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1.0 Goal Statement

This Regional Operational Plan (ROP20) is the second forthe West Africa Regional (WAR) platform
which comprises Burkina Faso, Togo, Ghana, Liberia, Mali, Senegal, and, newly added in ROP 2o,
Sierra Leone. As evidenced by programmatic pivots and improvements in efficiency and
effectiveness that have occurred over the past year, the West Africa Regional platform continues to
consolidate its vision to catalyze sustained epidemic control in seven countries in West Africa
by leveraging national and donor investments to implement adaptive, evidence-based
interventions to reach, test, treat, and retain Key Populations (KP) and People Living with
HIV(PLHIV) in settings with the greatest HIVburden.

WAR will continue to align proposed activities with Fast-Track and the Sustainable Development
Goals (SDGs). Continued ambitious targets and transformative shifts at all levels are necessary
elements to Fast Track the HIV/AIDS response. To date, Ghana and Togo have specific Fast-Track
action plans to accelerate the HIV response in high burden cities, however, each of the countries in
WAR have adopted the Fast-Track targets of 9o-90-90. Achievement of the 9o-90-90 Fast-Track
targets will put countries on course towards achieving the SDG goal of ending the AIDS epidemic
by 2030. In alignment with the SDG goal to end the AIDS epidemic and to leave no one behind in
West Africa, the U.S. President’s Emergency Plan for AIDS Relief (PEPFAR) is working with national
stakeholders to provide quality, client-centered care and reduce barriers to accessing treatment for
all PLHIV.

Working in close collaboration with the various Host Country Governments, Civil Society
Organizations (CSOs), the Global Fund to Fight HIV/AIDS, Tuberculosis and Malaria (GFATM),
the Joint United Nations Programme on HIV/AIDS (UNAIDS), the World Health Organization
(WHO), and other partners, the PEPFAR program in the West Africa Region aims to support the
achievement of epidemic control at four different levels by 2021

1. In Burkina Faso and Togo, with the second year of “Game Changer” supplemental
funding, PEPFAR aims to achieve the 9o-90-9o goals in Burkina Faso,and the 95-95-95 goals
in Togo, through direct service delivery, targeting the highest-burden sites for KP and
PLHIV. In collaboration with the Ministry of Health (MOH) and GFATM, PEPFAR will
support the national scale-up of best practices currently implemented at PEPFAR-
supported sites.

2. In Ghana, PEPFAR aims to achieve 95-95-95 in the Western Region of Ghana and one (1)
adjacent district in Western North region.

3. In Liberia, Mali, and Senegal with supplemental Ambition funds, PEPFAR will expand
existing KP activities to additional high-burden areas to reach epidemic control in KP
groups, namely men who have sex with men (MSM) and female sex workers (FSW). PEPFAR
will also target priority populations and children/partners of KPs.

4. In Sierra Leone, a newly added country to the West Africa Regional platform in ROP20,
PEPFAR will focus on 15 high-burden sites with the goal of significantly boosting national
performance across the clinical cascade as well as expanding existing KP activities in
targeted areas. Consistent with the Planning Level Letter (PLL), Health Resources and
Services Administration (HRSA) will continue to work to improve human resources for
health (HRH) and clinical quality.
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In 2018, in West Africa Region, 57% of PLHIV knew their status, 40% of PLHIV were on
antiretroviral therapy (ART), and 21% of PLHIV were virally suppressed .!

During ROP20, in Burkina Fasoand Togo, PEPFAR will enroll 5,692 and 7,318 PLHIV respectively
on (ART), retain 30,736 and 43,905 PLHIV on ART at PEPFAR sites, and ensure 95% viral load
suppression (VLS). Burkina Faso’s increasingly tenuous security situation and rise in internally
displaced persons (IDPs) may limit the ability to meet these enrollment goals; however, Burkina
Faso was given additional funds specifically to fund a new project supporting IDPs living with HIV.

In Ghana, 4,574 new PLHIV will be added to the treatment cascade to reach and retain 24,096
PLHIV active on treatment and ensure 95% VLS in the Western Region and one adjacent region in
Western North; best practices will be amplified across the rest of Ghana's national system.

For Liberia, Mali, Senegal, and Sierra Leone 5,367 PLHIV, 6,671 PLHIV, 4,083 PLHIV and 2,509
PLHIV will be identified, linked, and retained on ART respectively, and ensure 95% VLS.

At the site level across all countries, emphasis will be placed on continuing to implement client -
centered approaches with effective case finding, linkage to care, retention strategies, and scale-up
of VL access. CQI approaches and community-led monitoring will also be a focus to improve the
quality of site-level services and client outcomes.

At the national level across all countries, PEPFAR-West Africa will work in partnership with host-
country governments, various National AIDS Control Programs (NACP), Ministries of Health
(MoH), the GFATM, and other key stakeholders to address barriers that limit the ability to reach
90-90-90 targets throughout the region. PEPFAR will coordinate with donors and CSOs to support
the governments’ implementation of client-centered services and approaches to reach, treat, and
retain PLHIV.

In ROP20, West Africa Region will continue scaling client-centered policies and approaches, such
as the use of peer navigators and case managers, to improve testing, linkage to treatment, and
retention. PEPFAR-West Africa will support implementation with fidelity of effective policies,
namely test and start, index testing and partner notification, and differentiated service delivery
(DSD) with multi-month prescribing and dispensing (MMD). Stigma and discrimination reduction
activities for KP and PLHIV and the elimination of informal user fees will also be implemented to
remove barriers to services. Addressing systems weaknesses in supply chain (including completion
of TLD transition and removal of nevirapine-based regimens), laboratory management, and
monitoringand evaluation will remain a critical focus. Oral pre-exposure prophylaxis (PrEP), a new
prevention modality for West Africa, will be introduced in Ghana and Mali to reduce the risk of
HIV acquisition. The other countries in the WAR platform will work on the development and
adoption of country-level policies and protocols for PrEP.

National consultations are regularly held with stakeholders through PEPFAR steering committees,
as part of GFATM Country Coordination Mechanisms (CCMs), or other existing forums of
cooperation to analyzebarriers in programming, review achievements, and to ensure synergy in the
implementation of best practices. PEPFAR teams are working closely to build synergy with GFATM
programming in the development of the country funding requests due this year.

' Estimated using data from UNAIDS. http://aidsinfo.unaids.org. Dataaccessed April 1, 2019.
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At the regional level, PEPFAR-West Africa will continue to share expertise, resources, and cross-
country best practices. This information sharing will be done during the quarterly PEPFAR
Oversight and Accountability Reporting Tool calls and relevant regional training meetings.
Multilateral entities such as West African Health Organization, UNAIDS West Africa and Country
Offices, and the GFATM will continue to be engaged to support countries in scaling-up effective
policies and to eliminate system barriers. Civil Society will be engaged both at site and above site
levels as implementing partners, carrying out community-led monitoring and oversight.

In ROP20, Senegal, Liberia, and Mali will use Ambition Funds to increase case finding and
linkage targets with a focus on diagnosing men and children and retention. Ambition funds will be
used to complement ROP20 core funds to expand successful interventionsto new sites and regions,
as well as bolster activities at existing sites. Ambition Funds will also be used to test, treat, and
retain internally displaced persons (IDP) living with HIV in Burkina Faso and Mali.

In Senegal, Ambition funding will be used to expand high-quality, client-focused KP programs to
four new sites in Saint-Louis, Kolda, and Sehdiou to accelerate strategic case finding across KP
populations (MSM and FSW) and close the gap in the first and second gos. Activities will include
KP testing and reinforcing testing using high-yield modalities, as well as testing of partners and
children of Key Populations Living with HIV (KPLHIV). PEPFAR will also expand its case worker
and peer navigator network to ensure adherence. With Ambition funding, PEPFAR aims to identify
and link an additional 1,014 PLHIV to treatment. PEPFAR will also use Ambition funding to increase
support to military facilities and the services they provide to servicemen, their dependents, and the
surrounding population by expanding index testing and targeted testing at military sites using risk
assessment tools.

InLiberia, PEPFAR will use Ambition funding fora surge in Montserrado County with an estimated
60% of the national HIV burden, and in four new high-burden sites in Grand Bassa County and
Margibi County with the aim of closing the gap in the first two gos. This surge will expand index
testing in the general population with focused outreach to priority populations (women and men
over 25, TB patients, inpatients, high-risk men, and caregivers of exposed infants) through targeted
strategies that include information on Undetectable=Untransmittable messaging (U=U) to
promote testing, linkage, and retention and to provide index testing to existing ART clients.
Technical assistance (TA) for Early Infant Diagnosis (EID) at 17 focus facilities will ensure that
exposed infants receive testing and follow-up, which is currently a significant gap in Liberia.
Ambition funds will also create demand for testing among men with male-only clinics and flexible
hours, as well as the introduction of HIV self-test kits in priority community locations. Through
these interventions, Liberia aims to link an additional 2,164 PLHIV to treatment.

In Mali, Ambition funding will be used to expand to 14 new sites in the current regions of Bamako,
Segou, and Sikasso to implement targeted case finding and index testing strategies to improve gaps
in the first go. PEPFAR will expand index testing and other high-yield modalities to the new sites,
as well as expand the reach of peer navigators and case managers to strengthen retention and VL
suppression. Ambition funding will also be used to expand the integration of the eTracker into the
national Health Information Management System (HMIS) with the introduction of Unique
Identifier Codes (UICs) and electronic medical records in the District Health Information Software
(DHISz2) at the new sites. With this additional funding, Mali will put an additional 3,255 PLHIV on
treatment.
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Pervasive insecurity continues to threaten case-finding and retention in Mali and Burkina Faso.
With the displacement of PLHIV due to conflict in both countries, Ambition funding will also be
directed towards retaining Internally Displaced Persons (IDP) PLHIV on treatment. PEPFAR will
support the Governments of Burkina Faso and Mali to mitigate attrition caused by insecurity,
prevent new infections, and provide patients with a pathway to stay on treatment. In Burkina Faso,
this support will include technical input into a consolidated action plan; funding to suppoit
community-based organizations to deliverservices to IDP PLHIV; MMD; the roll-out of streamlined
Monitoring and Evaluation (M&E) tools and Standard Operating Procedures (SOPs); and the
provision of tools for Gender-Based Violence (GBV) prevention, HIV testing services (HTS), and
Post Exposure Prophylaxis for IDPs experiencing sexual violence. In Mali, PEPFAR will provide
support to areas with health facilities that have been overwhelmed by an influx of IDPs to ensure
IDP PLHIV have access to care and can be retained on treatment.

2.0 Epidemic, Response, and Program Context

2.1 Summary statistics, disease burden and country profile

Witha combined population of105.8 million inhabitants (CIA Factsheet), the West Africa PEPFAR
Region has an estimated 850,000 total PLHIV (Spectrum; UNAIDS) in 2019. The number of PLHIV
was estimated at 337,636 in Ghana (Spectrum 2019), followed by 151,937 in Mali (Spectrum 2019),
110,000 in Togo (Spectrum 2019), 96,000 in Burkina Faso (UNAIDS data 2019 report), 73,870 in
Sierra Leone, 42,044 in Senegal (Spectrum 2018), and 39,484 in Liberia (Spectrum 2018). The HIV
prevalence is higher in urban areas than rural areas, higher among women than men, and higher
among KP, such as MSM and FSW. The HIV epidemicis defined as concentrated in KP in Mali,
Senegal, and Sierra Leone, while Burkina Faso, Togo, Ghana, and Liberia have a mixed HIV
epidemic.

HIV prevalence in the region varies in the general population between countries and in KP groups.
In Burkina Faso, with an estimated 96,000 PLHIV and a prevalence rate of 0.7% (AIDSInfo 2018),
HIV prevalence among MSM is 1.9% and 5.4% among FSW (IBBSS 2017). Adult women, adult men,
and children represent 55%, 35%, and 10% of the PLHIV in Burkina Faso, respectively. The PEPFAR
prioritized regions of Centre, Centre Ouest, and Hauts Bassins are hometo about 66% ofthe PLHIV
in Burkina Faso.

In Togo, the number of PLHIV is estimated at 110,000 with an overall prevalence rate of 2.3%.
Estimates among MSM are 22% and 13 % among FSWs (IBBSS 2017). Adult women, adult men, and
children represent 56%, 33%, and 1% in Togo, respectively (UNAIDS 2019). The PEPFAR-prioritized
regions in Togo of Lomé commune, Maritime, and Plateaux regions are home to about 78% of
PLHIV.

Ghana is estimated to have a total population of 29,340,248, and an estimated 330,000 PLHIV
(UNAIDS 2018 data). The HIV epidemic is defined as a mixed epidemic, and HIV prevalence is
higher in urban areas than rural areas, higher among women than men, and higher among KP such
as MSM and FSW. Ghana has an estimated HIV prevalence of1.7% among adults (Spectrum 2019),
18.1% among MSM (GMS 11, 2017), and 6.9% among FSW (IBBSS, 2016).

In Liberia, HIV prevalence was 1.3% in 2018 (Spectrum 2018), with an estimated 39,484 PLHIV.
Prevalence is 16.7% among FSW (Liberia, 2018 IBBS) and 37.9% among MSM (2018 IBBS).
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Mali has a total population of about 19.1 million (World Bank, 2018). The number of PLHIV was
estimated at 151,937, with a general HIV prevalence of 0.8% among the whole population and 1.4%

among adults age 15-49, in 2018 (Spectrum 2018). Prevalence is 13.7% among MSM and 8.7% among
FSW (IBBS 2018).

HIV prevalence in Senegal was 0.5% (2018), though prevalence among FSW is 6.6% and 27.6%
among MSM. There are an estimated 73,870 PLHIV in Sierra Leone with an adult prevalence
of1.5% and prevalence 0f8.5% among sex workers, 14% among MSM, and 8.5% among persons who
inject drugs (PWID) (UNAIDS Sierra Leone factsheet).
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Standard Table 2.1.1
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Tahle x.1.1 Host Country Government Results: GHANA
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Table 2.1.1 Host Country Government Results: LIBERIA, MALI, SENEGAL, and SIERRA LEONE
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Standard Table 2.1.2

Table z.1.2 95-95-05 cascade: HIV diagnosis, treatment and viral suppression®
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*These should be national data; if the data do not exist, PEPFAR data may be used if relevant.

Estimates for testing, treatment, retention, and suppression for key and priority population groups (below grey line) should only be included if
reliable data exists.

Cite sources

(Spectrum 2018, AIDSINFO, UNAIDS Key Populations Atlas)
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Figure 2.1.3Updated Nationaland PEPFAR Trend for Individuals currently on Treatment*
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*These graphs show UNAIDS data, as PEPFAR data is unavailable.
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Figure 2.1.4Updated Trend of New Infections and All-Cause Mortality Among PLHIV
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Figure 2.1.5 Progress retaining individualsin life long ART in FY19

As FY2oisthe first year new PEPFAR programming, PEPFAR/West Africa does not have dataavailable.

Figure 2.1.6 Proportion of clients lost from ART 2018 Q4 to 2019 Q4

As FY2oisthefirst year new PEPFAR programming, PEPFAR/West Africa does not have data available

Figure 2.1.7 Epidemiologic Trends and Program Response for your Country (Figure 2.1.1.3in COP20 Guidance)

Fewer positives to find than are currently on treatment
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Slow progress and a long way to go

Ghana
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Figure2.1.8 Netchange in HIVtreatmentbysex and age bands2018 Q4to 2019 Q4

As FY2oisthefirst year new PEPFAR programming, PEPFAR/West Africa does not have dataavailable.
2.2 New Activitiesand Areas of Focus for COP20, Including Focus on Client Retention

PEPFAR/West Africa will implement client-centered, client-friendly approaches across the clinical
cascade to improve client linkage and retention in ROP20. PEPFAR programs will continue to
develop and expand improved service delivery, including evidenced -based interventions such as
expanded days and hours of service (extended hours/Saturday clinics), male-friendly clinics (men’s
corners, alternative locations for service delivery where men usually congregate), and family-
centered care and treatment approaches.

All seven countries will implement community-led monitoring as part of Continuous Quality
Improvement (CQI). Led and implemented by CSOs, community-led monitoring will include: (i)
monitoring of policy implementation (Index Testing, Test and Start, multi-month dispensing
(MMD), Tenofovir/Lamivudine/Dolutegravir (TLD) Transition, elimination of informal user fees);
(ii) Mystery Client surveys; (iii) routine data collection regarding quality of HIV services ; (iv)
collection and monitoring of discrimination/stigmatization; (v) advocacy for removing of barriers
to access to care and treatment services; (vi) monitoring of corrective actions implementation; and
(vii) monitoring government financial commitments.

In ROP20, the PEPFAR programs in Togo and Burkina Faso will ensure implementation with
fidelity of retention and viral suppression strategies started in ROP19, with an increased focus on:
(i) client-centered approaches across the clinical cascade; (ii) CQI including community-led
monitoring; (iii) VL scale-up; (iv) retention on treatment; and (v) strengthening supply chain
management. Emphasis will be placed on scaling-up MMD.

CQI approaches namely, the Plan-Do-Study-Act (PDSA) cycle and collaborative model will be
used to address gaps identified by routine performance reviews to increase retention and quality of
service. Each facility will apply the PDSA cycle, an iterative four-step problem-solving process, to
identify, test, and implement changes that can result in best practices. Systematic application of
PDSA cycles will help to ensure thatall service changes/activities related to providing men-friendly
services, self-testing, MMD, reducing LTFU are planned and tested and that feedback is
incorporated before scale-up. It will address systems issues affecting the performance of providers
and service quality.

Violence, including physical, sexual, emotional, and economic violence, increases HIV risk,
decreases HIV testing uptake and disclosure, and decreases enrollment and adherence to ART. For
GBV prevention, Burkina Faso and Togo will offer information on rights and will develop a
network of KP-friendly violence-response service providers to make services more responsive.
Talking to KP members explicitly about the impact of violence on HIV vulnerability also encourages
testing among those who may not recognize that they are at risk. Burkina Faso and Togo will also
work with the police, who themselves are common perpetrators of violence, which can improve
KPs’ ability to congregate, to use condoms and lubricant without fear of arrest. The PEPFAR
program will work closely with the human rights observatories in each country to document and
address GBV. For GBV response care and treatment, Burkina Faso and Togo will provide violence
response services in the context of KP HIV programming to make services more responsive.
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In ROP20, PEPFAR/Ghanawill work towards achieving 95-95-95targets in the Western region and
in one adjacent district (two facilities) in the Western North region. Activities will institutionalize
quality improvement approaches to provide client-centered services across the HIV continuum of
care. ROP2o0 activities will strengthen index testing across all facilities to ensure it is implemented
with fidelity and according to WHO and PEPFAR standards for safety and confidentiality. To
achieve adequate growth of TX_CURR over time, activities will ensure sustained achievements of
TX_NEW targets through active referral and linkage, use oflinkageregisters and operationalization
of Ghana’s policies for task shifting and DSD. PEPFAR/Ghana will continue to build the capacity of
data officers to ensure quality data collection and reporting, which will enable effective and timely
monitoring of treatment growth indicators. Activities will also focus on active linkage and timely
follow-up oflost clients. Emphasis will be placed on U=U messaging in the community and at the
site level, as well as in training of media personnel to help promote awareness of the benefits of
adhering to treatment and being virally suppressed. PEPFAR/Ghana will also support the scale-up
of PrEP and HIV self-testing, as well as community monitoring activities to ensure adherence to
PEPFAR Minimum Program Requirements (MPRs). New activities will include support for
implementing PrEP, including demand creation among serodiscordant partners, KPs, and other
eligible HIV-negative persons. Activities will also support HIV self-testing to increase case finding,
particularly among youth, men, and KPs.

In ROP20, PEPFAR/Liberia will expand to four additional health facilities in two additional
counties (two in Margibi and two in Grand Bassa) and two additional community sites in
Montserrado County totaling support to 17 health facilities and nine community sites. ROP2o0 shifts
include VL specimen transfer for all PEPFAR-supported facilities with tracking of VL results for all
patients at the facilities, and community-led monitoring activities. Furthermore, because current
PEPFAR retention support focuses primarily on KPs, only 16% of patients in PEPFAR -supported
facilities are currently receiving retention support. In ROP20, PEPFAR/Liberia will provide
retention support and tracking of loss to follow-up (LTFU) for all patients at its 17 supported
facilities, with links to CSOs for community-based follow up.

Maryland County, in the Southeast corner of Liberia, bordering Coted'Ivoire, is in the South Eastem
Region which has the second-highest HIV prevalence in Liberia after the South-Central Region
(which includes Montserrado, Margibi and Grand Bassa Counties), and includes a major
commercial corridor. HRSA’s family medicine, nursing & midwifery, and rural internship training
activities in Maryland County create greater opportunities for improving direct service delivery,
including for HIV. In ROP2o0, targets have been established for Maryland County,and new activities
will be carried out to assure linkage, retention, and viral suppression. Index testing will also be
introduced. Community monitoring, retention, and other support will take advantage of existing
community outreach platforms and relationships. KP activities will be enhanced with possible
addition of new prevention services. Efforts will be undertaken to assure reliable availability of HIV
commodities including to support MMD.

With supplemental Ambition funding, PEPFAR/Liberia will also implement a 12-month surge to
expand index testing in the general population from the 17 focus sites in three counties and will
include focused outreach to priority populations (TB clients, in-patient clients, high-risk men,
caregivers of exposed infants) through population-targeted strategies that include information on
U=U to promote testing, linkage to treatment, and retention. With a relatively small population
and tight geographic focus, this 12-month surge will improve case-finding of those who do not
currently know their status and those who know they are HIV+ and are not on treatment, paving
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the way for the additional support in the ROP for client-centered clinical care, retention, and scale-
up of VL services. Activities also include TA to EID to address the critical gap in ensuring exposed
infants receive testing and follow-up, men-only clinics and weekend clinics to encourage men to
seek HIV-services, and introduction of HIV self-test kits in priority community locations such as
urban and peri-urban slums for guided self-testing to particularly target men.

In ROP20, PEPFAR/Mali will expand to 14 additional districts with high-burden urban sites in the
current regions of Bamako, Sikasso, and Segou. The national PLHIV network will be contracted to
increase client-centered approachesat health facilitiesand in the community. PEPFAR will support
satellite sites for aggressive, highly targeted case-finding, linkage and retention to care. To
accelerate case-finding, PEPFAR will expand successful strategies implementedin ROP19, including
the Enhanced Peer Outreach Approach (EPOA) and peer navigator outreach, while continuing to
hone strategies to ensure that they are client-centered for key and priority populations, such as
targeted community-based services for DSD and adapting clinic services to be more user
friendly. PEPFAR will strengthen retention by supporting task shifting to nurses, expanding and
strengthening patient tracking both at the site and community level, as well as accelerating the
implementation of the eTracker and the UIC. To advance progress of the 3rd 9o, PEPFAR will
support the optimization of the national lab network and ensure proper sample transportation,
while enhancing demand creation activities at the site and community level. PEPFAR/Mali will also
procure PrEP commodities in ROP20 to address the rising rate of new infections.

Mali is facing rising instability and conflict, resulting in over 200,000 IDPs, many of whom gravitate
towards major urban areas in Bamako, Segou, and Sikasso. To ensure that PLHIV among IDPs can
continually access HIV services, in ROP20 PEPFAR will implement activities in ROP20 to support
and retain IDPs PLHIV on treatment. PEPFAR will leverage the knowledge and expertise of existing
U.S. Government (USG) and international humanitarian actors in Mali (Office of U.S. Foreign
Disaster Assistance, Food For Peace, United Nations Office for the Coordination for Humanitarian
Affairs, World Food Program) to strategically design and implement interventions aimed at finding
known and unknown positives among IDPs in PEPFAR regions and ensuring they access quality
clinical services by targeting PEPFAR sites with “surge” support for direct service delivery.
Programming targeting IDPs will also ensure an adequate patient referral and tracking system to
ensure retention on treatment in a fluid and unpredictable population movement context.

In ROP20, PEPFAR/Senegal will expand to nine additional sites and scale up client-centered
approaches thatare being used in the four existing sites. PEPFAR/Senegalwill also further optimize
case-finding to focus on finding men and asymptomatic clients. To ensure retention on treatment,
PEPFAR will expand peer navigator and case manager networks, and ensure that flexible services
are available to link and retain men and KPs on treatment (modified hours, KP-friendly services,
etc.). Critical VL. commodities, including VL reagents and cartridges, will be procured for PEPFAR
sites, and will be accompanied by the creation of SOPs to optimize VL commodity distribution, and
interventions to ensure timely communication of results to patients and to increase demand for VL
testing. Interventions will be undertaken to optimize the national lab and sample transportation
network to drive achievement towards the third go.

In Sierra Leone, through PEPFAR central funds, HRSA is currently supporting differentiated
testing and linkage to care at 11 sites in the high burden Western Area. Four high burden district
hospitals in neighboring Port Loco will be added, bringing the total number of supported sites to
15. Index testing has been implemented with fidelity and is producing very good results. This
intervention will continue to be scaled in ROP20. With the additional funding through ROP2o0,
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PEPFAR will extend its support to the full cascade at these 15 sites, enhanced by client centered

approaches including community monitoring, and targeting barriers such as effective commodity
quantification, effective VL coverage, and progress on remaining gaps with MPRs.

2.3 Investment Profile

Table z.3.1 Annual Investment Profile by Program Area®
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Country

GNI per Capita in USD?

Burkina Faso $670
Togo $660
Ghana $2,130
Liberia $610
Mali $840
Senegal $1,410
Sierra Leone $490

The Gross National Income (GNI) per capita in the seven focus countries in West Africa range from
US$490 in Sierra Leone to $2,130 in Ghana. Only Ghana ($2,130 GNI per Capita) and Senegal ($1,410
GNI per Capita) are classified in the lower-middle-income category. The other countries are

2 GNI per capita, Atlas method (current US$) - Ghana. The World Bank Data.

https://data.worldbank.org/indicator/NY.GNP.PCAP.CD?locations=GH. Published 2019. Accessed March 2,

2020.

35| Page




classified by the World Bank as low-income countries (Mali: $840; Burkina Faso: $670; Togo: $660;
Liberia: $610; Sierra Leone: $490). The HIV response in West Africa is largely funded through
external development partners (donors), households, and public revenue. Across West Africa, the
GFATM is the largest external source of funding for the HIV/AIDS response. For ROP2o0, Year Two
Game Changer funding will be provided to Burkina Faso and Togo. PEPFAR core funding will
increase to Liberia, Mali, Senegal, and Sierra Leone. Lastly, supplemental Ambition funding to
Liberia, Mali, Senegal,and Burkina Fasowill expand programming. GFATM allocations forall seven
countries increased in the 2020-2022 cycle compared to the 2017-2019 allocations.

Among the seven countries, Burkina Faso is the only country that funds a significant portion of
its HIV/AIDS response, estimated at 41%. The GFATM contributed 28% of the total expenditure in
2018 ($9,450,802) in Burkina Faso. The contribution of the PEPFAR program represented 4% of the
total expenditure. The majority of the domestic resources were used to purchase antiretrovirals
(ARVs) and pay staff'salaries. 48% of the expenditures related to antiretrovirals (ARVs) came from
domestic resources. Year Two Game Changer funds will contribute to filling some of the remaining
gaps to reach 90-90-90 goals. These national funding levels may drop given the prioritization of
budget expenditures to the security sector in response to a precipitous decline in security.

In Togo, despite a 26% increase in domestic HIV/AIDS funding from 2016 to 2018, the country
remains dependent on external resources, while providing 28% of the HIV response funding.
According to the National AIDS Spending Assessment report, in 2018 $18.7 million was spent on
HIV services. The GFATM contributes 41% of funding, while PEPFAR funding represents 10% of the
expenditures. In general, 54% ofexpendituresare related to care and treatment. Dom estic resources
are mainly used to finance ARVs and the health system strengthening. Thirty percent of ARVs are
purchased with domestic resources. Year Two Game Changer resources will contribute towards
filling commodity gaps.

Ghana has received a cumulative total of $342 million from PEPFAR and GFATM to address
HIV/AIDS. The Government of Ghana (GOG) allocated $1.22 billion for health in 2020, slightly
higher than the allocation of $1.17 billion in 2019. Ghana’s National Strategic Plan (NSP) 2016-2020,
which is in its fourth year of implementation, is projected to cost $494 million, with treatment
making up the largest share of the NSP budget (61%, $302.8 million). Prevention of new infections
(behavior change communication and condoms/lubricants) will account for 13% ($65.5 million),
while critical enablers (policy environment, stigma and discrimination, coordination and
management of the HIV/AIDS response) represent 17.5% ($86.5 million). Synergies with
development sectors (health and community systems strengthening, social protection programs,
etc.) constitute 8.1% ($39.8 million). The direct cost of the prevention and treatment programs is
$368 million, forming 74.5% of the total cost, while indirect cost constitutes the remaining 25.5%..
Stakeholders are currently meeting to develop an updated NSP for 2021-2025.3

In Liberia, the GFATM is the primary funder of the HIV response, including all related testing,
ARV, and laboratory commodities. PEPFAR contributes the second largest investment towards the
HIV response, followed by the Government of Liberia and UNAIDS. PEPFAR and GFATM
investments are both focused on supporting key and vulnerable populations but include additional
high-risk populations. PEPFAR, GFATM, UNAIDS, and NACP have routine meetings and interact
and collaborate closely through the CCM. The Government of Liberia pledged to purchase sexually

3 Ghana’s National HIV & AIDS Strategic Plan 2016- 2020
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transmitted infection (STI) medications as part of their contribution and cost share for the HIV
response. That pledge was partially met in 2019, but it was insufficient for the country’s needs.

In Mali, the GFATM is the primary funder of HIV testing and treatment services. For services
targeting KPs, the GFATM supports the Kayes, Koulikoro, and Mopti regions while PEPFAR
provides KP-focused and priority populations prevention, testing, treatment, and adherence
support in Sikasso, Segou, and Bamako regions. ROP20 PEPFAR funding will be used to bolster
services, purchase PrEP commodities to address the rising rate of new infections, and provide free
STI treatment as part of a comprehensive care and treatment package. PEPFAR also supports data
quality improvementand TA to laboratories and VL testing. UNAIDS and the WHO provide TA to
reinforce implementation of the three gos. UNICEF specifically supports pediatric services,
including prevention of mother-to-child transmission. Unitaid supports some HIV self-testing
research.

In Senegal, the GFATM is the primary funder of the HIV response, followed by PEPFAR, and then
the Government of Senegal. PEPFAR and GFATM investments are both focused on supporting key
and vulnerable populations, and PEPFAR coordinates closelywith the GFATM to ensure that clients
receive a full package of services. The Government of Senegal has advocated to use PEPFAR's target
setting methods for GFATM KP programming. The GFATM also purchases the majority of the
commodities for the response, including ARVs, VL reagents, and PrEP. In ROP20, PEPFAR will
purchase VL reagents and point-of-care cartridges (for PEPFAR sites only) to create VL ‘centers of
excellence’ in PEPFAR sites, and is coordinating with the Government of Senegal, GFATM, and the
Clinton Health Access Initiative (CHAI) to ensure the optimal allocation of these commodities.

In Sierra Leone, PEPFAR is the second largest contributor behind the GFATM, with the
Government of Sierra Leone meeting its GFATM co-funding obligation. PEPFAR and GFATM
investments are both focused on supporting key and vulnerable populations, though PEPFAR
support is far more targeted to these populations. PEPFAR coordinates closely with the GFATM to
ensure complementarity of programming. The GFATM also purchases most HIV commodities,
including rapid test kits (RTKs), ARVs, and VL commodities. GFATM has expressed willingness to
support PrEP.
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Standard Table 2.3.2

Table z.3.2 Annual Procurement Profile for Key Commodities

LI:".::T:::“ Country Total Expenditure | % PEPFAR % GF :":.1]:.?::-:-, % Other
Burkina Fasa® 13,000,837 o sor Ha 8.0 LEE
Togo L4, 68008150 a3y ot 1o
Gihana Sz 208,464 o Ha'a 1wy ot
ARV Liberia® £1,454 3z G2 o g
Bdali 55,1 o Ha'la a0 ot
Senegal
Sierra Leorse ¥y 1
Burkina [Faso® 1,0 5, 000 15k G5
T $774, 36751 55 3 17
Crheana 86,6E7O26 o ax i o't
Rapid test kits Liberia® L2053, gh by & 100y
Pl 81,158, geb.05 14" T4 13. 86%
Senegal £ 5,244 0 1oy
Sierra Leome ¥ 1"
Burkina Fasa® §1. 300,287 o 52 48
Tingn
Cihana
Lither drugs Liberia® f27, 060,24 & o' o't oM
Pl S78g, ph BR o 00
hamieg
Siorra Loore oy
Burkina Faso® 84,424,047 o g0’ Bt
Togo $300, 244 06 ot 5 g5
Gihana $1,253, 647 o 00y o't ot
Lab reagenes Liberia® Sahh, g Ha o 1oy
Plali $1, 7460, 305,20 1oy
Senegal e Gyn.0 B4 o'l
Sierra Leone oy
Burkina IFason® 1655 a1 o bTa Wala b Bo.oo
Tango Sgnand.h L] oy
T A 1 st
Gihana 1,735 &) & Bk [LINFPA)
Condams Liberia®
Pdadi
hamieg
Sierra Leorse 1oy
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Included in lab
reagents

Burkina Fam®

Sind 1L TG G ] 50 44

Viral Lot [ heani

eommodities Liberia® £346,178 00 1y

Mak £3 60 378 ah a8, =3

Senegal £1,15.4,.167-00 53

Rierra Lo 100y

Burkina Fam®

Crhana

VMO kits Liberia® Mot applicabde to West Africa Begional

Mali

Senegal

Sierra Leome

Burkina Faso

Cahsaima

MAT Laberia Mot applicabde to West Africa Begional

Mali

Senegal

Sierra Leome

Burkina Fasm®

Crhana

Other commuodities Liberia®

Bk 85,197.271.28 Ha'l 2tk

Senegal

Sierra Leomne 1oy

T'astal

*Data is from FY2019, FY20 data was not available
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Standard Table 2.3.3

Table z.3.3 Annual USG Non-PEPFAR Funded Investments and Integration

Mon-FPEPFAR

Fundi C ‘ Total LISG - e O # Co- PEPFAR COP
I_J“: MR untry Mon-FEPFAR 'w_mﬂ!'“ o Funded Co-Funding Ohjectives
Saurce Resources Funding 1M Contribution
PEPFAR IMs )
Buarking Fasa 54,000,000 . o I|:|_rrr|:--\. ement of mother and
@ child health
Togo o o o
i 1]
Ghana $a3,000,000 iL0go.303 Cines 1] Shis4.656 Activities relate to GHEM-PSM
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Liberia P . o NiA |t\'.'\d1.l.l.'l.j miternal and child
mortality
=T . i
Mali Sl e s . o MiA Prevent maternal and child
deaths
- . i
Senegal A a5 B T 2] NIA Prevent maternal amd child
i deaths
Sierra Leome £, OO
Burkina Faso 5] [} 5] M
Togi 8] 1] 8] MiA
Lhana 5] [} 5] MIA
LISAIDTE Libseria o o o Mia
Bali 5] 5] o] Wia
senegal o o o MiA
Sierra Loome
Burking Fasa P, . o ) Prevention and treatment of
A malaria
Towgis o o o
" MiA
Ghana §28 aao, 000 S04, 630,000 Cine (1) o Activities rolate mo GHSM-PSM
654,656
LISALD Malaria Liberia $14_CHM0, 000 Iiudul:'l.' martality and
morbidity from malara.
Mali i, 000,000 . o MjA IE-'.\'JuL'L: mitlaria morhidity and
maortality
4,514,680 For Turn (2] NiA
Senegal §24, 000,000 Aoy Mk : Redwee malaria and roartality
Hierra Leome £15, CI0HT, L0
Healthy ti o i f
Burkina Faso SO, 00D o [ FEINEY S !||:|||1!.|' AN FPACITY,
[rEgnncies
Support family planning (FF)
activity to implement and
Togo i1, 525, a00 o Ul 1) Mi catalyme pathways to scaling up
! FP High Impact Practices
I".1.|1|i|1_.' Manning [HIFs)
Ghana LIRSS et R3O O Cine (1) &higg,b56 Activities relate o GHSM-PSM
Inerease access and availability
Liberia &6, 000,000 B tova full range of contraceptive

methods.
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Increase hoalthy timing and

S615,00000

Mali §173,000,000 o o MNiA A
spacing of pregnancy
senegal £15,C10H3, L0 1,045,205 5] MIA
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Burkina Faso o o M
5]
Towgis 5] o MIA
5]
Gihana o o MIA
o
LI %, Liberia Joint Clinical
MNIH Liberia T Research Partnership
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Lihana §2 200 000
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€DC (Global e T i bt emerperci
Health Security) f ’ K ’
- events
. N GHBA support staff towards 51
Mali I 1] M
B 40 0010 ) and lab capacity LIEES, VL)
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~ 1
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Burkina Faso
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[WasH]
Other (specify) Liberia
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military in prevention, care and
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in the planning and
implementation of a
Seroprevabenee and Hehavioral
Epideminlogy Risk Survey
ISABERS) among partner

military
Senegal
Sirrra Leome
. Elimination of trachoma and
Burkina Faso &5, BE4 nos o o 4] .
3554 ather NTIs

Support disease -endemic
countries oo oontrod and
eliminate NTIN with proven,
cost-effective public health
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2.4 National Sustainability Profile Update

Ghana was the only country to carry out a Sustainability Index Dashboard (SID) in 2019. While
Ghana’s policies, laws, and regulations enable a permissive environment for HIV services, there are
still opportunities to improve linkage to ART services, increase retention on treatment, and reduce
stigma and discrimination. Ghana continues to face sustainability challenges, which threaten to
slow gains in the HIV response. Several critical Sustainability Elements have either continued
to worsen or fluctuated since first completing the SID in 2015, including data for decision-making,
domestic resource mobilization, laboratory, service delivery and supply chain, and civil society
engagement.

PEPFAR/Ghana will prioritize activities to address some of those gaps, such as supporting data
quality to improve data-driven decision making and providing TA to optimize supply chain and VL
systems. Other gaps, such as increased domestic resource mobilization, will be addressed through
continuing advocacy in coordination with the GFATM and the Embassy Front Office.

The GFATM has prioritized the procurement of HIV commodities including ARVs, VL reagents,
and other essential commodities in the next funding request, so Ghana can provide ART to 8% of
PLHIV by 2023. In addition, GFATM has increased allocation for CSO interventions to improve KP
programming and expand community interventions to sustain HIV programs, expand the DHIS2
eTracker, reinforce and sustain the supply chain reform, and promote performance -based financing
through decentralization of funds and robust financial management systems. PEPFAR has reduced
its investments in KP programming in FY2020 and is strategically focusing on a combination of site
level and above site level support to reach epidemic control in Western region, thereby setting a
path that other regions can follow towards achieving epidemic control in Ghana.

In ROP20, the other six countries will carry out a SID exercise.
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While the West Africa Region has not been mandated to transition to indigenous partners in
ROP20, PEPFAR/West Africa is committed to building the capacity of the many local partners that
currently serve as sub-recipients of PEPFAR funding throughout the region. In addition, local
partners will be directly contracted to carry out community-led monitoring (see Section 4). These
sub-recipients will be selected based on demonstrated strong performance. The West Africa Region
will continue to build management and technical capacity.

2.5 Alignment of PEPFAR investments geographically todisease burden

PEPFAR has analyzed the available data to ensure that our investments are geographically oriented
to the areas of highest disease burden.

In Burkina Faso, as illustrated in the maps below, the HIV burden is concentrated in Centre (2.1%
HIV prevalence), Hauts Bassins (1.5% HIV prevalence), and Centre Ouest Regions (1.4% HIV
prevalence). These three regions are home to 66% of PLHIV in Burkina Faso (NACP program data).
They also account for 65% of PLHIV among FSW, and 86% of PLHIV among MSM (BBS 2017).
According to the gap analysis done in collaboration with the host country, these regions continue
to have the largest gap to reach the 9o-9o0-go targets. PEPFAR program will maintain the focus on
those three regions. With Ambition funding, to mitigate the growing insecurities, PEPFAR will also
contribute to Burkina Faso government’s efforts to maintain PLHIV on ART in one affected region
(Centre-Nord) which has high HIV prevalence (1.4%) and is home to half of IDPs, currently
estimated at 765,000 (UNOCHA Feb 2020). This growing insecurity in the Centre-Nord region and
concentration of internally displaced people and limits on access by security forces and health care
providers may limit the effectiveness of Ambition funding.
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Figure 2.5.1A Burkina Faso: People Living with HIV by Region, Gaps in ART Coverage and
Viral Suppression
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In Togo, as illustrated in the maps below, the HIV burden is concentrated in the Southern regions.
Lomé Commune, Maritime, and Plateaux regions are three southern regions that are home to 78%
of PLHIV. PEPFAR will continue its focus on those three regions but will work closely with the MoH
and GFATM to scale-up PEPFAR sites’ best practices across the country. The figures below show
the distribution of the gaps towards achieving the 9o-go-9go targets.
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Figure 2.5.1B Togo: People Living with HIV by Region, Gaps in ART Coverage and Viral
Suppression
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PEPFAR/Ghana will continue its support to the Western region to achieve 95-95-95 targets. The
Western region is one of the higher HIV burden regions in Ghana with a prevalence of 1.49%
(national estimates, 2019). The Western region continues to experience an expansion of tourism
and mining industries, which will lead to an increased number of KPs, especially FSWs with
resultant increase in transactional sex. Currently, the Western region has the highest number of
FSWs in the country, estimated at 20,000 (BBS, 2016). In addition, PEPFAR/Ghana will implement
activities in one additional district (Sefwi Wiawso) in the Western North region. The Sefwi Wiawso
district represents 26% of the total PLHIV in the Western North region. To maximize efficiencies,
investments within the Western region will be prioritized according to the disease burden across
the 14 districts in the region.
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Figure 2.5.1C Ghana: People Living with HIV by Region, Gaps in ART Coverage and Viral
Suppression
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In ROP20, PEPFAR/Liberia will expand to four additional health facilities in two additional
counties (two in Margibi and two in Grand Bassa) and two additional community sites in
Montserrado County, totaling support to 17 health facilities and nine community sites. Building on
the gains under ROP1g, this will ensure scale-up of evidence-based guidelines, policies, and
strategies to the majority of clients while maintaining a relatively tight geographic focus in the
county. At the community level, PEPFAR will target resources in nine community sites in
Montserrado County and will use the facilities in Grand Bassa and Margibi as a springboard for
index testing and retention strategies. GFATM will purchase all commodities, provide strategic TA
for VL and support additional facilities and communities in Margibi and Grand Bassa Counties.
Through HRSA, PEPFAR will also focus on two sites in Maryland County (which is in the region
with second highest prevalence), introducing index testing and leveraging existing community
platforms already connected with HRSA activities in the County to link, retain, and achieve viral
suppression, including among KPs. The 2017 KP size estimation confirmed that Montserrado
County has the highest numbers of MSM and FSW and provides information on hot spots which
continues to be refined by PEPFAR to inform strategies. Grand Bassa and Margibi have the third
and fourth highest estimates with Nimba County second.

Figure 2.5.1D Liberia: People Living with HIV by Region, Gaps in ART Coverage and Viral
Suppression

Peogie Uving with 1OV (Quantile Map)

Legend
LBR_admi

() 465- 714
B 714-1470
Bl 1470 - 20351

0.75 0

In Mali, to avoid duplication of efforts regarding KP services, PEPFAR and GFATM entered into a
rationalization agreement in 2017 that specified that PEPFAR would cover KP services in three high -
prevalence regions for KP (according to a 2015 mapping study): Bamako, Sikasso, and Segou. In the
past, PEPFAR also covered KP services in a fourth region, Gao; however, because the results from
Gao were so low, it was decided to concentrate resources on the three higher-yield regions in
ROP2o0. Given the rising rate of new infections, PEPFAR will be expanding to 14 additional sites in
the urban, high-burden regions of Bamako, Sikasso, and Segou. These sites will also be KP-focused
but with an emphasis on index testing of partners and children of KP. One challenge PEPFAR will
address is the issue of PLHIV IDP who have been displaced due to the current conflict. PEPFAR will
support the retention of these PLHIV on treatment in 14 districts.
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Figure 2.5.1E Mali: People Living with HIV by Region, Gaps in ART Coverage and Viral
Suppression

MALI

ART Coverage by Bagion

With the shift in ROP1g to a KP-focused program, the PEPFAR/Senegal program is focused on four
regions with high incidence among KPs. In FY20, PEPFAR will implement in KP hot-spot sites in
the high burden areas of Dakar (two sites), Mbour, and Ziguinchor, and is engaged in a KP-focused
targeted testing strategy. Senegal’s shift from a general population program in FY18 to a KP-focused
program in FY19 resulted in an increase in yield to 8.2%, a considerable increase from the 1.9% yield
demonstrated in FY18. The increased yield has had a dramaticimpact on the total number of PLHIV
identified; in FY20 Qy, yield for the program was 17%, and more PLHIV were identified in Q1 of
FY2o thaninall of FY19. Given these encouraging results, PEPFAR/Senegal is adding nine additional
sites to the fourexisting sites. The PEPFAR/Senegal will be implemented in thirteen health districts
in six regions: Dakar (five sites), Ziguinchor (two sites), Thies (two sites), St Louis (two sites), Kolda
(one site), and Sedhiou (one site). The expansion to additional sites in the North (St Louis) and the
South (Ziguinchor, Kolda, Sedhiou) is due to the changing dynamic of the epidemic (KP mobility)
and transborder activities. PEPFAR/Senegal provides TA to the National AIDS Council (NAC) and
MoH to implement cross-border activities with Gambia, Guinea Bissau, and Guinea Conakry in
order to reduce cross-border infections among MSM and FSW along the southern border.
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Figure 2.5.1F Senegal: People Living with HIV by Region, Gaps in ART Coverage and Viral
Suppression
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In Sierra Leone, HRSA’s extensive TA to 15 high burden sites will produce evidence and a roadmap
for broaderimpact across the national response, in which new data will inform the strategy. GFATM
coverage in the high prevalence Bo District is high. PEPFAR activities will focus on the highest-
prevalence Western Area as well as four sites in Port Loco district which are of great concern to the
Government of Sierra Leone, particularly in the absence of strong partners in this heavily
commercial district.

Figure 2.5.1G Sierra Leone: People Living with HIVbyRegion

HIV HIGH BORDEN DISTRICT IN SIERRA LEONE

2.6 Stakeholder Engagement

Across all the countries in the West Africa Regional program, the PEPFAR/West Africa teams work
in collaboration with key stakeholders, including host country governments, the GFATM, CSOs,
MoHs, and Non-governmental organizations (NGOs) in the fight against HIV/AIDS. The
development of ROP20 was a participatory process that included consultation with key
stakeholders in the HIV response and reflects this high level of collaboration. In all countries,
regular coordination meetings are held to ensure alignment of strategy and review results and
progress.

In each of the countries, regular review mechanisms have been put in place to review progress. The
country status regarding the minimum program requirements was analyzed, and corre ctive actions
proposed. Given the tremendous need to ensure synergy and complementarity, all the country
teams have engaged continuously with GFATM and in each country, PEPFAR indicators and
progress will also be reviewed in the Quarterly CCM meeting. Each of the NACs, NACPs, CSOs and
Fund Portfolio Managers of the GFATM have been involved in the gap analysis, the definition of
the priorities, strategies,and the selection of the sites. Discussions were done also to ensure synergy
with the upcoming NSP against HIV/AIDS, and upcoming GFATM Grant.
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Within the U.S. Missions, each of the Ambassadors have been briefed on the major pivots in the
programs. The PEPFAR teams will rely on Ambassadors in each country to be very involved in any
discussions with Ministries of Finance about domestic resource mobilization for HIV. PEPFAR
teams have also presented ROP20 plans to their Interagency Health groups, where they exist.

Most importantly, CSOs, including MSM and FSW associations and networks across the region,
have been foundational players in PEPFAR discussions. They remain essential throughout the
process to ensure transparency, accountability, and synergy. They have actively contributed during
the national in-country consultations, and in each country will be sub-recipients of funding to
strengthen their ability to demand quality services for those they represent and hold PEPFAR and
the Host Country Governments accountable. A CSO representative from each country actively
participated at the ROP20 meeting in Johannesburg and presented CSO-budgeted plans for
community monitoring. CSOs will continue to play a key role in the implementation and
monitoring of the PEPFAR programming.

In each of the countries, consultations were held with the statutory Presidential entities overseeing
the HIV/AIDSresponse. In Burkina Faso and Togo, this national consultation was led by the NAC.
All the consultations involved the majoractors ofthe national HIVresponse (MoH, CSOs including
associations and networks of KP, UNAIDS, GFATM, UN Agencies, and implementing partners).
Particular attention was paid to describing the ROP20 process, analyzing ROP19 Q1 performances,
and ensuring understanding of the ROP20 minimum program requirements and the various policy
barriers that would have to be addressed.

The PEPFAR/Ghana team works very closely with the GOG, GFATM, and UNAIDS, through
routine meetings and ad hoc interactions. Following the USG planning meeting, a stakeholder
meeting was convened on February 3, 2020, to discuss the Planning Level Letter and proposed
activities, challenges, and solutions with the Government of Ghana, civil society, GFATM’s country
coordinating mechanism, the private sector, UNAIDS, and WHO. The group provided suggestions
and felt the overall direction and activities addressed the gaps and needs in Western Region. The
team worked closely with civil society to identify the critical elements that would make up the
proposal for community-led monitoring.

In Senegal, PEPFAR will continue to work with the NAC and the NACP on coordination and

cooperation with other donors and partners in the HIV/AIDS space. NAC has an existing quarterly

coordination meeting, which the PEPFAR/Senegal team will use to support implementation of
PEPFAR MPRs nationwide, tackle service delivery bottlenecks - including supply chain issues, and
share PEPFAR data and best practices with a wide audience. PEPFAR/Senegal will also build off
existing GFATM-initiated community monitoring efforts. PEPFAR will provide resources to existing

KP advocacy networks in Senegal to ensure that the PEPFAR team gets consistentfeedback on what

clients are seeing, needing and asking forin terms of HIV/AIDS services. PEPFAR/Senegal will strive

to focus down on client-centered services by listening consistently to the clients themselves.

In anticipation of ROP20, the NAC hosted the PEPFAR/Senegal stakeholders’ meetings where the
Government of Senegal, civil society, KP advocacy groups, NGOs, and others collectively reviewed
PEPFAR minimum requirements and technical priorities. The group also discussed geographic
scope and how to best allocate Ambition Funds to maximize program impact.

In Liberia, two separate national consultations were held with CSO partners and MoH on February
2 and 10, 2020 respectively. During these consultations, emphasis was placed on ROP20 MPRs and
policy barriers, which need to be addressed to enhance access to services. Consultations also
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focused on the ROP20 process in general, overall recommendations for improvement, and various
critical next steps. To further strengthen ongoing consultations, PEPFAR/Liberia will host bi-
annual CSO and KPs consultations and is kick-starting PEPFAR IP meetings now that HRSA is also
part of the regional program.

In Liberia, there are various technical working groups (TWGs) on M&E, supply chain, HIV
prevention, TB/HIV, etc., and PEPFAR will ensure its participation in these TWG meetings as a
means of remaining actively engaged with stakeholders.

In Mali, as PEPFAR expands into additional sites in Bamako, Sikasso and Segou and supports
PLHIV IDP, PEPFAR will continue to liaise closely with GFATM to ensure there is no duplication
of services. Each ofthe NACs, NACPs, CSOs, and Fund Portfolio Managers ofthe GFATM have been
involved in the gap analysis, the definition of the priorities, strategies, and the selection of the sites.
For ROP20, USAID also conducted similar country stakeholder consultations before the meeting.

In Sierra Leone, PEPFAR will continue to work with the National HIV/AIDS Secretariat (NAS),
NACP, UNAIDS, and the GFATM CCM to coordinate the National response and optimize the
contributions of the various donors. Work is underway to harmonize scopes of work in sites where
more than one partneris carrying out TA, and NACP is prepared to make some shifts in partner
site coverage to avoid duplication as well as be able to hold each partner accountable for
independent results. Also, as a new country in the West Africa Regional Program, Sierra

Leone will take advantage of the capacity of the other countries in the Regional Program to
quickly take advantage of best practices and other insights.

Private sector involvement in HIV is limited in West Africa. While private sector actors are to be
members of the quarterly CCM meetings and in some countries provide HIV services in urban
areas, participation in most countries can be improved. PEPFAR will, where appropriate, actively
seek opportunities to engage private sector players and faith-based organizations in PEPFAR
programming.

3.0 Geographic and Population Prioritization

Burkina Faso does not yet have granular data at the district level. Thus, three regions are
considered to be priority SNUs. These three regions, Centre (49% of the national gap to 81% ART
coverage), Hauts Bassins (21% of the national gap to 8% ART coverage), and Centre Ouest Regions
(15% of the national gap to 81% ART coverage), have the highest gaps and were therefore prioritized,
accounting for 66% of all PLHIV nationally. While close, none of the three prioritized regio ns are
expected to reach 81% ART coverage by 2020. Rapid scale-up towards saturation will be done in
these three prioritized regions in order to reach 85% of ART coverage by 2021. Above -site activities
will also contribute towards improving the overall national cascade. It is expected by 2021 at
national level, that 90% of PLHIV know their status, 81% of PLHIV are on ART, and 73% of PLHIV
are virally suppressed (90-90-9o goals).

The disaggregation by age and sex revealed low coverage among children and adult men. The ART

coverage among children and adult men were respectively 21% and 46% in 2017 versus 80% among
adult females in 2017. The available data does not allow the identification of gaps disaggregated by
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5- year age bands. Corrective actions are being undertaken during the implementation of COPig to
strengthen the monitoring and evaluation system to collect data by five-year age bands and by sex
for better decision making. There is also a lack of information regarding the ART coverage among
KPs, however it is assumed coverage is low, due to the high level of stigma and discrimination
(Burkina Faso Factsheet UNAIDS 2018). The ROP20 program will maximize opportunities to reach
KP, men, and children, and to address barriers that have limited their access to ART. A six-month
strike by health care workers has been suspended, but not fully resolved, may negatively impact the
quality and timeliness of national data collection to measure advancement to 9o-90-9o goals.

Togo also does not have well disaggregated data at the district level, so the gap analysis occurred
at the regional level. With Game Changer funds, Maritime, Plateaux Regions, and Lomé Commune
were prioritized in ROP1g for saturation and scale-up to reach the first and second 9o by 2020. In
ROP20, the focus will be maintained in those three regions which are home to 77% of PLHIV in
Togo. PEPFAR’s programmatic objective will be to support the Togo government to reach 95-95-95
by 2021. The gap analysis indicated that Lomé Commune reached 86% ART coverage (DataPack).
This can be explained by the movement of PLHIV from other regions to Lomé, given better access
to services and due to stigma and discrimination. PLHIV often travel each quarter to Lomé to pick-
up their ARVs, so MMD is a priority.

The disaggregation of the gaps by sex and age revealed Togo’s national program faced challenges
in reaching adult men and children. There is limited data in terms of ART coverage for KPs due to
stigma and discrimination. However, existing data shows low ART coverage among MSM (13.5%)
and FSW (23.9%) in Togo. In ROP20, the Game Changer funds will maximize opportunities for
reaching these population sub-groups and address barriers that have limited their access to ART.

In ROP19, PEPFAR/Ghana shifted its strategy from supporting KP programming in five high-
burden regions to supporting direct service delivery models to achieve epidemic control in the
Western region. The overall objective is to demonstrate that achieving epidemic control in Ghana
is possible, and to work with the Government and the GFATM to scale up successful interventions
in other regions. In ROP20, PEPFAR/Ghana will continue its efforts in the Western region to
achieve the 95-95-95 cascade. ROP20 activities will expand to cover the adjacent Sefwi Wiawso
district in the Western North Region. While ROP20 will focus on all PLHIV, activities will prioritize
case finding, linkage, and retention for men, youth, and adolescent girls and young women.
PEPFAR/Ghana will work with the Regional Health Directorate and with facility managers to offer
male-friendly clinic services, including trained/sensitized staff, male-only clinics, expedited
services (fast-tracking) for working men, and after-hours and community-based ART distribution.
Activities will also improve counseling and support to enhance coping potential and improve
linkage and retention among men and youth. CSOs will also mobilize men and young people in
communities for age- and sex-appropriate prevention and services.

PEPFAR/Liberia is targeting KPs (MSM and FSW), in the two highest-burden districts in Margibi
County, one in Grand Bassa County (with two health facilities), and seven highest-burden districts
(Commonwealth, Central Monrovia, Bushrod, Somalia Drive, St Paul River, Todee, and Careysburg)
within Montserrado County, which contains the capital city of Monrovia. These seven districts
comprise of 32% of the population of Liberia, and approximately 60% of the HIV burden. An
acceleration plan undertaken by the Government of Liberia in 2016 sought to triple the country’s
testing and treatment results within a short window to fast-track progress towards 9o-9o-9o. The
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plan targeted counties with the highest unmet need (Grand Bassa, Margibi, and Montserrado), and
specifically focused on urban areas and hotspots within these counties.

HRSA is currently implementing workforce activities in several districts within Maryland County,
centered on two HIV clinical sites using PEPFAR central funds (HOP). HRSA will emphasize index
testing and DSD and will assure strategies are in place for achieving high retention and viral
suppression. HRSA is working to obtain baseline data to be used to assess the impact of these
interventions and make changes as necessary.

There are significant gaps along the cascade for KP (MSM and FSW) which have been identified
under the GFATM program. In Montserrado County, it is estimated that 10,000 KPs don’t know
their status; 18,557 will need to be initiated on treatment; and 28,870 VL tests needs to be done to
confirm viral suppression. PEPFAR will target KP to ensure they receive appropriate counselling
and support to link to and be retained on treatment.

Through the combined efforts of the Government of Liberia, PEPFAR, and GFATM, 95% of PLHIV
will be retained on treatment in Montserrado County by 2021.

The PEPFAR/Mali program will focus on KPs, including scaling up index testing. Mali will prioritize
MSM, FSW, clients of FSW, sexual partners ofall peopletesting positive for HIV, and children under
15 of an HIV-positive parent. PEPFAR originally implemented KP activities in 23 districts across
four high-burden regions in Mali. An analysis of the total yield over the past fiscal year in each
district, the total number of PLHIV diagnosed in each district, and the total number of PLHIV on
treatment resulted in a planned shift from four to three regions, and from 23to 14 districts in ROP1g.
This re-prioritization enabled PEPFAR to target high-yield sub-populations to find, test, treat, and
retain the greatest number of people possible on a limited budget.

With Ambition funding in ROP2o0, the program will expand to 14 new sites in Bamako, Sikasso, and
Segou, with a mix of TA and DSD support implementing highly targeted case finding and index
testing strategies to improve gaps in the first go:
e Expand the impact of index testing and other highly targeted testing strategies on first go
results by almost doubling the number of sites
o Expandthereach ofpeernavigators to strengthen retention and VL suppression among new
patients.
o Expand the reach of critical TA to increase targets and sustain outcomes in new sites.
o Expand the integration of the eTracker into the national HMIS with the introduction of
UICs and computerized medical records on DHIS2 for the 14 new sites to support patient
tracking and monitoring.

In addition, USAID will support strengthening the capacity of key stakeholders, including cros s-
training of the GFATM prime recipient, Plan International, on new and high-impact strategies.
USAID will also provide supportive supervision of services and data quality with the NACP -
specifically on quality and timely data collection.

Given promising results focusing on KP in Dakar, Ziguinchor, and Thies in ROPig,
PEPFAR/Senegalis expanding to other high-burden, high-prevalence regions in ROP20 to increase
KP case finding and linkage to treatment and close the gap to 95-95-95. PEPFAR/Senegal will be
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supporting thirteen health districts in six regions: Dakar (five sites), Ziguinchor (two sites), Thies
(two sites), St Louis (two sites), Kolda (one site), and Sedhiou (one site). Additional districts were
selected based on KP size estimations, prevalence, and disease burden. Additionally, new sites in
Ziguinchor and St. Louis were chosen due to their proximity to Senegal’s northern and southem
borders, respectively, and the frequent movement of KPs between these borders. St. Louis was also
chosen following strong advocacy from the MoH and data that showed increasing prevalence
among MSM specifically. By re-focusing support on sites that have greater access to KPs, and by
doubling efforts to provide client-centered, KP-friendly care, PEPFAR/Senegal can sustain the
momentum on case finding for KPs.

PEPFAR/Sierra Leone will support 11 high burden sites in the Western Area, comprising the two

districts with the highest prevalence, as well as four district hospitals in neighboring Port Loco

District, a commercial corridor in which only one partner is currently working. Many of the 15 sites

are in proximity to KP hot spots and drop-in centers (DICs), in which MSM and FSW are target
populations for PEPFAR. PEPFAR Sierra Leone will look to other high-burden sites and districts if
resources become available and will be looking for remaining geographic areas with significant

unmet need for possible future PEPFAR support.
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4.0 Client Centered Program Activities for Epidemic
Control

41 - 4.4 COP20 Programmatic Priorities for Epidemic Control

4.1 Finding the missing and getting themon treatment

Across the region, efforts will be made to intensify client-centered approaches, in particular MMD,
which is still at the nascent stage in most countries. Due to the challenges in ARV supply and
perennial stock-outs of commodities, additional emphasis on working with GFATM and host
country governments to ensure adequate stock will enable MMD to be implemented with fidelity.
In addition, all countries show that men in particular those under 40, continue to be missed for
treatment. All countries will deploy various strategies including male-friendly clinics, extended
hours for services to access these men. In the same way, children under 15 also remain a group that
require special effort to access.

Stigma and discrimination against KP across West Africa remain extremely high. To reduce its
impact on access to HIV services, enabling environment activities to make health facilities KP-
friendly will be implemented. Service providers, policemen, and judges will be trained, and
advocacy will also be done. GBV prevention and clinical care will also be provided.

Community-led programming will be implemented in close collaboration with KP associations and
networks in orderto ensure a client-centered focus. Using a multi-pronged strategy to find KPLHIV,
programs will use hot-spot outreach, index testing and EPOA, social network strategies, as well as
social media and Information and Communications Technology platforms to carry out targeted
testing. KP peer educators will be trained on social and behavior change messaging including U=U
messaging for VL suppression, distributing condoms and lubricants, and referring people for HIV
counseling and testing services.

Index testing and partner notification throughout the region was found to be the most efficient
case finding strategy at PEPFAR sites. It will be implemented with compliance to WHO'’s 5 C’s
(counseling, including consent procedures, correct test results, linkage to care and treatment of
positive clients, and protecting confidentiality). Site assessments and certification, supportive
supervision and coaching of service providers, as well as monitoring of index testing will continue
to be an emphasis in West Africa in compliance with the MPRs.

For general population groups in Burkina Faso and Togo, rapid saturation of the prioritized
regions with differentiated HIV case-finding methods and client-centered approach will be carried
out. In addition to the KP-specific methods, hard-to-reach adult men, mainly those who are
asymptomatic, will be reached through index testing via their sexual partners, social network
testing, and targeted and risk-based Provider-Initiated Testingand Counseling (PITC). Appropriate
messaging (U=U), self-testing, and male-friendly services (night hours, male case managers), and
risk network referral testing, will be provided to increase HIV service demand among men. Specific
focus groups will be organized at site level to understand men’s needs and tailor services
accordingly.
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Special emphasis will also be placed on identifying MSM aged over 40, as they have higher
prevalence and are hard to reach. HIV self-testing, introduced in ROP19, will be expanded. Once
clients are navigated to PEPFAR-supported KP friendly facilities, a peer navigation and case
management approach will ensure immediate initiation of ART and support for retention on ART.
To increase the retention rate, PEPFAR-supported sites will continue to: (i) implement same -day
ART initiation; (ii) have appropriate messaging and services to encourage men, in particular MSM
over 40, to seek early HIV services; (iii) scale-up DSD MMD:; (iv) send pre-appointment reminders
to clients (via SMS messages and phone calls); (v) complete daily monitoring of defaulters with
active tracing through phone calls, home visits, and social networks; and (vi) use the eTracker to
weekly monitor site performance, easily identify gaps across sex and age, and implement corrective
action. Particularattention will also be paid to patients who are diagnosed with TB, or patients with
suspected TB. To reach missing children in Burkina Faso and Togo, strategies include index testing
to identify eligible children of women living with HIV, and targeted PITC for children with
malnutrition and suspected TB. HIV-related services will continue for women and young girls.

Ghana willimplement an optimal mix of testing strategies to maximize case identification, focusing
on targeted testing to improve yield. Activities will ensure targeted and effective screening to
increase yield at PITC and other entry points, and to scale up index testing for the general
population. Ghana will improve EID by ensuring timely diagnosis and follow up at antenatal wards.
Infants of women with HIV will be tested periodically during breastfeeding and after end of
breastfeeding to establish final status. Toreach missed children, strategies will include index testing
to identify eligible children of women living with HIV, and targeted PITC for children with
malnutrition and suspected TB signs. Ghana will focus on providing youth-friendly services to
improve services foradolescents and youth (15-24). Activities will adapt and use certain case finding
strategies for adolescents and youth, such as index testing, social network testing, PITC of youth
presenting for sexual and reproductive services, and HIV self-testing. Case finding strategies for
men will include index testing, male-friendly facility-based testing (flexible hours, weekend),
targeted community-based testing, and self-testing.

Ghana will continue to implement proven case-finding strategies for KPs, including EPOA, hotspot
mapping, social media outreach, and social networks. Index testing will also be one of the main
case-finding strategies. Ghana will ensure that facilities are certified to provide index testing
according to WHO and PEPFAR standards for safety, confidentiality, and volunteerism. HIV self-
testing will be one of the case-finding strategies among KPs. Ghana will strengthen peer navigation
as part of a comprehensive community case-management system to help resolve leakages between
community and facility and ensure fast track services for clients.
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In Liberia, only 68% of PLHIV know their status and only 38% are on treatment (2018 Spectrum
and routine program data, DHIS-2). To address this, PEPFAR/Liberia will begin providing
adherence and retention support to all patients at PEPFAR-supported facilities, not just patients
who entered treatment through PEPFAR-supported testing. PEPFAR will continue ROP1g KP
activities by directly supporting HIV testing for KPs (MSM and sex workers) and newly in ROP20
will support comprehensive, multi-modal screening and testing among other high-risk populations
at PEPFAR-supported health facilities such as TB, STI, and emergency ward patients. PEPFAR will
support the scale-up of index testing to all patients on treatment at PEPFAR -supported facilities by
providing dedicated index testing counselors and linking them with CSO groups to track index
testing contacts in communities. Because treatment initiation rates are halfas high among men as
they are among women, PEPFAR will support activities to better target men, such as men-only and
weekend community clinics, and self-tests kits in priority community locations such as urban and
peri-urban slums. PEPFAR will also provide outreach in targeted communities and churches with
U=U messaging, treatment options, and information to improve HIV health literacy, de-stigmatize
HIV, and de-link it from a “KP only” epidemic to improve case finding and linkage to treatment.
Finally, PEPFAR will support a VL specimen transport system to ensurethat all patients at PEPFAR-
supported facilities have access to VL testing and receive their results.

PEPFAR/Senegal will make several key programming adaptations to better serve male clients and
fit within men’s existing health care access patterns. Spectrum estimatesindicate that ART coverage
is especially low among men and children. The program will support longer clinic hours to better
cater to working men'’s schedules, mobile outreach to find men where they are, and providing peer
navigators or case managers to follow-up and provide consistent contact with men. For children of
KPs, who are at a significantly higher risk of being infected, PEPFAR will work with case managers
(as well as peer navigators for their parents) to implement index testing safely and anonymously
for HIV+ clients and their families. Case managers will particularly follow-up to ensure retention of
children on ARVs.

The first 9o is a majorgap for Mali, with only a third of PLHIV knowing their status. To find missing
PLHIV, Mali will scale up EPOA and self-testing, as well as scaling up community-level index testing
in collaboration with the national network of PLHIV. Index testing and EPOA were both successful
strategies in FY19, with yields of 28.8% for index testing and 8.1% for EPOA. Mali will support task
shifting to nurses, who are more mobile, and will continue working with peer navigators. To reach
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missing male PLHIV, Mali will support longer clinic hours to better cater to working men’s
schedules and mobile outreach to find men where they are as well. Peer navigator/case manager
programming will be expanded to additional sites to follow-up and provide consistent contact with
men. Only 18% of children know their status in Mali, so Mali will also be targeting children of KPs
and ensuring that children of all PLHIV have been tested. For children of KPs, PEPFAR will work
with case managers (as well as peer navigators for their parents) to implement index testing safely
and anonymously for HIV+ clients and their families.

Sierra Leone’s performance is weak across the cascade, with a viral suppression rate of 26% being
the weakest of the three. The Government of Sierra Leone has been engaged in low-yield testing
modalities but has embraced PEPFAR’s introduction of index-testing, which resulted in a 29% yield
in five sites in the first three months. In addition to high-yield testing modalities at 15 high-burden
sites, linkage and retention, emphasizing client centered care, community monitoring, and supply
chain strengthening, will occur along with actions to improve VL/EID coverage, in collaboration
with the GFATM. Within this strategy, MSM and FSW will be prioritized, with PrEP introduced for
KPs as a new prevention strategy. New data, expected prior to the start of ROP2o0, will inform the
validity of these areas of focus.

4.2 Retaining clients on treatment and ensuring viral suppression

There will be a scale-up of strategies to support continuous, client-centered ART in all sites
providing HIV testing, care, and treatment services in Burkina Faso and Togo. This will ensure:
(i) immediate and easy accessto ARVs, (ii) immediateimplementation of four existing MPRs related
to linkage and retention at all sites, and (iii) implementation of quality management policies and
practices to support and maintain site standards. To increase retention, PEPFAR -supported sites
will implement intensive follow-up counseling in the first month after ART initiation, including
adherence risk assessment, treatment readiness preparation strategies (ART readiness checklist,
intensive adherence support calendar), disclosure support, side-effect management, retention
strategies (escort services, transport vouchers), and referrals to other clinical or support services.
Existing case management interventions will be strengthened. This will include intensifying the
case management approach through: (i) immediate assignment of a long-term case manager to
every client testing HIV-positive, who will facilitate progress throughout the HIV care cascade; (ii)
utilizing a mobile platform to track referral completion with alerts to HWs, case managers, and
clients; (iii) E]ensuring complete, timely, and accurate use of recording tools for linkage, pre-ART,
and ART registers; (iv) develop or update tools (referral forms, appointment diaries, defaulter
tracking registers); and (v) weekly reviews of client information to ensure they are still in the
system, with immediate follow-up in the event of missed appointments. The patient eTracker
system will be used to early identify defaulters and research them with the support of the case
managers.

Ghana will continue training healthcare providers to achieve a sustained shift in CQI approaches
across all facilities. The focus is on providing client-centered services to address important aspects
for retention, such as assessing adherence risk, ensuring patient readiness, emotional support,
management of side effects, and other retention strategies, such as transport vouchers. Healthcare
providers will also be trained and sensitized on how to provide respectful and friendly care to
patients, including awareness of needs for each subpopulation (e.g., males, adolescents, etc.). DSD
approaches will be implemented with fidelity across all facilities, to provide tailored services that
meet the individual patient needs. Activities will focus on ensuring complete scale-up of the fixed
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dose combination for TLD and ensuring access to six-month MMD for all stable clients. A model
for refills and for fast-track refills will be implemented as part of this approach. Ghana will use case
managers and Models of Hope to actively link clients and track those LTFU. Continued support to
train data officers and to improve the functionality of the eTracker will be essential for generating
reports for patient follow-up and tracking. Recognizing the importance of Undetectable =
Untransmittable (U=U) messaging in the HIV continuum of care, Ghana will support the
integration and institutionalization of U=U messages to increase demand for VL, improve
treatment adherence, and reduce stigma and discrimination toward PLHIV.

Liberia continues to face challenges in retaining patients on treatment and ensuring VL
suppression: only38% of PLHIV who know their status are on treatment and of those on treatment,
only 3% are virally suppressed (2018 spectrum and routine program data DHIS-2). PEPFAR/Liberia
will support efforts to reach the second and third gos by continuing its KP-focused peer navigation
and case management approach introduced in ROP19 to ensure immediate initiation of ART and
support for retention and VL suppression. PEPFAR will continue ROP1g retention activities around
Test and Start, health messaging, DSD, LTFU tracing, and pre-appointment reminders as well as
VL testing support. PEPFAR will provide U=U messaging, robust adherence counseling for those
not virally suppressed, advocacy to ensure access to VL testing and monitoring for all PLHIV at
PEPFAR-supported sites and strengthening the sample referral system developed in ROPig.
Furthermore, PEPFAR will support the ongoing TLD transition to ensure PLHIV have access to
more effective ARVs with decreased side effects and increase theirlikelihood ofreaching adherence
and VL suppression. Supply chain TA, including quantification, forecasting, inventory
management, and last-mile delivery support will also continue in order to address stock challenges
which limit the adoption and implementation of six-month dispensing at sites nationally. Newly in
ROP20, PEPFAR/Liberia will expand its focus on other high-priority populations and will support
facility retention counselors for all PLHIV at PEPFAR-supported facilities.

To ensure the retention of clients on treatment and VL suppression, Mali will continue to expand
its successful strategy of case managers and clinicians conducting patient-by-patient tracking. The
program will also expand the reach of critical TA to sustain outcomes in new districts and expand
the integration of the eTrackerinto the national HMIS with the introduction of UICs and electronic
medical records on DHIS2 for new districts. The program will intensify community-based
monitoring and client feedback, establishing a solid foundation for sustaining improved retention
outcomes. To rapidly accelerate VL access and testing, PEPFAR will support VL demand creation
and VL network optimization activities to ensure timely analysis and communication of results.

PEPFAR/Senegal has learned from Mali and Ghana that detailed and focused client tracking -
patient by patient - from case managers and clinicians is the key to both understanding retention
issues and ensuring that clients remain on treatment. Community-led monitoring and reporting
will also help PEPFAR/Senegal better understand retention pitfalls and modify approaches in real
time. While TLD commodity security remains an issue, PEPFAR will work to increase the length of
multi-month dispensing (now at three months) to ensure that clients have consistent access to
treatment.

Sierra Leone will assess the current provisions and performance across the cascade and laboratory
capacity and logistics and work to resolve deficiencies and optimize systems. Sierra Leone will also
fully capitalize on its association with six other operating units in the WAR to gain insights from
their successful interventions. Though it only came to light recently, Sierra Leone does have a
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unique identifier for HIV clients and is also moving ahead with a patient tracker through support
from the GFATM. These are not yet fully understood but will be assessed very soon by the PEPFAR
team to assure they can be used effectively for linkage, retention, and other activities.

4.3 Prevention, specifically detailing programs for priority programming:

Children under 15: As mentioned above, across West Africa, children under the age 15 remain a
group that is continually missed in HIV services. The data suggests routine testing of children of
mothers who are HIV positive is inadequate. To reach these missing children, all HIV-positive
mothers will be offered HIV testing of their biological children. Special attention will be given to
index testing with fidelity to identify eligible children of all women living with HIV, as well targeted
PITC for children with malnutrition and suspected TB. For children of KPs, who are at a
significantly higher risk of being infected, PEPFAR will work with case managers (as well as peer
navigators for their parents) to implement index testing safely and anonymously for HIV positive
clients and their families.

KPs: Stigma and discrimination against KPs is very high across the West Africa Region, so
prevention interventions throughout the region will aim to improve KPs’ access to HIV services
through making health facilities KP-friendly and eliminating stigma and discrimination at the site
level, thus increasing the number of KPs that are reached by prevention services. Service providers,
law enforcement officials, and judges will be trained, and advocacy activities will be modeled after
more established KP programs in the region, such as Ghana. Other prevention activities for KPs
across the region include: STI screening and treatment, condoms and lubricants promotion and
distribution programming that focuses on addressing barriers to condom use, social norms change
messaging, gender-based and intimate partnerviolence screening and support, and referral to other
psychosocial services as needed where available.

In Burkina Fasoand Togo, peer educators are trained on prevention strategies, U=U literacy, and
KP prevention Social and Behavior Change Communication tools. Helpline counselors and
outreach workers engage online with clients and use information and communications technology.
Correct and consistent condom use is a priority prevention strategy in both Burkina Faso and Togo,
and PEPFAR has worked closely with authorities (including the NACP, the police, peer educators,
and Local Councils) and some brothels and clubs to ensure that condoms are accessible.

GBV prevention and violence against KPs is another priority for the West Africa Region. Burkina
Faso and Togo are working to develop a stronger violence prevention and response program for
KPs, through offering information to KP clients on rights, and developing a network of KP-friendly
violence response service providers that can be shared with clients during outreach and testing,
The PEPFAR programs will also work with the police to improve KPs’ ability to move freely and use
condoms or to seek out information on HIV prevention without fear of arrest.

PrEP will be introduced and scaled up where applicable in the West Africa Regionin ROP20. Ghana
will prioritize PrEP for KPs using proxy measures to assess substantial HIV risk, including early
sexual debut, history of STIs, adolescent pregnancy, transactional sex, history of or current report
of experiencing violence, and engagement in sex work. Senegal will leverage GFATM procurement
and TA to provide PrEP for clients who are identified as high-risk through screening and will work
closely with the Government of Senegal to ensure PrEP is available in PEPFAR sites. Sierra Leone
will also leverage GFATM procurement and TA to provide PrEP for clients who are identified as
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high-risk through screening and will work closely with the Government of Sierra Leone to ensure
PrEP is available at PEPFAR KP priority sites. Mali will introduce PrEP for KPs as well as
serodiscordant couples. VL coverage will be improved to reduce transmission. Mali will support
PrEP with the procurement of drugs, and support at the systems and site level for the development
and dissemination of SOPs, training of providers, and monitoring of implementation. PEPFAR will
support Burkina Faso, Togo, and Liberia in the development of PrEP policies, SOPs, tools,
national roll-out strategies, and training plans to reach those who tested negative and are at
elevated risk of HIV acquisition.

Ghana will implement tailored prevention programs for adolescents and young adults, including
AGYW. This will include evidence-based prevention interventions to reduce risks, and provision of
condoms (external and internal) and lubricant. Ghana will continue to support the provision of
Opt out-HIV testing to all pregnant women at first antenatal clinic visit (ANC1). Retesting is
considered and prioritized where there is a high risk of HIV infection. Those who test posi tive
receive active referral for treatment initiation. They receive high-quality counseling services to
ensure treatment readiness, which includes counseling on HIV infection during postpartum and
breastfeeding periods.

4-4 Additional country-specific prioritieslisted in the planninglevel letter

In terms of program direction, while all countries in the West Africa Regional program are
implementing Test and Start, ensuring fidelity beyond PEPFAR sites is critical. All countries are
expected to complete TLD transition and support countries to fully implement six-month MMD.
This will require significant support of supply chain management and procurement. In the same
way, availability of VL reagents has been a considerable challenge,and countries across West A frica
will be investing significant resources into VL optimization and, in some countries, reagent
procurement. Given the limited resources in the region, countries will need to work in close
collaboration with host-country governments and the GFATM to ensure availability. West Africa
was also mandated to adopt policies for PrEP and self-testing in all countries. While host-country
governments are generally opento piloting self-testing at PEPFAR sites, self-testing policies are not
complete in the region, and must be advocated for across the region. All countries use peer
navigator and case manager approaches, and these methods and other community-based
interventions (including community-led monitoring) will be scaled up, to increase the useof client-
centered strategies to improve linkage and retention. CQI activities and implementation of UIC are
expected to be consistently implemented across all countries.

Under partner management, all countries will manage implementing partners through site-level
monitoring of MER target achievement, including through the use of high frequency reporting to
identify gaps and ensure course correction needs in real time. Systematic assessment and
monitoring to ensure service quality will be carried out through PEPFAR’s Site Improvement
through Monitoring System (SIMS) assessments.

Index testing, which has been shown to be a most efficient testing strategy, will be scaled up and
implemented with fidelity and with compliance to WHO’s 5 C’s (counselling, consent procedures,
correct test results, linkage to care and treatment of positive clients, and protecting confidentiality).
To find the missing KPs, the West Africa Regional program will ensure index testing scale up, use
STI and other clinics, to encourage index contacts to come to facility, ensure contacts of all PLHIV
are tracked to get previously diagnosed cases on treatment, and implement client-centered testing
services to target men, KPs, children, and other priority populations.
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Burkina Faso and Togo will use Year Two Game Changer funds to focus on closing the gaps to
achieve 95-95-95 targets across the national cascade for all PLHIV. To effectively do this, the rate
of HTS_INDEX reached per HTS_POS must be improved (currently at less than 1:1 for both Burkina
Fasoand Togo). Supply chain gaps, stockouts, and management systemweaknesses throughout the
region in ROP1g has highlighted the need for Burkina Faso and Togo to provide support for key
commodity acquisition (RTKs, ARVs, and VL reagents). Poor VL coverage in the region led to
Burkina Faso and Togo being directed to improve the VL lab system through VL optimization plans,
data management, and quality assurance. Togo also must provide support for the national
implementation of the patient eTracker system at PEPFAR sites. PEPFAR/Burkina Faso and Togo
will also manage implementing partners through monthly PEPFAR site visits and providing
targeted TA to underperforming sites.

Ghana adopted a new policy, Consolidated Guidelines for HIV Care in Ghana. The policy updates
testing and treatment guidelines and includes the provision of abacavir/lamivudine/dolutegravir
for > 20kg and TLD for >30 kg and the addition of a third test to the national HIV testing algorithm.
Based on initial HIV self-testing and PrEP acceptability studies conducted by PEPFAR, Ghana has
incorporated HIV self-testing and PrEP policies to the new Guidelines. PEPFAR will support the
operationalization of PrEP and HIV self-testing policies in the Western region. Inaddition, through
Key Populations Investment Fund, PEPFAR will provide limited support to launch those policies in
high burden districts in Greater Accra and Ashanti regions among KP. This will allow the
Government and the GFATM to scale up PrEP and HIV self-testing in Greater Accra, Ashanti, and
other regions. This approach will use existing GFATM platforms for KP programming to create
demand for PrEP and self-testing among KPs, and to provide TA to GFATM existing clinical

partners in the same districts to train providers for provision of PrEP and HIV self-testing (demand
side).

Ghana will strengthen implementation of index testing and adapt successful KP case finding
approaches to rapidly improve case findingamong the general population, including targeted sodial
networks testing and social mediacampaignsthat have proved effective in reaching and identifying
older MSMs. Ghana will also adopt some of the best practices from the MenStar program to engage
men in new and innovative ways to break the cycle of HIV transmission. This will include multiple
approaches around data analytics and human-centered design to better adapt services to men,
nuanced demand creation, and other innovations such as self-testing and PrEP. Ghana’s
implementing partners will be managed through routine site level granular data reviews, site-level
monitoring of target achievement, SIMS, periodic PEPFAR site-level monitoring of quality
improvement (QI)/quality assurance (QA) plans, weekly partner reporting, targeted TA to
underperforming sites, and identifying and sharing best practices from high-performing sites with
other sites.

In Liberia, remarkable progresshas been made towardsmeeting MPRs in ROP19. Particularly, Test
and Start policy has been disseminated to site level; plans are in place to begin six-month MMD;
there are currently no recorded formal or informal user fees being charged at public facilities for
access to all direct HIV and related services, among others. Additionally, Liberia’s revised HIV
testing guidelines now include aspects on index testing and self-testing, and there are plans to
disseminate this guideline down to site level. In ROP20, efforts will be applied to ensure that
progress towards achieving the MPRs is strengthened. More emphasis will be placed on VL

63|Page



optimization, supporting conduct of the national stigma index study among PLHIV, and
strengthening data and national commodity/supply chain systems.

In coordination with the NAC and NACP, Senegal has made significant progress towards meeting
the PEPFAR MPRs (see Policy and Implementation Status of Minimum Requirements). Senegal will
also expand the case finding and UIC system piloted by the CDC. PEPFAR will be working with
GFATM to ensure that there is one, streamlined UIC system in Senegal.

During ROP19, Mali made significant progress in implementation of the minimum program
requirements. At the policy level, Test and Start, index testing, DSD and MMD, and transition to
TLD were approved, marking an important step toward greater impact of PEPFAR investments. In
ROP19, implementation of these minimum requirements was not widespread outside of PEPFAR-
supported sites. ROP20 will be focused on the implementation nationally at scale of MPRs, to
ensure that all Malians have access to high-quality and client-centered health services. While Mali
eliminated formal user fees for all HIV services, PEPFAR continues to receive reports o f informal
user fees. Additionally, clients may revert to the private sector when public facilities are unable to
provide services due to stock-outs. In ROP20, the PEPFAR program will continue to work with
CSOs, GFATM, and UNAIDS to sustainably address the elimination of user fees, advocating at all
levels to disincentivize this practice, as well as ensuring more effective stock monitoring so that
clients may access services in the public sector for free. At the above-site level, Mali continues its
progress in implementing the use of UICs for patient tracking in PEPFAR sites, with national
expansion planned for ROP20. For the laboratory optimization minimum requirement, the
assessment was completed in the first half of ROP19, and an action plan ready for implementation
is expected by ROP2o0.

In Sierra Leone, HRSA is to continue its activities to improve HRH and clinical quality, with a
focus on strengthening peersupervision of community health workers (CHW) to improve retention
and adherence and harmonize CHW policy across agenciesand disease areas. Supply chain support
and coordination of GFATM programming are also critical activities for Sierra Leone. All of the
original agreed upon HRH interventionsare largely concluded, with several HIV-related continuing
professional development activities to be implemented. A minimal amount of the total budget will
be associated with this support. Considerable work has been done around commercial sex workers
(FSW and MSM) by several multilateral and bilateral donors. HRSA will collaborate with donors in
ROP20 and leverage all opportunities to achieve the results directed in the PLL. One of PEPFAR’s
[Ps in Sierra Leone has begun efforts to strengthen supply chain. While commodities are routinely
available, poor quantification results in repeated stockouts.

4.5 Commodities

Limited capacity and resources for public health supply chain systems and commodities cause West
African governments to be heavily dependent on external donors for support. Site -level stockouts
are frequent and major supply chain reforms are underway to improve public health supply chain
systems, targeting reforms to areas including commodity planning and distribution. Across all
countries in the West Africa Regional program, improvement in supply chain management and
information systems is critical to completing the TLD transition and rolling out MMD and ensuring
consistent availability of ARVs and other HIV commodities. Supply chain strengthening
(forecasting, quantification, management of supply chain information systems, and early warning
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systems) will continue to be an area ofemphasis in all countries in ROP20. PEPFAR will work closely
with the GFATM to advocate for increased domestic investment by host country governments,
particularly into commodity purchases.

In Burkina Faso, the national commodity security and supply chain management systems
(financing, quantification, forecasting, and distribution) must be strengthened to ensure complete
transition to TLD, six-month MMD, and to ensure PLHIV have access to appropriate ART (TLD for
all PLHIV > 30kg, complete removal of all Nevirapine). Currently, the national warehouse does not
have data on ARV consumption, so the PEPFAR program will provide support and supervision to
the MoH on the use of a Logistics Management Information System (LMIS) to inform accurate
reporting of commodity consumption. Supply chain activities to train the government on
quantification and supply chain management are also planned in ROP20. In ROP19, the TLD
transition policy was adopted, and transition will be achieved by September 2020, with Nevirapine
stock eliminated by April 2020.

In Togo, PEPFAR adjusted planned purchases to purchase HIV test kits, TLD, and VL reagents in
ROP19 to address concerns about gaps in RTK stock and other HIV commodities. TA will be
provided to MoH to better manage the supply chain stock to prevent stockouts, including training
on forecasting and quantification tools. The first TLD shipment arrived in January 2020 and
strengthened supply planning and visibility of TLD stock is needed to implement six month-MMD,
as well as coaching at site level to identify stable patients using the clinical criteria. Like Burkina
Faso, Togo also lacks monthly consumption data, creating concern about stockouts. PEPFAR
support aims to work with the government and GFATM to address these issues.

Ghana has already improved forecasting and supply planning to meet the challenges of the 9o-go-
90. Ghana will continue to support system improvements for forecasting and supply planning for
Ghana’s TLD transition. In ROP20, PEPFAR will provide TA to optimize supply chain activities at
the national and regional level. Activities will improve data visibility, coordination, last mile
distribution, and forecasting and supply planning. Activities will also build the capacity of the
supply chain workforce at the site level in the Western region and in Sefwi-Wiawso district in the
Western North region. The GFATM capped its commitment to fund the cost of commodities to a
maximum of 104,000 PLHIV on treatment. As the number of PLHIV on treatment continues to
increase, the cost of commodities supply will increase, which means the GOG will need to increase
financial resources to pay for the additional supply needs. The PEPFAR/Ghana team will continue
to coordinate with the GFATM to advocate for a firm commitment by the GOG to avoid any
vulnerabilities in this area.

Similar to other West African countries, Liberia faces periodic stockouts of HIV commodities at
site level which are a major concern. Liberia is highly dependent on the GFATM which funds 100%
of HIV commodities. Supply chain strengthening (forecasting, quantification, management of
supply chaininformation system, and early warning system) will continue to be an area of emphasis
with close coordination and collaboration between the GFATM, Government of Liberia, and USG.
PEPFAR aims to have a national financial plan in place by the end of ROP2o0 for future Government
of Liberia HIV contributions.

In Senegal, VL tests are not conducted for all eligible patients, and results are not communicated

in a timely fashion. The PEPFAR/Senegal program aims to create ‘centers of excellence’ in PEPFAR
sites by ensuring that VL commodities are available - both for standard VL testing machines for
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high-turnover sites and for point-of-care equipment at low-turnover sites and for EID for those
children of KP referred through index testing. Purchase of commodities will be informed by the
implementation of a sample transport network system and lab optimization efforts. Supply chain
strengthening (forecasting, quantification, management of supply chain information system, and
early warning system) will continue to be an area of emphasis with close coordination and
collaboration between the GFATM, Government of Senegal, and USG.

In ROP20, PEPFAR/Mali will purchase PrEP commodities, RTKs, and STI drugs. Introduction of
PrEP into the prevention package for KPs has been limited in Mali, with procurement limited to
pilot programs. PEPFAR is purchasing PrEP to ensure availability at PEPFAR-supported sites for at-
risk KPs and serodiscordant couples. In ROP19, Mali experienced RTK stockouts, which affected
program performance, especially at PEPFAR sites. Therefore, the program has planned to purchase
a certain amount of RTKs to address concerns about gaps in RTK stock. The planned procurement
of STl drugs aims to ensure free STI treatment and increase the site frequentation. PEPFAR will also
support TA for supply chain strengthening (forecasting, quantification, management of supply
chain information and logistics, and early warning systems), in close coordination with the GFATM
and the MoH.

In Sierra Leone, commodities, funded entirely by GFATM, are routinely available, but poor
quantification continues to produce stock outs. PEPFAR is already supporting activities to
strengthen performance of the supply chain, and the NAS is leading reforms. NACP is keenly
interested in DSD and MMD, and supply chain interruption remains the key barrier to scaling this
set of interventions.

4.6 Collaboration, Integration.and Monitoring

Cross Technical Collaboration with external stakeholders: PEPFAR is closely collaborating
with the MoH as well as GFATM and UNAIDS on all aspects of programming in the seven PEPFAR-
supported countries. With a relatively small HIV national response in all the countries in West
Africa, all resources must be closely coordinated and targeted. UNAIDS plays an i mportant role of
coordinationand support for CSO engagement, while GFATM contributes most of the commodities
and critical implementation support to all aspects of the response. Through the various forums at
country level, (including PEPFAR Steering Committees, CCMs, and regularly held PEPFAR review
meetings), technical collaboration with stakeholders will continue to play an essential aspect of
cooperation.

Implementing Partner Management: Implementing partners will be managed through routine
site-level monitoring of target achievement, monthly PEPFAR site visits, weekly partner reporting,
targeted TA to underperforming sites, and identifying and sharing best practices and innovative
strategies from high-performing sites with other sites across the region. High Frequency Reporting,
a monthly reporting of country datasets requested by USAID’s Office of HIV/AIDS, will be used to
track results in real time, using the data as an early identifier of gaps and concerns to allow for
course correction.
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Health Systems Interventions: Significant health system weaknesses exist across West Africa.
With our limited resources, PEPFAR will support the strengthening of the following areas:

1.

Adoption and implementation with fidelity of critical policies that will support best
practice implementation, such as Index Testingand MMD

HIV service delivery with a specific emphasis on treatment and laboratory optimization
and increasing efficiency and quality of service delivery through DSD

Supply chain and information management system strengthening and supply chain
training to host governments to ensure reliable access to life-saving HIV commodities
Building HRH capacity through training, corrective supervision and recruitment of staff
for PEPFAR-supported health facilities

Strengthening health information through support to DHIS2

Expansion of UIC systems to improve individual-level and system-level data tracking for
better decision making, and ensure patients are accurately tracked and resources are
effectively managed

Targeting above service delivery activities to ensure they address key barriers to reaching
epidemic control

Advocacy to host country governments to increase domestic resources for HIV services
and, where relevant with non-PEPFAR funding (namely in Ghana and Senegal), support
the expansion of social health insurance to help defray healthcare costs for the most
vulnerable

Community-Led Monitoring: CSOs are foundational partners to PEPFAR’s HIV response and are
critical to PEPFAR achieving its ambitious goals. In ROP20, community-led monitoring will be
coordinated through USAID with awards to local CSOs and establishing a reporting system to both
the government and PEPFAR.

PEPFAR/West Africa Region will increase engagement with CSOs at the community/district level
and increase collaboration with community groups to ensure support for rapid roll-out of small
grants for community-led monitoring and monitor progress. The community-led monitoring will
be built on the existing observatory of human rights by the community and CSOs. It will include:
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(i) monitoring of policy implementation (index testing, Test and Start, MMD, TLD Transition,
elimination of informal user fees); (ii) Mystery Client surveys; (iii) routine data collection regarding
quality of HIV services; (iv) monitoring of discrimination/stigmatization cases; and (v) monitoring
of corrective action implementation The findings will be used for advocacy with national and
regional stakeholders and to improve the PEPFAR program in the West Africa Region.

Burkina Faso and Togo began implementation of community-led monitoring in ROP1g through
quarterly mystery client surveys conducted by CSO and PLHIV associations. The first survey was
completed in January 2020 in the two countries. The survey collects data on availability of services,
client satisfaction, user fees, waiting times, implementation with fidelity of Test and Start, and TLD
transition. Findings were disseminated and corrective actions are being implemented. In ROP2o,
in addition to periodic surveys, routine data collection will be included.

Ghana is currently implementing a rigorous system to monitor the quality of service provision
across all facilities in the Western region. The core component of the system is a CQI approach
called Monitoring for Impact. The approach uses monthly results across the three gos to monitor
yield from different entry points, linkage, index testing quality, retention, VL, etc. Key staff from
the health facility meet every month to discuss the results, identify issues, and recommend actions
to address them. Starting in ROP20, Ghana will use two local CSOs to conduct community-led
monitoring in the Western region and in Sefwi Wiawso district to provide additional data to
improve the effectiveness and quality of service delivery. Ghana will use a mix of approaches, such
as mystery clients and community score cards. PEPFAR will work with the leadership of the Ghana
Health Service and the Commission on Human Rights and Administrative Justice to address issues
related to human rights abuses at the facility level as necessary. Community-led monitoring will be
coordinated through USAID with awards to local CSOs and establishing a reporting system to both
the government of Ghana and PEPFAR.

Liberia will ensure rapid-rollout of required small grants for community-led monitoring. This level
of monitoring will focus on client satisfaction, establishing communication channels for clients to
take advantage of, and ensure there is a feedback/mitigation mechanism which addresses issues
raised by clients from an access-to-service standpoint. Currently, 13 health facilities in Liberia have
electronic client satisfaction survey programs to facilitate key stakeholder oversight and feedback
on services and programs. Community monitoring through CSOs will expand to all PEPFAR-
supported sites in ROP20 and results will be regularly presented to the NACP.

Senegal and Mali will ensure rapid-roll out of required small grants for community-led
monitoring. PEPFAR staff will meet regularly with CSOs to identify any emerging issues and
implement a follow-up or remediation plan.

Unique Identifier Codesand eTracker: All countries in West Africa have adopted UICs. In some
countries, national scale-up is underway. In Burkina Faso and Togo, a patient eTracker system
that covers from prevention to treatment and VL suppression data has been established at PEPFAR
sites in the two countries and provides better quality program data. In ROP2o0, it will be scaled up
nationally in collaboration with the GFATM. Through the use of eTracker, Ghana adopted a
unique identifier system effective August 2019 for all ART clients. In FY20, Ghana Health Service,
with support from GFATM and PEPFAR, will implement a testing module in eTracker that will
assign a unique identifier starting at testing, helping to deduplicate re peat tests. Discussions are
ongoing regarding a unique identifier that works across the entire healthcare system, regardless of
disease type. In Senegal, PEPFAR will support the continued roll-out of the case-based surveillance
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system, SENCAS, to all sites, with integration of a laboratory information system. Sierra Leone has

a unique identifier for HIV clients and is also moving ahead with a patient tracker through support
from the GFATM. These are not fully understood but will be assessed very soon by the PEPFAR
team to assure they can be used effectively for linkage, retention and other activities.
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4.7 Targetsbypopulation

The targets for the following three tables should be generated from DATIM, a “COP20 Target Table Favorites” will be available:

Standard Table 4.7.1
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Standard Table 4.7.2
N/A to West Africa
Standard Table 4.7.3
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Standard Table 4.7.4

N/A to West Africa

4.8 Cervical Cancer Program Plans
N/A to West Aftrica
4.9 Viral Load and Early Infant Diagnosis Optimization

Major improvements are necessary in the national VL and EID systems across the West Africa
Region to improve national lab policies and lab capacity to reach targets for VL testing for patients
currently on treatment and EID testing is conducted in a timely manner. Extensive work on
laboratory optimization has been undertaken in Burkina Faso, Togo, Ghana, and Mali, and other
countries in the West Africa Region have begun adopting appropriate policies to ensure access to
VL testing and timely receipt of results to improve adherence and increase early detection of
treatment failure. Plans for optimization activities have already begun throughout the region to
survey what resources and VL commodities currently exist, and to identify challengesand solutions.
TA, HRH training on VL results usage, monitoring of VL access at the site level, and lab data
management will all be scaled up to address the challenges with VL coverage in the region.

VL coverage was only at 16% in Togo in 2019, and 28% in Burkina Faso in 2018. VL will be
increasingly emphasized in ROP20. Activities in ROP20 will build on gains made from ROP1g,
including External Quality Assessment) follow-up, monitoring and updating of the sample
transport system, and ensuring reagents are available. The total PEPFAR budget planned for
supporting VL/EID access is $701,215 in Togo and $531,200 in Burkina Faso.

Ghana has sustained integrity of the VL system since ROP18 with consistent use of the VL sample
referral and transportation system, but VL coverage continues to lag. In ROP20, PEPFAR will
support implementation of the VL data management system following a successful pilot in ROPy,
mapping expansion of the sample referral and results transmission system to cover newly added
ART sites in Western Region, refresher trainings, and monitoring and corrective action visits to VL,
testingsites. The regional lab in Takoradi is ableto supportall VL and EID needs of Western Region,
with the laboratory at Korle-Bu servingas a backup. The total PEPFAR budget plans for supporting
VL/EID access is $305,000.

In Liberia, rates of VL testing and suppression are extremely low. GFATM currently supports the
majority of VL activities in-country through a comprehensive VL/EID improvement plan. This
includes: updates to SOPs and registers, costing studies for sample transport, improved forecasting
and quantification of reagents, improved laboratory information systems and quality management
through NACP capacity building, equipment maintenance, and M&E frameworks. In ROP:2o,
PEPFAR will support the VL sample transportation system, supply chain TA, improved monitoring
and analysis of VL data atalllevels,and site-level follow up to ensureall eligible patients at PEPFAR-
supported facilities receive EID and VL results. The total PEPFAR budget plans for supporting
VL/EID access is $175,000.

In Mali, the PEPFAR team will provide TA to the Government of Mali for lab infrastructure and
technical capacity strengthening to facilitate optimization of VL diagnostics, VL sample referral and
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logistics, dried-blood-spot training for clinical and lab personnel, and development of VL policy.
Based on the current available point-of-care (POC) instruments across the country (30), the
program will support the better utilization of POC for VL testing/EID at PEPFAR-supported sites.
For TB and HIV integration and optimization, existing GenXpert machines will be used. Advocacy
will be done to GFATM and the Government of Mali to provide reagents. A PEPFAR budget of
$600,000 is planned to support the access to VL/EID.

In Senegal, VL testing and suppression remain a challenge to reaching epidemic control, due to
stockouts and misallocation of commodities, high HRH turnover, malfunctioning equipment, and
lack of training. These issues reduce demand for VL testing, so in ROP20, PEPFAR interventions
aimto routinize VL testing and increase testing demand. PEPFAR/Senegal will procure VL reagents
and cartridges and support the creation and dissemination of VL. commodity distribution SOPs.
Distribution of VL reagents will focus on two high-turnoverlabs in Dakarand Ziguinchor. The POC
cartridges will be focused on sites with low VL testing turnover in rural Ziguinchor, Sedhiou, Kolda,
Mbour, and St. Louis. Commodity investments will be coupled with above-site activities for lab
optimization, sample network transport systems started by CHAI, and lab information systems.
PEPFAR will focus its TA on reinforcing national military labs in Ziguinchor and Ouakam, as other
national labs have been plagued by strikes and HRH issues. These military labs have the equipment
and consistent personnel to become high-quality VL testing centers. For ROP20, PEPFAR has
budgeted $1,493,998 for laboratory systems strengthening, lab commodity procurement, and lab
services.

In Sierra Leone, GFATM engaged a consultant to assess the distribution and capacity of existing
VL/EID testing equipment and to assist with mapping and gap analysis. These activities were
recently completed in Phase 1. Phase 2, which is currently underway, involves demand creation and
QA to identify gaps with sample transport, commodities, and results reporting. PEPFAR will
leverage this work to inform actions to assure coverage for the sites being supported and will
provide assistance with efforts to improve and sustain VL/EID coverage. No PEPFAR funding has
been allocated for VL/EID activities, as the Government of Sierra Leone and GFATM efforts will be
sufficient without additional PEPFAR resources.

72|Page



5.0 Program Support Necessary to Achieve Sustained
Epidemic Control

West Africa Regional countries face several systems barriers challenges that have the potential to
hinder the region’s progress towards sustained HIV epidemic control. These challenges can be
categorized into six main categories:

1. Policy adoption and implementation barriers: adoption and implementation with fidelity of
Test and Start; DSD models, including MMS/D; index testing; and elimination of informal
user fees

2. Health systems challenges: systemic supply chain management and national commodity

security issues, resulting in frequent stock-outs, and weak VL systems (laboratory

capacity and transportation networks), resulting in long delays in test results and limited

VL testing coverage

Weak strategic information and surveillance capacity

Stigma and discrimination toward PLHIV and KP

Sustainable financing of the national HIV response

Adoption and implementation of prevention activities, through direct PrEP delivery in

Ghana and Mali, and policy development in the other five countries

SNV

Policy adoption and implementation barriers: The West Africa Region has made significant
progress towards the adoption and implementation of policies with fidelity across all countries,
though there are still some gaps that need to be addressed in ROP20. All countries have adopted
Test and Start, and continued improvements should be informed through close monitoring. UICs
have beenadopted acrossthe region, but sitesneed to be monitored for fidelity. While index testing
was adopted in all countries, implementation needs to continue to be scaled up in ROP20. VL/EID
policies have been adopted across the countries, but many challenges remain. In Liberia, the
national policy approving six-month dispensing of ARVs was recently adopted in January 2020 but
has not yet been implemented. PEPFAR will provide TA to support the implementation of six-
month MMD within PEPFAR sites and outside of Montserrado County in order to free up over-
crowded health facilities, increase retention, and minimize LTFU. In Mali, PEPFAR will provide
targeted TA to the Government of Mali to monitor a newly implemented VL policy that will
ultimately enable the optimization of VL diagnostics and VL literacy. In Senegal, while national
policies exist for TLD transition, Test and Start, MMD), and support for supply chain systems,
national level execution with fidelity is limited. PEPFAR will continue work with the Government
of Senegal and GFATM to address key system barriers and strengthen site level, client-centered
services.

Health systems challenges: In ROP20, Ghana’s above-site activities will focus on supply chain
strengthening to ensure adequate stocks are available at the site level, data training and use, VL
capacity and systems strengthening to support data transfer and sample transport. The VL data
management system will allow for easier and more accurate ordering of tests and electronic
transferring of results to ensure there are no errors and results are available immediately. The
sample referral system, with support from GFATM, will provide for timely transport of VL samples
to the most appropriate lab.In Liberia, PEPFAR will support the weak national supply chain system
to strengthen commodity availability at site-level and will support the roll-out of PrEP to HIV-
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negative clients found through testing in populations at elevated risk of HIV-acquisition. In
Senegal, PEPFAR will support the Government of Senegal and GFATM to reinforce the supply
chain to better manage commodities that are made available by the Government of Senegal and the
GFATM. PEPFAR/Senegal will address VL challenges through supporting the availability of
reagents and cartridges for POC machines in sites and will work with CHAI to update the lab
optimization tool and conduct a comprehensive mapping of VL capabilities. The transition to TLD
has started in Senegal, but insufficient TLD procurements havelimited MMD. PEPFAR will support
more precise quantifications so that six-month MMD can be implemented in all PEPFAR sites. In
Mali, PEPFAR will invest in LMIS to improve commodity visibility. In Sierra Leone, GFATM
investments in VL/EID commodities, including to support PrEP, will extend the reach of PEPFAR
Table 6 investments

Weak strategic information and surveillance capacity: Availability of strategic information is
a challenge across all countries in the West Africa Region. Through direct PEPFAR support and
close collaboration with GFATM, routine program monitoring and surveillance capacity will be
increased through ROP20. In Burkina Faso and Togo, PEPFAR will work to improve the quality
of granular data to monitor performance and for decision making and improving the quality of
services. In ROP19, Togo implemented eTracker providing robust capacity to monitor site level
performance. In Ghana, GFATM is supporting the implementation of the testing module of
eTracker, allowing for surveillance opportunities and deduplication of repeat testing. PEPFAR will
support training on data entry, analysis, and use to improve programming. In Senegal, PEPFAR
will support the continued roll-out of the case-based surveillance system, SENCAS, to all sites, with
integration of a laboratory information system. In Sierra Leone, national population data and HIV
estimates were last collected in 2013. GFATM, with TA support from PEPFAR, is funding a BBS and
population size estimates for FSW, MSM, PWID, and disabled PLHIV.

Stigma and discrimination toward PLHIV and KP: Stigma and discrimination of PLHIV and KP
across all countries in the West Africa Region is a known problem. All countries in West Africa will
focus on activities to reduce stigma and discrimination through site-level trainings to make
facilities KP-friendly. All countries will also address stigma and discrimination as part of
community-led monitoring efforts. PEPFAR will contribute to Stigma Index 2.0 surveys that are
expected to be carried out in Togo and Senegal with ROP1g funds. In ROP20, PEPFAR, along with
GFATM, will support implementation of the Stigma Index 2.0 surveys in Mali and Liberia.

Sustainable financing of the national HIV response: While West Africa is not mandated to
transition to indigenous partners in ROP20, PEPFAR/West Africa is committed to building the
capacity of the many high-performing indigenous partners that currently serve as sub-recipients of
PEPFAR funding throughout the region. In addition, local CSOs will be directly contracted to carmy
out community-led monitoring in all seven countries. The West Africa Regional program will also
proactively collaborate with multilateral stakeholders and encourage host country governments to
commit and execute more domestic resources towards HIV programming and commodities.

Adoption and implementation of prevention activities: Direct PrEP delivery will be

implemented in Ghana and Mali for KPs and clients of sex workers. In the other five countries,
PEPFAR will not directly deliver PrEP, but will work on PrEP policy development and advocacy.
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The Table 6-E tab of the Excel workbook is attached in Appendix C.

The SRE-Tool E worksheet is attached in Appendix C.

6.0 USG Operations and Staffing Plan to Achieve Stated
Goals

The following positions for the West Africa Regional program are still under recruitment:

1. Regional PEPFAR Coordinator (Resident Hire U.S. Personal Services Contractor
[USPSC])- This position was originally the vacant Ghana PEPFAR Coordinator position
that has been redefined to play the role for the West Africa Region based in Accra, Ghana.

2. Regional Strategic Information Advisor (USAID - Third Country National/USPSC) - To
provide Strategic Information (SI) support throughout the region based in Accra, Ghana.

3. Regional Laboratory Advisor (CDC - Locally Employed Staff [LES] or Third Country
National) - To support VL scale up and provide essential laboratory TA throughout the
region based in Accra, Ghana. In ROP1g, this position was proposed to be based in Senegal,
pending the establishment ofa CDC regional office.

While these positions are still under recruitment, there are no long-term vacancies greater than six
months. PEPFAR/West Africa has no major changes to the Cost of Doing Business (CODB) in
ROP2o0.

The Senior HIV Advisor (Third Country National based in Accra) is the only full-time equivalent
(FTE) for USAID/West Africa. Existing staff providing partial FTE support to West Africa, based in
Accra and Togo, are Senior Health Advisor (USAID/West Africa staff based in Togo), the Project
Management Specialist for HIV, and the Health Systems Strengthening Specialist. Other non-
PEPFAR funded staff providing support and oversight are the USDH Regional Health Office
Director, a USAID Health Officer (USDH), the Regional Finance and Budget Specialist, and the
CDC/Ghana staff will provide TA to PEPFAR implementing agencies and partners across all
countries in the Region for lab and SI activities.

Community-Led Monitoring oversight: Across West Africa, USAID programs will work closely
with the Financial Management and Acquisition and Assistance offices to appropriately contract
local CSOs to carry out community-led monitoring activities. Existing staff will be assigned as
cognizant officers responsible for monitoring development of work plans and implementation of
activities in line with USAID oversight regulations. HRSA is pursuing various options for
contracting, in consultation with PEPFAR HQ, and will perform monitoring activities consistent
with work plans and targets, in addition to close monitoring of expenditures and other activities to
ensure compliance with relevant regulations. Site visits will also be conducted to assess the quality
of the community monitoring. HRSA will also support the CSOs to help them achieve optimal
results.
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The following positions are country-specific positions in PEPFAR/West Africa countries:

In Burkina Faso, CDC is recruiting a US physician to serve as an HIV Clinical Advisor, focusing on
Burkina Faso and Togo, but also available to provide support across the West Africa Region. In
addition, a USAID HIV/AIDS Specialist (LES) is also under recruitment.

In Ghana, USAID received approval to recruit an LES Clinical Care and Treatment Advisor to
provide comprehensive expertise in clinical HIV/AIDS services and support, program design,
implementation, and monitoring. In FY19, a successful candidate was selected. USAID Ghana will
also be recruiting an LES M&E Advisor at 60% FTE, a position which has been vacant since June
2019. In November 2019, the CDC/Ghana Lab Advisor position was vacated. Recruitment is
currently underway to fill this position.

In Liberia, USAID has on-boarded a full-time technical expert in KP programming. All other
USAID staffing is the same from ROP19. HRSA has been approved to hire a USDH Country Director
and two LES, with one LES potentially in the role of an interagency SI advisor.

In Mali, USAID onboarded a full-time LES SI Advisor in FYig. USAID has allocated additional
funding to CODB for ROP20 to accommodate additional staff time to the PEPFAR program which
is increasing dramatically in size from ROP19 to ROP20. CDC will no longer support staff in the
country to work on PEPFAR activities as of March 31,2020.

Senegal consulted staff and supervisors to assess the level of effort (LOE) devoted to PEPFAR by
Mission staff. Adjustments were made to last year’s LOE to reflect new tasks such as conducting
SIMS. In ROP20, USAID plans to fund three FTE and at least two Foreign Service Nationals. The
Mission aims to recruit an LES HIV Specialist, however, the Mission’s first attempt at recruiting an
LES was unsuccessful. Should the second attempt also fail, an alternative hiring mechanism will be
considered in consultation with the Front Office. Non-PEPFAR funded staff providing support and
oversight are the USDH Health Office Director and one USAID USDH. For the U.S. Department of
Defense (DoD), a CODB increase requested for COP2o0 to reflect a within-grade salary step increase
for the Program Manager and additional travel to perform SIMS visits and other site/supervision
visits. If the CODB request is not approved, DoD would need to adjust the program area’s budget
to cover the variation.

In Sierra Leone, HRSA plans the same three FTE configuration as in Liberia, with one USDH and
two LES. These staffing and associated CODB costs are supported through the ROP20 notional
allocation. As actual costs are realized in ROP20, HRSA will shift any excess amounts to program
implementation.
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APPENDIX A -- PRIORITIZATION

Continuous Nature of SNU Prioritization to Reach Epidemic Control

Table A.1
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APPENDIX B - Budget Profile and Resource Projections

B1. COP20 Planned Spending in alignment with planning levelletter guidance
Table B.1.1COP20 Budgetby Program Area

Avisualization should be generated from budgetcreated from the FAST

Budget Code

APPLIED PIPELINE

HBHC

HLAB

HTXD

HTXS

HVAB

HVCT

HVMS

HVOP $2,156,898

HVSI

MTCT

OHSS

PDCS

PDTX

Program
W SE
PREV
H FM
W M&o
W HTS
W CaT
B ASP

F2M 54M $6M $8M $10M $12M $14M
Amount
Table B.1.2 COP20 Total Planning Level
Applied Pipeline New Funding Total Spend
$US9,159,298 $US47,163,568 $US56,322,866

*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 Allecated
MTCT Mother to Child Transmission $343.387
HWAERY Abatinence/Be Faithful PreventionYouth 530,030
HYOP Crther Sexual Prevention 2 865 677
oy Injecting and Non-Injecting Drug Use 50
HKBL Blood Satery 50
HMIM Injection Safety S0
CIRC Male Circumcision S0
HYCT Counseling and Testing BILG3T153
HBHC Adult Care and Support 32,037
FOCS Pediatric Care and Support BL7,000
HEID COrrphans and YVulnerable Children 50
HTXS Adult Treatment $15,341,758
HTXD ARV Drugs 51,835,928
FOTX Pediatric Treatment BIFF, 000
HWTH TE/HIY Care 50
HLAB Lab 51,738,180
HYSI Atrategic Information 52,021,558
OHSS Health Systems Strengthening 56,443,568
HVM S Management and Operations 52,460,408
TOTAL §40, 100,851

*Data inchaded in Takle B2z should match FACTS Inks reconds, .

B.2 Resource Projections

To achieve the specific goals laid out for each of the countries in the West Africa Region, the
PEPFAR teams reviewed the current epidemiology, ROP1g targets, and the current funding
availability across donors and host-country governments. Ghana was the only country required to
report FY19 expenditures by implementing agencies and partners. All other countries worked
closely with implementing partners to review expenditures in FY19 and the first few months of
FY20. Foreach country, the team analyzed what resources would be required to achieve the specific
objectives and targets outlined in the ROP20. Where there is robust GFATM and host-country
government support, PEPFAR will focus on specific target populations and catalytic points.
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APPENDIX C - Tables and Systems Investments for
Section 6.0

The Table 6-E tab and SRE Tool-E tab of the Table 6 and SRE Excel workbook should be saved as
a PDF and attached here in Appendix C.

The final Excel workbook should be considered a part of the SDS and submitted at the same time.

Table 6-ETab
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Table 6-E (Entry of Above Site Programs Activities)

Funding

Agency PrimePartner

Burkina Faso

COP20 Activity Intervention Intervention
COP20 Program Area COP20 Beneficiary  Category Key Systems Barrier Start End COP20 Benchmark
Strong data system in place
where the eTracker, UIC, and
case based surveillance can
be fully implemented in
PEPFAR sites and beyond and Interoperability of DATIM (MER
where data is used for indicators) with DHIS2 (where
decision making and applicable) and other national
improving quality of services reporting systems is operational to
ASP: HMIS, surveillance, [Non-Targeted Pop: through Continuous Quality ensure data alignment of PEPFAR and
& research-NSD Not disaggregated HMIS systems Improvement (CQl) CoP19 CoP21 site/national data
Lab infrastructure and
technical capacity
strengthened to facilitate
optimization of VL
ASP: Laboratory systems |Non-Targeted Pop: | Laboratory diagnostics and viral load Increase access to viral load testing
strengthening-NSD Not disaggregated infrastructure literacy COP19 COP21 to at least 80% coverage by Q4
100% of PEPFAR sites has fonctionnal
Quality Improvement Committee
80% of PEPFAR sites has green score
for 80% of SIMS questions
Oversight, Scale up of Index Testing and
technical HIV Self-testing (HIVST), and Expected TX_CURR FY 21 = 27712
ASP: Policy, planning, assistance, and  [enhanced KP positive case
coordination & Non-Targeted Pop:  |supervision to finding at PEPFAR sites and 07 CSO partners are receiving
management-NSD Not disaggregated subnational levels |beyond COP20 COP21 receiving subgrants
Information and |Reduced stigma and
sensitization for |discrimination against all
public and PLHIV, including KPs through Stigma and discrimination reduction
ASP: Laws, regulations & |Non-Targeted Pop: |government KPIF, SID, and community activities are implemented in all
policy environment-NSD |Not disaggregated officials monitoring efforts COP18 COP21 PEPFAR supported sites
National commodity security
and supply chain
management systems 1) 04 Quarterly meetings done
(financing, quantification,
forecasting and distribution), 2. TLD transition completed by FY21
strengthened to ensure Q1
complete transition to TLD
Forecasting, and PLHIV have access to 3) 80% of PEPFAR sites have accurate
ASP: Procurement & supply chain plan, |appropriate ART (TLD for all LMIS data
supply chain management{Non-Targeted Pop: |budget, and PLHIV >30kg, complete
NSD Not disaggregated  |implementation |removal of all NVP) COP19 COP21 4. No stockout and zero expiries of
Expected TX_CURR FY 21 =27 712
Scale up of Index Testing and At least 98% retention rate at
HIV Self-testing (HIVST), and PEPFAR sites
ASP: Policy, planning, National strategic|enhanced KP positive case
coordination & Non-Targeted Pop: |plans, operational[finding at PEPFAR sites and Increase of domestic resources to
n 1t-NSD Not disaggregated [plans and budgets|beyond COP19 COP21 fund HIV/AIDS programming
04 Quarterly report developped and
disseminated by CSO
Decreased number of clients
complaints on the quality of services
Elimination of all formal and
ASP: Policy, planning, informal user fees in the
coordination & public sector for access to all Free HIV services are clearly
management of disease |Non-Targeted Pop: | Civil society direct HIV services and indicated in communication
control programs-NSD Not disaggregated 1t related services COP19 COP21 materials in PEPFAR supported sites
Scale up of Index Testing and
HIV Self-testing (HIVST), and
ASP: Policy, planning, National strategic|enhanced KP positive case
coordination & Non-Targeted Pop: |plans, operational[finding at PEPFAR sites and
1t-NSD Not disaggregated plans and budgets|beyond COP20 COP21 PrEP policy and SOP are available
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Table 6-E (Entry of Above Site Programs Activities)

Funding
Agency

PrimePartner

Ghana

83|Page

diagnostics and viral load
literacy

COP20 Activit: Ints ti Ints ti
COP20 Program Area COP20 Beneficiary — Key Systems Barrier e COP20 Benchmark
Category Start End
. 1) 4 Meetings held to plan process
St dat: t I
fone,cata systemin|piace for data entry, Running SPECTRUM
where the eTracker, UIC, and N N
. Model analysis, reporting and
case based surveillance can n -
R . dissemination.
o lkleentedin 2) Trainings held to train Regional
ASP: HMIS, surveillance, [Non-Targeted Pop: PEPFAR sites and beyond and B Ag
. HMIS systems ) CoP17 CcoP22 level teams to generate estimates,
& research-NSD Not disaggregated where data is used for )
. . data use for advocacy , policy and
decision making and .
improving quality of services program planning
A n 3) 2020 National and Sub-National
through Continuous Quality . T .
Improvement (CQI) (regional and district) Estimates
P 4) Public dissemination of results.
Strong data system in place
here the eTracker, UIC, and
psiUCE L 1.Two trainings conducted on data
case based surveillance can .
be fully implemented in entry and data analysis
N Training in HMIS Y . P 2. 100 CSO staff trained
ASP: HMIS, surveillance, [Key Pops: Not PEPFAR sites and beyond and R ) L
N systems or N COoP17 COoP22 3. 45 sites receive monitoring visits
& research-NSD disaggregated where data is used for .
processes . K 4. KP Cascade report published
decision making and
X . N . quarterly.
improving quality of services
through Continuous Quality
Improvement (CQl)
inpl
St ek sy [ plhes 1. 45 Regional Health information
where the eTracker, UIC, and . N N
q Officers trained in eTracker
case based surveillance can
R R 2) Quarterly data entry, use, and
Training in HMIS ol e management trainings
ASP: HMIS, surveillance, [Non-Targeted Pop: B PEPFAR sites and beyond and 8 R ‘g : o
. systems or ) cor17 corP22 2) 25% of sites receive monitoring
& research-NSD Not disaggregated where data is used for L o
processes . . visits on supervising Data
decision making and .
. N N N Management and Reporting each
improving quality of services N N .
. ) quarter (Sites with known DQ issues)
through Continuous Quality
Improvement (CQl)
Strong data system in place
where the eTracker, UIC, and 1. eTracker used in 100% of facilities
case based surveillance can 2.100% of sites use VLDMS
be fully implemented in 3. Reporting of key Indicators;
ASP: HMIS, surveillance, [Non-Targeted Pop: PEPFAR sites and beyond and TX_CURR, TX_NEW, and TX_PVLS
HMIS syst CcoP17 COP22 - - -
& research-NSD Not disaggregated systems where data is used for reported from eTracker
decision making and 4. 25% of sites received monitoring
improving quality of services visits each quarter (Sites with known
through Continuous Quality QA issues)
Improvement (CQl)
Strong data system in place
where the eTracker, UIC, and
based ill
(=2 aﬁe survel aana cn 1) Reports updated in Q2 and Q4
Training in HMIS il implamanie] i 2) Server subscription purchased
ASP: HMIS, surveillance, [Non-Targeted Pop: e PEPFAR sites and beyond and P P 3
) systems or 3 COP18 COP22 3) two e tracker task team meeting
& research-NSD Not disaggregated where data is used for
EES decision making and held.
. . g . 4) Etacker integration into DHIMS2
improving quality of services
through Continuous Quality
Improvement (CQl)
Lab infrastructure and 1) 100% of VL testing centers
Lablqualit technical capacity enrolled in EQA in Q1
ASP: Labor?tory systems Non-'ljargeted Pop: imprgvem:nt and str(e'ng'ther\ed to facilitate COPL7 CoP22 2) 100% satis.factory performance by
strengthening-NSD Not disaggregated [— optimization of VL all enrolled sites

3) all non-performing sites receive
corrective action trainings




Table 6-E (Entry of Above Site Programs Activities)

Funding

PrimePartner
Agency

COP20 Activit: Ints ti Ints ti
COP20 Program Area COP20 Beneficiary ctivity Key Systems Barrier B I COP20 Benchmark
Category Start End
1) 100% of results turn around time
within 14 days in Q1 and subsequent
Lab infrastructure and quarters
ebapelly technical capacity 2) Sample referral system fully
ASP: Labor?tory systems |Non: Targeted Pop: e stre'ng'theped to facilitate cop17 cop22 olperatlng in 100% of eligible ART
strengthening-NSD Not disaggregated [, optimization of VL sites by Q1
diagnostics and viral load 3) Quarterly training for specimen
literacy collection and transport staff.
4) Quarterly monitoring vists
conduced with VL score card.
Lab infrastructure and
Lab qualit technical capacity 1. Testing Centers fully implementing
ASP: Laboratory systems [Non-Targeted Pop: |, 4 v strengthened to facilitate the system
N N improvement and o COoP18 CoP21 L
strengthening-NSD Not disaggregated optimization of VL 2. Data reporting into DHIMS and E-
assurance " N q
diagnostics and viral load tracker
literacy
Implementation of
differentiated service
delivery (DSD) models,
|nclud|.n'g s r'nonth. 1. Conduct 1 training each in 3
prescribing/dispensing riority regions
. L (MMP/D) and delivery P Y regions. .
ASP: Not Disaggregated- [Non-Targeted Pop: Description . 2. Improved accuracy of reporting.
. ) models to improve COP17 COP22 .
NSD Not disaggregated required . ) . 3. Increased number of articles on
identification and ARV .
N N HIV promoting Treat All, no user fees,
coverage of PLHIV (including ete
KPs, men, and adolescents) :
to increase retention and
minimize lost to follow up at
PEPFAR sites and beyond.
1. Conduct anti-stigma and
Reduced stigma and . Au . st . .
discrimination against all discrimination events in 6 locations
ASP: Not Disaggregated- [Non-Targeted Pop: Description . . B across PEPFAR's priority regions.
. ) PLHIV, including KPs through | COP19 COP22
NSD Not disaggregated  [required N 2. Number of reports to CHRAJ and
KPIF, SID, and community L
o GAC should drop by 25% within 3
monitoring efforts
months
Direct and immediate
assessment for and offer of
prevention services,
ASP: HMIS, surveillance, Prfc_)rity Pops: Program‘and including [_)re-exposure Med.ical doct(_)rs_ well positioned to
& research-NSD Military & other data quality prophylaxis (PrEP) to HIV- COP20 CoP22 provide wholistic HIV treatment and
uniformed services [management negative clients found care
through testing in
populations at elevated risk
of HIV acquisition
o Reduced stigma and GAF members demonstrate 80%
L Assessing impact [ .~ " . . . L
ASP: Laws, regulations & Priority Pops: of policies and discrimination against all decrease in perceived discrimination
i . d Military & other e ) PLHIV, including KPs through | COP18 cor21 scores as measured by the Genberg
policy environment-NSD N ) regulations on B N N
uniformed services HIV KPIF, SID, and community Stigma scale from baseline data
monitoring efforts observed in 2016 SABERS
1) 30 health care workers trained in
PHDP impl tati
Sl p il siigan 2) Actil\/";ptrear:;: aolfonositive atients
Priority Pops: — . |HIV Self-testing (HIVST), and . . g ot P
ASP: Human resources for| - Institutionalizatio . for index testing
Military & other . ) enhanced KP positive case COP17 COP21 .
health-NSD 5 . n of in-service L . 3) Follow up of LTFU patients and
uniformed services L finding at PEPFAR sites and . PR
training bevond proactive partner notification
U 4) 95% of clients on treatment virally
suppressed.
- Lab commodity supply plans
available to guide timely
. . B procurements and ultimately to
National commodity security . .
. assure commodity security
and supply chain .
- Uninterrupted supply of HIV
management systems - .
o . o commodities at Last Mile of health
Forecastin, e ame e tication, service delivel
PABAEEIETIEE Non-Targeted Pop:  [suppl cha:\’ lan, st endd i stent Adequate ArRst available at all sites
supply chain management; E i 1 [HEI strengthened to ensure COP16 CoP21 q

NSD

Not disaggregated

budget, and
implementation

complete transition to TLD
and PLHIV have access to
appropriate ART (TLD for all
PLHIV >30kg, complete
removal of all NVP)
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for treatment of HIV stable clients
(MMS)

- Readily available SDP data for
forecast and procurement planning

- Regional TWG meetings held
according to schedule




Table 6-E (Entry of Above Site Programs Activities)

Funding

Agency PrimePartner

Liberia

COP20 Activity Intervention  Intervention
COP20 Program Area COP20 Beneficiary Category Key Systems Barrier Start End COP20 Benchmark
Clinical
guidelines, Implementation of
policies for differentiated service
service delivery delivery (DSD) models,
including six month
prescribing/dispensing
(MMP/D) and delivery
models to improve
identification and ARV
coverage of PLHIV (including
KPs, men, and adolescents)
ASP: Policy, planning, to increase retention and
coordination & minimize lost to follow up at
management of disease  |Non-Targeted Pop: PEPFAR sites and beyond. Country level implementation of DSD
control programs-NSD Not disaggregated COP19 COP22 models rolled out for all sites.
National Direct and immediate
strategic plans,  |assessment for and offer of
operational plans |prevention services,
and budgets including pre-exposure
prophylaxis (PrEP) to HIV- PrEP implemtation policy currently
ASP: Policy, planning, negative clients found adopted for the country. By the end
coordination & through testing in of COP 20, all materials should be in
management of disease  [Non-Targeted Pop: populations at elevated risk place for the roll out of
control programs-NSD Not disaggregated of HIV acquisition COP20 COP22 implementation.
Forecasting,
supply chain plan, |National commodity security
budget, and and supply chain
implementation |management systems
(financing, quantification,
forecasting and distribution),
strengthened to ensure
complete transition to TLD
and PLHIV have access to LMIS fully functional with timely
ASP: Procurement & appropriate ART (TLD for all reporting, stock reviews, and
supply chain management{Non-Targeted Pop: PLHIV >30kg, complete effective management of supply
NSD Not disaggregated removal of all NVP) COP19 COP22 chain.
Assessing impact
of policies and
regulations on Having a working policy implmented
HIV to the fullest. Capacity building for
Reduced stigma and additional 10 military personnel in
discrimination against all local pre-service institution.
Priority Pops: Military, PLHIV, including KPs through Currently, there is an agreement with
ASP: Laws, regulations & [& other uniformed KPIF, SID, and community GSSHealth for lab improvement and
policy environment-NSD  |services monitoring efforts COP18 COP20 capacity building for lab tecnicians
tl:;ie;is:grwce Implementation of
differentiated service
delivery (DSD) models,
including six month
prescribing/dispensing
(MMP/D) and delivery
models to improve
identification and ARV
coverage of PLHIV (including
Pregnant & KP?’ (G, &3 ado.lescents) Greater numbers of physicians,
Breastfeeding toAercr.ease TERIEI0 I nurses and midwives with strong
minimize lost to follow up at .
ASP: Human resources for [Women: Not PEPFAR sites and beyond. competency in HIV care and
health-NSD disaggregated COP20 COP21 treatment.
Pre-service .
e Ir-npleme.ntatlon of
differentiated service
delivery (DSD) models,
including six month
prescribing/dispensing
(MMP/D) and delivery
models to improve
identification and ARV -
) . Greater numbers of physicians,
coverage of PLHIV (including . .
nurses and midwives with strong
KPs, men, and adolescents) .
to increase retention and competency in HIV care and
inimize lost to follow up at treatment. Number of health
ASP: Human resources for |[Non-Targeted Pop: mlnlmlze‘ P management graduates (NACP, JFK)
health-NSD Not disaggregated PR SEs et el COP20 COP20 and outcomes of CQl interventions.
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Table 6-E (Entry of Above Site Programs Activities)

Funding

Agency PrimePartner COP20 Program Area

ASP: Procurement &
supply chain management:
NSD

COP20 Beneficiary

Non-Targeted Pop:
Not disaggregated

COP20 Activity
Category
Product
selection,
registration, and
quality
monitoring

Key Systems Barrier

Strong data system in place
where the eTracker, UIC, and
case based surveillance can
be fully implemented in
PEPFAR sites and beyond and
where data is used for
decision making and
improving quality of services
through Continuous Quality
Improvement (CQl)

Intervention
Start

CoP20

Intervention
End

COP21

COP20 Benchmark

Completed implementation of work
plan and evidence of sustained
improvements in data quality and
use

ASP: HMIS, surveillance, &
research-NSD

Non-Targeted Pop:
Not disaggregated

Program and
data quality
management

National commodity security
and supply chain
management systems
(financing, quantification,
forecasting and distribution),
strengthened to ensure
complete transition to TLD
and PLHIV have access to
appropriate ART (TLD for all
PLHIV >30kg, complete
removal of all NVP)

CoP20

COP21

Few or no stock outs and reliable
capacity for effective supply chain
systems.

ASP: HMIS, surveillance, &
research-NSD

Key Pops: Not
disaggregated

HMIS systems

Strong data system in place
where the eTracker, UIC, and
case based surveillance can
be fully implemented in
PEPFAR sites and beyond and
where data is used for
decision making and
improving quality of services
through Continuous Quality
Improvement (CQl)

CoP20

CoP20

All 4 sites have completed Unique
Identifier Roll out in Grand Bassa and
Margibi Counties. New Activity and
new sites in COP20.

ASP: Laws, regulations &
policy environment-NSD

Non-Targeted Pop:
Not disaggregated

Information and
sensitization for
public and
government
officials

Strong data system in place
where the eTracker, UIC, and
case based surveillance can
be fully implemented in
PEPFAR sites and beyond and
where data is used for
decision making and
improving quality of services
through Continuous Quality
Improvement (CQl)

COP20

COP20

HIV M&E Guidelines and tools fully
rolled out

ASP: HMIS, surveillance, &
research-NSD

Key Pops: Not
disaggregated

HMIS systems

Strong data system in place
where the eTracker, UIC, and
case based surveillance can
be fully implemented in
PEPFAR sites and beyond and
where data is used for
decision making and
improving quality of services
through Continuous Quality
Improvement (CQl)

CoP20

CoP20

All KP Dissagregated Indicators
Entered into DHIS-2

ASP: HMIS, surveillance, &
research-NSD

Key Pops: Not
disaggregated

Research

Reduced stigma and
discrimination against all
PLHIV, including KPs through
KPIF, SID, and community
monitoring efforts

COP20

COP20

PEPFAR will provide funding to allow
UNAIDS and the local PLHIV
association to conduct the updated
Stigma Index with 2021 data. This
data will be used to inform
interventions around stigma and
distcrimination reduction in future
years.
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Table 6-E (Entry of Above Site Programs Activities)
Funding COP20 Program Area
Agency

PrimePartner

ASP: HMIS, surveillance,
& research-NSD

COP20 Beneficiary

Non-Targeted Pop:
Not disaggregated

Mali

COP20 Activity
Category

Program and data
quality management

Key Systems Barrier

Strong data system in place
where the eTracker, UIC, and
case based surveillance can
be fully implemented in
PEPFAR sites and beyond
and where data is used for
decision making and
improving quality of services
through Continuous Quality
Improvement (CQl)

Intervention
Start

COP19

Intervention
0]

CcoP21

COP20 Benchmark

100% of structure using UIC with
fidelity

Data use for CQl: community led
monitoring reports are triangulated
with SIMS reports and other facility
data for quality of care improvement
at 100% of PEPFAR supported
regions.

ASP: HMIS, surveillance,
& research-NSD

Non-Targeted Pop:
Not disaggregated

Program and data
quality management

Strong data system in place
where the eTracker, UIC, and
case based surveillance can
be fully implemented in
PEPFAR sites and beyond
and where data is used for
decision making and
improving quality of services
through Continuous Quality
Improvement (CQl)

COP19

cop22

100% of Data on MERs and customs
indicators available

ASP: HMIS, surveillance,
& research-NSD

Non-Targeted Pop:
Not disaggregated

Training in HMIS
systems or processes

Strong data system in place
where the eTracker, UIC, and
case based surveillance can
be fully implemented in
PEPFAR sites and beyond
and where data is used for
decision making and
improving quality of services
through Continuous Quality
Improvement (CQl)

COP19

CcoP21

eTracker expanded for use
nationally.

ASP: Policy, planning,
coordination &
management of disease
control programs-NSD

Non-Targeted Pop:
Not disaggregated

Information and
sensitization for
public and
government officials

Lab infrastructure and
technical capacity
strengthened to facilitate
optimization of VL
diagnostics and viral load
literacy

COP19

cop21

Lab optimization activities
completed and operationalized
nationally.

Policy fully implemented

ASP: Policy, planning,
coordination &
management of disease
control programs-NSD

Non-Targeted Pop:
Not disaggregated

Information and
sensitization for
public and
government officials

Implementation of
differentiated service
delivery (DSD) models,
including six month
prescribing/dispensing
(MMP/D) and delivery
models to improve
identification and ARV
coverage of PLHIV (including
KPs, men, and adolescents)
to increase retention and
minimize lost to follow up at
PEPFAR sites and beyond.

COP19

copP21

MMD adopted nationally.

ASP: Policy, planning,
coordination &
management of disease
control programs-NSD

Non-Targeted Pop:
Not disaggregated

Information and
sensitization for
public and
government officials

Lab infrastructure and
technical capacity
strengthened to facilitate
optimization of VL
diagnostics and viral load
literacy

COP19

CoP21

1.90% increase in viral load requests
by Q2

2. At least 80% of tests results are
returned to testing sites by Q4

ASP: Laboratory systems
strengthening-NSD

Non-Targeted Pop:
Not disaggregated

Lab quality
improvement and
assurance
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Lab infrastructure and
technical capacity
strengthened to facilitate
optimization of VL
diagnostics and viral load
literacy
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cop21
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throught the optimization plan
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Table 6-E (Entry of Above Site Programs Activities)
Funding
Agency

PrimePartner

COP20 Program Area COP20 Beneficiary COP20 Activity Key Systems Barrier Intervention Intervention COP20 Benchmark
Category Start End
ASP: Laboratory systems |Non-Targeted Pop: | Lab quality Lab infrastructure and COP19 CcoP21 1. 90% of ART sites in the five regions
strengthening-NSD Not disaggregated improvement and technical capacity submiting samples by Q2
assurance strengthened to facilitate 2. 95% of samples submitted meets
optimization of VL acceptance criteria
diagnostics and viral load 3. 90% of test results successfully
literacy returned to requesting sites by Q3
4.100% of labs stregnthened and
100% of staff trained through the
optimization plan on DBS techniques
ASP: Laboratory systems |Non-Targeted Pop: | Training in Lab infrastructure and COP19 CoP21 1.100% of viral load tests
strengthening-NSD Not disaggregated  [laboratory systems [technical capacity completed and results returned on
strengthening strengthened to facilitate time with documented results in the
optimization of VL medical chart
diagnostics and viral load 2. National QA for viral load
literacy implemented across the country by
Q2
3. Corrective action provided for all
non-performing sites by Q4
ASP: Procurement & Non-Targeted Pop: | Forecasting, supply [National commodity security | COP19 CcoP21 No reagent stock-outs nationally
supply chain management{Not disaggregated chain plan, budget, |and supply chain TLD transition fully completed by
NSD and implementation |management systems October 31st 2020
(financing, quantification,
forecasting and distribution),
strengthened to ensure
[ lete transition to TLD
and PLHIV have access to
appropriate ART (TLD for all
PLHIV >30kg, complete
removal of all NVP)
ASP: Policy, planning, Non-Targeted Pop: | Assessing impact of |Reduced stigma and COP20 COP21 Reduction of 50 % of reported
coordination & Not disaggregated policies and discrimination against all discrimination and stigmatization
management of disease regulations on HIV  [PLHIV, including KPs through cases.
control programs-NSD KPIF, SID, and community
monitoring efforts
ASP: Policy, planning, Non-Targeted Pop: | Assessing impact of [Scale up of Index Testing and | COP19 COoP21 30% of case finding by index testing
coordination & Not disaggregated policies and HIV Self-testing (HIVST), and by LINKAGES.
management of disease regulations on HIV  [enhanced KP positive case
control programs-NSD finding at PEPFAR sites and
beyond
ASP: HMIS, surveillance, |Key Pops: Men Program and data  |Strong data system in place | COP19 coP21 100% of sites correctly using data
& research-NSD having sex with men [quality management |where the eTracker, UIC, and collection tools
case based surveillance can
be fully implemented in
PEPFAR sites and beyond
and where data is used for
decision making and
improving quality of services
through Continuous Quality
Improvement (CQl)
ASP: HMIS, surveillance, |Key Pops: Men HMIS systems Strong data system in place | COP19 CcoP21 All the PEPFAR TX_CURR have a UIC
& research-NSD having sex with men where the eTracker, UIC, and
case based surveillance can
be fully implemented in
PEPFAR sites and beyond
and where data is used for
decision making and
improving quality of services
through Continuous Quality
Improvement (CQl)
ASP: HMIS, surveillance, |Non-Targeted Pop: Research Reduced stigma and COP19 COP20 Index Stigma 2.0 Survey completed

& research-NSD

Not disaggregated

discrimination against all
PLHIV, including KPs through
KPIF, SID, and community
monitoring efforts

and report disseminated by FY21 Q2
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Table 6-E (Entry of Above Site Programs Activities)

Funding

PrimePartner
Agency

Senegal

COP20 Activit Intervention Intervention
COP20 Program Area COP20 Beneficiary Y Key Systems Barrier COP20 Benchmark
Category Start End
Strong data system in place
where the eTracker, UIC, and
case based surveillance can
be fully implemented in
K Program and B
ASP: HMIS, surveillance, [Non-Targeted Pop: . PEPFAR sites and beyond and
N data quality ) COP19 CoP21
& research-NSD Not disaggregated where data is used for
management . .
decision making and SIMS completed at all sites
improving quality of services DQAs completed for MER indicators
through Continuous Quality Sl systems in place
Improvement (CQl) all HFR complete and submitted on
time
Adoption and With supervision from th.e district
i K health team, health providers are
L . |implementation of Test and . . . .
ASP: Human resources for [Non-Targeted Pop: [Institutionalizatio N trained to provide quality services
" . . Start with demonstrable COP19 coP21 . " :
health-NSD Not disaggregated  [n of in-service including Index testing, Enhanced
. access across all age, sex,
training and risk groups Peer Outreach Approach (EPOA),
group: Test and Start, increase of HTS_POS
and linkage to treatment.
Assessing impact Elimination of all formal and
ASP: Public financial - il informal user fees in the
management MEPARTEREee | EprelEes et ublic sector for access to all | COP19 copP21
" gh ine-NSD Not disaggregated  [regulations on z ———, d Continued enrollment of HIV/AIDS
strengthening-| HIV n;e a se.rwces an clients in community based health
related services insurance
National commodity security
and supply chain
management systems
financing, quantification,
ASP: Policy, planning, Assessing impact { B R
coordination & Non-Targeted Pop:  |of policies and e ctdldC T ution )
. N 8 p: P K strengthened to ensure COP19 COoP21
management of disease  |Not disaggregated  |regulations on .
control programs-NSD HIV complete transition to TLD
prog and PLHIV have access to
iate ART (TLD for all
EEERER AR (D iierd Al TX_NEW on TLD, 100% of clients
PLHIV >30kg, complete .
already on treatment transitioned to
removal of all NVP)
TLD
Support provided to KP networks to
carry out prevention activities.
Information and Increase number of peAer navigators
L and case managers. Stigma and
. sensitization for U . .
ASP: Laws, regulations & [Non-Targeted Pop: . discrimination reduction activities
. . " public and COP19 CoP21 ) ) ) )
policy environment-NSD  [Not disaggregated . carried out with medical officers,
government Reduced stigma and " .
- o . police, and health providers to
officials discrimination against all
. " ensure that all PEPFAR supported
PLHIV, including KPs through 3 ) )
B sites provide KP competent services
KPIF, SID, and community N N .
S in a KP friendly environment.
monitoring efforts
Lab infrastructure and
technical capacity
ASP: Laboratory systems [Non-Targeted Pop: | Laboratory strengthened to facilitate CoP19 coP21
strengthening-NSD Not disaggregated [infrastructure optimization of VL
diagnostics and viral load 100% patients have access to viral
literacy load testing.
National commodity security
and supply chain
management systems
Forecasting, |(1"2nng quantfction
ASP: Procurement & Non-Targeted Pop:. |supply chain plan. forecasting and distribution),
supply chain management . 8 P PRl (IED strengthened to ensure COP19 CoP21
Not disaggregated  |budget, and .
NSD implementation complete transition to TLD
e and PLHIV have access to
appropriate ART (TLD for all
PLHIV >30k let
removal of i'"c;\r;:; ete 0% stock-out for ART, VL reagents
and other HIV-related commodities.
Lab infrastructure and
. technical capacity
ASP: Laboratory systems |Non-Targeted Pop: Relopelleg, strengthened to facilitate
: VS E P* lbudgets, and B CoP19 cop21

strengthening-NSD

Not disaggregated

strategic plans
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Table 6-E (Entry of Above Site Programs Activities)
Funding
Agency

PrimePartner

& research-NSD

disaggregated

go|Page

where data is used for
decision making and
improving quality of services
through Continuous Quality
Improvement (CQl)

COP20 Program Area COP20 Beneficiary (L2 Key Systems Barrier IR | [ IREE COP20 Benchmark
Category Start End
Non-discriminatory policies
developed and disseminated using
L Assessing impact current public health and WHO
ASP: Laws, regulations & [PiIETERY (PG of policies and . guidelines focused on human rights
. ’ Military & other ) Reduced stigma and COP19 CcopP22 . o
policy environment-NSD ) 3 regulations on A . and stigma and discrimination
uniformed services discrimination against all o . .
HIV PLHIV, including KPs through elimination. Mllltary Ieade.rshlp
KPIF, SID, and community supports _the implementation of
monitoring efforts these policies.
All military sites assessed using the
SIMS tool.
Strong data system in place Action plans developed and
where the eTracker, UIC, and implemented.
- case based surveillance can Improvement noticeable in terms of
ASP: HMIS, surveillance, Pr!clorlty Pops: . be fully implemented in quality of the service delivery.
& research-NSD Ml!ltaw & Other Erahaticn PEPFAR sites and beyond and R cop22 DQA completed for all sites.
uniformed services .
where data is used for DQM plans developed and
decision making and implemented.
improving quality of services MER indicators promptly and
through Continuous Quality completely reported on DC2 and
Improvement (CQl) DATIM.
Implementation of
differentiated service
delivery (DSD) models,
including six month
. . Information and  |prescribing/dispensing
/::z;;:g:i\g::nmng, Priority Pops: sensitization for |(MMP/D) and delivery
. Military & other public and models to improve COP19 CoP22
management of disease B . . I
control programs-NSD uniformed services gane'rnment identification and A'RV :
officials coverage of PLHIV (including
KPs, men, and adolescents)
rolncreacehetentiontand Planning and coordination meetings
minimize lost to follow up at held regularly on a quarterly basis.
PEPFAR sites and beyond. Coordination unit capacitated on
Finance and Program management.
Strong data system in place
where the eTracker, UIC, and
case based surveillance can
be fully implemented in
ASP: HMIS, surveillance, |Non-Targeted Pop: . PEPFAR sites and beyond and
& research-NSD Not disaggregated Sielenee where data is used for CORL COR22
decision making and
improving quality of services
through Continuous Quality CBS system deployed to 100% of
Improvement (CQl) eligble sites. Data completeness of
95% by Q1 and 98% by Q2.
1) Viral load Data management
Lab infrastructure and system (VLDMS) completed and
technical capacity installed at all testing centers
ASP: Laboriatorv systems Non-Targeted Pop: ALaboratorv stre.ng'the‘ned to facilitate coP20 cop22 supporting PEPFAR programs.
strengthening-NSD Not disaggregated  |infrastructure optimization of VL 2) Al staff trained to use the VLDMS
diagnostics and viral load by Q2
literacy 3) VL Data reporting using the
VLDMS
Strong data system in place
where the eTracker, UIC, and
case based surveillance can
be fully implemented in
ASP: HMIS, surveillance, [Key Pops: Not HMIS systems PEPFAR sites and beyond and COP20 coP22

Increased case finding, site levell
analysis for PEPFAR stakholders
coordination meeting, site level
interventions for those sites with
lagging indicators, increased
information on retention by site




Table 6-E (Entry of Above Site Programs Activities)

Funding

Agency PrimePartner COP20 Program Area
ASP: HMIS, surveillance,

& research-NSD

COP20 Beneficiary

Non-Targeted Pop:
Not disaggregated

Sierra Leone

COP20 Activity
Category
Training in HMIS
systems or
processes

Key Systems Barrier

Strong data system in place
where the eTracker, UIC, and
case based surveillance can
be fully implemented in
PEPFAR sites and beyond and
where data is used for
decision making and
improving quality of services
through Continuous Quality
Improvement (CQl)

Intervention
Start

COP20

Intervention
End

CcoP21

COP20 Benchmark

Consistent use of DHIS at NACP
including at the district level

ASP: Procurement &
supply chain management;
NSD

Non-Targeted Pop:
Not disaggregated

Forecasting,
supply chain plan,
budget, and
implementation

National commodity security
and supply chain
management systems
(financing, quantification,
forecasting and distribution),
strengthened to ensure
complete transition to TLD
and PLHIV have access to
appropriate ART (TLD for all
PLHIV >30kg, complete
removal of all NVP)

Table 6-E (Entry of Above Site Programs Activities)

Funding

Agency PrimePartner COP20 Program Area

ASP: HMIS, surveillance,

West Africa Regional

Key Pops: Not

COP20 Beneficiary

COP20 Activity
Category

Key Systems Barrier

Strong data system in place
where the eTracker, UIC, and
case based surveillance can
be fully implemented in
PEPFAR sites and beyond and
where data is used for
decision making and
improving quality of services
through Continuous Quality

COP20

CoP21

Significant reduction in stock-outs
and demonstrable improvements in

quantification and planning

Intervention
Start

Intervention
End

COP20 Benchmark

Funding status for all country's
stigma index surveys determined and
analytic plans for the surveys
completed

Synthesized KP data at the country
level

Implemented KPIF evaluation

& research-NSD disaggregated HMIS systems | Improvement (CQl) COP20 COP21 Completed secondary data analysis
Funding status for all country's
Strong data system in place stigma index surveys determined and
where the eTracker, UIC, and analytic plans for the surveys
case based surveillance can completed
be fully implemented in
PEPFAR sites and beyond and Synthesized KP data at the country
Information and |where data is used for level
ASP: Policy, planning, sensitization for |decision making and
coordination & public and improving quality of services Implemented KPIF evaluation
management of disease |Non-Targeted Pop: [government through Continuous Quality
control programs-NSD Not disaggregated officials Improvement (CQl) COP20 COP21 Completed secondary data analysis
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Table 6-E (Entry of Above Site Programs Activities)

Funding

Agency PrimePartner

Togo

COP20 Activity Intervention  Intervention
COP20 Program Area COP20 Beneficiary Category Key Systems Barrier Start End COP20 Benchmark
Lab infrastructure and
technical capacity
strengthened to facilitate
optimization of VL 100% VL coverage
ASP: Laboratory systems [Non-Targeted Pop: | Laboratory diagnostics and viral load
strengthening-NSD Not disaggregated |infrastructure literacy COP19 COP21 TX_PVLS = 95%
100% of PEPFAR sites has functional
Quality Improvement Committee
80% of PEPFAR sites has green score
for 80% of SIMS questions
Oversight, Scale up of Index Testing and
technical HIV Self-testing (HIVST), and Expected TX_CURR FY 21 = 43,905
ASP: Policy, planning, assistance, and  |enhanced KP positive case
coordination & Non-Targeted Pop:  [supervision to finding at PEPFAR sites and 09 CSO partners are receiving
management-NSD Not disaggregated subnational levels|beyond COP20 COP21 receiving subgrants
Strong data system in place
where the eTracker, UIC, and
case based surveillance can
be fully implemented in
PEPFAR sites and beyond and Interoperability of DATIM (MER
where data is used for indicators) with DHIS2 (where
decision making and applicable) and other national
improving quality of services reporting systems is operational to
ASP: HMIS, surveillance, |Non-Targeted Pop: through Continuous Quality ensure data alignment of PEPFAR and
& research-NSD Not disaggregated HMIS systems Improvement (CQl) CoP19 CcoP21 site/national data
Expected TX_CURR FY 21 = 43,905
Scale up of Index Testing and At least 98% retention rate at
National HIV Self-testing (HIVST), and PEPFAR sites
ASP: Policy, planning, strategic plans, |enhanced KP positive case
coordination & Non-Targeted Pop: [operational plans [finding at PEPFAR sites and Increase of domestic ressources
management-NSD Not disaggregated  [and budgets beyond COP19 COP21 against HIV/AIDS
04 Quarterly report developped and
disseminated by CSO
Decrease of the number of clients
complains on the quality of the
service
Information and  |Elimination of all formal and
sensitization for |informal user fees in the
public and public sector for access to all Free HIV services are clearly
ASP: Laws, regulations & |Non-Targeted Pop: [government direct HIV services and indicated in communication
policy environment-NSD  [Not disaggregated officials related services COP19 COP21 materials in PEPFAR supported sites
National commaodity security
and supply chain 1. 04 Quarterly meetings done
management systems
(financing, quantification, 2. TLD transition completed by FY21
forecasting and distribution), Ql
strengthened to ensure
complete transition to TLD 3.80% of PEPFAR sites have accurate
Forecasting, and PLHIV have access to LMIS data
ASP: Procurement & supply chain plan, [appropriate ART (TLD for all
supply chain management{Non-Targeted Pop: [budget, and PLHIV >30kg, complete 4. No stockout and zero expiries of
NSD Not disaggregated implementation |removal of all NVP) COP19 COP21 ARVs, RTK, and VL reagents
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APPENDIX D- Minimum Program Requirements

STATUS OF ROP20 MINIMUM PROGRAM REQUIREMENTS

Policy Burkina Faso Togo Ghana Liberia Mali Senegal SierralLeone
Adoption and |Adopted and Adopted and Adopted and Implemented and | Adopted and Adopted and Adopted and
implementation|implemented implemented implemented IPs are implemented implemented, still |[implemented,
of Test and intensifying scaling though scale
Start with Test and Start Test and Start policy Test and Start not confirmed.
demonstrable |policy was approved|was approved and Test and Start policy was National policy for
access across |and implemented. |implemented. policy was approved and Test and Start exists, | National
all age, sex, approved and has |implemented at |but national level Guideline is
and risk Quarterly mystery | Quarterly mystery been implemented| PEPFAR execution with fidelity| clear about Test
groups, with | clients surveys client’s surveys at sites. supported sites. |is currently limited. |and Start, and
direct and conducted by CSO |conducted by CSO Training has Test and Start will limited site visits
immediate and PLHIV and PLHIV Quiality started for the continue in PEPFAR |suggest that it's
(>95%) linkage [associations in associations in Togo assessments at remaining sites. |sites and expandto |widely in use,
of clients from |Burkina Faso are |are collecting data sites will be used an additional nine but National
testing to collecting dataon |on services, to monitor sites. execution has
treatment services, including [including on implementation. not been
across age, on implementation |implementation with Currently, confirmed. Test
sex, and risk |with fidelity of Test |fidelity of Test and commodity and Start will be
groups. and Start. The first |Start. The first availability is offered

survey was
completedin
January 2020 in the
two countries.

survey was
completed in
January 2020 in the
two countries.

biggest barrier to
test-and start
implementation
among applicable
sites.

consistently with
fidelity at
PEPFAR
supported sites,
and PEPFAR will

continue to
advocate for
reliable National
adoption.

Rapid Adopted; Adopted; transition | Adopted; transition| Adopted; Adopted; Adopted; transition | Adopted;

optimization of |transition underway underway transition transition underway transition

ART by underway underway underway: underway.

offering TLD to Ghana adopted an Senegal will support

all PLHIV First TLD stock First TLD stock updated policy in Training conducted| TLD arrived in national-level TLD [Some supplyin
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weighing >30 |arrived in December| arrived in December | September 2019, and tools rolled- |[country. A plan is [transition through Country which is
kg (including |2019 2019 Consolidated out. First shipment|developed and |regional and site- being prioritized
adolescents | Transition will be Guidelines for HIV | of TLD arrived in [the full transition |level trainings, forclients on
and women of |finalized by Sept Transition will be Care in Ghana. The |[September 2019. |is expected to supervision and Nevirapine,
childbearing |2020 finalized by Sept policy updates Transition take place by coaching visits to clients failing
potential), 2020 testing and treatment| expected to be April 1st 2020. support switching, [treatment, and
transition to guidelines and completed by June| Trainings will start| and tracking the new clients.
other DTG- includes the 2020. this Marchand  |transition through More supply was
based provision of TLD for will cover both data management. |expected in
regimens for >20 Kg and the PEPFAR sites The transition to TLD | February but
children addition of a third and non-PEPFAR| has started in now coming in
weighing test to the national sites Senegal, but May. Guideline
>20kg, and HIV testing algorithm insufficient TLD updated and just
removal of all procurements have |validated, with
nevirapine- limited MMD. While |dissemination to
based TLD commodity begin in March
regimens. security remains an |2020. Clients on
issue, PEPFAR will |TLE will not be
work to increase the |fully transitioned
length of multi month|until 2021.
scripting (now at 3
months).
Adoption and |MMD policy MMD policy Adopted; transition|Adopted; Adopted; still Adopted; transition|Partial adoption
implementation|adopted and adopted and underway transition underway underway
of differentiated|implementation implementation underway (PEPFAR) Sierra Leone
service delivery| underway underway DSD models began The transition to TLD [added to CQUIN
models, implementationin | The national policy| The 6 months has started in Network and

including six-
month multi-
month
dispensing
(MMD) and
delivery
models to
improve
identification
and ARV
coverage of

late 2018 and
currently in place at
most sites. MMD
policy adopted and
implementation
underway, with
current preference
being three-month,
but movement
towards six-month.

approving 6-month
MMD was recently
adopted in January,
2020, but has not
yet been
implemented.

Plans are in place
to begin six-month
MMD, and
PEPFAR will
support TA for the

MMD has been
adopted both in
national treatment
guidelines and
differentiated
services
strategies.
PEPFAR has
supported staff
training on the
new treatment.
The 6 month

Senegal, but
insufficient TLD
procurements have
limited MMD.
PEPFAR will support
more precise
quantifications so
that 6-month MMD
can be implemented
in all PEPFAR site.
MMD will continue in
PEPFAR sites and

NACP ART lead
named DSD
focal person.
CQUIN TA
providers have
been in Country
with dashboard,
action plans and
TA. DSD being
linked to TLD
transition for
some clients.
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men and shift from3to 6- |MMD has started |expand to an Transition
adolescents. month MMD. at PEPFAR sites |additional nine sites. [underway
Challenges to and is ready to be though
MMD adoption implemented competing
include reports of |country wide as priorities might
clients receiving |the training are impact scale and
less than one undergoing now. fidelity.
month supply of
ARVSs; supply
chain challenges
(forecasting,
consumption,
reporting, etc.).
Burkina Faso Togo Ghana Liberia Mali Senegal SierraLeone
Policy
All eligible
PLHIV,
including
children,
should
complete TB
preventive
treatment
(TPT) by end
of COP20, and
cotrimoxazole,
where
indicated, must Not applicable to West Africa Region
be fully
integrated into
the HIV clinical
care package
at no costto
the patient.
Completion of [Adopted; Adopted; Improving and Adopted; Adopted; Adopted; Adopted;
Diagnostic challenges but challenges but scaling up challenges but challenges but |challenges but challenges but
Network improving improving improving improving improving improving
Optimization Ghana s piloting a
activities for Burkina Faso will | Togo will improve theviral load data Draft National VL |For the laboratory | Senegal will scale up [ Global Fund
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VL/EID, TB, improvethe VL lab |VL lab system management system|Policy and optimization site-level viral load |supported a
and other system through VL [through VL in Western Region in| directory minimum efforts. Senegal will |consultation with
coinfections, |optimization plans, |optimization plans, |early FY20, and developed, requirement, the [procure viral load ASLM from
and ongoing |data management, [data management, |plans to roll-outthe |validated, and assessment was |reagents and Uganda), and
monitoring to |and quality and quality system to the whole | distributed. completed inthe |cartridges for consultants
ensure assurance assurance region by the end of first half of PEPFAR sites to stated that
reductions in the year. PEPFAR will ROP19, and an |create centers of VL | system failures
morbidity and support validation |action planready [excellence. Senegal | continue to
mortality of VL directory, for will create SOPs for |impede
across age, support specimen |implementation is|viral load commodity | implementation
sex, and risk transport expected by distribution and of their
groups, coordination, ROP20. improve recommendation
including 100% increase communication of |s. PEPFAR
access to EID awareness among | Mali will improve [results to patients. |remains
and annual PLHIV on benefits | national lab Senegal will also engaged in
viral load of low VL, and network VL/EID [increase viral load |conversations
testing and optimize VL testing| optimization in demand and viral about this
results and receipt of ROP20, including |load result analysis |situation and will
delivered to testing results proper sample and relaying results |continue to
caregiver across all sites transportation and support national [ assert the need
within 4 weeks. with particular lab optimization and |for significant
focus on transport sample transport progress.
system and networking.
logistics.
Scale up of Adopted; still Adopted; still Adopted and Adopted; still Adopted; still Adopted; still Adopted; still
index testing |underway underway scaling up underway underway underway underway
and self- (PEPFAR) (PEPFAR) (PEPFAR) (PEPFAR) (PEPFAR) (PEPFAR)
testing, Ghana has
ensuring PEPFAR will Togo provided incorporated HIV Liberia’s revised | Mali will Index testing will Being done with
consent support introduction|training to service [self-testing policies |HIV testing accelerate continue in PEPFAR [fidelity at 11
procedures of self-testing providers onindex [to the Consolidated |guidelines now community level |sites and expandto |PEPFAR
and testing, RNR, EPOA, | Guidelines for HIV  |include aspects on|Index Testing, an additional nine supported sites
confidentiality |Training onindex |targeted PITC Care Ghana. index testingand |EPOA, and Self- |sites. For children of |with good

are protected
and
assessment of
intimate
partner
violence (IPV)

testing done

Implementation with
fidelity nationally
need to be
improved

PEPFAR will support
introduction of self-
testing
Implementation with

PEPFAR will provide
limited support to
launch this policy in
high burden districts
in Greater Accra and

self-testing, and
there are plans to
disseminate this
guideline down to
site level. Liberia
will scale-up index

Testing, and
expand index
testing with high-
risk men and sex
workers using
Ambition funds.

KPs, PEPFAR will
work with case
managers (as well as
peer navigators for
their parents) to
implement index

results. Will be
extended to all
PEPFAR
supported sites.
Index testing is
in the National
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is established. fidelity nationally Ashanti regions testing to all Expand the testing safely and Guideline, but it
All children need to be improved |among KP. patients on impact of index |anonymously for has not been
under age 19 treatment at testing and other |HIV+ clients and adopted on any
with an HIV PEPFAR- highly-targeted [their families. significant scale,
positive supported facilities | testing strategies and fidelity
biological with the addition of| on first 90 results beyond PEPFAR
parent must be dedicated index [by almost supported sites
tested for HIV testing counselors,| doubling the in question.
and will provide TA| numbers of sites
for the national and increasing
roll-out of index the number of
testing. new and existing
patients who can
make index
testina referrals.
Direct and Adopted; still Adopted; still Adopted; still Policy adoption |[In ROP20, In Senegal, clients |In ROP20,
immediate underway underway underway Ghana |in progress PEPFAR will who are identified as| PEPFAR will
assessment for has incorporated support the high risk through support the
and offer of Prevention services | Prevention services | PrEP self-testng Liberia will provide|introduction of screening, are introduction of
prevention proposed proposed policies tothe new |TA forthe PrEP for key tested, and are PreP for key
services, systematically to systematically to Consolidated development of populationsand |found negative - will |populations at
including PrEP,|people tested HIV |people tested HIV | Guidelines for HIV [ SOPs, tools, a sero-discordant |be given PrEP. Whie[ PEPFAR

to HIV-negative
clients found
through testing
in populations
at elevated risk
of HIV
acquisition
(PBFW and
AGYW in high
HIV-burden
areas, high-risk
HIV-negative
partners of
index cases,
KPs and adult
men engaged

negative

PEPFAR will
provide TA for
developing PrEP
policy and SOP

negative

PEPFAR will provide
TA for developing
PrEP policy and
SOP

Care in Ghana.
PEPFAR will support
the
operationalization of
PrEP policies in the
Western region. This
approach will use
existing GFATM
platforms.

national roll-out
strategy, and
training plan for
PrEP. Revised
ART guidelines
include PrEP
policy guidelines.

couples

PEPFAR does not
procure PrEP
(Supported by
Global Fund) -
PEPFAR
programming will
work closely with the
GoS to make sure
those commodities
are availablein
PEPFAR sites.

supported sites
in proximity to
KPs.
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in high-risk sex
practices)

Policy

Burkina Faso

Toao

Ghana

Liberia

Mali

Senegal

SierraLeone

Alignment of
OVC packages
of services and
enrollment to
provide
comprehensive
prevention and
treatment
services to
OVC ages 0-17

Not applicable to West Africa Regional Program

Elimination of
all formal and
informal user
fees inthe
public sector
foraccessto
all direct HIV
services and
medications,
and related
services, such
as ANC, TB,
cervical
cancer, PrEP
and routine
clinical
services,
affecting
access to HIV
testing and
treatment and
prevention.

Adopted and
implemented;
monitoring

Burkina Faso is
monitoring the
occurrence of user
fees through
community-led
monitoring and
quarterly mystery
clients surveys
conducted by CSO
and PLHIV
associations. The
first survey was
completed in
January 2020 in
Burkina Faso and
Togo. The survey
collects dataon
availability of
services, including
on user fees.

Adopted and
implemented;
monitoring

Togo is monitoring
the occurrence of
user fees through
community-led
monitoring and
guarterly mystery
clients surveys
conducted by CSO
and PLHIV
associations. The
first survey was
completed in
January 2020 in
Burkina Faso and
Togo. The survey
collects dataon
availability of
services, including
on user fees.

HIV services are
free; monitoring

Starting in ROP20,
Ghana will use two
local CSOs to
conduct community
monitoring in the
Western region and
in Sefwi Wiawso
district to gather data
to improve service
delivery and quality,
including data on
user fees.

Adopted and
implemented

There are currently
no recorded formal
orinformal user
fees being charged
at public facilities
for accessto all
direct HIV and
related services,
among others.
PEPFAR has
engaged with
CSOs, who
provided insight
into the barriers,
stigma, and user
fees present in
most facilities.

Policy adopted
and
implemented:
HIV Services are
free

While Mali
eliminated formal
user fees for all
HIV services,
PEPFAR
continues to
receive reports of
informal user
fees. In ROP20,
the PEPFAR
program will
continue to work
with CSOs, GF,
and UNAIDS to
sustainably
address the
elimination of
user fees,
advocating at all

Adopted and
implemented;
monitoring

While there are no
formal user fees in
Senegal - the
national policy
explicitly states that
all HIV/AIDS
services are free -
there is anecdotal
evidence of informal
user fees for lab
tests for clients
currently on
treatment. In ROP20,
PEPFAR/Senegal
will work with CSOs
to capture data on
informal user fees.
Site-level service
delivery programs
will use 'secret
shoppers' to

Adopted and
implemented;
monitoring
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levels to
disincentivize this
practice, as well
as ensuring more
effective stock
monitoring so that
clients may
access services
in the public
sector for free.

understand the
reality of informal
user fees.
PEPFAR/Senegal
will work with GF,
UNAIDS and other
HIV/AIDS advocates
to address this
practice withthe
leadership of the
GOS.

10

OUs assure
program and
site standards
are met by
integrating
effective quality
assurance and
Continuous
Quality
Improvement
(CQI) practices
into site and
program
management.
CQl is
supported by
IP work plans,
Agency
agreements,
and national
policy.

COQIl approaches
namely, the Plan-
Do-Study-Act
(PDSA) cycle and
collaborative model
will be used to
address gaps
identified by routine
performance
reviews to increase
retention and quality
of service. Each
facility will apply the
PDSA cycle, an
iterative four-step
problem-solving
process, to identify,
test and implement
changes that can
result in best
practices.

COQIl approaches
namely, the Plan-Do-
Study-Act (PDSA)
cycle and
collaborative model
will be used to
address gaps
identified by routine
performance reviews
to increase retention
and quality of
service. Each facility
will apply the PDSA
cycle, an iterative
four-step problem-
solving process, to
identify, test and
implement changes
that can result in
best practices.

Ghana will support
intensified focus on
CQI to improve
linkage and retention

COQIl approaches
and collaborative
model will be used
to address gaps
identified by
routine
performance
reviews to
increase retention
and quality of
service.

COQIl approaches
and collaborative
model will be
used to address
gaps identified by
routine
performance
reviews to
increase retention
and quality of
service.

COlIl approaches and
collaborative model
will be used to
address gaps
identified by routine
performance reviews
to increase retention
and quality of
service.

COQIl approaches
informed some
of the existing
successful HTS
strategies, and
many of the
PEPFAR
supported sites
retain the
capacity for
further CQI. CQI
will extend, as
needed, to
linkage and
retention
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Liberia

11

Policy Burkina Faso Tooo Ghana Mali Senegal SierralLeone
Evidence of MoH supports MoH supports Ghana will support | The GF, through [Appropriate PEPFAR/Senegal |TBD
treatment and | Treatment and VL |Treatment and VL |[the integrationand [MOH and NACP, |messaging (U=U)|will continue to

viral load scale up scale up institutionalization of | supports is being provided [coordinate closely
literacy interventionsand |interventions and U=U messagesto |messagingaround|to increase HIV |with the Global Fund,
activities interventions interventions against|increase demand for | reducing stigma | service demand |which contributes the
supported by |against stigma and |stigma and VL, improve and discrimination, among PLHIV. majority of stigma
Ministries of discrimination. U=U | discrimination. U=U |treatment improving Peer educators |and discrimination
Health, messaging willbe | messaging will be adherence, and treatment and navigators |funding.

National AIDS |provided to increase| provided to increase |reduce stigmaand [adherence with are trained on

Councils and [HIV service demand|HIV service demand | discrimination focused messages| prevention Appropriate

other host among men. Peer |among men. Peer |towards PLHIV. on benefits of viral | strategies, U=U |messaging U=U will
country educators are educators are load suppression. |literacy, Social be carried out at
leadership trained on trained on prevention PEPFAR will build |and Behavior PEPFAR sites.
offices with the [ prevention strategies, U=U upon these efforts | Change These

general strategies, U=U literacy, and KP to increase Communication |communication
population and | literacy, and KP prevention SBCC messages around [tools. Emphasis |activities will

health care prevention SBCC |[tools. Emphasis will U=U with afocus |will be placed on [increase clients'
providers tools. Emphasis will [ be placed on on the benefits of |ensuring demand for VL
regarding U= |be placed on ensuring PEPFAR- TLD and reqular [PEPFAR- testing, while

U and other |ensuring PEPFAR- |supported sites will viral load tests. supported sites | simultaneously
updated HIV  |supported sites will |continue to have PEPFAR support |will continue to improving knowledge

messaging to
reduce stigma
and encourage
HIV treatment
and prevention.

continue to have
appropriate
messaging and
services to
encourage men, in
particular MSM over
40, to seek early
HIV services.

appropriate
messaging and
services to
encourage men, in
particular MSM over
40, to seek early HV
services.

aims to increase
demand for VL,
improve treatment
adherence, and
reduce stigma and
discrimination
towards PLHIV.

have appropriate
messaging and
services to
encourage PLHV
men to seek early
HIV services.

about stigma and
discrimination
issues.

12

Clear evidence
of agency
progress
toward local,
indigenous

PEPFAR/MWest Africa is committed to building the capacity of the many local partners that currently serve as sub-recipients of PEPFAR funding
throughout the region. In addition, local partners will be directly contracted to carry out community-led monitoring (see Section 4). These sub-
recipients will be selected based on demonstrated strong performance. The West Africa Region will continue to build management and technical

capacity.
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partner direct

13

fundina.

Evidence of Togo Government |Togo Government
host provides 41% of the| provides 28% of the
government HIV response HIV response
assuming funding funding

greater

responsibility of
the HIV
response
including
demonstrable
evidence of
year after year
increased
resources
expended.

14

Scale-up of
case-based
surveillance
and unique
identifiers for
patients across
all sites.

Adopted and
implemented

Patient eTracker
functional at
PEPFAR sites. To
be scale-up
nationally in
collaboration with
Global Fund

Adopted and
implemented;

Unique Identifier
codes used
nationally. Patient E-
Tracker functional at
PEPFAR sites. To be
scale-up nationally in
collaboration with
Global Fund

Adopted and
implemented

A collaboration
between
GoG/PEPFAR/GFAT|
M/WHO in Ghana
was undertaken to
resolve duplicative
testing data in
Ghana and scale up
the patient eTracker
system nationally.

The Government
of Liberia has
made
commitments to
support ARVs and
STl commodities
but has not yet
fulfilled those
commitments; GF
agreement
includes a scale up
of Government of
Liberia financing
for commodities.

Adopted and
implemented;

All HIV patients
have unique
identifier codes.
KP identifier
recently adopted
by the country and
is currently in use.

The GOM's
contribution is
increasing year
by year regarding
the last three
years (2018-
2020)

Adopted; still
underway
(PEPFAR)

At the above-site
level, Mali
continues its
progress in
implementing the
use of UICs for
patient tracking in
PEPFAR sites
and GF KP sites,
with national
expansion
planned for
ROP20. Mali will
expand and

Adopted and
implemented

Senegal will expand
the case finding and
UIC system piloted
by CDC. PEPFAR
will be working with
GFATM to ensure
that there is one,
streamlined UIC
system in Senegal.

GoSL meeting
GF co-funding
requirement.

Adopted; still
underway.

Unique identifier
in use, and
utilization will be
optimized at
PEPFAR
supported sites.
Patient Tracker
also in use
though quality
and consistency
not assessed.
This will also be
optimized at
PEPFAR
supported sites
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1. Adoptionand implementation of Test and Start with demonstrable access across all
age, sex, and risk groups, with direct and immediate (>95%) linkage of clients from
testing to treatment across age, sex, and risk groups.+

2. Rapid optimization of ART by offering TLD to all PLHIV weighing >30 kg (including
adolescents and women of childbearing potential), transition to other DTG-based
regimens for children weighing >20kg, and removal of all nevirapine-based regimens.>

3. Adoptionand implementation of differentiated service deliverymodels, including six-
month multi-month dispensing (MMD) and delivery models to improve identification
and ARV coverage of men and adolescents.*

4. All eligible PLHIV, including children, should complete TB preventive treatment (TPT) by end
of COP20, and cotrimoxazole, where indicated, must be fully integrated into the HIV clinical

care package at no cost to the patient.”

Care and Treatment

5. Completionof Diagnostic Network Optimizationactivities for VL/EID, TB,and other
coinfections, and ongoing monitoring to ensure reductions in morbidity and mortality across
age, sex, and risk groups, including 100% access to EID and annual viral load testingand
results delivered to caregiver within 4 weeks.

1. Scaleup of index testing and self-testing, ensuring consent procedures and confidentiality are
protected and assessment of intimate partner violence (IPV)is established. All children under
age19 with an HIV positive biological parent must be tested for HIV .2

Case
Finding

1. Direct and immediate assessment for and offer of prevention services, including pre-exposure
prophylaxis (PrEP), to HIV-negative clients found through testingin populations at elevated
risk of HIV acquisition (PBFW and AGYW in high HIV-burden areas, high-risk HIV-negative

partners of index cases, key populationsand adult men engaged in high-risk sex practices)®

. Alignment of OVC packages of services and enrollment to provide comprehensive prevention
and treatment services to OVC ages 0-17, with particular focus on 1) actively facilitating testing
for all children at risk of HIV infection, 2) facilitatinglinkage to treatmentand providing
support and case management for vulnerable children and adolescents living with HIV, 3)
reducing risk for adolescent girlsin high HIV-burdenareas and for 9-14 year-old girlsand boys
in regard to primary prevention of sexual violence and HIV.

Prevention and
ovC
N

4 Guideline on when to startantiretroviral therapyand on pre-exposure prophylaxisfor HIV. Geneva: World Health
Organization, September 2015

5 Update of recommendationson first- and second-line antiretroviralregimens. Geneva: World Health Organization,
July 2019

6 Consolidated guidelines on the use of antiretroviral drugs for treating and preventing HIV infection. Geneva: World
Health Organization, 2016

7 Latent Tuberculosis infection: Updated and consolidated guidelines for programmatic management. Geneva: World
Health Organization, 2018

8 Guidelines on HIV self-testing and partner notification. Supplementto consolidated guidelines on HIV testing
services. Geneva: World Health Organization, 2016 https://www.who.int/hiv/pub/self-testing/hiv-self-testing-
quidelines/en/

9 Guideline on when to startantiretroviral therapyand on pre-exposure prophylaxisfor HIV. Geneva: World Health
Organization; 2015 (http://www.who.int/hiv/pub/guidelines/earlyrelease-arv/en).
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1. Elimination ofall formal and informal user feesin the public sector for access to all direct HIV
servicesand medications, and related services, such as ANC, TB, cervical cancer, PrEP and

routine clinical services, affecting access to HIV testing and treatment and prevention.°

2. OUs assure program and site standards are met by integrating effective quality assurance and
Continuous Quality Improvement (CQI) practicesinto site and program management. CQl s
supported by IP work plans, Agency agreements, and national policy."

3. Evidence oftreatment and viral load literacy activities supported by Ministries of Health,
National AIDS Councilsand other host country leadership offices with the general population
and health care providers regarding U = U and other updated HIV messaging to reduce stigma
and encourage HIV treatment and prevention.

4. Clear evidence of agency progress toward local, indigenous partner direct funding.

5. Evidence of host governmentassuming greater responsibility of the HIV response including
demonstrable evidence of year after year increased resources expended.

6. Monitoringand reporting of morbidity and mortality outcomesincluding infectiousand non-
infectious morbidity.

Policy & Public Health Systems Support

7. Scale-up of case-based surveillance and unique identifiers for patients across all sites.

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 ROP2o planning. In addition, an
effective tracking and tracing system must be in place at each site.

Direct and immediate (>95%) linkage of clients from testing to treatment across age, sex, and risk
groups.

Rapid optimization of ART by offering TLD to all PLHIV weighing >30 kg (including adolescents
and women of childbearing potential), transition to other DTG-based regimens for children
weighing >20kg, and removal of all nevirapine-based regimens.

Elimination of all formal and informal user fees affecting access to HIV testing and treatment and
prevention in the public sector for access to all direct HIV services and medications, and related
services, such as ANC, TB, Cotrimoxazole, cervical cancer, PrEP and routine clinical services.

Adoption and implementation of differentiated service delivery models for clinically stable clients
that ensures choice between facility and community ART refill pick-up location and individual or
group ART refill models. All models should offer patients the opportunity to get 6 months of
medication at a time without requiring repeat appointments or visits.

10 The practice of charging user fees at the pointofservice delivery for HIV/AIDS treatment and care. Geneva: World
Health Organization, December 2005
1 Technical Brief: Maintaining and improving Quality of Care within HIV Clinical Services. Geneva: WHO, July 2019
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APPENDIX E- Acronym List and Definitions

Acronym Definition
ANC Antenatal care

ART Antiretroviral therapy

ARV Antiretrovirals

CCM Country Coordination Mechanisms

CDC Centers for Disease Control and Prevention
CHAI Clinton Health Access Initiative

CODB Cost of doing business

CQI Continuous Quality Improvement

CSO Civil Society Organization

DHIS2 District Health Information Software

DIC Drop-In Center

DoD U.S. Department of Defense

DoS U.S. Department of State

EID Early Infant Diagnosis of HIV

EPOA Enhanced Peer Outreach Approach

FSW Female sex workers

FTE Full-time equivalent

FY Fiscal year

GBV Gender-based violence

GFATM Global Fund for HIV/AIDS, TB, and Malaria
GNI Gross National Income

HMIS Health Information Management System
HRH Human Resources for Health
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HRSA Health Resources and Services Administration
HSS Health Systems Strengthening

IDP Internally Displaced Persons

KP Key Populations

KPLHIV Key Populations Living with HIV
LES Locally employed staff

LOE Level of effort

LTFU Lost to Follow-Up

MCH Maternal and Child Health

MMD Multi-Month Dispensing

MoH Ministry of Health

MPR Minimum Program Requirements
MSM Men who have Sex with Men

MTCT Mother-To-Child Transmission

NAC National AIDS Commission/Council
NACP National AIDS Control Program
NAS National HIV/AIDS Secretariat
NASA National AIDS Spending Assessment
NGO Non-governmental organizations
NSP National Strategic Plan

ovC Orphans and Vulnerable Children
PEP Post-Exposure Prophylaxis

PICT Provider-Initiated Counseling and Testing
PLHIV People Living with HIV/AIDS

PLL Planning Level Letter

PMI President's Malaria Initiative
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PMTCT Prevention of Mother-To-Child Transmission
POC Point-of-care

PrEP Pre-Exposure Prophylaxis

PWID Persons Who Inject Drugs

QA Quality Assurance

QI Quality Improvement

ROP Regional Operational Plan

RTK Rapid test kit

SI Strategic Information

SIMS Site Improvement through Monitoring System
SOPs Standard Operating Procedures

STI Sexually Transmitted Infection

TA Technical Assistance

TB Tuberculosis

TLD Tenofovir, Lamivudine, and Dolutegravir
TWG Technical Working Group

U=U Undetectable=Untransmittable (messaging)
UICs Unique Identifier Codes

UNAIDS Joint United Nations Programme on HIV/AIDS
UNICEF United Nations Children's Fund

USAID U.S. Agency for International Development
USDH U.S. direct hire

USG U.S. government

USPSC U.S. Personal Services Contractor

VL Viral load

WAR West Africa Regional
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WHO

World Health Organization
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