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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.
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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.

37|Page



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]
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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
Sierra Leome I —— . o ILAF. funded by HRSA and
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Burkina Faso
Tongin
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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
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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
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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

58| Page



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 t