COPg. This scabe-up mirrored the clinical
program scabe up inte all W regions of
Camerson,  The wwam  has  effectively
chamen site locations that complement the
location and seograpthics of clinical sites.

Mo outstanding barriers continue o
scale-up por COPK.
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chibdren at ridk of HIYV infection,
2) provading support amd case
management b vulnerable
children amd adolescents living
with HIV 3} reducing nsk for
adolescent girls in high HIV-
burden arcas and for g4 year-
add gids and boys inoregard o
primary  prevention of  sexual
vialence and HIY.

= The OVC scale-up is currently in g
regions and adding the 10" by the
beginning of COPzo, The hecabhons
chise oo maximuze CLHIY coverage by
focusing  on the hghess  bunden
dhistrices within each region.

g Elimination of all formal amd

informal wser fecs in the public
sector for acoess to all direct HIV

servioes and medications, anmd
related  sorvices, sueh ac ARNC,
TH, cervical cancer, PrEP amd
routing clinical SETVIORE,
affecting acoess o HIY testing
and treatment and prevention.

The eliminazion of all formal and inkrmal
user fees i HIY services swent into effect

am January 51, zozo, The government of

Cameroon should be commiended for s
etforts both in making this policy change,
and in plannimg rigoroushy and femding s
implementation.

=  PEPFAR will continue o work with
the povernment of Cameroon o
moniber and report to ensure chat full
elimination of HIV user fees has taken
place and  condinues.  Multiple
smmategies  have been deployed oo

ensure continued elimination.

We  expect  the  fist oyear  of
implementation o provide  useful
informatien on any  challenges  of
implementing this mew policy at the sioe
level. We will work o monitor  the
implementation, ncluding  the new
financing mechanisnes used o fund dhe
sites directly (rather than mading them
through wser fees), amd will suppost
adjustrments as decmed necesary, C50
moniboring at the site level to ensure
effective elimination of user fees shoukd
comtinue.

#  Clinical amd Community [Ps are
moniboring implementation of #o
uwser bees in healeh Bacilities receiving
PEPFAR support and community 1%
are monitoring user fee eliminamon
at CHU k.

= Additional efforts will be made in
COVP20 bo ensure that the HIVY care

ﬂI'II'J tresbmsent LEervices A
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e (¥l assure program and site
standards are met by integrating
effective quality assurance and
Contineous Cuality
Improvement (OO practices
inta site and  program
management. T s supponed
by 1P work plans, Agency
agresmends, and national policy.

5185 data indicates that the weakest area
af performance is around patient tracking
and data reporting. The rapid patient
tracking conducied by the team in the
spring of 2o suppons this conclusion.

= An  integrated SIMS/Granular  Sice
Mlanagement (G50 ) streciure is being
developed 1o ensure a greater focus on
improvemsent of guality HIV care and
treatment services at the site level.
Cuwstom  indicators have  heen
developed and are heing used at a
mumhber of sites e determine ihe
clectivensss ol the  SIBSGSA
integration and  remediation  plans
resulting from the site assessmenis.

A lack of FME and a wnigue 1D for
patients makes patient rracking and
retention monioring  challenging.
Lessons learmed from the rapid tracking
cxercise are important, bot lack of
networked, electronic  systems,  will
continue to pose a challenge.

= Although EME availability s
currenily  limited., EME modules
related o HIV care and trearment
have heen developed and are being
uwsed for improved patiemt care and
tracking at a few sites, with plans far
eventual scale-up pending
MESOLTOes.

. Evidence of treatment and
wiral losd  liverscy  activities
supported by Mindstnes  of
Health, National AIDS Councils
and  oither host country
leadership  offices  with  the
general population and healih
care providers regarding U1 = L)
and other wpdated  HIV
messaging to reduce stigma and
encourage HIV treatment and
prevention.

The scale up of viral losd testing in OOPS
5 enoowraging. piake has heen sirong
and the demand for viral load vesting, has
heen encouraging.

= All clinical 1Ps are wpdating line lists of
patients  eligible for Y1 a1 their
supported  sites. A sysiematic
approach is heing used to ensure VL
testing is ardered and samples are
collected for all eligible patients.

= An enhanced communication and
miessaging package & being developed

There is a need for an improved supply
chain, specifically around wiral load
sample collection and transport, o
support the successful implementation
of country-wikde viral load coverage.

#  The VIL/EID network oplimization is
progressing with the mapping of
each health care facility 1o a
laboratory (with a designated back
up laboraory when there are V0L
sample backlogs). This  includes
ensuring human resowrces match
the valume of work, a V0L reagent
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for all sites to ensure patients are
receiving “messages of hope". Pari of
this package for HIVeinfected and
mn-infected individuals is regarding
the henefiis of durahle VL suppression
andd Li=L.

redistribution plan & implemenied,
amdl an established sample/result
delivery network hased upon the

local geography.

1. Clear evidence of agency

progress
indigenous
funding.

tioviward
partmer

lical,
prime

Ta support the scale up in COPg, three
new Clinical partners were engaged, all
Intermaticnal.

#  The local clinical parmner has made
significant improvements over the last
three guarters. Performance of the
three internatienal partners has heen
subaptimal in Fyao Oh, especially the
mew [Ps ~related toa show transition 1o
their  respective zones  and  the
continuwed unavailahilivylimited
availahility of commadities.

o The COPz2o plan for 3P solutions for
supply chain also includes provision
for three new local panners.

We continue te improve performance
and have seen improvements in the
Latter quarters of COPE. Local KPP and
OVC partners have been engaged for

transitioning pver the next three years.

The use of 3PL service providers 1o
condwct  last mile delivery of HIV
commodities also offers an opporianity
for local pariner funding. In twa regians,
the FRegional Funds dor Health
Praomotion will be supparted directly 1o
engage 3PL  contractors. In the
remaining sight regions, 3PL contracrors
will he engaged by the supply chain IP
with the goal of transitioning additional
regions to direct furding in subsequent
years.

There % an appartunity o increase bocal
partners through C50-led maonitoring

through Ambassadors small granis.
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There is an opporiunity to inerease local
partners throough C30-ked monimoning
through Ambassadors small granes.

13- Evidence of host goacermment
assuming greater responsibilioy
o the HIV response including
demonstrable evidenoe of year
after yoar increased  resources
expenced.

The GRC showed a strong commibment oo
wser fee elimination by funding as a line
item i the national bodget and  also
providing  additional  funding  theough
presidential decres, This came after co-
financing payments that were not made,
which resulted in mation-wide stock outs
in zoag anad 2030,

= With the climination of HIY user fees,
the GRE has contribuied an addstional
$8.5 million to the HIY response in
2026,

In addition o funding the wser foe
eliminacion, the govermment  muoast
comtinue  to honor its Global  Fund
commitment and participate in closing
any commuodities gaps thae are icentified
in the move cowards epidemie control.

14. Monitorang amnd reporting of
morhidicy anl rsrtalicy
auscomes  including  indectious
and non-infectious morbadicy.

As  a  continuation  of systems lewel
invesmments started in COPFI8, systems o
moniter mewhidity and mormality showld
be prioritized.

#  There are ongoang, collaborasions with
the various stakeholders and the MaH
tor aclvacate for all dinical [Ps and sizes
to adopt arnd implement DAMA inooe
their  memitorning  and  reporting
syt

+  Although EME availability is currently
limiged, the EME modules relaosd o
HIV care amd treatment have been

Mo major barriers are dentified; we
erncourage  teams o conginoe  with
implementation.

+  Additbomal  resources owilll e
meeded o take EME to scale

throughaonut the couniry.
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15. Scaleup  of  case-hased
surveillance amd umndgue
entifiers for patients across all
aites.

These activities have nod been prioritized
in Cameropn, given a still large treatment
coverage gap. Unigue identifiers exist for
KPs and for ART treatment, but for AKT,
they are not linked to a network that is
accessed by all sites

Health information systems are ot
currently in place in a robust way 1o
enable case-hased surveillance.

With additional funding ihe
current small-scale EME system
with  development of  patient
unigue IDs could be scale up
nationwide ensuring a cages
hased surveillance system s in
place  for enhanced  patient
mAnioring,




	ACRONYMS
	As previously mentioned, the UNITAID Point-of-Care Diagnosis of HIV Project was launched in nine sub-Saharan African countries in August 2015 and will be completed in July 2019. In collaboration with the MOPH, relevant national TWGs and key partners, ...
	 In April 2018, a desktop literature review on transition plans of POC EID was carried out as well as a situational analysis of what is done in the area of POC EID/VL.
	 Between June and August 2018, joint coordination and consultation meetings were held on the importance of POC EID/VL.
	 In September 2018, a team composed of EGPAF personnel shared with all stakeholders the draft 0 of the transition plan that had been developed, which briefly summarized the various parts of the plan.
	 In November 2018, a workshop for finalization, validation and translation of the plan was organized with all stakeholders.
	What will be transitioned?
	1. Leadership and governance for POC EID/TB/VL.
	4. Orientation, training, mentoring and supervision for POC EID/TB/VL.
	5. Information systems for POC EID/TB/VL.
	6. POC EID/TB/VL service delivery, including EQA and post-market surveillance.
	8. Biosafety, biosecurity and waste management.




