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1.0 Vision and Goal Statement 
In support of the National AIDS Control Program (PNLS), PEPFAR/Democratic Republic of the 

Congo (DRC) continues to implement a robust portfolio of programs with the goal of achieving 

epidemic control in three key provinces, which represent approximately 50 percent of the total 

number of people living with HIV (PLHIV) in the DRC. The strategy for the PEPFAR Country 

Operational Plan (COP) for the period from October 1, 2022 through September 30, 2023 (COP 

2022) will continue the programmatic priorities implemented in COP 20 21, including strategically 

expanding and strengthening people-centered activities to attain epidemic control in Haut -

Katanga and Lualaba, and select health zones in Kinshasa.   

PEPFAR/DRC has continued to make steady progress 

and has shown strong results in Haut-Katanga and 

Lualaba.  Given this success, epidemic control now 

appears within reach, and additional resources and 

effort will be focused on these two provinces during 

COP22.  PEPFAR/DRC will continue to move closer to 

95/95/95 in Haut-Katanga and Lualaba, while 

strengthening services and optimizing case finding in 

Kinshasa with a greater focus on finding men, 

adolescent girls, young women, and children. Overall, 

the PEPFAR team will continue saturation efforts in a 

total of 57 health zones and select military sites, 

reaching patients in over 600 clinical sites.  

Current figures put the total number of PLHIV in 

PEPFAR-supported health zones at 374,371. Through consultations with the government of DRC 

and civil society, achievable targets have been set for COP22, which will produce an additional 

78,872 people on antiretroviral treatment (ART) by September 2023.  

0%0&!2Ⱦ$2#ȭÓ ÆÏÃÕÓ ÏÎ ÓÕÓÔÁÉÎÁÂÌÅ ÅÐÉÄÅÍÉÃ ÃÏÎÔÒÏÌ ÂÅÇÁÎ ÉÎ άΪΫήȟ ×ÈÅÎ ÔÈÅ ÐÒÏÇÒÁÍ ÐÉÖÏÔÅÄ 

to a data-driven approach, strategically focusing on geographic areas and populations where HIV 

is most prevalent. With th ose pivots long completed, COP22 focuses on progress in 

implementation and ensuring resources are focused on overcoming key barriers and achieving 

even greater impact with equity across all sex bands, gender and subpopulations.  

Triangulation of both survey data, when available, and program data will be essential to 

understanding programming and ensuring accurate reporting. Building on program experience 

over the past four years, the PEPFAR/DRC COP22 strategy emphasizes: 

¶ Finding the people and populations we have been missing, placing them on treatment and 

maintaining treatment continuity . To successfully address challenges in reaching 

sustained levels of epidemic control, it is critical to routinely assess data to understand 

which populati ons (gender, age, risk groups) are being missed or which are lagging other 

COP22 Strategies for Epidemic 

Control  

ü Strengthen efforts on case 
finding among adult men, 
adolescent girls, and young 
women 

ü Accelerate progress in 
pediatrics and PMTCT 
programming 

ü Improve viral load testing 
coverage gap and suppression 

ü Complete ART optimization for 
children 

ü Ensure patients remain on 
continuous ART 
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populations in the clinical cascade, to identify evidence-based short- and long-term 

solutions appropriate to reaching those populations, to implement those solutions 

according to standards (i.e., with fidelity), and then scale them up.   

¶ Reducing stigma and discrimination against key populations to increase access to essential 

prevention and treatment services. PEPFAR/DRC will continue strong collaboration with 

civil society to enhance the supportive environment for HIV services and reduce stigma 

and discrimination. Civil  society organizations will continue to play a role in case finding, 

demand creation (especially for viral load), treatment continuity, quality service delivery, 

and advocacy for in-country contribution to HIV services.  

¶ Continuing to implement evidence-based prevention services for children and 

adolescents, pregnant and breastfeeding women with a focus on preventing sexual 

violence and HIV through sexual risk avoidance practices among 9- to 14-year-olds (i.e., 

preventing sexual violence and any form of coercion). The orphans and vulnerable 

children (OVC) platform will be leveraged to strengthen these approaches and identify, 

link, and retain children and adolescents living with HIV in services. 

¶ Increasing program impact and outcomes by: 

o Implementing activi ties with fidelity and at scale; 

o Ensuring implementing partner work plans are aligned with PEPFAR/DRC 

program planning, target setting, budgeting processes and strategies; and 

o Engaging in meaningful dialogue with implementing partners throughout the year 

for continuous, real-time improvements. 

¶ %ÎÓÕÒÉÎÇ ȬÁÂÏÖÅ ÓÅÒÖÉÃÅ ÄÅÌÉÖÅÒÙȭ ÁÃÔÉÖÉÔÉÅÓ ÁÒÅ ÍÁÐÐÅÄ ÔÏ ËÅÙ ÂÁÒÒÉÅÒÓ ÁÎÄ ÁÒÅ ÁÃÈÉÅÖÉÎÇ 

measurable outcomes related to reaching epidemic control.  Reviewing and using 

documented outcomes from implementation of COP 21 Table 6, Sustainability Index and 

Dashboard (SID) results, and other contextual information will guide programming 

choices. 

Ensuring outcomes at the national level by systematically incorporating feedback from a variety of 

PEPFAR/DRC stakeholders (i.e., civil society, community organizations, multilateral 

organizations, and host-country government at all levels) into PEPFAR-funded activities and 

services. Early and meaningful engagement with stakeholders helps to ensure that programs are 

grounded in reality; stakeholders provide valuable insights that improve the impact and 

accountability of programs. 

In order to optimize the identification of PLHIV and link them to tr eatment, care, and support 

programs, PEPFAR/DRC will continue to support and implement with fidelity strategies that: 

A. Optimize provider -initiated testing and counseling (PITC) in outpatient departments, 

tuberculosis (TB) clinics, inpatient wards (including  pediatrics), and antenatal care (ANC) 

and nutrition services within facilities, including addressing user fees, especially in the TB 

and ANC departments; 

B. Track partners of index cases and biological children of HIV-positive women following 
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safe and ethical index testing practices; 

C. Scale-up community -based HIV testing services (mobile and index modalities) to find 

hard-to-reach men, adolescent girls and young women, and key populations (KPs); 

D. Ramp up sexual network and partner notification strategies in order to provide HIV 

testing services (HTS) and treatment services to hard-to-reach KPs; 

E. Utilize the OVC platforms not only to assist with testing OVCs and children of KPs, but to 

assist with linkage to and continuity of  treatment as well as uptake of viral load testing 

especially for pediatric patients; 

F. Integrate supervised self-testing into existing modalities to increase reach of first-time 

testers, people with undiagnosed HIV, and those at ongoing riskɂespecially KPs, 

including men who have sex with men (MSM)ɂwho are in need of frequent retesting, 

adolescent girls and young at risk women;  

G. Ensure youth, male, and KP-friendly and hospitable services at facilities attract and retain 

clients, ensuring that all these services contribute to finding HIV positive men; 

H. Ensure scale-up of same-day, treatment initiation in all PEPFAR-supported sites; 

I. Maintain the high coverage of HIV screening and antiretroviral therapy (ART) initiation 

among TB patients and strengthen TB screening for PLHIV; 

J. Maximize multi -month dispensing (MMD)  so that 30 percent of patients including 

children receive three-month ARV supplies, and 70 percent receive six-month ARV 

supplies;  

K. Optimize pediatric ART by implementing the new first -line regimen;  

L. Maintain continuous quality improvement and best practices at both facility; and 

ÃÏÍÍÕÎÉÔÙ ÌÅÖÅÌÓ ÔÏ ÁÄÄÒÅÓÓ ÁÎÄ ÉÍÐÒÏÖÅ ÓÅÒÖÉÃÅÓ ÔÏ ÅÎÓÕÒÅ ÐÁÔÉÅÎÔÓȭ ÎÅÅÄÓ ÁÒÅ ÍÅÔ. 

 

Throughout FY22 and FY23, PEPFAR/DRC will continue to refine and intensify previously 

implemented partner management strategies. DRC-specific partner management tools enable 

PEPFAR/DRC to create site-level management plans that address any deficiencies associated with 

95-95-95 and hold site-level supervisors accountable. Best practices from high performing sites 

will be disseminated to improve low performing sites. At every site, partners will continuously 

assist providers with clinical cascade analysis and use of data to maintain and/or improve 

programs. Monthly partner performance consultations will co ntinue to be conducted and 

individual partner improvement plans will include strategies for increasing yield, coverage, and 

efficiency. Findings and improvement plans will be highlighted at quarterly PEPFAR/DRC partner 

meetings. 

 

2.0  Epidemic, Response, and Program Context 
2.1 Summary statistics, disease burden and country profile  

The HIV epidemic in the DRC is generalized, with a prevalence of 1.20 percent based on the 

2013/2014 DHS, with 624,856 people living with HIV out of an estimated population of 117 million 



 

6 
 

(calculated based on UNAIDS estimates [version 6.16]). Prevalence is higher in urban areas (1.6 

percent) versus rural areas (0.9 percent) and the burden of HIV is higher among women than men 

25 years and older (348,731 female PLHIV v. 209,190 male PLHIV). According to UNAIDS, a 

majority of HIV transmission in DRC is through heterosexual contact, exacerbated by high-risk 

sexual practices (such as having multiple concurrent partners) and low or inconsistent condom 

use.  Although there is insufficient data on the location, typology, and dynamics of key 

populations and high-risk groups, prevalence among female sex workers (FSWs) is estimated at 

5.4 percent in Kinshasa, 7.4 percent in Lualaba and 4.6 percent in Katanga (IBBS 2018-2019). TB 

incidence in the DRC is 324 per 100,000 and nationwide only 50 percent of TB patients know their 

HIV status, making TB the primary cause of death among HIV-positive patients. Of the 12 percent 

of TB patients co-infected with HIV, approximately 67 percent are on ART (World Health 

Organization (WHO), Global Tuberculosis Report, 2020). 

Population sÉÚÅȟ ×ÉÄÅÓÐÒÅÁÄ ÐÏÖÅÒÔÙȟ ÁÎÄ ÄÅÃÁÄÅÓ ÏÆ ÃÏÎÆÌÉÃÔ ÈÁÖÅ ÒÅÓÕÌÔÅÄ ÉÎ ÔÈÅ $2#ȭÓ ÌÁÃË ÏÆ Á 

cohesive and functional health system. The updated Sustainability Index and Dashboard (SID) 

identified systemic weaknesses that include a fractured and unresponsive supply chain, weak 

laboratory and sample transport systems, slow and incomplete information management systems, 

and a lack of institutionalized quality assurance systems across all areas of the program.  

Generally, access to healthcare services is complicated by poor infrastructure, including weak 

human and institutional capacity, inadequate roads and the lack of electricity and water at many 

health facilities - all factors which pose challenges to the goal of achieving epidemic control. 

Reporting of routine HIV  program data has improved significantly in recent years in PEPFAR-

supported health zones, aided by specific PEPFAR investments in strategic information (SI) 

technical assistance, including the scale-up of the electronic, HIV-specific, patient-level reporting 

system known as Tier.net.  The country also continues the process of rolling out DHIS2 as the 

national health management information systems (HMIS), but implementation is not yet 

complete and has been challenged by poor internet connectivity, slow deployment, and limited 

support at the health zone level. 

 

Table 2.1.1 Host Country Government Results
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Table 2.1.1 Host Country Government Results 

 
Total 

<15 15-24 25+  

Female Male Female Male Female Male  

N % N % N % N % N % N % N %  

Total 
Population 

117,010,752 100 26,239,339 22% 26,709,631 23% 11,343,848 10% 11,430,031 10% 20,867,273 18% 20,420,632 17% 
DHIS2 

Spectrum 2022 
Version 6.16 

HIV Prevalence 
(%) 

  1.2%   N/A   N/A   1.0%   0.8%   2.2%   1.5% 
DHS 2013 
Report 

AIDS Deaths 
(per year) 

14,715   1,938   1,983   706   729   4,851   4,508   
 

Spectrum 2022 
Version 6.16 

# PLHIV 624,856   33,108   33,826   40,263   26,179   308,468   183,012   
 

Spectrum 2022 
Version 6.16 

Incidence Rate 
(Yr) 

  0.2%   0.1%   0.1%   0.1%   0.4%   0.2%   0.1% 
 

Spectrum 2022 
Version 6.16 

New Infections 
(Yr) 

19,690                     2     
 

Spectrum 2022 
Version 6.16 

Annual births 4,524,120 4%                         
 

Spectrum 2022 
Version 6.16 

% of Pregnant 
Women with at 
least one ANC 
visit  

4,524,120 4% N/A N/A     N/A N/A     N/A N/A     
2017 PNSR 

Annual report 

Pregnant 
women needing 
ARVs 

22,876 1%                         
 

Spectrum 2022 
Version 6.16 

Orphans 
(maternal, 
paternal, 
double) 

155901   N/A   N/A   N/A   N/A   N/A   N/A   
 

Spectrum 2022 
Version 6.16 

Notified TB 
cases (Yr) 

    N/A   N/A   N/A   N/A   N/A   N/A     

% of TB cases 
that are HIV 
infected 

62,486 10% N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 
2018 Global  

TB report 

% of Males 
Circumcised 

56,803,487 97%     N/A N/A     N/A N/A     N/A N/A DHS 2007 
Report 

Estimated 
Population Size 
of MSM* 

N/A N/A                           

MSM HIV 
Prevalence 

N/A N/A                           

Estimated 
Population Size 
of FSW 

N/A N/A                           

FSW HIV 
Prevalence 

N/A 6.90%         N/A N/A     N/A N/A     
IBBS 2013 

Estimated 
Population Size 
of PWID 

N/A N/A                           

PWID HIV 
Prevalence 

N/A N/A                           

Estimated Size 
of Priority 
Populations 
(specify) 

                              

Truck drivers N/A 1.20% N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A IBBS 2013 
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Miners N/A 1.80% N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A IBBS 2013 

Youth (street 
children) 

N/A 1.30% N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 
IBBS 2013 

 
*If presenting size estimate data would compromise the safety of this population, please do not enter it in this table.   

 

 

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

Epidemiologic Data  
HIV Treatment and Viral 

Suppression  
HIV Testing and Linkage to ART 

Within the Last Year  

  

Total 
Population 

Size 
Estimate  

HIV 
Prevale

nce 

Estimat
ed Total 
PLHIV  

 PLHIV 
diagnos

ed 
On ART 

ART 
Cover
age  

 
(%) 

Viral 
Suppressi

on  
 

(%) 

Tested 
for HIV  

Diagnosed 
HIV Positive  

Initiated 
on ART 

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

Total 
pop. 

117,010,752 0.53% 624,856 NA 
520,162 

 
87.6% NA  NA NA NA 

Pop. 
<15 years 

52,948,970 
 

0.13% 
66,934 

 
NA 

27,265 
 

42.8% NA NA NA NA 

Men 15-
24 years 

26,709,631 
 

0.10% 
26,179 

 
NA 

20,756 
 

83.5% NA NA NA NA 

Men 25+ 
years 

11,430,031 
 

01.60% 
183,011 
 

NA 
162,584 

 
93.5% NA NA NA NA 

Women 
15-24 
years 

11,343,848 
 

0.35% 
40,263 
 

NA 
30,367 

 
79.4% NA NA NA NA 

Women 
25+ years 

20,867,273 
 

1.48% 
308,468 
 

NA 
279,189 

 
95.2% NA NA NA NA 

                      

MSM NA NA NA NA NA NA NA NA NA NA 

FSW NA 7.7% NA NA NA NA NA NA NA NA 

PWID NA NA NA NA NA NA NA NA NA NA 

Priority 
Pop 
(specify) 

NA NA NA NA NA NA NA NA NA NA 

Truck 
drivers 

NA 1.20% NA NA NA NA NA NA NA NA 

Miners NA 1.80% NA NA NA NA NA NA NA NA 

Military  NA 3.5% NA NA NA NA NA NA NA NA 

 

* Spectrum 2022 Version 6.16 
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Figure 2.1.3 National and PEPFAR Trend for Individuals currently on Treatment  

 

 

 

Figure 2.1.4 Trend of New Infections and All -Cause Mortality among PLHIV  
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Figure 2.1.5 Progress retaining individuals in lifelong ART in FY21  

     

 

 

 

Figure 2.1.6 Proportion of clients lost from ART 2020 Q4 to 2021 Q4  

 

                               

Figure 2.1.7 shows the HIV treatment growth by age/sex in order to pinpoint where there are specific 

areas of intervention needed to maintain and grow the HIV treatment population.    

 

Figure 2.1.7 Net change in HIV treatment by sex and age bands 2020  Q4 to 2021 Q4  
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2.2 New Activities and Areas of Focus for COP22, Including Focus on Client ART 

Continuity  

 

The PEPFAR/DRC program will implement strategies to support continuous and uninterrupted 

person-centered ART. Strategies will be put in place in each site providing HIV testing, care, 

treatment, and prevention services ensuring that all clients that start ARVs and have a continuous 

access to optimized regimens. PEPFAR/DRC will work with local health system and community 

stakeholders, to design and implement services that remove barriers to continuous care, 

especially those that drive out stigma and discrimination, increase equity, and maximize provider 

responsiveness, to put clients at the center of care. Services that are person-centered recognize 

the agency of clientsɂtheir right to make their own choices. Providers strive to enter a 

partnership with the person livin g with HIV that honors their needs, preferences, and motivations 

along with their family and/or significant others.  

PEPFAR/DRC has the following eight priorities for accelerating toward sustained epidemic 

control in COP22: 

1. Intensify case finding, particul arly among  children  and adolescent girls and young 

women ( AGYW):  

a. A large HIV treatment gap persists for children under age 15 in DRC.  Treatment 

programs for children consistently fail to meet their PEPFAR targets. Gradual 

refinement in testing approaches has led to a very slow but steady increase in case 

finding and the number of children receiving treatment.  The pediatric cascade has 

improved in some areas but still needs strengthening ɀ HTS_TST (79 percent), 

HTS_TST_POS (89 percent), low TX_CURR (65 percent). Strategies to close the 

gap across the pediatric  cascade will focus on expanding with fidelity existing 

strategies and on new and enhanced strategies to improve case identification.  

¶ Expand index testing to identify children among all adults living with 

HIV, particularly among newly identified adults and pregnant women. 

Focus will be given to index testing, our main case finding strategy, 

(biological children of HIV -infected women with a focus on the family 
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tree) at community and facility level. The program will ensure index 

ÔÅÓÔÉÎÇ ÉÓ ÉÍÐÌÅÍÅÎÔÅÄ ÁÃÃÏÒÄÉÎÇ ÔÏ ÔÈÅ ȰÆÉÖÅ #Óȱ ɉÃÏÎÓÅÎÔȟ 

confidentiality,  counseling, correct result, and connect to treatment)  

and an assessment of intimate partner violence (IPV) is undertaken. All 

children under age 19 with an HIV positive biological parent will be 

tested for HIV.  

¶ The program will also increase two-month early infant diagnosis (EID) 

testing and 18-month prevention of mother-to-child transmission final 

outcome (PMTCT_FO) by incorporating the testing schedule into 

already existing immunization appointments, integrating dried blood 

spot (DBS) sample collection at immunization sites, and optimiz ing 

HIV infant point of care (POC) testing. In addition, we will leverage 

community partners, including OVC and outposts for KP, to expand 

index testing for children and HIV -exposed infants, in the community.  

¶ Conduct healthcare worker training on use of screening tools and self-

testing for children and adolescents. Efforts will be made to 

systematically implement standardized screening and testing tools in 

outpatient departments including malnutrition clinics, under five visits 

and OVC programming. Targeted inpatient pediatric testing based on 

HIV risk will also be conducted including HIV testing among all 

presumptive and diagnosed TB patients.  

¶ Finally, robust partner management will be conducted to ensure 

strategies put in place are implemented with fidelity. New and 

enhanced case finding strategies will include index testing in clinical 

settings and in key community sites, use of screening tools and the 

completeness of family trees of adults living with HIV. It will also 

include for some selected sites the implementation of caregiver-

assisted self-testing (ST) for children, self-testing for adolescents and 

ensuring policies are in place to support ST for adolescents, particularly 

for high-risk AGYW.   

b. For AGYW: Expand case finding strategies to identify women living with HIV 

(WLHIV ) through other modalities, before they become pregnant to ensure that the 

mother is healthy before conception and to mitigate vertical transmission. Two-thirds 

of WLHIV are newly ident ified at ANC1. Partners should proactively use a risk 

screening tool (for Post ANC1) to ensure that high risk women and pregnant and 

breastfeeding women (PBFW) are identified/linked to treatment if positive or are 

linked to pre-exposure prophylaxis (PrEP), if negative. Preventing and identifying 

incident infections are important to prevent MTCT. To fill that gap, we will implement 

and scale-up existing strategies, enhanced case management and continuity of 

treatment services, including referral to OVC, for pregnant women newly identified 

with HIV who may be at risk for interruptions in treatment . 
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2. Strengthening linkage to treatment :  Emphasis will be given to improving HIV 

counseling training for providers. The use of peer educators for active linkage to care and 

treatment for all positives identified, with promotion of early initiation on ART will also 

be critical in implementation. Moreover, implementers will conduct weekly monitoring of 

those not linked to treatment and uncover the many factors that may lead to low linkage 

rates and develop appropriate interventions to address them. 

 

3. Prevent interruption of treatment and improving the continuity of treatment :  

Activities will continue to be implemented in COP22 to further  improve the continuity of 

treatment  and prioritize client -centered approaches supported by our implementing 

partners at the facility and community levels. At both the facility and community levels, 

activities will continue to use Tier.net for early identification of missed appointments. 

Each trained peer educator/peer navigator/mentor mother/case manager is assigned a 

number of missed appointments for continuous tracking and client re-engagement in care 

and treatment. Differentiated service delivery (DSD) models using multi-month 

dispensing (MMD) and PODI+ will be fast tracked to accommodate patient needs. In 

addition, partner management by the USG team will be conducted through quarterly data 

analysis to identify the gaps in continuity of treatment performance and discussions with 

partners on remediation plans generated by a root cause analysis from gap statements and 

monitoring of performance through monthly reports. Finally, granular site management 

(GSM) in high volume sites and course correction during visits will continue. 

 

4. Address viral  load  (VL)  testing coverage (VLC)and suppression gaps:  VLC will  be 

scaled to 100 percent in COP22 and quality laboratory services strengthened for 

conventional and POC testing sites. To address challenges related to low demand for VL 

testing as shown by low number of specimens collected from patients eligible for a VL 

test, the program will continue to provide health care worker (HCW) sensitization 

training to systematically request VL tests for eligible patients. The team will focus on 

educating, empowering, and supporting patient adherence and demand for VL testing 

from their providers. The program will continue to advocate and raise VL awareness 

among PLHIV and involve CSOs to emphasize the ÉÍÐÏÒÔÁÎÃÅ ÏÆ ÏÎÅȭÓ ÁÄÈÅÒÅÎÃÅ ÔÏ ()6 

treatment  including the messaging of U=U (Undetectable equals Untransmittable). The 

program will promote use of DBS to improve coverage in remote sites and among the 

military and monitor and evaluate demand creation at site level and identification of best 

practices during GSM visits for rapid scale up at additional sites. Specimen referral 

networks will be monitored to improve where needed to ensure specimen transportation 

and VL results are within recommended turnaround time. To address challenges related 

to low VL coverage in children (less than 78 percent for those under 15 years old) the 

program will promote family friendly approaches such as joint appointments for the entire 

family as well as combining drug pick-up and VL specimen collection. The program will 

train phlebotomist s to facilitate easy collection of pediatric specimens and ensure 
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availability of proper pediatric collection materials. As with adults, emphasis will be given 

to promote the use of DBS for children  and identification of best practices during GSM 

visits for rapid scale up and accountability of partners for performance. In addition, 

activities will promote and leverage the OVC platform s to improve VL coverage. To 

address challenges related to low coverage in PBFW, infants and children, POC VL 

instruments wil l be strategically placed targeting high volume ANC clinics and emphasis 

will be placed on the correct and complete filling of the viral load request form s to ensure 

0"&7ȭ ÓÔÁÔÕÓ ÉÓ ×ÅÌÌ ÃÁÐÔÕÒÅÄȢ   !Î ÏÐÔÉÍÉÚÅÄ ÆÁÍÉÌÙ-centered testing strategy and 

improved effective use of existing and POC VL instruments (GeneXpert) will be 

emphasized. Furthermore, at the analytical phase, strong emphasis to laboratory 

technicians to test all specimen types received at the laboratory and not prioritized testing 

of plasma samples (for perceived ease) for a patient-centered approach and to maintain 

quality care for all patients. 

 

5. Strengthen the integration of HIV and TB servic es and TB preventative treatment 

(TPT): Improve TB screening coverage and maintain high TPT completion - Ensure the 

quality of TB screening so patients with TB are not missed, particularly among those 

already on ART (1.6 percent screened positive in FY21Q4 which was below the expected 

positivity  rate). TPT will be fully integrated into the HIV clinical care package at no cost to 

the patient. All ART patients should be screened for TB at each visit using the WHO 

checklist. All ART clients screened positive for TB should be eligible for TB diagnostic 

using GeneXpert machines. Those found TB positive should be treated for TB. The 

objective of the TPT program in DRC is to achieve full coverage among eligible PLHIV by 

the end of COP21. In COP22, the PEPFAR program will continue supporting the 

procurement and distribution of TPT medicines. Implementation of the shorter TPT 

regimen, 3HP (three months rifapentine and isoniazid) will be scaled up. The rollout of 

3HP is expected to address some of the mistrust that health care workers had about 6H 

(six months of daily isoniazid) and increase treatment options available to patients. 3HP 

reduces high pill burden and improves adherence, as a once weekly regimen taken only for 

3 months. The 3HP regimen is already part of national TPT guidance. In COP22, 

implementing partners will continue to support the Ministry of Health ( MOH ) in training 

and mentoring of health care workers on implementation of 3HP. Development of 

standard operating procedures, job aids, and patient communication materials will 

address the existing communication gaps and create demand for TPT. 

 

6. Maximize the OVC contribution to the clinical cascade:   The program will assign 

newly enrolled HIV positive patients to OVC case managers to assist with disclosure 

counseling, partner notification services, and index testing. Activities will include 

disclosure support for caregivers and children as well as linkage to peer support programs, 

OVC programs, and teen clubs, to prevent and address barriers to adherence among 

children living with HIV (CLHIV,) adolescents living with HIV (ALHIV,) and their 

caregivers. Clinical partners will build the capacity of OVC case managers to conduct HIV 
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testing and provide linkage, adherence, and continuity of treatment support to all 

community members living with HIV and promote and leverage the OVC platform shown 

to improve VL coverage and VL suppression. Alignment of the OVC package of services 

and enrollment to provide comprehensive prevention and treatment services to OVC ages 

0-17, with particular focus on: 1) actively facilitating testing for all children at risk of HIV 

infection;  2) facilitating linkage to treatment and providing support and case management 

for vulnerable children and adolescents living with HIV; and 3) reducing risk for 

adolescent girls in high HIV-burden areas and for 10-14 year-old girls and boys in regards 

to primary prevention of sexual violence and HIV.  

 

7. Maintain the successful key populations program (including PrEP):   The program 

will continue screening female sex workers (FSW), men who have sex with men (MSM), 

and transgender (TG) individuals using risk classification. Implementing partners will 

conduct outreach using peer educators, and social and sexual network strategies and 

provide self-testing services. Critical to the program will be direct and immediate 

screening and offering of prevention services including PrEP to HIV-negative clients with 

elevated risk. In COP22, emphasis will be put on improving linkage of HIV  negative KPs 

on PrEP and increase VLC of KPs. Moreover, there will be activities that utiliz e 

information and communication technology (ICT) platforms especially targeting MSM 

and TG. In support of the targets set forth in the Global AIDS strategy and the 

commitments expressed in the 2021 political declaration, countries must demonstrate 

evidence of progress toward advancement of equity, reduction of stigma and 

discrimination, and promotion of human rights to improve HIV prevention and treatment 

outcomes for key populations, adolescent girls and young women, and other vulnerable 

groups. In DRC, the law was silent on the elimination of inequalities related to access to 

HIV care. With the 2021 political declaration, DRC committed to end inequalities and end 

HIV which will be integrated in the national HIV strategic plan 2022-2025.  

 

 

8. Engage with civil society to enhance quality improvement initiatives:   Collaboration 

with community groups, civil society organizations, and patients/beneficiaries can help 

programs and health institutions diagnose and pinpoint persistent problems, challenges, 

and barriers with service uptake at the site and facility level to improve service and client 

outcomes at the site. Civil society will be involved in monitoring patient experiences at 

site level through the Community-led Monitoring (CLM) program which will contin ue to 

be implemented in Kinshasa, Haut Katanga and Lualaba provinces. The CLM program will 

report on MMD availability (adults and pediatric) including average waiting time, 

friendliness and non-coercive services for patients, HIV ÐÁÔÉÅÎÔÓȭ awareness of VL services 

to monitor effectiveness of treatment, availability of PrEP, and functioning of electronic 

medical records (EMR) among other qualitative aspects of the program.  
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2.3 Investment Profile  

The DRC is the largest country in Sub-Saharan Africa with a surface area the size of Western 

Europe. It has one of the lowest gross national incomes (GNI) per capita in the world ($490, 

World Bank, 2018), with an estimated 73 percent of the total population or about 60 million 

people living on less than $1.90 a day (the international poverty rate).  

$2#ȭÓ ÅÃÏÎÏÍÙ ÈÁÓ ÃÏÎÔÉÎÕÅÄ ÔÏ ÅØÐÁÎÄ ÉÎ ÒÅÃÅÎÔ ÙÅÁÒÓȟ ×ÉÔÈ ÇÒÏ×ÔÈ ÒÁÔÅÓ ÏÆ άȢή ÐÅÒÃÅÎÔ ÉÎ άΪΫΰȟ 

3.7 percent in 2017, and 4.1 percent in 2018 (World Bank, 2019). After the COVID-19 pandemic-

induced slowdown in 2020, the economy is expected to rebound moderately in 2021 and 2022 due 

to a robust growth in mining. The benefits of economic growth are spread unevenly across the 

population. The top quintile of the population holds 48.4 percent of the total income, while the  

bottom quintile holds 5.5 percent of the total income (World Bank, 2012). The United Nations 

Human Development Index (HDI)  2020 ranks the DRC as one of the least-developed countries in 

the world, at 175 out of 189 countries. Despite improvements on some HDI indicators from 2018 to 

2020, the $2#ȭÓ Human Capital Index is 0.37 percent, below the Sub-Saharan Africa average of 4.0 

percent. 

According to the 2015-2017 National AIDS Spending Accounts (FRENCH: "2019 REDES") and the 

UNAIDS investment case, the HIV response is mostly funded privately, including by households 

(45 percent). Donors are the second largest contributors (43 percent) and the Government of the 

DRC (GDRC) contributes approximately 12 percent, an increase from 1.4 percent in 2010. HIV 

services are integrated into the standard care packages delivered by health facilities all over the 

country. The host government contribution comes mostly through the provision of health 

infrastÒÕÃÔÕÒÅ ÁÎÄ ÈÅÁÌÔÈ ÓÔÁÆÆÉÎÇȢ 4ÈÅ 53 'ÏÖÅÒÎÍÅÎÔȭÓ ÓÕÐÐÏÒÔ ÔÏ $2# ÔÈÒÏÕÇÈ 0%0&!2 ÈÁÓ 

increased significantly from $45 million (COP13) to $111 million in COP22.  

Led by the Programme Nationale de Lutte Contre le SIDA (PNLS), PEPFAR and the Global Fund 

to Fight AIDS, Tuberculosis and Malaria (Global Fund) completed a rationalization process in 

FY2016 to strategically align resources and to maximize joint investments. Pre-rationalization, the 

Global Fund procured most HIV-related commodities for the DRC, while PEPFAR/DRC made 

targeted investments in commodities focused on PMTCT. As PEPFAR/DRC pivoted from a focus 

on PMTCT to the whole continuum of care and treatment services, so have its commodity 

investments. Starting in FY17, each donor has been responsible for the provision of ARVs and 

other commodities to patients in health zones assigned to them. PEPFAR/DRC investments in 

HIV -related commodities will continue to increase annually in alignment with the increasing 

numbers of PLHIV on treatment in PEPFAR-supported health zones.  

USAID has been appointed as lead of the health donors supply chain group and as such, co-lead 

of the National Medicines Commission with the National Pharmaceutical Regulatory Authority. 

Closer donor collaboration along with improved GDRC leadership, oversight and accountability 

for health commodity forecasting and procurement system management is expected to reduce 

https://www.worldbank.org/en/publication/human-capital
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stock-outs and result in sufficient availability  of commodities. Another focus will be to ensure 

that the community systems strengthening necessary for an effective continuum of care in line 

×ÉÔÈ ÔÈÅ ÃÏÕÎÔÒÙȭÓ γί-95-95 goals is realized. 

To achieve a sustainable response, PEPFAR continues to work with other national-level donors to 

advocate for ownership and progressive increases in domestic resources for health and HIV. This 

is challenging due to competing priorities for GDRC resources, volatility in mineral prices, and 

fluctuations in economic growth that has resulted in a slowdown of government revenues.  

President Felix Tshisekedi and the Minister of Health have named the health care system one of 

the highest priorities of the Administration and efforts are being led via the special advisory 

committee under the Presidency and in alignment with the Ministry of Health, to improve 

governance, human resources, and quality service delivery with the ultimate goal of universal 

health coverageȢ #ÏÍÍÉÔÍÅÎÔ ÔÏ ÉÍÐÒÏÖÅ ÓÅÒÖÉÃÅÓ ×ÁÓ ÄÅÍÏÎÓÔÒÁÔÅÄ ÂÙ ÔÈÅ 0.,3ȭÓ ÌÅÁÄÅÒÓÈÉÐ ÉÎ 

the rollout of TLD in the PEPFAR supported sites to over 95 percent in six months.  

HIV services are integrated into the standard care packages delivered by health facilities all over 

the country. The host government contribution comes mostly through the provision of health 

infrastructure and health staffing.  

 

Table 2.3.1.  Annual Investment Profile by Program Area  
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Overall spending has continued to trend upwards. Care, treatment and support remains the top 

spending program area for both PEPFAR and the Global Fund. Spending on the laboratory 
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program area is increasing because of the strong focus on scale-up of both VL and EID and related 

systems. Global Fund spending continues to improve after the first year of implementation of its 

2021-2023 grant.  

Table 2.3.2 Annual Procurement Profile for Key Commodities  

 

Expenditure on commodities is increasing as a proportion of overall investments. This reflects the 

increasing size of the patient cohort. ARVs remain the top spending commodity category followed 

by VL/EID, essential medicine, and rapid test kits. The overall increase of the commodities budget 

is driven by the cohort growth with a high number of HIV patients that the program must 

maintain  on ART continuity and the scale up of some activities such as PrEP and TPT.  The 

increased investments for pediatric ARVs that started in COP21 will continue in COP22 due to the 

scale-up of pediatric ARV optimization and the expansion of efforts to improve the pediatric 

cascade.  These increases were compensated through savings coming from the procurement of 

standardized mul ti -month dispensing (MMD ) formulations which are cheaper.  On the PEPFAR 

side, the expenditure on HIV rapid test kits (RTKs) continues to decrease because of increases in 

index testing, more targeted testing, and better use of screening tools for PITC. The recent 

introduction of self -testing and recency testing may result in a slight increase in HIV rapid test 

kits in COP22.  The expenditure on VL/EID is increasing and reflects the rapid scale-up of VL/EID 
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coverage, especially in PEPFAR supported provinces. The investment on essential medicines is 

increasing mostly due to the funding of TB commodities to support the expansion of TB 

prevention programs in general.    

 

Table 2.3.3 Annual USG Non-PEPFAR Funded Investments and Integration  

 

In FY2021, the USG invested $181.2 million in non-HIV programming, including $22.4 million in co-

funding in PEPFAR-supported provinces. The geographic coverage of these mechanisms overlaps 

primarily in Haut -Katanga and Lualaba provinces. 

 

2.4 National Sustainabilit y Profile Update  

Sustainability Index and Dashboard ( SID) Process: In September 2021, the PEPFAR team 
jointly kicked off the SID development process with UNAIDS and the National Multisectoral AIDS 
Control Program (PNMLS). Meetings were convened at the UNAIDS office and were attended by 
representatives of civil society and the Government of the DRC (GDRC), UNAIDS, WHO, PEPFAR 
selected Implementing Partners and USG teams. Some of the participants opted for the virtual 
alternative offered through a zoom link  in light of COVID -19 risks and recommendations. Full day 
working sessions assessed the progress made from SID 2019 to SID 2021 for the four SID domains 
and Responsibility Matrix (RM). Most of the 2019 SID and RM findings remained largely 
unchanged. A few elements showed a slight decline mainly because of failing to update 
information as per SID-recommended standard timeframes. The RM analysis also indicated that, 

Funding Sources

Total USG Non-

PEPFAR 

Resources (FY21)

Non-PEPFAR 

Resource Co-

Funding PEPFAR 

# Co-funded 

IMs 

PEPFAR COP Co-

Funding 

contribution 

Objectives 

USAID MCH  $       35,000,000  $        7,800,000 2  $          1,066,632 Cofunding: $6.5M TO4; $1.3M GHSC-TA 

USAID TB  $       14,000,000  $        2,050,000 2  $          1,960,089 Cofunding: $1.25M Stop TB; $800,000 GHSC-TA

USAID Malaria  $       54,500,000  $        4,300,000 2  $                          -   Cofunding: $14.6M TO2; $8.7M GHSC-TA

USAID Family Planning $       20,000,000  $        6,200,000 2  $                          -   Cofunding: $5M CCP; $1.2M GHSC-TA

NIH

CDC GHS  $          8,229,318  $            393,315 Developing capacity of healthcare systems 

USAID GHSA  $          4,059,058 

Peace Corps

CDC Ebola  $          3,082,262  $                          - 

USAID Ebola  $          1,150,000 Ebola preparedness

DOD Ebola

CDC COVID-19  $       15,820,091  $        1,654,658 3

USAID COVID-19  $       15,600,000 

CDC Malaria  $             364,396  $                          - Ebola response activities

CDC Monkey Pox  $             547,463  $                          - Covid-19 activities 

CDC Flu  $             234,268  $                          - 
Technical assistance; identify strains of 

influenza in the country and surveillance 

CDC GID  $          8,641,051  $                          - Research; technical assistance 

MCC

Total 181,227,907$     22,397,973$      3,026,721$          

Table 2.3.3  Annual USG Non-PEPFAR Funded Investments and Integration
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except for a regulatory and policy-development role, the government mostly appeared to have a 
secondary responsibility in almost all areas. Part of the apparent immobilization  could be ascribed 
to Covid 19 and the negative impact especially obvious in the domains of supply chain and 
laboratory. Manufacturers and transporters prioritized COVID-19 related supplies.  The SID 
validation meeting was attended by DRC government officials, UNAIDS, and other stakeholders. 
 
1. Progress addressing sustainability strengths and vulnerabilities previously identified 
through the SID process  
 
Sustainability Strength :  

¶ Planning and Coordination (9.50, dark green ): This element score has slightly increased 
from 9.29 in 2019. Under the leadership of the PNLS, the DRC has continued to develop its 
capacity to plan and coordinate the national response. More than any other element in the 
SID, this is an area where strong domestic leadership by the PNLS is playing a prominent role, 
as they hold most of the national and provincial-level planning, coordination, and results 
review meetings. There has also been greater leadership from the PNMLS, which successfully 
launched the current Natio nal Strategic plan to cover the period from 2020-2023. It was noted 
that strong planning must lead to implementation and the SID Working Group noted that 
while many plans exist, they do not always guide interventions. This caveat, stressed by the 
PNMLS, is a recommendation to integrate more metrics for coordination into the tool which 
seems to be overshadowed by planning-related questions. 

¶ Market Openness (9.00 light green ): This element score has slightly increased from 8.43 in 
2019. Significant improvement has been seen in the collection and availability of financial and 
expenditure data.  However, the information is not collected in a timely manner and thus is 
not available to decision makers for effective and timely decision making. 
 

Sustainability Vulnerabilities: All  the other remaining elements were found vulnerable with 1) 
Quality Management, 2) Technical and Allocative Efficiencies, and 3) Data for Decision Making 
Ecosystem in red  (scoring 2.33, 3.00 and 1.67, respectively). Policies and Governance, Civil Society 
Engagement, Private sector engagement, Public Access to Information, Service Delivery, Human 
Resource for Health, Commodity Security and Supply Chain, Laboratory, Domestic Resource 
Mobilization and Epidemiological and Health Data were all found as emerging sustainability or 
yellow. 
 

2. Key priorities for COP22  
Looking at the status quo in many SID domains and potential impact towards epidemic control, 
the team considers as priorities for COP22 following elements:  

¶ Commodity Security and Supply Chain (3.96, yellow ): The availability of life-saving 
antiretroviral medications and other HIV commodities is essential for epidemic control and a 
sustainable national response. While there have been significant improvements in supply 
planning and management, there is work still to be done.  Lead times need to be reduced and 
customs clearance procedures streamlined ensuring the availability of commodities when and 
where they are needed. 

¶ Laboratory (3.81 , yellow ): Despite significant efforts in PEPFAR-supported health zones, the 
coverage of viral load and EID results remain concerning across the country. In COP22, 
ÅÍÐÈÁÓÉÓ ×ÉÌÌ ÃÏÎÔÉÎÕÅ ÔÏ ÂÅ ÐÌÁÃÅÄ ÏÎ ÅÎÈÁÎÃÉÎÇ ÔÈÅ ÌÁÂÏÒÁÔÏÒÉÅÓȭ ÃÁÐÁcity to improve 
quality, timeliness and completeness of data collection and reporting. Diagnostic Network 
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Optimization using POC machines and timely availability of lab reagents remain critical to 
alleviate the pressure on conventional laboratories and provide quality patient care.  

¶ Performance data (5.74, yellow ): Although the national program has made remarkable 
efforts towards a unified system for data collection, there continues to be a need to improve 
completeness and quality of analysis, which would support a clear process for decision-
making and technical and allocative efficiencies. The entire strategic information system gives 
alarming signals of weakness in the decision-making process. 

¶ PEPFAR, Ministry of Health, and the Global Fund share these priorities and will continue to 
work in a synergistic way to leverage resources for shared forecasting of ARVs and test kits, 
mapping of GeneXpert machines and multiplex POC, support for Tier.Net, and other 
collaborative areas for partnerships. 

 
3. Transition to indigenous partners  

Over the years, PEPFAR/DRC has empowered and developed local capacity for the 

implementation of its supported programs. These efforts will continue during COP22 through 

increased budgets for indigenous organizations but also through capacity building opportunit ies. 

Since COP20, calls for applications preferentially encouraged indigenous partners to apply.  

 

This shows the progress made in resource allocation towards indigenous partners from COP18-

COP21. 

Below we can see the split of COP22 proposed budget between indigenous and international 

organizations (excluding commodiities, TBD and operational costs). The slice of the pie going to 

local and indigenous organizations represents 36 percent of the proposed budget and also 

represents a more than 20 percent increase from COP21 as well as the largest increase since COP18. 

Figure representing the distribution of COP22 funding between local and international organizations 
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 2.5 Alignment of PEPFAR investments geographically to disease burden  

In DRC, three key partners lead the HIV epidemic response: The GDRC, the Global Fund and 

PEPFAR.  Figure 2.5. 1 below depicts the rationalization of provinces between Global Fund and 

PEPFAR, which was completed at the end of FY16.  As indicated, PEPFAR efforts are focused in 

three Provincial Health Divisions (FRENCH: Ȱ$03ȱɊȡ +ÉÎÓÈÁÓÁȟ (ÁÕÔ-Katanga, and Lualaba (with 

the exception of the military program which covers targeted prevention, care, and treatment 

activities with the military, a priority population).  

Figure 2.5.1: Global Fund coverage per disease component i n DRC 

 

Kinshasa is the capital city of the DRC and is home to over 12 million people.  While epidemic 

control in Kinshasa is not as likely by 2023 as in Haut-Katanga or Lualaba, PEPFAR programmatic 

data indicates substantial potential for progress in identifying and linking individuals to 

treatment in Kinshasa and continued investment is essential.  Performance data demonstrates 
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that high yields, upwards of 25 percent, with index testing are possible and the increased use of 

risk assessment tools in other entry points is providing valuable testing efficiencies. The strong 

upward trend in finding people living with HIV in Kinshasa over the past five quarters is expected 

to continue well into FY23 and beyond.  Along with intensified linkage and continuity of 

treatment  strategies, streamlining investments to find more people living with HIV in this high 

burden province will be essential for epidemic control in the DRC. In COP22, PEPFAR 

implementers will continue to work to close the gap by reducing interruption of treatment among 

PEPFAR supported clients. 

 

Figure 2.5.2.  Percent HTS_TST Positive DRC/Zambia Border  

In addition to Kinshasa, 
PEPFAR/DRC implements 
programs in Haut-Katanga and 
Lualaba.  Haut-Katanga is one of 
the highest burden provinces in 
the DRC, sharing a border with one 
of the highest-burden countries in 
sub-Saharan Africa ɀ Zambia.  
Recent results from programming 
along the border with Zambia 
show a much higher prevalence 
than the national average, 
however, the volume of individuals 
found and tracked is low.  During 
COP22, implementing partners will 
continue to expand index case 
testing and other cost-effective 
approaches in order to continue to 
find and treat higher risk 
populations on a larger scale in this 
area. In addition, a better 
understanding of patient 
movement across the border will be sought to ensure patients are accounted for and covered  for 
care and treatment services. 
  
Performance data overall, as well as spectrum data in Haut-Katanga, indicates near attainment of 

epidemic control in several health zones.  Given this, more resources and efforts will continue to 

be invested in this high-burden province during COP22.  Contiguous to Haut-Katanga is the 

province Lualaba, with numerous, large, formal and informal mining sites.  Cutting through the 

middle of Haut -Katanga and Lualaba is a major trans-African highway, bringing a high 

concentration of truckers and sex workers throughout this transportation corridor.  Given the 

high-risk populations prevalent in this region, this will continue to be an area of focus.   

 

Figure 2.5.2. % HTC_TST positive, DRC/Zambia  Border,2021 Q1. PEPFAR 

Panorama  
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Figures 2.5.3 outlining geogr aphic distribution of PLHIV is below:  

 

 

Democratic Republic of the Congo PLHIV by Health zones FY 19  

 

 

 

 

 

 

 

 

 

Kinshasa       Haut Katanga and Lualaba  

 

Figures 2.5.4 outlining geographic distribution of ART coverage is below:  

Democratic Republic of the Congo PEPFAR ART Coverage by Health zones FY 19 

Kinshasa Haut Katanga and Lualaba 
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2.6 Stakeholder Engagement  

From the beginning of the COP22 planning process, PEPFAR/DRC engaged a range of critical 

stakeholders including: the GDRC through the PNLS directors - the PNLT director and the 

PNMLS Director; the Global Fund through the Disease Fund Manager; United Nation s (UN) 

organizations such as UNAIDS and WHO; MSF; and the Civil Society Organization (CSO) 

network.  

CSOs participated in the pre-COP22 in-country retreat to help inform COP22 planning and 

strategy. The PEFPAR/DRC S/GAC Chair, Program Manager and Agency Points of Contact also 

participated in the virtual in -country retreat and were able to directly answer questions from the 

PEPFAR interagency team and other stakeholders. The CSOs provided feedback on the COP22 

guidance and PEPFAR/DRC COP22 activities and priorities. CSO representatives and other 

stakeholders listed above then joined the PEPFAR/DRC delegation at the COP22 Virtual Planning 

Meeting and provided input throughout the process.  

The GDRC actors have proposed to evaluate the rationalization process in order to include to 

include the 66 HZs that are not receiving donor support and have engaged on improving case 

finding, self-testing, linkage to treatment as well as improving VL demand creation. As priorities 

for COP22, the PNLS will work on improving t he strategic information system, support the 

laboratory networks and support quality service delivery. 

Table showing PEPFAR engagement and timeline with key stakeholders for COP22 

planning  

Date  Objective  Outcomes  Next steps  Comments  

Before COP22 Submission 

01/31/2022-

02/02/2022, 

 

InɀCountry 

retreat   

PEPFAR/DRC to 

share COP22 

planning with 

internal stakeholders: 

The COP22 

development process, 

the COP22 overview, 

COP22 expectations 

from stakeholders, 

timelines for future 

steps 

Stakeholders understand 

the COP process and the 

outline of the last COP  

 

Stakeholders understand 

the timeline for the next 

steps of the COP22 

Plan the next 

meeting 

 

Share the 

documentation 

Meeting was held 

virtually  

03/15/2022 ɀ 

03/17/2022 

Discuss COP21 Q1 

performance and 

COP22 plan  

Stakeholder feedback 

received   

Continue 

discussion via 

phone and email 

to ensure 

Meeting was held 

virtual ly 
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Virtual 
Planning 
Meeting 

Receive input from 

stakeholders on the 

COP22 strategy for 

DRC 

stakeholder 

input into 

COP22 

presentations 

04/22/2022 

 

COP22 SDS Draft 

shared with 

stakeholders and 

CSOs  

  SDS draft was 

shared via email 

with CSOs and all 

stakeholders   

After COP22 Submission 

05/30/2022 PEPFAR/DRC to 

explain how 

stakeholder feedback 

was incorporated in 

COP22 planning and 

how PEPFAR will 

continue to engage 

them throughout the 

year 

Stakeholder understands 

how PEPFAR will 

continue to engage with 

them throughout the year 

and what feedback was 

incorporated into COP22, 

what was not, and why 

these decisions were made 

Share the 

redacted COP22 

SDS when 

available and 

approved 

The approved, 

redacted COP22 

SDS will be 

shared by email. 

Hard copies will 

be available upon 

request 

 

Information sharing strategy  

UNAIDS in Kinshasa will continue to allow stakeholders to use their office space and internet 

capabilities and host regular civil society meetings once social distancing measures are relaxed. 

Stakeholders located outside of Kinshasa will continue to receive information from the UNAIDS 

provincial offices.  

All types of documentation (i.e. Reports; POART presentations, COP22 presentations and 

materials regarding program priorities, goals, budget) is shared via email. Hard copies of 

documents will be provided if requested by stakeholders.  

Community -led monitoring in COP2 2 

In addition to prescribed and routine engagement during PEPFAR's annual business cycle, 

including around COP planning and quarterly POART processes, PEPFAR/DRC has developed, 

supported, and funded a community -led monitoring (CLM) grants program.  The program is 

designed to help PEPFAR /DRC and health facilities pinpoint persistent problems, challenges, 

barriers, and enablers to effective client outcomes at the site level. The PEPFAR/DRC CLM 

program will  be utilized to advance equity and to support improvement in programs, especially 

for populations who have not yet fully experienced the benefits of HIV epidemic control.  
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While t he process to stand up the CLM Grants program has been onerous and time-consuming, 

PEPFAR/DRC has made significant progress in FY22.  Five organizations have been selected from 

the CSOs and KP applicants to conduct this program. Implementation of the grants commenced 

with a kick-off meeting on April 19, 2022 to launch the CLM activities for the three provinces 

(Kinshasa, Haut-Katanga and Lualaba).    

PEPFAR/DRC is committed to utilizing the findings from the CLM grants to improve the quality 

of its program and ensure the delivery of quality services. This will entail close monitoring of 

ÓÅÒÖÉÃÅÓ ÐÒÏÖÉÄÅÄ ÔÏ ÃÌÉÅÎÔÓ ÁÓ ×ÅÌÌ ÁÓ ÅÎÓÕÒÉÎÇ ÒÅÓÐÏÎÓÉÖÅÎÅÓÓ ÔÏ ÃÌÉÅÎÔÓȭ ÎÅÅÄÓ ÁÓ ×Å ÓÔÒÉÖÅ ÔÏ 

address challenges and achieve a people-centered approach.  

CSO involvement in COP22 development has been well received and we treasure this privileged 

relationship to ensure quality services are provided to beneficiaries. Monitoring will focus on 

collecting quantitative and qualitative data through a wide variety of methods that reveal insights 

from communities about the problems and solutions to health service quality issues at the facility, 

community, sub-national, and national levels.  

2.7 Stigma and Discrimination  

The GDRC through PNMLS is taking the lead on the Global Partnership Against Discrimination 

and Stigma initiative and has set up a technical working group to move this forward together with 

UNAIDS, PEPFAR and the UNDP.  

The DRC is among the countries that have agreed to participate in formalizing a framework for 

action to guide efforts and strengthen the impact of these efforts to protect human rights among 

vulnerable populations affected by HIV/AIDS. It has established a strategy to promote 

collaboration around the fight against discrimination (including the executive, legislative and 

judicial branches, civil society and other partners); the mobilization of key stakeholders to adhere 

to and actively participate in the initiative through their various key roles; Advocacy for improved 

legal frameworks and continued dissemination of existing laws and policies aimed at reducing 

barriers to the HIV response; Development of national strategies to accelerate implementation of 

the global partnership; Adoption of a national action roadmap to eliminate stigma, discrimination 

and related barriers.  

The following strategies have been adopted:  

¶ In health care settings: Define and carry out actions and/or activities to equip HIV/AIDS-

related health care facilities and organizations supporting key populations to be 

competent in the fight against stigma, discrimination and for the protection of health 

rights. 

¶ In community settings: Define and implement actions and/or activities to reduce stigma 

and discrimination experienced by PLHIV and key populations in community settings.  
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¶ In legal/judicial settings: Define and implement actions and/or activities for  the 

application of more protective HIV laws/promote better access to justice for PLHIV, key 

populations and survivors of sexual violence.  

All PEPFAR supported activities in the DRC will integrate and support these strategies at all 

levels. 

 

3.0 Geographic and Population Prioritization   
 

In COP22 PEPFAR/DRC will keep the same subnational unit ( SNU) prioritizations as in COP21. 

The 57 scale-up aggressive health zones prioritized for COP22 represent 50.3 percent of patients 

in the cumulative national ART cohort.  In COP22, the PEPFAR/DRC team will continue to 

implement strategies and support services in aggressive scale-up health zones, maximizing testing 

yield, linking HIV positive people to treatment, and maintaining the continuity of  patients on 

treatment with a goal of achieving sustained epidemic control in all 57 health zones by 2023. The 

PEPFAR/DRC military specific program will continue to pursue its efforts in favor of active duty 

FARDC personnel, their dependents and the populations surrounding FARDC barracks or camps. 

Although significant progress has been made in increasing the number of PLHIV on ART 

throughout PEPFAR-supported provinces, and statistical saturation has been achieved in a 

number of individual health zones in Haut -Katanga, programmatic data showing consistently 

high HIV testing yields suggest that true saturation has not been attained in these areas. In these 

health zones, the illusion of saturation is likely attributable to care -seeking behaviors, whereby 

patients are crossing health zone lines to receive care. In COP22, PEPFAR/DRC will focus on 

increasing the number of PLHIV receiving treatment in all the supported health zones, with an 

emphasis in Haut-Katanga and Lualaba. For each health zone, specific interventions for ART 

scale-up will be driven by granular data on burden, coverage, yield and net ART growth.  Recency 

HIV testing will be rolled out in Haut -Katanga and Lualaba (greater than 80 percent of health 

facilities supported) to provide additional data on the state of the epidemic by identifying 

ÔÒÁÎÓÍÉÓÓÉÏÎ ȬÈÏÔ ÓÐÏÔÓȭ and populations for targeted interventions including optimization of 

PrEP implementation. Index and family testing will be offered to all newly identified positives in 

all PEPFAR-supported health facilities. In addition, medical records for all PLHIV enrolled in 

PEPFAR-supported facilities will be reviewed, and index/family testing will be offered to those 

whose records do not indicate this has been done previously.  PEPFAR /DRC will continue to 

invest in community approaches to find positives through Index testing. Additionally, in out -

patient wards, the standardized and validated screening tool will be employed more accurately to 

identify high -risk clients and avoid duplicative or over-testing of lower risk clients. 

In COP22, PEPFAR/DRC will continue its efforts to reach the following populations:  

1. Partners and family members of diagnosed PLHIVs (Index testing) 

2. Young men aged 20-30, including partners of FSW 
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3. Pregnant women (1st trimester)  

4. Adolescent girls and young women (AGYW) 

5. Children 

6. Key populations (MSM and FSW) 

7. Other priority p opulations such as the military 

These populations were selected through the review of the programmatic and national 

epidemiological data. By focusing on these populations, some of which are underrepresented in 

the current treatment cohort, PEPFAR/DRC is expecting to bridge the age and sex band gaps in 

order to achieve sustained epidemic control in the supported areas by 2023, with significant 

progress toward closing the gaps in FY22. Activities for key and priority populations will be rolled-

out at hotspots and at-risk communities, based on the location and need of the identified 

populations in the urban areas with high numbers of FSW and MSM.  The KP who test HIV-

positive will be linked immed iately to treatment and PrEP will be offered to all who test HIV 

negative. 

During FY23, budgets and targets will continue to prioritize Haut-Katanga and Lualaba provinces, 

which are closer to achieving 95-95-95 by 2023. In Kinshasa, PEPFAR/DRC will continue to find 

efficiencies and focus on case identification and rapid enrollment on treatment while in Lualaba 

and Haut-Katanga, PEPFAR/DRC will be scaling to attain epidemic control with focused attention 

on continuity on ART and viral suppression. 

 

Table 3.1 Current Status of ART Saturation  

Table 3.1 Current Status of ART saturation 

Prioritization Area 
Total PLHIV% of all 
PLHIV for COP22 

# Current on ART 
(FY21) 

# of SNU COP21 
(FY22) 

# of SNU COP22 
(FY23) 

Attained     

Scale-up Saturation 

Not including 
Military  
 

374,371/86.1% 206.978 3 3 

Scale-up Aggressive     

Sustained     

Central Support     

 

4.0  Client-Centered Program Activities for Epidemic 
Control  

PEPFAR/DRC is focused on attaining and maintaining epidemic control through scaling up of 

activities and innovative approaches in a client-centered manner. At the nexus of this goal will be 

analyzing and using data to identify gaps in geographies and populations for targeted interventions 

to address identified gaps. 
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Figure 4.0.1 Overview of 95/95/95 Cascade, FY21 

 

 

4.1 Finding people with undiagnosed HIV and getting them started on treatment  

 

Figure 4.1.1 Testing Volume and Yield by Modality and Age/Sex, FY21 
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PEPFAR/DRC achieved 125 percent of its FY21 target for HIV positives identified, yet gaps persist:  

1) While substantial uncertainty exists about number of PLHIV in PEPFAR-supported provinces in 

DRC, proxy operating unit data such as proportion of HIV positive persons knowing their status 

at their first visit at ANC was 0.39 percent in Haut-Katanga, 0.37 percent in Kinshasa and 0.51 

percent in Lualaba (FY21 PEPFAR programmatic data). A similar proxy revealed the proportion of 

HIV posit ives knowing their status at entry into TB clinics at 5.67 percent in Haut-Katanga, 4.79 

percent in Kinshasa and 3.56 percent in Lualaba (FY21 PEPFAR programmatic data). In both ANC 

and TB settings, testing is offered to every client, which gives an indication of the proportion of 

the general population who know their HIV status. The above values demonstrate that the first 95 

remains a gap. 

2) FY21 HTS_TST_POS targets are not reached for some subpopulations like children and young 

men. Nevertheless, our programmatic data show considerable numbers of women (24,130 annual 

target achievement of 147.1 percent) tested compared to men (25,225 annual target achievement of 

103.8 percent). The gap in annual target achievement is evident in the 20-34-year-old age group of 

men compared to women (161.7 percent in women and 72.1 percent in men).  

3) Proportion of deaths documented among patients who interrupted treatment ranged from 16.1 

percent to 32.9 percent among the Haut-Katanga implementing partners and from 8.0 percent to 

14.2 percent among Kinshasa implementing partners.  

4)  FY21 indicators on pediatric case-finding clearly indicate failure to reach annual targets for 

reaching children. As an illustration, only 89.7 percent of 0-14-year-old targeted children were 

reached overall by PEPFAR/DRC in FY21. The same results show weak coverage of index testing in 

6

Testing yield by Age/Sex and modality FY 21Q4
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biological children of HIV positive women. Site Monitoring System (SIMS) has confirmed many 

missing family trees in the medical files of HIV positive women.  

5) SIMS also found that the screening tool was not systematically administered in inpatient 

pediatric wards.  

6) The low FY21 coverage of EID at two months (72 percent) is another weakness that we will 

address.  

 

In COP22, PEPFAR will focus on scaling up index testing and self-testing, ensuring consent 

procedures are in place, that confidentiality is protected, and the assessment of IPV is established. 

Additionally, all children under the age of 19 with an HIV positive biological parent will be tested 

for HIV.  

For men:   As the program shows more success in reaching HIV positive women, the core strategy 

will be accelerating index testing to their counterpart male sexual partners. An emphasis will be 

placed on more finely tuned messages of hope (U=U messages). The expected impact of this 

positive messaging is double; improved acceptance of Partner Notification Services (PSN) from 

HIV -positive women and more favorable perception of testing in male contacts. Dedicated peer 

educators including discordant couples will be recruited, trained, and added to help conduct non-

coercive counselling and elicitation of contacts from HIV positive women in facilities. The steps 

for PNS involving eliciting and testing of HIV sexual contacts will be rigorously monitored 

through enhanced coaching of staff and continuous quality improvement following the PNS site 

certification standards. A focused supervision on use of the IPV screening form will improve the 

appropriate selection of the client-preferred option for PNS. Another strategy will be reaching 

men where they are with tailored positive and hopeful messages, especially in the mining and 

fishing areas in Haut-Katanga. Furthermore, self-testing will be integrated in index testing 

settings as another alternative for those reluctant to accept one of the existing four PNS options, 

and other identified  at-risk men not willing to be tested. All the positive men found will be linked 

and initiated on treatment. Case managers will be assigned to each HIV positive man to assist him 

with partner notification for other potential sexual contacts and disclosure. These case managers 

will also conduct home visits for HIV literacy, individualized adherence support, scheduling clinic 

visits, reminders for blood or DBS collection for VL testing. The use of VL champions will help to 

ensure results are filed in the appropriate medical charts and acted upon by the clinician.  

For pediatrics:   The cornerstone will be the systematic review of family trees to identify all 

missing biological children under 19 years and linking them to index testing services. In each 

high-volume facility, additional staff and lay workers will be scheduled to ensure complete family 

trees for HIV positive women. In collaboration with the HIV positive woman, they will set a pl an 

and adequately document index testing for all eligible children. To increase EID coverage, peer 

educators (mentor mothers) will be involved in sensitizing mothers to demand DBS collection. In 

addition, the implementation of optimized POC technology for infant virologic testing will 
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contribute to increase the coverage to 95 percent by two months. All HIV positive children will be 

linked to services and systematically enrolled in OVC services with a dedicated case manager to 

accompany them along the cascade to ensure linkage, continuity of treatment  and VL 

suppression. The use of VL suppression champions will help to ensure results are filed in medical 

charts and acted upon by clinicians. 

Index testing will be person-centered and focused on the needs and safety of the index client and 

his or her partner(s) and children. PEPFAR will ensure that index testing adheres to the minimum 

program requirements: 1) providers trained on index testing procedures, including IPV screening, 

ÁÄÖÅÒÓÅ ÅÖÅÎÔ ÍÏÎÉÔÏÒÉÎÇȟ ÔÈÅ Ȱ&ÉÖÅ #Óȟȱ ÁÎÄ ÅÔÈÉÃÓȠ άɊ ÁÄÈÅÒÅÎÃÅ ÔÏ ÔÈÅ Ȱ&ÉÖÅ #ÓȱȠ έɊ )06 ÒÉÓË 

assessment; availability of first-line services for anyone reporting IPV (onsite or by referral); 4) a 

secure environment to store patient information, and 5) a site level adverse event monitoring and 

reporting system. All index testing clients will be provided with the full range of HIV prevention, 

care, and treatment services regardless of whether they provide details about their partners, and 

clients may opt-out of index testing services for any reason. All implementing partners serving all 

populations will verify that each facility providing index testing implements programming in 

ÃÏÍÐÌÉÁÎÃÅ ×ÉÔÈ ÔÈÅ 7(/ȭÓ 3ÅÌÆ-Testing and Partner Notification Guidelines and additional 

guidance developed by the PEPFAR Index Testing and KP Communities of Practice. 

All HIV testing clients, including index clients, will  be provided with all available HIV prevention, 

care and treatment services, regardless of whether they provide details about their contacts. 

Clients are NEVER pressured into sharing the names of their contacts for fear of being denied 

services. Services are NEVER withheld under any circumstances. 

Figure 4.1.1.2 Pediatric  index testing cascade  
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4ÈÅ 0%0&!2Ⱦ$2# ÔÅÁÍ ÒÅÃÏÇÎÉÚÅÓ ÔÈÁÔ ȰÔÈÅ ÍÉÓÓÉÎÇȱ ÁÒÅ ÍÁÉÎÌÙ ÔÈÅ ÐÁÒÔÎÅÒÓ ÏÆ ÉÎÄÉÖÉÄÕÁÌÓ 

recently identified as living with HIV, or partners of existing ART patients that have not yet been 

ÔÅÓÔÅÄȢ  )Î ÁÄÄÉÔÉÏÎȟ ȰÔÈÅ ÍÉÓÓÉÎÇȱ ÉÎÃÌÕÄÅ ÔÈÏÓÅ ÉÎÄÉÖÉÄÕÁÌÓ ÉÄÅÎÔified as positive but who were 

not linked to treatment, and the PLHIV started on ART that have interrupted their treatment. All 

unidentified and/or interrupted patients need to be found, put on treatment, and retained on 

treatment in order to reach the goal of viral suppression and epidemic control.  

 

Results from FY21 and Q1 FY22 allow PEPFAR/DRC to identify and address different HIV sub-

epidemics in DRC based on geography and population. In Haut-Katanga and Lualaba 

PEPFAR/DRC will scale up to attain epidemic control by continuing to find cases and focusing on 

linkage, continuity of treatment, and viral suppression. In Kinshasa, case finding is the primary 

issue and PEPFAR/DRC will focus on finding efficiencies through case identification. In Haut-

Katanga and Lualaba, the main issue is the continuity of patients on treatment. In Kinshasa, case 

finding is the primary issue. Taken together, newly identified cases will be rapidly linked to 

treatment and strategies implemented to ensure they remain on treatment to achieve viral 

suppression. 

The PEPFAR/DRC program continues to miss men aged 25-45, especially in Kinshasa where men 

are presenting at a later age. Regardless of age, men are not regularly accessing health services in 

general.  In relation to HIV services men are waiting until they become very sick before seeking 

care. This results in a lower percentage of positive men that have been found compared to 

positive women that have been found; however, due to the greater burden of HIV-positive 

women, the absolute number of women that needs to be found remains larger in many age bands.  
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Our response: Expand and refine what is working: 1) Enhanced Index Testing, 2) 
Refined Other PITC, 3) Boosted targeted community testing


