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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 1st, 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)19, 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. 
COP20 will intensify strategies on: 

• Improving supply chain and commodities procurement and distribution 
• Implementing case finding and testing with fidelity, specifically addressing declining 

testing yields 
• 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 
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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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 N % N % N % N % N % N % N %

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 19.3 5,028,047 18.9
2020 Spectrum 
estimates 

HIV Prevalence (%) 3.4% 0.20% 0.30% 1.34% 0.56% 5.50% 4.80%
CAMPHIA 2017, 
SPECTRUM 2020

AIDS Deaths

(per year)

# PLHIV 504,281 13,696 14,232 34,658 14,766 285,057 242,872
2020 Spectrum 
estimates 

Incidence Rate (Yr) 0.59 0.15 0.05 CAMPHIA 2018

New Infections (Yr) 14,596 1,000 1,029 3,769 1,275 4,465 3,058
2020 Spectrum 
estimates 

Annual births 845,468
2020 Spectrum 
estimates 

% of Pregnant Women with at 
least one ANC visit 

3,924 87 DHS 2018

Pregnant women needing 
ARVs

23,249 2020 Spectrum 
estimates 

AIDS Orphans (maternal, 
paternal, double)

402,891
2020 Spectrum 
estimates 

Notified TB cases (Yr) 23,757 WHO 2019, Global 
Tuberculosis Report

% of TB cases that are HIV 
infected

13,000 31%
WHO 2019, Global 
Tuberculosis Report

% of Males Circumcised 93.90% DHS 2011

Estimated Population Size of 
MSM*

66,842 Papworth, 2014

MSM HIV Prevalence 20.70% 2016 IBBS report

Estimated Population Size of 
FSW

112,580 World Bank, 2016

FSW HIV Prevalence 24.30% 2016 IBBS report

Estimated Population Size of 
PWID

N/A N/A

PWID HIV Prevalence N/A N/A

Estimated Size of Priority 
Populations (Military)

50,000 SABERS 2018

Estimated Size of Priority 
Populations Prevalence 
(specify)

3.30% SABERS 2018

484
2020 Spectrum 
estimates 

384 5,287 4,17312,696 1,182 1,186

Table 2.1.1 Host Country Government Results

Total
<15 15-24 25+

Source, Year
Female Male Female Male Female Male
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Table 2.1.2: 95-95-95 cascade: HIV diagnosis, treatment and viral suppression*  

 

*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 

Tahle 2 .L2 95"95""95 cascade: HIV diagnosis, treabnent and viral suppression* 

Epidemiologic Data 
HIV Treatment and Viral HIV Testing and Linkage to ART Within 

Suppression the Last Year 

*Total 
--Estimated 

Population UffJV 
Total 

•on u--rested 0 •Diagnosed .... Initiated 
Siz-e Prevaltnce 

PLHIV 
ART ART Viral for HIV HIV Positive onART 

Estimate Coverage Suppression 
•PLHIV (%) (%) 

(#) (%) (#) diagnosed (#) (#) (#) (#) 
(#) 

Tot al 
26,639,498 2f,• 504,281 62% 53% 2 ,546,337 78,143 58,473 oooulation 391, 2 53 3U,214 

Population 
11,172,949 27,928 10, 0 31 10,391 

<15 years 3~ 25% 237,995 2,8u 2 , 082 

Men 15-24 
z,661,866 vears 1.1%' 14,766 u,217 4,624 31% 27% 2 05,5° 9 2 ,209 i,544 

Men25+ 
5,028,047 '41,872 1<>7,815 83,510 59% 51% 5g6,039 23,672 J7,440 years 

Women15-
2,638,537 1.5%* 34,658 2 8,435 17,335 50% 43% 53:,898 9,617 7,196 

24 years 
Women25+ 

5,138,099 285,057 233,755 196,166 69% 59% 973,896 39,833 30,2U years 

+MSM 66,842 2 0 :ftf>t* 13,836 6,092 819 790 

+fS\,V 1u ,58o .24.3%•* 27,357 10,695 1,777 ,668 

PWID 

++Priority 
5 0 ,00 0 3-3% 1650 1,290 78% 6~ 3,o39 143 152 

Pop 
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Figure 2.1.3 Updated National and PEPFAR    Figure 2.1.4 Updated Trend of New  
Trend for Individuals currently on Treatment   Infections and All-Cause Mortality 
  Among PLHIV 
 

 
  

 
Figure 2.1.5 Progress retaining individuals Figure 2.1.6 Proportion of clients lost 

                      In lifelong ART in FY19                        in lifelong ART in FY19       
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Figure 2.1.7 Epidemiologic Trends and Program Response 

 

 

* 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 COP20. 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 2011 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 Area1  

 

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  

 

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 

 

 

2.4 National Sustainability Profile Update 

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. 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 4th and 5th, 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 – dark green): 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 – dark green): 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 COP20.  

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 20. 
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During the COP20 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 3.2: 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) 

 

 

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 DREAMS2-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 90s: Among the 15-29, 30-49 and 50-64 age groups, the 1st 90 was 29%, 61% and 69% 
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respectively; the 2nd 90 was 92%, 92% and 97% respectively;  and the 3rd 90 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 2nd 90, we observe better trends among males 
(100%, 93%, and 97% respectively) compared to females (90%, 91%, and 97% respectively).For the 
3rd 90, 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) 

 
 
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 

 
 

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 
 

 
 

 
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) 

 
 
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 

 
 
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 
 

 
 
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. 
 
4.1 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 

 

 

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 FY19 results on PLHIV identification, treatment and retention over a 12-month 
period, shows an increase trend of TX_NET_NEW quarter by quarter since FY19Q2 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 FY19Q1 to rapidly 
track and bring back to care all patients who were unaccounted for their ART in the DSD PEPFAR 
supported sites in FY19.  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 FY19 (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  

 

PEPFAR Cameroon FY19 VL coverage was approximately 49% of 183,324 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 (<90%) 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 <15 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 
 

 

 

 

 

 

 

 

 

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 
Awareness for Young People)”, “Doorways I and II 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 COP20 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 90% 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 FY19, 
substantial efforts still have to be made to reach the 90% 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 5th and 6th 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 <1-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. 

  



 

52 | P a g e    

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 90% 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.  
 

 
 
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.  
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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. 

 

 
 
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 2011 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 
COP20 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 staff in 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 COP20. 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 

 
 

 

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 

Model for Improved Access to Services & Retention for KP/PP 
Health Facility 

• PteVE-nlionoovn$elineJIEC 
• <;lldi;:igJtre,11 
• T0 Pfev,diagn01-is, 

tre;,tment 
• SRMH/FP 
• G8Vc;:ire- (• PEP) 
• CooOOm~.,.,dlvb 

Oisl•ibvt>On 
PrEP 

• ART dlsperu.at.on 
• Adherenc:e counseUr,g 
• MMS 

• KPSUPl)()(tg,'O,Up 

Community 
DIC SentceJ : 

Community, Hotspot$, 
grin$, MXJal medl• 

o="""'""'" "'""-- Service$: 
axh, IEC/SBC. HTC 

Strat~les/approachH: 
-P·omotk>nal soclal ~u / campaigns at DICs 
-Ind& testtrll! /partner notlfitatkm 
-C::imbfnation of STI and HTC ~rvlces 
•(:intact tracing using grins/social events (Indirect 
p.rtner notification) 
-E<tended opening hours at DICs 
-P~r naYigatlOl'l (lrYnYledlate tontact, active rllfet'ral) 
-On-call ph~lclans (contact newly dlagl'IOsed KP 



 

60 | P a g e    

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 90’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 COP20, 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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• Scale up of index testing with fidelity in all regions. 
• Index testing counselors identified and retrained for all sites. 
• Decrease Other PITC testing dramatically as a proportion of HTS_TST targets in COP20. 
• Use of screening tool where Other PITC testing is done at clinical sites. 

 
Client Centered Service Delivery 

• Implementation of optimal ART regiments for pediatrics at all sites. 
• 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. 
• Implement retention strategies for young adults at the site level.  
• 90% or more of children and adolescents on ART with PEPFAR support should be offered 

the opportunity to enroll in the comprehensive OVC program.  
• 90% or higher OVC_SERV target achievement for beneficiaries under the age of 18.  
• Continued scale up of viral load testing to achieve 90% coverage. 
• Improve viral load suppression to above 90% through improved retention models for young 

people, TLD scale up, multi-month dispensation, and community dispensation.  
• Expansion of PrEP in populations with the greatest need.  
• 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 2020. 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 COP19 in 
collaboration with MOH-NACC, DGHP and the implementing partners beginning March 1st, 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.  
 

 
 

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. 
 

OVC and Clinical Partner Collaboration to Improve Pediatric Outcomes 
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4.7 Targets by population 

Table 4.7.1 ART Targets by Prioritization for Epidemic Control 

 

* 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 
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Table 4.7.4 Targets for OVC and Linkages to HIV Services 

 

 

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 31st, 2018 on an active file of 
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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 

 
 

POC testing has proven to be an impactful intervention to achieve the first and second 90 for HEIs, 
and the 2018 NACC national annual report shows that as of December 31st, 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 
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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: 
• 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. 
2. Financing of POC EID/TB/VL. 
3. Procurement, ownership, and management of POC EID/TB/VL commodities. 
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.  
7. Demand creation, community and civil society mobilization. 
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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: 
• 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. 
• 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. 
• 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. 

• 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. 

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

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

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

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

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

• Rollout EQA for POC EID/TB and VL 
• 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. Strategic Directive Key Activities 

• Two Regional Funds for Health Promotion (Regional \Vareh ouses) in the Ceruer 
l Engaging Third Party Logistics to ensure last and Littoral regions are supponed and empowered to directly manage a 3PL to 

mile distribution of commodities to clinical transpon. commodities to all PEPF AR supponed h ealth facilities. 
sitti • 3PL solurioru for tramponation of non<old chain hNlth commodiri@s from th@ 

remaining 8 RegionaJ Funds for Health Promotion (Regional Wareh ouses) to 
supponed h ealth facilities are managed by the supply chain TA partner 

• A 3PL is contracted and managed directily by USA.IO to transpon Vtral Load cold 
chain commodities from the central level storage facility to accredited testing 
laboratories 

• Place procurement orders and inform all stakeholders on procurement planning 
2 Engage pusonnel to assist in the customs • Track all placed orders and manage freight forwarder so chat status of placed orders 

clearance and waiver process at the point of is knO\-.n, and freight forwarders provide regular updates on status of incoming 
entry in country shipments 

• Collaborate , .,i.th the Ministry of finance, Customs, the Ministty of Health and the 
DPML 

• Engage with customs 

• Confirm deliveries 

3 Provide support for warehousing, inventory and Dedicated personnel who make sure medicines m ove from the Regional Warehouse to 
discribucion management at the national level health facilities 
a t CENAME and at regional le\<-el vi.a the "point 
focal A continuous assessment of warehouse and storage best practices to safeguard medicines 

integrity 

• Continuously assess warehouse storage capacity against expected shipment 
volumes to spot optimiza tion opportwli.ties: Runs S (Son, Set, Shine, Standardize, 

I 
Sustain)Generate, capture, use and transmit data on h O\\f medicines and other 
commodities are being used at the regional level 

• Ensure accurate and cimely counting and reporting the total number of usable and 
unU5ahle eommodiey itatm a,iailab1a in the wa.rah.ousa 

Receive h ealth facility reports on medicines stock levels and usage ra tes 
• Analyze orders submitted by the health facilities and drah distribution plans 
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• Submit work orders (approved discribucion plans} to 3PL for implementation 

Transpon medicines &om the regional wareh ouse to health facilities 

• Receive a discribucion plan from the Regional Technical G.roup 

• Inform the 3PL on the availability of the plan and monitor its implementation 

• Ana.lvze :,PL ...... ..Fr.rmance a..crainst l{..,., Performance Metrics 

4 Clinical partners mu.st engage pharmacy staff at To ensure proper ordering of optimal regimens, the capacity of phannacy staff will be 
sites to ensure proper ordering of optimal strengthened. Clinical Implementing Partners ,.,;n also continue co prO\'lde support ac the 
regimens is done, and to support proper storage site level to ensure proper commodity inventory monitoring and storage praccices 
practices, as well as support data collection of (including the we of stock cards). Furthermore, the clinical program ,-.,ill pf'O\.,'lde 
consumption and stock on hand at sites to verification when commodities a.re received, and send n otifications when stocks are lov,· 
inform optimal ordering at the facilities. Because facility•level information on consumption and service provision 

is critical for national quantification, clinica.l partners will strengthen da.ta collection 
practices at sites, a.nd ensure that this information is transmitted from sites to regional 
and central levels. 

Monthly meetings between suppty cha.in and clinical IP suppty chain focal points \ 'till also 
be conducted to review· site level data including: 

• Consumption data 

• Stock on hand 

• Retw'n and reverse logistics 

• Patient numbers oer refflmen 

5 Supply cha.in coordination v,ith Global Fund: • Suppon the supply cha.in steering committee in supply cha.in leadership, 
transformation plan muse be completed in governance and resource m obiliution 
COP2.0 in coordination \\oith GF, ¼ith plans to • Re-energize the quanci.ficarion committee a.nd ensure quanerly supply plan review 
address lack of data. visibility, distribution meetings 
optimiza.tion, cold chain and warehousing • Establish the Procurement, Shipping, Customs a.nd Warehousing a.swell a.s the 
cha.llenges, and other key issues identified Distribution, Tra.mpona.cion and3PL committees. Develop and reinforce standard 
abO\<-e operating procedlll'es for all committee 

• Support the LMO to improve supply cha.in coordination and governance of the 
integrated national suppty cha.in system 

• Support the elaboration of a costed national strategic plan for suppty 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 FY20. 

DOD 

DOD program will maintain its footprint in the ten regions and in 21 sites from Cop 19 to COP20. 
The staffing will remain the same as COP19 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 COP20.  

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  

 

*Data included in Table B.1.2 should match FACTS Info records and total applied pipeline amount required in PLL 
guidance.  

 

Program Program and Sub 

ASP: Hl\11S. surveil lance, & research I 
ASP: Laboratory systems strengthening I 

ASP ASP: Laws. regu ations & policy environment I 

C&T 

HTS 

M&O 

PM 

PREV 

SE 

ASP: Policy, pann ing, coordination & management of d isease control pr ... I 
ASP: Procurement & supply cllain managemeot ■ 

C&T: HIV Cl inical Services 

C&T: HIV Drugs -
C&T: HIV Laboratory Services 

HTS: Community I 
HTS: Facil ity -

HTS: Not Disaggregated ■ 

I 
ASP: HMIS. surveil lance. & research I 

ASP: Not Disaggregated I 
ASP: Policy, pann ing, coordination & management of d isease control pr ... I 

ASP: Procurement & supply cllain managemeot I 
C&T: HIV Cl inical Services I 

C&T: HIV Drugs I 
C&T: HIV Laboratory Services I 

C&T: Not Disaggregated I 
HTS: Community I 

HTS: Facil ity I 
HTS: Not Disaggregated I 

PM: USG Program Managemeot -

PREV: Not Disaggregated I 
SE: Legal. human rights & protection I 

SE: Not Disaggregated I 
PM: IM Program Managemeot 

PREV: Comm. mobi lization. behavior & norms change I 
PREV: Not Disaggregated ■ 

PREV: PrEP I 
SE: Legal. human rights & protection I 

SE: Not Disaggregated -

$SM $10M $ISM $20M $25M $30M $35M 

Amount 

Table B,.11..2 COP.20 Total Planning Level 

A lied Pipeline ewfnn~ Total Spend 

Interaction Twe 

■ Service Delivery 

■ Non Service De ivery 
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*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. 

Table B..1.3 Resource Allocation by PEPFAR Budget Code (new funds only) 

PEPFAR Budget Code Budget Code Descr iption Amoun t Allocated 

MTCT Mother to Child Trans!lllssion S11206,850 

HVAB/Y Abstinence/ Be Faithful Prevention/Youth so 

HVOP Other Sexual Prevention s252,149 

IDUP Injecting and Non-Injecting Drug Use so 

HMBL Blood Safety so 

HMIN Injection Safety so 

CIRC Male Circumcision so 

HVCT Counseling and Tes ting s3,216, 533 

HBHC Adult Care and Support S11275,.266 

PDCS Pediatric Care and Support s11580,6n 

HKID Orphans and Vulnerable Children s2,020,729 

HTXS Adult Treatment s18,359,271 

HTXD ARV Drugs S113511972 

PDTX Pediatric Treatment S11206,850 

HVTB TB/HIV Care s 700,0-00 

HLAB Lab 

HVSI Strategic Information s69,905 

OHSS Health Systems Strengthening s 110001 082 

HVMS Management and Operations s6,222, 778 

TOTAL $92,342,298 
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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 estimate resources 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 COP19 through 
COP20. 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.  



 

92 | P a g e    

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. 
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APPENDIX C – Tables and Systems Investments for Section 6.0  
TABLE 6 
 

 

 

FI.Oding PrimePaltner COP20 Program COP'20 COP'20 Actiwity Key system5 Bilmef lnR:erventioo Intervention OOP2□ 

Agency Area Be11efic:iary category Start End Benchmark 

USAID Chemooics ASP: Non-Targerad F·oreG3sti n g, Poor Yrarehousing practices OOP19 OOP22 in• 0 1)' 

I ntemational,. Procurement & Pop:l'/Jot ~ in. ie prod1JJots are ac:a.i :aq (1oo%]; 
Inc. ~chain IS-3gg:Jo:§ctEllil et and i roper1'1' stored, .300 ain-<l:im:• dcfrverie-s 

an~ t- 00 : 1113 ities not trarkEd in a (10D%], 
NSID• 

anner 

USAID Chemooics ASP: Non-Talf¢Ed Forecasting, [;3 of a concrete• and OOP19 OOP·21 1~ 

International,. Procurement & Pop:l'l.lot prcrtical supply chctin 
Inc. ~chain · 1gggreg;,ted transf rrn3 -- n plan ·'or 

an;;,~m: t- C3meraon e,:rac:ermt:ed ii:; 
NSO• \'i'e8k:§DVt:!lli 11ce stJrooure-s 

to drive supply h -
transforrn3oon 

HS/CDC cameroon IS, Non-Targerad H MIS sy.stelil16 w eal: strate8ic il!ifufmati OOP19 OOP22 100~ in zo111e 1 

Baptist ii nee, & Pop: Not fo:r Epiderniologic;;I, Health 
convention researd:i.-Nso , 1gggreg;,ted a11d IPelrfo1m311ce Data for 
Health Board D:d;ic;.n Ma king· 

HS/CDC cardno IS, MIS sy.stelil16 w eal: strate8ic il!ifufmati:on oop.i:;a OOP22 7S 

Emerging ii nee,.& fo.r Epiderniologic;;I, Ith 
Markets usa, research-NSD :an.di ?erlo1m311ce Data for 
Ltd. D:!dsiorn Maki11g· 

HS/CDC Eizabeth Glaser IS, MIS sy.stemrs. \!Veal: strate8ic i - mati OOP19 OOP22 go 

PeciatricAids nee, & fo.r Epidemiological, ttealttil, 
Foundation researd:i.-Nso a11d Pelii · rm3111ce Data for 

D:d;ic;.n Maki g 

HHS/CDC Georgetown ASP: IS, MIS :5Vstelil16 Wee.\: stratesic i , OOP19 OOP2 g~ 

university (the) :rurveil nee, & fur Epiderniologicii1, 
researd:i.-Nso a111d Pelrform3111ce a for 

D:d;ic;.n Maki 
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HHS/CDC ~ :-.Of ASI': HM1£, Non T~rsctcd HMI£ ~~crrr.= W c:..k ~r~tcsic infOf'ITl.::tion C0 1'1.~ COi':?:? 009' 

COiumbia SlWVei1lance, & Pop: Not for Epidemiological, Health 
uniwrsiry In research-NSD disaggregated a nd ~rforms,nce Data 'or 
lhe CityOf New Decision Making 
Yon 

HHS/CDC NAlDNAL AIDS ASP: HMIS, Non-Targeted HMIS systems w eal: strategic inform.ti.on OOP19 OOP22 90% 
COHIROL SlWVei1lSince, & Pop: Not for Epidemiological, Health 
COMMITTfE research-NSD disaggregated a nd ~rforms,nce Data 'or 

Decision Making 

HHS/CDC Worti Health ASP: HMIS, Non-Targeted HMIS systems w eal: strategic inform.ti.on OOP19 OOP22 90% 
orgaoizatioo SlWVei1lance, & Pop: Not for Epidemiological, Health 

research-NSD disaggregated a nd ~rforms,nce Data 'or 
Decision Making 

HHS/CDC Global Health ASP: Laboratory Non-Targeted Lab qus,lit'{ rnsufficient Nn ionaJ Hnlth OOP18 OOP22 90% - syste,ms Pop: Not improvement Systems and service Delivery 
SOl'-"ons strengthaling- disaggregated a nd assurance 

NSO 

HHS/CDC NAlDNAL ASP: Laboratory Non-Targeted Trailing in rnsufficient Nn ionaJ Hulth OOP19 OOP21 90% 
lVBERCULOSIS syste,ms Pop: Not laboratory Systems and service Delivery 
COHIROL strengthaling- disaggregated syste,ms 
PROGRAM NSO strengthaling 

HHS/CDC Global Health ASP: Pofq, Non-Targeted Clinic.al sub-optimal lmpJM1ent.tioo OOP18 OOP21 90% - plaMiog, Pop: Not guidelines, of P.olicies and Gov-arnance 
SOl'-"ons coordination & disaggregated policies for 

management• service delivKV 
NSO 

HHS/CDC NAlDNAL AIDS ASP: Pofq, Non-Targeted oversight. sub-optimal lmplemerution OOP19 OOP22 90% 
COHIROL plaMiog, Pop: Not technical oi Policies and Goverr.ance 
COMMITTfE coordination & disaggregated assistance, and 

management• supervision to 
NSO subnational 

levels 
HHS/CDC Worti Health ASP: Pofq, Non-Targeted Clinic.al sub-optimal lmplemerution OOP19 OOP22 90% 

orgaoizatioo plaMiog, Pop: Not guidelines, oi Policies and Goverr.ance 
coordination & disaggregated policies for 
management• service delivKV 
NSO 
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APPENDIX D– Minimum Program Requirements  

 

Care and 
Treatment 

Mini:mnm 
Reouirements 

Program status Onbd:aucting Issues Hindering 
• · :entation 

L Adoption ilind implementation The adoption on Test and Start h as been a 
success in Cameroon. Linkage has s:hmvn. 
to be continually strong, ·with some 
~ve~er pedomumce in littoral regj.on. 

No outstanding policy or 
iimp]ementation cha]len~ rernam:mg, 
v;.re :simply encourage t!he contmued 
effective iimp]ementatio.o t!lmru.gh 
strong partner management. 

of Test and St.art 1,1,ith 
demonstrable a.cress a.cross all 
age, sex, and risk groups, with 
direct and irnmed~ate (>91)-il) 
!linkage of client s from testing t o 
f:matment across age, sex, and ,., 
risk groups. 

Same Day Initiation ] S o:ffeJ!'ed at alll ,., 
clinical ·s:iit:es historically s,upported by 
PEP FAR. A few ofth.e oev.' d irucail sites 
Vi.re:re not offeJ!'ing SDI. 

Cilmiral [Ps are cur.rentty working 
with the ne,, • supported sites t o 
ensured 100~-'!I of si tes are off'ei:-mg 
SDl 

2. Rapid. optimization of ART by 
offering TLD to all PLHlV 
we~ing ryo kg (md!uding 
adolescents and women of 
childbearing potential), 
t ram:iition to other DTG-based 
regune:ns for child!l)en , iieighlng 
:=-;,,okg. and re:mo,;rall of all 
nevirapine--based. regimens. 

Till bansition ,...as delayed due to a 
number· of policy and commodity/supply 
cb airo 1s:s.ues. Procurement p lanning 
indicates a move t o11,~d TlD, but the 
ammmt of iNVP formu]ations, especiali.y 
for pediatrics: 1s concemmg as are the 
gmlifmm:eI!l.t's: guidelines. around TW 
iimp]!emeI!l.tatioo, which m ay 
overemp!hasirz.e the risk to Vi/CBA. 

.All children must be transitioned fo 
optimal mm-iNVP r,egimens and that 
changes must be oo:mmunirated ililld 
iimplemented ,at the me le\0el. Guidelines 
fu:r V!lCBA mrnst reflect tn.e 1-isks 
associated with TlD a:ru:JI not overstate 
the risk to the fetus. 

,., l'he nei.v national HIV guidelirnes state ,., 
that women of CB potential are 
e:Jigjhle fur l'LD i:Hh ey are on effective 
contraception. The guidelines state 
that clrilcfren >3,okg Me elligible for 
l'LD ililld chil dlreo betw,eeo 20 b: i!ind 

The new national HIV guidelines 
state a]l children and adw.ts: srumld 
be transitioned off NVP-based 
:regimencs. 
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3. Ad.optiicn .1md irnplerrumtJtio:n 
of J<iffi!ranti.i.rod !IL'l"Via.! ddi\'Crv 
models, including s~-1no11.tl~ 
multi-1m:1mth d uipc!rnim1~ 1 MMIIJ) 
• .mcl d!.!li .. "t?ry mcdclli to i1r'lpii1·....,'t! 
iid1.!nti£k.:.tir1m ,md ,o\lRV cun..-.a~ 
of nil.!l'l .1nd .i.d,ilcliOl!mt,;. 

3'=~1:1: ar<t! ld!li,Bih l!!! fu:r ID11'G Da!leI::I 
II' l.!8 i lt'l l.!llS. 

'rli11! .ado1I1:ian of 1nulti -1ncn t:h Po1icl!!I ruquiriims t:h.i.t patien t,; 
di~n!i.ltion Ima~ bL"13n ~ow .:imd a:111.tinuei tlld!lru"111!1tlr.l11!' .i !lrurAJll'~ viral lu..xl 
to co:mtitutl!' .1 mrimaiiiity of th.Id! treatmcmt IX!NJI"(! b..~JJliling L-li~iblc fur MMD 
[P(ipulatum. Six-1ruimJl1 d~pereiing hall: mot !!!lriouldl be reccmtidL..-ed. .A!U patien t,; 
~ Iii i1n,~rnel'"lted .amcl rr'lu tt be knl~ up. . lriould lil?Cei\'C MM U, .amd sioc lt'lcntlri,; t i 

• P.atit.:nt!I iin ccmtlict-aff'ccted fNW .and 
S\'J regi.<IIUi .111cl dcpl,-,.,,-eil llililit.:ili"p" J.TI!' 
p:ravid~ ..,,;itl~ 6-,nrmmtl~ !!lt'l"i~ . 

rt:re.i.trn.ent •,,i"l~ i;e pt!l:I ,;iblc. 

• V L iru.J)Jll' L'SSion re lililll i:m .:i a iwrio:n 
far I\ MD oeli~bility. 

• PEE'FAR ~u.ntinlJ.C.!I; ~• .ldvcc.lt:l:!! f<w 
.ill p,:,tild!n ti to be digi.h ]I!' •!I fr 
momth MMD,; l10V.'1!'1re r, pilicy 
doc~i,•111!1 .'.Ire .:i'5c imp.'.l.cted. !by 
CO:n!!IUb!nt J,V.ai]am]ity [I 

co1111mxxl'iticll: (ARV!!!}. 

4- All diw-b11!' PLHIV, indu.dims 'R''lf w.as nut pricritt:r.ccl p1iorr w COJ.lm9, SuppLr dt.:iin .:imd co1ll'miodicy m uL"l'i 
othildren, ~K111.1cl lri,n'C been lh,m,,.•1!-·,,-c r, in CC )J'.9, 1lim.±iml! '.1t'.Illi pmvidc-d !.aYJ? pt"C-rantoed a crm;rpll!t:c rnll m1t ,ifil" l:3 
olFcrod TB r,_reventi'li""t? b"l!.!.1ment w iimit i.i.tc .a ccumtry-..,,;idl!' scaloe up. J ll'l!Vt!llti\'C t rl!·.1.t1il'l.CAt . ~ pply dill'li:n 
fl'il-'"TI by end o{ COP.ro; Co1:1mmditit..."'I n?IUL~ lri.ne p~'lo•L-nt.c..-d tlrii."l ii~u.eo; mil'Wt: [PJi,wirn:c-d .rnd 
cotrri:m□~J:T.411 • w ~m"<..! iimdic.ared, ttmltl t:.Jkiimi,: iiu.1~ effect !l;(t fJ.T in C.:Dl:119, but Jddrell:c..-d, with .1 priority om TPT 
must bl!' ful l~· inb!.i!,rJtc-d into dto!! rt:hcrld! !ill: m il an in tcmiicn to pl'1:ly't!ll:!I ~tl'Cr.JKl!-

H IV c lin i-t.!I care 1xickagc :JJt n□ row Jr& tih is gttl.ll duri:Bg COP19 
IL~t to rthc p.i.til.!nt. iimplellilL"ll.t.lti,111.. 

• Current pu1iq .5t.J~cS; cllll patients ·w-ho • 

st'l"ecm ~ve for · 13 .are ld!li.i!,ih li? for 
'll'VT. 

'WT .!ie"all!' rup h.is h..'Ca lim iwd 

rnationwid.e dUi? ta lim iood 
.w.'.lil.i. )il'it-,· of I PT, eiii),oci.llly in tl11d! 
rn.:w d ime-JI !litd. (..linical I !'!I .arid! 

rt:rainin11. JtaJf at llilt:W sitl!!I .rnd 
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5,- ComplciJoo, or Di,,gnc,sLic 
~m i'Cilt Oi,1Lirn1.Yiiloo aclivu.tcs 

lf'm VL/EI D, Tl1, ,Uld t111be:r 
coJnlecUCillS, -an.cl oogoing 
m,nn,i1o:rin,g, Lo e'°'mre redru.:1lOM 
m mari:iidiiLy -and mM~i1y 

ViraJ lo.Ml cavcrag,e lhas imprl>'l·ed ,md will 
co n.11 n.u e- I.fl s.c..i I e- iqi ~ lJ :;er If c i:: 
el i m 1J1 J..11 Lan, g,o,e:; I t'l t 1> effe.:1. 

The .ibJlu oo Lhe 111-iliooal supply ct-..iilil 
1.0 :.LIIPf!l>n dK: dTicii::llL U.ut!.porYilioo l>l 
, ml la.k,f oommod.alie-s. be1 ·een l,1lM -and 

:.iti::" is limiLi::d .ioo ri::q;uLrcs 
IIDpl(l\feffli!-lill. 

.u:m'-S; .ig,e, :1.&!.1., -an..'i rid roopi;, • COP2o pravt.des; IOQte rnbu:.L TA I.a • 
1l11.: lil.iLiort.11 suppt), ch.-.ilil 

'it11e VI.JEm l1!e'I ·ork O(l'llmiz.--.Lion 6 

pl'al!,'1'6W11!, wi1h Ille m.ipJIIJI! o.f 
i::.ich lhe.1Lil1 ca re foc i111:), lo ., 
la r.uory ( iLh1 a d.e:.il!,11,ul:di h, k 
111p labor.nary wbcn 1hi::rc- ;:ire- VL 
, .1mple bad:la,gs). Thi" 1J1dudcs 
clilfi111ring, l1uJTblJ'I l"i!s.au::rce:. nYtct-. 
LIM: 'iio l□me oo wMk, a V'L re,, goefilm 
rodimiibuuor1 pb:n amplemt:n.1.ed, 
.il!ld a , ,,m(Jl le/rres111li delivi::ry 
M:Ll!Mcl ba.:;oo upoo drn I.or.al 
s.e r.-ip1iy [I> elil!.UFC unprovoo TAT 
for bm1h V'L ,1ridl E.10 r<·ults. 

m-dudlJII!, 1oo'Wi .;wxJ!s.:. Lo IF.ID 
a.nd -innu.il I/Ir.iii lnad iei.LiB;g -artd 
rc.11111.s. debi ·ri::d lfl c.ittgivi::r 

ti. Sc.ile 111p oo ind:il-.l. 1J!s.lJ~ -an.cl 
i.clr ic,;li llB, e11sunne CDC'ISC'lll 

p meed u ri:: s. .u, d oo t"i Ii d.M 11~ i 1y 
J.J'e pl'mi::clcd -and ~scz m i:ll L c4 
mlJm.ilc p.lrlrtel violi::BOC (IPV) 
Iii csL.iblis:hed. All ct-.illd~ u11di::r 
;iec 19 wi.tll .ini I HV' pm;iLl-..e 
biok,,gic.-.l [Pari!fiL mu,1 lie IJ!:.ied 
lf'mmV'. 

• .itll d irilc.i l IIP-s. b .iv1.: d.c._e:lnpoo ,Uld .ire 
111pdauna lililc l1.:1;Ls. of.ill d ii::llls ch.;giblc 
if'M VL ti:Ulllll! to enuire irnpra. ed VL 
CCl!,-.Cr.i,sc in OP19 [14!1ildil)! 
ar,j.ul.ibil~t r or mmmodtLJ1.:s. 

lriru LCUIJlB, I~ n01 httci :;c;1ili::di wilt-. 
fldi::l~t). Sell li::1.1Jnl!. h-1;; nm beer. 
1mpli::mcr1Lcd OUI~id\r: ar illtc- • P, pro,e:ram, 
.ind 1.:vi::n LltBe m h.1ml.cd q u.ain.ulic~ 

Thee 1s. .1J need Lo re Lrait"i indi::~ ~e 
;a rk.efl IJ1 [Proper imp lem eo l.i Li 0111 .ar:nd 

con.1.u:1 Sinl1at-il ioo [11r,1ctici::s.. YK:.ld.1. 
h ,we ~oWTli :. lig1it unprov-cmcnl , .ar:nd 

lrlfll!->.i COW:r.igi::, .lliid C'illlDlh.'I" af COOL"ICls 

elicimoo r<:m.iilil .i lundranci:: La i::fiecLi -..e 
1n:ipl1:mi::11it-iuoo. 

• .,s.c fiind1J1g is. li11 1.: ~op rwtnc•ty lri • 
OP,,g, 11 h .ill l!l'IIJ!tu1f1.1:,nl0111 oflCT. 

o rL-.cru rren 111,• i E Iii iJt e EOi: ,KE a.1Jffl."l, 

clin1.1:a.ll I PSi are tr-ai11iiasJreu.~ming, 
p:.yclt_owa.il ~rs. oo ICT, 

C'iJOCi.illy Ira L~ new dmir.al ~lei; 

wppo~-d hv IPEP'P,I\R. . 

TIW: pl.in,n.-ed n ,1uar~I IF.mei;gency 
['ICl"JllOl}:I; emes- (ED • ~ilrm L:!i 

.iimed a, cni:mhlbHJng efforts ;md 
Cl}:l;llirin .1dc 1J,1lc m rt for t.afiC 
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• uis.c 11111dmg 1s thl! ~-~ prionty m • 
C.:Dl-'"19, witlil lln inmruilmc;iaon of tt"li. 
TI~ plJJml!cl natioru:1~ l£111u.~rg,e1,cy 
Opt-'1'.::iti~•m., Cen~cr (EOC) .::ictir,r.ilion i!I 
airncd at c:DO.rclinatina dforts arid 
1!11..'IUnlil!ll Jdeq_UJllc !lupport: fell' CJ.SI!' 
fimlll!l!,ll am,•itiei im ,lrn iritL"" rCC'L'tVin.!l, 
._,.u,:."iJR rup,1~·11't . 

CA.mcui!TI!nt •-,,1th the l!OC .u:ti'll·ation, 
din ic.a ~ 11-'1 arcC cr,ain i naf ire tr .aini m 8 

p~'l.:lnlll,(IO.I~ ..,,-«kers on ~Cl'. 
L""pl!ciially im rtlitl! new dinic..!!I .llitL"" 
mRJliOI' re cl br lf'fil-'"J• A k. 

P'rrffntiua 7. Di~1 .md P.-1! I-" b;:1s n<it ru!L'n fun cl&I by ~ Pl!lf'FAll 
p:Wgl'llln luiltmicJlty, l!ll."Cpt fc·II' im vmy 
fonillccl qu.mtitiil!:S in the KP (Jrtlf¥ a11i. 

.and UV(" ollSL""JltiL'llt for .::imcl o.lfL'I' a 
p:re-rontio111 scrvi~ . ind'u.JimFI 
p,£.p, to Hl'll'·m~•I!' clit!nts 
iti1umc:I 1tlhrtJui~1 llcilti113 in 
pil(!Ulatwm a t dL'",,lltl!ci ll"i51\: a 
HIV ocquis itfon (PiBli"VL' .md 
AG'i"W im hiwri H~V-b1.1rdC111 
llmiu., h i8h-n,d.; HJV-ncJ!.,lti'il"t! • 
p,.!rtners of incll!X ca~ s;:p '5 .ind 
001!1 It: I ru3J1 L'flWl Rt---d i 11 h i.eJ1Mri3 I!: 
!ll!X pr.J.Ctic:-ei) 

Any ruB,ulatioru: rL>qui rinB, tbat .1 11iiin,:II' 
{in<l:ividwi~ umcll!I' 19) N!C'L'fl'I!' c,ono;mrt 
from a pawnt. suardfan ~II' other ;:1dult to 
.JOCI!. Prl!P slmulJ bl!' rcniM,w.'d. 

• Current ptJlicy ilt-atl!:S Pr£!-" U.'11!' 15 • 

allc1woo for !(If' Jo:?.:! )'!!JU (i.l!'-, Mi',,\i5 
and P.'I.S.\/1) . 
C.:DP:u1 ln.1.-. prnvuicrn: for 11-"iRl:r • 
p1mc:urem;;c11t in botln tlill!' corrunumity 
and clinical scttin!J:I. TIK.! Pl!lf' All 
dinic.al progrJJn is c:11?1,"CL(lpin!ll a 
c:omilJ>TL-lu~ruivl!' pl,m fu.r pt'C~tian 
it!r.11:L>s in C.:DPu., indU1cl~ ~lrEI-'" 
~;;.:iruion fc°II' H W- l1L'B-llti\'C cl'iL'llt!I 
mmd tlmra.!!,h testing im [P'G~Jlatimlt'l 

a.t: h is Im n~ of HW m:quisition. 

Advt1r.i.c.-y li.1r .1 ronclutivl!' pitliq 
L'nvi~•mnt1mrt is cnilgoimllJ witll1 the 
MolHI. 
P~)pe1ii!d popu'latic.m s indu<l-1! 
Sic racl i!1 crn,d.i.m t u1 u pL • lln cl lti K'I~ 
n~ pcp11l.1tiom, lc.g., ACin-v, 
p r:ii.oo.c I'S, L'fi:.) 

B.. Alis mmtt!lilt c f OVC p.idk.J8.~ 1r1r11~ li1tipl1:11ment.::itio:n o f DVC.: .Jl'.itinrnt!nt to Nr1 cuttt..:1mc:li111J ibaml!I' -L"(111tinu.e tc 
of !ll!l"Via!S and e n~tllrtil!mt to rtlill! d iruc:.il plr(lf:r'.lllil heg;in in riw;ir in !Ira.IL-up p!!r C.."'U'Pig. 
provid.t! c..U1nprelllt.!n~i'lr"t! C.1)P1g. Thu !lc:alc-up mirmmd tine d ini03l 
p:re-ronti~•llli .ind tirl!.1~ p:roy.:irn !iG!lc up into ;:111 L<> regions of 
!ll!l"Vi~ to OVC.: aFjCS 0-~7, wit'.h CJJ111er«Mm. ihc toomm has i::ITL'Ctlivdy 
m~rtic11WJ" focus o n 1) .scti1'l!ly d~l!flJ !'li:tc Loc:.1tirms tb.i.t: t.D11ipl!.!1n1:mt tlml!' 
fucilit".11lina tl!'!ltin:li. fur .:.II lr:x.ation and Kl'DW"a"'1il:!5 c f d ini(:,ll situ. 
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children at nd. (if HIV ~n fu.ction, 
;:r;) pmvidi~ .suppcu;t .md e,aS(! • 
!ftl.i.:n.lP..,entient f'ur ..,,.._'Iner.able 
cllildn=n a nd aclch~1~ts li'llililg 
wi1ih HW Jt n?d.oolil8 ml: ~II' 

.,dufoscL'llt girls in his •m H IV
lbu:rdL-n .:in?.ll; alild foli cr1-1 'l'"CJr
old ~ rl: aru.l OO)"I in re.!;!Pd tc 
[PJ'i 11'1 :'.Ir y p 11.'!\'I! Iii tion of !&! x u JI 
1tialenci: olln cl HJ\'. 

ftri !:! UVC: sc:.ile-up is cu:rmntly ~r, g 
trl!Sialils alild .id.ding the m lh !by th i: 
bcP..,inni:rt.9, (tf COP:zu;. T ime ltL'Caticms 
d 111.15e to 1r'IJ.-alillli2~ CLHI ctJver Jftl! by 
focusing e n tine lti.9,hcst burdcm 
d:iitrit:ti witb i:n L-.un regi_on. 

Polu.-y .and 9- Elirrnin..i.ticn cf ..!ill &,:rml..!11 .i.nd 'rlnc e li1rnim'.Jtiic11 cf all fu-ml.ll ..!Incl i 111'<11'1Ill..!II \Ve c;,.~"t ~w fi r.it ~Ii cit 

Public tililfom il.ll wm foa in die puhli1: 111Sm fl!l?!I ltll' HJV ~s wemt: inw L-H'ect iililiplerll'IL'llt.Jti,)n 1t1 providt! 111SefuJ 
Health !115:lt(II' for ..i.oc:c~ tc ..!ill dirt..-ct IHl~V (1ft ~anu.:iry 1, :zo:zc. "11te So'{L ... mru!nt of infonrnaoo:n 011 J IVJI c lnallenJ!e<o a 
Systems !IL'l'I/Lt."CS a md 1neiG.lk..i.tiali1S, .i.nd (...JJll'lel'OIJJl should be CllliJ'1111L'lldw for its iimple!lilL'lltins tlnn new p(·~Jicy ilt t b c s ite 
Support 11'.Aatcd lit!r.-.i~-s. m.i::b .is ANC. e liliu;·t?I ho1h in rll'likin.!J. this policy diamft!!, ll!"tl"t!I. 'Vile -will wcrl: tc rn..:imtcr the 

'fl!., u:li\'ic"'I o.sncL'I', IPrEP .i.nd ,md i:n p l.mni:ng liiguru1..1.."li)• ::im1 funding its implernL'llt.Jtioo, i:ncludmn~ tl-ie n L·w 
ll'lllltine clinic.al ,;a-vi~. iiiruplerll'l~t.Jtion. n nJllOlilL ni~n i..'!nll uK.-d tc fund the 
ali'fec.-ting a~ to IH~V tut!ins sitd direct'ly (ratl-im ithalil funding t bem 
.:ind tn!Jb l'IL'llt ..imd pc'l'Cmltinn. dm:iugh usa- f!!e!). .md. w il l .w;ppiN1 

adjustmiil!nti .ii dt:L-.nccl not:c!o!l.'.lry. (~ 

111'10[1LWJ'i:ng .It tit(! ~te l!?\11!~ tll L'll!IUre 
elirec,-tin.: d□lilinaoon Cl IU5a' fl!el .dmuld 
ofmtinuc. 

• PEFFAR will camt:inui: tu ..,,°'ll'k -&itln 
t bc 1~·0,r-crnml!llt of Carr'l~KJn to 
lflilnlilitm a nd r,c.:pcrt tc emure t111l!t full 
d im:ilil..i.ticn a HIV u~r ~ lhai tal«.:lil 
J)fate ..i 111 d um tin u L"S. Mui t ipl e 
strat'4lliei lmJ 'll"t! bet!n cleplayed ~~ 

(!n mri: contill.l.llOO ,c.:lililtiruJtialil. 

• t.1inie.'.II .ind ( cmmumity ~~• are 
mnmito.rin.l!,. i111lfp ler11'11!11.t.lti,1n of nc 
111Ser fucs in lmeJl tln facilit iei n:x."Ci'liililB 
Pt:FFAR irupport alilcl ccm.rnu nity 11'-s 
.:ire lfll'l□nito:ring ulit!r foe dli1111in :'.loo:n 
J t (JJ.Os. 

• Ad.J:ioo:rm~ cffill'l3 -will bi: m.w_(! i:n 
COP:zc tu cnmre ~i.at tlte HW care 

,.md tmatm~elilt !iien.itl':!!'I are 
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ID. OU:S .15.::;u.r p.mv.un illl-.d :i:;irc 
:;~n_dardSJ are met b. m l rilllne, 
effea e q illLt .Ui:5 l'ill?ICC ill ll_d 
Cominuoos. ,!Aadir:, 
lrn(J],OW5JTU:rt1 ~C-Q ll prilcLic6 
m La n1_e ,md pro.srn m 
1TW1.:agiffi'lJl:ll 1t. QI is. S Ii 11P Drl ei:I 
lby IP 11,•,m:k pl;m~ Af:ency 

SIMS. d,u.1 1rtdta_1_c:;; Lb.al Lb!: t,,,'C!ilkesL ilri:!il 
a r p,erf Mrri.airte e I" .irouoo P,.UIBI I u·.u:k i Ill! 
;mdt d,1L-. n.:porilng. TIM.: 1r.1pidt p,1Lic1r1L 
tr.u:killlS. conducted lb:, die lle.101 In 1h1.: 
:i,;pa-m,s m Hl9' 1iUiPJIDn!i Lim , cond'1.Js.:ioo. 

~. lild: a€ EJAJR illlhi ill 11.1niqu.e ID far 
p;:iLll!tilLSJ rn,1krC::!i p.1..1ren1 1ra1cki .aind 
H.\leiTillOD nllM1L1-0nJ11!- d1i1I i111g. 
Lc~ru. lcilrtx-d rrom ~hi!' F.11Jld tra..,:kl11s. 
e:..ercL1ic ,1re impon.mt, baL l.u:k of 
111e1work1.:dt, elec1roruc s:,&c1_cm:i,;, wil l 
,:o rt1J n._11 I!' 1 o pas I!' ,1 c h1ill II en gi:. 

rc-r:mr:ru!i, illnd l"iilLion.u policy. • .All imLce,r.m:di S:IM r.mulilr icc • Al Lhm.tghi EM R. ilVil i l..rlJ ii i ty 
M.uiagemS11 (GSM ) :1.Lrucl1Jtt- 1::1: ·Ing 
d.cvelapcdl 1LC1 C:11:!'ilir • ill Jlli:ill.<:r focu:i,; ,nn 
irnpro...c~m or q1Ja1 l.rLy I UV l:illri: .llld 
LrcilLrru::nl ::.crvici.:SJ ill llre ulc k:...cl. 
Cus.lJ:Lro lndticilLoni t11i11 • hccfJ'i 
dlewelapi.:dl ,llildi ,ll'i[: being U:Scdi a.1 ii 

r~umhcl' or s;iLc:,; co dctcmun._e ibc 
i.:ITi.:ctlve~.s. or I he SI S.,r(i Iii 
iricr:e,r,uLOl!I illnd rernedi.,1.ucm plilm 
,dul.:iJn.g from 1h,c: me as,;e:s.:i:;rocnl:i:i. 

11. E'i'td~cc Dl L cillmi::nl ill ll_d The sc.1k: u;p of ',<IJ'illl li»d llbi1 irra.s iri C( Pt!:! 
ilrill IC!.Ml l.,ter~qt ,1cLi.,.u-1C5 as L!flOOUl'i'IB,IJIB- U[111,1 lu:: h.1:. heec-i !.'trol!IB, 

:i:;uppnn1.:d b~ Mmn1nc::i,; of ,1.11dt 11lrc deJTbUld for 1ml loa..d LrC::!illng lloill:li 
I fci1 l1h, 1'·.li!Lion.i! ,;'!,EDS, a u111ci.k bccni ·ll-«illl'illgil"IB,-
a.ndt C!llr ci- hon c 0uF1 Lry 
k-.ader..hiip olfk,e:i,; wt1lr ilrc 

cu_rr · rufy hmiL i.: di. EM R. moouJr--...::1: 
rcl,,1-1_cdt la H IV care a1 111dl ire.um-em 
t1lill · hcl!'l"i dlc~ · opi.:di .aind ilrc b!.:i111s. 
11.1.i.:di far impro.-ei:I ~ I ic111I c.u<: .aind 
Lrnchn .1..1 .1 (cw we,;, wi1il plall:i:i far 
cvcBIJJ,1' :i.c;:ilc up JlCfiidi11g 
res.olD'ces. 

Thett i:i:; ,1 Aood &Jr i'.lfl 1mp:m-...-cdt :.;upply 
chilin, spc,:Jfts:.dly around n;:i l lo,1_d 
:arop c collec1io11 .utd u.ain:i,;porL, LCl 

:;uppnri Lite rncC[:S~Ld m:.plerucml.1-1XJo 
or CCfUJll wide r.il kiildi cavl!rngc. 

nor IPOIJJ l,uioni ,mdi hc-,1bh • 
c.1Fe pm ld.l!.:rSJ l'e8illrd n.g CJ • U 
.mdt 01h1::r 11Jldi1Lcd I rlV 
me;~., g.i ng Lo re dlu c e- :.LI s.m .1 ill rtd 
eillCO'Ul".:age I rtv Lrea1Lmer1L illnd 
tp,C\ll!l"ilion... 

All climc.,l liP-s. ;:ire i.qii:b l h1g h.ne h.1iu. m • 
pa..1J:ell1!i et i B,LD le for Vl. .1..1 Lh.oi r 
w ppoli.(,_-(! :i:;i1es.. A 5i!,':1ili::1Ui1Lic 

l'lx: Vl.JEED n_e<t ark opuroiz.-.tion 
pl'Cl@.1'65.I.J11!, wid/1 tile milpJJlllg m 
l!il chi h e.1 l1lr c ,1 re fa c ii~ I.} Lo a 
l.1 r,1.1ory ~ ·iL l1 i1 d.e:.ign;iccdi b, k 
!ip l.rl:u>'l'illiory wlM:cn thi.: rl!' ilrc \rl 
~.,rnple lMc I ). Tbi5'. utclud.\!:::S 
crikSurirae. hiurn.m reooLD"ces ~-=h 
LIM: ·a lum!!' of work, .1 VL re,1gecu 

ii PJJ n»dl i &i lh.'1.111 • U:Sc di L,n en :i,; u_re VL 
Lcnlng H, o rdle:rcd ani:I liillllJJL,e:i,; ilrc 
ooll lei:! '1r aII clJsibli: plll icr~~-

• All cnlh ,moc-d cam mum iCill I ir:m .ll1 ii 
m~hriA. JJi1d:,1(le as bcinA. di::velop,ed 
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u:. Cli!.1r 
IPrO,Sl"CSSi 
111,d i.;gt:n_o WI: 

rurtdmg_ 

for .di gt.,B co eruarre p.11X:n._1si i"lrc 
reci!ivmg -mi.:~ or hope•- P~r1 m 
thi.s. 1Pi"lck.1ge for l,IIV mfocb!.-d and 
oori infucted individllill'" ii. K:Si"lrdiiBg 
LIM: lbi!11clii.s al d11r.ible 'Ill liil!Frm:sun~ 
.. rwt U-U. 

mer:: or ;ipq To :iiiuppon ~hr:: :.c.m: 11p m P19, 1hrcc 
101,v~rdi Lo~I. ne-w d inic,d p.aal n.e;ri; e;re l:"8i"l~'ii • .111 

p.11 rLM r ruimi.: ln Lcrni"ILiC111aJi. 

.. TIX: Lo~I d inii::i"II p.1nner h.1:. made 
s_ 11ili~m 1mpJ'lrn•emcal.1i o ·r I h_e lb:,;t 

Lhr.c.-c q urll'Ls:i;. Pttfor~nce ,nf 1hc 
Llu-r.,c i mi.: r~ Li oo .1 ~ 1P ,UH'i c rs; h .1 s; ht! e"£"t 

oopLlmi"II Ill IJ!Y.:lJ!J Q I, r!SJICcii"IU'j lhr! 
JM:W IIPs; J'Cbi.c-<I Lo i1 s_Low Lr.-.nsinnr~ la 

Ltr.r:i r r-!::!i ptiaJ!o-.C :zon_es ,m d 1hc 
ooriLirilliCd 1Uliii"IVi"lila'lnliry/UmL1ed 
i"IVi'lilabil lLy ol comm,ndi1ies. 

.. 1ilM: CO Pz_o !Plan for 3Pl. w1Juon:s for 
w ppt), ch,1m al:m 1rtdude:s, IPro .. ium-. 
[o r 1h rel'.! ni c:w I oc..tl p.111111:?l'lei. 

red is;m bu Ii cm pL;m 1JT1J plenu.: n._1e d, 
.. oo ~111 c:;~hlidied Sitmple/ r<:l'iul1 
d!!:liv&!I'), network l:t.1!.Jed lllpnn 1he
l0C.'IJ ii: ri"lpll'.f. 

\~le coocinac Lo, improoi: per!,nm'bUlce
.U1d hi"lvi.: !.C.-<:Jl imprO\ ernielll:ii in din: 
b LLB qru .. n_ers; ,nf P1 . Lo~I P .-rid 
t V IJli"l 1111'1 i!r... h.ri-e beerl .:~ for 
u.1J1s;iLiorung c>\ii!I' 1lle m:~L Liu :.c ~~-

The u~ Dlf 3PL :Se-rvtce pmvidr::rs. i ,n 

cortducl l.m m ile- dellll,'(:ry Dlf I flV 
c_ommodUY.::!i i"I ISiCJ ,nff°el'lei an oppnrmniiry 
fM lnci"II pa:rl 11N f1.D1 di111g_ lni IL 'Ci n;sialldi, 
Ille- !Regxl-lihll FW1ds. fm l,lc.-.lm 
Promounn 1• 1N: rnpporlcdJ dirccLly i,n 

en~ PL crmtF,lCIQ.I:!i. In 1he
rcrn.ainiin1 eighl resioll.;i, ];PL COl'llr.h."l!OB 

1, be e11e,11ed !Yr· 1lle- 51.lpply ch.nn liP 
" Lhi I h_e .d ,nf Lr,11uuX1""i111g iillddi1Lo~I 

ro££io:ni. ma dir«1 fi:mdm.s m s;ub.sequel'II 

There L:S i"lll ,npport11ruty io incrci\s.e la~I 
p i"lnne~ Lluoogh CSO led numi101ini1 
lllrou h Amb.K!iiildon; ~ I V~l'l'Ui. 
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13,- E. .. -:idL"fl..O! cli lncS;t SO'!M!lrnlll!Siit 
..usumina s re..i.tcr n.-'Spon.sib il it-y 
~M the H IV re;ponie i n du.d.'ing 
d.e1m11151t.:1hl1.? I! idL-na! ~M yc.1r 
.lliter ~ r inc~ ri!i-:MJ.1N.:L-s 

e ocperu:lc...J. 

1~. M~ritc1i n.P., .m J re~nti:ng ali 
n ,.i:ui>idit:... .a111t1 n iJOJt:alit:... 
ouro·wn~ i rn:lu.d'i111Jli i:rm?Ctiau~ 
.:incl nc111-4n cctim.ul; m.cmidit:y. 

·1r1r11!' GR( s h owed .a stmms ro1ru111itmcnt t,,t~ 

,w;m fl:. cli1111irulltic1111 by fu111d i11tJ: .as J lin l!' 
iitc11111 i:n thl!' 111..i.t ia111.1I bad;a-m .and .11!«~ 
p.rc,.,'1..d.ims .adcli.tian.11 funding tllJ'uugin 
p:re"idl?lllti.u d.t.-cn.?t! . Tlmis aiaru? .'.lltL'I' cn
rfin .'.lndmJIJ p,'.ly.tml?lllts tlri..i.t 'it.\Cli"e! mat 1n.mlc, 
w lni:cb resulted in :n.ytion--v.•i<l.e sblxk 011'3 
tin 1mg ,.1nd 2..t12.t1. 

• Witb tfte <t!l'immi~ t ian ~..lHaV ,w;e9" tt.'t..-'S, 
tire GRC I~ ccm tl'ibu.te:.1.m .1.dditL~WWil 
18.5, ir1t1ill ia111 to tlrie HlW ~ 111st! ti 111 
2.C:120_ 

A.'I i.J o:N1.ttinu..i.tia111 of sy:steins ~1!'1.""t!I 

tim,"<!litl!IIIL'fl.'3 st.artcd in (.."OV-1S, sySitc111ras t.o 
m111.c111iitm liDllwhidity .ind m.cl,Ullity d ilUUlld 
lb!-! p riu:riti~. 

• TI.ere .are onf¥°M11Jli ccll.ibcrattioml; Y11-:itJn 
tli. v.'.lr iauSi Sit.alk!clricldmSi .a111d rtbc , a.H 
tc .1.d 'll"(ICJtc fu:r .111 d in:ic.ll ~h .a111d Sii~ 
to .:dopt ,m J timpleinL-nt ~JAFi.-lA ii111~~ 
tli.ei r 111rnm.i tcu;i 111 !.. :i n<l re po:rti:n& 
Siy.lll'bc! 1!115. 

• Althcrugln EM I~ J1.•.1i l.Jb:il:ity tiSi cur-1L-rltJJy 
limited., t b c EMK mcdul~ ~.:imd bl• 

HIV ca.Te .ind ~ tmcnt !have lbt..-c 111 

'f1nL'l'C L"I J.l1 (1,PJ>ill'tunity to me~ ~Oc.iJ 
J::r.llrtners tluaugl1 C:SCJ---lcd 111mnit:ari111s 
rthmu1~ A nn .. ~adan1 i.u:n.lll g.amts. 

l.llii .:iddition to MJ.llld ing tlrii!! WIL'I' tt'!C! 
e li rruli1JDIJl1 , tin!.? 1_r:Y11"t!nunent l l'IU!l;t 

con"'tinuc rtt., 1-a~Nl.~ll' tits Glnbal Furr.d 
o:mnmit:IT'lent .1ruJ p.amc:ip.Jtl!' tin d a~ns 
.:in y cu rn:m cd itti L'S .11,J.J~ t Im .it J re ti cl !.'!!llt i fu".J 
ti111 tJIM! n rtl:l\'C to,,t.11.1r<l.io; ClJ'idL-rl'lic control. 

Na rillJ.jar barrimSi J.TI!' i<l-1:!ntint.-cl; Yl,"t! 

oC! 11 CIJ Lii r'J&I!' t;<!,il lll ifl t:li"• CD n.tJi li1 LI I.? W it'J1 
iimp lementatic"Nl.. 

• Add:itio.n.:i~ l'L"-OU~ will lX! 
llilCcdec.1 ta itab! IEM I~ to k.alt! 
rthmu~lO'Ut tlnl!' country. 
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15. ~ up cir C,15(: b,1:.ed 
su111 ·illancc .:and uruq11c 
lldon1a1ier-i:; w p.111.en_1;;; i'.lcrl>:li:5 idl 
i.iU:S.. 

Thc5<: acLi 'illlJC:fi tWt'I e nm IK-<:ill priciri1b.ed 
m ilmcrocm, gi't'i!i'I a. slill Lu c nre.nmc$ll 
coli ~c g.-.p. LJniq11c idc.-.Lificrs; exl.:liL for 
Kh iilln_d lar ART U-61.UTM:llt, bui &Ir ART, 
1111 i.: '.I' .u-ic: ri M I Ill kc.-d LO .iii rra dl!i'(].d: 1h i'.I L 1.-s 

.Kee~ by i'.11• :i.hc!!... 

I fi:.: i'.ll1h mfonn.aurm 5iYSLcnu, ,U'(: oot 
cum."'11lll:t Ill pl.Ke i.-. i'.I rolwu a,y lo 
en., b I c Ci'.15.C b.1di i.: di :i; 11 rv d llain.ce.. 

• Winh .1d-dJLion.i! foridirrag d1c
cu1TCmL :i.m,1ll &.ei'.l lc- EMIR. ~Lem 

Lili dc-vclopmcn_t of p,nie£n 
11miqu.e ID5i c_ould b · si:iill lc up 
n.111.0rn1o•i.:k: !Sl~r .. ,:g .i Ciill:li i.: 

lbi'.ls._ed r,,ctlfa11or: :!iys.11_cm u. il'il 
pl.u:c foli cn!h,1ri1ood po1nieo1 
rrumlmorirrag. 
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	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.




