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1.0 Goal Statement

The 2020 PEPFAR Country Operational Plan (COP20) for Uganda will make major tactical shifts to
further Uganda’s significant progress towards meeting Sustainable Development Goal (SDG) 3.3 by
2030 to end HIV as a public health threat, including:

e Shifting significantly from reaching epidemic control to sustaining epidemic control:
PEPFAR Uganda will maintain the COP19 cohort on treatment (ambitious target of 98%
retention) and will focus active case-finding to the index modality, especially where
recency hotspots are identified

e Expanding client-centered approaches to care in order to address barriers to adherence
and retention

e Launching community-led monitoring (CLM) as a routine part of program review,
planning, and oversight

e Introduction of once-weekly isoniazid-rifapentine for 12 weeks (3HP) for tuberculosis (TB)
preventive therapy

e Expanding pre-exposure prophylaxis (PrEP), especially among adolescent girls and young
women (AGYW)

e Strengthening the DREAMS (Determined, Resilient, Empowered, AIDS Free, Mentored,
and Safe) program to reduce HIV incidence among AGYW and expanding the program to
four new districts

e Reintroducing PEPFAR-supported cervical cancer screening to decrease HIV-related
mortality

e Discontinuing conventional surgical circumcision in the 10-14-year age group and focusing
on the 15+ age group

e Intensifying programming in ten northeastern districts to close the clinical cascade gaps in
testing, treatment, and retention

e Ensuring a six-month buffer of antiretroviral (ARV) medicines for the first time in the
history of the response

Under COP19 (the current implementation year), PEPFAR Uganda has already adopted multiple
strategies to address programmatic gaps identified by the Office of the Global AIDS Coordinator
(OGAQC) in its January 2020 Planning Level Letters (PLL). These strategies and other promising
approaches will be refined and intensified in the COP20 implementation period.

PEPFAR Uganda will execute a highly ambitious and targeted program under COP2o, prioritizing
retention of clients on ARV treatment through high-quality, client-centered service delivery. Using
advanced targeted strategies to reduce the number of HIV tests conducted while increasing
efficiency and testing yield, our team will enhance case identification, particularly for pediatrics,
adolescents, and men. Approaches proven to be effective in the Ugandan context will strengthen
linkage to care and treatment services, improve retention, and ultimately achieve viral suppression.
PEPFAR Uganda’s program will remain nimble to improve performance, using site- and location-
specific data (particularly from recency testing and UPHIA 2020) to identify areas for activity
performance improvement critical to attainment of our targets and objectives. COP20 will target
the most underserved age and sex bands while preventing HIV transmission among the most
vulnerable populations.



PEPFAR’s global 2017-2020 Strategy for Accelerating HIV Epidemic Control sets a bold course for
achieving epidemic control." Uganda’s COP2o priorities reflect this Strategy and the PEPFAR 2020
County Operational Plan guidance. Our COP20 objectives fully align with and will contribute
strongly to achieving the goals of Uganda's National AIDS Control Program and President
Museveni’s The Presidential Fast-track Initiative on Ending HIV&AIDS in Uganda by 2030,
decreasing HIV infections and HIV-related deaths, and achieving epidemic control by 2030 in line
with the UNAIDS 90-90-90 and Uganda's national 95-95-95 goals across sex and age bands.
PEPFAR Uganda collaborates with the Government of Uganda (GOU) through the Uganda AIDS
Commission (UAC); the Ministry of Health (MOH); Ministry of Gender, Labor & Social
Development (MOGLSD); Ministry of Education and Sports (MOES); Ministry of Finance, Planning
and Economic Development (MOFPED); and other key line ministries to increase national program
impact by ensuring that all national HIV-related policies and circulars are known and implemented
at site and community levels and that barriers to accessing services by the most vulnerable are
minimized.

How will PEPFAR Uganda's COP2o strategic directions translate into targets?

Summary statistics and a full discussion of Uganda's HIV epidemic and disease burden trends are
provided in Section 2.0. In brief, PEPFAR Uganda's overarching COP20 goal is to have initiated and
retained 1,326,797 persons living with HIV (PLHIV) on treatment through September 30, 2021, and
beyond. This represents 93% of the estimated 1,431,553 Ugandans living with HIV. PEPFAR Uganda
will strive for 95% linkage of newly identified PLHIV and 98% retention in care and treatment.
Intensive retention efforts are currently underway. Our goals for COP20 will be accomplished
through the priority strategies and interventions described here, including reaching and treating
additional PLHIV through focused scale-up in ten northeast "Ambition Fund" districts and
retaining these new enrollees through the end of FY20 and beyond, which will reduce the number
of annual incident cases of HIV to less than the number of deaths of PLHIV, bringing Uganda to
epidemic control.

Under COP20, PEPFAR Uganda's path to epidemic control will:

e Prioritize retention of PLHIV in care and treatment by building on proven and promising
platforms and initiatives

e Find and retain men through scale-up of MenStar approaches (e.g., male-focused
messaging, innovations in technology, community-based differentiated service delivery)

e Close clinical cascade gaps among children and adolescents living with HIV (C/ALHIV) to
improve treatment outcomes and assure retention and viral load (VL) suppression

e Refocus the PEPFAR-supported Key Populations (KP) program to expand safe spaces,
increase reach, and improve quality and outcomes of services for Key & Priority Populations

In addition, PEPFAR Uganda will:

e Support independent community monitoring and community linkages to assure robust
advocacy and "watchdogging"

e Simultaneously reduce the number of HIV tests conducted and increase case-finding
effectiveness

e Expand community-based differentiated service delivery

! PEPFAR. Strategy for Accelerating HIV Epidemic Control, 2017-2020. (Washington, D.C.: Department of
State, 2017).



e Intensify efforts in Point-of-Care Early Infant Diagnosis (EID) while maximizing and
optimizing testing platforms

e Refine geographic targeting using recency assays to pinpoint hotspots of ongoing
transmission

e Foster collaboration with faith networks and community-based organizations (CBOs) to
test, link, and retain men and boys on treatment

e Enhance programming depth and breadth for AGYW

e Fully scale up health information systems (HIS) including client registry, taking electronic
medical records and unique identifier systems to scale

e (Continue engaging and expanding support for activities with indigenous Ugandan partners,
including faith communities and faith-based organizations (FBOs), private not-for-profit
(PNFP) organizations, CBOs, GOU, and parastatal and KP-led networks

e Continue partnering with GOU for quality improvement (QI) and client-centered services,
including safe and confidential HIV testing services

e Continue efforts for sustainability by reinforcing GOU leadership for managing and
financing the national HIV response

GOU Engagement

Strong GOU engagement was demonstrated in COP19 with an increase in public funding for ARV
medicines to approximately $39 million, incremental absorption of human resources across
national and district levels, and rapid adoption and dissemination of policies and guidance. This
engagement continues in COP20. On Day One of the March 2-6, 2020 COP20 in-person planning
meetings, Uganda's Minister of Health Honorable Dr. Jane Ruth Aceng and the Deputy Secretary
for Treasury Mr. Patrick Ocailap announced four major GOU commitments for COP2o:

e Formalize a cadre of community health workers

e Increase financing to ~$52 million for HIV commodities and human resources for
health (HRH) in FY21, incrementally increasing this amount annually

e Expedite US FDA approval to optimize ARV procurement through the local
manufacturer Quality Chemicals

e Certify and roll out the National E-Health Policy, together with MOH and MOFPED,
allowing expansion of approaches to uniquely identify patients and reducing challenges
with data quality and patient retention and “loss to follow up”

These commitments have been greatly desired by HIV stakeholders in Uganda. Taken together,
these constitute a significant step towards greater GOU financing of the country's HIV response.
Each will lead to fundamental improvements in the operational context and will accelerate the pace
at which Uganda will reach epidemic control.

Approaches for Sustainability

Internally, the USG is streamlining implementation approaches, anticipating a post-epidemic-
control scenario where resources will likely decline. To that end, under COP19, PEPFAR Uganda
designed a series of new multi-year project activities that have been or are soon to be awarded to
indigenous GOU entities and non-governmental organizations (NGOs) including FBOs and
vendors. The new awards include Government-to-Government (G2G) arrangements to provide
direct service delivery and to work directly with select Regional Referral Hospitals (RRH) towards
quality assurance and strong program delivery at district level and below. By the end of COP2o,
70% of PEPFAR funds will be channeled through local institutions to strengthen their capacity



while ensuring local ownership and sustainability. PEPFAR continues to engage with GOU to
advocate for increased domestic resources for HIV commodities. In COP20, two areas of the
PEPFAR Uganda portfolio will begin phased transition to management by USAID/Uganda—
procurement of HIV commodities and the orphans and vulnerable children (OVC) platform. These
shifts will lay the foundations for further transitions to GOU and other local partners over the next
five to ten years. See summary Appendix F for the PEPFAR/Uganda OVC Programming (FY20-FY24
Transition Roadmap Overview).

Achieving epidemic control by 2020 requires prioritizing investments. COP19 will balance
resources strategically between support of public sector health facilities and systems, as well as
continuing to work with the PNFP health sector to deliver HIV services. The Ugandan public health
sector accounts for roughly 75-80% of new PLHIV initiating ART, whereas the PNFP sector
currently provides 20-25% of comprehensive HIV/AIDS services in the country. Direct awards to
local Ugandan implementing partners under COP19 will enhance HIV service delivery by the PNFP
sector.

The PEPFAR Uganda program is a team effort. “Team Uganda” comprises GOU counterparts, the
USG including five PEPFAR implementing agencies, the Global Fund (GF) bi- and multi-lateral
development partners, and many different civil society groups, each of which collectively engage
with PEPFAR regularly to track progress and solve problems. COP2o0 is a product of substantial
USG dialogue and partnership with the full array of Uganda's HIV sector stakeholders. This year
PEPFAR Uganda closed gaps in technical programming through a series of “Technical
Consultations,” harmonized programming for the next three years through active involvement in
GF grants writing and planning sessions, and gained consensus with civil society well in advance of
RPM on a number of pressing issues. To that end, PEPFAR Uganda concurs with the Uganda
People’s COP2o0 Principles, as discussed in Section 2.6.

Further information on new activities under COP20 may be found in Section 2.2.
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2.0 Epidemic, Response, and Program Context

2.1 Summary statistics, disease burden and country profile

In 2020, Uganda has a population of 42.3 million.> Uganda’s annual population growth is 3.3 percent
and its total fertility rate is 5.4, making it the third fastest-growing population in the world.3
Additionally, the population pyramid demonstrates that Uganda has a large “youth bulge” with 47
percent of the population under age 15 and 68 percent is under age 24.* According to the Uganda
population HIV Impact Assessment (UPHIA) HIV prevalence in Uganda is 6.2%. Findings from
UPHIA showed and annual incidence of HIV among adults 15-64 to be 0.4% with women having
higher incidence rates (0.46% compared to men 0.36%. This incidence rate translates to
approximately 73,000 new cases of HIV anually in 2016-2017 among adults in Uganda. Although
women have higher HIV prevalence and incidence compared to men, the proportion of women who
are under care are much higher compared to men as shown by the HIV population pyramid, ART
coverage gap by sex and age. Whereus the older population aged 50+ in both sex have a high
treatment gap and women showing treament gaps in the younger age group 15-24, the male
population have treatment gaps in all age groups but particularly in the older males aged 20 years
and above. Key strategies have been put in place to address these gaps focusing on primary
interventions to engage men in managing their own health: through developing and disseminating
messages men can identify with; digitalized solutions for communicating messages, appointment
reminders, and improving treatment literacy and establishing additional community based
differentiated service delivery options, particularly for fishing communities.

Uganda is implementing UPHIA 2020, that will determine the progress towards the achievement
of the UNAID global targets. Uganda has made tremendous progress in the fight against HIV;
notably since 2010 there has been a decrease in new HIV Infections by 43% and AIDS-related deaths
by 58%. Uganda is on course to the achievement of the 95-95-95 UNAIDS global goals by 2020, as
of January 2020 89% of the people living with HIV (PLHIV) had been diagnosed of whom 89% are
on treatment and 70% of these are virally suppressed. The latest spectrum projections indicate that
in 2020, 1.43 million Ugandans are living with HIV, majority of whom are women. The goal of the
program is to have 93% of these on ART by the end of FY2020, with the aim of achieving the global
goal by end of FY21.

> UBOS. Population Projections 2015-2020. (Kampala: UBOS, 2014).
http://www.ubos.org/onlinefiles/uploads/ubos/census 2014 regional reports/Population
percent2oProjections 2015 2020.pdf (accessed 3/6/2018)

3 UBOS. Uganda Demographic and Health Survey 2016: Key Indicators Report. (Kampala: UBOS, 2017).
https://dhsprogram.com/pubs/pdf/PR80/PR8o.pdf (accessed 3/6/2018)

4 UBOS, 2014.
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Figure 2.0.1 HIV Population Pyramid and ART Coverage Gap by Age and Sex, FY20Q1

Based on FY1g results, Uganda achieved most of her targets and outputs from FY20 Q1 indicate that
the program is on course to achieve the set targets, however a few program areas are lagging behind.
Although index testing is on course, the number of HIV positives identified through this testing
modality was below the targeted number of positives, indicating a lower testing HIV yield than
expected. HIV recency testing is below set targets mainly due to slow scale-up and HRH challenges
at the facilities. Current services have been rolled out in the 184 high volume facilities out of 400,
however by the end of FY2o0, all the 400 facilities will be in position to provide services. During
FY2o0, training of trainers was conducted and the trainer are now training health workers at the
facilities that provide these services, this will partially curb the HRH challenges being faced.

Progress has been made in the PMTCT program, the policy adopted in Uganda to initiate any HIV
positive clients on treatment has facilitated the achievement of the PMTCT goal with HIV
transmission from mother to child declining from over 5% in 2015 to 3.5% in 2019. Challenges
remain on 2-month testing coverage among HIV exposed infants. Teams continuously track and
monitor EID through the weekly surge dashboard to ensure that facilities are following up with
mothers to bring their exposed children for HIV tests at 6 weeks. Additional challenge lies in the
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suboptimal capacity HCII where mothers access care. This has been a significant structural barrier
to eliminating MTCT. Strategies at various levels have been put in place to address this challenge.

Uganda has continued to achieve her VMMUC targets over the years, currently the VMMC coverage
stands at 62%. The higher fertility rate and the huge youth bulge in Uganda slows down the VMMC
coverage despite high circumcision rates in Uganda. There have been challenges in achieving target
in the pivot age 15-29. In this COP, the program will implement client-centered strategic approaches
to improve uptake of VMMC among men aged 15-29 years through integration of VMMC services
into other health services where feasible, use of incentives and the use of flexi VMMC services:
provided at the convenience of clients.

Key population programming in Uganda has faced tremendous fall backs however there has been
significant improvement in the political environment. The program has put in place KP tracking
systems that ensures that KP tested and found HIV positive are initiated into treatment and
followed up to ensure retention. Although there has been great improvement in ART coverage
(83%) and VL suppression of KP clients initiated in care (91%), linking those identified positive into
care has remained a challenge currently at only 47%. The program will work with CSOs to ensure
that identified KPs are linked to care and are retained.

Implementation of key policies to address minimum program requirements as per COP20 Guidance

Uganda is on course to achieving all the minimum program requirements (MPR) as identified in
the PLL. (See MPRs and new site level requirements in Appendix D). The few remaining MPRs
include continued increase of resources for HIV from the host government; perception of ARV stock
insecurity impacting the scale-up of the six-month multi-month dispensing (MMD), scale up of
PrEP to additional individuals at risk, including AGYW, and the need for expanded use of unique
patient identifiers. All these areas were discussed at the RPM and consensus gained on solutions.

e In FY21, GOU has committed to provide $52 million and accelerate the transition of
PEPFAR-supported HRH to government.

¢ Commodity security continues to improve through aligned USG, GOU, and GF investments;
for the first time ever, Uganda will hold a six-month ARV buffer throughout COP20. Three-
month dispensing is occurring now with plans to scale up six-month MMD to eligible
clients.

e Current government guidelines allow for AGYW and pregnant and breastfeeding women
(PBFW to access PrEP, but these target populations are not accessing PrEP services for
various reasons. In COP20, PEPFAR will build on existing PMTCT and DREAMS platforms
to scale PrEP for these populations.

e The National E-Health policy is awaiting the final Certificate of Financial Compliance from
MOFPED; thereafter, it is expected that the unique patient identifier program will be ready
to expand during COP1g and to be implemented at scale in COP20. This approach, along
with increased investment in the health information system (HIS) infrastructure, will allow
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for a better understanding of the epidemic and how many individuals are on treatment,
assuring improved linkage and retention in care.

In partnership with GOU, PEPFAR Uganda has committed to promoting quality and client-
centered services to achieve and sustain epidemic control. In COP20, USG will aim to attain 97%
of clients diagnosed, 92% of these on treatment and 86% virally suppressed. PEPFAR will address
barriers that hinder patient access to care at both policy and individual levels. At the policy level,
optimization of ART regimens, provision of client-centered service delivery models, and rapid
incorporation of new evidence into HIV prevention, care, and treatment guidelines are key.
Through the MOH Continuous Quality Improvement (CQI) program, PEPFAR will support the
national system to take to scale intervention packages found to be effective, continuously review
and refine interventions, and address quality issues in real-time. PEPFAR will also focus on
addressing intrinsic barriers and client self-management, to increase access to HIV services and
retain individuals in care. Service QI strategies will be integrated in national guidelines and job
aids; robust collaboratives will continue to champion successes and address challenges to linkage,
retention and suppression; teams will continue to carry out ‘short-learning loops’ and rapidly
integrate best practices into programs. Several approaches to monitoring the quality of services
will be used, including development and implementation of national dashboards accessible at all
levels of the health systems, adapted SIMS/surge assessments to address unique facility challenges,
and expansion of the Uganda CSO CLM program to be launched by June 2020.

Major programmatic and system gaps and barriers in achieving epidemic control (e.g., lost to
follow-up, forecasted commodities shortfalls)

Though Uganda's GNI per capita growth fluctuated substantially in recent years, it tended to
decrease through the 1999 - 2018 period, ending at 1.9 % in 2018. The GNI per capita for Uganda
was UGX 1,396,752 in 2018 (The World Bank). Data showing the proportion of the GNI spent on
HIV response and/or the health sector is not available. GNI per capita (formerly GNP per capita)
is the gross national income, converted to U.S. dollars using the World Bank Atlas method, divided
by the midyear population. GNI is the sum of value added by all resident producers plus any
product taxes (less subsidies) not included in the valuation of output plus net receipts of primary
income (compensation of employees and property income) from abroad.
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Uganda Gross National Income Per Capital (US S)
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Figure 2.0.2 Uganda Gross National Income per Capita (US S)

Data Source: World Bank, Gross National Income for Uganda:
https://www.macrotrends.net/countries/UGA/uganda/gni-per-capita’>Uganda GNI Per Capita
1984-2020</a>. www.macrotrends.net. Retrieved 2020-03-16.
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*There are currently no national data collection systems/sources of reliable data on the variable.
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Figure 2.1.3 Updated National and PEPFAR Trend for Individuals currently on Treatment_

14000DD
—t— Foopk o &8 T Sumsariad Matoraly == Fampk an AR T Suppoiad by FEFF AR
1Z2000DD e
e
o s
- __
10DDDD0 e
T
Tl
‘EDDODD =
F
e
- ¥
.'F I.
s00DDD -~ [
..-_.- _.'.
i
4DODDD = ;
--‘.. 1]
- |
200000 #
|
I..
D i o |
Al ol a3 aH al'ls a0 F-iRES reh S Al

Figure 2.0.3 Updated National and PEPFAR Trend for Individuals currently on Treatment

*Data from DHIS2 was only available starting 2015

Figure 2.1.4 Updated Trend of New Infections and All-Cause Mortality Among PLHIV -
Updated
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Figures 2.1.5 and 2.1.6 Spectrum Estimates for the period of 1990 to 2019

Figure 2.1.5 Progress retaining individuals In life long ART in FY19
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Figure 2. 0.5 Spectrum Estimates for the period of 1990 to 2019

Figure 2.1.7 Epidemiologic Trends and Program Response

(Figure 2.1.1.3 in COP20 Guidance)
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Figure 2.1.8 Net change in HIV treatment by sex and age bands, FY18 Q4 to FY19 Q4

Figure 2.1.8 shows the HIV treatment growth by age/sex to pinpoint where there are specific areas
of intervention needed to maintain and grow the HIV treatment population.
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Figure 2.8 Net change in HIV treatment by sex and age bands, FY18 Q4 to FY19 Q4

2.2 New Activities and Areas of Focus for COP20, Including Client Retention

COP2o0 brings an array of new activities, opportunities, and interventions. The strategic shifts in
COP20 are premised on reaching and sustaining epidemic control starting in calendar year (CY)
2020. To close remaining gaps in specific population groups including children, we will work with
the national QI collaborative to provide support in areas where the need is greatest, using strategies
for health facilities and the community. Core interventions to improve retention and VL
suppression in adolescents, for example, will include peer support, OVC services, and differentiated
service delivery. We will also continue to support pediatric regimen optimization.

EID is critical for timely initiation of ART in HIV-infected children who are at high risk of mortality.
In COP20, PEPFAR Uganda will improve the efficiency of EID testing platforms to improve early
identification of HIV-exposed infants and timely ART initiation and retention for all eligible infants.

The DREAMS program will expand strategically to four additional high-prevalence, high-incidence
districts, and the platforms will additionally be used to implement social network HIV testing

services in urban centers to locate adolescents at the highest risk of infection.

Circumcision for boys and men older than 15 years will minimize serious adverse events and
increase the short-term contribution of VMMC to reduction of new infections.
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In COP20, PEPFAR will support implementation of comprehensive clinical care services for ten
northeastern districts to ensure that the current low viral suppression rates are reversed, and new
infections reduced.

Renewal of support for cervical cancer screening and treatment of pre-cancerous lesions among
women living with HIV (WLHIV) is a welcome opportunity for Uganda. We plan to screen 260,616
women living with HIV, accounting for 50% of the targeted HIV-positive women aged 25-49 years
in HIV care and treatment.

The MenStar findings and approaches, as well as the new Faith and Community Initiative (FCI)
“Messages of Hope,” will be employed to engage men to manage their own health, starting now and
throughout COP20. PEPFAR will use male-focused messaging, SMS messaging and other
innovative technology, and differentiated service delivery models to bring services where men are
in an appealing way.

During COP20 implementation, PEPFAR Uganda will identify effective and cost-effective
approaches for the GOU to expand recency testing for all newly identified HIV-positive individuals,
with a focus on quality assurance. PEPFAR and the GOU will stop over-testing and use safe HIV
testing approaches to increase yield. Finally, PEPFAR will ensure that the COP19 cohort remains
on treatment.

Now and in COP20, PEPFAR Uganda will support community monitoring initiatives to pinpoint
and rapidly respond to a wide range of issues associated with effective and quality HIV service
delivery.

PEPFAR investments in HIS will strengthen the health information exchange, expand unique
identifiers, and amplify analytics at national, regional, facility and community levels to improve
precision in targeted case-finding of men and children and reaching KPs, as well as retention of
men, women, and children on treatment.

Focus on Client Retention

PEPFAR Uganda made marked progress towards epidemic control in 2019. In addition to achieving
80% ART coverage during 2019, we made marked improvements in retention of clients on
antiretroviral treatment between FY 2018 and FY 2020 Quarter 1, and our goal now is to sustain this
performance by reducing quarterly unexplained treatment loss to 1% over the next three quarters
of FY 2020. Lessons learned in strengthening retention from the improvements made by our
Implementing Partners in Uganda's northeastern region are already being disseminated throughout
Uganda via the MOH-led national CQI initiative.

Despite these gains, Uganda is still grappling with persistent challenges to achieving epidemic
control. Now and under COP20 PEPFAR Uganda must:

e Address ART treatment retention among young men

e C(lose the gapsin pediatric and adolescent care and treatment that persist at every step along
the clinical cascade

e Improve our reach and strengthen our programming for the most vulnerable, including
Uganda's KP, AGYW, and OVC
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e Expand PrEP to all populations at elevated risk of HIV infections, including AGYW and
PBFW

Starting now and under COP20, PEPFAR Uganda will continue to refine approaches through root
cause analyses (RCA) and other program data analytics. As challenges are identified and change
over time, PEPFAR will continue to expand use of differentiated approaches to treatment
retention, including specific interventions aimed at sub-populations such as children and their
caregivers, adolescents, and young men.

CQI has been used to strengthen DREAMS programming as can be seen below:

The approach

+ Training of group peer leaders and sub
county coordinators in use of
documentation and proper storage of
toals.

+ Data migration from individual service
tools to registers.

+ Data verification exercise in both the

registers and systems.

Data entry at designated service points.

Real time data synchronization: register

summaries vs system summaries

Innovations

v Combined group register : To ease
tracking and update of subsequent
services.

v The flow chart: Clarifies service flow
and eventual documentation.

Areas Assesed Baseline Aug 2019 Nov-19

Adequacy of Human resource for managing data

Appropriateness of mechanisms to allow for
timely aggregation, summarization, analysis,
reporting & dissemination of data

Completeness of data and the adequacy of the
filing system in plce

Documentation of Standard Operating
Procedures for data handling for all relevant staff
to follow

Adequacy and consistency of the data collection
methodology with emphasis on the ability to
report unique individuals served

Availability of Source documents and relevant
reporting forms

Evidence of DREAMS Data use at Sites eg
graphs, charts, maps

Sufficient stocks of blank datacollection and

reporting forms at service sites
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9

Figure 2.0.6 DREAMS data quality improvement example

Specific site-level technical support is closing pediatric and adolescent cascade gaps. An estimated
40% of youth ART clients are pregnant or breastfeeding women (PBFW) who might be at risk of
treatment default. To keep PBFW in care, retention is reinforced by expanding peer support
through mentor mothers' groups and proactive mother-infant pair tracking. In adults, Uganda's
focus is on addressing "extrinsic and intrinsic" client level barriers faced by men, such as patient
self-management. PEPFAR Uganda works with Uganda's MOH-led national QI initiative to tackle
client-level barriers as well as structural barriers.

Together with the GOU, we expect to have a positive impact by improving quality of care through
patient-centered service delivery. The aim of the MOH's national CQI initiative is to mitigate
attrition amongst ART clients through a standard intervention package that includes standard
operating procedures for different client visits; enhancing interpersonal interactions between ART
clients and providers through patient-centered psycho-social support; and improving providers'
counseling skills.
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The CQI is complemented by community-level approaches and outreach to prevent LTFU among
newly initiated clients. PEPFAR implementing partners will continue to work with district
leadership and the MOH to support ART accreditation of eligible health facilities, including in
Kalangala. We are prioritizing non-facility-based outreaches and interventions to minimize LTFU
in hard to reach areas such as Kalangala. A skilled workforce liaising between the facilities and the
community plays a critical role in retention, case finding, adherence counseling and patient literacy.
In COP20, PEPFAR Uganda will continue to support community, youth, KP, and other PLHIV
organizations to provide quality peer-to-peer support services targeted to case-finding, addressing
stigma and discrimination, adherence, treatment literacy, VL suppression, and amplifying key
messages (e.g., U=U, FCI “New Messages of Hope”).

In COP20, PEPFAR will provide grants under the FCI to increase case-finding among men and
disseminate messages of hope through faith community platforms to promote retention in care,
positive living, and dignity, and ending gender-based violence (GBV). PLHIV, CSO, and faith
institutions will play critical roles in mobilizing and decentralizing key messages to improve
retention and VL suppression and address barriers to quality care.

Finally, a doubling of GOU investment in its HIV response over the past two years to 200 billion
UGX demonstrates continued commitment and leadership of epidemic control efforts.

2.3. Investment Profile

While GOU has policy of free healthcare, budget constraints compromise the country’s ability to
achieve its ambitious health goals. As a result, the health sector is heavily dependent on external
donors who contribute almost 42% of Total Health Expenditure (THE). The GOU’s THE stands at
around 16%, while another 42% comes through out-of-pocket (OOP) expenditure despite the free
healthcare policy. High OOP is highly discouraged as it impacts service utilization and draws
families into deeper levels of poverty. According to the recent National AIDS Spending Assessment,
almost 90% of funding for the Ugandan national HIV response comes from external donors, mainly
PEFAR and GF. While this has helped advance the epidemic control efforts, the heavy dependence
on donor assistance will compromise long-term sustainability of the program.

PEPFAR has been working closely with host country counterparts and development partners to step
up GOU'’s contribution to the national response. In COP19, GOU increased funding for ARVs from
$24 million in the past years to $39 million. The GOU will maintain this level in COP20, and the
money will be ring-fenced for ARVs. In addition, MOFPED has committed to an additional $13
million for HIV commodities in COP20 beyond and above the $39 million already committed.
These funds will procure needed HIV commodities including Viral Load (VL) and EID laboratory
commodities, and first-line tuberculosis medicines for the entire country as well as provide support
for needed human resources for health (HRH). While this is a step in the right direction, more
needs to be done to increase domestic resources and ensure sustainability approaches for HIV.
Over the years, GOU’s health budget has been increasing in nominal terms; however, the
proportion of the health budget to the national budget averaged around 8% over the last several
years, which is lower than the health sector development plan target of 10%. This nominal increase
does not match with the needs of the rapidly growing population.
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Uganda has submitted a joint TB and HIV grant application to the Global Fund for AIDS, TB and
Malaria (GFATM) for the period 2021-2023. Most of the funds will be used to procure commodities.

Development Partners and CSOs continue to play an important advocacy role to ensure GOU
financing for key interventions to attain and sustain epidemic control, including HRH and
financing. The Health and AIDS Development Partners Groups, led by CDC and UN Women
respectively in 2020, are working together with the Department for International Development
(DFID), Irish AID, PEPFAR and US government (USG) agencies, World Bank, World Health
Organization, UNAIDS, and all engaged bi- and multilateral donors to ensure that a health
financing transition plan, fully owned by the GOU, will be completed in 2020. USG is providing
technical support for plan development and will also be working with OGAC to carry out the first
activity-based costing (ABC) exercise with MOFPED and the MOH to understand the true costs of
interventions.

MOH continues to improve resource tracking in the health sector. MOH recently completed a
comprehensive resource mapping to which PEPFAR contributed data. Information from the
resource mapping will inform GOU budgeting as well as the development of the health financing
transition and harmonization plan that is being supported by the USG and other health donors.
Technical assistance will be needed to identify sustainable ways of raising additional funds from
domestic sources while improving efficiency. The USG, through the Department of Treasury,
seconds an advisor to MOFPED to improve e-health finance management systems while also
engaging with MOH. The Activity Based Costing (ABC) exercise was planned to launch in February
2020 and is delayed due to the COVID-19 crisis, however the first round is still planned to be
completed by end of September 2020.

Table 2.3.1- Investment Profile by Program Area
Table z.21 Annual Investment Profils by Program Area 2015 /1g
Program Area Total Expenditure PEPFAR GF Huost Country Oiher

Clinical care, 330,087, 667 18, 076, 345 7,44 5 40 0,465, 871
ireatment and

support” {includes

PMTCT)

Community-based

care, treatment,

and support

PMTCT

HTS 28,083,113 20,800, 225 8,121 BR8
VRMC 41,500,514 41,500,514

General population i, 170, 463 e 423,230 4077559 5,660,565
prevention

AGYW Prevention 1608 106 1,68, 106
KP prevention 1,055 850 1,055,850
Oove 32,274,500 3L.270.540

Laboratory 400,144 4004 Ly

51, Surveys and 8,848,314 8,848 314

Surveillance
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HSS (includes 73T G40 21235, bdg 1,232,141 4,850,713

PrOgran
management)
Total g4b.035 410 T, 0l BE.53.034 o005, 200
li}.-ﬂ];:‘!l.lﬂq
Table 3 Annual Investment Profile by Program Area 2018/19
*includes funding from the UN, CHAI, and Irish Aid
Table z.3.2 Annual Procurement Profile for Key Commeodities
Commaodity Category Tosa! EE‘]“'““"E % PEPFAR % GF ;"ﬂ"ﬁiﬁ:f % Other
ARVs 1gL, 580,430 4085 1> (5% 20.5% o1
Rapid test kits 13,512 O22 2% 73 -
her drugs® 3,355,040 47.3% LR gt
Lab reagents** 8200 247 200 B -
Comdon:s 12,005, 307 - Brgte - L2 1%
VL commodities 21,245,407 o0t - -
VAT Kirs 17,852,185 tonts - -
MAT - - - -
Cther commmuedities™* B8, 236 a3 47 -
Total 291, 253,620 e EI 1440 1

Table 4 Annual Procurement Profile for Key Commodities

*includes Cotrimoxazole, INH, STI/OI, B6
**includes CD4, GeneXpert
***includes EID, Syphilis-duo, RUTF, HIV Self-test kits, Serum, CrAg, TB Masks
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Table 2.3.3 Annual USG Non-PEPFAR Funded Investments and Integration
Tottse | g e | € | Co Funding
Funding Source Mon-PEPFAR Fund PEPEAR Funded i Ubjectives
P unding A M Cantrilnstao
([ ES n

=111 RPoTrl FErognams Lo mprayve

LFSAID BMOCH 15 5N o Mpnonmn 12 g, 275,008 maiernal, neonaial and child
healih
Support programs to redoce TH

USAIDTE i, CHI0 a0 [EW e Tl Taty i ja, 7l 4 3 relabed |'.'|--r|.'.I||| and
I'|I.||'|'||l\.‘||I|

USAID Malaria - 0, hxg, o o :,.H_|'|||:_I'| 2 LSURPEIL FEROERImS Lo reduce
malarna associated martality
Support programs Lo increass

Family Planning 2y, ORI, DR 1§, L5A1, CH10 17 g, 275,008 contracepiive prevalence and
hirth spacing

M H
Surveillamce, Warkloroe

COC {Glixhal ) Development., Emergency

Health Security] 9.330.000.58 3 4Hn.hig2 Management, Laboratorg
AME, Ebola Besponse

10 M, 1y

Feace Corps

2O Ehala

ML

Oeher (specify

Towtal

Table 5 Annual USG Non-PEPFAR Funded Investments and Integration

2.4 National Sustainability Profile Update

PEPFAR Uganda and UNAIDS completed the 2019 Sustainability Index Dashboard (SID) and the
first ever Responsibility Matrix (RM) in mid-2019, in full partnership with GOU, IPs and civil
society. These two tools have provided the current status of the country regarding the sustainability
profile. Since the mid-1990s, HIV has been among the leading causes of morbidity and mortality in
Uganda. The national HIV response has been structured along the continuum of HIV prevention,
testing linked to treatment and care and support. Uganda has consistently held consultative
processes to develop policies and program design inclusive of public and private sector actors,
including civil society. The PEPFAR Country Operational Plan, GF grant proposals and the National
Strategic Plan for HIV are all developed with wide consultation and with the GOU taking a
leadership role, thus underscoring sustainability in the planning and coordination functions of the
response. The generation and use of financial and service delivery data has also attained
encouraging levels of sustainability, although there is need to ensure that the budget documents
such as the National AIDS Spending Assessments (NASA) and the National Health Accounts
include funding for key and priority populations and are cross-related. On the other hand, despite
the expanded access to ART and the rigorous monitoring of the results of HIV treatment, the
delivery of HIV services in general, and domestic funding of the response, continue to fall short of
the desired sustainability levels. The situation is compounded by low technical and allocative
efficiencies, which impacts heavily on commodity security and supply chain for HIV services.
Similarly, there is concern about the continued need for external support for human resources to
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mitigate the effects of the staffing gaps at subnational and national levels for service delivery and
leadership and oversight capabilities.

SUSTAIMABILITY DOMAIMNS and ELEMENTS
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Sustainability Strengths:

Planning and Coordination: The national-level strategic planning and coordination of the
response is led by the UAC. Governance of the response is strong and active involvement of the
private sector, and civil society adds strength to the sustainability of this element. At the district
level there is need to consolidate the planning function and to improve coordination in respect of
the private-for-profit sector. In order to ensure program sustainability, Uganda’s MOH needs to
increase its visibility for coordination and leadership at the sub national level through empowerment
of RRH technical teams. These teams will, among other functions, ensure that all technical capacity
building platforms are managed at the regional level, enhance supervision, and provide on-the-job
training to minimize disruption to service delivery.

Private Sector Engagement: The private sector, dominated by the PNFP sector, continues to take
maximum advantage of the available channels and opportunities to engage GOU institutions
responsible for HIV at both the national and district levels.

Performance Data: Government ownership of HIV data continues to register an upward trend.
Collection, collation, reporting, and utilization of data for HIV management continues to improve
significantly at both the facility and district levels. What remains is to focus the attention of service
providers and managers on using the data for HIV disease control.
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Sustainability Vulnerabilities

Commodity Security and Supply Chain: There has been substantial improvement in ARV
domestic financing, now at 25%, but critical supplies like HIV test kits, condoms, and laboratory
supplies are virtually all donor funded. The PEPFAR country team supports ongoing ARV stock
monitoring and management, using the Web-Based ARV Ordering and Reporting System (WAOS),
Real Time ARV Stock Status Reporting (RASS), and other systems.

Technical and Allocative Efficiencies: Whereas the country uses service delivery data for
programmatic and performance monitoring, there remains a shortfall in triangulating economic and
health data to optimize HIV outcomes within the available resource envelope. Spectrum and Naomi
data models are used for programmatic planning and not for resource allocation.

Regarding Uganda’s contribution to the HIV response, the GOU scored itself as having ‘Primary
Responsibility’ in strategy formulation/planning and service delivery, with ‘Secondary Responsibility’
in many cases in non-service delivery arenas (Responsibility Matrix 2019). PEPFAR scored
‘Secondary’ in the strategy formulation and service delivery section, with 95% of the non-service
delivery considered primary, as it is the GOU responsibility to move policies and guidelines forward,
and the program has significant technical assistance support. PEPFAR continued to score Primary
in several other elements, including linkage/retention and adherence, male circumcision, key and
priority populations, and OVC. PEPFAR also provides significant commodities, training and
supervision. GF is considered to hold the “Primary Responsibility” now for most commodities except
male circumcision and laboratory reagents and is considered to have secondary or nominal support
in many programmatic areas.

2.5 Alignment of PEPFAR investments geographically to disease burden

Key data used to ensure PEPFAR investments are aligned with disease burden geographically (to

district level) include the 2016 UPHIA and routine program data, as well as the historic Spectrum

and new Naomi estimates. Below find a graphical display of PLHIV, treatment coverage and viral

load suppression by district.
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Figure 2.5.1 Maps showing percent PLHIV by SNU, total PLHIV by SNU, coverage of total PLHIV
with ART, and VL coverage by SNU.

People Living With HIV (PLHIV) Treatment Coverage andViral Load Coverage

PLHIV ART Coverage VL Coverage

Source: Spectrum 2019 Estimates, FY20Q| Program data

Figure 2.0.7 PLHIV Treatment Coverage and Viral Load Coverage

2.6 Stakeholder Engagement

The 2020 PEPFAR Country Operational Plan (COP20) for Uganda builds on COP19’s bold moves
toward epidemic control in line with both the UNAIDS 9o0-90-90 and the national 95-95-95 goals
across sex and ten age bands. PEPFAR Uganda has intensively engaged stakeholders in COP20
development and review. To be specific, GOU, development partners, and national and
international Ugandan CSOs participated in the COP national and RPM in Johannesburg. Priorities
identified for Uganda during pre-COP consultative processes were presented in the RPM to OGAC
and PEPFAR teams. Prior to COP submission, PEPFAR Uganda will share key documents including
the Strategic Direction Summary (SDS) and final targets with key stakeholders for their final
feedback.

Stakeholder engagement is critical as Ugandan entities assume greater ownership of the country’s
HIV response. Stakeholder engagement will continue throughout the COP20 implementation as
highlighted in the engagement calendar.
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At the release of the COP20 guidance, a COP20 introductory letter highlighting the key dates of the
planning processes was shared with relevant stakeholders including the GOU, AIDS and health
development partners, implementing partners (IPs) and a wide range of civil society actors. GOU
participation included Office of the President and Office of the Prime Minister, MOH, MOFPED,
MOES, MOGLSD, UAC, Uganda Bureau of Statistics (UBOS), the National Identification and
Registration Authority (NIRA), Kampala Capital City Authority (KCCA), the Ministry of Defense,
the Uganda People’s Defense Forces (UPDF) and Ministry of Local Government (MOLG). PEPFAR
maintains close relationships with WHO, UNAIDS and the UN family, Irish AID, DFID and other
bilateral development partners through formal AIDS and Health Development Partner
coordinating structures that meet monthly. USG also engaged closely with the GF through the
Geneva-based portfolio manager and the local Country Coordinating Mechanism (CCM), where
USG is a voting Executive Council member and sits on all three GF committees.

The chart below summarizes the different COP20 engagements to which stakeholders were
involved and as well highlights planned engagement or COP20 implementation.

— —>
(Yanuary 15-24) (January 27 & 28) {January 29-31) (February 1-20}
{January 23)
—> > —>
(February 24) (February 15-23) (February 27)

1. GF, private sector, and other external donors

As in years past, PEPFAR in COP20 will utilize other opportunities for broader engagement beyond
civil society that exist through various fora in which PEPFAR Uganda regularly engages. These
include national technical working groups, Uganda CCM Board for the GF, the Health and AIDS
Development Partner Groups, the UAC Partnership Committee, and the Health Policy Advisory
Committee. PEPFAR Uganda will continue to strengthen collaborations with the UNAIDS country
office and other UN agencies especially in the areas of government to government (G2G)
approaches, strategic information, health financing, civil society engagement, and human rights.
From March 2020, the USG has facilitated informational, planning, and coordinating meetings
regarding HIV support to the Karamoja Region, and the other northeastern districts the U.S.
government will be intensifying efforts (10 districts altogether). In April 2020, MOH’s AIDS Control
Program convened an initial northeastern districts coordination meeting to lay the groundwork for
increased USG presence for treatment expansion and viral suppression in the region.

In COP20 planning, PEPFAR Uganda worked collaboratively with Global Fund to optimize
synergies and leveraging of resources. With regard to DREAMS, coverage for both programs was
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harmonized to ensure that interventions are properly aligned to needs while mitigating duplication
of efforts. For instance, Busia and Buikwe districts in Eastern Uganda, which met the PEPFAR
criteria for comprehensive DREAMS interventions, were left for prioritization by Global Fund.

USG has maintained active representation on the Uganda GF CCM Board and is a voting Executive
Council and CCM Board member. USG has maintained a strong presence on all committee
meetings. Representatives for the resource mobilization and program development, finance and
procurement, and the program oversight committees were submitted to and approved by the chair
of the CCM. PEPFAR Uganda also collaborates closely with the Geneva-Based country portfolio
manager. Multiple meetings were held in Uganda with the portfolio manager to align high level
priorities throughout the grants writing process aligned with COP20 planning processes.
Additionally, the Uganda Portfolio Manager presented at the COP20 Regional Planning Meeting
(RPM) in South Africa to solidify efforts and ensure programs are harmonized and complementary.

2. GOU COP20 Engagements

At the higher political leadership level, PEPFAR Uganda will continue to engage with the Office of
the President, Office of the Prime Minister (OPM), Office of the First Lady, MOFPED, MOH,
Ministry of Public Service (MOPS), MGLSD, MOLG, MOES and UAC. Key areas of engagement at
the political, policy and technical levels include: increasing domestic financing for health and the
HIV response; rapid adoption and implementation of new policies; supply chain management; HRH
absorption; community level cadre; strategic investments in data and laboratory systems, and
leadership and governance of the HIV response, as well as protection of human rights.

PEPFAR held high level political and administrative level meetings as part of COP20 planning with
the Minister of Health and Minister of Finance, Planning, and Economic Development, including
representatives from the GOU agency UNHLS, and discussed five main areas: Financing, Policy
Guidelines, Unique Identifier, Human Resources for Health, Commodity Security. TPT

PEPFAR Uganda will continue proactively to solicit input from the GOU at multiple levels regarding
their goals, priorities, targets, and budgets while implementing the COP20. Meaningful
engagement will also continue during COP20 finalization, approval and implementation. PEFPAR
Uganda will share the final COP20 content and implementation strategy during the Q2 PEPFAR
Stakeholders’ Meeting in April 2020, in a virtual format given the COVID-19 pandemic. GOU, civil
society, FBO development partners, and bilateral and multilateral donors will be engaged in
quarterly pre-PEPFAR Oversight Accountability and Response Team (POART) review sessions to
assess progress against targets and any policy or programmatic challenges.

COP20 implementation will increasingly strengthen approaches that transition leadership and
financing of the national program to the GOU and local partners. External engagements will be
more critical and meaningful as the Ugandan government assumes greater ownership of the HIV
responses; the sustainability of this ownership will rely heavily on GOU investing in health, and
civil society partners to advocate for the health needs of their constituents. PEPFAR will continue
to support capacity of local civil society organizations to meet this challenge, better preparing them
to play a leadership role now and in the future.

3. Civil Society/Community

During COP2o0 planning, PEPFAR engaged CSOs primarily through the self-organized civil society
platform, represented by HEPS Uganda, ICWEA and SMUG. This platform consults with and
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represents nearly 100 national CSOs, representing women, men and youths living with HIV,
mainstream civil society organizations, and representatives of KP groups.

As in COP1g, the civil society sector developed their own version of COP20 called “The People’s
Voice Uganda: Community Priorities” (Appendix E). Through pre- and post-RPM meetings,
PEPFAR and CSOs agreed on a number of policy and programmatic actions and priorities
including PEPFAR supported sites have sufficient funding invested in community-led retention
and treatment program quality; investing in human rights work for KP using KP Investment Fund
(KPIF) funding; human rights, justice and advocacy training for LGBTQI under a USAID human
rights mechanism; expansion of high-impact prevention through COP20, focusing on AGYW, KP,
pediatrics, and men; addressing consistent stock outs; persistent HRH barriers and PEPFAR small
grants for people with disabilities among other areas.

Table 1 summarizing the PEPFAR and CSOs agreed upon policy and programmatic actions

and priorities for COP20

/M | PEOPLE'S COF2o PRIORITY/ASK USG/PEFFAR Commemnt
1 CP20 o ensure o’ of PEPFAR suppored sites | Agree: PEPFAR will work with OS50, and GOU 1o
have enpugh funding invested in community-led  review and standardize the approach 1o remeneracion
retention and treatment program qualicy across the various PEPFAR |Ps and continue 1o work
withh (0 on a sustainable community staffing
approach. To he completed by May 2020
1 CiP2n0 musi fund a complete redesign of Key  Agree. PEPFAR agrees the KPP program  needs
Population programs in Uganda being implemented | reinvigoration and wpgrading. We will work with
through COP and KFF suppori. GO and OS50 1o develop standard approsches,
expand DI s and expand the SPECTRUM toll fres lne,
all im claze collaboration with O8O0 representatives at
lncal and national levels.
3 Immediately halt implementation of policies that | Agree: PEFFAR, OS50 and MOH will establish a Task
vinlate human righis Force’ to revamp tools, consent language, testing
adverse event reporing and  follow up  system
heginning in OO Mg, Task force established March
ETETR
4 High impact prevention must be expanded through = Agree: In COPzan, PrEP sill be offered to all people at
COPig and COPzo, focusing an AGYW, KP, pediatrics | substantial risk of HIV infection including AGYW,
and men pregnant and breast-feeding women. MOH has a
permissive policy, PEPFAR will suppont through
implementation.

G Expand pediatric HIV diagnosis and quality treatment | Agree: FEPFAR's goal is for universal access for EID

ACCERS testing rapidly linked 1o services. PO is expanded 1o
i sites. O0PFan PEPFAR will scale up oprimdzed
pediatric ART regimens.

[ Stop stock owis Agree: PEPFAR will continue to work with GCLI
(MO, MBS, M5} and panners to ensure all patients
review medicines withour any break in service. ERP
goes Tive' June zozo.

7 Address persisient HEH harmriers Agree: PEPFAR will continwe to work with GOL o
prioritize appropriate Health Sector HREH coverage,
and staffing.

| TE/HIY service delivery Agree: COPzo will ensure completion raves of ar least
H0% and PEPFAR will scale up ©h package for TET
completian.

0 Community Led Monitoring for Advocacy Agree.  Monitoring will be led by communities;
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stakeholders warking in the wider consortiam. CL
will respomd te key considerations and themes
including LTFU. access for KP, pregnant women,
adolescents

Table 6 PEPFAR and CSOs agreed upon policy and programmatic actions and priorities for COP20

PEPFAR Uganda will continue to hold quarterly interagency stakeholder meetings, led by the US
Ambassador or her/his delegate, and facilitated by the PEPFAR Coordination Office (PCO). The
interagency team will continue to hold monthly or bi-monthly joint care and treatment, HTS, KP,
and other technical area IP meetings—along with MOH—to review data, address challenges and
policy issues, and scale up best practices across partners. CSO representatives through
International Community of Women living with HIV Eastern Africa (ICWEA) and other
development partners will be invited to attend these monthly/bimonthly sessions to enrich results.
New in COP2o0 is even closer collaboration with independent CSOs for data dialogue discussions to
inform program quality.

PEPFAR Uganda will continue to implement a multi-stakeholder engagement process to include
state and non-state actors during and throughout COP20 implementation. Further, USG will
continue holding pre-POART review sessions with stakeholders to review quarterly data and
develop jointly owned solutions. New in COP2o0 is that PCO will coordinate and facilitate inter-
agency quality assurance and monitoring visits based on discussions of crucial information and
observations regarding HIV service delivery from and about KP and other underserved groups as
may be presented as a result of CLM to guide program implementation.

Below is the Stakeholder engagement calendar for COP20 (planning and implementation)

COP2o Stakehalder Engagement Calendar:
PEPFAR Team Action Stakeholder Action [hates Sratus

lamuary 2-35, 2020

[istribute critical data and v Analvze materials to prenare for
ik o L= ! 1= 14— |1
COvP2a materials (links ar = Areria’s be prepans
. CO P20 discussions at siralegic
hardcopy| slanning retreat .
Ll il .
&  [rait and Final O0Pan g ng o
s ldentify areas of sucoessful .
H-""‘"l'l nce . PO Shared bath the
Perinrmanoe that can be - .
&  PEPFAR %nlutions | i cop Draft and final COPo
SVETaged going i 20
Platform, veraged going guidance; COPg 505,
L] Uevelnp recommendatian .
& z2o0g Sustainabdlity Index nsite kevel or site level oF non 19 resulis and (14
d (=} L RCVEL D dLe IOy L 1]} "
and Dashhoard el T . POART overview slides
SErvice Aelvery activilics 1hal
Responsibility Marris. 4 ’ and the 2oig SIDFRM.

shawld rent continee.
o Gilobal and regional C50s
requeest information

& )y resulis via spotlight; Oy
POART overview slides.
& SIS Ouwicomes (Ahove

Completed successiully

L] Receive POART slides
PN lewel)
& OO S0% and approsval
nmed
POCY successiully
. THE L n
- l.:llg,.lnlr.'.x‘l and Facilitaied Harmaonize CL P20 priorties w ith conrdinaied thess I||H,|'I
i i GIL) and Develppment Pariners
3 COrUriEsy calls and |'l| s Jan 15-Feb 2o, 1oan level discussions
:

Mestings with GO
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Cirganize and facilitate TWG

TG CoeUhairs idenitify and
recommend their sviernal geesis to

Ereai ]'Ii.l'll.l;ipﬂ.liil:\‘.n
Froen (GO,

3 - . . . lan z3, 2ocm Develnproent pariners,
L0P20 consultation mestings E:-:L:.Ipam in COPz0 consuliation C50/FBC and private
8 secbarn) provided
feedhadk and input imio
UOPzn priorities
Caompleted successtully
. ardd generaied
Bdeeting with MCH and lhi':l;}jl;ﬂ::;if::ﬁ Imﬁdu;::i:_:_d Tuesday, lanuary | commitmenis of
| MOFPED, MO0, MGLSD : e 22 and 28, 2000 Domestic Financing,
agreed upan priocities HRH absorpeion plan,
Commodities and PrEE
Antend in-country Srabegic Planning Hetrear beeld, [Smaller
LISGE invites and review retreat; provide PEPFAR Teams with [ o0 - group discussions,
matenals with stakelakders a recommendatins for COP20 fecus, Teesd ¥ I]-iﬂ panel disosssicns and

3 | InCountry Strategic Manning hased o analyss of () regalis and ke 1'.':"' sy preseniations were

Foetreat anhservations of in-oounirg 27 B 2B, 2020 made o cater for all
perfmaance. targeted groupsl
LA, Uh s ad develppment parners
.ﬂ.rr.:n.gpfr.&r “.ihh'ﬂd“ actively participate in UCPa0 RPW, .

& | participation imthe OO0 P2 pravide fecdback on approaches March -8, 2000 Campleted
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3.0 Geographic and Population Prioritization

Priesitination Araa Teaal PLEW M ol all B Current on ART &of SN COP1s Fof SHU COPbd
PLENY For OO#2D [Fy¥ 14} (FE2o) [F¥Ii]
Attaised SIS 06E (3R] qrs, 714 46 i
S ibe-an Saluration 156,237 (115 131,505 e LB
S ihe-as AR rass e 334,430 133%] 268,417 B a5
S red A5 927 2% 300,12 LB =]
Canitral Sagpan [a N1 B 1k | H]
Total 1,850, 557 (10| 1 218 543 135 135

Table 7 Current Status of ART saturation

4.0 Client-Centered Program Activities for Epidemic Control

4.1 - 4.4 COP20 Programmatic Priorities for Epidemic Control

Table 4.1: Who is missing, finding them and getting them on treatment.

FY20Q1 Cascade by age

Age | Sex | PLHIV | Diagnosed | OnTreatment | VL Suppressed
a0 Female| 28,348 18,830 18,805 1381
Male | 29135 17,082 17,062 11,645

1049 Female| 52,161 36,390 36,201 26611
Male | 35498 1544 24622 17,626
109 Female| 192,100 182470 181,347 144435
Male | 83513 aL397 20,974 30691

1019 Female| 251329| 261,209 260,614 12721
Male | 145054| 123342 122,838 92422

049 Female| 182610 187,208 187,029 148,234
Male | 1429000 12294 122,005 96,993

0 Female| 151755 | 121,133 121,047 101,463
Male | 126,886 93023 92817 76,758
Overll | 1421290 ] 1238938| 1235466 973470

Figure 4.0.1 Who is missing, finding them and getting them on treatment
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Table illustrating cluster ART coverage

10-14

CLUSTER
| GULU CLUSTER
| JINJACLUSTER
|__KABALE CLUSTER
| KABAROLE CLUSTER
| KAMPALA CLUSTER
| LIRACLUSTER
| MASAKA CLUSTER
MBALE CLUSTER
| MBARARA CLUSTER
| SOROTICLUSTER
STANDALONE

TORORO CLUSTER | 7% | 70% | 70% | 71% | 70% | 70% | 70% | 70% | 70% | 70% | 70% | 70% | 70% | 70% 70% | 71% | 70% | 70% | 70%

Finding the missing, getting them on treatment, and retaining them to ensure viral
suppression

As of December 2019, 1,385,653 individuals were estimated to be living with HIV in Uganda. Of
these, approximately 1,238,938 (89%) had been diagnosed and 1,235,466 (89%) were on treatment.
Of those on treatment, 973,470 (70% of all PLVHIV) had attained viral suppression. Reaching the
remaining undiagnosed positives requires ingenuity and continued use of the most efficient
approaches.

In COP2o0, testing will continue to be differentiated by age, sub-population and geographic location
based on antiretroviral (ARV) coverage. The reduction in the HTS_TST_POS target from 189,777
in COP1g9 to 37,457 in COP20 and the average yield from 5.5% in COP19 to 2.1% in COP20 requires
implementation of a highly targeted program to reach individuals at high risk for HIV infection and
in right places. The FY21 HTS_TST_POS target was derived from the TX_NEW target of 36,005
needed to reach 98% treatment coverage at 96% linkage. Targets were allocated to different testing
modalities following COP20 guidance. Index testing, Prevention of Mother to Children (PMTCT),
tuberculosis (TB), early infant diagnosis (EID) and voluntary medical male circumcision (VMMC)
were pre-determined in the DataPack for TX_NEW; and using the recommended COP2o0 yields and
proportion contribution to total HTS_TST_POS target, respective modality HTS_TST_POS targets
were set with index testing contributing 60% of the target, PMTCT 6%, TB 5%, and EID and VMMC
each <1%. The remaining HTS_TST_POS target was distributed based on priority of the populations
targeted with community testing with KPs and other priority groups contributing 23% of
HTS_TST_POS target. Other testing modalities were allocated targets as follows: Other Provider-
Initiated Counseling and Testing (PITC) (projected at around 2% with an anticipated yield of
around 6%), In-patient (2% with a targeted yield of 9%), sexually transmitted infection (STI) clinics
(2% with 9% yield).

Index testing, including assisted partner notification (APN), remains the main approach to the
PEPFAR Uganda testing program and will account for 59% of the total positives to be identified
with an average yield of 20%. This yield is achievable based on historical performance. We will
target partners of newly identified PLHIV, unsuppressed clients on ART, and clients with new HIV
risk (e.g., new sexual partners, newly diagnosed STIs). We will continue to mop up clients in care
whose partners and eligible family members are missed in FY20. Following civil society concerns
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regarding index testing implementation and the subsequent OGAC directive to suspend index
testing among KPs, we will continue to work with CSOs, MOH, and other stakeholders to build
provider competences to ensure that index testing is implemented without human rights violations.
Uganda is already taking active steps to address concerns raised by CSOs and to implement OGAC
recommendations to ensure index testing is implemented without any form of harm to index
clients, partners, and healthcare workers. The MOH issued a circular to all facilities reiterating the
need to implement index testing according to WHO guidelines. In addition, the PEPFAR team has
reviewed all national index testing implementation standards and confirmed that the national
guidelines align with WHO recommendations. For example, the policy emphasizes adherence to
the World Health Organization (WHO) 5Cs (Consent, Confidentiality, Counseling, Correct Results
and Connection) when implementing APN, screening for intimate partner violence (IPV) prior to
and one month after APN, provision of post-GBV services, and IPV adverse event monitoring in the
APN register. Uganda is committed to addressing any gaps and implementing OGAC
recommendations with fidelity. We plan to assess and certify sites and service providers with the
GBV QA tool and to reinstate index testing for KPs before the end of FY20. Beginning March 2020,
Uganda will undertake the following actions:

e Assess quality of service according to WHO and national guidelines at different levels and
with different key stakeholders. Key areas that will be assessed mainly at site level include
index testing acceptance levels and documentation of refusal rates, availability of index
testing implementation materials, minimum package for post-violence care, training of
service providers in index testing and [PV, systematic documentation and reporting of APN-
related IPV, and evidence of provision of post-IPV care
Engage MOH to take leadership in implementing COP20 RPM agreements
Establish a short-term index testing task force
Communicate clear expectations with implementing partners to achieve HTS_TST and
HTS_TST_POS targets rather than strictly focusing on achieving testing modalities’ targets

e Review and revise (if deemed necessary) consent forms and other HTS implementation

materials with MOH and other stakeholders

Strengthen adverse event monitoring

Assess and review the quality of overall counseling services

Assess and certify index testing sites and index testing providers

Assess and review the quality of overall counseling services

Other HTS interventions that will continue to be implemented in COP20 include social network
testing, targeted community testing to reach KPs and PP including men, and self-testing targeted
to partners of pregnant and lactating mothers and KP/PPs. Recency testing will be rolled out to all
PEPFAR-supported sites and will help refocus testing to individuals and geographic locations with
greatest needs for HTS.

In COP20, PEPFAR Uganda will continue to improve testing efficiencies at outpatient departments
(OPDs) through eligibility screening for both adults and children with target yield of 6%. Eligibility
screening will also be applied to KP and PPs; screening tools will be actively monitored in all facility-

based services in order to improve yield.

Finding and reaching epidemic control among Children and Adolescents
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The prevalence of HIV among children <15 years in Uganda stands at 0.5%. By the end of Q1 FY2o,
there were 96,742 CLHIV in Uganda. Of these, 61,355 were receiving ART (63%) and 49,255 (51%)

were virally suppressed. In the same period, 87,659
adolescents 10-19 years were estimated to be living with HIV,
with 60,823 (69%) receiving ART and 44,237 (50%) virally
suppressed.

As shown in the figure to the right, significant gaps remain
across pediatric and adolescent clinical cascades. Efforts
have already started in COP1g to address these gaps.
Through the National Quality Improvement Collaborative,
we have launched an initiative to strengthen the pediatric
clinical cascade utilizing the already existing QI structures
at national, regional, district and site levels. Through
support from FASTER, an above-site pediatric TA
mechanism, we identified 22 priority districts with the
greatest unmet need and lowest viral suppression for
additional support. We are seconding pediatric coaches to
each of the priority district health teams to support sites in
improving pediatric performance. Additionally, we have
developed pediatric care bundles for case identification
including EID, linkage and initiation, viral suppression and

omposite_Scorg
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Figure 4.0.2 Pediatric cascage gaps - children
under 15 years

retention that will be rolled out across all PEPFAR supported sites with the support of the pediatric
coaches. We are working with CHAI (ELMA philanthropies) to support an additional 25 priority
districts with similar interventions; these efforts will be tracked through the national QI dashboard.

Identification of missing PLHIV in all age groups is the critical starting point to achieving these
goals, and Uganda is focusing on age-specific case-finding interventions to improve pediatric ART

coverage as summarized in the figure below.
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Mop up backlog (well clients)

Tag to intensified APN roll-out for
newly identified WLHIV

Intensify HTS in high yield entry
points (sick clients

Utilize VALIDATED screening tool
in targeted platforms

Track HIV negatives in MBCP
setting for seroconversion

Utilize recency testing for hot spot
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For infants 0-18 months old, the primary strategy is reaching 95% EID coverage. In FY19, 71,668
HIV-exposed infants received an EID test within 12 months of age, translating to 80% EID coverage.
By the end of Q1 FY20, this had improved to 89%. Similarly, the proportion within o-2 months of
age improved remarkably from 56% in FY19Q4 to 66% in FY20Qx.

In COP19, PEPFAR Uganda is supporting interventions to further improve the overall coverage of
EID o-12 months to 95% with 84% targeted to receive the EID test within o-2 months. These
interventions will also increase the opportunity for early initiation of ART for HIV-positive infants
and improve linkage from EID to ART initiation. In COP20, PEPFAR will maintain the 20/80 split
agreed in COP1g with 20% of EID done through the POC platform. Optimization of the
conventional EID platforms and sample transport network will continue. EID POC will improve
EID coverage especially for infants identified from alternative entry points (pediatric and nutrition
wards) as well as improve linkage to ART for HIV-positive infants. Additionally, PEPFAR Uganda
will continue to support implementation of pre-registration at mother-baby care points (MBCP)
from ANC and maternity; pre-appointment reminders; fast tracking all identified HIV-positive
infants for early receipt of results and same day linkage to ART; weekly tracking of infants that are
LTFU; and monthly review of birth cohorts. The quality of EID/Expanded Program on
Immunization (EPI) integration will also be improved through institutionalizing review of child
health cards at every visit to assess for the child’s HIV exposure status and actively link them
(and/or their mother) to testing if indicated. We will leverage the OVC program to identify mothers
of infants with unknown status, as well as malnourished infants, and link them to EID services.

For older children, PEPFAR Uganda will continue to support case identification through index
testing of biological children of women living with HIV. In COP19 Uganda is conducting “mop up”
index testing for children of HIV-positive women in care both with in ART and PMTCT settings.
During this initiative Implementing Partners are supporting sites to line list all biological children
of women in care using the family tracking tool, the HIV status or each child is indicated on the
tool and all children with unknown HIV status are provided with HTS at the facility or in the
community. This initiative will be completed in COP19 for all PEPFAR-supported sites; in COP20
we shall focus on index testing of children of newly identified HIV-positive women. It is expected
that 9o% of targeted HIV-positive children will be identified through index testing.

To further increase access to HIV testing services for children, Uganda is conducting a study to
evaluate the acceptability, feasibility and effectiveness of caregiver assisted oral fluid-based HIV
screening in children. Caregiver-assisted oral fluid-based screening presents a safe, convenient,
and reliable way to identify children living with HIV and could potentially expand access to
essential testing services for children in resource-limited settings such as Uganda. Evidence
generated from this study will inform guideline revisions to allow caregivers to screen their children
for HIV in the comfort of their homes without incurring transport costs and spending long hours
in facilities waiting for HIV testing services. This study is expected to be completed by June 2021.

To identify sick children, PEPFAR will continue to support PITC at high-yield entry points including
the malnutrition clinics, TB clinics, and inpatient pediatric wards. Uganda has developed a new
pediatric HTS screening tool that will be used in outpatient departments (OPD) and community
settings to determine children eligible for HIV testing and only those who screen positive will be
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offered an HIV test. The new screening tool is shorter, simpler, markedly reduces the number
needed to test to identify one positive child (NNT of 28 in OPD settings) and is expected to further
improve efficiencies in testing within OPD and community settings.

PEPFAR will continue to support identification of HIV infected adolescents through a peer led
approach. In order to increase access to HIV testing among adolescents, we are using the Young
People and Adolescent Peer Support (YAPS) model to scale up peer led index testing and APN for
the sexually active adolescents. Due to overwhelming demand, Uganda will train YAPS peers to
provide pre- and post-test counseling and conduct rapid HIV tests for adolescents and young
people.

We will continue to support the use of HIV self-testing to identify adolescents 18-19 years as
recommended by the national HIV testing guidelines and use the YAPS peers to distribute the HIV
self-test kits and link the positives back to facilities for confirmation. In COP19 PEPFAR through
the Faith Based Action for Scaling up Testing and Treatment for Epidemic Response (FASTER) will
support MOH to assess the feasibility of implementing HIV self-testing among adolescents 15-17
years in public health settings. This assessment will explore and propose appropriate distribution
channels for HIVST among adolescents, the acceptability of these channels and the feasibility of
their implementation within public health settings. Lessons learned will inform scale-up in COP2o0.

We shall continue to implement social network testing in urban centers to locate adolescents at
the highest risk of infection and offer them HTS. In order to accommodate in-school adolescents,
we will support sites to provide flexible HTS, including during weekends and holidays. Given the
high rates of seroconversion among pregnant and breastfeeding adolescents, we shall follow up
with pregnant and breastfeeding adolescents in ANC/MBCP to identify those who seroconvert and
link them to treatment. We will use recency testing results for adolescents to map hot spots of
transmission and to better target our HIV testing services. Adolescents on the OVC platform will
be screened for HIV risk using the DREAMS/AGYW and the HTS screening tools. Those eligible
for testing will be linked to HTS, counseled on the importance of partner testing, and supported to
reach out to their partners for HTS.

PEPFAR will support demand creation for pediatric HIV testing services through the development
and dissemination of messages targeting parents and caregivers to bring children, particularly well
children, for HIV testing. We will take advantage of social media platforms to reach out to the
adolescents with messages on HTS and will use faith-based platforms to promote messages on
pediatric and adolescent HTS.

By end of Q1 FY 20, linkage was 98% among children <15 years and 81% among adolescents 10-19
years. In COP20, we will continue to support the scale-up of a package of linkage interventions,
which has been proven to be effective. This package includes:

e Same-day ART initiation

e Phone calls and/or home visits to follow up clients who are not ready to initiate ART on the
same day

e ARV starter packs for PLHIV identified outside the facility

e C(lient locator forms to track linkages and ensure successful referral

e Physical escort of clients by the linkage facilitators
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e Supported disclosure

We will further strengthen linkage among adolescents by utilizing the YAPS peers to provide pre
and post-test counseling for the adolescents and physically escort the newly identified HIV-positive
adolescents from the testing point to the ART clinic.

Finding and Reaching Epidemic Control Among Men

The Uganda HTS program continues to be well aligned with the epidemic, with targets assigned
based on ART coverage by geography and sub-population. Geographically, 86% of total positives
will be identified in districts with 70% and above ART coverage, the majority of whom (61%) will
be men. In addition, most of the positives will be identified in the high burden SNUs of Wakiso,
Mukono, Namayingo, Ntungamo, Mayuge, Busia, Mubende, Lwengo, Luwero, Nakaseke, Kalangala,
Mpigi, Bulambuli, Kyenjojo, Kyankwanzi, Kayunga, Kassanda, Hoima, Kanungu, Buikwe, Sironko,
Isingiro, Aleptong, and Tororo.

UPHIA (2016) revealed that only 74.6% of the estimated HIV-positive men aged 35-49 have been
diagnosed, 66.3% are on ART, and 55.9% are virally suppressed. Coverage was lower among
younger men, with only 26.5% diagnosed, 22.2% initiated on ART, and 12.3% virally suppressed.
UPHIA also reports that just over half, (54.7%) of men aged 25-34 know their HIV status, and that
the highest numbers of new infections are occurring in men aged 35-39, while men aged 25-39 have
the highest unmet need for ART. There is also evidence of an increase in unmet need for ART among
men in Central Region. The Uganda Demographic and Health Survey (UDHS) 2016 further reports
that younger men aged 20-29 are less likely to use condoms, most likely to have multiple partners,
and have the lowest ART coverage.

PEPFAR Uganda program has been scaling up interventions to reach men with HIV testing since
FY16 and individuals identified have steadily increased over the years. As of December 2019, 78%
of HIV-infected men aged 20 years and above had been diagnosed, 76% of them were on treatment
and 59% had attained viral suppression. Significant gaps remain in infants, children, and
adolescents across the clinical cascade with 59% diagnosed, 59% on ART and 42% virally suppressed
as of FY20 Q1. Reaching the remaining undiagnosed men will require skill to reach men with
heightened risk for HIV and use of highly efficient testing approaches to identify those infected
with HIV. Building on experience and practices in COP19, Uganda will continue to prioritize
initiatives and testing approaches proven to reach huge numbers of high-risk men and identify high
volumes of positives in the critical age group of 25-49 where HIV infections are high according to
the UPHIA 2016. In order to maximize efficiencies, Uganda will leverage existing and different
community networks such cultural institutions, and other community structures and systems to
heighten the demand for HTS and support active linkage to testing sin the facility and within the
community. Uganda will also participate in rolling out the FCI through which religious and faith-
based structures will be optimized to reach men. Working through the different community
networks, the program team, including PEPFAR implementing partners will intensify engagement
and use of male champions and male peers to reach and link high risk men to testing. Emphasis
will be on KP and PP groups including prisoners, policemen and private security guards, fisher folk,
truck drivers and men from centrally supported districts of Abim, Amudat, Bulambuli, Kaabong,
Kapchorwa, Karenga, Kween, Nabilatuk, Nakapiripirit, and Napak.
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HIV testing services for men will be differentiated by age, population sub-groups (segments) and
geographic location. In order to appropriately tailor services to the right sub-populations in the
right places and at the right time, the program team will continue to: profile men in each district
to determine the different male segments; conduct age-specific dialogues to understand age-
specific risks, and the social dynamics within the segments; and align the testing strategies to the
sub-population context.

The following key HTS interventions will be prioritized for reaching men in COP20. These
interventions are being scaled up in COP19g:

Index client testing with assisted partner notification (APN). This intervention will
continue to be prioritized to identify 59% (13,691/23,126) of the total HTS_TST_POS target
allocated to men. Tracking of exposed men will be highly prioritized at PMTCT settings
and ART clinics with women who are; newly identified with HIV, unsuppressed and those
with new HIV risk.

Social network testing. This intervention will be implemented alongside APN to reach
social contacts of HIV-positive and high-risk HIV-negative men. Evidence from the regions
that rolled-out social network testing starting COP19 indicates very high yields and HIV-
positive volumes. This intervention will be rolled-out in all PEPFAR supported regions in
FY2o.

Highly targeted risk-based facility testing. Within the facility, testing will be concentrated
at critical service delivery points like TB, STI, malnutrition. Testing outside the critical
delivery points will be done with screening for HIV test eligibility. The adult screening tool
has been revised and the pediatric tool was validated. These tools have very few questions
and are user-friendly. Facility testing contributes 15% (3,468/23,126) of the total
HTS_TST_POS target allocated to men.

Highly targeted community testing to reach KPs and PP including men. All community
testing will be subjected to screening for HIV test eligibility for all populations, including
KPs. MOH recommended screening for eligibility in all populations and a circular is already
in place to support implementation of the guidance. Evidence from current
implementation indicates targeted community testing with screening has high yields, and
high HIV-positive volumes. In COP20, community testing is expected to contribute 29%
(6,764/23,126) of total HTS_TST_POS target allocated to men.

HIV self-testing. In COP20, HIV self-testing will be implemented for only KPs and partners
of pregnant and lactating mothers. HIV test kits will be distributed in the facility and within
the community using males’ peers and male champions. Distribution of test kits will be
accompanied by education on the use of test-kits and need for confirmatory testing for
individuals with a reactive test result. Service providers working closely with PEPFAR
implementing partners and peers will be required to track all individuals receiving test-kits
for feedback on test results.

Recency testing. Recency will be used to enhance targeting to reach high risk individuals,
especially in the community.
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HTS interventions for men aged 20+

According to UPHIA (2016), HIV prevalence among men steadily begins to rise from the age 20-24
and peaks at 40-49 years. Uganda will continue to maximize testing in this age through APN, social
network testing, highly targeted facility-based testing especially in centrally supported ambition
districts, HIV self-testing and targeted community testing. In addition, recency testing will be used
to further re-focus testing to high risk male sub-populations in high burden geographic locations.
Uganda already scaled-up index testing beyond the Surge sites in FY19 and starting in FY2o0, efforts
will be directed at further minimizing missed opportunities for testing men. This is done through
optimizing index testing in sites that rolled-out in FY19 while ensuring no missed opportunities
through the PMTCT platform; rolling-out recency, and supporting sites to use recency to focus
testing to high risk sub-populations; and streamline testing for adult men at all HTS entry points
in the centrally supported districts. Screening for HIV test eligibility will continue to be done for
all sub-populations including KP and PP in the facility as well as in the community. In addition,
efforts will be made to enhance joint TB and HIV case finding among presumed TB cases and in TB
clinics.

Community testing will continue to be implemented to reach men, including KPs, and clients of
female sex workers (FSW) but alongside recency testing. Using recency results, IPs working
together with the service providers will continuously profile men identified with HIV, especially
the ones who are newly infected with HIV to understand the social dynamics and contexts within
which they get infected; and work with them to reach their social contacts (outside of the sexual
partners) for testing and linkage to appropriate services based on test results. IPs will also work
with men who test HIV-negative but are high risk for HIV to link their social networks for testing
and linkage to appropriate services. Community testing is a key intervention in reaching men in
the ambition districts of Karamoja where community ties are still very strong and
traditional/cultural leaders wield a lot of influence. Working through the traditional/cultural
leaders and faith-based initiatives, HTS will be more easily accessed by men and boys. Continuous
use of recency data will enable IPs to continuously assess the HIV burden up to the sub-county level
and to prioritize for HIV testing those geographic locations with the highest need.

In the central "ambition fund" districts, IPs will routinely conduct assessments within the facility
to determine service delivery points (HTS entry points) with missed opportunities for male testing
and subsequently work with the facilities to ensure men presenting at all critical points are
prioritized for testing and that no missed opportunities for linkage to treatment occur. Based on
the assessments, IPs will support the sites to streamline HTS flow charts and institute systems
within the facility that will raise demand for HTS, reduce waiting time for men undertaking HIV
testing, and facilitate women testing HIV-positive to access APN services.

Multiple platforms will be leveraged to reach men aged 20+, including Uganda’s Presidential Fast
Track Initiative which seeks to reposition the role of country leadership in the HIV response.
Increasing access to services for men is still a key priority of this initiative. At the community level,
the program will continue to characterize men to allow for tailoring of HIV testing services to their
appropriate contexts. We will continue to strengthen facility-community linkage systems and a
referral framework, especially in the central ambition fund districts to improve clinical cascade
performance on HIV-positive identification and linkage. These will be complemented by
intensified community-level demand creation and approaches tailored for effectively reaching men
aged 20+, including men from KP/PP, and the AGYW who are part of their sexual and social
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networks. Testing in the community will continue to be risk-based using the adult screening tool.
This will help to increase testing efficiency and yield especially in central ambition fund districts.

In COP20, we will continue to ensure that learning and adaptation are institutionalized for
improving partner performance and achieving activity targets and goals. PEPFAR Uganda will
continue to review data weekly to assess progress towards set targets and take timely corrective
action or make modifications as needed. At the facility level, service providers will review data on
identification and linkage daily and will share reports with IPs. Parallel reporting dashboards and
portals established in COP17 and fully operationalized in COP19 will continue to be used to allow
for real-time sharing of data, which PEPFAR Uganda will review together with IPs on a weekly basis.

Finding and Reaching Epidemic Control among Women 15+

Achieving epidemic control in Uganda requires addressing gender gaps in HIV testing, linkage, ART
access and achieving viral suppression. UPHIA 2016 data indicate that HIV prevalence among
women aged 15-64 is 7.6% compared to 4.7% for men of the same age group. For women, HIV
prevalence peaks at 12.9% among those aged 35-39 and is almost four times higher among the 15—
24-year-olds than men of the same age group. Incident HIV infection is 2.5 times higher in women
than men aged 15-19, with the highest incidence among women aged 25-34 (0.7%). Women aged
20-29 also have the greatest unmet need for ART. For women, the largest unmet need for ART falls
geographically within four regions: Kampala, Central 1, Central 2, and Southwest. FY1g9 program
data demonstrate that a third of WLHIV were identified through "other PITC," followed by index
testing, and the PMTCT platform.

FY19 program data demonstrated that 23,185 women aged 15+ were diagnosed HIV-positive. This
constituted 60% of all positives identified during the same period. In COP:2o0, a total of 13,022
women 15+ will be identified, majority (67%) aged 40+ years mainly through index testing with men
identified from all testing modalities as indices. Re-testing and active follow up of HIV-negative
pregnant women in ANC/FP clinics will be done to identify those that could have seroconverted.
Close to 20% of positive women will be identified through targeted community mobile VCT to
women in high prevalence locations based on recency testing data. Less than 10% of HIV-positive
women will be identified through highly targeted and diagnostic PITC at critical service delivery
points including STI, TB, in-patient testing of symptomatic as well as individuals at high risk of HIV
infection. PEPFAR will leverage the DREAMS and OVC platforms, using validated screening tools
to identify adolescents and young women. In FY20, PEPFAR will support recency testing for all
women who test HIV-positive and scale up self-testing. We will routinely inquire for IPV at all
testing sites.

4.2 Retaining clients on treatment and ensuring viral suppression

PEPFAR Uganda’s comprehensive retention strategy addresses both structural and client-level
barriers through a government-led national QI collaborative and implementation framework,
focused on client-centered care. This framework aims to mitigate attrition and rapidly bring back
those who miss scheduled appointments and/or drug refills. The framework is underpinned by
routine use of program data and intermittent collection of in-depth qualitative information to guide
program adjustments. The national QI collaborative aims to improve early retention and ensure
standard intervention packages are implemented at scale, with quality and fidelity. Within this
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collaborative, routine root cause analyses to better understand and respond to needs of the clients
are conducted at high volume sites across different regions. The findings are used to inform the
refinement of intervention packages in real time.
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In COP20, PEPFAR Uganda will utilize this platform to rapidly respond to findings from the
community monitoring and will support districts and health facilities implement tailored QI
interventions to address these findings and recommendations. In addition, the program continues
to implement an intensive back to care/return to treatment initiative, line listing about 80% of
clients reported to have missed appointments at the end of the reporting period. This activity will
scale-back as we roll-out the new treatment indicator (return to treatment/RTT), strengthen the
quality of reporting and implement activities to address performance gaps. In COP20, the program
will implement this approach in targeted regions and districts where high losses from treatment
are reported.

FY20 Q1 data showed geographic, age, and sex disparities in retention. Lower retention rates were
reported among children (<10 years), adolescent and young women (15-24 years) and men (30-39
years). PEPFAR Uganda is implementing a differentiated retention approach described below to
address age/sex specific retention challenges. This will be complemented by enhanced site-specific
technical support and a blended approach (virtual and in-person) for mentorships and support
supervision of QI initiatives to ensure scale of interventions with fidelity to all facilities.

Age and sex specific retention challenges and interventions

Figure 4.0.3 National Framework to Improve Retention

By the end of Q1 FY 20 proxy retention was 80% among children o-9 years and 87% among
adolescents 10-19 years compared to the targeted 95%. PEPFAR Uganda will utilize the national QI
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collaborative to strengthen retention efforts by rolling out a pediatric and adolescent retention care
bundle across all PEPFAR sites supported by the pediatric-focused QI coaches as described in
section 4.1. The retention care bundle will continuously be refined based on findings from quarterly
root cause analyses and community monitoring.

For infants o-18 months, we shall continue to strengthen preregistration for PBFW and their HIV-
exposed or infected infants at MBCP, send out pre-appointment reminders, track mother-baby
pairs who miss appointments and bring them back to care, and utilize peer mothers to provide
psychosocial support for adherence and disclosure. We will continue to support demand creation
efforts through the “Bring Back Mother Campaign” and messaging through faith communities.

For children 18 months-9 years, retention will be further improved through adoption of
appropriate service delivery models. We shall scale up family clinics which provide services for
both children and their parents on the same day and ensure synchronization of appointments of
children with those of their parents or caregivers. Stable children aged 2 years and above will
benefit from 3 monthly ARV refills as well as enrollment into community DSDM models together
with their families. Additionally, we are exploring ways to improve disclosure to children through
counseling for parents on how to talk with their HIV-positive children about living with HIV.

For adolescents and youth 10-24 years, PEPFAR Uganda will utilize a four-pronged approach to
improve retention which includes peer support, provision of adolescent-friendly services,
differentiated services delivery, and provision of comprehensive OVC services. The YAPS model
(modeled after the Zimbabwe Zvandiri program) will be expanded from 50 to 71 districts.
Adolescent-friendly services are being standardized across facilities and include assigning an
adolescent focal person at each facility, having dedicated space or a clinic day for adolescents,
aligning clinic appointments to school holidays, and, where feasible, extending services to
weekends and evenings. Stable adolescents will continue to benefit from multiple month refills,
and we are expanding service delivery options in both facility and community-based models.
Adolescents will be offered the option of receiving service together with their family members (at
the facility or as part of a community drug dispensing points (CDDP), community led ARV drug
distribution (CCLADD) or through adolescents-only clinics. Some of our partners are piloting
school nurse programs through which school nurses and matrons are trained to provide adherence
support for adolescents in boarding schools. Lessons learned from this intervention in FY20 will
be utilized to explore opportunities for scale up in FY21.

For children and adolescents eligible for OVC programming - In COP20, and in line with OGAC
guidance, PEPFAR Uganda will continue to strengthen the Clinical-OVC interface and leverage the
OVC program to improve retention and viral suppression for infants, C/ALHIV as per the figure
below. An OVC case manager or focal person will be based within each facility to support
coordination and integrated programming between the clinic and the OVC provider. For example,
para-social workers will assess households for violence against children and link affected children
to post violence care, participate in the viral non-suppression clinics and switch meetings during
which management of children and adolescents are being discussed, identify households that can
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benefit from family centered DSDM models and refer them for enrollment, and support access and
delivery of ARVs to critically vulnerable children and adolescents. Furthermore, we will explore
inclusion of parenting and economic empowerment activities as part of adolescent and family
support groups.

Moving toward a more well coordinated and integrated OVC-clinical interface
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Figure 4.0.4 Moving toward a more well-coordinated and integrated OVC clinical interface

This comprehensive OVC programming will be offered to 90% of C/ALHIV in the 78 districts where
PEPFAR supports OVC programming to cover an estimated 77,137 C/ALHIV and their households.
As of Q1FY20, 27,483 C/ALHIV were already enrolled in the OVC program, of which 69% had VL
results available to the OVC provider and 84% of those were virally suppressed. We anticipate
enrolment of an additional 15,000 C/ALHIV into the OVC program by the end of COP19/FY20. The
HMIS tools, including the client ART card, have been modified to allow for tracking of screening
and enrolment of C/ALHIV into the OVC program, and PEPFAR has introduced quarterly custom
indicators to track progress.

For men, guided by the MenStar client centered approach, we will be building on the national QI
initiative to address their emotional and healthcare system needs. Specifically, in COP20, we plan
to expand male-focused messaging, disseminate the messages using digital solutions, and make it
more convenient for men to access services, including expansion of alternative drug distribution
points. PEPFAR/Uganda will engage the MenStar team to provide technical support through the
Social Behavior Communications for Transformation (SBC4T) activity to develop and disseminate
male-focused messaging and potentially scaling up the health service branding approach.
Furthermore, through the QI platform, the program will focus on addressing both extrinsic and
intrinsic factors hindering consistent engagement in care, especially for men who are healthy.
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Interventions to engage men in managing their health will include increased interpersonal
interaction through psychosocial support; support patient self-management through provision
tools and skills for clients to actively participate in their health care; increased focus on client
literacy, expansion of differentiated service delivery models and MMD. Facilities will be supported
to conduct integrated wellness clinics for diagnosis and treatment of non-communicable diseases
(NCDs), implement flexi-clinics suitable for men, as well as use CBOs to follow up lost clients. The
faith-based network will be engaged in community mobilization for improved service uptake
especially HTS, linkage, and retention.

For women, as with other subpopulation groups, expansion of differentiated service delivery
(DSDM), MMD, and additional peer support will help to address some of the barriers to retention.
Root cause analyses have demonstrated that gender-based violence (GBV) is a significant
contributing factor to poor adherence and retention among women. In COP20, PEPFAR plans to
intensify support for GBV screening and provision of post violence care. This will not only address
one of the obstacles to adherence and retention faced by women themselves, but also will improve
the situation for their children whose adherence and retention is affected by GBV.

Addressing advanced HIV disease (AHD), TB and non-communicable diseases to reduce
mortality and improve retention

Program data from a subset of PLHIV indicates that over 20% of newly diagnosed and virally non-
suppressed PLHIV have advanced disease with CD4<200. TB continues to be a significant
comorbidity with 38% of TB client coinfected with HIV, and over 15,000 TB cases remaining
undiagnosed annually. Further, due to the aging cohort on ART, NCDs are becoming a larger
contributor to morbidity and mortality. Available data indicates that among PLHIV, the prevalence
of hypertension is 22% and of diabetes 2-4%. To improve retention and reduce mortality and
morbidity among PLHIV in care, the country will continue to strengthen management of AHD and
work toward integrated management of HIV and non-communicable diseases.

During FY19 PEPFAR supported the scale-up of CD4 testing to over 9o% of eligible PLHIV on
treatment, development of guidelines and screening tools, implementation of the AHD package,
and strengthening end-user capacity in preventive maintenance of POC testing equipment. As a
result, CD4 access increased from 67% to 95%, CrAg testing from 81% to 85% while TB-LAM testing
reduced from 40% to 36% (mainly due to insufficient commodity availability). In FY20 (COP19),
PPEPFAR is working with the MOH to strengthen AHD screening and management by providing
refined tools, job aides and IEC materials, improving provider capacity at all ART sites through
mentorships, and strengthening monitoring and evaluation (M&E) through roll out of the revised
HMIS tools incorporating AHD reporting into DHIS2.

While there has been a marked improvement in TB case finding from 57,145 in FY 18 to 67,874 in
FY 19 (MOH DHISz2), it is estimated that Uganda has 83,583 incident TB cases annually, 38% of
which are TB/HIV co-infected. Improved diagnostic coverage, quality TB screening and data
quality have contributed to the improvement in TB case finding from 1.4% of PLHIV in FY18 to 2%
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in FY19. PEPFAR Uganda will continue to scale up effective approaches for finding TB among
PLHIV by integrating TB screening into HIV index testing approaches, enhanced facility-based case
finding through quality TB screening at all entry points, and optimize GeneXpert so that 100% of
all PLHIV access GeneXpert as the primary test for TB diagnosis. PEPFAR also invested additional
resources toward intensified TB case finding efforts within prisons given the higher burden of TB
in this setting.

In COP20 PEPFAR will increase commodity support for AHD management to improve access to
TB_LAM, CDg4, and CrAg testing. GeneXpert will continue as the mainstay of TB diagnosis with an
increase in commodity support through GF and GOU (see section 4.5). PEPFAR will continue
supporting AHD management and sustain successful TB case finding interventions through CQI,
mentorship and support supervision, as well as review and revise strategies to improve TB
treatment success rates which stood at <75% at the end of FY19. For children with advanced disease,
focus will continue to be placed on screening and management of severe malnutrition, using ready-
to-use therapeutic foods (RUTF). The priority will be on 5% of children on ART below 10 years of
age who annually require RUTF at high volume sites.

To address comorbidities related to NCDs, PEPFAR partners, in collaboration with other
stakeholders, funders, and the MOH, are piloting integration of NCD screening and treatment
(specifically Hepatitis B and hypertension) within HIV clinics in select sites. Results from these
initiatives will inform plans for future scale-up.

Preventing TB through continued scale-up of TB Preventive Therapy (TPT):

In FY19, a total of 429,191 PLHIV were enrolled on TPT; the completion rate was 89%, an
improvement from 68% in FY18. This has been achieved through implementation of a QI change
package for TPT completion. PEPFAR Uganda has targeted an additional 400,000 PLHIV to receive
TPT to reach 73% coverage of PLHIV with TPT by the end of FY20 (COP1g). In COP20, PEPFAR
Uganda is targeting the remaining ~355,419 PLHIV to ensure that 97% PLHIV have been offered
TPT. Given concerns related to liver toxicity side effects, more robust monitoring through active
and passive pharmacovigilance is being implemented as part of the revised HIV guidelines. Please
see section on ARV and TPT toxicity monitoring below and in the commodities section for further
details.

PEPFAR, in collaboration with MOH and other partners, will transition TPT from the use of a 6-
months daily INH regimen to a more acceptable 3-month weekly course of 3HP that is likely to
further improve TPT retention and completion rates. PEPFAR Uganda will support procurement,
distribution, and management of TPT supplies, development of standard operating practices
(SOPs), mentorship of health workers, and coordination of a systematic and transition to 3HP for
TPT. The 3HP regimen is targeted to be available for site-level implementation beginning April
2021

Ensuring viral suppression
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Over the past three years, Uganda has improved VL coverage from 77% in 2017 to 94% in FY20Q1.
Uganda has also registered improvement in VL suppression from 87% in 2017 to 91% in FY20 Q.
The lowest suppression rates are in males and females aged <24 years: 72% for <10 years, 78% for
10-19years and 89% for 20-24 years. HIV drug resistance (HIVDR) is reported as the highest
contributor to the non-suppression among children.

Efforts are underway to transition clients to more optimal regimens. The ARV optimization process
for children commenced August 2019. Due to global shortages of lopinavir tablets (125mg) and
limited in-country DTG 50mg stocks, a phased roll out is implemented to ensure commodity
security for children on or transitioned to optimal regimens. We are continuously monitoring stock
levels at national and site level to guide optimization efforts and expect more drug deliveries in
country by June 2020 when we will resume intensive optimization and plan to complete by Dec
2020 (see section 4.5). The optimization progress against set targets is tracked through the weekly
PEPFAR surge dashboard.

Other interventions to improve VL suppression include scaling up an evidence-based refined
intervention package to address structural and patient-level barriers to adherence; improving
management of non-suppressed clients through dedicated clinic days, enhanced psychosocial
support and addressing gaps along the non-suppressed cascade to ensure completion of three
consecutive Intensive Adherence Counseling (IAC) sessions, timely repeat of second VL test and
switching to an appropriate ARV regimen; and improving facility-community linkages, particularly
the clinical-OVC interface as discussed above. The results from rapid CQI iterative cycles and
routine RCAs implemented through the national QI collaborative informed the refinement process.

In order to intensify interventions in sites that will have the largest impact, we are focusing on
absolute numbers of non-suppressed rather than simply percentage suppression. With support
from PEPFAR/Uganda, the MOH has identified facilities with the highest non-suppressed volumes
and will engage district health leadership to support sites to implement these interventions.
Following the March COP2o0 in-person reviews, MOH provided each district leadership with a list
of non-suppressed patients in their respective districts. The district leadership through the national
QI platform will be required to actively track and report to MOH the outcomes of each non-
suppressed patient. Should this approach, incorporating an element of accountability, lead to
demonstrated improvements within the next quarter, the program will scale it up into COP2o0.

Furthermore, PEPFAR Uganda will refine and disseminate communication messages in COP19 into
COP20. For instance, the program will utilize the YAPS model and adapt Kenya’s successful
Operation Triple Zero to strengthen peer support for adherence, disclosure and stigma reduction.
As mentioned earlier, PEPFAR Uganda will work with the MenStar team to develop and disseminate
male-focused messaging to encourage consistent engagement in care and adherence to treatment.
In COP20, PEPFAR will also expand to 10 centrally supported districts to improve the low VL
coverage and suppression through establishing processes and systems that have worked in other
regions and implementing at the same level of intensity as other districts.
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In addition, as the country transitions to TLD, PEPFAR Uganda is supporting MOH to implement
DTG safety and drug resistance monitoring. Following reported adverse events signals and
concerns raised by CSO, health providers, the National Drug Authority (NDA), PEPFAR Uganda is
supporting MOH to put in place safety and toxicity monitoring as the country moves into the
second phase of DTG transition. A harmonized and comprehensive guidance for DTG safety and
toxicity monitoring is now included in national HIV treatment guidelines. PEPFAR Uganda also
supports TLD drug resistance monitoring. Monitoring tools are in place and VL test request forms
are revised to capture DTG-based regimens. In COP20, PEPFAR Uganda through Uganda Virus
Research Institute (UVRI) will support HIVDR testing on all VL remnant samples (DBS and Plasma)
for clients on TLD who are non-suppressed for at least 9 months on TLD.

4.3 Prevention, specifically detailing programs for priority programming:

4.3 a. HIV and violence prevention for Adolescent Girls and Young Women (AGYW) and
Orphans and Vulnerable Children (OVC)

In COP20, Uganda will continue to implement an integrated AGYW strategy that is aligned to the
National Health Sector HIV Prevention Strategy for AGYW (2020-2025)5. This will be implemented
across multiple platforms including Prevention, OVC, PMTCT and Treatment. The program will
provide comprehensive HIV and violence prevention and treatment services to the right
beneficiaries for epidemic control. The DREAMS program will expand from the current fifteen
focus districts to an additional four districts (Kalangala, Masaka, Wakiso, and Mbarara), based on
incidence and AGYW at-risk burden. Uganda proposes to reach 187,809 AGYW in the 19 DREAMS
focus districts taking into consideration aging in and out of AGYW and ensuring program
completion for enrolled AGYW to reach district saturation.

Uganda will implement a robust client-centered quality AGYW program with fidelity aimed at
reaching AGYW with the highest HIV risk, identified using a standardized risk screening and
vulnerability to HIV screening tool. HIV-positive status is not an exclusion criterion for enrollment
in the DREAMS program. The DREAMS program will track AGYW cascades for AGYW Reached,
screened, eligible, enrolled and completed minimum required interventions. The program will
continue to implement harmonized, age-appropriate core package of evidence-based primary and
relevant secondary interventions for each target age band. (see DREAMS Layering table)

The program will continue to use a peer-led service delivery model with case management to ensure
that every AGYW receives appropriate comprehensive interventions tailored to her needs. Primary
interventions will include HTS, Stepping-Stones or another developmentally appropriate
intervention and combined socio-economic services (financial literacy and Village Savings and
Loan, asset building). Secondary services will include condom promotion and provision, parenting
and caregiver program, and offering contraceptives mix. Post-GBV care for survivors will be offered
when appropriate. We shall ensure optimal layering using a blended approach starting with line
listing and targeted catch up peer driven service delivery models. DREAMS data QI will be done
through multiple approaches including combined group registers to ease tracking.

> MOH, 2020. Health Sector HIV Prevention Strategy for Adolescent Girls and Young Women (2020-2025)
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In response to sub-optimal completion and saturation rates across different age bands (particularly
among 10-14-year-olds) and sub-national units (SNUs) for DREAMS interventions, a root cause
analysis was carried out. The findings showed relocation, school dropouts and long distance to safe
spaces as the key barriers to program completion. To address these in COP2o0, the program will
invest in an enabling environment for intervention completion, enhancing education subsidies,
improving AGYW tracking and referrals across SNU’s and using client centered service delivery
models in safe spaces.

Uganda will strengthen the social economic approach interventions to boost accelerated pathways
to economic independence for AGYW by enhancing wage to employment with more emphasis on
the entrepreneurship pathway. This will be done through a multi-pronged approach which will
include extensive market assessments to identify scalable market-driven opportunities and guide
intervention packages into male dominated enterprises. We shall roll out enhanced market-
relevant trainings, bolstered start-up support (matching grants and start-up kits), and leverage
GOU structures like operation wealth creation. Ongoing mentorship and peer networking and
adaptation of evidence-based models used in Uganda, like Empowerment & Livelihoods for
Adolescents by Building Resources Across Communities (BRAC) and Women’s Income Generating
Support (WINGS) will be adapted.

The program will continue to roll out strategies to identify sexual partners of the AGYW through
male partner profiling/characterization. Community gatekeepers and opinion leaders will continue
to be sensitized about the benefits of the DREAMS and will be involved in community QI teams
and community interventions. The program has identified male champions who are now “DREAMS
ambassadors” in the communities and will be critical in supporting their AGYW partners to
complete the interventions.

The program approach prioritizes bringing services as close as possible to the AGYW and working
with AGYW peer leaders, district, cultural, community and religious leaders for active referrals.
District Action Centers (DACS) will continue to be supported to use a case management approach
to follow-up survivors of violence, while garnering community support for violence prevention.
Through systems strengthening, support, the Uganda Child Helpline will be supported to facilitate
reporting and response to abuse cases. The program will continue implementing a child justice
program targeting the district prosecutorial authorities and other stakeholders throughout the
justice chain.

Learning from the Violence Against Children Survey (VACS) 2018% and INSPIRE, a global action
tool with seven strategies on ending violence against children (Implementation and enforcement
of laws; Norms, and values; Safe environments; Parent and caregiver support; Income and economic
strengthening; Response and support services; and Education and life skills), Uganda piloted a
project in Mityana which will roll out a locally contextualized violence prevention early detection
index for children living in households that are rated as at most risk of experiencing violence. This
tool is currently under development and validation in COP19. The index will engage families and
profile households where violence against children is reported. The early detection index will
enable practitioners to design interventions that directly deal with factors perpetuating violence
and to anticipate and immediately act on such households identified as most at risk of violence
occurring.

®Uganda Violence Against Children Survey, 2015
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AGYW aged 9-14: Uganda will focus on primary prevention of HIV and violence among the 9-14-
year-old through evidence-based interventions known to delay sexual debut, particularly we shall
continue to advocate and support AGYW to stay in school, a key factor that delays sexual debut as
well as reduces risk. We shall also provide education subsidies to vulnerable girls who would
otherwise drop out if unable to meet school fees; and to prevent HIV infection and violence
(Stepping-Stones or another developmentally appropriate intervention for children out of school).
Uganda will increase participation of FBOs and communities to address violence among 9-14 young
girls using the SASA! Faith and in addition to other curricula applied in the program. Community
platforms will be used to offer these services. The program will implement interventions that
enhance adolescent girls’ ability to resist coerced sex and to seek support if they experience coerced
sex (for example, building self-esteem and confidence as well as self-defense, developing life skills
such as assertiveness, effective collaboration and improve social networks.

At the individual level: Interventions will aim to empower girls to avoid risk. Girls aged 10-14
who are out of school will be offered a community-based curriculum (Stepping-Stones curriculum
for children or another development appropriate intervention). No Means No for girls will be
continued in COP2o0 to build protective skills against violence.

At family level: The program will continue to promote positive parenting and effective
communication between girls and their caregivers, as well as to empower families to keep their girls
in school through timely education subsidies and household economic strengthening. Regular
visits by case managers to monitor the home environment and to provide early intervention to
address risks of violence in the home and ensure equitable investment in girls will be a critical
component of the program

AGYW aged 15-19: The program will focus on risk reduction interventions including: violence and
HIV prevention (Stepping-Stones), parenting skills (SINOVUYO) for HIV prevention, keeping girls
in school and combined social economic interventions for AGYW who have dropped out of school.

AGYW aged 20-24: Risk reduction and asset building through combined socio- economic
approaches that positively contribute to determinants of health as well as interventions for violence
and HIV prevention (Stepping-Stones) will be supported.

Community (including parents): The program will continue scaling up SASA! for violence
prevention, foster norms change and parenting interventions to support AGYW with a special focus
on keeping girls in school while galvanizing the role of society as a key community resource.

Men, Boys and Sexual partners: The program will continue to aggressively reach more men aged
35-49 years, who have been identified as the highest-risk age bracket by Uganda Population HIV
Impact Assessment (UPHIA), 2016. This will be achieved through male Priority Populations (PP)
champions and male age-specific dialogues to optimize identification and linkage. Emphasis will
be on KP and PP groups, including prisoners, police officers, private security guards, fisher folk, and
truck drivers.

The program will ensure that male sexual partners receive core prevention interventions including

HIV testing services, VMMC and ART. Additionally, men and boys will be engaged in interventions
that address harmful gender norms, sexual coercion and violence. The program will continue to
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profile/characterize male sexual partners, using the male partner characterization approach and
will use strategic information to map where recent infections are occurring in men.

Uganda Curriculum-Based Interventions

Working with families, communities and faith-based
organizations, Uganda will optimize curriculum-based
interventions to address specific needs of AGYW tailored to
their age. The prominent tools/curricula to be used include:
SASA!, Stepping-Stones, SINOVUYO and Journeys Plus.

SASA! is a four staged curriculum with 16 modules aimed at
addressing the core drivers of violence against women and
HIV. It is meant to inspire, enable and structure effective
community mobilization to prevent violence against
women and addresses the imbalance of power between
women and men as well as girls and boys. SASA! involves
everyone, creating a critical mass of people across all levels
of society in order to reshape social norms and behaviors
related to gender-based violence within communities.

Stepping Stones is a 14-module curriculum designed to
improve sexual health through building stronger, more
gender-equitable relationships and better communication
between partners. It is purposed inculcate HIV preventive
sexual behaviors among adolescent girls and young women
and targets girls in the age group 15-24. Uganda will also
start the roll out of Stepping Stones for HIV and violence
prevention among children aged 9-14 who are out of school
or another development appropriate intervention.

SINOVUYO curriculum focusses on improving parenting
skills among care givers. It is jointly offered to AGYW
together with care givers to optimize opportunities for
open discussions and debunking some of the myths that
widen the gap between children and their parents.

Journeys Plus is also an HIV and violence prevention
specific curriculum, with content tailored to school going
young girls aged 9-14. It offers an opportunity to orient
young girls on the risk of HIV and to enable begin perceiving
their risk and vulnerability to infection.

No Means No is a worldwide sexual violence prevention
program. The program uses the ‘Impower’ curriculum to
teach girls mental, verbal and physical skills to prevent
sexual assault; and teaches boys resilience, challenging
rape culture, and practice consent and bystander
intervention skills.

Figure 4.0.5 Monitoring the quality of GBV service delivery,
FY19
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Through the Peace Corps, Uganda in COP1g9 is
rolling out the Grassroots Soccer Curriculum
with 12 modules targeting 10-19-year-old young
boys. This intervention uses simple and
powerful connections between soccer and life to
teach young boys life skills focused on HIV and
violence prevention. Taking lessons from
COP19, a phased approach to scale up
Grassroots Soccer to other high prevalence
districts starting with DREAMS supported
districts will be implemented in COP20. In
COP20, a second phase of No Means No
curriculum that targets boys is being introduced
to reduce their risk and future perpetration of
violence. This will leverage existing PEPFAR
supported OVC and VMMC programs (and
platform) to reach boys and offer the
curriculum.

In COP 18, Peace Corps contributed to finding
men through its pilot tripartite partnership with
the Uganda Police and Uganda Red Cross
through which the road traffic regulations
training platform was used to identify and link
PLHIV to prevention and treatment. At the end
of the training, each boda (motorcycle) driver is
provided with a toolkit that consists of a helmet,
vest with HIV message, HIV sticker and first aid
materials. Peace Corps will scale this up in
COP2o0 in high HIV burden districts.
Multi-level violence and
response interventions

In COP20, Uganda continues to triangulate
multiple data sources to inform a multi-level
robust violence response program. These
sources include the FYi9 GEND_GBV
performance data, Root cause analysis, National
GBV QA Tool assessments data, VACS 2015,
data from the Uganda National Child Helpline
(SAUTI 116), and MOGLSD-supported District
Action Centers data. We continue to support
the government to complete key policy
documents including GBV and VAC guidelines
and the Comprehensive Children’s Policy which
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addresses violence against children. We shall continue rolling out the GBV QA tool to reach all
sites offering post-violence care services and prioritize safety and access to services for all who need
post-violence care.

109 sites: Mubende, Masaka, Fort Portal and Soroti
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In COP20, the program will address the following top three gaps identified from the GBV QA tool
assessments in FY19: a) training & QI gaps to be addressed through ongoing mentorships; b)
inadequate facility readiness & infrastructure to be addressed by investing in capacity at facility
level, and c) lack of forensic kits at facilities which we plan to procure in COP20. Uganda has
dedicated a GBV fellow through CDC to support the national efforts in monitoring GBV service
quality including real-time remedial actions across the prevention and treatment cascade.

Through our DREAMS and OVC programming, PEPFAR will continue to support the government-
led district action centers (DAC) through which community awareness on violence against children
is improved and timely services are offered to victims. We shall continue joint investments in the
justice, law and order (JLOS) sector to improve resolution of child cases by supporting and
monitoring cases at the district level.

Our data indicate that GBV is associated with non-adherence to treatment leading non-viral
suppression which impedes epidemic control, in COP20, we shall continuously profile survivors to
support them with needed services and counseling We recognize that men’s health seeking
behaviors are often negatively affected by societal expectations about ‘being strong’, which keeps
them from treatment, thus PEPFAR will deliberately support men to access services collaborating
with faith communities.

Uganda reached its 2019 Annual Program Result (APR) to reduce GBV. COP20 will refocus on
reaching AGYW performance targets especially for sexual violence. Uganda is building capacity to
roll-out an “Every Hour Matters” campaign with communities including DREAMS ambassadors and
YAPS to raise awareness about the 72 hours within which one should access services to avert HIV
and pregnancy.
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We shall employ an integrated approach to address GBV across the Prevention and Treatment
cascade including LIVES. and continue monitoring Intimate Partner Violence (IPV) among AGYW,
KPs, PMTCT, and index testing and PrEP recipients.

Monitoring of service provision: To monitor the quality of services provided to enrolled AGYW
we shall continue to use the Uganda DREAMS Tracking System (UDTS) which efficiently tracks the
layering of multiple interventions for each individual AGYW. Quality assurance and M&E IPs will
verify the data in the UDTS and in source documents through quarterly data quality assurances
(DQAs). Weekly district dashboards will be used to flag areas for immediate technical assistance
and course correction. To ensure fidelity of curriculum-based interventions the program will use
uniform SOPS for training quality checks. Facility and community DREAMS quality
improvement/quality assurance (QI/QA) teams will be functionalized to monitor the quality of
interventions at facility and community levels respectively.

The program will strengthen community monitoring and follow up to mitigate AGYW program
drop out by using beneficiaries and community stakeholders including CSOs who to conduct
independent monitoring of DREAMS interventions using standard benchmarks, tools and
processes and render timely, objective and constructive feedback at various levels adapted Site
Improvement through Monitoring Systems (SIMS) assessments and Program service delivery and
impact data will continuously be reviewed to inform future scale-up plans. and program success
stories will be documented and disseminated to promote cross learning.

Figure 4.2.2. AGYW Geography of Implementation
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Uganda AGYW geography of implementation
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Figure 4.0.6 AGYW Geography of Implementation
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Figure 4. DREAMS Layering Table
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Figure 4.0.7 DREAMS Layering Table
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Orphans and Vulnerable Children

The OVC program will target 480,167 children aged o to 17 and their caregivers, of which 371,728
will receive a comprehensive package, including HIV and violence prevention, using a family-
centered case management approach. OVC beneficiaries will be targeted at multiple levels:
individual empowerment, family strengthening, and community mobilization for change.

OVC prevention programming will be implemented in 12 districts with high rates of violence against
children. A total of 108,439 boys and girls aged 9-14 in these districts will receive evidence-based
primary prevention of HIV and sexual violence interventions through schools, faith communities
and cultural platforms, leveraging the structural roles that these platforms play in changing
community perceptions and behaviors.

At the individual level: Interventions will aim to empower girls and boys to reduce or avoid risk.
Based on context, need, and opportunity, girls and boys will receive HIV and violence prevention
in school through Journeys Plus or in their communities through Grassroots Soccer, No Means No,
Coaching Boys into Men, and SINOVUYO. These curricula are being implemented in COP19 and
will be continued and/or expanded in COP20, with the exception of Stepping Stones which is
currently being adapted for 9-14-year olds.

At the family level: The program will continue to promote positive parenting and communication
between children and their caregivers, as well as empower families to keep children in school
through education subsidies and household economic strengthening. Regular visits from case
managers will help in monitoring the home environment and providing early intervention to
address risks of HIV and violence in the home.

At the community level: OVC programs will implement SASA! to mobilize communities and
facilitate norms change among both community and faith leaders. The program will also
strengthen child protection systems including District Action Centers and support the Uganda
Child Helpline to facilitate reporting and response to abuse cases. The program will continue
implementing a child justice program targeting law enforcement and justice sector authorities
and stakeholders.

4.3b. Children/Preventing Mother-to-Child Transmission (PMTCT)
Identification, linkage, ART initiation, retention and viral suppression for PBFW aged 15+.

Since the rollout of Option B+ in 2013, the proportion of HIV-positive pregnant women initiated on
ART increased from 84% (FY13) to 98% (FY19). HIV-positive women on ART at the beginning of
pregnancy increased from 33% (FY13) to 73% (FY19), although the proportion of pregnant women
who are known positive and already on ART at the time of diagnosis has plateaued. The fertility
rate has dropped from 6.2 in 2011 to 5.4 in 2016, but pregnancy among young women remains high:
53% of pregnant women are under age 24 (PEPFAR Program data FYi9). In Uganda, 25% of
adolescent girls aged 15-19 years have begun childbearing (UDHS, 2016). Furthermore, HIV-positive
pregnant AGYW (aged 10-24 years) accounted for 48% of the newly identified positives at 1st ANC
visit (ANC1) in PMTCT supported PEPFAR sites (FY19). High rates of sexual GBV (SGBV) against
women (22%) persist in Uganda, predisposing vulnerable women to unwanted pregnancies and
disproportionately more new HIV infections.
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HIV transmission to infants in FY20 Q1 was 1.84% among those infants tested, with 0-12 months
EID coverage at 89%, an improvement from 79% at FY19 Q4. However, in FY19 and FY20 Q1, 0-2
months EID coverage was 54% and 66%, respectively. This gap in early diagnosis indicates missed
opportunities for early intervention, that we will address in COP2o0.

COP20 activities (detailed below) will strengthen existing strategies and introduce innovations
where gaps have been identified, in order to provide high-quality care for pregnant women and
mother-baby pairs. In COP20, we expect 1,484,687 pregnant women to attend ANC1 at PEPFAR
supported sites. Of these, we targeted 100% to have known HIV status. Among the estimated 6%
of individuals who are HIV-positive, 87,764 are targeted to receive ART among which 97% (85,531)
are expected to already be on ART at ANC1 and 3% (2,233) will be new on ART. Additional COP20
targets include 95% retention and viral suppression among pregnant women initiating ART; 84%
o-2 months EID coverage; 98% ART linkage for identified mothers and HIV-infected infants; 100%
final outcome infant status at 18 months; maintain <2% early MTCT rates; improved PMTCT data
quality; and expansion of EMR (>40%) to high volume ANC/PMTCT PEPFAR supported sites.

Case Finding: All pregnant women attending ANC will continue to receive PITC as per national
PMTCT guidelines utilizing dual HIV-Syphilis testing in ANC. The mothers who do not receive
HTS at 1st ANC visit will be followed up to receive HTS in subsequent visits. In addition, given
evidence of high rates of seroconversion and new pediatric HIV infections during pregnancy and
breastfeeding periods, HIV-negative pregnant and breastfeeding women, and those with unknown
HIV status presenting at MNCH/PMTCT entry points will be retested per national HIV prevention
and treatment guidelines in ANC, maternity (labor & delivery), postnatal care (PNC) and young
child/immunization clinics. Given that many women (21% ANC1 attendees) and their infants seek
MNCH and Young Child Clinic(YCC) /Immunization services at HCIIs, yet HCIIs are not accredited
to provide ART/Option B+ PMTCT & EID services, PEPFAR Uganda will work with MOH to
improve service access for these mother-infant pairs in COP2o0.

At the community level, PEPFAR will work with CSOs/CBOs, Village Health Teams (VHTs), and
peer mentor-mother networks to identify, register and refer all pregnant women in the
communities to attend ANC and receive HIV testing services. In Uganda, DPT1 coverage is very
high at 95% (UDHS 2016). We shall continue to use community outreach immunization platforms
to identify mothers with unknown HIV status and offer HTS to them, especially those who do not
attend ANC and who deliver at home. We will routinely review all the ANC, maternity registers,
and postnatal registers to ensure adherence to guidelines and proper documentation.

Treatment, initiation and retention

Same-day ART initiation is provided at ANC, maternity and the mother-baby care point (MBCP).
In addition to the standard package of linkage and retention interventions described above, peer
mothers provide ongoing counseling and support through the pregnancy and postpartum period
with a focus on disclosure, IPV screening and post-violence care, and linkage with OVC and
DREAMS program activities including economic strengthening and training for Early Childhood
Development. In many PMTCT settings, family support groups (FSGs) have been established
though these need to be re-energized and functionalized in COP20 to provide intensive peer
adherence support for vulnerable pregnant and breastfeeding mothers (e.g. newly identified
PMTCT clients, Adolescents and Young mothers, SGBV victims and those with poor socio-
economic status). FSGs offer the much needed additional PMTCT & EID services to mother-infant
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pairs in supported PEPFAR programs using non-clinical trained personnel to encourage women to:
i) seek and attend early ANC services, ii) ensure health facility delivery, iii) receive HTS/PITC
services, iv) initiate timely ART for all identified positives and v) support adherence, follow-up and
retention of mother-infant pairs in care until 18-months final outcome status post-partum.

In COP20, additional focus will be directed to support Health Centre IIs to address sub-optimal
ART/Option B+ coverage among positive pregnant and breastfeeding PMTCT clients identified at
this level of service delivery. While almost 21% of ANC attendance happens at Health Centre II
level, traditionally these health facilities face a number of system challenges including : i) poor
infrastructure at ANC/MNCH service delivery points, ii) lack critical staff (midwives, counsellors,
laboratorians, M&E personnel, etc.) to support quality HIV/PMTCT service delivery, iii) lack of
critical commodities e.g. HIV test kits (RTKs, dual-syphilis kits, EID bundles, etc.) and other
multiple structural barriers for optimal service delivery of eligible mother-infant pairs in PEPFAR-
supported PMTCT regions. In COP20, PEPFAR Uganda and MOH propose the following strategies
to address poor ART/Option B+ linkage of identified mothers:

e Support districts to redistribute ART to HCIIs and operate Community Drug Distribution
Points (CDDPs) or satellite clinics at sites offering ANC/MNCH services

e Ensure establishment of Mother-Baby Care Points (MBCPs) at high volume HCIIs and PNFP
sites

e Recruit counsellors and peer mentor-mothers at HCIIS to provide intensified counselling to
minimize barriers for same-day ART initiation

e Strengthen family support groups (FSGs) to provide psychosocial (PSS) support to
vulnerable pregnant and breastfeeding mothers (refer to categories identified above)

e Conduct targeted technical support through onsite CMEs and mentorships to health
workers at HCIIs on TLD transition in PMTCT/EID clinics

e Scale-up use of CQI approach to bridge identified program gaps and ensure data quality of
PMTCT data

e Strengthen the PEPFAR linkage package of interventions and use evidence-based practices
tailored for PMTCT/EID clients at the MBCP

The MBCP has proved to be an effective platform for follow-up of mothers and infants. The MBCP
service delivery approach follows mother-infant pairs for 2 years post-delivery (visits track to the
immunization schedule) utilizing a “One Stop Shop” approach as depicted in figure 4.1.4. Factors
contributing to the success of this approach include giving one refill date for the mother and baby;
pairing mother and baby charts; engaging linkage facilitators to follow up lost mothers of babies
due for testing; placing stickers on charts of babies due for testing at 18 months; and immediate
update of registers for children tested at 18 months. QI teams are being systematically established
to strengthen retention of mother infant pairs and will be focusing on rapid follow-up of missed
appointments and utilization of the site level birth cohort monitoring register and HEI cohort
analysis (HCA) tools to bring back mother-infant pairs that had previously been LTFU within the
PMTCT/HEI continuum of care. These teams will also promote expansion of the integration of
support groups, socio-economic strengthening and early childhood development within the MBCPs

Figure 4.1.4. MBCP service delivery approach
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Figure 4.0.8 MBCP service delivery approoch

Viral suppression

Given the increased MTCT risk for an infant whose mother is not virally suppressed, additional
attention is being given to identify viral non-suppression early among pregnant and breastfeeding
mothers, conduct appropriate clinical management of non-suppressed clients, and ensure optimal
VL return to undetectable levels. The revised consolidated guidelines for prevention and treatment
of HIV in Uganda (Sept.2018) include a more rigorous VL monitoring algorithm for PBFW
recommending VL at first ANC for any woman who is already on treatment (regardless of timing of
last VL test) and six monthly VL testing through the end of breastfeeding. Additionally, the
ANC/PMTCT staff are being included in the VL collaboratives as well as the multidisciplinary
switch teams at the facilities to ensure that the 10-point VL change package (described above in
section 4.1) is being implemented in these settings. These new policy guidelines, along with the
intensified mentorship and interventions through the QI collaboratives, will greatly support
national efforts towards virtual elimination (<5%) of final MTCT by FY2022.

Preventing new infections among pregnant and breastfeeding AGYW

PMTCT services provide a platform to prevent HIV incident cases among AGYW. Of all the
identified positives among pregnant women aged 10-24 years in FY20 Q1, almost half (49.5%) were
newly identified positive clients. Although Uganda is making strides in improving contraceptive
uptake and lowering fertility rates, increasing male partner testing and ART coverage among the
partners of these women is necessary to decrease the relatively high rates of newly identified
positives among pregnant women, particularly the Adolescent and Young Women age group (10-
24 years). In FY19, only 32% of male partners were tested in ANC settings. COP20 will continue to
strengthen male partner involvement in ANC/PMTCT activities including male partner index
contact tracing, APN and HIV self-testing services using the ANC/PMTCT platform.

In DREAMS districts, the ANC/PMTCT platform has been used to actively identify and link AGYW
to DREAMS services (see section 4.1 for DREAMS package). COP20 will support the more direct
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integration of DREAMS services within the ANC/PMTCT platform by working with ANC/PMTCT
sites in DREAMS districts to expand the MBCP services to HIV-negative AGYW mothers 15-24 years
of age given that these young women are some of the most vulnerable and would greatly benefit
from a more structured environment with strong linkages to additional services. As described
above, the MBCP has systems in place to provide both support and active follow-up of HIV-positive
mothers during the first two years post-delivery from which the youngest, at risk negative AGYW
can also benefit. Figure 4.1.5 outlines the integration of DREAMS interventions within the
PMTCT/MCH platform at facility and community levels.

Integrating DREAMS Interventions within PMTCT/MCH Platforms at Facility and
Community Level
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Figure 4.0.8 Integrating DREAMS Interventions within PMTCT/MCH Platforms at Facility and Community Level

Group ANC/PNC for Pregnant & Breastfeeding AGYW 15-24 years.

Adolescent pregnancies and childbearing are associated with risky behaviors such as early sexual
debut, early marriages, trans-generational sex, transactional sex, multiple sexual partnerships,
alcohol and drug abuse and unprotected sex. Most of these pregnancies are unintended and often
result in negative sexual and reproductive health outcomes. In Uganda, pregnant AGYW receive
ANC together with older mothers above 25 years of age, yet pregnant AGYW have unique biological,
psychosocial and emotional needs.

Given these challenges, there is need to differentiate this sub-population group and provide
evidence-based, tailor-made service packages that respond to their dynamic needs.

In FY 19, the Uganda MOH introduced Group-Antenatal (G-ANC) model of care in 33 PEPFAR
supported sites targeting pregnant AGYW (HIV+ and HIV-negative) aged 10-24 years in high
volume sites. The model was adapted from the HOPE project G-ANC model in Kenya and is based
on “centering pregnancy” (Rising, 1998), a group model of prenatal care delivery that places all three
components of prenatal care—risk assessment, education, and support—within a group setting.
Pregnant AGYW in groups of 8-12 women, based on similar gestation periods or age groups, receive
peer-led ANC sessions facilitated by a trained midwife following a standard curriculum. The Group
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ANC model provides enhanced adolescent friendly services integrated into PMTCT and ANC/MCH
platforms. Early results from Kenya demonstrate improvement in retention from 72% to 88% over
a 6-month period.

4.2.b. COP19 Key and Priority Populations, PrEP

PEPFAR Uganda identifies key and priority populations (KP/PP) as indicated in Table 4.1.3 which
also includes the size estimates, coverage goals and targets. Targeted KPs include female sex
workers (FSW), men who have sex with men (MSM), transgender persons (TP), people who use or
inject drugs (PWUID), and prisoners. In COP20, we shall also target clients of FSW as a priority
population - including long-term partners, boyfriends/husbands of sex workers. PEPFAR will focus
on community testing of clients of FSW, through FSW hotspots and where testing is occurring with
the women, we will include men with a similar strategy of risk screening.

Key and Priority Population Size Estimates

Our targeting was informed by the
UNAIDS, UAC national harmonized
size estimates study, UPHIA 2017,

COP 19 and COP 20 KP Districts

KP estimates, FY 19 program
performance and feedback from
civil society organizations. The total
COP20 KP_PREV target is 284,810
and PP_PREV is 116,915. Coverage
was increased from 39 SNUs to 55

| cop19_pistricts(30) [ lcop2o_pistricts(s5)] SNUs. We categorized 9 SNUs with
high incidence and high KP
Figure 4.0.9 COP19 and COP20 KP Districts population as high—priority and 46

SNUs categorized as priority SNUs
were high to moderate for both population and incidence.

PEPFAR Uganda program will implement the client centered KP service package with fidelity,
monitor and report the prevention and treatment cascades. Working with the community, we will
provide feedback mechanisms by scaling up community scorecard, instituting community advisory
groups and incorporate client feedback in service delivery for improved community prevention case
management. The KP program will utilize other prevention platforms including VMMC and
PMTCT and PrEP to reach KPs and ensure referral to other high impact prevention interventions.
In COP20, PEPFAR Uganda will use specific strategies to improve identification, linkage to and
retention on antiretroviral treatment (ART).

We will continue to work with CSOs to address low yield among KPs to implement risk-based
testing with innovative testing approaches, expand social network strategy (SNS) and expanded
peer outreach, self-testing. Hotspot mapping and profiling, attaching CSOs to KP facilities, and
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information communication and technology services (ICTs) will facilitate the interventions. The
program will utilize the peer referral app developed and managed by CSOs to enhance
identification, enrollment and retention of KPs in HIV services. We will leverage use of social
media to improve HIV services for especially MSM and TG; this includes use of WhatsApp,
Facebook and other CSO driven applications/online groups to support adherence and viral
suppression We will implement non-intrusive and non-judgmental services in safe locations. Our
program will also promote male and youth friendly services as a platform to increase MSM service
uptake.

PEPFAR Uganda KP linkage increased from 48% in FY 18 to 71% in FY19 and we will implement
population specific linkages interventions in FY 20 to close the linkage gaps. The program will scale
up of KP-competent ART services to increase enrollment of more KPs on treatment, same day ART
initiation, community ART provision, and enhanced treatment literacy among KPs and their
families (“undetectable=untransmittable” or U=U messaging), strengthening peer navigation and
monitoring systems, reducing stigma and discrimination in both KP-specific ART sites and within
the more mainstream clinical sites. The program will implement Pre clinic reminder phone calls,
Root Cause Analysis (RCA) to inform interventions, weekly data reviews to identify missed
appointments, finalize DSDM guidelines for KPs and fast track enrollment, physical peer escort and
unique identifiers.

Improved HIV treatment, retention and VL suppression among KPs will require systematic
implementation of intensified adherence counseling using peers. VL monitoring will be rapidly
implemented and scaled up, while careful monitoring will assure suppression. Patients eligible for
VL will be reminded by text and telephone calls. The program will expand VL appointments to
DICs and target facilities with high testing gaps for tailored interventions. These include peer-led
defaulter tracking, monthly adherence support groups, multi month drug refills and intensified
U=U messaging.

In COP20 Uganda Prisons Service (UPS) will utilize a three-pronged approach to deliver
comprehensive HIV services at the 55 high-volume sites and select mid-volume sites (103). First,
the program will implement risk-based entry, routine and exit testing to improve yield. Second,
UPS expand linkage and follow up through decentralized services, enhanced peer networks
support, electronic medical records and use the SMS linkage platform. To enhance prevention
interventions, we will implement service layering with fidelity. Third, to address low VL coverage
(79%) and VLS (89%) we will expand POC testing for HIV (VL, EID) and TB via deployment of
GeneXpert. In COP20 we will scale up efforts to expand ART services to more prison facilities and
strengthen TB control efforts.

Promoting condom and lubricant last mile distribution by improving risk perception among KP
will be a major focus of COP20. Condom promotion and distribution channels will be strengthened
through interpersonal communication, peer led replenishment of condom dispensers in addition
to male centered condom education. KP peers will be assigned to hotspots and dispensers to ensure
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continuity of services. PEPFAR, along with the GF, will procure lubricants and work with CSOs to
ensure effective distribution mechanisms.

KP Investment Fund (KPIF)

Uganda is a recipient of $1om as part of the KPIF central OGAC initiative to scale up KP-led
community approaches to expand HIV services. The fund objectives are to scale up KP-led
community approaches to expand and enhance HIV services to deepen reach to KPs with
comprehensive HIV services, and to address structural barriers to service access through various
civil servants (e.g. police, legal and judicial system, local political leaders, etc.) sensitization to
reduce stigma and discrimination. Overall, 45 KP-led and leaning CSOs have received 77% of the
KPIF funds.

The KPIF has supported the development of standard operating procedures for Drop-In Centers
(DIC), developed KP Dashboard for real time performance monitoring, developed PWID specific
tools for MAT implementation and supported duty bearer engagement for a supportive program
environment. Uganda is currently in the process of launching Medication Assisted Treatment
(MAT) services and in COP20 we will ensure integration of services for people who use or inject
drugs (PWID) in a public health setting and strengthen engagement of PWID community
organizations.
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Table 4.2.1. Uganda KP Layering Table

Uganda KPP Layerimg Table
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PrEP for Key and Priority Populations

Following CSO’s recommendations to scale-up PrEP in COP 18, Uganda PrEP targets have increased
gradually to bridge the gap and to maintain sero-negativity among populations at substantial risk
of HIV. PrEP targets increased from 16,481 in COP 18 and doubled to 30,000 in COP19. In COP2o0,
PrEP targets increased to 95,933, in addition, the number of districts and sites also increased. Figure
(1) below shows significant scale up of PrEP in COP2o0.

PrEP targets, districts and sites
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Figure 4.0.10 PrEP targets, districts and sites

In addition to an increase in the geographical footprint in the Table below, the number of sub
population groups targeted for PrEP has expanded to include AGYW, (31.4%), Pregnant women
(4.3%) and Breast-feeding Mothers (2.2%).

COP20 PrEP Targets by Sub-populations
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Uganda has had a progressive achievement against PrEP_NEW annual targets since FY17, with an
overachievement of 106% (17,825/16,841) in FY19. However, only 66% of the HIV-negative clients
were screened for PrEP. This was essentially because KPs and PrEP targets were not aligned and as
a result not all high risk KPs could access screening for PrEP eligibility. As part of the strategy to
address this, KP and PrEP targets have been aligned in COP20. Also, only 57% of the eligible clients
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were initiated on PrEP. This was partly because of lack of clear guidelines on which lab tests were

required before initiating PrEP, long turnaround times for the lab results and stock out of the

specific lab reagents at some sites. Moving forward, the national PrEP guidelines are being updated

to clarify which labs are needed prior to initiation. Also, the program has adequately planned to

minimize stock out of lab reagents and will implement same day PrEP initiation after screening.
PrEP cascade for all Key Populations, FY19
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As PrEP use is risk-based, retention on PrEP is a challenge for all KPs and priority populations at 3
months, 6 months and 9 months based on program data review in FY19Q2. The program will utilize
community advisory groups and embed client satisfaction surveys to improve PrEP continuation in
COP2o0.

A root cause analysis of the reasons for discontinuation PrEP during FY18Q4 and FY19Q1
highlighted that travel, being busy (including work/school), and stigma were among the main
barriers highlighted. In COP2o0, the program will implement differentiated service delivery models
including community PrEP initiation and PrEP refills as well as delivery of PrEP at more Drop-in-
Centers (DICs) and fast-track options for PrEP refill at facilities to address these. Additionally, the
program intends to improve patient level systems to enable tracking of KPs through deterministic
and probabilistic algorithms. As part of the strategies to reduce stigma, the program will change
the current PrEP drug (TDF/3TC) to generic TDF/FTC.

Based on the PrEP demonstration for AGYW in Mukono implemented by Makerere University
Walter Reed Project (MUWRP), only 10% of health workers had perfect knowledge of PrEP
(potential side effects being the least well known) among the service-related barriers. The client-
related barriers include poor adherence in the first two months due to side effects and 13 social
harm events (violence) mainly due to accidental discovery of pills by partners/guardians and
mistaking them for ART. In COP:2o, the program will train and mentor ANC/MCH health workers
and peers on PrEP to increase knowledge, update and dispel myths. Also, client centered
approaches including pre-appointment reminders, peers support systems like PrEP buddies and
use of differentiated service delivery models to dispense PrEP will be used to improve PrEP
continuation and adherence among AGYW. The program will also monitor for violence and how
it is addressed as well as reinforce and promote consistent condom use among AGYW PrEP users.
The MOH is updating the current PrEP Policy to provide a favorable policy environment for PrEP
service delivery among AGYW, pregnant and breast-feeding women. The program intends to
initiate 30,002 AGYW on PrEP in COP2o0.
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In COP2o0, 4,156 pregnant and 2,120 breastfeeding HIV-negative women, who are at substantial risk
will be counselled and offered PrEP. The program will leverage on existing Integrated
MCH/RH/PMTCT/HIV prevention interventions to provide routine PrEP education at ANC, carry
out HIV risk screening to assess risk behaviors among Pregnant and Breast-Feeding Women
(PBFW) and engage peer mothers to deliver PrEP among the approaches to deliver PrEP to eligible
PBFW. PrEP messaging will be integrated as part of overall ANC education at the selected PrEP
implementing sites. Individual PrEP counseling and screening will be provided to interested clients
for enrolment. PrEP will be provided at mother-baby care points. Follow-up visits will be aligned
with the PMTCT/ANC/PNC visit schedule. Ongoing adherence and continuation counseling will
be provided as well as linkage and referrals to other programs providing structural interventions.

In COP2o0, the PrEP program is targeting a total of 36,230 KP and 10,197 among Priority Populations.
The Program will continue to work KP-CSOs adopting peer deployment to improve PrEP
continuation and strengthening messaging for PrEP continuation among KP peers. In addition, the
program will consider DICs as community PrEP dispensing points and employing DSDM models
for PrEP. Anecdotal data suggests negative perceived social norms and emphasizing the risk of
STIs, in COP2o0, the program will provide syndromic treatment of STIs and strengthen positive PrEP
messaging. In summary COP20 will target reaching 95,933 individuals at substantial risk of
acquiring HIV in 63 districts, including MSM, FSW, TP, AGYW, and PBFW. The program will
strengthen community-based initiation and refills for PrEP to enhance service uptake. The
program will continue to focus on demand creation through targeted messaging to eligible sub-
populations. Our program will continue to expand enhanced peer led approaches, support hot-
spot mapping, and ensure more robust technical assistance to CSOs and districts to locally map
and re-map hotspots. We will support peer support and pre-appointment reminders and expand
community-based PrEP initiation and refills.

4.3d. VMMC

According to the Uganda Population-Based HIV Impact Survey (UPHIA) 2016, 21.7% of men
reported having been medically circumcised and 20.5% reported non-medical circumcision. This
data demonstrates an increase in the proportion of circumcised men (both medical and non-
medical) from 20n, when only 26% of men aged 15-49 years were circumcised (Uganda AIDS
Indicator Survey, 20m1). UPHIA data show geographic variation in Voluntary Medical Male
Circumcision (VMMC), with higher coverage in urban areas (28%) compared to rural areas (20%).
By region, coverage ranged from 13% in Mid-North to 32% in Kampala. National Bureau of Statistics
Population estimates, UPHIA findings and program data for VMMCs conducted between 2017-2018,
indicate that by the end of FY19, the total number of male adolescents and men aged 15-29 years
eligible for VMMC nationally was 5,729,630. Program data show that 3,427,132 VMMCs have been
conducted to date among the 15-29-year-old age band, representing 59% of the eligible male
population. The unmet need for VMMC in all PEPFAR sub-national units (SNUs- 88 districts with
the highest burden and unmet need) is 1,914,930 in the 15-29-year age group.

Scaling up VMM(C is critical to Uganda achieving epidemic control. In FY2019, PEPFAR Uganda
supported 727,548 circumcisions, and by end of FY 2020, an additional 800,000 MCs will be
performed if all the targets are achieved. Building on these efforts, the COP2o0 strategy is to
maintain high coverage among 15-29-year-age. Focus will be in districts where circumcision
coverage is close to 80% in order to achieve saturation and in regions with low MC coverage and
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high HIV prevalence, including all DREAMS districts. To increase the immediacy of impact, the
program will continue to target the high priority age band of 15-29-year-old males.

In COP20 VMMC IPs will roll out proven, high-impact, client centered approaches to generate and
sustain demand that will lead to a surge in the uptake of VMMC services among males aged 15-29
years. These include:

Incentives The cost per circumcision performed in Uganda varies with lowest cost being in static
sites and highest in outreaches and camps. Approximately 80% of all MCs in Uganda are done in
camps. As the country approaches saturation, demand creation to reach the late adopters will
increase. The program will use non-coercive rewards such as transport refund and compensation
for lost wages to reach the high-risk men including fisher folk and truckers. These have been
demonstrated to improve uptake of VMMC (Kennedy CE, et al; A systematic review and meta-
analysis-2020). Additionally, onsite VMMC services will be offered at factories, construction sites,
security companies and plantations, in consultation with the respective management.

Offering potential clients, a VMMC VIP Card with a menu of adult-friendly services such as
choosing the day/time of service and gender of the circumciser. This approach tailors VMMC
services to overcome identified barriers, found particularly among older men. To refine the
program focus, [Ps will conduct regular client satisfaction surveys and group discussions to unpack
key findings from utilization of the VIP cards.

Engaging private providers to expand access to VMMC addresses men's desire for privacy and
their perception that private health services offer higher quality services. In addition, private
providers can tap into their existing client base to raise awareness of the VMMC services they offer.

To reinforce key VMMC demand generation messages and enhance the likelihood that a
message will be understood, accepted, and acted upon, particularly with the older priority age
group, a blend of communication channels will foster dialogue and allow for follow-up with
potential clients. These channels will include:

e a VMMC toll free hotline for men to anonymously ask and receive answers to their questions
and concerns.

e WhatsApp and other messaging platforms to support individualized communication
responsive to a man’s specific needs. This channel will share short videos addressing
specific barriers, such as fear of pain.

e Two-way, longer-format radio programming to allow for dialogue with featured guests
including providers, counselors, satisfied VMMC clients, community leaders, and others
with the background and training to promote VMMC. Bringing quality mobile VMMC units
as close as possible to the workplace, for example, onsite at factories, construction sites,
security companies and plantations, as well as incentives such as transport reimbursements
will facilitate access to services.

Dedicated house-to-house mobilization teams will apply questionnaires tailored to identifying

uncircumcised males in the target age group within homesteads. These mobilizers will be
compensated with a daily transport allowance and monthly pay.
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Women play a pivotal role in influencing partners’ and sons’ decisions, hence more women will
be trained and facilitated in VMMC demand creation, to be stationed at maternity/antenatal
centers, outpatient and HIV wards to educate the mothers and their partners to take up VMMC
Offer differentiated service delivery including extended hours and moonlight services.

Additionally, we will focus on “older” men 30 years and above by addressing key barriers to seeking
VMMC services through focused demand creation that addresses structural and accessibility
challenges for this age group. In DREAMS districts multiple channels will be used to reach older
men for VMMC; these will include, identifying them through male sex partner characterization,
using DREAMS ambassadors, girl’s engagement forums, and AGYW male partner champions. In
addition, there will be active referrals of eligible HIV-negative adult men for VMMC services.

By the end of FY21, the saturation in the 15-29 years will increase from 12-37 districts. By the end of
FY20, PEPFAR Uganda will have supported 5,754,796 circumcisions since inception of the program
in 2010 and by end of FY20Q)1, an estimated 269,726 HIV infections will have been averted.

The COP2o0 targeting process triangulated data from Uganda Bureau of Statistics’ 2019 population
projections, 2011 AlS, 2016 UPHIA, and FY19 VMMC program data to estimate 2019 district coverage
and unmet need of males 10-64 years. Targets were focused in regions with high unmet circumcision
need and high HIV burden including all DREAMS districts. High-performing partners received
more targets in high-performing districts with unmet need. Sixty-two percent of targets were
allocated to the 15-29 age group, 37% to the 30+, and 1% to 14-year-old boys using ShangRing only.

Key shifts and considerations in COP20

Based on Notifiable Adverse Event (NAE) review, severity of glans injuries and fistulas when they
occur, and expected timing of pubertal development, PEPFAR is changing the lower age for VMMC
to 15 years or below 15 only those who have reached Tanner stage 3 of sexual development to
minimize risks. There will be need for messaging and other demand creation efforts. Early infant
male circumcision has an NAE rate twelve times higher than VMMC in 10-14-year olds and 22x
higher than VMMC in those age =15 years (PEPFAR Notifiable AE Reporting System (NAERS) hence
there will be no infant circumcision activities supported in FY21. A total of 18,060 (6%) of MCs will
be implemented using the ShangRing device in a program mode following the active surveillance
which found the device safe and acceptable in the 6 regions where it was implemented. Seventeen
percent (17%) of the ShangRing placements will be implemented in the 14year old boys.

As part of its sustainability agenda, PEPFAR Uganda will reduce the proportion of disposable kits
and increase on the use of the reusable instruments from 25% in COP19 to 50% in COP20. To
facilitate this transition, PEPFAR will support regional health facilities with infection prevention
and control (IPC) training, sterilization equipment for appropriate sterilization in addition to
purchasing the VMMC reusable kits for dorsal slit method. In addition, dedicated sterilization
human resources, consistent supply of electricity and water to support proper functioning of the
autoclaves have been budgeted for.

Implementing partners will be managed to improve performance through weekly performance
review of results monthly inter-agency VMMC partner performance review meetings and quarterly
DQAs led by the M&E partners. Routine site visits to the consistently underperforming sites to
diagnose problems and institute course corrective actions will be done. CQI interventions will focus
on scaling up proven approaches for Adverse Events prevention and management and active post
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circumcision client follow up according to the national VMMC package of care. IPs’ compliance
with mandatory reporting of notifiable adverse events to S/GAC within 24 hours of learning of
adverse events will continue to be emphasized.

4-4 Additional country-specific priorities listed in the planning level letter

MOH has recently revised the national HIV treatment guidelines, aligning to WHO guidance and
adopting policy changes that would facilitate improved retention and viral suppression rates.
Specifically, the guidelines include:
e ARV optimization: expansion of eligibility for DTG-based regimens to all PLHIV and
inclusion of new formulations (4in1 and DTG 10mg).
e Differentiated Service Delivery Models (DSDM): inclusive for children and expanded
eligibility to accommodate early enrolment (6 months after ART initiation).
e MMD: permissive for routine MMD eligibility for all subgroups and permits 6 months
MMD
e Toxicity monitoring: strengthened guidance on standardized process for drug toxicity
monitoring.

The adoption of these policy revisions meets the Minimum Program Requirements, including
retention-related site level requirements for client centered services.

4.5 Commodities

Uganda is committed to commodity security for HIV epidemic control. Notably, the GOU doubled
its earmarked annual HIV commodity funding from $23.7M in 2018 to $49.7M in 2020. Joint
forecasting and supply planning between GOU, GF, and PEPFAR has ensured full funding in COP20
for all critical HIV commodities including ARVs, TPT, VL and EID. Additionally, the funding
streams for all commodities have been diversified demonstrating shared responsibility as well as
mitigating risk due to availability of funds and procurement timelines. The figure below provides a
snapshot of the comparative investment between COP19 and COP20, as well as illustrates the
diversification of funding sources.
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The GOU’s commitment to increase funding for ARVs during COP19 was realized and ARVs are
fully funded for both COP1g9 and COP20. In summary, for COP20, GOU has committed $37M, GF
$60M, and PEPFAR $77.5M. The CY21/COP20 national supply plan has been developed to maintain
between 3 and 6 months of stock in the central warehouses. These stock levels will facilitate the
transition to longer (3-6m) refills for most clients.

At the end of January 2020, over 525,000 PLHIV were receiving TLD. The ARV supply plan assumes
full ARV regimen optimization for both adults and children by Dec 2020, with TLD as the preferred
first and second line for adults and children >20kg, and ABC/3TC + LPV/r as the preferred first line
for children < 20kg. For TLD, over 75% of the procurement is planned for go-packs to improve cost
efficiency and facilitate MMD. The supply plan also incorporates the transition to new pediatric
formulations (DTG 1omg and ABC/3TC/LPV/r 4-in-1 tablet) as these are expected to be available
during the COP20 implementation period.

Throughout the remainder of the ARV regimen optimization process, PEPFAR will continue to
monitor progress using the PEPFAR weekly surge dashboard. We will also work with the MOH
Quantification and Procurement Planning Unit (QPPU) to minimize expiries and mitigate stock
outs by monitoring central and facility-level stock status using the Web-based ART Ordering
System (WAOS) and Real Time ARV Stock Status (RASS) systems.

Whereas previously GF and GOU have covered ARVs for the public sector and PEPFAR took
responsibility for the PNFP sector, the diversification of funding across the portfolio has required a
movement away from the sector split. As part of the preparation for COP20, policies and procedures
will need to be reviewed and/or developed to ensure ability to seamlessly transfer ARVs across
sectors.

Viral Load (VL) and Early Infant Diagnosis (EID)
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Historically, the funding for VL/EID was provided exclusively by PEPFAR, but in FY21/COP2o0 has
been diversified to include both GF and the GOU. PEPFAR Uganda has allocated USD 17,211,247 to
conduct ~1.3 million VL tests during the COP20 implementation period. Uganda will benefit from
reduced VL bundle pricing that the USG negotiated with Abbott, Roche and Hologic. Uganda will
receive Roche VL reagents using Vendor Managed Inventory (VMI) solutions. Under VMI, the
vendor is responsible for monitoring usage and ensuring that reagent stock levels remain adequate
for testing without interruption (note that ancillary commodities needed for testing and sample
collection are purchased outside the VMI agreement). This will enable the country to receive
reagents for more tests, reduce interruption in services due to equipment downtime or stock outs,
and decrease service contract costs. For EID, PEPFAR Uganda has allocated USD 2,651,058 to
conduct ~154,64o0 tests in COP20. Uganda will continue to process most samples on conventional
platforms (average unit cost of USD $15) while prioritizing EID POC (average unit cost of USD $26)
to high throughput and hard to reach areas. The target for EID POC testing will increase from 20%
to 35% in FY21, with POC machines available at 146 sites across the country. Please see the Section
4.9 for further details on POC plans.

TB Preventive Therapy (TPT)

By the end of COP19, over 9oo,000 PLHIV are expected to have received TPT with INH/B6. COP20
will cover the remaining 390,000 individuals with procurements by both GF and PEPFAR. The plan
includes introduction of 3HP planned to begin in April 2021 which will allow enough time for
preparations needed to support the regimen transition as well as lead time for procurements.

GeneXpert and TB LAM

FY19 and Q1 FY20 saw a rapid scale-up of the use of GeneXpert for TB diagnosis. Between FY18 and
FY19, the percentage of TB cases diagnosed by GeneXpert doubled from ~35,000 to over 70,000.
Uptake of TB LAM has been slower, but with the completion of the advanced disease
implementation plan and intensified mentorship planned for COP19 implementation, utilization is
expected to increase. In response to this increase in utilization of improved TB diagnostic
technologies, Uganda is planning for additional Xpert cartridges and TB LAM kits for CY21/COP2o0.
In addition, MOH signed a Memorandum of Understanding (MOU) with Cepheid, where the
supplier will ensure proper management of the GeneXpert equipment and consider placement of
the 12 and 16 module platforms for TB high volume facilities. PEPFAR’s investment of $2.2M will
continue and the GF investment from both the HIV and TB grants is expected to increase over the
$6M invested in COP19. GOU is also expected to invest in GenXpert for the first time at ~$3.2M.
To fully fund the anticipated need in CY21/COP2o0, an additional $3-5M may be needed.

Advanced disease and cervical cancer commodities

In order to address the contribution of advanced disease to client attrition, PEPFAR and GF are
investing in commodities to diagnose and treat advanced disease and opportunistic infections
including CD4 for newly identified or previously lost clients, Hepatitis B, Cryptococcal Antigen,
cotrimoxazole, and fluconazole. As part of the reintroduction of a large-scale cervical cancer
screening program, PEPFAR is also investing over $2.5M in commodities and equipment to
diagnose and treat cervical cancer for over 250,000 women in COP20 including VIA kits, HPV
cartridges, thermocoagulators, and LEEP machines.

ARV and TPT toxicity monitoring
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With the rapid scale-up of both TLD and TPT, Uganda identified severe adverse events in a small
subset of clients. The MOH and National Drug Authority are in the process of introducing a more
rigorous pharmacovigilance system in anticipation of completing the ARV regimen optimization
process in order to maximize client safety. Active pharmacovigilance with routine laboratory
monitoring is planned for 18 high volume facilities while enhanced spontaneous pharmacovigilance
with screening for potential risk factors will be implemented at the remainder of sites. Chemistry
tests, including liver function, kidney, function, and blood glucose will be procured as part of the
supply plan to support these efforts.

HIV RTKs

As per PEPFAR guidance, PEPFAR’s procurement of HIV RTKs will be limited to higher risk
populations including pregnant women, TB clients and suspects, KP, and partners of newly
identified or virally non-suppressed PLHIV. Syphilis DUO is being procured for use in the ANC
setting, and self-testing will be scaled up as part of the index testing approach. Recency testing has
been planned for all newly identified positives.

VMMC commodities

PEPFAR will carry out 318,519 VMMC procedures during COP20 and currently fully funds the
national program commodities requirement. Uganda will increase circumcisions carried out using
reusable kits from 25% to 50% (170,386), while decreasing procedures carried out with disposable
kits from 75% to 50%. In COP20, 1% of the procedures are targeted for the ShangRing approach for
fishermen and truck drivers.

4.6 Collaboration, Integration and Monitoring

The GF is currently writing its three-year proposal for the 2020-2023 timeline. In January 2020, the
Deputy Chief of Mission via the PEPFAR coordinator provided a list of technical experts composed
of USAID and CDC employees to inform, draft and review sections of the current grant writing
process. The subject matter experts have attended the writing process to answer questions and
provide critical feedback throughout every step of the process. Additionally, PEPFAR hired a full
time GF Liaison to engage in the development of the GF grants proposal to ensure harmonization
and complementarity of resources and programming. Efforts will continue to maintain open lines
of communication to minimize program and funding gaps. The monthly National TWG meetings
led and hosted by and at the MOH headquarters are as well collaborative platforms that bring
together technical HIV actors including UNAIDS, UAC, and GFATM to provide key programmatic
and policy updates.

PEPFAR Uganda collaborates closely with MOH, UAC, the GF via the CCM the Geneva-based
Country Manager as well as with other AIDS Development partners that include UNAIDS, Irish AID
on development of the 2020/21- 2024/25 National HIV strategic plan, CHAI on the VL monitoring.
The USG is represented on the CCM, across all agencies.

The CCM and PEPFAR Uganda actively share information on planning and progress in country, and
PEPFAR Uganda technical staff have contributed to grant proposals and review meetings. In 2020,
PEPFAR Uganda will continue to collaborate with MOH, other key line ministries, and the Health
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and AIDS Development Partners to strengthen the one national monitoring and evaluation system
and leverage costs for reporting.

PEPFAR will conduct root cause analysis for QI collaboratives and maintain its leadership of hybrid
SIMS/Surge site evaluation visits, as well PEPFAR’s ongoing participation in the National
Stakeholders’ meeting for harmonization and alignment of the GF with other in-country financing
mechanisms. PEPFAR will carry on its role in reviewing program implementation frameworks,
work plans, budgets and procurement and supply chain plans.

The PEPFAR Uganda commodity supply chain team regularly meets with GF counterparts and the
MOH QPPU to coordinate procurement schedules, distribution, and systems strengthening.
PEPFAR Uganda and GF are communicating regularly on new grants and the GF’s “catalytic
programs” for the TB and HIV cross-border refugee proposal from the Inter-Governmental
Authority on Development; legal barriers to HIV service access; and a DREAMS-like program for
AGYW. New grants are rolling out and teams will continue to link closely through CCM, PEPFAR
Uganda stakeholders’ meetings, and informal meetings.

In 2017, PEPFAR Uganda, together with the MOH and MOFPED, had very productive discussions
with GF staff in connection with the negotiation of an Implementation Letter regarding
improvement of the transparency, effectiveness, and efficiency of Uganda’s health commodities
supply chain system. The goal of the Implementation Letter is to ensure that there will be no
national stock-outs of essential medicines and commodities, including ARVs, RTKs, and other HIV-
related health commodities.

Partner Performance and Monitoring

Since COP17, PEPFAR Uganda has been implementing an intensive IP performance monitoring and
improvement strategy that involves more frequent analysis of partner data and monthly meetings
with IPs to address areas of poor performance, identify best practices, and work to ensure best
practices are scaled up with fidelity. Recognizing that since COP18, all targets were formulated
based on the assumption that PEPFAR Uganda would accomplish its COP1gtargets—and given the
poor performance of the program in retaining clients on treatment and reaching men 15+ with
VMMC services in the third quarter of FY19. In the second quarter of FY18 PEPFAR Uganda initiated
a “surge” resulting in 71% achievement of the FY18 target and a 146% TX_NEW Achievement and
91% Achievement of the TX_CURR of the FYig target. The surge, embraced by the MOH in a
circular that went out to all Ugandan district health officials and health facilities, is now re-framed
as the “surge for quality” and so far in FY2020 Q1 PEPFAR Uganda is solidly on track, with a 21%
achievement of its annual TX_NEW target at the end of that initial quarter.

While in 2018, the surge focused on high volume sites yielding 80% of the targets, in 2019 and
forward, there is a plan to scale up surge for quality to all PEPFAR —supported facilities and to their
surrounding catchment areas. In COP19, the surge for quality will be integrated into the routine
practice of PEPFAR Uganda IPs, and it is anticipated to spur IPs towards meeting ambitious COP19
targets. The surge for quality focuses primarily on key areas in which the program is performing
most poorly, namely scaling up VMMC services among the men 15+, finding and identifying HIV-
positive individuals (in particular men), reducing testing while improving testing efficiency and
yield, ensuring high percentage of linkages to rapid treatment initiation, improving rates of
retention on treatment, tracking VL suppression, and related issues of commodity security. The
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technical activities meant to achieve specific outcomes, such as actions to improve index client
partner and pediatric testing and APN, are noted in the strategy tables in SDS section 4.3.

Implementing partners are already using results tracking tools that capture site-level and
community-level data, including new HIV cases identified, linked to care, initiated on ART and
retained on ART. Data on key indicators including HTS, HTS_POSTX_NEW, VMMC_CIRC, EID,
TB case finding, TLD enrolment rates, and IPT Initiation rates are reported on a weekly basis in the
HIBRID data collection system. The data are disaggregated by age band, testing modality, sex, etc.
IPs conduct joint weekly review meetings among their staff and key facility and outreach personnel
such as ART in-charges, linkage facilitators, and counselors to review performance against targets
and address challenges and areas of underperformance. IPs also conduct root cause analysis and
use these opportunities to address key bottlenecks such as sub-partner performance.

[Ps are using “real-time” HIV commodities tracking systems to avert stock-outs and maldistribution
of supply. These tracker dashboards are updated on a weekly basis to monitor supply for HIV
services carried out with district logistics persons, health facility stores managers and Medicines
Management Supervisors. This tracking process will maintain HIV commodities stock levels and
allow for inter facility commodity transfers to maximize identification of HIV-positive persons and
enrollment of each on ART.

PEPFAR Uganda agencies have combined surge and SIMS assessments on priority topics, including
retention strategies. On a quarterly basis, PEPFAR Uganda is also issuing surveys among all IPs to
monitor the scale-up of key indicators, such as index client testing, same day initiation, and ART
starter packs, Back to care updates. From a management perspective, agencies are monitoring burn
rates with each IP, helping ensure partners’ resources are focused on achieving targets within COP
outlay authority and gaining efficiencies wherever possible. PEPFAR Uganda employs clear and
regular communication with IPs and with IP headquarters’ offices to facilitate efficient work plan
approvals, sub-contracting, procurements, and evaluation protocol approvals. Technical staff
review weekly surge performance data and provide immediate feedback if the data trends are of
concern. Integrated technical and management teams travel to key underperforming sites and
districts with partners and engage MOH counterparts and district health teams to facilitate more
rapid improvement, verify actual practice, carry out data spot checks, assist in rolling out good
practices, and consult with high-volume site leadership, district health officers and local
government officials to promote ownership and collaboration with PEPFAR IPs.

PEPFAR recognizes the importance of engaging with communities in the development and
implementation of its programming. New in COP20 is PEPFAR program will support an
independent community led monitoring platform, working with leading CSOs across the country.
The CLM must be truly independent, community-led and owned, building on approaches that are
delivering impact and ensuring robust advocacy and watchdogging,

With leadership from the PEPFAR Coordination Office, PEPFAR Uganda will hold and co facilitate
quarterly data review discussions using quantitative and qualitative indicators, and monthly
community monitoring feedback sessions focused on improving HIV service delivery. These
discussions are important for gathering crucial information and observations regarding HIV service
delivery from and about KP and other underserved groups. Reported observations and
recommendations shall inform a basis and selection of sites for the Inter-agency service QI
monitoring visits coordinated and organized by PCO to guide program implementation.
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Collaboration with community groups, civil society organizations, development partners and
patients/beneficiaries will help diagnose and pinpoint persistent problems, challenges, and share
successes to be scaled up widely.

Finally, on a quarterly basis, PEPFAR Uganda will continue broad stakeholder meetings, led by the
U.S. Ambassador or Chargé d’Affaires, to share results and best practices, disseminate critical policy
and programmatic issues, and host dialogues with partners to solve pressing challenges. In 2019
for example, we held a panel discussion on rolling out the unique identifiers, drawing in leadership
from the National Identification and Registration Authority (NIRA) for the first-time to publicly
discuss opportunities. Other panels were on key population and human rights, roll out of TLD,
assisted partner notification approaches, scale up of electronic medical records and other pressing
implementation issues.

Above site service delivery

The key outcomes expected from COP19 and COP20 above site service delivery activities include
accurate commodity supply plans; ensuring zero stock out of ARVs and key HIV commodities; TLD
transition completed by December 2019 to 90% of PLHIV on adult 1* line regimens; improved
recording and reporting of commodities; and accountability and traceability of USG-procured
commodities in the public sector.

Other outcomes include an increase in GOU-salaried health workers at site-level to support service
delivery, laboratory (central and sub-national) and supply chain management. Additionally, there
is an expectation of improved quality and timely data for program management to inform epidemic
control, better CSO engagement in community led monitoring, finding men and mitigating stigma
barriers, and increased engagement of national, district and CSO leadership in monitoring efforts
to achieve epidemic control.
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4.7 Targets by population
The targets for the following three tables have been generated from DATIM.

Standard Table 4.7. 1 ART Targets by Prioritization for Epidemic Control
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Table 4.7.3 Target Populations for Prevention Interventions to Facilitate Epidemic Control

Population Size Estimate Coverage Goal

Target Populations T LI T FY21Target
SR 34,340 5,553 HE 20,120
FSW 139,822 S0836 a0 125,845
*Prisoners 125 534 42,044 B 101,673
Prisen OHicers 9445 3,679 a3 8,787
Climnts of sex warkers 1,611,760 43,502 7 108,122
AGYW 529 450 263,057 20 103,554
PrEP implementation (FSW, MSM, FF| 455,320 130360 24 108TIE
TOTAL 527,904

Table 9 Target Populations for Prevention Interventions to Facilitate Epidemic Control

Table 4.7.4 Targets for OVC and Linkages to HIV Services
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Bushenyi District
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Table 10 Targets for OVC and Linkages to HIV Services

Below is OVC Portion of Table 5.2.1: Expected Beneficiary Volume -Receiving Minimum Package of

Services in Attained Support Districts

Antained Support Volwme by Group Expecied result APR z0 Expecied result APR 1

HIV testing (all popalations) HTS_T8T 1,489, 80 150,545
HIV-positives (all populations) HTS T8T PMog G g, W, 7
Treatment mew TX_NEW Hag78 13155
Current on ART TX CLRR 32328 gl Sl
vC OVC SERTY 15644 232831
KP KP_PREV 17T 138,934

Table 5.2.2. Fxpecied Beneficiary Yolume Beceiving Minimum Package of Services in Sustained Suppon Districts

Sustained Support Yolume by Group Expecied result APR g Expecied result APR 20
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4.8 Cervical Cancer Program Plans

In COP20, PEPFAR Uganda was allocated $5M to reinitiate cervical cancer screening and treatment
of pre-cancerous lesions among women living with HIV (WLHIV) in Uganda. As per PEPFAR
guidance, Uganda plans to screen HIV-positive women aged 25-49 years every two years. During
the COP20 implementation period, 260,619 WLHIV are being targeted for screening, accounting
for 50% of the targeted HIV-positive women aged 25-49 years in HIV care and treatment.

In February 2020, a stakeholder consultative meeting was convened by MOH to facilitate COP20
cervical cancer planning. Under the leadership of MOH, and in collaboration with the Uganda
Cancer Institute, a task team was formed to prepare for implementation of this initiative, building
on the current cervical cancer screening and management activities occurring at the RRH. From
April-September 2020, the task team will review and update of the national Cervical Cancer
strategy, develop an implementation plan for systematic cervical screening and treatment among
WLHIV (including development and adaptation of M&E tools, IEC materials, training materials and
job aides), and develop the VIA quality assurance system and standards.

The first year of cervical cancer program expansion will focus on 640 of the largest volume health
facilities covering the national referral hospital, all RRH, all general hospitals, all health center Vs,
and 300 highest volume HClIIIs. HIV “centers of excellence” are included among these facilities.
The program will operate using two models/algorithms based on the level of facility as described
below:

e At General Hospitals, Health Center IVs and Health Center IllIs, Visual inspection of
cervix with acetic acid (VIA) will be the primary screening tool. Eligible lesions will be
treated using thermocoagulation at site. Patients with precancerous lesions needing Loop
Electrosurgical Excision Procedure (LEEP) will be referred to Regional or National Referral
Hospitals. Cancerous lesions will be referred to Uganda Cancer Institute for further
management.

e At National Referral and RRH, an HPV test will be the primary screening tool, those
with positive HPV tests will be screened with VIA. Eligible lesions will be treated using
either thermocoagulation or Loop Electrosurgical Excision Procedure (LEEP). Cancerous

lesions will be referred to Uganda Cancer Institute for further management.

The $5M investment is largely allocated to commodities (VIA kits and HPV tests), equipment
(thermocoagulators and LEEP machines), materials adaptation and printing, demand
creation/communication/community mobilization, training/mentorship and oversight of service
delivery, and management of adverse events.

4.9 VL and EID Optimization

Uganda has a centralized VL and EID testing system using conventional PCR platforms for analysis
of both plasma and dried blood spot (DBS) samples transported through the national specimen
transportation network. In FY19, the lab optimization committee focused on development of the
EID POC national implementation plan, outlining the criteria for site selection and integration of
EID into existing GeneXpert equipment without disrupting the TB program, service delivery
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models, training and the roll out schedule. Based on findings from a pilot of EID POC at 33 sites,
and a TB laboratory network assessment, the committee identified EID coverage and health facility
issues such as staffing, waste management, data connectivity, quality assurance and infrastructure
as key considerations in site selection.

The expansion of EID POC to 146 sites in COP19 targeting hard-to-reach areas (mountainous
and/or on island communities) and high-volume inpatient, TB, and nutritional wards, conforms to
an agreed-upon national policy for the selection, evaluation, adaptation, implementation and
evaluation of POC testing in Uganda. The majority of EID POC will be conducted on the mPIMA
device. For sites that have a GeneXpert machine, addition of EID POC platforms will only be
considered if the GeneXpert theoretical utilization rate is less than 80%. EID POC is one
component of a broader strategy to improve EID coverage, reduce rates of LTFU among HIV
Exposed Infants (HEIs) and support early ART initiation for identified HIV-positive infants at all
entry points. The FY20Qy, EID coverage stood at 66% and 89% for age bands o0-2 and 0-12 months
respectively. The COP2o target is 80% and 95% for age bands 0-2 and 0-12 months respectively.

For FY19 (COP20), Uganda plans to maintain the EID POC at 146 sites and focus on optimal
utilization to increase the proportion of tests conducted using EID POC platform from 20% in
COPi19 to 35% in COP20. As part of the optimization exercise PEPFAR Uganda will continue
working in collaboration with the Central Public Health Laboratory at Ministry of Health to
enhance the efficiency of the conventional centralized and POC EID platforms to achieve optimal
sample turnaround time and timely utilization of results for patient management, by program to
inform policy. Strategies to meet this include utilization of electronic results download at facility
level, additional hub riders and an electronic sample tracking system.

Regarding VL, PEPFAR Uganda supported improvement of VL coverage from 80% in Q4FY18
(COP19) Q4 to 94% by Qi1FY20 (COP19). PEPFAR will continue to use a multifaceted strategy
consisting of a surge approach using existing partners and MOH-led district-focused support to the
centrally supported districts to improve VL coverage to over 95% across all regions and population
groups including pregnant and breastfeeding women. These strategies will include
+ Implementation of a bar-coded sample tracking systems for monitoring the movement of
samples from collection to resulting delivery
+ Expanding the electronic result transmission to all high-volume sites by real-time linkage
of EMR with the VL dashboard
* Sending of a preemptive system generated alert to health workers for intensive adherence
counseling and for sample collection one month prior to VL due

In addition, using lessons learnt from the already established EID POC testing platform, and as
evidence on feasibility and scalability of VL POC becomes available, PEPFAR Uganda in
collaboration with MOH and stakeholders, will explore VL POC for hard-to-reach locations or
particular populations such as pregnant and breastfeeding women.
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To maximize access, cost efficiency and impactful use of both conventional and point of care (POC)
instruments for laboratory testing, PEPFAR Uganda is working with MOH to explore multiplexing
for EID, TB, HPV and Hepatitis B.
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5.0 Program Support Necessary to Achieve Sustained Epidemic
Control

As Uganda nears epidemic control, it is critical to address the systems barriers to improve case
finding especially among young men and children, retention, VL suppression, closing the gaps for
key/priority programming, and maintaining clients enrolled on treatment. In COP19, PEPFAR has
made significant progress in key aspects including increased uptake of TLD for all men, women and
eligible children; enrolled over 50% of HIV patients on TB preventive therapy; scaled up optimized
pediatric regimens, increased the number of patients who are enrolled unto DSDM, increased VL
coverage to 91%, and reported improved VL suppression rates across most targeted populations.
COP20 systems investments builds upon these successes and will promote a patient-centered
approach that will improve HIV patient outcomes. In COP20, PEPFAR will continue to work with
and through the GOU systems in order to get towards sustainability and increased responsibility
by the host country.

The development of the systems support investments were mostly informed by the MER, SIMS,
sustainability index dashboard-(SID 1, 2 and 3), the responsibility matrix, and pre-COP consultation
meetings with key government and non-government stakeholders. COP20 priorities were
identified through a rigorous process that engaged key players including GOU, civil society, and
key donors including GF (for purposes of efficiency and harmonization). Multiple consultative
meetings were held in order to take stock of progress to date, identify remaining systems
bottlenecks and jointly design appropriate interventions to address these programmatic barriers.
In addition to addressing these barriers, PEPFAR will continue to support the MOH to develop
critical policies that will respond to the dynamics of HIV/TB, technical guidelines and standard
operating procedures that will reinforce its oversight and leadership roles and responsibilities.

Key areas for systems intervention included: HRH, supply chain and commodity management, HIS,
laboratory systems, sustainable financing, quality of services and community participation/
engagement.

Overall, the systems interventions will address the following barriers:

1. HIS: Data systems for health information exchange, unique identifiers, and analytics at
national, regional, facility and community levels are not fully rolled out and/or utilized for
precision in targeted case finding among men and children, reaching KP, and retention of
men, women and children in care.

2. Supply Chain and Commodity Security: Uganda’s health supply chain system has not
reached its full maturity level to allow for commodity security and end-to-end visibility of
commodity flow from the central level to the health facilities thereby compromising
commodity availability for HIV and TB clients.

3. HRH: There are still inadequate skilled health workforce available both at facility and
community levels to deliver quality HIV services to match the growing demand and needs
for case finding, treatment and clinical monitoring, retention, adherence, community care,
and DSDM that compromises quality of care.

4. Laboratory Systems: Uganda’s laboratory capacity has increased substantially but there
remain gaps in terms of coverage (affecting access), utilization and quality of lab tests
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conducted, as well as closing the gap in turnaround time for lab results to allow for clinical
case management and advise policy and program.

5. Financing for Sustainability: While the government has made efforts to increase financing
for HIV commodities, increases in support for services, commodities including ARVs, and
systems will need to increase to ensure epidemic control and sustainability.

6. Community Systems: In COP20 PEPFAR will build on the innovative indigenous model of
“Community Led Monitoring” (CLM) developed by Ugandan CSOs. The CLM will be
expanded and institutionalized with support first from COP1g PEPFAR Small Grants, and
then through funding via UNAIDS Headquarters to Ugandan CSOs for COP20 CLM.

PEPFAR is cognizant of the fact that most of the systems support will have to transition fully to
the GOU national systems over the coming years. In preparation for a seamless transition,
PEPFAR will facilitate strategic and systematic capacity building efforts with GOU counterparts
through phases with agreed benchmarks, so that systems investments are integrated,
institutionalized, and sustained after PEPFAR support decreases over the years. PEPFAR will
achieve the smooth transition to GOU by deliberately working with and through GOU established
structures, that are led by GOU personnel. To effectively respond to system related barriers,
strategic activities have been proposed with clear benchmarks set. These benchmarks will be
closely monitored to establish progress and reported quarterly, through existing GOU and Health
Development Partner coordination mechanisms, to enhance program accountability and assess
their impact on site level indicators.

The subsections below will highlight the key systems investments from Table Six and approaches
that PEPFAR will support in COP2o0.

Policy, Governance and Leadership

Cognizant of the public sector role to reach HIV epidemic control, USG will facilitate and empower
the GOU entities to assume greater responsibility for increased leadership, ownership and
sustainability of the HIV response. We will intensify our engagement with GOU at national and
subnational levels, civil society organizations (CSOs) and leverage resources from other
stakeholders (GFATM, other donors) to increase our efficiencies. There will be special focus on
accountability for HIV performance at all levels especially in the area of patient retention, viral
suppression and case identification in poorly performing districts and health facilities.

The public sector engagement process will focus on the national and sub-national entities that will
enhance the public health response through delivery of comprehensive HIV/TB services within all
high-volume sites and communities with greatest need. Key focus areas will include supporting the
MOH to develop and disseminate critical policies that will respond to the dynamics of HIV/TB,
technical guidelines and standard operating procedures that will reinforce its oversight and
leadership roles and responsibilities. MOH is in the process of completing the development of
several key HIV policy guidelines, including HIV testing for Key and Priority Populations, PrEP for
AGYW and PBFW, and six-month multi-month scripting. More guidance will be sought regarding
PrEP being part of a broader prevention package following comprehensive risk screening. The
MOH, though in agreement to roll out MMD, has raised concerns about the ability for some
individuals to be able to properly store the six-month bottles of pills given that the majority of HIV
clients stay in rural areas where mold and extreme temperatures are common. During COP19 and
through COP20 implementation, more engagements with MOH-ACP and the National Drug
Authority around experience with medicine storage approaches will be conducted.
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With the ever-increasing number of districts in Uganda (138), PEPFAR Uganda will support MOH’s
efforts for enhanced support supervision of sub-national entities through the regional referral
hospital (RRH) approach (hub and spoke). This approach will strengthen MOH’s oversight,
accountability and leadership of the decentralized HIV/TB response through the RRHs. In COP2o,
ten regional platforms including RRHs (as shown in the map below), will be supported to become
centers of excellence to expand central level technical support supervision, surveillance, specialized
laboratory services, regional CQI, performance monitoring, cost-effective capacity building
approaches through tele-mentoring and effective community mobilization for client centered
quality services. This approach will ensure that interventions within districts are standardized and
institutionalized within existing GOU systems for sustainability.

COP 20 SCALE UP OF REGIONAL SUPPORT SUPERVISION PLATFORMS

Regional Platforms
£ Arua RRH

Figure 5.0.1 COP20 Scale Up of Regional Support Supervision Platforms

In COP2o0, the USG will support district-led programming, whereby district health leaders will be
supported to coordinate and oversee HIV service delivery at lower levels for effective stewardship
of the HIV response. New districts will be supported to develop costed HIV strategic and
operational plans and their capacities built in data management and reporting, commodities
security, management of district resources as well as performance monitoring and reporting. The
poor performing districts will remain the focus of this support in order to bring them up on key
programmatic aspects along the 95/95/95 cascade.

Human Resources for Health
PEPFAR Uganda will continue providing technical assistance to support the MOH to improve HRH
management to optimize available HRH for sustained epidemic control. The GOU has made
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notable improvements in health worker remuneration and overall coverage of the HRH in public
health facilities, to current coverage of 76%. However, this still falls short of the Health Sector
Development Plan target of 80% by 2020. Furthermore, Uganda’s staffing norm is outdated, and
the numbers and cadre range are not in sync with the current workload and service needs for
retention, case finding, KP programming, quality counseling and community service support.
PEPFAR will continue to provide focused HRH support at national, regional and district levels
targeting priority cadres that contribute to improved client centered care and attainment of
PEPFAR targets, however a five-year transition plan was agreed in COP19 and is being implemented.
At sub national level health workers will receive continuous mentorship and training on issues
around addressing stigma, minimizing risk of GBV related to PITC, and overall clinical management
per national HIV guidelines.

As part of COP20, Uganda conducted a detailed inventory of the PEPFAR HRH across all
implementing partners, Overall PEPFAR HRH support will be reviewed to ensure alignment to
burden, need and optimal cadre mix for maximum efficiency and impact. Emphasis will be given
to ensure that HRH is aligned to address the regions/IPs with low VL suppression and retention
rates. In the past year, MOH absorbed over 100 health workers, and in COP20, PEPFAR will
continue to work closely with GOU to facilitate absorption of seconded HRH in both private and
public sector. The support for the absorption of seconded HRH at sub national levels will continue
to ensure that the 816 non-absorbed health workers are progressively transitioned to GOU with
specific focus on the 307 HWs in public facilities to be fully transitioned over the next 2 years.
PEPFAR will work with MOH to review TA needs at central level, engage with stakeholders and line
Ministries for increased wage allocation, and work with GOU and PNFPs to develop a road map for
the transition of 509 PEPFAR seconded HRH in PNFP sites.

In order to build a strong and sustainable HRH system, PEPFAR will provide TA for the
functionalization and optimal utilization of the national Human Resource Information System
(HRIS) to support recruitment planning and deployment to areas with high vacancies and high
disease burden. In COP20, PEPFAR will support HRH strategic and recruitment planning, utilize
efficient e-models for training/mentorship including ECHO/Zoom at RRH, scale up performance
management for increased HW productivity and provide targeted training of key cadres like skilled
epidemiologists for public health leadership/stewardship and sustainability of the HIV response.
Additionally, TA will be provided for the ongoing revision of the staffing norms at regional and sub-
national levels to increase the staffing establishment and advocate for introduction of key cadres -
particularly lab scientists, counselors and community workers.

Finally, the Ministry of Health announced the formation of the National Institute for Public Health
(NIPH)in 2019, which will consolidate many departments for better operational clarity and
sustainability. PEPFAR will continue to support the NIPH development.

Community systems support and service delivery

A dedicated community health workforce is critical for effective delivery of HIV/TB services at
community level. PEPFAR will work with HDPs and provide technical assistance for the
development of community health worker guidelines. A first step is unified U.S. government
guidelines, to be completed on schedule by June 2020. PEPFAR will standardize enumeration and
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clarify roles and responsibilities for community workers who constitute over 60% of the workforce
at site level. Through this process, PEPFAR will ensure that CHWs receive a pay commensurate to
their level of effort.

PEPFAR is working with implementing partners to standardize remuneration across CHWs and
will align with GOU CHEWS policy. The remuneration rates will be determined in consultation
with Government of Uganda and Civil Society. This effort will provide lessons for the MOH as they
embark on getting a skilled workforce at community level that will play a critical role in retention,
case-finding, adherence counseling and patient literacy.

National Supply Chain system

Overall, PEPFAR will continue to support the technical capacity of the MOH at the national,
district, and health facility levels to provide oversight, leadership, and management of all facets of
the HIV response, with the key guiding principle of ongoing support being a framework of mutual
accountability for program results.

USG will continue to work to strengthen the national distribution system and ensure the availability
of commodities needed to realize the DTG and pediatric optimization transitions, including MMD
and differentiated service delivery model (DSDM) whereby ARVs could be distributed through
private pharmacies, community-based and non-clinical locations.

We will work to improve data utilization and integration of commodity logistics systems to ensure
visibility, transparency and availability of commodities. To date Uganda uses many systems
throughout the supply chain. The service delivery points (SDP) use WAOS, and TWOS for
ordering, and RASS (an SMS & Web Dashboard system) to inform redistribution at facilities. Many
ARV credited SDPs use the Uganda EMR for patient-by-regimen data to inform accurate ordering
of ARVs. At the national level, the USG will continue its efforts to improve efficiency and
transparency at the National Medical Stores (NMS) through the installation of an Enterprise
Resource Planning (ERP) system. The NMS ERP is planned to go “Live” (NMS begins using it) in
July 2020. By December 2020, several health facilities (RRHs & Hospitals) will have begun to place
their orders through the ERP ordering portal. Once established, rollout of the ERP client portal
will continue gradually. The pace of rollout will be determined by health facilities capacity
(computers, training, and staff). To this end, USG & other development partners are having
ongoing discussions on how to rollout to lower facilities. In COP20, we will also focus on ensuring
information exchange between the various systems. A combination of these will serve to reduce
both stock outs and over-stocking (maldistribution) at facilities.

In COP20, USG will provide above site TA to the national warehouses to streamline their
procurement capacity. The USG will continue its efforts to maximize the efficiency of commodity
procurement and the role of the private sector for the sustainability of one national supply
chain. Quality Chemical Industries Limited (QCIL) began to produce TLD in 2020. The USG is
working with QCIL in the preparation of an application to the US FDA to produce TLD that could,
thereafter, be procured by both PEPFAR and the GF. This expanded scale of production would not
only allow QCIL to reduce its price for Uganda but make QCIL a major supplier of TLD for the
African continent. We will also continue to work with VL reagent manufacturers to reduce prices
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and provide commodities under Vendor Managed Inventory (VMI) solutions that will reduce
interruptions and prices. Finally, USAID will begin to use local partners for the procurement,
warehousing and distribution of HIV commodities for the PNFP sector. All these efforts will further
the path to sustainability.

PEPFAR completed 26 medicine stores at high volume ART sites to ensure that these large facilities
have enough and appropriate space to store and issue all health commodities, including
HIV. Moving forward, the USG will focus attention on optimizing the use of space available in
health facilities, while other donors may provide resources to build additional stores around the
country.

To ensure longer-term sustainability, the USG will begin the process of transitioning full ownership
and leadership of the national supply chain system toward the GOU. This process will begin with
the strengthening of national data systems for commodity management, the consolidation of USG
activities under one USG supply chain entity, absorption of USG seconded supply chain staff into
the GOU staffing norms and finally a transition of USG supply chain support and commodity
management to GOU. In COP2o, three regions that are currently served through CDC will be
transitioned to USAID and this consolidation will be complete (with all health facilities currently
receiving commodities from CDC transitioned to USAID mechanisms) before September 2022.

Health financing and sustainability

As discussed in the investment profile section above, close to 90% of funding for the national HIV
response comes from external donors, which is unsuitable. As we approach epidemic control,
PEPFAR’s efforts towards ensuring greater efficiency, financial sustainability and local ownership
of the program will be critical to maintain the large number of patients on ART. Currently,
PEPFAR/Uganda is working with Health Development Partners (HDP) and the Ministries of Health
and Finance to develop a health financing transition and harmonization plan that covers a broad
range of areas including commodities and HRH. However, such transition can only be possible if
the country has the capacity to finance and effectively manage the response. PEPFAR will provide
technical assistance to GOU to explore sustainable financing options including introducing a health
insurance scheme that provides coverage for HIV services. In addition, capacity building technical
assistance will be provided in budget planning and execution and public financial management
(PFM) to MOH as they manage HIV funds from GOU and other donor partners. The USG is also
working with OGAC in finalizing plans to pilot the Activity Based Costing and Management
(ABC/M) methodology to determine the actual cost of the PEPFAR program both for direct service
delivery and technical assistance. Information from the ABC/M exercise will be critical for
improving efficiency within the program in addition to providing valuable information to the GOU
on resource requirements to maintain epidemic control.

Laboratory systems

Uganda’s laboratory capacity has increased substantially but there remain systems in place which
are inadequate for efficient coordination, management, and continued quality assurance of
laboratories required to inform program and policy to reach and sustain epidemic control.

PEPFAR will provide technical assistance to the newly created MOH department of National Health
Laboratory Diagnostic Services (NHLDS) under which the Uganda National Health Laboratory
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Services (UNHLS) and all other laboratory services fall, will support GOU to undertake service
delivery management and routine surveillance for sustainability of investments and gains made.
This technical assistance will ensure a consistent institutional capacity strengthening with the
government taking increased ownership in providing quality laboratory services, optimizing multi-
disease testing to meet the unmet diagnostic need.

In COP20, PEPFAR will support laboratory optimization including multiplex testing to ensure
improved access, efficiency and reduce costs. This activity will focus primarily on VL, EID and TB
for both conventional and POC platforms but consider inclusion of Hepatitis and HPV.
Implementation of the CQI initiatives in 100 hubs and lower level facilities that are linked to the
100 hubs will provide timely accurate and reliable results. Activities will include implementation
of Quality management systems (QMS), External Quality Assessment (EQA), ensuring workforce
competence for Rapid HIV, VL, EID, CD4, TB, testing and advanced disease management. In
addition, implementation of the National Laboratory Information Management Systems (LIMS)
will assist in capturing, transmitting, analyzing and utilization of laboratory data to inform program
and policy for the management of patients.

The goal is to have a government-owned resilient, quality assured, coordinated laboratory systems
that meets program needs for diagnosis, prevention, treatment monitoring, surveillance, and
disease control. Finally, PEPFAR will support GOU efforts to review the lab policy and the
development of the laboratory strategic plan 2020/2025. The recent announcement by the GOU to
establish a National Institute of Public Health (NIPH) is highly welcomed as the country moves
towards sustainability, and PEPFAR will support the MOH in this process.

Building HIS for Epidemic Control

In the last months, PEPFAR Uganda has been focusing on improving the quality, utility, and the
overall value proposition of patient- level data systems. These clinical and lab information systems
are designed to support PEPFAR critical priorities and the MOH requirement of promoting systems
that are designed for a range of public health priorities for patient level data use. Nationwide
upgrades and roll out plans have been drawn out for all PEPFAR supported sites. When fully
implemented at all high-volume ART sites, the improved Electronic Medical Records (EMRs) will
be able to provide patient-level data for monitoring adherence to medications, document and track
clients’ transfers, and capture relevant data for monitoring retention on HIV and TB care. The EMRs
will also support clinical decision making, timely delivery of client laboratory results to health care
providers/systems, HIV recency testing, VL testing, reporting for program monitoring, and HIV
case-based surveillance.

A functional standardized platform for health information exchange, linking patient level EMR
systems with the national reference laboratory has been demonstrated. The primary challenge to
large scale implementation is establishing a fixed, secure and reliable internet connection at all
facilities.

Implementation of patient Unique Identification (UI) has continued at a slow and decentralized
way as efforts continue to bolster policy, legal requirements, and governance for protection of
privacy, confidentiality, and security of personal health information. However, this has not
deterred efforts for working on sharable key architecture pieces to continue. A use-case to inform
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the development of a prototypical client registry to support implementation of unique
identification is being completed. Again, successful implementation of unique identification that
will improve patient mobility as well the patient experience critical for their retention requires
internet connectivity across sites from which clients get their care services.

In COP2o0, initiatives of building the national systems architecture including Ul implementation
from COP19 will continue. However, the emphasis will be put on the following:

1. Building HIS for epidemic control that provide that the client-centric data and improve
individual outcomes

Meeting these priorities will require higher quality and accessible data, especially at the
patient-level and uniquely identified at national scale. The information systems to achieve
this will depend on internet connectivity across sites, and standards for information
exchange between systems (interoperability). The resulting health information exchanges
will include all priority data sources (aggregate and patient level) and must be secure, robust
and well governed.

Detailed costs of implementation and maintenance of these systems will be required to
determine data value, increase host government investments and health partner co-
investments.

The most critical HIS strategy for COP2 centers around connecting the many instances of
EMRs and laboratory systems through a central client registry for patient-centric data use
for the following impact as indicated in the figure below.
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Figure 5.2 Linking Facilities for Patient Level Data for Epidemic Control

At facility and community level of implementation, Uganda’s strategy will focus on
increasing availability, and use of patient -level data by ensuring that that facility-based
patient level systems link to existing disparate facility solutions for testing, treatment,
dispensing, and laboratory, especially VL. monitoring, to provide better care to patients
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both within single site systems and between systems at different sites. Achievement of this
will be through the EMR Technical Working Group (TWG) governed and directed by MOH
to ensure that these systems are based on standards and shared principles to enable data
integration.

2. PEPFAR Uganda will focus on internet connectivity for health facilities to enable
linkage of individual records across services.

HIS investments in an interconnected facility have higher value than stand-alone HIV

investments that lack interconnection. Siloed, program specific investments in wireless

connectivity for computers dedicated to specific programs will be minimized and avoided

whenever possible. Following are key actions:

o Move from dongle-based solutions in facilities to fixed internet solutions and mesh wi-
fi to connect the entire facility/campus.

o Mobile (Smart-first) and satellite solutions will be considered for community
connectivity.

o Specialized internet service providers will be contracted to implement best solution for
uncapped bandwidth depending on location and available solutions at that site.

o Continuous quality of service (QOS) monitoring and bandwidth management will be
carried out.

3. Initiating efforts towards next generation aggregate systems that support data
integration and health information exchange.

e Move towards PEPFAR adoption of national HMIS data sources for its reporting needs as
well as monitoring of program implementation and partner performance.

e Integration of multiple aggregate monitoring systems into a single platform. PEPFAR
Uganda will leverage initiatives like Palantir Technologies to achieve this through a bridge
mechanism while HIE is functionalized to full scale in Uganda.

e Explore the role/utility of DATIM4U for example by ensuring that patient level information
systems support functionality for automated reporting directly to PEPFAR information
systems (DATIM) to reduce burden on IPs for routine data submission.

4. Continue working on establishing health information exchanges to enable integration
of multiple disparate information systems in Uganda e.g. clinical, laboratory, pharmacy
and supply chain
e Continue working on the client registry with a goal of linking records created for individual

patients in different systems since HIE will help establish proper data governance, and
controlled access to data and information systems. Through established exchanges,
PEPFAR Uganda will work on establishing an integrated clinical data repository that
supports de-deduplicated analytic data sets to identify gaps in the care cascade towards HIV
epidemic control.

5. Data Use Community Built Around PEPFAR Subject Matter Experts and the Broader
Data Science Community

While many who work in HIS have expertise in data science, there is a clear need to
recognize that these are two distinct domains that should be coordinated with more
engagement from data scientists from within and beyond PEPFAR.
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6. Collaboration and Coordination Across Host Country Governments and Global Public

Health Stakeholder

e From a governance perspective, PEPFAR Uganda will continue to work with MOH and
other health development partners to ensure that all system investments are coordinated.
The strategy will be to clearly understand benefits and harm of short-term systems that only
address short term needs, while distracting attention and resources away from initiatives
that move wider health sector systems forward.

e Building, maintaining, and governing a shared service with multiple partners using
governed resources and support will allow the various stakeholders to share expertise and
technology support, to create large-scale efficiencies, and to focus additional resources on
data security and privacy

e (oordinated and shared digitized systems can enable multiple disease surveillance which
can strengthen the health security of Uganda

Unique Identifiers as part of HIS architecture

Unique identification (UI) continues to be ongoing work in Uganda with Ul implemented at all
sites where patient level data are collected. The goal of investing in infrastructure including
internet connectivity is to support linkages across all sites for a nationally de-duplicated registry of
uniquely identified clients. The strategy for implementing patient identification program initiatives
in Uganda will continue to involve all relevant stakeholders including MOH, Ministry of ICT,
Ministry of Internal Affairs, and the National Identification Regulatory Authority (NIRA). After
piloting select UI strategies such as the National Identification Number and biometrics, PEPFAR
Uganda in conjunction with MOH is moving towards algorithm-based unique identification that
brings together multiple personally identifying data elements to ensure a higher probability of
matches and more robust registries.

The following will be considered for the algorithms:

e Record matching algorithms, both deterministic and probabilistic, as well as machine
learning techniques will be essential tools to implement the patient matching strategy.

e HIV program specific identification initiatives will not be fronted, as they remain coupled
with possibility of stigma and discrimination.

e The use of a patient identification approach will be supported by implementing a client
registry or master patient index. If this information system is integrated in a health
information exchange, all patient level information systems can leverage the client registry
for patient identification.

e Handling patient identifying information in any information must be explicitly supported
by the implementation of information security and data privacy and confidentiality controls
for those systems.

SIMS

The implementation of SIMS will continue with health facility sites selected based on
performance, program needs and program gaps, or if a new site, new partner, if scaling an
activity and to ensure fidelity of existing activity. The selection of the site will be agreed upon
after review of the program data reported through any of the existing data streams that include
DATIM, weekly reporting dashboards, quarterly activity reports and the HIBRID system used to
collect data not captured in the national DHIS2 system.
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A critical component of this approach is more frequent reporting and analyzing of results to make
course adjustments and adapt program approaches, including fulfilling the Site Improvement
through Monitoring System (SIMS) requirements.

CDC conducted 24 SIMS visits in FY19. Late FY18 going into FY19, the SIMS strategy changed to
urgent partner performance monitoring using a “surge” approach to help achieve of TX_NEW
targets and address specific program challenges. This surge has meant intensified site visits and
meetings with district leadership, partners and staff at high volume sites. Surge for quality will
continue in COP19 and COP20 advancing key interventions and focusing on core indicators to
increase HIV-positive yield with fewer tests, improve linkage and retention in treatment, ensure
data quality, monitor ARV stock outs, plus enhance TB case finding and treatment completion.

The PCO/STATE with support SITES carried out a SIMS visit in Q4 of COP18 and plans another in
Q2 of COP20, depending on COVID-19 travel bans. PCO continues to meet monthly with UNHCR
in Kampala to review the challenges facing the refugee population supported through PEPFAR
funds, and to develop solutions, particularly around linkage and retention.

USAID conducted 4 SIMS visit in four out of the five RHITES regions. In total we conducted 23
site visits in FY 2019 to assess the quality of HIV service delivery in the supported regions. Our target
for FY 2020 was to conduct 72% assessments of the required total assessments. This has
been impeded with COVID-19 and the related restrictions imposed by GOU. To date, USAID in FY
2020 has completed 5 SIMS assessments and we hope to resume as soon as the restrictions have
been lifted.

DOD/MUWRP conducted 13 SIMS visits in FYio. Ten (10) site visits were
comprehensive while three (3) were follow up assessments. The FYig SIMS strategy
focused on partner performance monitoring implementation of “surge” beyond the initial surge
indicators; for TX_New and to include tracking performance for indicators like TX_CURR, retention
and linkages. DOD/MUWRP intensified site visitations to facilities and above site entities as part
of efforts to track implementation of Surge across indicators. In COPig, DOD/MUWRP will
continue with conduct intensive site level visitations and follow up to support improvement of key
performance indicators in addition to planned SIMS visitations.

MER reporting

Uganda has progressively strengthened its data collection systems for the HIV/TB program and has
subsequently moved to reporting more than 80% of the PEPFAR indicators in the national Health
Management and Information System (HMIS) with the finer age disaggregates inclusive. However,
this system has been largely paper-based and lacking a universal format of unique identification for
beneficiaries, making it difficult to de-duplicate program data. In addition, KP indicators were
excluded from the HMIS. USG will utilize the HIBRID system to collect KP data, while also
advocating for its inclusion in the DHIS-2. In addition, PEPFAR will triangulate with other available
KP data within the KP/PP Dashboard and outside PEPFAR.

Generation of data, reporting and analysis of KP cascade data will be a priority in COP19 and will
continue in COP20. Partners will be supported to use customized hybrid KP data capture and
technical assistance will improve reporting. In addition, the KP dashboard will continue to be
supported to provide “real time” data. Continued quality management for KP will be tracked
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through enhanced partner management for weekly and quarterly data quality reviews, KP/PP sub-
national unit (SNU) level and site level analyses, monitoring implementation of the KP service
package and using tailored KP/PP reporting tools. The KP-led community scorecard will contribute
to community-led QI processes. Community led monitoring will be supported through the PEPFAR
small grants office to enable the CSOs to assess the quality of service through the community score
cards, client satisfaction surveys, regular dialogues meeting and with mystery clients’ surveys were
necessary.

Following the more than 80% of the PEPFAR MER indicators’ alignment with national M&E
framework into one national M&E system with the finer age disaggregates inclusive, there is need
for continued mentorship of health facility staff to ensure quality data is reported. Comprehensive
mechanisms and districts will be supported to conduct periodic quantitative program data analysis.
Results will be triangulated qualitatively using stakeholder feedback. Community led monitoring
will utilize the community/clients’ feedback to inform programs.

Data Quality Assessments

Data quality assessments will be conducted to ensure quality data is utilized for evidence-based
making. In FYig PEPFAR Uganda conducted the following DQAs and findings were used for
program improvement as indicated below:

e DREAMS DQAs were conducted in November 2019 to ascertain the quality of Q3 DREAMS
data and identify areas of remedial action for poorly performing partners.

e TPT DQAs was conducted in December 2019 to validate the high uptake reported through
the weekly dashboard

e VMMC DQAs conducted in March 2019 to investigate potential falsification of reported
numbers and the findings confirmed accuracy of VMMC reporting

e KP DQA were conducted in November 2019 to investigate the quality of services provided
to the client and provide onsite mentorship to service providers

e OVC SQAs conducted in September 2019 to ascertain the quality of services
identified programming gaps that are being addressed. One of the major key finding
was cases of false HIV positive status in some sites. This was fueled by the HIV_STAT
indicator that required self-reporting. A decision was made to stop enrollment of
CLHIV based on self-reporting but rather with evidence of ART number and
focusing enrollment more at the facility level than community. Service providers
inadequately supporting OVC for VL test uptake and limited follow-up of CLHIV on
ART to ensure routine VL on schedule. OVC partners have developed MOUs with
health facilities and agreed to place a social worker at high volume sites. The role of
this social worker will be to identify children on ART who require additional
community support and links them to the OVC platform. Track their VL and
suppression and actively participate at the health facility SWITCH committee that
discusses complicated cases of children not suppressing. The presence of a social
worker in health facilities is improving VL testing and suppression.

Continuous Quality Improvement

PEPFAR, in collaboration with MOH, will provide technical support to districts to pilot, implement
and scale up successful collaborative CQI interventions using short learning QI loops.
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Surveillance, Research, and Evaluation: An Overview

Surveillance & Surveys: As the country shifts to the adoption of TLD, collecting crucial
information on the possible effects of these medications is key, the proposed activities will further
inform efforts in finding men, reaching KPs, preventing HIV in AGYW, approaching Epidemic
Control by efficiently identifying undetected HIV cases including in children, and establishing the
proportion of acquired HIV drug resistance (ADR) among HIV-positive adults on Dolutegravir
containing regimens. Interim data analysis and dissemination from AFRICOS Surveillance which
longitudinally assess the impact of clinical practices, biological factors and socio-behavioral issues
on HIV infection and disease progression in an African context formed part of the body of evidence
that is guiding MOH and PEPFAR program implementation especially TLD transition in light of
reported severe adverse events attributed to dolutegravir. Proposed- ongoing research activities will
inform better prevention, care and treatment services for the military, fishing, and nationwide
populations, and will identify and seek to modify barriers to PrEP among AGYW sex workers, as
well as demonstrate intensified efforts to promptly initiate ART in persons diagnosed with HIV

Research:

Evaluation: proposed and ongoing evaluation activities will identify effective and cost-effective
approaches in priority areas, both existing (HTC, linkage, retention, viral suppression, and
incidence reduction) and new (PrEP, PWID, self-testing, adolescent SRH, CBS, and recency
testing). In a bid to support Uganda to consolidate its gains from PMTCT and Test and Start efforts
and to drive through to epidemic control.

Specifically, COP2o0 will feature the following surveillance, research, and evaluations.
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6.0 USG Operations and Staffing Plan to Achieve Stated Goals

REDACTED

In COP20, PEPFAR will support 212 Full Time [staffing] Equivalents (FTEs). Thirty-six (36) of these
FTEs are currently vacant, with USAID having the highest number at 22.25 FTEs. All agencies are
affected by a lengthy timeline for recruiting new staff, from position classification to clearances,
which takes up to 240 days for both offshore and LES staff.

REDACTED

Beyond the positions listed above, during the COP1ig RPM in Johannesburg in March 2019,
USAID/Uganda received permission to hire an additional 13 staff to meet the increased
requirements associated with the local partner directive and USAID’s Journey to Self-Reliance. As
there is no additional space to bring these new positions onto the Embassy compound (until the
Embassy annex, currently under construction, is finalized), USAID/Uganda is hiring these positions
through an institutional contractor. These positions will be on-board prior to the end of quarter
three of FY2o0.

USAID/Uganda is significantly increasing the proportion of PEPFAR resources being provided
directly to public sector entities and to local partners in COP20. As such, USAID/Uganda will need
to work closely with these Ugandan institutions to ensure they responsibly manage USG resources
and deliver results. USAID/Uganda also continues to provide strong oversight and management of
contractors and grantees to ensure that programs operate more efficiently and cost-effectively and
that they meet PEPFAR targets. The new USAID/Uganda staff will help provide this intensive
engagement with partners as well as meet the Site Improvement through Monitoring System
(SIMS) requirements in which USAID has been under-performing; of the 94 sites USAID prioritized
for SIMS in FY2019, SIMS visits were only conducted at 23 sites, representing a quarter of the
requirement, however intensive “surge” visits continued.

Combined, the new staffing positions which will be hired directly by USAID and the 13 which will
be hired by an institutional contractor will help meet the additional requirements associated with
the local partner directive and USAID’s Journey to Self-Reliance. However, despite the addition of
these positions, per USAID agency-wide staffing formulas, USAID/Uganda will remain understaffed
(by a third per USAID right-sizing numbers) to fully meet the compliance, technical vigor, and
fiduciary requirements commensurate with its budget.

For CDC, the CODB budget is maintained at the same planning level as COP19, with slight shifts
between CODB cost categories to offset staff salaries and benefits for normal within grade increases
and a mission wide locally employed staff wage increase.

CDC filled four vacancies in COP19: Senior Program Advisor, PMTCT Specialist, Strategic
Information Deputy Branch Chief, and Epidemiologist. Three positions have been vacant less than
one month and are expected to be filled during COP19 (Health Systems Strengthening Branch
Chief, Chauffeur, and Electrician). Two have been vacant less than 6 months and will be filled in
the next 6 months (Statistician and HIV Prevention Deputy Branch Chief, currently pending
regional classification.) CDC is repurposing three positions to meet current organizational needs:
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GF Liaison to Deputy PEPFAR Coordinator seconded to the PCO, Janitor to Cooperative Agreement
Specialist, and Laboratory Quality Assurance Specialist to Executive Assistant. No new positions
are planned.

The Department of Defense (DoD) Walter Reed Army Institute of Research (WRAIR) is staffed by
one USDH responsible for programmatic oversight and supervision. DoD/WRAIR requires two LES
to support management of the PEPFAR program at the current DoD/WRAIR/Uganda PEPFAR
funding level. Recruitment of the LES positions is moving forward after lifting of a previous space
restriction at the U.S. Embassy Kampala. DoD DHAPP conducted 8 SIMS visits in FY1g9 with full
participation from IPs, UPDF clinic staff and UPDF HIV directorate and chieftaincy of medical
services.

DoD/WRAIR is laser-focused on monitoring the current implementing partner to attain key clinical
cascade indicators. DOD/WRAIR currently supports programming in four districts, with special
emphasis on differentiated case finding, VL suppression especially for children and adolescents,
and retention on treatment. In FY20 in the island district of Buvuma specifically, retention
continues to be affected by government crackdown on the fishing community and the development
of large palm oil farms. These developments continue to destabilize the economic livelihood of
fishermen and farmers, causing many people to depart the district. To regain traction, in
partnership with the IM DOD/WRAIR carried out intensified site visits to facilities, district health
teams, and district administrative offices to document the major barriers and devise mechanisms
to address bottlenecks. Additionally, SIMS visits will be conducted in FY20Q2 and beyond to
further assess quality of services in Buvuma district. These efforts will be paired with CQI methods
in COP20/FY21 as well as the ongoing Ugandan PEPFAR surge for quality in high volume and other
strategic sites, to ensure maximal retention of the treatment cohort, and documentation of any
transfers out.

The U.S. Department of State (STATE) PEPFAR Coordination Office (PCO) COP20 budget has
slightly decreased. PCO will add one new position in COP1g - a DREAMS Coordinator. PCO
otherwise remains lean, with two EFM job-sharing the Small Grants position, and three LES; a
Program Assistant, a Program/Outreach Advisor, new Strategic Information Advisor, seconded SI
liaison, and a Global Fund Liaison, all currently filled. The current USDH PEPFAR Country
Coordinator will be wrapping up her assignment in May 2020, and it is expected that the next
PEPFAR Country Coordinator will be hired through a USAID PSC mechanism. CDC has seconded
the Strategic Information Officer and USAID the GF Liaison (EFM/local hire). The currently vacant
Deputy Coordinator position will be filled (through a CDC secondment) in mid-2020. A PEPFAR
funded communications position, seconded to the Public Affairs Section by USAID, provides media
and communications support to the overall PEPFAR program.

The PEPFAR Coordinator’s Office (PCO) will be the nexus for civil society engagement in COP2o0.
OGAC will channel funds for the COP20 community monitoring activities to viable Ugandan CSOs
either through a headquarters agreement with UNAIDS headquarters.

USG Uganda also hosts PEPFAR Home Operational Funds-supported Resident Advisor from the
U.S. Department of Treasury Office of Technical Assistance who is embedded in the MOFPED to
support and advise on public financial management and administrative structures for GFATM
grants, financial processes, tracking of health sector resources to support enhanced allocation, and
M&E.
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Of'its 15 FTEs, Peace Corps currently has three vacancies in various stages of recruitment - a Driver,
a Safety and Security Assistant and an M&E Specialist. All positions will be filled by the end of
FY2o.
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APPENDIX A — PRIORITIZATION REQUIRED

Continuous Nature of SNU Prioritization to Reach Epidemic Control

See following pages for Table A.1
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Attained: 90-90-90 (81%) by Each Age and Sex Band to Reach 95-95-95 (90%) Overall

Results Coverage at APR by Age and Se:

L T
F M F M F M F M F M F M F M F Y F M F M F M F M

cop 153GV | \op 16| 45| 49% | 550 579 65%| 779%| 63% | 64% | 77%| 74%| 80% | 65% | 6296 | 49% | 60% | 58% | 79| 60% | 81%| 73%| 80% 58% | 77%| 75%|  65%
Saturation

COP 16 g::':atfgn APR 17 | 66%| 69%| 71%| 72%| 75%| 919 | 81% | 78%| 83%| 80% | 91%| 75%| 77%| 67%| 78%| 75%| 91%| 729% | 93% | 76% | 91% | 75% | 94% | 79%|  81%

SNU 1|cop 17 gzzfa;’gn APR 18 | 81%| 81%| 83%| 8296|8296 | 95% | 85% | 81% | 87% | 83% | 95% | 8296 | 90% | 81%| 89% | 86%6| 95% | 829 | 96% | 84% | 95% | 86% | 95% | 86%|  86%

COP 18 |Attained APR 19 | 83%| 82%| 85% | 84%| 85% | 95% | 87%| 85% | 9296 | 87%| 95% | 85%| 929%| 85% | 90%| 84% | 95% | 87%| 979% | 919 | 95%| 84% | 96%|90%|  92%

COP 19 |Attained APR 20 | 86%| 84%| 85% | 89%| 83% | 94% | 88%| 87% | 949 | 89%| 95% | 88% | 95%| 87% | 89%| 86% | 95%|89%| 979% | 91%|95%| 83% | 94%|90%|  92%

cop 15 [SSAEUR: | op 16| 2706( 3306 47%| 469% | 73%| 68% | 35% | 48% | 58% | 43%| 55% | 40%| 68% | 44% | 67%| 43% | 70%| 61%| 66% | 73% | 77%| 74%| 57%|71%|  47%
Aggressive

cop 16 553U | \pp 17| 5106(60% | 53% | 59% | 75%| 779%| 60% | 48% | 66% | 51%| 64% | 429 779%| 50% | 73% | 45% | 83%| 66%| 78% | 75% | 83% | 80%| 76%|89%|  63%
Aggressive

SNU 2|cop 17 [SCEUP | \op 18| 7206|7106 819 779%| 89% | 88% | 819 | 63% | 8296 | 79% | 89% | 65% | 88%| 779%| 87% | 81%| 929 | 77%| 89% | 89% | 87% | 83% | 91%| 93%|  84%
Saturation

COP 18 |Attained APR 19 | 81%| 82%| 84% | 829%| 95% | 919 | 90%| 83% | 87% | 85%| 94% | 829 | 91%| 83% | 9296| 85% | 94% | 82%| 949% | 95% | 9296 | 879% | 93%|95%|  90%

COP 19 |Attained APR 20 | 81%| 82%| 86% | 829 95% | 9296 | 90%| 84% | 87% | 86%| 94% | 83% | 91%| 84% | 9296| 85% | 94% | 82%| 949% | 95%| 929 | 879% | 93%|95%|  91%

COP 15 |Sustained APR 16 | 22%) 26%| 20%| 21%| 71%)| 39%) 35% 37% 53%| 25% | 50%|39%|59%|36%|71%|49%|77%|55%|71%|60%|71% | 68% 72% 68%| 39%

COP 16 i;;:'ee-sli?\:/e APR 17 |30%| 33%| 25% 34% 81% 48% 40% 44% ) 51%) 37% | 54%|48%|61%|43%|81%|53%|83%|66%|73%|59%|81% | 77% | 74% | 74%| 50%
SNU 3|cop 17 ggzjﬁfgn APR 18 | 45%|44%|38%  42%| 84%|56%  46%)| 55% |56%  45%|70% | 56%)| 66%)|71%|84%)| 72%|88%|75%)  91%|70% |84%)|88%|81% | 76%| 63%
COP 18 :::J;;fgn APR 19 |61%|70%|66% 59%)| 91%|79%| 71%|67%|79%)| 71%|84% | 79%)|80%|84%|91%)|89%|94%|77% 92%|76%|91%|91%|83% 80%| 82%
COP 18 |Attained APR 19 |81%|82%|83% 81%| 93%|82%  81%| 83%|85% 81%|85% | 83%) 91%|94%|93%)|91%|95%|81%)  95%|82%|91%|91%|85% 83%| 90%

COP 15 |Sustained APR 16 | 39%41%) 60% | 44%) 60% ) 49% ) 56%  37%) 60% 40% ) 65%|32%|82%|26%|50%|35%|57%|50%|74%|63%|74%|63% | 70% 55%| 45%

COP 16 |Sustained APR 17 | 40%)| 44%)61%| 47% )| 59%) 53%) 59% 40% 64% 44%)| 70%|41%|84%|31%|63%|37%|61%|55%|74%|66%|74%|66% | 72% 47%| 50%

SNU 4|copP 17 i;;:;’.:\;e APR 18 |49%|53%|70%)|55% | 70% | 72%| 62% | 50% | 71%| 60% | 81% | 49%| 86% | 45% |66%| 44%  70%|63% | 77%| 72%|77%|72%|75%|66%| 62%
COP 18 2::'::;#5;\ APR 19 |67%|60%|75%)|61% | 76%|89%) 83% | 59% |83%| 70% | 93% | 72%| 93% | 62% | 72%| 59% 83%|71%| 86%  79%|86%|79%)|90%|73%| 81%
COP 19 :::l:a#gn APR 20 |67%|63%|79%)| 70% | 75%| 90%| 88% | 65% | 89%| 75% | 93% | 79%| 94% | 65% | 75%| 64%  85% | 74%| 89% 81%|87%|82%)|94%|80%| 85%
COP 15 Central APR 16 N/A: no target required 55%
Support
Central .
. 0,
COP 16 S APR 17 N/A: no target required 58%
SNU 5|cop 17[Cent@ APR 18 N/A: no target required 59%
Support
cop 1g|centra APR 19 N/A: o target required 61%
Support
COP 19 Central APR 20 N/A: no target required 2%
Support

137



APPENDIX B — Budget Profile and Resource Projections

B1. COP20 Planned Spending in alignment with planning level letter guidance

Management and Operations

SE: Not Disaggregated

SE: Legal, human rights & protection

SE: Case Management

ASP: Laws, regulations & policy environment
PREWV: VMNMMC

HTS: Not Disaggregated

ASP: Mot Disaggregated

ASP: Public financial management strengthening
PREWV: Condom & Lubricant Programming

ASP: Human resources for health

PREV: Mot Disaggregated

C&T: HIV Drugs

ASP: Procurement & supply chain management
ASP: Laboratory systems strengthening

ASP: Policy, planning, coordination & management
PM: IM Closeout costs

PREV: PrEP

PREWV: Primary prevention of HIV and sexual violence
HTS: Community-based testing

PREV: Comm. mobilization, behavior & norms change
C&T: Not Disaggregated

C&T: HIV Laboratory Services

C&T: HIV Clinical Services

ASP: HMIS, surveillance, & research

PM: IM Program Management

Program Areas

ASP: Policy, planning, coordination & management of disease._..

i I I II.I - = = -
w
it
o]
w
N
]

$30 $4a0 $50 $60 $70 $80 $90

Millions

Budget Amount

27,830,554

New Funding
sUS 381,119,446

Total Spend
sUS 408 g5o,000

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

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

PEPFAR Budget Code Budget Code Description Amount Allocated
MTICT Mother to Child Transmission $203.877
HVAB/Y Abstinence/Be Faithful Prevention/Youth 52,637,178
HVOP Other Sexual Prevention 530,842,060
IDUP Injecting and Non-Injecting Drug Use $0.00
HMBL Blood Safety $0.00
HMIN Injection Safety $0.00
CIRC Male Circumcision $1.663,759
HVCT Counseling and Testing 56,19,600
HBHC Adult Care and Support s17,618,222
PDCS Pediatric Care and Support £1100,8g3
HEID oV 524,850,079
HTXS Adult Treatment $146,040,578
HTXD ARV Drugs £58,435.500
PDTX Pediatric Treatment $33,381,348
HVTB TE/HIV Care $12,588 120
HLAB Lab 84,020,248
HVSI Strategic Informaticn $4, 310,917
OHSS Health Systems Strengthening $5,064.808
HVMS Management and Operations $20,350,710
TOTAL $381,110,446

*Data included in Table B.2.2 should match FACTS Info records.
B.2 Resource Projections

Per the COP20 guidance and the budgeting tool for COP20—the Funding Allocation to Strategy
Tool (FAST)—PEPFAR Uganda team used an incremental budgeting process to guide the
apportionment of resources for COP19. Implementing mechanism budgets from COP19g were the
point of departure; however, these budgets were adjusted in accordance with the PLL.

The primary change driver was the allocation of targets, which had shifted per UPHIA data and
updated PLHIV estimates from Spectrum. PEPFAR’s comprehensive health service delivery
partners in Uganda are regionalized, so updated information on where undiagnosed Ugandan
PLHIV are living is an important factor in determining how COP19 resources are allocated.
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A secondary change driver was target linkage and retention rates, which—per headquarters
guidance via the DataPack—are 95% for linkage and for retention 95% for those on treatment for
greater than 12 months and 9o% for those on treatment less than 12 months. PEPFAR Uganda’s FY18
results demonstrated progress over FY17 in increasing the rate at which the program links newly-
identified PLHIV to treatment, from 79% linkage in FY17 to 81% linkage in FY18, likely attributable
to the “surge for quality improvement” which PEPFAR Uganda initiated in Quarter 2 of FY 2018.
PEPFAR Uganda continues to wrestle with challenges in the rate at which new treatment enrollees
are retained, having achieved 71% retention in FY18 and 76% retention in FY19. Accordingly, COP20
resource allocations factored the inputs needed to further improve linkage and to intensify efforts
to increase retention: the human resources required to physically escort and follow-up on every
newly diagnosed PLHIV and the systems-level resources needed to uniquely identify and track
services delivered to all PLHIV.

Other information relevant to how resources have been allocated in COP2 include the mandate
from headquarters to increase support to the public sector in Uganda where most PLHIV are being
served, as well as the mandate from headquarters to increase the percentage of the PEPFAR Uganda
budget that is directly awarded to Ugandan organizations and institutions as “prime” awardees.
Data sources used to calculate resource allocations include: COP19 budget allocations; expenditure
analysis 2019; FY19 End of Fiscal Year (EOFY); information from GOU on national expenditures,
including the National AIDS Spending Account (NASA) data; and market information on various
goods and services.
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APPENDIX C —Tables and Systems Investments for Section 6.0

Tab
Funding
Agency

(Entry of

PrimePartner

e Site Prograr tivities)

)P20 Program Area

COP20 Beneficiary

COP20 Activity
egory o
Surveillance Current program monitoring, surge for quality, and COP19 CoP21 1.90% of PLHIV deaths and lost to follow up
epidemiologic analyses have brought Uganda close tracked
to HIV epidemic control. Data systems and analytics,
however, need to be further developed for precision
in targeting testing, reaching key populations, and
more agile epidemiology as cases get harder to find
and funds reduce
[ lination and ip of Uganda’'s HV COP18 CcoP21 90% of KP focussed sites trained in KP friendly
response in the decentralized approach as we move services
towards 95/95/95 still faces challenges of
ision, il i licy, HRH 80%IPs reporting KP cascade data
planning and management, quality assurance and
information use for decision making at national,
regional and district levels
Laboratory Uganda's laboratory capacity has increased COP19 CcoP21 Operationalization of the National lab waste
infrastructure substantially but there remains inadequate systems in licy and il i lan and
place for efficient coordination, management, and ‘monitoring compliance through Biorisk
i quality of ies required assessment
to inform program and policy to reach and sustain
epidemic control
Programand | Current program monitoring, surge for quality, and | COP16 cop21 10 PHFP trainees graduate from the program
data quality epidemiologic analyses have brought Uganda close
management 1o HIV epidemic control. Data systems and analytics, 20 HIV/AIDS related studies/projects/evaluation
however, need to be further developed for precision completed by the Fellows
in targeting testing, reaching key populations, and
more agile epidemiology as cases get harder to find 90% of projects brought to scale to influence
and funds reduce regional/district operational plans.
Number of policy, guidelines and technical
converted into audo-vi
Surveillance Rapid deployment of electronic medical records at COP16 CoP21 Percentage of major external birth defects of
high volume health facilities and robust laboratory interest to the study delivered at each
testing systems need to be integrated using existing icipating Hospital; portion of birth defe
unique identification algorithms into national health amongst babies born to HIV positive women, on
registries for data precision, patient management cotrimoxazole, ARVs or other and other
across the cascade, and monitoring of viral load medications during early pregnancy, Number of
suppression for epidemic control other major birth defects both live and stillbirths
delivered at each participating Hospital
Lab quality Uganda'’s laboratory capacity has increased COP17 coP21 HIV serology EQA with 100% response and
i and ially but there remains i systems in pass rate
assurance place for efficient coordination, management, and CD4 EQA with 100% response rate and 80%
i quality of ies required pass rate
to inform program and policy to reach and sustain HIV/Syphillis DUO EQA with 100% response and
epidemic control pass rate
and |C lination and ip of Uganda's HV COP19 COP20 85% coverage for testing babies 0-2 months
itizati P inthe pproach as we move
public and towards 95/95/95 still faces challenges of
o - . icy, HRH
officials planning and management, quality assurance and
information use for decision making at national,
regional and district levels
HMIS systems Rapid deployment of electronic medical records at COP19 CoP21 100% Full arm EMR system implementation in
high volume health facilities and robust laboratory Regional, district hospitals and HC s
testing systems need to be integrated using existing Regional Clients and provider registries
unique identification algorithms into national health i
registries for data precision, patient management Centralised Case Based data respository
across the cascade, and monitoring of viral load established at regional level
suppression for epidemic control HIV health information exchange established in
the region
Mobile-based case reporting in communities
single desktop EMR system in light volume
facilities
HMIS systems  |Rapid deployment of electronic medical records at COP19 copP21 100% Full arm EMR system implementation in all
high volume health facilities and robust laboratory high volume prisons
testing systems need to be integrated using existing HIV health information exchange established
unique identification algorithms into national health between prisons
registries for data precision, patient management Mobile-based case reporting in small prisons
across the cascade, and monitoring of viral load Single desktop EMR system in light volume
suppression for epidemic control prisons
HMIS systems Rapid deployment of electronic medical records at COP19 CoP21 100% Full arm EMR system implementation in
high volume health facilities and robust laboratory Regional, district hospitals and HC s
testing systems need to be integrated using existing Regional Clients and provider registries
unique identification algorithms into national health established
registries for data precision, patient management Centralised Case Based data respository
across the cascade, and monitoring of viral load established at regional level
suppression for epidemic control HIV health information exchange established in
the region
Mobile-based case reporting in commuties
Single desktop EMR system in light volume
facilities
40 districts Hotline is operational in 80% of
PEPFAR supported with high GBV burden
districts
Surweillance Current program monitoring, surge for quality, and COP20 CcoP22 Protocol develeopment and Implementation
epidemiologic analyses have brought Uganda close
to HIV epidemic control. Data systems and analytics,
however, need to be further developed for precision
in targeting testing, reaching key populations, and
more agile epidemiology as cases get harder to find
and funds reduce
Oversight, Coordination and leadership of Uganda’s HV COoP20 CoP21 40% coverage of military bases with pediatric
technical response in the decentralized approach as we move and adolescent ART clinics
assistance, and  |towards 95/95/95 still faces challenges of
Upenvision 0 o o . ey, HRH
subnational levels | planning and management, quality assurance and
information use for decision making at national,
regional and district levels
Surveillance Current program monitoring, surge for quality, and COP16 CcoP22 6 monthly follow up of icil im data

epidemiologic analyses have brought Uganda close
to HIV epidemic control. Data systems and analytics,
however, need to be further developed for precision
in targeting testing, reaching key populations, and
more agile epidemiology as cases get harder to find
and funds reduce

analysis and dissemination of findings, Realise
the target enrollment of 15-24 year old.
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Table §-E (Entry of Above Site Prrograms Activities)
PrimePartner

COP20 Program Area

COP20 Beneficiary

COP 20 Activity

B Category -]

[DOD [HennyM. Jagkson | ASP: HMIS, suneilence, &  (Mon-Targeted Pop: Mot | HUMIS ;ysems  (Rajpid deplbyment ofeectonic medicalrecodz st | COP1S COP22 Various HE buik and active based onrobust
F For The h disaggregsed high wiume he ath fac fties and robustlaboratony fadityand cient registries supporfing client-
|&d & ncement OF = sing sysEms nead o be inegrated using sdsing cantered care, pa fentmobilifie s and public
M ilitzry M edicing, unique identificat on algod fms inte naonal healkth heatih priorities induding HV epidemic conlrel,
Inc., The registies for dats pecsion, patientma nagement wiral lbad suppression, addressing lost o folow-
scross the cascade, snd monioring of wral load up and strategic progs mmatic shits for
suppre=sion for epid emic control epidemic control. National dats a nahics.
pEtbrme sshiizhad.
HHS/CDC |I—'-‘opllaionCmni. ASP: Policy, planning, Mon-Targeted Fop: Mot | Assessing | Coordinafionand leadership of Uganda's HIY COPIT COPZZ S0% of DIC using new guidsfines
Inc., The & di d impactof policies [response inthe decentalzed spprach as we mowe
ofdisezse contr| progE ms- and mguistons  [pwards $5/55/%5 still Soes chalenges of 20% of IPS using Alcohol and harm guidslines
NSD onHN |sup=rision, 3 ccountability: oversightipodicy, HRH
planning and manage ment, qualityasswance and 1060 of the NRH and RRH sites ar prosiding
information use for decision making stnafional, KPP fiendhyserdoes.
resgicnal and di stict lewels
[DOD UniversityResearch | ASF: Folicy; planning, 'I_'-‘mtyPops. Miisry& | Assessing Coordinafionand leadership of Uganda's HIWV COP20 COPZZ 1 regionsl Reermal Hospits | awarded and
Co., LLC 3 other uni services |impsctof policies |responss inthe decentslzed sppmach a5 we mowe conducting quarerhyregional CO8 meeting s,
ofdisezse contr| progs ms- and mguisfons  [pwards $5/55/%5 still Soes chalenges of mentorship and support supendsion o Gdifes
NSD onHN |sup=rision, 3 ccountability: oversightipodicy, HRH in fheir region
planning and manage ment, qualityasswance and
infermation use fior decision making atnafonal,
regional and disrictlewls
HHS/CDC  |Regentsof fhe ASP: HMIS, sureilence, & (MonTargeted Pop: Not | Sureilance Uganda’ s laboratony capa dtyhas increased coP18 coPzz Insinfionalise recency estng inall {1750) of
Universityof r=searchNSD disaggrgaked \bstnfaliybut hiers remains inadequat syeems in PEFFAR supporied fadifes
| California, San place for e ficient coordinabon, mana gement, and
Francisoo, The continued quality assurance oflaborsiornies required
i inform prog Em and poficys each and sustain
|&pi demic control
HHS/CDC  [MLDMAY ASP: HMIS, sureilBnce, & (NonTargeted Pop: Not | HMIS systems  |Cument program monitod ng, surge i quality; and COP13 CoP22 1060 Full arm EMR: systemimplementtion in
(UGANDA research-NED dissggegatd lemic lbgic anahse = hawe brought Ugandsa close Regional, disticthospisls and HC e
idemi ccontrol Dats systems and ans itics, Regional Cienk and prowd er registies.
howser, need o be fnther de & lbped for precizion
in taryefing ==ting, maching k=y populstions, and d Case Based dats respositony
mor agile epidemiob gyas cases getharder o ind =s=bishad st mgionsl Bl
and fnds reduce HN healthinbrmation exchange esablished in
the mgion
Mobile-bazed case mporting in communities
=i skiop EMR. system in light volume
3
[HHS/CDC  (MAKERERE ASP: Laborsony sysEms Non-Targeted Pop: Mot | Training in Ugands’slsboratons capa ctyhss inceassd [COP1T [COFP21 B of hushs linked tothe CPHL LIMS
[UNNERSITY shrengtheni ng-NS D disaggregatd Ebo mtony T i3lhybut fiere remains inadequse sysEms in LB of instrume nts |inke d with the Logistic
SCHOOL OF EEmE place or e ficient coordinabon, mana gement, and management system
[PUBLIC HEALTH strengfhening | continued quality assurance oflaboraionies required
o informpregmm and policyo mach and sustain
epi demic control
[HHS/CDC  (MAKERERE ASP: Policy; planning, MNon-Targeted Pop: Mot | Assessing Coordinationand leadership of Uganda's HIWV [COP1T [COF21 1008 of RRH being able to implement 5-year
[UNNERSITY 3 i d impactof policies [response inthe decentralzed spproach as we mowe strategic plans in Ene with their new role as.
[SCHOOL OF ofdizezse contr| progm ms- and eguisfions  |owards $5/55/95 still Soes chalenges of regioms| support to decentralized response
[FUBLIC HEALTH |NSD onHN |sup=rision, 3 ccountability: oversightipodicy, HRH
planning and manage ment, qualityassuance and
infermation use for decision making atnational, 100F of districts have MEE plans © manitor thei
regicnal and district levels strategic plans
[HHS/CDC  (MAKERERE ASP: Policy, planning, MNon-Targeted Pop: Mot | Azsezsing Coordinafionand leadership of Uganda's HIV [COP1T [COFP21 10 of COC supporied merines ane reporting
[UNNERSITY & di d impactof policies (rezponse inthe decentralzed spproach 3z we mowe through the OVC tracker.
SCHOOL OF i 1 and eguafions  |owands 353595 still Boss chalenges of
[PUBLIC HEALTH |NSD onHN | sup=rision, 3 ccountability; oversightipodicy, HRH 1 DOJAs and 1 30A to be conducted during the
planning and manage ment, qualityassuance and raporting pedod
information use for decision making atnafonal,
regional and disrict lewls
[HHS/CDC  (MAKERERE ASP: Pri Non-T; d Pop: Mot | Supply chain Ugands”s health supphychsin system has not reached |COP1T COP20 100 % of sies are reporting imely fwough
[UNNERSITY «chain NSD di d infa struchre its il maturitylevel o sllow for commoditysecurity
SCHOOL OF |and end--end ssibilityofthe fnance and commod ity stricts Epoiting stock outs ARV and
[FUBLIC HEALTH fiow fom the central level o the health &cilifes
fherebycompromising efecive quantfication, supply
planning, ord ering, stodk management and
acoountshbility for HV and TB commodites
[HHS/CDC  (MAKERERE ASP: HMIS, sureilsnce, &  (MonTargeted Pop: Not | Program and Cument program monitoring, surge for quality; and [COP18 [COF21 30% ofthe wadouws MERindicaior dats slements
[UNNERSITY mesearch-NSD dissggegsed data quality =pi demiclbgic anshse s hawe brought Ugands close mapped and eported fwoug b the nafional
[SCHOOL OF management o HIV 2pidemi coontrol Diats systems snd analtics, reporting SysEm.
[PUBLIC HEALTH however, nesd 1 be finther de wlbped or precision 1080 % PEPFAR crifical HW B pols printed.
in tasg efing E=sfing, maching key populstions, and
moe agile epidemiob gyas cases getharder o find
and nds reduce
[USAID [SOCHA LLC ASP: HMIS, suneilnce, & (OVC: Mot disaggregated | E'slustions. Cumentprogram monitoding, surge or quality; and COP1g COF20 3} Final data collecfion and anshtics of both
msearch-NSD =pi demiclbgic anshss s hawe brought Ugandsa close it five and quantiative data,
o HIV epidemiccontrol Dat sysems and anahfics, b) Dizseminsfion and pe senafiono final
however, nesd 1 be finther de wlbped or precision = wiation findings © wnous sEkeholders
in tasg efing Esfing, raching key populations, and {USAID, impementingparne s and Government
mo= agie epidemick gyas cases getharder o ind o fUgands).
and funds reduce ¢} The: iinal evaluafon report will incorporate fhe
Endline Surweyio delfiver dear findings on e
relaf ve effizct of OVC sandce delieny
components on household outoomes.
[USAID ICS Technok ASP: Pre supphy [Mon-Targeted Pop: Mot | Fo=casting, Ugands"s heslth supphychain systemhas not reached | COP1E COFP20 ERP Hardwars (PrimanyDats Center) migraed
Inc: chain NSD di d supply chain plan, |its il maturitylevel o allow for commedi tysecurity to new MMS Warehouse . ERP equipme nt
budget, and and end--end sisibilityofthe finance and commadity| installed at 230 high wdume siEes{RRHs Distict
implemenistion  (fow fom e cental level o the healh Goilifes hospisls HC W), Hardware tmining ©orusers in
fherebycompromising efecive quantfication, supply 230 High wolume sies.
planning, ordering, stock management and
scoountbility or HV and TB commodiies
LUSAID ICS Technok ASP: Pr Mon-T. d Pop: Mot Uganda’ s healt supphychain systemhas not reached | COP13 COP20 ERP Hardware (PrimaryDat Center) migrated
Inc. «chain NSD i d supply chain plan, (its il maturitylevel o sllow for commoditysecurity to new MM S Warshouse . ERP equipment
budgst, and end-o-znd wsibilityofthe finance and commod ity inslied at 230 high wodume sies{RRHs Distict
implementstion  (fow fom fie central level o the heslh Goilifes hozpils HC V). Hardwars tmining orusers in
fherebycompromising efecive quantficaton, supply 230 High wolume sies.
planning, ordering, stock management and
acoountbility ©r HN and TE commedities
[USAID ICS Technologies, |ASP: Publcfinancial Mon-Targeted Pop: Mot | Fo=casting, :i y = haslth supphychain system has not reached | COF1E COFP20 30 NS echnical and healh wofkers rained in
Inc. = di d supphy chain plan, |i turitylevel o aliow for commodi tysecurity 230 high wouime ART heslh Scilifes
NSO budget, and and end--end sisibilityofthe finance and commadity|
implementation  |fow fom e central level o the health Boilifes
fherebycompromising efecive quantfication, supply
planning, ordering, stock management and
acoountshility or HIV and TB commodites




Table
Funding

Agency &g

(Entry of Above Site Programs Activities)
PrimePartner COP20 Program Area

COP20 Activity
3 Category

-}
Uganda's health supply chain system has not reached

Supply chain COP19 COP20 LAB systems/eLMIS interfaced with the ERP.
infrastructure its full maturity level to allow for commodity security
and end-to-end visibility of the finance and commodity|
flow from the central leve! to the health facilities.
thereby ising effective ification, supply
planning, ordering, stock management and
ility for HIV and TB it
Supplychain |Uganda's health supply chain system has not reached | COP18 cop22 ERP software MVP modules in live production at
infrastructure its full maturity level to allow for commodity security NMS, 15 RRH, and linked to 230 public ART high
and end-to-end visibility of the finance and commodity| volume health facilities
flow from the central level to the health facilities.
thereby ising effective ification, supply
planning, ordering, stock management and
accountability for HIV and TB commodities
Supply chain _|Uganda's health supply chain system has not reached | COP19 copzz Additional new ERP software MVP components
infrastructure its full maturity level to allow for commodity security and modules inlive production at NMS and
and end-to-end visibility of the finance and commodity| linked to 230 high volume public ART health
flow from the central level to the health facilities. faciliies
thereby compromising effective quantification, supply
planning, ordering, stock management and
accountability for HIV and TB commodities
Oversight, Current program monitoring, surge for quality, and | COP19 copP22 Scale up change packages in 85% of high
technical epidemiologic analyses have brought Uganda close volume ART accredited sites including those in
assistance, and  [to HIV epidemic control. Data systems and analytics, central supported districts
supenvisionto  [however, need to be further developed for precision
subnational levels in targeting testing, reaching key populations, and
more agile epidemiology as cases get harder to find
and funds reduce
Oversight, The number of skilled health workforce available to | COP19 cop22 implement HRH Qlin 20 sites, document and
technical deliver HIV/AIDS senvices in the public sector has not disseminate lessons learned (HRH QI) to USG
assistance, and  |grown to match the growing demand and needs for Ps
supenisionto  |HIV services provision, thus compromising Uganda’s
subnational levels ability to further accelerate epidemic control
Oversight, Coordination and leadership of Uganda’s HIV COP16 cop21 90%
technical response in the decentralized approach as we move
assistance, and  [towards 95/95/95 still faces challenges of
ponision 1o perision, C ° oy, HRH
subnational levels |planning and management, quality assurance and
information use for decision making at national,
regional and district levels
Programand | Current program monitoring, surge for quality, and | COP16 copP21 (1) 61 Districts complete their own analysis and
data quality epidemiologic analyses have brought Uganda close ions for quarterly reviews
management  [to HIV epidemic control. Data systems and analytics,
however, need to be further developed for precision (2) HIBRID care & treatment data from 95% of
in targeting testing, reaching key populations, and USAID sites is within +/- 5% of DHIS2
more agile epidemiology as cases get harder to find
and funds reduce. (3) 32 analytical reports (8 per quarter)
from itative and qualitative data
each with recommendations for adjustments to
enhance program performance
(4) 200 sites visited (25 per quarter) and aided
o complete reports, analyze and present
to facility
(5) DHIS2 and HIBRID data transformation and
exchange into DATIM4U, and quarterly reports
completed on time for TWGs to use and prepare
for OGAC POART
HMIS systems | Rapid deployment of electronic medical records at | COP19 cop21 20 ART sites with Full arm EMR system
high volume health facilities and robust laboratory implementation in Regional, district hospitals and
testing systems need to be integrated using existing
unique identification algorithms into national health Regional Clients and provider registries
registries for data precision, patient management established
across the cascade, and monitoring of viral load Centralised Case Based data respository
suppression for epidemic control established at regional level
HIV health information exchange established in
the region
Mobile-based case reporting in commuties
single desktop EMR system in light volume:
facilities
HMIS systems | Rapid deployment of electronic medical records at | COP19 cop21 40 ART sites with Full arm EMR system
high volume health facilities and robust laboratory implementation in Regional, district hospitals and
testing systems need to be integrated using existing HC Vs
unique identification algorithms into national health Regional Clients and provider registries
registries for data precision, patient management established
across the cascade, and monitoring of viral load Centralised Case Based data respository
suppression for epidemic control established at regional level
HIV health information exchange established in
the region
Mobile-based case reporting in commuties
Single desktop EMR system in light volume
facilities
HMIS systems | Rapid deployment of electronic medical records at | COP19 cop21 50 sites with Full arm EMR system
high volume health facilities and robust laboratory implementation in Regional, district hospitals and
testing systems need to be integrated using existing HC Ivs
unique identification algorithms into national health Centralised Case Based data respository
registries for data precision, patient management established at regional level
across the cascade, and monitoring of viral load HIV health information exchange established in
suppression for epidemic control the region
Mobile-based case reporting in commuties
Single desktop EMR system in light volume
faciliies
HMIS systems | Rapid deployment of electronic medical records at | COP19 cop21 20 sites with Full arm EMR system
high volume health facilities and robust laboratory implementation in Regional, district hospitals and
testing systems need to be integrated using existing C s
unique identification algorithms into national health Centralised Case Based data respository
registries for data precision, patient management established at regional level
across the cascade, and monitoring of viral load HIV health information exchange established in
suppression for epidemic control the region
Mobile-based case reporting in commuties
Single desktop EMR system in light volume
HMIS systems | Rapid deployment of electronic medical records at | COP19 cop21 40 sites with Full arm EMR s
high volume health facilities and robust laboratory implementation in Regional, district hospitals and
testing systems need to be integrated using existing HC Ivs
unique identification algorithms into national health Centralised Case Based data respository
registries for data precision, patient management established at regional level
across the cascade, and monitoring of viral load HIV health information exchange established in
suppression for epidemic control the region
Mobile-based case reporting in commuties
Single desktop EMR system in light volume
facilities
Current program monitoring, surge for quality, and | COP16. cop21 District level OVC analysis for quarterly
epidemiologic analyses have brought Uganda close performance review at expert level. This level of
assistance, and  [to HIV epidemic control. Data systems and analytics, analysis includes: 1) Excel-based visual tools
isionto  |however, need to be further developed for precision such as dashboards with graphical
subnational levels |in targeting testing, reaching key populations, and representation of data from OVCMIS and other
more agile epidemiology as cases get harder to find secondary data; 2) key informant interviews and
and funds reduce focus group discussions with thematic analysis of
factors associated with enhanced or poor
3) geo-spatial analysis identifyi
locations where more OVC with high risk factors;
4) action plans with timeline
Programand | Current program monitoring, surge for quality, and | COP19 cop2z Single desktop EMR system established in light

data quality
management

epidemiologic analyses have brought Uganda close
to HIV epidemic control. Data systems and analytics,
however, need to be further developed for precision
in targeting testing, reaching key populations, and
more agile epidemiology as cases get harder to find
and funds reduce

volume facilities
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APPENDIX D — Minimum Program Requirements

. Adoption and implementation of Tess and Start with Program i mecting
demonstrable acoess across all age, sex, and risk groups,

with direct and immediate (>g5%) linkage of clients from

testing o treatment across age, sex, and rsk groups ™

Hapid opaimization of ART by obfering TLD to all FLHIY Program is meeting
weighing =30 kg (including adolescents and women of

childbearing potential), transition to other DTG-based

regimens for children weighing =20k, and removal of all

Derisaping based regimens =

- Adoption and implementation of diferentated service Program & mecting
dedivery models, mcluding sax-month MMD and delivery

muscdels to improve identification and ARV coverage of

mien and adalescents =

. All eligible PLHIV, including children, should complete Program is meeting
TR preventive treatment {TPT) |:|:|r='|-|:| of COFz20, and

CobErsmals, where indicated, must be fully integrated

into the HIV clinical care package at no cost to the

patsent ™

Completion of Diagnastic Network Optimization Program is meeting
activities for VL/EID, TB, and other coinfections, and

ongeRng monitoong to ensure reductions in morbsdity

and mortality acros age, sex, and risk groups, inchuding

o'ty access to EID and annual VL testing and results

dedivered to caregiver within 4 weeks.

. Seale up of index testing and self-testing, ensuring E;:LFT;* after
consent procedures and confidentiality are protected and R, site cenification
assessment of mtimate partoer vicdence {IPV) is and mandtoring

" PV);i approsch to be

0 v italing on when o stanl anlelroizal tharapy aml on pre-exposurs prophiylascs fke HIV. Geseva: Workld Health
Chganzzation, Seplember 2ms

u Uhpeare of recammendagions on first- asel second-line angiretrovical rogimens. Gesseva: Workl Health Organizacion,
July 2eng

B Consnlidatied guidelines o= the wse ol asticegrovizal dosgs Tor treating and prevenging HIY inhiction, Geneva: Wark!
Heialth Jrngasization, saih

B p stent Tubimvulosi et Upelatnd amd cmsolidated geidelises for programsaatic managemist, Seneva: Wark]
Health Orgasization, sml
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established. All children under age 15 with an HIV- developed with C503,
positive bislogical parent mest be teseed for HIV. GO and [Ps

. Direct and immediate assesanent tor and offer of Program i meeting
prevention services, inchuding PgEE, to HIV-negative

clients found through testing in populations az elevated

risk of HIV sequisition (PEFW and AGYW in high HIV-

burden areas, high-risk HIV-negative partners of index

cases, KP and adult men engaged in high-risk sex

practices

Aligrment of OVC packages of services and enmollment Program ks meeting
to prowide comprebensive prevention and treatment

services to OV ages o-r7, with particular focus ona)

actively facilitating testing for all children at sk of HIV

infection, 2] facilitating linkage to treasment and

providing support and case management for vulnerable

children and adolescents living with HIV, 3) reducing

risk for adolescent girds in high HIV-burden areas and for

g-14 year-old girls and boys in regard to primary

prevention of sexual violence and HIY.

. Elimination of all frmal and mbormal user fees in the Program is meeting
public sector for acoess to all direct HIV services and

miedications, and related serices, such as ANC, TH,

cervical cancer, PrEE and routine dinical services,

affecting access to HIV testing and treatmient and

prevention. ™

s assure program and sate standards are met by Program is meeting
integrasing effective quality assurance and CU) practices

into site and program management. COH is supported by

IF work plans, Agency agreements, and national policy. =

. Evidence of treatment and VL literacy activities Program i mecting
supported by Ministries of Health, Mational A1DS

4 Guidelines an HIV self testing and partner notification. Supplement to conselidated guidelines an HIY testing

services. Geneva Waorld Health Organdzation, zoab hitips: wowho inthiv/pubfself-testing hiveself-testings

guidelines /em!

5 Guideling on when 1o start antiretraviral theerapy and on pre-esposure prophylaxis for HIV. Geneva: Warld Health

Organization; zoag (hitp: | fuww. whoint fhiv/pobfguidelines \radyrelease-arvfen] .
B The practice of charging user fees at the peint of service delivery fae HIV treatment and care. Geneva: Waoekd Healih

Organization, December 200z
27 Technical Brief: Maintaining and improving, Quality of Care within HIV Clinical Services. Geneva: WHO, July zog
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Councils and other host country lesdership offices with
the general population and health care providers
regarding LI = U and other updated HIV messaging to
reduce stigma and encourage HIY treatment and
prevention.

. Chear evidence of agency progress toward local, Program is mecting
indigenous partner direct funding.

. Evidence of host government assuming grester Program i meeting

responsabilicy of the HIV response including

demonstrable evidence of year after year increased

resources expended.

. Mamatonng and reporting of morbadity and mortalsty Program is meeting
outcomes including infectious and non-infectious
morbadity.

Under discussion with
. Scale-up of case-based surveillance and unigue hest government and

ther stakeholders io
identifiers for patients across all sites, :u s i GEHT
comumiited 1o resobse at

R

Site level MPRs related to linkage and retention: During FY 2020 (COP19 implementation), all OUs
are expected to fully implement retention-related PEPFAR Minimum Program Requirements at
every PEPFAR-supported site, as these have a known impact on continuity of ART. Site level
implementation of these 4 elements must be assessed to inform COP20 planning. Below is a country
specific actions highlighting progress in addition to an effective tracking and tracing system in place
at each site.

irect and immediate (=gs%] linkage of clienis from testing, to treatment across age. sex, and risk groups.

Fapid optimization of ART by offering, TLD v all PLHIV weighing =30 kg {including adolescenis and swomen af
childbearing praentialj, transition to other DTG hased regimens for children weighing >20kg, and removal of all
nevirapine-hased regimens.

Elimination of all formal and informal user fees affecting access 1o HIY resting and treatment and prevention im the public
sectar for access 1o all direce HIY services ard medications, and related services, such as ANC, TH, Cotrimosazale, cervical

cancer, PrEF and rowtine clinical services.

Adpption and implermemation of differentiared service delivery models for clinically stable clients that ensures chioice
herween Ecility and community ART refill pick-up location and individual or group ART refill models. &l models should
offer patienis the apporunity to get & months of medication at a time withoui requinng repeai appointments or visiis.

146



APPENDIX E — Summary Actions/Progress by PEPFAR UGANDA
in Meeting the Minimum Country Specific Program Requirements

TLD
Transition

PrEP

Differentiated Service Delivery and MMS

Increased Host Government Resources

Unique Patient Identifiers

Localized supply chain stockouts has
slowed TLD scale up

Current government guidelines allow
for AGYW and PEFW, but most are not
accessing

Perceived supply chain insecurity has
slowed roll out of dispensing greater
than three months

Maintain GOU investment for ARV,

and other HIV commeodities.

“Unigque encugh” algorithm

Finalize unique identifier

Single USG strategy for investing in
HIS infrastructure
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Action/Country Progress

Improve commedity security through
aligned investments

1™ time ever 6-month ARV buffer

Build on existing PMTCT and
DREAMS platforms to scale PrEP for
these populaticns

ERP goes LIVE June zozo
Flanning with MOH to expand &-
month dispensing

GOU commitment to provide $5z
million in CY zoz

Working to accelerate HRH transihons
E-Health policy awaiting MOFFED
Certificate of Financial Compliance
When final, Unique identifiers ready to
go to scale in COMg



APPENDIX F — The People’s Voice Uganda and the Community
Priorities

Summary of Feople’s COP Asks

LAMGUAGE TO INMCLUDE IN CiiPzn TARGET LSG/PFEPFAR Action
CirFza

1. Walk the talk--pui communities at the center
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CiPzo will ensure soo of
PEPFAR supporied sites have
sufMicient funding Invested in
comminnity-led retentbon and
treatment program qualizy
improvement sirategies,
prioritizing treatment literacy,
stigma reduction and UsL, 1o
ensure access o quality treatment
services for all HIV treatment
sives and thelr corresponding
oommunities.

Target: o0 of FEPFAR supported sites fund community
led retention strategies.

Target: Increase the mimber of trained, supervised,
eqquipped and adequately remunerated community health
waorkers {community linkage (zoilitators, expert clienis, peer
leaders/educators, mentor mothers and peer huddies)
supporied 1o Ecilitate community-facility linkage and
fodlow-up for improved retention and treatment puLcomes.

Target: Increased PEPFFAR COPze HRH budget outlay for
community health worker recruitment should resalt in a
least spon additional lay health warkers in post by the end of
CP2n, with remuneration (non-taxed) of 350,000 UGK per
manth.

Targer: All PEPFAR-suppored sites should increase funding
for the three prongs of DAD so that all DSD options are
available at all sites and CCLADs and CDDPs are fully
functipnal. [Ps must increase their budget allocation for
DD implementation in OO Pan,

Targer: COPro should fund accreditation of all remaining,
HUs in Kalangala for integrated ART and aggressively
manage the [P (Rakai Health Sciences Project) to improve
retention in care amd 100% access to client-friendly services,
particularly for pediairics and sex workers and their Gmilies.

All sives will have a strong community component through
comrmunity-led retention strategies and community-facility
linkage; PEPFAR Uganda will work with C50s and GO o
develop guideline for minimum package by September zoaa,

Average remuneration for CHWs from the HEH inventory is
approximately $55 per month (v C50 recommendation of
5550, PEPFAR will standardize the approach te remuneration
across the varows PEPFAR 1P taking into consideration
differentiation by rural furban. PEPFAR will continue
advocating GOL) for a fommal cadre of CHW s,

PEPFAR will shift increased funding for Community client Led
ART Distribution madel {CCLAD) and Community Drag
[istribution Points {CODPFL All partners received an
increment of funds allocaied 1o both madels.

PEPFAR implementing partners will continue to work with
district leadership and the MOH to support ART accreditation
af eligible health facilities, including in Kalangala. We are
prinritizing non-facility-based outreaches and interventions o
minimize LTFLU in hard to reach areas such as Kalangala.

2. Key populations programming

CiPzo must fund a complere
redesign of Key Populatben
programs in Uganda heing
implemented through COP and
Key Population Investment Fund
{KPIF] support. The programs are
aul of step with the needs of HIV
positive and HIV negative Key
Populations in Uganda.

Targer: Across the country, Drap in Centers (0] must he
subjected to “community awdit” and should be replaced with
community-designed interventions that respond tothe
prinrities of key populations, including minimum
companents such as a: District-level key populations
conrdinator whaose cell phone number is known to
communities and can be available on a routine basis to
address client needs; a center staffed by ar beast 3 paid,
trained counselors, a prodessional clindcian, and providing a
minimum package of quality services including on site
access t PrEP ST screening and free treatment, counseling
and suppart, viral losd testing, and condoms and lubricant.

In COPan, an additional g Dropein Centers {D1Cs) will he
launched in high-prioriry districes; all Fr'eg DICs seill he
maintained. PEPFAR will intreduce KPP led DICs.

The community sconecard developed in collaboration with
U800 swill he used 1o maonitor service delivery. Community Led
Monivoring (CLRM ) will lunch in COPig and expand in COPan.

PEPFAR will work seith GO and C850s 1o ensure guidelines for
DICs include sccess to healthcare services sither onesite or
throwgh linkage 1o nearby Goilities; DCs swill be scaled up oo
inclhede an-site peer counselors, refill points for PrEP and ART,
and outreach testing services.
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Target: (P20 should fund continuows professional and
community health workers to improve client satisfaction.
The impact of training must be measured through
ananymous surveys o determine whether health worker
attitudes and high rates of stigma are improving.

Target: (P should fund a pilor with Uganda Bureaw of
Prisons and pdher pariners to implement an HIY prevention
and treatmeent literacy program, modeled an the MATharm
reduction program being implemented in parinership with
Hutabika.

Target: PEFFAR should publicly and actively suppon
decriminalization of HIY and of KPs in order to increass
uptake of life-saving services. decrease new infections, and
ensure evidence-based response in Uganda. PEPFAR shiould
fund establishment of rapid-response mechanisms for
windenoe elimination {either community or 1PV} through
phonearess or WhatsApp links, with a prodocel for how o
support KPs who are in trouhle.

Target: Haman rights interventions should invelve same
hasic legal literacy, particularly referral mechanisms for legal
assistance. Community health workers/peer navigaiors
shouald be emposwered 1o provide these services. Human
rights interventions should also involve improving safery
and security systems and processes, as well as sensitizatibon
wark in kocal communities where services are

located, provided.

FEFFAR in collaboration with MOH plans to suppont
canlineous professional and commuanity health waorkers 1o
ensune client satisfaction _ PEFFAR will incorporate client
satisfaction surveys inte service delivery and root cause
analysis, particularly for KPs.

COC has provided direct funding to Uganda Prison Services
TUPS) since 2o 10 implement HIY prevention and treatment
services. PEFFAR will plan a briefing te ensure all UPS program
information and data are shared and CS0% can provide input
an areas of improvement.

Inclusicn of MAT in UPS may require higher-level advecacy,
bhut PEPFAR has included this topic in discussions with (50
and U

Legal environment assessment is planned for COPg. This will
pravide all aciors with data for advacacy.

PFEPFAR is committed 1o achieving health putcomes such as
uptake of life-saving services and decrease of new infections.
This will be achizved throwgh various evidence-hased
interventions and clisnt-centered services that are respsnsive
1o client needs as determined in sarveys and rool cause
analysis. PEPFAR is also using insights from the HIV Stigma
Index study, which included a large percentage of KP
respandents, 1o ensare KP-friendly client-centersd
interventions.

PEPFAR will expand the SFECTRUM toll-free line and set ap
regional respanse centers o suppert referral and linkages for
warious services including [PY, PrEP, stc.

FEPFAR has begun assessing legal assistance mechanisms
throwgh the GEY (A Assessment tool. These data can be used
o advecate for improvements in forensic and legal servioes.

1+ Social emablers must e implementced
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3. Immediarely hal
implementation of polickes than
vinlate human righs

h. Resolve sociosconomic and
legal structural barriers affecting
women living with HIV

3. Expand comprehensive
services for women lving with
HIV

Targer: PEFFAR and GOU must rot fund implementing
pariners to restart index testing @nywibers without a
restructuring of the program o resclve fundamental barriers
1o guality = client centered testing - and 1o protect human
rights. Cur concerns rmust be resolved.

Target: COPz0 must invest in pragrams 1o reduce policy
and legal barriers that worsen women's ineguality and
perpetuate violence that further impacts the HIY response.
COP2a must imnprove access 1o guality and com prehensive
SRHE services and information for women and girls living
with HIY. All wamen and girls {irrespective of gender
identity or socioculiural or econemic status) should access,
utilize, and enjoy quality SEHE.

Targer: Pz should suppont interventions o address the
needs of women living with HIV and disabilities swith a
priority focus in Year 1 on infrastructere and sign language
interpreers.

OGALC sued a circular halting index testing for KPs until
FEPFAR programs can ensure index testing programs ane
implemented with confidentiality, non-coercion, and informed
congent. PEPFAR & developing site assessment tools and cliemt
satisfaction surveys to assure WHO and GOL gaidelines are
fodlowed before index testing fully resumes. PEPFAR's Index
Testing,. Key Populations, Adolescent Girls and Young Women
TAGYW ) Communities of Practice have collabarated with
8Os, WLHIV, and KP represemtatives to develop materials 1o
improve the quality of index testing, putting clienis first.
PEPFAR and MOH will share OGAC teols and index testing
infarmation with 1Ps to create an envirenment that is safer for
index testing and safeguards the human rights of all
populations we serve.

As mentionsd above, PEFFAR will expand the SPECTRELUM 1all
free line and set up regional response centers to support
referral and linkages for various services including, [PV, PrEPR,
e, FEPFAR has begun assessing legal assistance mechanisms
throwgh the GEY (A Assessment tood. These data can be used
o advocate for improvements in forensic and legal servioes.

In COPig PEFFAR funded four C50s to address PW D and swill
expand this im COPzo. PEPFAR will explore minsaor
infrastructure modifications in COPz20 amd seck pannership
with GGEM and GF for broader sysiematic suppoeris and sign
Language interpreter support.

4- High-impact prevention must be expanded through COPig and COP2o, focusing on
adolescent girls and young women (AGYW]L key populations, pediairies, and men
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i PEFFAR and GOL mimst
prioritize programs that address
soclo-ecomomibc, legal, and
struciural barriers to increase
service uptake by Adolescent Girks
and Young Women

PEPFAR CO3Pzo should prioritize
interventions for reducing stigma
and discrimination inschools
targeting both oys and girks.

4b. PrEP scale up must be
supperted through COPz

gc. Expand quality harm
reduction services

Targer: UOPw0 should invest in programs aimed at
improving the quality of services deliversd by and for young
pecple, by rapid expansion of the YAPs mode] nationally.
COP20 must ensure increased aocess to FP services and
comprehensive sexuality education for young peaple.

Target: PrEF must be rolled out nationally, with public
promotien of this high-impact prevention tool. COPig and
P20 should fund a pivol away from geographic and
population restriction, instead offer PrEP o all people at
substantial risk of HIY infection, everywhers, including
adolescent girls and voung women (AGYW ) and pregnant
and breastfeeding wamen.

Targer: Health sworkers must be trained o offer stigma-free
screening for PrEP eligibility, and supply forecasting must
he adjusted to enswre adequate FrEP supply and appropriate
natianal coverage.

Targer: COPw0 must suppart expanded commumity-based
harm reduction services including psychosecial
interventions for MAT clients, scale-up of the hub-and
spoke model for PWID in prisons and other closed settings,
stronger community models for refermal and linkage to MAT
and other HIV services. and education and training of healih
care providers, caretakers, families and PWID commuamities
ahout harm reduction.

YAaPs were included in O0Pw and is being scaled wp in COP2o
and will leverage family planning and sexuality education
services from other sources. PEPFFAR continues 1o advecate for
completion and redl out of the National Sexuality Education
[Program.

PEPFAR uses the “*Mo Means Mao® program with bath girls and
hows 1o complement anti-GEY and sexuality edwcation
[Programs.

In COPaa, FrEP will be offered te all people 2t substantial risk
afl HIV infections including AGYW and pregnant and breast
feeding waormen, with an increase in the PrEP targsts from
o, i i COPeg to g5a33 in OO P26

Ly L 0
Sals- Sals-
populatians Targeds | populabizins Targeds
W i T Fa IRL: S
s 08 Ss 15,120
BASK 1,171 BASK A%
PWIE 1] Wik whY
Feshie fsdlkes ERTI Feshusfalks HagT
Truchers asl
o hirra jin T 45
Pregnant
Waomen 4.r3h
Breast feeding
Waomen ERET
AW (i) T
AGYW eg-2a) | g0l
Totals (LT sl a1]

All health workers providing PrEP are trained to prafessionally
affer FrEP services with stigma-free screening. FEPFAR will use

client satisection surveys and rood casse analysis (o axsess
quality of counseling, including adherence 1o WHO and GOL
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guidelines regarding provision of prevention services withowt
comprehensive behavioral sereening.

The MAT program ar Butabika is expected to start in June zozo
and lessans will inform scale up.

In COPan, PWID programming will be expanded beyond
Kampala 1o Wakiso, Arua, Kibale, lganga, Mhbale, Jinja and
Taororm.
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5. Expand pediatric HIV diagnosis and gquality treatment access

Target: COPzo must expand Point-od-Care EID to cover alf
HIV-exposed infamis to improve rapid case detection and
linkage to treatment.

Target: |Ps must hudget for service delivery models that
increase pediatic treatment retention through treatment
education and support for caregivers, HIV positive somen,
children, and adolescents.

Target: Increasing new pediatric infections in Uganda must
he tackled through better quality treatment and prevention
programs that suppress the viral lead of HIV. positive
pregnant and breastfeeding women and proside PrEP and
retesting services for HIVonegative pregnant and
hreasifeeding women.

PEPFARs goal is for universal aocess for EID westing rapidly
linked 10 services. FEPFAR will use boah conventicnal and

Poine-of-Care EID to maintain the COPg implemeniation plan
e OO P,

Treatment will be provided for all CLHIY including infanis
Todlowing MOH Guidelines.

PEPFAR will continue to scale up optimized pediatric ART
regimens.

As mentionsd ahove, PrEP will be scaled up to include
pregnant and breasifeeding women.
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6. Srop suock-ouls

Target: The government and PEPFAR must work towards
eliminating treatment intermaption resulting from stock
outs of ART for adults and children. Communities must be
supported to monitor stock-outs at every step of the supply
chain.

Target: Pharmacovigilance systems must be put in place 1o
track adverse events, including at Community Dreg
[istribution Points. Pharmacovigilance commitbess at
district level should be put in place to monitor side effects of
drug interactions and long-verm use of ARV,

PEPFAR panicipates in GF and GO quantification discussions
for ARV and Mon-ARVY commodities with the Pharmacy
diwvision and Cuantification Manning and Procurement Lndt
{QIPPL 1o ensure there are na stock auts in both public and
private seciors.

PFEPFAR Uganda also works with OGAC and manufaoiurers o
remain informed abowt global stocks and supply chains of
multiple ARV medications 1o ensure there is equity of supplies
ACTOSS COURLTES.

FEPFAR will continue to suppart pharmacovigilanoe/safety
manitaring of commedities in PREPs and sill continue to work
with MMS o quantify and obtain commodities for the puhlic
SECLOT.

Currently, there is a global shortage of LPY/r due to low stocks
af APl; Uganda has worked with OGAC 1o advocate for the
commadity. It is anticipated that by June zozn, Uganda will
contimes the Peds Opiimization efforis 1o combat ¥1LWS and
HIVDE in children. In zoz, DTG wo-mg tahlets will be FO&
approved and children <20 kg will be able to take it if Uganda is
still experiencing LPV/r shonages.

PFEPFAR will imprave HIS for real-time sdverse event reporting;
PFEPFAR waorks swith [D] te conrdinaie pharmacovigilance
activities ensuring adverse event reporting at aotive
spontanensus sites [REHs 101 and Mildmay CoEs] including
clients in CDDPs supponed by above-site mechanisms.

PEPFAR will continue to engage an the pharmacovigilance task
force working with MOHJACPE, NDA, and [Ps on a safety
manitaring implementation plan for all nese ART producis.

Fodlowing the WHO mission recommendation, FEPFAR will
comduct a salery monitoring evaluation, and resulis will be
disseminated.

7. Address persistent human resources for health harriers
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Targer: UOP o must prioritize increased funding o deploy
additional priority health workers in clinical sites with high
walume, high vacancies and poor outcomes ard patient
satisfaction reponed amaong FLHIY.

Target: Government must increase ivs funding for the
recruitment, equitable deployment. and increased
remuneration of critical cadres of healith workers a5 part of
Gilobal Fund and PEPFAR co-linancing agreemenis, rather
than only explore anmual allocations for ART.

CP2o references the Mational Health Sector HEH coverage
plan. PEPFAR provides Technical Assistance 1o MOH for
quantifying investments and planning for funding and
ahsorption of seconded sialf.

PEPFAR seconds critical cadres at the national level to improve
MO H technical capacity to provide oversight, develop policies
and techmical guidelines, amd institutionalize partner- and
donar-supporied activities such as through rapid adoption of
nesw inmdvations for epidemic contral. PEPFAR will sirengthen
GO entities for increased oversight and leadership through a
G2l mechanism with Regional Referral Hospitals.

PEPFAR seconds stalf to sites to rapidly implement health
sechor policies aimed and accelerating and susiaining epidemic
contred.

FEPFAR builds District Health Team technical capacity for
district-led programming by convening all players within the
decentralized response sysiem for joint panning,
implementation, monitoring, and performance reviews that
inform the national system.

PEPFAR supporis VHTs and CHWs for effective commiunity
mabilization to increase access Lo service points and address
stigma and discrimination {especially amaong KPs). These
initiatives are linked 1o existing GOU community-hased
Programs i ensure sustainahblivy.

5 TEHIV service delivery

Targer: UOP o must invest in expanded TH service delivery
including ensuring TH sympom screening and wrine- LA
and Xpert MTR/EIF Ultra testing are heing implemented in
all settings where PLHIV present for care, including
aulpatient settings.

Targer: UOP 0 must support universal access te TET far all
cligible PLHIV [those currently on treatment wha have not
previnusly received TPT in addition vo those newly initiating
treatment) ard howseheld contacts of FLHITY with TE
disease. including children. The preferred TET regimen for
adulis shiould he sHP.

PEPFAR will scale up TR screening an clinkc eniry and will
hoost TE diagnostic capacity through placement of GeneXpern
machines at six high-volume sites. To address high rmres of TB
in prisans, PEPFAR provide TR preventive therapy to oo of
all eligible prisons and prison siaff.

CP2o srives for 0% TPT completion; PEPFAR partners will
achieve this through surge implementation and C0L

Limited access is cansed by stockouwt of TB kits. PEFFAR plans
1o procure TRLAM kits to improve acoess.
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g. Community-Led Monitoring for Advocacy

CP2o should fund independent,
community- and PLHIV led
manitoring of the state of service
provisien at PEPFAR-supporied sites
and escalate issues using advocacy
interventions. Key areas o be
manitared include poor
performance, poor gualivy of
services, poor health worker
attitudes, health, and righis
wielations, and stockouts and for
shomages of diagnostics and
ireatment.

The results of monitering must be
linked 10 a maodel of advocacy 1o
ensure an accelerated response from
all actors 1o address the issues
identified 1o ensure they are rapidly
rectified. The funding mechanism
must foster independence and

ATaANSPAreny .

Targer: U0 P20 suppoeris implementation of a routine,
rabust, independent community-led monitoring system led
by manitors swho are themselves service users.

PFEPFAR has engaged OS50 and various community sireciures
in critical stages of COPF planning amd delivery of services i
FLHIY and those at high risk of acquiring HIV.

PEPFAR has supported innovative indtiatives to monitor the
provision and quality of HIV services through wse of the
Community Scorecard. This has provided timely feedback 1o
HUWs about the quantivy, intensity and guality of services
affered by HFs to PLHIV. This has improsed access to high
quality HIV services.

In COPF 20, PEPFAR will engage CS0% to recommiend feasible
and efficient approaches/systems to monitor the access,
quality, and quantity of care services. These sysiems will he led
by independent community structures (e.g., C50s, local CEOs,
ather organized groups or cadres thar are not involved in
service delivery]l. This sill result in client-centered feedhack for
PEPFAR. MOH and service providers to improve access and
quality of treatment and prevention services. PEPFAR Uganda
s excited ahout this new, community led approach.
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APPENDIX G — PEPFAR/Uganda OVC Programming

PEPFAR/Uganda OVC Programming

FY20-FY24 Transition Roadmap Overview

25 March 2020
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Background and Rationale

PEPFAR Uganda developed a three to five-year vision for OVC programming based on
assumptions that:

e HIV epidemic control is likely to be announced in 2020
e PEPFAR funds, including those for OVC programming, will likely decrease after 2020

e GOU is accountable for resourcing and sustaining OVC service delivery and can and
should progressively take on more responsibility

This vision aims to maintain epidemic control and sustain services by shifting PEPFAR
investments towards system strengthening while continuing service delivery for critical
outcomes and sub-populations with a focus on children and adolescents living with HIV
and/or in families struggling to maintain viral suppression, HIV-exposed infants living in
severely vulnerable households, severely vulnerable AGYW at high risk of HIV, children
exposed to sexual abuse, and children of key populations. Leveraging non-OVC funds and
platforms to maintain caseloads and sustain broader service delivery must increase. In 5-10
years, epidemic control will continue to be maintained as national, district, and community-
level structures and institutions lead in the financing and provision of critical services.
Uganda’s systems will be more self-reliant and will sustain past PEPFAR investments while at
the same time vulnerable children and families at risk of poor outcomes due to HIV will have
built greater resilience, reducing their demand for services.

In January 2019, after considering recommendations from different agencies, Ambassador
Malac decided to move forward with USAID’s proposed approach and leadership in the
implementation of this vision. Accordingly, responsibility for service delivery will consolidate
under USAID in a phased and deliberate manner. Specialized programming from Peace Corps,
State Department, and DOD (for military populations) remain unaffected by this
consolidation.

Overarching Assumptions and Guiding Principles

The interagency vision for PEPFAR OVC programming in Uganda over the next 3-5 years is
based on the following assumptions:

e Epidemic control is likely to be announced in 2020; PEPFAR priorities will shift to
consolidate and maintain epidemic control

e PEPFAR OVC priorities after 2020: children and adolescents living with HIV and/or in
families struggling to maintain viral suppression, HIV-exposed infants living in severely
vulnerable households, severely vulnerable AGYW at high risk of HIV, children exposed to
sexual abuse, and children of key populations.

e GOU is accountable for resourcing and sustaining OVC service delivery and can and
should progressively take on more responsibility with targeted support

e PEPFAR funds will likely decrease after 2020. Despite 10% earmark, HKID funds will
therefore also decrease.

e Other sources of funding (both public and private) will be available for leverage but
funding levels and total estimated gap are uncertain.
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The OVC portfolio has matured in recent years to align with and support overall PEPFAR
objectives in Uganda. Continued program evolution must sustain and advance these gains,
even as PEPFAR priorities also shift to maintaining epidemic control. Likewise, the anticipated
programmatic transitions must mitigate any adverse consequences for beneficiaries.

Further guiding principles include:

e Continue to emphasize the interests of children and families in all decisions and apply
data-driven decision-making to drive targeting of beneficiaries and services.

e Continue to coordinate and leverage all aspects of the PEPFAR portfolio involving
children, adolescents, and their caregivers regardless of agency lead, with a particular
focus on community-clinic linkages

e Make difficult though strategic decisions to preserve PEPFAR investments in the most
critical OVC program components while providing targeted technical assistance to
progressively transition other components to GOU and other development partners

e Leverage synergies with other USG investments beyond PEPFAR

e Accommodate the fluid operating environment with continuous reflection, learning, and
adaptation using all available data and experience

As the OVC portfolio progressively consolidates under USAID, there is a compelling need to
preserve the interagency collaboration that has made the current program relevant, strong,
and successful.

Ongoing coordination should be situated within the existing PEPFAR Uganda governance
structure, comprising interagency Technical Working Groups for treatment and prevention.
Oversight, collaboration, and alignment and integration of the USAID-led OVC portfolio
within PEPFAR will continue either through the “collaboratives” established under each TWG
or through alternative arrangements developed in the interagency and approved by PEPFAR
Uganda leadership. As other USG investments are more intentionally leveraged, it will be
important to periodically engage those entities within the “collaborative” for joint planning
and coordination. Structured opportunities for senior PEPFAR leadership to engage with the
OVC team will be regularly scheduled throughout the transition process to ensure that the
OVC portfolio remains in-step with broader interagency PEPFAR priorities and goals

Maintaining Services through Beneficiary Transitions

Any transition of beneficiaries between mechanisms elevates the risk for interruption of
critical services. While agencies are accustomed to transferring beneficiaries from a closing
mechanism to a new mechanism, it is a rare event to do this between agencies.

PEPFAR Uganda previously navigated a complex transition of almost 60,000 beneficiaries
among CDC, DOD, and USAID mechanisms during FY 2017 and FY 2018. Fortunately, the
following robust lessons learned from this experience will guide future beneficiary transitions
with the goal of minimizing any adverse consequences for beneficiaries, such as interruption
of services:

e Start the process at least 6 months before mechanisms end

e Develop plans jointly with incoming and outgoing mechanisms, facilitated and monitored
by a third party and consistent with SOPs to be established by the interagency

¢ Communicate early and often with beneficiaries and district-level stakeholders
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e Adopt successful existing implementation modalities wherever possible (e.g., high-
performing CSOs, support to district governments, arrangements with health facilities and
other service providers)

¢ Ensure that required documentation (e.g., beneficiary case files) are up-to-date, available,
and transferred to incoming mechanisms

e Maintain open communication, transparency, and accountability at the interagency level,
with regular discussions on progress and challenges

Six CDC mechanisms and 1 DOD mechanism will transfer OVC programming in their districts
to USAID mechanisms, including the transfer of any active OVC beneficiaries. Two USAID
mechanisms will also end and make similar transitions to follow-on USAID mechanisms.
Peace Corps, State Department, and DOD military-serving activities will continue, as
determined in annual COP processes.

The timeline for all transitions is harmonized to coincide with the end dates of each
mechanism. These end dates also align with USG fiscal years and COP cycles, which facilitates
future planning and resource allocations. No premature transitions are planned.

While preparations must begin during FY 2020, the first wave of transitions will occur in FY
2021 and will need to be accounted for in COP20 planning. This timeline does not alter target
and budget allocations already approved in COP1g9.

USAID will incorporate this timeline and the guiding principles into the scopes of follow-on
mechanisms to ensure continuity of services. These follow-on mechanisms will align with
existing clinical regions (led by different agencies) to facilitate continued close coordination
with clinical services, regardless of the agency clinical lead. As with the prior interagency
transition, USAID will deploy a dedicated transition advisor to facilitate joint planning and
active monitoring of transition processes.

All agencies have critical roles to play in adhering to anticipated timelines, defining SOPs for
transition, managing their respective mechanisms to carry out the agreed SOPs, and providing

interagency oversight during each wave of transition.

Agreed actions and milestones are summarized in the Summary Roadmap on the following
page.
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FY 2020

FY 2020
to FY 2024

USAID ensures that new service delivery mechanisms are in place to facilitate
transitions and maintain continuity of services

USAID brings on board a dedicated transition advisor to facilitate transition planning,
monitoring, and troubleshooting
Interagency develops SOPs for transition, led by USAID transition advisor

All agencies ensure beneficiary records (e.g., case files) and reporting (e.g., OVC MIS,
OVC Tracker) are aligned with national standards, complete, and up to date through
ongoing DOAs and other actions

All agencies prioritize household graduation and restrict new enroliments to most
critical cases (e.g., non-suppressed CLHIV, HIV exposed infants in severely vulnerable
households, children experiencing sexual abuse, and children of KPs) in the final year
of their mechanisms

All agencies comply with anticipated timelines and established SOPs to achieve
smooth beneficiary transitions, with active support from the USAID Transition Advisor

USAID mechanisms ensure continuity of services and clinical coordination for
transferred beneficiaries
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