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Introduction

The technical considerations in this document provide discussion points for program planning by the
various Technical Working Groups and are not in any way intended as policy guidance or required
criteria within your programs. To the extent there is a conflict between this document and any policy
guidance, the policy guidance is authoritative.

The following technical considerations are not guidelines, as PEPFAR is not a normative body. PEPFAR
can only fund those interventions that have been recommended by a normative body (e.g., Joint United
Nations Program on HIV/AIDS, World Health Organization) and that are included in national guidelines.
The technical considerations serve as a guide for program planning.

For PEPFAR programs, we request that you use the contact list of the co-chairs (available on
PEPFAR.net) and TWG members to address your technical questions, while keeping your country
support team leader informed. Should coordinators wish to request on-site technical assistance, please
contact your country support team lead. The country support team lead will forward the request to the
chairs of the appropriate technical working group.



Section 1. Prevention

TECHNICAL AREA 1.1: PREVENTION OF MOTHER TO CHILD
TRANSMISSION (PMTCT)

PMTCT - activities are aimed at preventing mother-to-child HIV transmission, including primary
prevention, prevention of unwanted pregnancies among HIV infected women, ARVs for HIV-
infected pregnant women and infants, and treatment, care, and support services for mother-infant
pair and their family. The goal is to ensure HIV-free survival of the infants and AIDS-free survival for
the mothers. An important focus is to ensure that comprehensive and integrated PMTCT services
are available or accessible at different levels of the health care system.

ARVs for PMTCT should be funded through ARV Drugs and Adult Treatment. Funding for HIV testing
and counseling in the context of PMTCT should appear under PMTCT and targets should be included
in PMTCT. Early infant diagnosis appears under Pediatric Care.

1.1.1 WHAT’S NEW FOR 2012?

A. Increased focus on integration:

Countries are encouraged to scale up comprehensive and integrated PMTCT programs, in line with
the Global Health Initiative principles of focusing on women and children’s health, strengthening of
the health care system, and integration of programs. To this end, PEPFAR released Guidance on
Integrating PMTCT of HIV, Maternal, Neonatal, and Child Health, and Pediatric HIVV Services in
January 2011, available at http://www.pepfar.gov/documents/organization/158963.pdf . This
document highlights the importance of integration of PMTCT, pediatric HIV, and MNCH program
support, identifies an essential package of integrated services and health systems strengthening
activities, and recommends action steps to operationalize and evaluate integration efforts.

Additionally, a technical consultation on integration of family planning, HIV, and MNCH programs
was sponsored by USAID and CDC in Washington in March 2011, to discuss best approaches for
integration; the meeting report and slides can be accessed at: www.pepfar.net . Countries should
consider these documents as they plan for scaling up PMTCT by ensuring it is integrated into MNCH
and broader adult treatment and prevention programs. Countries are also encouraged to evaluate and
share their experience with integrated programs so that best practices may be developed in the context
of the emerging concept of “implementation science”. However, it is recognized that the success of
an integrated program in one country or district depends on many factors and may not always be
universally applicable.

B. Call for Virtual Elimination of MTCT

In 2010, WHO, other UN Agencies, and the Global Fund called for “virtual elimination” of MTCT,
provisionally defined as < 5 % MTCT in breast-feeding populations and 90% reduction in new
pediatric HIV infections. In April, 2011, a high-level Global Task Team (GTT) on the Elimination of
New HIV infections among Children and Keeping their Mothers Alive, co-chaired by Michel Sidibé,
Executive Director, UNAIDS and Eric Goosby, United States Global AIDS Coordinator (OGAC) was
convened to mobilize the agenda of elimination of mother to child transmission (eMTCT) of HIV.



The precise role of PEPFAR with respect to the elimination agenda is still being considered; however,
countries are expected to continue to contribute to the elimination agenda by emphasizing scale-up of
PMTCT services to high-burden populations to meet or exceed the legislated PEPFAR Il goals of:

80% of pregnant women HIV tested (in generalized epidemics)

85% of HIV + pregnant women receive effective prophylaxis and treatment according to
2010 WHO PMTCT guidelines

Double the number of at-risk babies born HIV-free from 240,000 in PEPFAR 1| to 480,000
65% of infants born to HIV-positive women receive virologic HIV testing (e.g., DNA PCR)
in the first 2 months of life

PMTCT programs that have already met the 80% testing/counseling coverage and 85% ARV
coverage goals should continue to move toward 100% PMTCT program coverage, with a focus on
improving quality and implementing most effective regimens and best practices for PMTCT.
Progress toward reaching pediatric HIV elimination goals will be determined by the population
coverage of the interventions.

C. Adaptation and Implementation of 2010 World Health Organization (WHO) Guidelines

I. ARVs for PMTCT

The PMTCT landscape changed significantly in 2010 with the release of new WHO PMTCT ARV
recommendations (preceded by “rapid advice” in 2009)
http://www.who.int/hiv/pub/mtct/advice/en/index.html. In last year’s technical considerations, the
PMTCT/Peds TWG encouraged countries to assist with adapting the guidelines and highlighted the
following important changes, including:

Initiating antiretrovirals (ARV) earlier in pregnancy,

Continuing ARVs throughout breast feeding,

Replacing single dose nevirapine with more efficacious regimens (Option A or B) , and
Prescribing ARVs for the pregnant woman’s own health if her CD4 count is less than
350/mma3, taking into account risks of specific drugs and regimens.

This year, countries are encouraged to focus and share experience with implementation of the new
guidelines, in particular to:

Prioritize pregnant HIV positive women for ARVs, especially women who are eligible for
treatment (Clinical Stage III/IV or CD4<350), as they constitute >70% of total MTCT and
>80% of postnatal MTCT. This may require discussion with broader ART working groups to
ensure that ARV drugs for pregnant women are prioritized and made available.

Transition to more efficacious regimens for PMTCT. This should be documented by counting
number of women receiving ARVs for PMTCT, disaggregated by type of regimen as required
in the next generation indicators.

Developing strategies to promote follow up in post-natal follow-up and adherence of mother
and baby, particularly at Primary Health Care settings, to ensure a high level of adherence for
ARV prophylaxis throughout the breastfeeding period.

I1. Infant Feeding and Nutrition

In 2010 WHO also issued new infant feeding guidelines which recommend that ARV prophylaxis
be administered for the duration of breastfeeding. This prophylaxis can be in the form of:

Mothers receiving HAART for their own health,
Mothers receiving triple ARV prophylaxis as per option B of the PMTCT guidelines, or



o Infants receiving daily NVP prophylaxis as per option A of the PMTCT guidelines.

The infant feeding guidelines also call for countries to make a standard infant feeding
recommendation for all mothers. In countries where the national government has established
breastfeeding as the preferred option, HIV-infected mothers should be encouraged to breastfeed for
a minimum of 12 months and beyond until a safe and adequate replacement diet is available.
Programmatic emphasis should be placed on postnatal counseling focused on infant feeding,
nutrition and health. Special attention should be given to link counseling to early infant diagnosis,
to dissuading premature weaning (<12 mo) when the infant is HIV-negative, and to counseling
mothers to continue breastfeeding if the infant is HIV positive. (Additional comments are under
infant feeding section of this technical consideration.)

1.1.2 APPROACH TO PMTCT SERVICE DELIVERY

PEPFAR PMTCT programs should continue to assist countries in adapting the WHO guidelines with a
focus on scale-up, taking into account cost and other practicalities for the country, and bearing in mind
advice outlined in this document. As discussed below, the new WHO recommendations offer countries a
choice between 2 drug regimens (Option A or B); these 2 regimens have equivalent efficacy for PMTCT.

Although much attention is focused on direct provision of ARV prophylaxis and treatment (“prong 3”), it
is important to recognize that PMTCT is a complex package of interventions across different clinics,
providers and visits over 1-2 years and provides a key entry for women and families into prevention, care
and treatment. This approach is based on 2002 WHO recommended comprehensive HIV prevention and
care programming that included a four-pronged approach to PMTCT
(http://www.who.int/hiv/pub/mtct/strategic/en/index.html):

Primary prevention of HIV;

Prevention of unintended pregnancies among HIV infected women;

Prevention of HIV transmission from mother to child; and

Provision of care and support for HIV infected mothers, their infants, partners and families.

Given PMTCT coverage and progress to date, there is a need to review current PMTCT strategies and
ensure that activities and systems are in place to accelerate the scale up of national programs in line with
the most recent international recommendations and best practices. PMTCT programming in FY12 should
especially address:

A. Momentum for PMTCT as critical priority for reaching MDGs 4, 5, and 6

Given the need to address HIV as a key component of reaching MDGs 4, 5, and 6, PEPFAR should
support countries, local decision makers, professional associations, and civil society allies in
prioritizing policies, strategic plans, budgets, and programming addressing PMTCT.

B. Targets and a road map to reach them

Scale-up plans would benefit by having 5-year and annual targets for number of new pediatric
infections prevented. Evaluation of costing and missed opportunities along the PMTCT cascade can
be used to guide budget priorities. Analysis of bottlenecks and barriers to access and utilization of
services and mapping HIV burden with geographic coverage and intervention uptake may be useful.
Standard tools exist or are being developed to address different aspects of scale up planning; e.g.,
marginal budgeting for bottlenecks (World Bank, UNICEF, WHO) a PMTCT drug costing tool


http://www.who.int/hiv/pub/mtct/strategic/en/index.html

(Clinton HIV/AIDS Initiative , and the RAMP model for estimating missed opportunities in PMTCT
programming and the cost for filling those gaps (PMTCT/Peds TWG).

C. Integration with Maternal Child Health (MCH) and Family Planning (FP) Services

PMTCT should be integrated with (and help strengthen) MCH services and should serve as an entry
point to other HIV services (e.g., ART, care, pediatric HIV services, OVC, nutrition, PwP, etc) for
women, their children, and increasingly, for male partners. Similarly, linkages and wrap-around with
family planning services should be pursued where feasible. Minimizing unintended pregnancies
(Prong 2) is a key component of a comprehensive strategy to effectively eliminate new pediatric
infections. Efforts should be made to support the availability of family planning services to all women
who desire them. Programs may consider supporting co-locating and linking PMTCT and family
services especially during the antenatal and postpartum periods, training FP clinical providers in
generalized epidemics on PMTCT, counseling HIV positive women in PMTCT, and providing
postpartum (future) family planning with healthy timing and spacing of future pregnancies.

Safe Motherhood, infant feeding, and child survival interventions should also be incorporated where
possible. For example, emergency obstetric care and essential newborn care (including newborn
resuscitation where necessary) could be integrated into PMTCT training. In addition, linkages should
be reviewed and strengthened between key initiatives such as PEPFAR and PMI, which focus on
pregnant women and children. Harmonizing recommendations for PMTCT with existing MCH and
FP/Reproductive Health (RH) recommendations will facilitate linkages and improve adherence with
both HIV and MCH FP/RH interventions. For example, evidence-based recommendations exist for
birth dose immunizations (BCG, polio) and timing of newborn visits. See WHO/UNICEF 2009 Joint
Statement on ‘“Home visits for the newborn child: a strategy to improve survival”
Http://www.who.int/child adolescent health/documents/who fch cah 09 02/en/index.html

Strategies and work plans should support the integration of PMTCT within MCH and FP/RH
programs, strengthen human resources and human capacity, and ensure coordination between key
programs and interventions.

D. Linkages between program areas

Linkages between program areas are also important. Pregnant women, particularly those with HIV,
are at high risk for developing TB and subsequently transmitting it to their infants. TB screening,
diagnosis and treatment is an important component of an integrated and comprehensive PMTCT program
and should be supported. Programs are also encouraged to consider adopting integrated strategies for
preventing MTCT of syphilis and HIV, and to include syndromic STI treatment within PMTCT
programs. Support for integrating or linking to malaria prevention, safe water and hygiene, and food
supplementation/food by prescription programs should also be considered.

E. Quality and Effectiveness

Every effort should be made to transition short-course PMTCT programs to full, family-based care
and treatment programs, and to fully support maximally effective interventions based on current
WHO antiretroviral (ARV) PMTCT guidelines (2010) and national guidelines. Ongoing evaluations
of the quality of PMTCT services and program impact and implementation of quality/ performance
improvement measures should be fully supported.

F. Retention and Adherence

With changes in WHO recommendations requiring longer follow-up for mother and infant,
mechanisms should be built into PMTCT programs to encourage long term retention, minimize losses

10


http://www.who.int/child_adolescent_health/documents/who_fch_cah_09_02/en/index.html

to follow-up, and improve adherence and quality of delivered services. This requires systems
strengthening at community, outreach/referral, and facility levels, particularly of the information
system and training of health workers and community health workers.

G. Sustainability/Systems Strengthening, including program management

Intensifying support to strengthen national PMTCT programs that are integrated into broader
MCH/RH, Child Survival and HIV systems is a focus of PEPFAR and essential for PMTCT
sustainability. Program management often requires strengthening at multiple levels, and building
program management capacity at district and/ or other sub-national levels is encouraged. Specifically,
PEPFAR programs should consider supporting the following:

e Funding for technical advisor(s) to MoH (at national, regional, district, state and sub-district
levels) for various aspects of PMTCT such as overall program design and management,
program monitoring, infant nutrition, IEC, health information systems, training, community
outreach activities, etc;

e Support for partners to:

1. Develop capacity for improved methods that will impact the quality & process of
PMTCT.

2. Involve and mentor state, regional, district and sub-district MoH staff to oversee the
service provision at the facilities sustainably;

e  Support for management training programs (short and long-term training);

e Support to national PMTCT steering committee (technical workgroups); and

e Support update of national ANC, maternity, PNC and Under-5 registers to align with new
PMTCT recommendations.

1.1.3 SPECIFIC TECHNICAL AREAS
A. HIV Testing and Counseling (HTC) as a key element of PMTCT package of services

HIV testing and counseling (HTC) is a critical component and gateway to PMTCT. In order
to achieve the goals set out by PMTCT programs, quality delivery of HTC should be
provided as a core service to pregnant women and their male partners and families.

I. Provider-initiated HIV testing and counseling (PITC)

PITC with same-day rapid test results is the recommended approach for the provision of HTC in
PMTCT settings, and should be supported as best practice. This means providers should offer HTC
to all pregnant women and their partners in generalized epidemics, and to pregnant women and
their partners who may be at high risk of HIV infection in concentrated epidemics. As a part of
this best practice, pregnant women testing positive should have their blood drawn for a
CD4 count at the same time, if feasible. More information on PITC can be found in the
UNAIDS/WHO Guidance on Provider-Initiated HIV Testing and Counseling in Health Facilities
(2007), available at: http://whglibdoc.who.int/publications/2007/9789241595568 enq.pdf.
Additionally, PMTCT HIV testing and counseling (HTC) job aids have being updated and
the link is provided at the end of this section.
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I1. HTC minimum standards

HTC provided as part of PMTCT services should follow the core principles of HIV testing and
counseling, including consent, confidentiality, counseling, and correct test results.

HTC services in PMTCT settings should include group pre-test information, as well as individual or
couples HTC sessions for conducting the HIV test, providing results, and conducting post-test
counseling. Women should be encouraged to test together with their male partners when possible,
and results may be given to couples attending the session together as long as both agree to this
approach.

Point-of-care HIV rapid tests with finger-prick sample collection and same day return of results
should be used when possible. HIV rapid testing should be conducted in a quality manner according
to national testing algorithm and standard operating procedures (SOPs). Quality assurance systems
for both the HIV testing and the HIV counseling components of HTC should be in place. Lay
counselors who have been trained to deliver HTC services may be beneficial in providing HIV
rapid testing in PMTCT services and can ease the burden on health care workers. Mothers support
groups can also be highly beneficial in providing ongoing support or services to pregnant women.
See the HTC Technical Consideration for more details on HTC minimum standards.

I11. Couples and partner HTC

There are high rates of HIV discordance among couples, low rates of disclosure of HIV status
(KAIS, 2009), and low rates of partner testing or male participation in antenatal clinic (ANC)
settings (Katz, 2009). This suggests the need for strengthened HIV prevention efforts including
partner/couples HTC, in order to reduce transmission risk during pregnancy. Couples HTC with
HIV serodiscordant couples has been shown to reduce HIV transmission, increase condom use, and
increase ART uptake among pregnant women in ANC settings (Allen et al., 2003; Dunkle et al.,
2008; Farquhar et al., 2004). Partner and couples HTC should be actively promoted and offered to
all clients as early as possible in ANC settings, and if not possible at L&D or post-delivery. HTC
couples testing could be provided by:

e Testing both partners together on first visit; and
Testing women at first visit, bringing in spouse in subsequent visit for testing at ANC or other
HTC sites, and bringing couples together for mutual disclosure of HIV status and supportive
counseling.

To scale up couples HTC, various approaches should be considered including : engaging
political and community leaders; offering special services for couples (i.e. evening or
weekend hours; incentives); conducting promotional campaigns; and improving record
keeping to track the number of couples that receive HTC together (see WHO HTC Guide
for indicator for couples HTC:
http://www.who.int/hiv/pub/vct/9789241501347/en/index.html).

Existing PMTCT HTC job aides have been updated to emphasize partner/couples HTC. These are
available at: http://www.womenchildrenhiv.org/wchiv?page=vc-10-00. Additionally, PMTCT and
HTC TWGs are developing 1-2 day training curriculum for couples HTC in clinical settings. This
will be made available when completed, and is based on the existing couples HTC training
materials, which can be found at: http://www.cdc.gov/nchstp/od/gap/CHTCintervention/.

12


http://www.who.int/hiv/pub/vct/9789241501347/en/index.html
http://www.womenchildrenhiv.org/wchiv?page=vc-10-00
http://www.cdc.gov/nchstp/od/gap/CHCTintervention/

IV. Re-testing during pregnancy, delivery, postpartum period

Pregnant women are at increased risk for acquiring HIV during pregnancy (Moodley et al., 2009)
and men are also at increased risk for getting HIV during a woman’s pregnancy (Mugo et al.,
2010). Women who become infected with HIV during pregnancy or breastfeeding are at high risk
for transmitting HIV to their baby due to the high viral loads associated with acute HIV infection.
Thus, in addition to partner testing as early as possible in a woman’s pregnancy, in high prevalence
areas women who initially test negative during pregnancy should be offered re-testing during the
3rd trimester, or at L&D or during the postpartum period. Re-testing will help identify women who
may have acquired HIV during pregnancy and require PMTCT or treatment services.

The recommendation for re-testing in the 3rd trimester is consistent with WHO 2010
recommendations ‘“Delivering HIV test results and messages for re-testing and counseling in
adults.” This guidance can be found at:
http://www.who.int/hiv/pub/vct/hiv_re_testing/en/index.html.

V. Enhanced prevention messages for pregnant women

Due to the observed high rates of HIV acquisition during pregnancy, programs should incorporate
enhanced prevention counseling messages for HIV negative women identified in pregnancy to
reduce the risk of acquiring HIV. Sexual risk reduction counseling should include messages on
partner reduction, mutual monogamy to a partner of known HIV status, and consistent condom use
at every sexual encounter. As part of this counseling, women should be taught how to correctly use
condoms through demonstration and practice and provided with an adequate supply of condoms.

V1. Quality Assurance and Quality Improvement for HTC in PMTCT

All HIV testing and counseling programs, including HTC in PMTCT, must have quality assurance
(QA) and quality improvement (QI) systems in place for both HIV testing and HIV counseling
components.

Key components of quality assurance for HIV rapid testing include the use of validated HIV test
kits and an appropriate HIV testing strategy in line with national guidelines and standard operating
procedures (SOPs); ensuring all HTC providers have been trained (including practicum; providing
ongoing supportive supervision for HIV testing, preferably with lab involvement; implementing
practical QA tools such as a standardized pre-printed logbooks/ registers for recording HIV test
results and lot numbers; and implementing external quality assurance programs such as proficiency
panel testing or sending a certain number of samples to the national reference laboratory for re-
testing and confirmation of test results. More information can be provided by PEPFAR’s Lab
TWG.

Quality assurance for HIV counseling may include counseling support supervision to prevent ‘burn
out’ of HTC service providers and maintain high quality communications between providers and
clients or patients. Providers can also utilize self-reflection tools or forms to monitor the quality of
their own service provision during a session or over time. HTC sites should also regularly
administer client exit interviews to gauge the quality of their service delivery from the client’s
perspective. Finally, some providers may benefit from observed practice, where — with the consent
of the client or patient — an HTC provider is observed either in person or on video by a more
experienced HTC provider or supervisor.
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VII. PMTCT HTC support tools

The PMTCT HTC Support Tools (developed by the TWG) promote the aforementioned approaches
and are endorsed by PEFPAR, WHO, and UNICEF. These tools can be reproduced and adapted for
local use, and are available here: http://www.womenchildrenhiv.org/wchiv?page=vc-10-00

B. ARV Treatment and Prophylaxis Regimens

I.  ART for treatment-eligible pregnant women

Provision of ART to eligible pregnant women (CD4<350 cells/fmm3) is a high priority for several
reasons, including reducing mother-child (and partner) HIV transmission in women of highest
transmission risk during pregnancy, labor/delivery, and breastfeeding; improving survival of
mothers and HIV-exposed infants; reducing the risk of resistance; and ensuring a direct link
between prevention (prophylaxis) and treatment.

Screening for ART eligibility (i.e. CD4 count and/or clinical staging) should be prioritized for
HIV+ pregnant women. This includes providing access to CD4 testing for pregnant women and
rapid return of results. CD4 testing at the time of HIV diagnosis is a best practice in PMTCT
settings. Pending CD4 test results, HIV positive pregnant women should be started on prophylaxis.
However, the increasing availability of point of care (POC) CD4 testing will enable same day
results to help determine eligibility for HAART.

Pregnant women eligible for treatment should be “fast-tracked” to receive at least 4-6 weeks of
therapy before delivery (the goal is to start at around 14 weeks gestation). Given the urgency to
initiate treatment, intensive adherence counseling, monitoring, and support are crucial elements to a
quality and successful treatment.

Depending on local programs, ART may be provided on-site (linked to MCH services) or off-site
(ideally close by) at separate ARV clinics to ensure that ART for eligible women is started at least
4-6 weeks before delivery. Ideally, all PMTCT sites should provide ARVs for treatment and
prophylaxis, although this may not be feasible in all settings.

Programs should closely monitor the pregnancy status of HIV-positive women receiving care
and/or treatment to ensure that every HIV positive woman who becomes pregnant is documented
and linked to a PMTCT program. The number of pregnant or recently pregnant HIV positive
women being screened and/or entering longitudinal HIV care should also be monitored.

Since an estimated 50% of HIV positive pregnant women have CD4+ <350 cells/ymm3 and thus
require ART for their own health, PMTCT programs and partners should assume that at least 30-
50% of HIV positive pregnant women in their programs should be on ART.

Il. ARV prophylaxis for women not eligible for treatment (CD4+ >350 cells/mm3)

Two options for ARV prophylaxis are offered (Option A or Option B). These 2 options have
equivalent efficacy for PMTCT. See Table 1a for a summary of the WHO guidelines and a
comparison with 2006 guidelines.

PEPFAR programs should provide support to countries to adapt, finalize, disseminate, and

implement national guidelines that reflect the new WHO recommendations. Financial support
should be coordinated with available Global Fund funding.

14


http://www.womenchildrenhiv.org/wchiv?page=vc-10-00

Implementation of the new guidelines requires procurement of ARV s and capacity to monitor for
anemia and other ARV-related toxicities, as well as additional training of health care providers.
Enrollment into and retention of HIV+ pregnant women in ANC needs to be improved in many
countries. Providing community outreach targeting pregnant women can help to encourage them to
get a check-up at the clinic.

Countries are strongly encouraged to shift to the regimens recommended by WHO in 2010 and only
use SD-NVP when other regimens are not available or feasible (e.g., woman presenting at L&D
without antenatal care, or in settings with extremely limited resources but with a plan to transition
all facilities to using the new WHO guidelines).

C. Inclusion of HIV-specific Information on Mother and Child Health cards

Programs should revise mother and child health cards to include standard spaces for HIV test results,
PMTCT and other HIV-related interventions. This is now recommended by WHO and is an
important part of linkages and referrals between MCH and HIV services. This is a “best practice”
that should be supported in all PEPFAR programs.

D. Essential care for Women and Children Identified in PMTCT Programs

HIV+ pregnant women and their children should be enrolled in longitudinal HIV care to maximize
maternal and child survival. Pregnant women should receive the basic pregnancy and postpartum
package of services, including voluntary family planning, and comprehensive HIV care when
identified as HIV positive. Pregnant women who are HIV negative are at increased risk and should
receive intensive counseling on primary prevention.

Provision of maternal Cotrimoxazole (CTX) is a high priority and is associated with dramatic
reductions in preterm birth and neonatal mortality. Other care services including clinical screening for
opportunistic infections (Ols) such as TB, treatment of Ols and STDs, nutritional evaluation, and
psychosocial assessment and counseling should also be included in comprehensive care packages (see
Care and Support section of Technical Considerations).

Provision of CTX to HIV-exposed/infected children is the most cost-effective non-ART intervention
to reduce morbidity and mortality due to HIV and AIDS. HIV-exposed infants should be provided
CTX prophylaxis from age 4-6 weeks; this should be discontinued when an infant/child is confirmed
HIV-uninfected and no longer breastfeeding. CTX prophylaxis should be continued in HIV-infected
infants and HIV-exposed infants with unknown definitive HIV infection status. Other care services
for HIV exposed infants, including immunizations, nutrition counseling, growth monitoring, and
screening for Ols such as TB, should also be included (see Pediatric technical considerations).

All HIV-exposed children are highly vulnerable children who should receive interventions included
in the PEPFAR basic preventive care package for children. HIV exposed infants receiving long-term
NVP prophylaxis require systematic long-term follow up and programs may have to improve how
they provide follow up to these babies. HIV-infected infants identified through PMTCT programs
need to be started on appropriate treatment early in life to prevent high mortality in infants (see Care
and Support section of Technical Considerations).

Improving linkages and referrals between HIV longitudinal care and routine MCH, including family

planning services is necessary to implement the complex set of necessary interventions for mothers
and infants in the postnatal period.
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E. Infant Feeding and Nutrition Support to Promote PMTCT and HIV-Free Survival

The ultimate goal of PMTCT is HIV-free survival, which implies a need to both reduce MTCT and
mortality among infants born to HIV positive mothers. As much as half of MTCT can occur
postnatally through breastfeeding; however, infants not breastfed through at least the first year of life
are at a substantially elevated risk of death from pneumonia, diarrhea and other diseases.

The 2010 WHO Guidelines on HIV and Infant Feeding specifically call for the following:

National or sub-national health authorities should decide whether mothers should be
principally counseled and supported either to breastfeed and receive ARVs or avoid all
breastfeeding and instead replacement feed from birth.

HIV-infected mothers who choose to breastfeed and have infants of unknown or uninfected
HIV status should breastfeed exclusively for 6 months and then continue breastfeeding, with
the addition of adequate complementary foods after 6 months of age, for at least the first 12
months of life. Beyond 1 year, breastfeeding should cease only when a safe and adequate
replacement diet can be assured.

For infants and young children known to be HIV-infected, mothers are strongly encouraged
to breastfeed exclusively for the first 6 months and to continue breastfeeding, with adequate
complementary feeding, up to 2 years or beyond.

HIV-infected mothers who decide to stop breastfeeding should stop gradually over one
month. ARV prophylaxis for mother or infant should be continued for one week after
breastfeeding is fully stopped.

The full 2010 WHO guidelines: Guidelines on HIV and Infant Feeding are available online:
http://www.who.int/child_adolescent_health/documents/9789241599535/en/index.html.

Programmatically, this translates into a number of priority interventions for PEPFAR-supported
PMTCT programs:

Establish HAART eligibility for HIV+ pregnant and lactating women and prioritize HAART
for treatment-eligible pregnant and lactating women;

Provide ARV prophylaxis to mothers or infants for the duration of breastfeeding if the mother
is not eligible for HAART;

Provide antenatal and postnatal counseling for all HIVV+ mothers to support optimum infant
feeding, nutrition and health, particularly at key points when infant feeding practices may be
changed:

o For all mothers who breastfeed, promote early initiation of breastfeeding postnatally
and exclusive breastfeeding for the first six months of infancy;

o Counsel breastfeeding mothers on the introduction of safe and adequate
complementary foods from six months of age until weaning (foods in addition to
breast milk are necessary to meet infant nutrition requirements beyond six months of
age);

o Promote continued breastfeeding for at least the first 12 months of life, safe weaning,
and counseling on safe and adequate replacement feeding; and

o Provide special counseling on infant feeding linked to early infant diagnosis so that
both HIV-uninfected and infected infants are not prematurely weaned (i.e., less than
12 months of age);
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e Support improved maternal health through routine nutrition assessment, counseling and
support (NACS) and regular postnatal clinical assessment and support;

e Assure that the basic preventive care package for infant and child survival is provided,
including basic immunizations, Cotrimoxazole growth monitoring, routine micronutrient
supplementation, insecticide-treated nets and regular clinical assessments;

e Establish health and nutrition surveillance, referral and tracking systems linking clinics and
communities to allow early identification and intervention to address maternal and infant
malnutrition and health problems; and

e Promote antenatal and postnatal family planning counseling, including LAM (lactational
amenorrhea method) to link exclusive breastfeeding with modern contraceptive methods.

For the purposes of funding maternal and infant nutrition support in the context of PMTCT and
postnatal care, PEPFAR country programs should be aware that a number of funding streams can be
tapped, including PMTCT, Pediatric Care, Care & Support and OVC (infants born to HIV positive
mothers are, by definition, OVCs).

F. Infant HIV Diagnosis

The PEPFAR’s II goal is for 65% of HIV-exposed infants to receive a virologic HIV test (such as
PCR) within the first 2 months of life. This is a critical part of pediatric HIV care and treatment and a
critical part of monitoring PMTCT programs. These activities should appear in the pediatric treatment
and care section and be funded through that budget.

The PMTCT, pediatric and lab programs have prepared manuals to support the development of EID
services in-country, including a program manager’s guide, a complete clinical curriculum with a
demonstration DVD, and a guide for laboratories. These manuals are currently under revision but the
original versions are available for download at http://womenchildrenhiv.org/wchiv?page=ch-09-00-
eid.

G. Gender and Psychosocial Support

PMTCT and broader MCH services are important points of entry for gender programming. Male
involvement improves uptake of appropriate PMTCT interventions by women including HTC, ARV
prophylaxis, and optimal infant feeding practices. Interventions are needed to increase partner testing
and male support. Strategies to consider include male-friendly clinics and special male partner clinic
days.

Preventing and intervening on gender-based violence should be a key component of PMTCT
programs. Activities to provide support for safe disclosure of status are also essential. Programs to
empower women are equally important. These include support groups for HIV positive pregnant
women and linking HIV positive women to local income generating activities.

Involving mothers-in-law and others that influence and support mothers’ decisions and practices
might be an effective intervention in some settings.

H. Primary Prevention within the Context of Pregnancy

Pregnant women are at an approximately 2-fold increased biological risk of acquiring HIV. Given the
very high fertility rate in sub-Saharan Africa, a high proportion of new infections in women occur in
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pregnancy. Recognizing the important role of Prong 1 in PMTCT, primary prevention strategies for
HIV-negative women need to be emphasized within ANC programs.

Partner discordance rates have been documented to be high (up to 30-50%) in PMTCT settings.
Involving male partners in the antenatal period is a strategic approach to reduce risk through
counseling both partners on the importance of mutual fidelity and partner testing, condoms for
discordant couples, and other prevention with positives (PwP) interventions. In addition to expanded
prevention counseling and services at the time of PMTCT services, coordination and synergy with
PEPFAR prevention and HTC activities is strongly recommended.

I. Prevention with Positives (PwP)

Scaled up PMTCT testing and counseling programs identify a large number of HIV positive women
(and their positive or discordant partners), provide important opportunities for cross-cutting
initiatives such as PwP services, and care and support of the individual and family infected with or
affected by HIV (See Prevention with People Living with HIV Technical Considerations for details
on how to integrate PwP services into different technical areas including PMTCT).

J. Voluntary Medical Male Circumcision and Neonatal Male Circumcision

Although the focus of the current voluntary medical male circumcision programs for HIV prevention
is on HIV-negative older adolescent and adult males, for sustainability VMMC programs should
expand services to the neonatal period. PEPFAR programs should actively consider synergies
between the PMTCT program and VMMC to potentially target male partners in PMTCT programs
and consider pilot projects for neonatal circumcision once VMMC programs are functioning.

K. Community Education/Outreach Activities

Community education efforts should be coordinated to include PMTCT topics (notification of new
services, demand creation, supports male partner involvement, etc.) and should focus messages to
pregnant women, their partners and young couples.

Raising awareness for community members to utilize health facilities for ANC and delivery is
critically important in settings where ANC and delivery uptake are low. Male partners should be a
key target group. Outreach to traditional leaders, faith based organizations, and community support
groups can also influence and improve antenatal care (ANC) attendance, retention, and delivery in a
health facility. Support groups for HIV+ pregnant women should be supported as they provide an
effective means of keeping women in care and providing needed support services.

Innovative approaches should also be explored. In Ethiopia, health workers from health centers and
hospitals go to the community and provide ANC/PMTCT services to pregnant women and their
families. This approach is particularly suitable as a short term demand-creation intervention to reach
more women in settings where ANC and institutional delivery rate is low. In other areas, where
distance to the delivery facility has been identified as a major barrier, delivery homes have been built
beside L&D units so expectant mothers can board close to the facility in anticipation of delivery.
Additional community based approaches to increase access and use of maternal health services
include birth preparedness activities that help families and communities to plan for childbirth through
identifying transport options and saving for facility costs. The role of traditional birth attendants
could range from assisting women to attend ANC, to testing and counseling plus referral to a delivery
facility. The roles of TBAs differ by country and depend on national policies.
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L. Human Resources and Training

The burden of HIV compared with other diseases should to some degree dictate how MCH healthcare
workers’ time is rationed, and to what degree a given program (i.e. HIV or MCH) compensates them
for their time. Investments in PMTCT and pediatric HIV/AIDS treatment and care will be
undermined if competing causes of maternal mortality (i.e. hemorrhage, obstructed labor, pre-
eclampsia/eclampsia, sepsis) and child mortality (i.e., diarrhea, pneumonia, malaria, neonatal sepsis)
are not able to be addressed. Similarly, if family planning programs are not further scaled up or
falter, the PMTCT burden will increase accordingly.

Community health workers/volunteers should be utilized to strengthen care seeking behavior and to
increase the number of women who utilized HIV and key MCH, FP/RH services (e.g. ANC, safe and
clean delivery, postnatal visits). These cadres can improve referral/outreach and long-term follow-up
as needed with the new WHO recommendations. Community health workers, HIV support groups
(peer support), and lay counselors should work in tandem with MCH healthcare workers.
Community-based cadres will be more sustainable if they are part of the country health system.

It is strongly recommended that countries utilize and adapt the WHO/USG PMTCT Generic Training
Package http://www.cdc.gov/nchstp/od/gap/PMTCT for training HCWs.

USG should support a national PMTCT training strategy and ensure coordination of training among
partners and across all sites, regardless of source of funding. This would ensure standardization of
training and avoid duplication of efforts.

Both in-service and pre-service training of health workers are needed. In order to improve
sustainability, programs should support pre-service PMTCT training for nurses, midwives and other
cadres. PEPFAR programs should consider how high-performing sites can assist other sites to
improve quality and uptake of PMTCT services.

M. SI and PMTCT Program Monitoring and Evaluation
PEPFAR team and partners should assist national PMTCT program to:

e Adapt and conduct the soon-to-be released WHO generic PMTCT impact evaluation
protocols to measure impact and effectiveness of a national PMTCT program on MTCT of
HIV rates and/or HIV free survival rates (more details in “Evaluation of National Program
Effectiveness” under Section D of the PMTCT technical area. Experts from PEPFAR HQs
are available to provide technical support to in-country teams on adapting the WHO generic
protocol and/or designing a national evaluation/survey of the national PMTCT impact on
MTCT rates and/or HIV free-survival rates as needed,;

e Adapt and implement the Inter-Agency Task Team (IATT) harmonized PMTCT M&E
indicators and guidelines and the PEPFAR Il Next Generation Indicators (NGI). Many of the
indicators are harmonized between programs and organizations to ease the reporting burden
on PTMCT country programs; and

e Collect and report the NGIs. This can be done by through ongoing program monitoring
including review of indicator outputs, and program outcomes.

o The number of pregnant women with known HIV status (includes women who tested
HIV and received their results)

o The number and percent of HIVV+ pregnant women who received ARVs to reduce the
risk of mother to child transmission (by regimen) (This is a key recent change to the
UNGASS indicator and is an ‘essential’ indicator in PEPFAR 1)
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o Number of HIV+ pregnant women assessed for ART eligibility

Targets for the PMTCT indicators should be based on the program results from the previous year or 6
months (using SAPR data). For countries below the 80% testing/counseling coverage and 85% ARV
coverage goals, target setting should strive to reach those levels, but not be unrealistic given program
constraints.

For PMTCT programs that have already met the 80% testing/counseling coverage and 85% ARV
coverage goals, targets should continue to push the program forward towards 100% PMTCT program
coverage. All PEPFAR country programs should support a national facility-based PMTCT
monitoring system. As such, PEPFAR should support countries to adapt and implement new
international PMTCT M&E indicators.

PEPFAR PMTCT and Sl programs should work together to ensure that key PMTCT SI needs are
addressed and integrated within the larger SI framework. Program monitoring and evaluation are the
key areas where Sl and PMTCT can collaborate. PMTCT program data should be monitored through
regular data quality assessments that occur between the MoH, implementing partners and the
PEPFAR team. Also, depending on where the PMTCT program is at, conducting a program
evaluation may be appropriate. Other activities to consider within the realm of Sl and PMTCT are:

e Work with Sl to include key PMTCT and pediatric information in national surveys and
projects (e.g. DHS, AIDS, malaria indicator surveys, etc); and

e PEPFAR should support and actively participate in the regular review of country data along
with MOH, national technical groups and partners to ensure data quality, consistent reporting
and data use for program planning and improvement.

Linkages between programs can be challenging but are critical to patient health. The following
indicators are examples of measures that can be monitored and used to improve quality of services,
assess linkages between programs, and develop questions for further investigation:

e Number and percent of HIV positive pregnant women enrolled into HIV care;
Number of HIV positive pregnant women receiving HAART,;

e Number and percent of children born to HIV positive women who are HIV-infected and
enrolled into HIV care and treatment;

o Number and percent of HIV- infected infants by maternal regimen received; and

o Proportion of PMTCT service delivery points that provide integrated family planning services

Possible activities include identifying and funding in-country partners (in collaboration with USG SI
staff) to:

e Serve as primary national TA providers to MOH and implementing partners for PMTCT
monitoring system, while building capacity with MOH counterparts;

e Support training, supervision to sites, and regular TA to MOH for data management, quality
assurance, analysis and feedback to sub-national levels and sites;

e Support MOH to use PMTCT data at the national and sub-national levels;
Harmonize with international SI reporting; and

e Develop PMTCT “mapping” activities e.g. GIS are recommended in order to monitor
program, assess coverage and document referrals and linkages to and from programs.
PMTCT should be added to other planned mapping activities, when possible.
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N. Financing, Procurement and Costing
I. Financing

For PMTCT programs to be sustainable and cost-effective, they need to be implemented by
national, state, and local governments, as well as by NGO and FBO networks. Performance-based
financing has shown promise as a means of transitioning sites away from direct USG support in the
context of decentralization of health services. Incentive funds that high-performing sites receive
through performance-based financing can be used by districts to support broader MCH activities.
District level support and approaches have been shown to be a best practice.

Il. Procurement

The USG should aim to support the development of one national procurement system for PMTCT
commodities that is integrated with the broader MCH, malaria, TB, and HIV supply chain systems.
In particular, PEPFAR programs should ensure procurement and forecasting of ARVs for PMTCT
are coordinated with procurement of ARVs for adult treatment programs. Countries are strongly
encouraged to use the PEPFAR supply chain management procurement (SCMS) mechanism to
strengthen the PMTCT supply chain, as part of a unified approach to supply chain management.

Key items that need to be procured include: ARVs for PMTCT (should be purchased with funds
from HTXD (HIV drug section)); HIV test kits and related supplies; Hemoglobinometer and
supplies; consumables such as gloves, barrier gowns for deliveries; and commodities essential for
basic preventive care package of mothers and children, including CTX, bed nets, isoniazid
prophylactic therapy (IPT), safe water, infant diagnosis materials, etc.

Programs should seek to coordinate or leverage support for basic MCH/FP supplies that are often
not available, including syphilis test kits (RPR), immunizations, multivitamins, malaria
prophylaxis, contraceptives, etc. Many of these are included within the “basic care package.”

I1l. Costing

In order to appropriately budget for the procurement of PMTCT drugs and supplies, program
costing exercises should be done to understand and better estimate financial needs to keep the
PMTCT program operational. Costing exercises should include, but are not limited to: cost of
scaling up of PMTCT service provision; cost of adaptation of the new WHO PMTCT guidelines;
cost of PMTCT interventions and overall program cost effectiveness.

O. Lab Training and Quality Assurance

Laboratory services to support PMTCT programs should be strengthened, including implementation
of rapid testing with same-day results, Hemoglobin screening, CD4 screening in antenatal settings,
and infant diagnosis with PCR and serology.

Quality assurance for these program elements, especially rapid HIV testing done within clinical sites,
should be integrated into laboratory programs and should be part of the training clinical HCWs
receive before they start to provide services.

Training of staff on rapid point of care CD4 testing (as it becomes available) will be important.
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P. Quality Improvement

Key PMTCT program activities should include evaluation components. PEPFAR PMTCT programs
should regularly assess and include the following in their plans:

e PMTCT program performance/implementation (Are PMTCT activities appropriate and
following national guidelines? Are the desired outcomes being achieved?);
Plans for quality improvement of PMTCT programs; and

e Impact and effectiveness of programs (transmission rate, new pediatric infections, HIV-free
survival) — some of these efforts should be linked with PEPFAR PHE.

Quality assessment needs to go beyond “coverage and uptake” to address quality issues related
to: service delivery and program integration, provider knowledge/training, counseling, PMTCT ARV
adherence, infant feeding adherence and barriers, basic MCH care and context of PMTCT
programming, links to care. Countries should identify and prioritize problem areas based on their
measures of quality of care, and provide plans for intervention.

Quality management requires structures, processes and functions in place at all levels to support the
quality improvement work. Countries should provide details of this support (e.g. regular supportive
supervision, on-site teams working with, and assisted by, site support teams, clinical mentorship,
team function and organizational assessment, community involvement, linkages to other services).
HIVQUAL and other available systems implemented to assess quality of other HIV services and
programs could be expanded to include PMTCT.

Q. Evaluation of national PMTCT program impact/effectiveness

Many countries are rapidly scaling up PMTCT coverage and are introducing the more effective
antiretroviral regimens based on new 2010 WHO PMTCT ARV guidelines. There is international
momentum to measure and monitor the impact and effectiveness of these national PMTCT programs.
For example, South Africa has recently conducted its 2010 national PMTCT impact evaluation, with
an official report expected in June 2011. WHO has had a consultation on PMTCT impact evaluation
and is expected to release a generic protocol to measure the impact and effectiveness of national
PMTCT programs on rates of MTCT and/or HIV free survival within the coming year.

Impact evaluation/survey is also a priority of the PMTCT/Peds TWG and many field staff. PEPFAR
team and partners in countries should assist national PMTCT programs in considering, adapting, and
conducting the forthcoming WHO recommendations and generic PMTCT impact evaluation
protocols. Consideration should be given to integrating the evaluation/survey into the existing
MCH/PMTCT system and to repeating the evaluation periodically to follow trends and progress
toward national and international PMTCT goals. The PMTCT/Peds TWG will share the generic
protocol with the field once it becomes available.

The upcoming WHO generic protocol is designed for high HIV prevalence countries and where
mixed feeding is a norm. Countries will need to consider two possible sampling frames: national EID
data or the 1* DPT immunization visit. The choice should be based on the program with the higher
national coverage. The WHO guidance and generic PMTCT impact evaluation protocol will provide
more details. For low HIV prevalence countries, information on impact evaluation will be included in
the WHO impact evaluation guidance.

22



For countries not yet ready to initiate the impact evaluation protocol, a modeling approach can be
used. Modeling using existing data on early infant diagnosis results can also provide an estimate of
MTCT rates, although this approach typically lacks information on transmission during breastfeeding,
ARV adherence to postnatal prophylaxis, and other factors which could lead to unpredictable bias.

Technical assistance from PEPFAR HQ is available to address issues regarding impact evaluation and
modeling.

1.1.4 COUNTRY CONTEXTUAL CONSIDERATIONS

Countries should consider the HIV epidemic, country capacity and infrastructure when planning the scale
up of PMTCT services. Many challenges directly affect the PMTCT program and scale-up efforts. These
include: size of the country and access to healthcare facilities; number of annual births; seroprevalence
and absolute number of HIV positive pregnant women; contraceptive prevalence and fertility rates, ANC
attendance rates; facility delivery rates; level of MCH/FP infrastructure and capacity; government
commitment, resources and program management; program policies; and level of HIV/AIDS program,
including ART program. Countries that are better-resourced, smaller, have lower prevalence and/or lower
absolute number of HIV-infected women would be expected to achieve more rapid national scale-up.
While infrastructure, resources and epidemic burden are key factors impacting PMTCT program progress,
the single most important factor contributing to the success of PEPFAR and national PMTCT programs is
host country national commitment to PMTCT. It is paramount to the success of PMTCT to have national
commitment — PEPFAR country programs should focus on strengthening national commitment and the
management capacity to support that commitment.

1.1.5 PARTNER PERFORMANCE CONSIDERATIONS

To maximize efficiency in the field, it is critical to ensure that partners are not duplicating their work and
that the goal of the partners is to foster sustainability. Periodic in-country program portfolio reviews
should assess: partner understanding of the program and technical considerations, geographic distribution,
comprehensive approaches to programming (linking PMTCT with care and treatment), technical
leadership in specific areas (e.g., training, EID, monitoring, etc), linkages with districts and MOH, and
systems strengthening.

1.1.6 KEY REFERENCES AND RESOURCES

1. WHO. Antiretroviral drugs for treating pregnant women and preventing HIV infection in infants:
recommendations for a public health approach, 2010 version.
http://whqglibdoc.who.int/publications/2010/9789241599818 _eng.pdf

2. PEPFAR Guidance on Integrating PMTCT of HIV, Maternal, Neonatal, and Child Health, and
Pediatric HIV Services in January 2011, available at
http://www.pepfar.gov/documents/organization/158963.pdf

3. WHO. Guidance on Global Scale-up of the Prevention of Mother-To-Child Transmission of HIV,
Toward Universal Access for Women, Infants and Young Children and Eliminating HIV and
AIDS among Children
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http://whqlibdoc.who.int/publications/2010/9789241599818_eng.pdf

http://www.who.int/hiv/pub/guidelines/pmtct_scaleup2007/en/index.html
WHO. Guidelines on Co-trimoxazole Prophylaxis for HIV-related Infections among Children,
Adolescents and Adults, Recommendations for a Public Health Approach (2006)
http://www.who.int/hiv/pub/guidelines/ctx/en/index.html
On the WomenChildrenHIV.org website the following documents are available:
http://www.womenchildrenhiv.org/wchiv?page=vc-10-00
e HHS/CDC draft Early Infant Diagnosis of HIV Implementation Guide
Testing and Counseling for Prevention of Mother-to-Child Transmission of HIV (HTC for
PMTCT): Support Tools
e WHO and HHS/CDC Prevention of Mother-to-Child Transmission of HIV (PMTCT) Generic
Training Package
Guidance for United States Government In-Country Staff and Implementing Partners for a
Preventive Care Package for Adults (April 2006).
https://www.pepfar.net/C3/Guidance/default.aspx
Guidance for United States Government In-Country Staff and Implementing Partners for a
Preventive Care Package for Children Aged 0-14 Years Old Born to HIV-Infected Mothers (April
2006). https://www.pepfar.net/C3/Guidance/default.aspx
Padian NS, Holmes CB, McCoy SI, et al. Implementation science for the US president’s
emergency plan for AIDS Relief (PEPFAR). J Acquir Immune Def Syndr
2011;56(3):199-203.
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Table 1a: Antiretroviral prophylaxis for pregnant women who do not need treatment for their own
health (from 2009 WHO rapid advice guidelines)

ARV Prophylaxis for pregnant women who do not need treatment for their own health

Key issue 2009 ART guidelines 2006 ART guidelines
When to start ARV e Starting at 28 weeks of
. e As early as 14 weeks of pregnancy
prophylaxis pregnancy
Option A: maternal AZT
® AZT during pregnancy plus
e sd-NVP + AZT/3TC during labour and delivery
plus

e AZT/3TC x 7days postpartum*
Recommended e AZT during pregnancy plus
prophylaxis e sd-NVP + AZT/3TC during

regimens for the
mother

Option B: triple ARV prophylaxis

Provided to pregnant women until one week
after all exposure to breast milk has ended:

AZT + 3TC + LPV/r or
AZT + 3TC+ ABCor

AZT + 3TC+ EFV

TDF + 3TC (or FTC) + EFV

labor and delivery plus

e AZT/3TC x 7days

postpartum

Recommended
prophylaxis
regimens for
exposed infants

Option A: maternal AZT

Breastfeeding infants
e sd-NVP at birth, then daily NVP until one
week after all exposure to breastfeeding

Infants receiving only replacement feeding

e sd-NVP at birth, then daily NVP or AZT x 4 to
6 weeks

Option B: triple ARV prophylaxis

o NVP or AZT x 4 to 6 weeks

e sd-NVP + AZT x 7 days
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TECHNICAL AREA 1.2: SEXUAL PREVENTION

Sexual Prevention — activities (including training) intended to prevent sexual transmission of HIV,
the main mode of transmission in generalized epidemics, through a comprehensive platform, which
emphasizes the reduction of risky sexual behaviors.

Area — General Population and Youth (PEPFAR Budget code -Abstinence/ be faithful)
— activities (including training) to promote abstinence, including delay of sexual activity or
secondary abstinence, fidelity, reducing multiple partners and concurrent partners, and related
social and community norms that influence these behaviors. Activities should address
programming for both adolescents and adults.

Area - Sexual Prevention: (PEPFAR Budget code - Other sexual prevention) -
specifically targets HIV preventative efforts among MARPs (PWIDs, MSM, SWs, and SW clients) and
vulnerable populations such as alcohol and other drug-using populations, mobile populations, and
persons engaged in transactional sex. Additionally, these funds target condom and other
prevention other than “abstinence and be faithful” programs for the general population.

1.2.1 BACKGROUND

The UNAIDS Global Report 2010 presents data demonstrating a significant reduction in HIV incidence
across many countries where PEPFAR has been engaged in HIV prevention." In addition, there have
been major strides in understanding the epidemiology, dynamics and context of HIV infection in
epidemics characterized by sexual transmission. Despite these advances, large numbers of people
continue to be infected every year via sexual transmission; evidence-based, cost-effective interventions,
supported with strong platforms for social and behavior change communication are critical to accelerating
reductions in new infections. These programs must be implemented at a level of coverage and intensity
capable of substantially reducing incidence in the target populations, and monitored and evaluated
sufficiently to demonstrate their efficacy. Key to achieving scale, intensity and quality is accurate and
complete data on the epidemic. While many countries and regions now have population-based prevalence
data to guide prevention programming, data gaps persist and intensified efforts are urgently needed to
improve comprehensive combination prevention programs.

Understanding of the behavioral, biological and structural drivers of the HIV epidemic continues to
evolve. Available surveillance data from sub-Saharan Africa show that key drivers of generalized
epidemics include: low rates of medical male circumcision and of correct and consistent condom use;
multiple (including concurrent) partnerships, including intergenerational sex, commercial and
transactional sex; serodiscordancy within couples; high rates of sexually transmitted infections, especially
genital herpes; and high levels of alcohol use. Surveys suggest that sub-groups within the general
population at elevated risk include: sexually-active young women; widowed, divorced and separated
individuals; mobile and migrant populations. These data, while broadly true across the region of highest
prevalence, are not a replacement for community-level mapping of risk factors and drivers.

! http://www.unaids.org/en/resources/unaidspublications/2010/
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Prevention for adults and youth in the general population is important in high-prevalence generalized
epidemics. In these settings, programs targeting general population adults and youth should be a
considerable part of the prevention portfolio. Strategic thinking about the allocation of prevention
resources is critical to ensure the most impact on reducing new infections. This strategic thinking needs to
be guided by the local epidemiology of the HIV epidemic, including consideration of populations at
elevated risk, the drivers of that risk, and geographic areas of high transmission. Once identified, these
populations should be reached with interventions that include the core components of evidence-based
interventions. Where there are no evidence-based interventions suitable, innovative and promising
practices should be put into place alongside a strong evaluation plan. Social and behavior change
programs should synergize with and support biomedical and structural interventions, creating demand,
supporting adherence, linking communities with clinical facilities and facilities with communities.

In low-prevalence generalized (e.g. “mixed” epidemics”) and concentrated epidemics, an overall focus on
distinct sub-groups within the general population and most-at-risk populations, who account for a
majority of new infections, will have the largest effect on mitigating the epidemic. In lower prevalence
settings, in addition to the focus on most-at-risk populations, comprehensive HIV programming should
strategically target bridge populations and those most closely connected to persons engaging in high-risk
behavior.

Persons who engage in socially stigmatized behaviors, including sex work, drug use, and male-male
sexual behavior are at disproportionately higher risk for HIV. HIV may spread rapidly in these
populations, due to more frequent participation in high risk behaviors such as unprotected anal and
vaginal sex with partners of unknown HIV-status and sharing of injection equipment, and because risk
behaviors, and the sexual networks of persons who engage in these behaviors often overlap (e.g. sex
workers who use drugs, MSM who sell sex). In addition, because these populations are often hidden, due
to political and socio-cultural discrimination and systematic marginalization, they are often harder to
reach, and less likely to have access to services, or to use services when they are available, due to fear of
being stigmatized or criminalized. Groups most often considered at elevated risk for HIV and defined as
most-at-risk populations (MARPs)? are:

e Persons engaged in sex work
e Clients of persons engaged in sex work
e People who inject drugs
e Men who have sex with men
Sex Work

Recent studies confirm that in many countries, sex workers experience higher rates of HIV infection than
in most other population groups.® However, worldwide less than 50% of sex workers have access to a
package of prevention services.*> Comprehensive, accessible, acceptable, sustainable, high-quality, user-
friendly HIV prevention, treatment, care and support services must be scaled up and adapted to different
local contexts. Even where services are theoretically available, sex workers face substantial obstacles to
accessing HIV prevention, treatment care and support, particularly where sex work is criminalized.
Ensuring that sex workers and their clients have meaningful access to essential services demands

2 Joint United Nations Programme on HIV/AIDS. (2007). A Framework for Monitoring and Evaluating HIV Prevention
Programmes for Most-At-Risk Populations. Geneva, Switzerland.

% The UNAIDS 2008 Report on the Global AIDS Epidemic.

4 Vylsteke B, et al. (2008) Preventing HIV among sex workers. In: Mayer K, Pizer HF, eds. HIV prevention. London
UK: Academic Press, 376-406.

°Bertozzi S et al. Making HIV prevention programmes work. Lancet 2008;373: 831-44.
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concerted action to overcome structural factors that limit access. Stigma and discrimination must be
effectively addressed through engagement of civil society and policymakers.

People Who Inject Drugs

There are approximately 16 million people who inject drugs (PWID) worldwide, with an estimated 3
million living with HIV.® 1t is estimated that there are over 5 million PWID in 13 PEPFAR bilaterally-
supported countries with drug-driven or emerging HIV epidemics.” Within these 13 countries, an
estimated 0.8 million PWID are HIV positive.® Also of particular concern is the estimate that in some
PEPFAR countries, as many as 30% of PWID are female. Among PWID, HIV, hepatitis B, hepatitis C
and other blood-borne infections are spread primarily through risk behaviors related to multi-person reuse
(sharing) of contaminated syringes and drug injection equipment. People who inject drugs are also at risk
for acquiring and transmitting HIV through high-risk sexual behaviors, including but not limited to
unprotected sex and engaging in sexual behaviors under the influence of drugs or in exchange for drugs.’
Of additional concern is the potential bridging effect, whereby an epidemic, initially fueled by the sharing
of contaminated injecting equipment, is spread through sexual transmission from PWID to non-injecting
populations and through perinatal transmission to newborns.”® For PWID, access to HIV prevention
services, including treatment and care for their drug use, has been sub-optimal in low- and middle-income
countries and in some developed countries.

Men Who Have Sex with Men

A growing number of studies now show that HIV is having a severe impact on MSM in low- and middle-
income countries. Studies show higher rates of HIV infection among MSM in all regions of the world,
including PEPFAR countries with generalized epidemics and those with concentrated epidemics. A
systematic review of data from 38 low and middle income countries found that MSM are 19 times more
likely to have HIV than the general population.** The increased risk of HIV infection among MSM calls
for the rapid introduction and scaling up of comprehensive HIV prevention programs for MSM and the
expansion of enabling environments that support the rights of MSM, enhance HIV prevention, and
promote universal access to HIV care, treatment, and support.

Other Populations

Within each country, there may be other populations that have increased vulnerability to HIV due to a
combination of behavioral, social, or environmental factors. These factors include frequent separation
from a main partner or the family support structure due to mobility or migration, economic disparities
related to gender or ethic group, patterns of alcohol use that facilitates HIV risk behaviors, and
incarceration that can compel same-sex behavior. Populations that can be considered to be at higher risk
compared to the general population include:

¢ Military and other uniformed service persons;

® Mathers, B., et al. (2008). Global epidemiology of injecting drug use and HIV among people who inject drugs: a
systematic review. The Lancet, 372(9651), 1733-1745.

" The thirteen countries referenced here are: Cambodia, China, Indonesia, Vietnam, Georgia, Kazakhstan,
Kyrgyzstan, Russia, Tajikistan, Ukraine, Kenya, Tanzania, and South Africa.

& Needle, R., & Zhao, L. (2010). HIV Prevention among Injection Drug Users: Closing the Coverage GAP, Expanding
Access, and Scaling up Core Interventions. Washington, DC: CSIS Global Health Policy Center.

? Institute of Medicine. (2007). Preventing HIV Infection among Injecting Drug Users in High Risk Countries: An
Assessment of the Evidence. Washington, DC: National Academies Press.

% 1BID

1 Baral S. et al. (2007) Elevated risk for HIV infection among men who have sex with men in low- and middle-income
countries 2000-2006: A systematic review. PLOS Med, 4, 1901-1911.
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Men and women engaging in transactional sex;

Incarcerated persons;

Mobile populations (e.g. migrant workers, truck drivers);

Street and other vulnerable youth; and

Persons who engage in alcohol and non-injecting drug use-associated sexual risk behaviors

1.2.2 GENERAL POPULATION AND YOUTH (AB Budget code)

HIV prevention programming involves six key elements:

A. Setting epidemiologically sound priorities
Priorities and challenges will differ depending on whether the epidemic is generalized, mixed, or
concentrated in nature. PEPFAR should support host country prevention programs to:

Use available HIV incidence, prevalence, behavioral, and epidemiological data to help
determine the appropriate balance between prevention activities among different age groups
and risk groups as well as to tailor the response to the geographic distribution of the
epidemic in the country;

Be responsive to changes in HIV transmission over time, localized spatial clustering of HIV
infections, and the local context;

Identify the social and structural factors that may increase HIV risk or vulnerability, such as
population mobility, and cross-generational and transactional sex;

Identify opportunities to empower women and engage men to address harmful social and
gender norms and promote protective norms;

Address alcohol and other substance use/abuse, how they influence sexual behavior and the
settings in which they are prevalent; and

Address the needs of PLHIV and couples in serodiscordant relationships.

B. Developing a strategic prevention portfolio
PEPFAR should contribute to a strategic national HIV prevention portfolio that:

Includes behavioral, biomedical and structural interventions that are complementary and
mutually reinforcing to realize and promote potential synergies between programs (and across
budget codes);

Addresses the sources of new infections at a scale and scope capable of achieving declines in
population-level prevalence;

Focus efforts on key risk groups and contexts;

Integrates and links program activities to ensure more comprehensive, effective, evidence-
based programming, which for countries experiencing generalized or hyper-endemic
scenarios will likely include community mobilization, communication, peer education,
workplace interventions, condom promotion, scale-up of male circumcision, prevention with
persons living with HIV, and provision of different types of testing and counseling
(voluntary, provider-initiated, home-based, partner);

Establishes and reinforces protective norms, attitudes, and behaviors through strategic
partnerships with the media, local leaders, and other forms of available social capital; and
Ensures adequate coverage, quality, and intensity of programmatic efforts that are mutually
reinforcing and work at multiple levels (e.g. individual, couple, network, community). For
example, mapping coverage of prevention activities against HIV prevalence by area and key
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target populations can help to assess at a portfolio level whether programs are appropriately
targeted and to make adjustments driven by data, epidemiology, and the local context.

C. Employing effective program models for social and behavior change communication
Interventions and activities should be theory-driven and evidence-based or adapted from evidence-
based models. When sufficient evidence for effectiveness is unavailable, an evaluation component
should be included to measure output and outcome indicators along a causal impact pathway that
is likely to reduce HIV incidence. Social and behavior change communication (SBCC) activities
should:

e Link activities to clear behavior change objectives. Activities should provide individuals with
the relevant motivation and skills needed to adopt safer behaviors rather than solely focusing
on improving knowledge or awareness of HIV;

e Support biomedical interventions relevant to the population and setting. While promoting
risk reduction, SBCC programs should also promote and synergize with HIV testing and
counseling, voluntary medical male circumcision (VMMC), prevention of mother-to-child
transmission programs, as well as care and treatment programs. Such linked SBCC programs
should assess their effectiveness in increasing uptake of and adherence to biomedical
interventions as part of their monitoring and evaluation;

e Address social norms. Programs should address social norms and other elements of the
social, cultural, and community environment that facilitate or prevent the spread of HIV.
Such social, cultural, and community norms often influence individuals’ abilities to engage in
safer behaviors. Activities should recognize that the direct beneficiaries of intervention
efforts often should not be the sole targets of those efforts and that efforts to engage leaders,
peers, family members, local organizations, and the media may be essential to facilitate the
widespread adoption and maintenance of safer behaviors;

e Address structural barriers to prevention. Combination prevention should not only focus on
individual susceptibility and risk but also on societal factors that affect individual risk and
vulnerability. Structural interventions may include policy work with partner governments and
civil society to reduce stigma and discrimination; advocacy for adoption and implementation
of alcohol policies and legislation if appropriate; efforts to reduce harmful gender norms,
make school environments safer for girls, improve educational opportunities for girls, and
increase property and other legal rights for women." Additional data to understand the links
between these interventions and impact on HIV transmission are still needed;

e Treat behavior change as a process. Proposed activities should seek to extend beyond single
contacts with key target groups and beneficiaries, to support an ongoing structured
implementation approach that delivers an effective intervention “dose” and facilitates and
sustains the adoption and maintenance of prevention behaviors. Monitoring and evaluation
should be an important part of these program activities; and

e Above all, prevention programs must be tailored. Proposed activities should be designed
around available information about the needs of key target groups, the factors that expose
them to HIV risk, and the context in which they live. Where such information is not available,
activities should consider the inclusion of formative assessment efforts as part of their
implementation strategy.

D. Supporting a coordinated and sustainable national response
PEPFAR country teams should support national counterparts to:

12 please see Technical Considerations from the Gender Technical Working Group.
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Coordinate and harmonize prevention efforts, including those supported by both PEPFAR
and other donors, foster clear and consistent messaging that is mutually reinforcing across
different partners, share lessons learned, make referrals across programs, and avoid
duplication of effort; and

Establish clear processes and mechanisms to ensure the appropriate integration of prevention
programming into care, support, and treatment initiatives, and to reinforce key messages of
care, support and treatment within prevention programming.

E. Establishing quality assurance, monitoring, and evaluation mechanisms
All PEPFAR-supported programs should:

Establish mechanisms to assure the quality of implementation and the use of available data to
inform program improvement. These mechanisms can include, but should not necessarily be
limited to:

o The establishment of selection criteria for peer and/or other educators

o Program monitoring using relevant measures of success and a feedback monitoring

loop for mid-course correction and continuous quality improvement

o Retention and incentive strategies

o Training and supportive supervision approaches, including refresher trainings

o Curricula and materials selection, development and/or adaptation
Share quality program tools, curricula, and models on the key drivers to improve existing
activities;
Conduct formative assessments to improve the design, implementation, revision, messaging,
focus and relevance of prevention programming;
Design strong monitoring plans and provide some clarification of what “reached” means in
activities (e.g., exposed to a radio program vs. attended an outreach event vs. completed an
eight-session curriculum);
Develop more meaningful program-level indicators to reflect the optimal mix and quality of
prevention approaches (e.g., dose, intensity, multi-level strategies);
Support evaluation of activities and programs to help determine if positive behavioral
changes were made. Ideally, the evaluations would measure behavioral outcomes. A data use
and dissemination plan should be developed as well at the beginning of a project; and
Strengthen PEPFAR prevention staff. All programs should consider including strong
technical expertise in prevention to provide strategic leadership and coordination across
partners, and to help develop in-country prevention expertise. Country programs need staff
who can dedicate adequate time to prevention activities to ensure portfolios are strategic and
harmonized, best practices are being followed, and activities are of high quality.

F. Programming for Adults and Youth
Efforts to address adults in the general population in high prevalence epidemics are critical, yet
challenging, and should consider the following approaches, with a monitoring and evaluation
component built into the program activities:

Where HIV prevalence is high and male circumcision prevalence is low, give priority to
scaling up rapid and high quality programs to provide voluntary medical male circumcision,
particularly where national policies support MMC scale-up. (See the Male Circumcision
Technical Area for more information);

PEPFAR prevention programs should work with partner governments, UNFPA, Global Fund
grant recipients and other donors to ensure a steady, sufficient supply of male condoms,
distributed throughout the country/region and available at outlets and prices that make them
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accessible to all sexually-active target populations, including young people. Programming to
support correct and consistent male condom use should be a central element of all prevention
activities. Programs supplying and promoting female condoms should also be part of
prevention portfolios where appropriate, with a strong focus on overcoming provider bias and
following strong program models from Zimbabwe and Malawi;

Foster culturally appropriate social norms, attitudes, and beliefs and develop skills to reduce
the number of partners, especially overlapping or “concurrent” sexual partnerships, which
may create an efficient transmission network for the virus to spread rapidly through a
population.  Prevention messages should strongly support preventive behaviors by
communicating explicitly about the risks associated with multiple partners and concurrent
partners, and the appropriate use of condoms;

Scale-up prevention programming for men to proactively change harmful gender norms that
support and encourage multiple partnering, concurrent partnerships, cross-generational sex,
and the lack of condom use;

Encourage testing and counseling for partners of people living with HIV (PLHIV), with a
focus on seeking and sustaining care and treatment. PLHIV in partnerships should be trained
and encouraged to use condoms consistently and correctly when appropriate to protect the
HIV-negative partner from becoming infected;

Encourage the general population, including couples, to reduce their sexual risks and learn
their HIV status. Programs should provide or refer to confidential testing and counseling as
well as linkages to care for infected individuals; and

Combat stigma and the effects of stigma on HIV risk behaviors.

Among youth, the following approaches should be considered:

School education programs that include robust components on preventing sexually
transmitted diseases, including HIV, linked to education on pregnancy prevention, for both
in-school and out-of-school youth. Efforts should be made to ensure basic standards for
curricula and materials, and to improve teacher training to ensure high-quality
implementation and completion of curricula. Where appropriate, USG teams should support
Ministries or Departments of Education and Health to institutionalize these education
programs in schools;

Provide necessary information and skills building to help youth prepare to make their
eventual transition to sexual activity safer and healthier;

Work with parents and guardians to help improve connectedness and communication to youth
about their values and expectations regarding adolescent behavior, as well as stressing the
importance of monitoring and supervision of their adolescents;

Expand access to community-level prevention programs, including peer outreach, and
curriculum-based programs for out-of-school youth; and

Support youth-oriented, mass-media and educational entertainment programs that encourage
youth to think critically about HIV prevention, and to influence knowledge, attitudes,
behaviors and norms so they make healthy choices. These efforts should be balanced with,
and linked to, more targeted interpersonal communication, such that the two can provide
mutually reinforcing support for safe behavior;

Among sexually active youth and high-risk youth, the following approaches should be
considered:

Tailor programming for sexually active and most-at-risk youth based on patterns of behavior
and their needs;
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o Develop skills and norms to promote secondary abstinence, mutual monogamy, and partner
reduction. Those who are sexually active should be provided with risk reduction information
and skills building, including access to condoms and information on correct and consistent
condom use;

e Support programming to engage influential adults within the community to create an enabling
environment conducive to the adoption of safer sex behaviors among youth; and

e Sexually-active youth should also be encouraged to learn their HIV status, and programs
should provide or refer to confidential youth testing and counseling, and linkages to care for
HIV positive youth.

1.2.3 COUNTRY CONTEXTUAL CONSIDERATIONS

Partner Country and Other Donor Funding: In developing a strategic prevention portfolio, the country
team should consider and describe how PEPFAR funding complements sexual prevention activities
supported by the host country government and other donors in that country. For example, if the Global
Fund has a large grant focused on HIV prevention for young people in a particular country, the PEPFAR
program may appropriately focus on other populations.

Youth-Adult Balance: Across multiple countries, a key issue is the need for a balance between youth
and adult programming that better reflects country-specific epidemiological data. Reaching adolescents
remains important in countries where the epidemic has a younger age profile. In generalized epidemics,
investing in youth prevention is an important long-term strategy to reduce transmission when young
people eventually transition to adulthood, but should not absorb so much of the prevention portfolio
investment that key adult populations are left uncovered. The youth-adult balance should reflect country-
specific HIV incidence age patterns, or where not available, HIV prevalence age patterns.

Know your epidemic: Many countries, typically those with population-based prevalence between 1-5%,
do not fall into the “concentrated” or “generalized” paradigm. These “mixed” epidemics often require a
prevention response that includes significant attention to both most-at-risk populations as well as at-risk
sub-populations (possibly defined by age, gender, occupation, geographic location, or risk characteristics)
in the general population. The balance of focus on most-at-risk populations and at-risk sub populations of
the general population in these epidemics will often vary within different regions of the country,
depending on the prevalence in different regions as well as the composition and size of different most-at-
risk populations. . For this reason, it is essential to know the impacted groups, the geographic variance
among those groups, and the key risk factors for HIV transmission in each group. The balance of general
population approaches versus most-at-risk population approaches in these “mixed epidemics should be
determined at the country level. Countries should use the best available country data to ensure that most-
at-risk populations are reached at adequate scale, while not neglecting a focus on general population
approaches in the highest prevalence regions.

Please note, as described in the policy section, countries should program based on the epidemiologic
profile of their country. The primary consideration for PEPFAR teams should be to respond appropriately
to their specific epidemic. For generalized epidemics, there is a reporting requirement (not a budget
requirement) if less than 50% of the sexual prevention funds are allocated for activities promoting
abstinence/delayed debut or fidelity/partner reduction.
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1.2.4 LINKAGES AND WRAPAROUNDS

Recently, there has been increased recognition of the need to integrate and strengthen combination
prevention (behavioral, biomedical and structural) interventions across a wider range of other HIV and
health services (e.g., PMTCT, care, PwP, ART, TB/HIV, HTC, STI, VMMOC, reproductive health, family
planning and OVC). The following are important considerations in developing these linkages and
wraparounds:

e HIV care and treatment, as well as PMHT and HTC services, represent crucial entry-points
for promoting preventive behaviors with HIV-infected individuals. A high priority should be
to expand HIV testing for partners of infected individuals, and intensify risk reduction
counseling and condom promotion for these individuals and their serodiscordant partners®.
Strengthening prevention counseling within PMTCT and HTC services should be a further
priority. These efforts should not only target HIV positive individuals, but also aim to help
HIV-negative individuals stay HIV-free (see PwP technical area).

e Integrating risk reduction counseling and HTC into reproductive health and family planning
services has the potential to expand the reach of prevention services to young women of
reproductive age, a population at very high risk of acquiring HIV in generalized epidemics.

e Research in several Southern African countries has highlighted the increased vulnerability of
orphaned girls and highlights the need to strengthen child protection and HIV prevention
education and services within OVC programs.

Country teams should also keep in mind that partners providing clinical services may have limited
behavioral expertise, and may need assistance in identifying effective intervention models to
systematically integrate behavioral prevention within these other technical services.

Additional linkages should be considered with other development areas such as education, agriculture,
democracy and governance, as well as through public private partnerships.

1.2.5 CONDOMS AND OTHER SEXUAL PREVENTION

As PEPFAR continues its support of country programs, the following represent technical considerations
for USG country team in planning for FY 2012. These technical considerations emphasize a strategic
response to MARPs and other vulnerable populations.

Measuring the epidemic and setting data-driven priorities

Many countries continue to lack or under-utilize existing bio-behavioral data for MARPs and other
vulnerable populations; such data are key to inform programming. Both qualitative and quantitative
data are important. Because MARPs and other vulnerable populations can be hard to reach,
qualitative methods should be employed to understand the social and behavioral dynamics of HIV
transmission and as formative work to design interventions.

Although qualitative and quantitative research and epidemiologic data are necessary to better
characterize MARPs and other vulnerable populations and inform prevention programming, too often
the link between data collection and program design and implementation is lost. A stronger link
between epidemiologic, behavioral and socio-cultural data and prevention activities is needed to

13 See also Technical Considerations for Prevention with People Living with HIV.
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ensure study results and surveillance information become the basis for prioritizing and implementing
prevention programs.

Data collection should be conducted within the context of a strategic framework that strengthens
human and organizational capacity; data collection, management, analysis and reporting at the
national, sub-national, and organizational levels; and supports prevention programming and program
implementation.

Creating an enabling environment

MARPs often engage in behaviors that are criminalized and highly stigmatized, creating access and
acceptability barriers to initiation to and retention in HIV prevention, care and treatment services.
Countries need to be aware of the potential for political backlash against MARPs and MARP-friendly
program and research and work closely with government, civil society, and the affected population
for creating an enabling environment for ethical treatment of MARPs. This includes encouraging a
national response supported by Ministries of Health, other relevant government ministries and
agencies, National AIDS Control Programs, and civil society stakeholders to address the complex
issues of providing prevention services to these populations. Countries should take steps to ensure
that scale-up of prevention programs for MARPs is accompanied by appropriate protections of their
rights including the review of policies and regulations that criminalize or deter MARPs seeking
services and training for service providers to reduce stigma and discrimination.

For FY12 Countries should:

o ldentify policies, laws, regulations, informal mores, and other relevant
guidelines/plans/working papers which may present barriers or facilitators for MARPs and
other vulnerable populations to initiate or retain in prevention, care and treatment services;

e Prioritize relationship-building with civil society (e.g. non-government organizations, highly
regarded MARP community members) to foster a collaborative and supportive environment
for prevention efforts targeting MARPS;

e Seek and encourage opportunities to bridge access barriers MARPs may experience with
clinical settings or outreach service providers (e.g. support sensitization trainings for service
providers working with MARPS to reduce stigma and discrimination); and

e Support advocacy and protective policy work needed to safeguard the rights of MARPS and to
effectively implement prevention programs.

Developing capacity within countries

Many countries lack the capacity and resources to provide effective programming for MARPs and
other vulnerable populations. Prevention staff should ensure that coordinated technical assistance,
both from headquarters and south to south, will focus on developing the appropriate range of
technical skills within countries to develop, implement, evaluate, and improve prevention programs
for MARPs and other vulnerable populations. This includes providing assistance to improve
coordination across partners and to develop in-country expertise.

For FY12 Countries should:

e Develop a strategic plan for technical assistance from both headquarters and south to south
providers;

e Conduct training for service providers, stakeholders, and the government partners to support
work with MARPs and other vulnerable populations;

o Build capacity of civil society organizations to plan, implement, monitor and evaluate high-
quality prevention programs for MARPs, and to advocate for continued funding of HIV
prevention with MARPSs in the future; and
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e Support the development of policies and activities to support workforce development and
retention and health system strengthening.

Supporting a package of HIV prevention services and promoting linkage to care and treatment
programs

There is substantial evidence for the effectiveness of a core set of interventions for populations at
high risk for HIV. These interventions comprise a package of services for MARPs, and may be
appropriate for other vulnerable populations depending upon the country context. Programs should
ensure participation of the target MARPs or other vulnerable group in the development,
implementation, and monitoring of prevention programs. Based on the epidemiologic profile for each
country, the country team should scale-up a minimum, core set of interventions adapted for different
sub-groups especially vulnerable to HIV.

Peer education and outreach: Peer outreach relies on indigenous community members to reach
hidden populations with HIV prevention information and referrals to important services. When peer
education and outreach is accompanied by risk reduction counseling and supplies provision (e.g.
condoms, bleach kits) it is especially effective in reducing sexual and/or drug-using risk behaviors.*

Risk reduction counseling: Risk reduction counseling is an effective intervention for MARPS,
whether delivered through peer outreach or in clinic settings and can address both drug and sexual
risk behaviors, as appropriate, for the target population. A recent review showed that risk reduction
counseling and condom promotion increased condom use and decreased STI or HIV (depending on
study outcome) among populations of sex workers.”> Meta analyses show that risk reduction
counseling can have a positive impact on persons who inject drugs sexual risk behaviors™; however,
the effect may decay over time®’, indicating that these behaviors may need to be more intensively
targeted and require booster sessions.

Condom and condom-compatible lubricant promotion and distribution: Programs need to ensure
a consistent supply and availability of quality male and female condoms as well as condom-
compatible lubricants especially for MSM, sex workers and PWID and their sex partners. A recent
review of 62 studies from sub-Saharan Africa concluded that interventions promoting condoms can
significantly increase levels of self-reported condom use in some populations.’® Recent data has
emerged reviewing the effectiveness and toxicities of various formulations of lubricants. In light of
this information, PEPFAR still promotes the use of condom compatible lubricants with the
recognition that research is ongoing and more is needed to determine which formulation provides the

* Shahmanesh, M., et al. (2008). Effectiveness of interventions for the prevention of HIV and other sexually
transmitted infections in female sex workers in resource poor setting: a systematic review. Tropical Medicine and
International Health, 13 (5), 1-21; Needle, R. H., Burrows, D., Friedman, S. R., Dorabjee, J., Touze, G., Badrieva, L.,
et al. (2005). Effectiveness of community-based outreach in preventing HIV/AIDS among injecting drug users.
International Journal of Drug Policy, 16S, S45-S57; and Semaan, S., et al. (2002). A meta-analysis of the effect of
HIV prevention interventions on the sex behaviors of drug users in the United States. Journal of Acquired Immune
Deficiency Syndrome, 30, S73-S93.

! Shahmanesh, M., et al. (2008). Effectiveness of interventions for the prevention of HIV and other sexually
transmitted infections in female sex workers in resource poor setting: a systematic review. Tropical Medicine and
International Health, 13 (5), 1-21

' Semaan, S., et al. (2002). A meta-analysis of the effect of HIV prevention interventions on the sex behaviors of
drug users in the United States. Journal of Acquired Immune Deficiency Syndrome, 30, S73-S93.

v Copenhaver, M., et al. (2006). Behavioral HIV risk reduction among people who inject drugs: Meta-analytic
evidence of efficacy. Journal of Substance Abuse Treatment, 31, 163-171.

18 Foss AM, et al. (2007). A systematic review of published evidence on intervention impact on condom use in sub-

Saharan Africa and Asia. Sexually Transmitted Infection, 83, 510-516.



best protective effect. At this time, water- and silicon-based lubricants may offer increased
protection.

HIV testing and counseling (HTC): Innovative and tailored models for delivering HIV testing to
drug users, sex workers, and MSM are needed (e.g., mobile services, home-based testing). Special
consideration needs to be given to different testing models including voluntary, provider-initiated and
couples and partner testing. Use of rapid test Kits with same day results paired with post-test
counseling is recommended for MARPs.

Sexually Transmitted Infections (STI) screening and treatment: in many settings STIs are
prevalent among MARPS and other vulnerable populations and may facilitate sexual transmission of
HIV to partners."® Routine STI assessment and treatment should be an integral component of MARP
package of services. Approaches to STI control for MARPs especially sex workers vary based on
local STI prevalence; however, general principles call for defining a package of confidential services
with well-defined treatment components, screening intervals, and standards for delivery. STI services
are also uniquely useful in attracting MARPSs into services/programs, which provide an opportunity to
reach MARPs with other HIV prevention services. Countries should consider integrating STI
screening and treatment into HIV care settings and into existing prevention programs for MARPs and
other vulnerable populations.

Referrals to male circumcision: Voluntary medical male circumcision (VMMC) is an effective
intervention to reduce the risk of male heterosexually acquired HIV infection. Observational studies
indicate that VMMC may be even more protective among men with higher risk of heterosexual
acquisition.” UNAIDS/WHO issued normative guidance in March 2007 stating that VMMC should
be recognized as an additional important intervention to reduce the risk of male heterosexually
acquired HIV infection. Referrals to MC should be made as part of a comprehensive HIV prevention
package for clients of female sex workers and other males at high risk of HIV acquisition by their
female partners. To date VMMC has not been shown to reduce the risk of HIV acquisition among
MSM.

Referrals to HIV care and treatment including PMTCT: HIV care and treatment for MARPs
includes antiretroviral therapy (ART), adherence support, and treatment of co-morbidities,
opportunistic infection prophylaxis, and access to primary health care. Good treatment adherence has
been demonstrated among MARPs when approaches are implemented to facilitate access and
acceptability. Additionally, promising new evidence from interim analysis of HPTN 052 clinical trial
has shown that early use of ART is a highly effective HIV transmission prevention strategy in
discordant heterosexual couples, reducing the risk of sexual HIV transmission by 96%.% Further
scientific data and forthcoming PEPFAR guidance are expected.

Referrals to substance use treatment: Substance use treatment reduces the frequency of drug use,
which in turn reduces HIV risk behaviors.?* It also improves adherence to disease treatment

19 Wegbreit J, et al. (2006). Effectiveness of HIV prevention strategies in resource-poor countries: tailoring the
intervention to the context. AIDS, 20, 1217-1235.
0 Weiss, H., et al. (2008). Male circumcision for HIV prevention: from evidence to action? AIDS, 22, 567-574.

z Treating HIV-infected people with antiretrovirals protects partners from infection: Findings result from NIH-funded

international study [press release]. Bethesda, MD: National Institute of Allergy and Infectious Diseases; May 12 ,
2011. (http://www.niaid.nih.gov/news/newsreleases/2011/Pages/HPTNO052.aspx)
2 Gowing, L., et al. (2008). Substitution treatment of injecting opioid users prevention of HIV infection. Cochrane

Database of Systematic Reviews, Issue 2. Art No.: CD004145. DOI: 10.1002/14651858.CD004145.pub3; Institute of
Medicine. (2006). Preventing HIV Infection among Injecting Drug Users in High Risk Countries: An Assessment of the

Evidence. Washington, D.C.: The National Academies Press.
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regimens.”® Treatment modalities include non-pharmacological and pharmacological approaches;
often, a combination of the two is used.** An extensive body of evidence shows that medication
assisted therapy (MAT) reduces the frequency of heroin injection and improves substance use
treatment retention.””> Methadone maintenance therapy (MMT) is associated with reduced HIV risk
behaviors including reduced frequency of injecting and sharing of injection equipment, reductions in
the number of sex partners, and exchanges of sex for drugs or money.?® (Further information on
substance use treatment is found in the Biomedical Prevention Section for PWID/PWUDs.)

Vaccination, diagnosis and treatment of viral hepatitis: People who use drugs are at increased risk
for other blood-borne pathogens such as viral hepatitis due to sharing of injection equipment and
higher frequency of unprotected sex. Among people who use drugs, Hepatitis B and C are most
common.”” HBV can be transmitted from mother to child, through unsafe injection practices, sharing
of contaminated drugs, needles or other injecting equipment, blood transfusion and unprotected sex.
The World Health Organization (WHO) recommends a targeted HBV prevention approach to include
vaccination of persons who engage in high-risk sexual behavior and people who inject drugs.?®

Prevention, diagnosis and treatment of tuberculosis: TB is the leading cause of death among
people living with HIV in Africa and a major cause of death elsewhere. It is also the most common
presenting illness among people living with HIV who are taking antiretroviral treatment. HIV positive
individuals who are infected with TB have a 5-10% annual risk of progressing to TB disease as
opposed to TB infected HIV negative individuals who have a 5-10% lifetime risk of progressing to
TB disease.”

Drug use is associated with increased rates of TB infection and disease and is a leading cause of
mortality among HIV positive people. Most at-risk populations are at increased risk for TB given
high rates of HIV infection, which suppresses the immune system making HIV positive individuals
more susceptible to TB infection and progression to active TB. People who use drugs and sex workers
may experience other risk factors for TB disease such as incarceration, poor living conditions and
poverty. WHO recommends the three ‘I”’s for TB/HIV including: isoniazid preventive therapy
intensifiedsézase finding for TB, and infection control, to reduce the burden of TB among people living
with HIV.

Linkages to other health, social, and legal services: MARPs and other vulnerable populations
should be provided with or referred to other health services including family planning, primary health
care as well as psychosocial and legal support. Special consideration should be given to MARPS for
post-exposure prophylaxis (PEP) due to increased risk of condom breakage and/or sexual violence.

Service delivery models (i.e., mobile versus stationary sites, hours of operations, type of health
service provider, etc.) for these core prevention interventions may need to be adapted to reach, engage
and retain most-at-risk populations. The country team is encouraged to incorporate tailored or
innovative approaches that are likely to increase access and remove barriers to services for these

ZBID

4 National Institute on Drug Abuse (1999). Principles of Drug Addiction Treatment: A Research-Based Guide (Rep.

No. NIH Publication No. 99-4180). Bethesda, MD: U.S. Department of Health and Human Services.
= Gowing, L., et al. (2008). Substitution treatment of injecting opioid users prevention of HIV infection. Cochrane
2Dﬁatabase of Systematic Reviews, Issue 2. Art No.: CD004145. DOI: 10.1002/14651858.CD004145.pub3;
IBID
2 joMm (2006). Preventing HIV infection among injecting drug users in high risk countries: an assessment of the
evidence
%8 \WHO (2008). Hepatitis B Fact Sheet
29 WHO (2004). Policy brief: reduction of HIV transmission through drug-dependence treatment
%9 WHO (2009). TB/HIV Facts
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populations. Use of qualitative methods to guide these adaptations has proven to be an effective
strategy.

For FY12 Countries should:

e Develop and implement a package of services for MARPS-specific populations as well as
referrals and linkages to care and treatment and other health and support services;

e Establish a clear national strategy for HIV prevention with MARPS and other vulnerable
populations and working with partners to better integrate and harmonize their prevention
efforts, foster clear and consistent messaging that is mutually reinforcing across different
partners, share lessons learned, make referrals to one another, and avoid resource duplication;
and

¢ ldentify areas where technical assistance is needed in implementing comprehensive services
for MARPs and other vulnerable populations.

Scaling-up for adequate coverage, intensity, quality and scale of prevention programs

Most countries lack a comprehensive strategy or plan for addressing the HIV prevention, care, and
treatment needs of MARPSs and other vulnerable populations. While many countries have small-scale
targeted activities or pilot programs, few countries have taken steps to scale-up successful models or
expand coverage. Countries should support national scale up of quality prevention programs for
MARPs and other vulnerable populations to ensure an adequate coverage, intensity, and scale to
impact the HIV epidemic.

For FY12 Countries should:

o Define interventions or packages of interventions that could be taken to scale for each MARP
sub-population;

o Develop a common set of indicators to monitor programs;

¢ Increase the quality and intensity of prevention intervention delivery; and

¢ Develop methods to be used for measuring coverage, intensity, and quality.

Establishing quality assurance (QA), monitoring, and evaluation mechanisms
To ensure high quality prevention programs for MARPs and other vulnerable populations, countries
should develop quality assurance, monitoring and evaluation plan. Currently PEPFAR HQ is
developing quality assurance standards and associated assessment tools and M&E plan for peer
education and outreach programs with sex workers. The development process, QA standards, self
and external assessment tools and M&E plan will be documented and available for field use. The QA
project should finish late in 2010 and has been a one year-4 phase process.

Phase 1: Situational analysis and preparation (Step 1-3)

Phase 2: Draft program and service standards through facilitating workshops (Step 4)

Phase 3: Test and implement agreed-upon standards and assessment tools

Phase 4: Institutionalize standards through ongoing QA/QI, monitoring and evaluation.

Assistance is available on developing QA standards through PEPFAR HQ. Countries are encouraged
to utilize this expertise.

For FY12 Countries should:

o Develop a set of core competencies and minimum standards, as well as a system of oversight
and supervision, to monitor, assure, and improve these programs;

e Sharing quality program tools, curricula, and models from successfully implemented
programs; and
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o Develop meaningful program-level indicators that assess the mix and quality of prevention
approaches (e.g., intensity, scale, and coverage).

Considerations for Specific Vulnerable Populations and HIV Risk Behaviors
Military

The military of any country are generally: young, mobile, men (although increasingly female) with
money. They are trained to consider themselves to be invincible and that mentality can increase their
risk for HIV infection. Military personnel are organized into hierarchical structures and can be
reached with programs and services that utilize their chain-of-command organizational structure.

Military prevention programs should be data-driven for maximum effectiveness. While programs
should be initiated even in the absence of baseline data, efforts should be made for data collection to
track programs over time and tailor interventions according to demonstrated risks.

The development, adoption and implementation of a military HIV policy is a foundation for a
comprehensive approach to prevention, care and treatment. If policies are not clear and known by all,
HIV programs can be limited because those in command and in the ranks will be uncertain of the
consequences of getting tested, accessing prevention services or their ability to get care and treatment.

Prevention programs for the military should be provided in new recruit populations at training bases,
active duty populations at bases and in the field, and in peacekeeping settings. Programs should
include:

Voluntary medical male circumcision

Peer prevention programs

Prevention for PLHIV

Leadership training

Programs to address male norms

Family outreach, including spouse support groups
Condom promotion and distribution

STI diagnosis and treatment

Alcohol reduction programs

HIV testing and counseling

For FY12 Countries should:

e Assess current military policy on HIV including prevention of HIV-related stigma and
discrimination; and

e Assess progress in implementing comprehensive prevention services, including links to care
and treatment, for military personnel and their family members.

Incarcerated Populations

In most countries prevalence of HIV infection among this population is much higher than in non-
incarcerated populations.®® Incarcerated populations present unique risk factors. They often have
drug-related offenses, multiple sexual partners, infrequent condom use and limited access to HIV

% United Nations Office on Drugs and Crime, Joint United Nations Programme on HIV/AIDS, and World Bank.
(2007). HIV and Prisons in sub-Saharan Africa: Opportunities for Action. Geneva, Switzerland.
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prevention, care and treatment while incarcerated and post-incarceration. It is important to take into
consideration the gender-specific risk patterns and behaviors.

To address these risk factors a comprehensive HIV program needs to be implemented within
correctional facilities. The components of a comprehensive HIV program targeted toward
incarcerated persons should ideally include: HIV education; HIV testing and counseling that is easily
accessible and confidential; condom promotion and distribution; water- and silicon-based lubricants,
prevention of sexual violence; post-exposure prophylaxis; STI screening and management; access to
and safe disposal of injecting drug equipment, vaccination, diagnosis and treatment of HVB and
screening for HVC; measures to reduce demand for and supply of drugs in prisons; drug treatment;
and access to HIV care and treatment.*

For FY12 Countries should:

e Identify research needed to fill gaps in characterizing incarcerated populations;

e Support the development and implementation of a package of services for incarcerated
populations as well as referrals and linkages to care and treatment and other health and
support services;

e Develop a strategic plan for technical assistance from headquarters to plan for and implement
HIV prevention programs in correctional facilities; and
Identify policies that contribute to or protect from incarceration-related HIV risk.

Street Youth and Other Vulnerable Youth

There are an estimated 120 million “street kids” worldwide living in both rich and poor countries.®
Many street youth engage in illegal activities (e.g., theft), sell or exchange sex because they lack other
means of support, or use injection and non-injection drugs. Because of these multiple, overlapping
risks and legal and other barriers these youth often do not or cannot access appropriate health
services, are marginalized from mainstream HIV prevention services, and may experience
stigmatization, discrimination and social exclusion. In cases where most-at-risk and vulnerable youth
are below the age of 18 they may need to be removed from exploitive situations (sexual trafficking,
child soldiers) and provided with appropriate health, legal and social services. Other youth are
vulnerable because of such factors as displacement; ethnicity and social exclusion; having parents,
siblings or peers who use drugs; internal and external migration, family breakdown and abuse;
harmful34cultural practices; incarceration, employment activities (such as domestic work) and
poverty.

There is sufficient evidence to show that many risk-reduction efforts are effective irrespective of the
stage of the epidemic. These include 1) information on HIV prevention and treatment, 2) condoms,
3) harm-reduction services if injecting drugs, 4) services for prompt diagnosis and treatment of STls,
and 5) testing and counseling with referral to HIV treatment, care and support services if HIV positive
and HIV-prevention counseling if HIV-negative. These services should be complemented by
outreach, including peer-based outreach, and adapted to meet the needs of most-at-risk and other
vulnerable youth to ensure they are “youth friendly” and appropriate to age, gender-based issues,

%2 World Health Organization. (2007). Effectiveness of Interventions to Address HIV in Prisons.. Geneva, Switzerland.
% Joint United Nations Programme on HIV/AIDS. (2007). HIV/AIDS stigma and discrimination: UNAIDS Best Practice
Collection, Geneva, Switzerland.

3 Inter-Agency Task Team on HIV and Young People: United Nations Population Fund, HIV/AIDS Branch (2007).
Guidance Brief: HIV Interventions for Most-at-Risk Young People. New York, NY.
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legal status, and maturity. There is also evidence that factors, such as family, school and community
ties, are protective against HIV-risk taking.*

For FY12 Countries should:

o Identify situational assessments that have been undertaken to understand young people’s risk
and vulnerability to HIV infection and to map specific venues or areas of high HIV
transmission (“hot spots™), e.g., places where youth meet new sexual partners;

e Discuss how assessments, other research and programmatic information have been used to
inform HIV strategic plans and to guide prevention programming decisions;

o Describe how programs for young MARPs and street and other vulnerable youth are tailored
to meet their specific needs, including those related to age and psychosocial development;
and

e Describe the cultural, social and policy barriers to reaching and serving young MARPs and
other vulnerable youth.

Men and Women Engaging in Transactional Sex

One explanation for the large number of people living with HIV, particularly in sub-Saharan Africa
and for the disparity in the levels of HIV infection between men and women is the exchange of sex
primarily motivated by material gain (i.e., the provision of food, clothes, transportation, items for
children or family, school fees, somewhere to sleep, or cash). This exchange of money or resources
for sex often involves age mixing between older men and younger women (i.e., cross-generational
sex). Transactional partnerships may particularly facilitate the rapid spread of HIV and other STls
when the sexual relations involve complex chains of interconnected partners that place an entire
social network at risk.

To better understand this risk behavior and to facilitate the use of efficacious interventions and their
application, the Prevention of HIV in Persons Engaged in High-Risk Behavior (PHPEHRB) TWG is
working with three countries to examine the social and sexual networks of women and men engaged
in transactional sex; describe attitudes toward, motivations for, determinates of and social relations of
persons in these networks; and document the community context in which they operate. Based on the
findings of the formative assessment, phase two of the study will focus on the design, development
and pilot of an intervention (or module for potential inclusion in other on-going prevention activities).
Intervention-related materials and tools will be developed that can be disseminated for use in other
contexts and settings.

For FY12 Countries should:

e Examine existing data sources and monitoring and evaluation outputs to understand the
association of transactional sex and HIV;

¢ Identify policy and advocacy efforts that can be leveraged to change the social acceptability
of transactional sex; and

e Leverage existing information on behavioral, social and contextual issues that influence
transactional sex and ways to mitigate risk.

35 World Health Organization. (2006). Preventing HIV in Young People: A Systematic Review of the Evidence from
Developing Countries. Eds. Ross, D., Dick, B., and Ferguson, J. WHO and Inter-Agency Task Team on HIV and
Young People. Geneva, Switzerland
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Alcohol Use and HIV

Alcohol misuse plays a critical role in sexual risk behavior that can lead to HIV transmission, and
also is a factor in health and wellness for persons living with HIV. The association between alcohol
use, abuse, and dependence, and increased sexual risks is increasingly recognized in many countries.
Alcohol use plays a critical role in sexual risk behavior that can lead to HIV transmission, and also is
a factor in health and wellness for persons living with HIV. Multiple studies have found that persons
who use alcohol in sexual situations are more likely to have unprotected sex, casual sex, and multiple
concurrent partnerships, than persons who do not use alcohol in sexual situations.*®  Alcohol
consumption is linked with increased risk of STI and HIV infection®, gender-based violence, and
non-adherence to anti-retroviral medication. PEPFAR programs should strongly consider alcohol
harm reduction programming. A comprehensive national strategy including a combination of
approaches that address individual-, community-, and environmental-level change is being
implemented by the PHPEHRB TWG. The strategy incorporates the best practices from health
policy, behavioral science, epidemiology, addiction treatment and development strategy. Key lessons
learned and areas for improvement will be assessed continuously in anticipation of regional and
international replication.

For FY12 Countries should:

o Identify research needed to describe country-specific associations between alcohol use and
HIV risk behavior;

e Conduct training for and incorporating alcohol abuse screening, brief interventions, and
referrals to treatment (SBIRT), and education into existing provider training programs and
services for ARTVCT, PMTCT, TB, and STIs;

o Identify policies or regulations that can be strengthened to reduce alcohol-related HIV risk
behavior (e.g. sales tax on alcohol purchases, enforcement of underage drinking restrictions,
etc.); and

o Develop a strategic plan for technical assistance from headquarters to plan for and implement
multi-level alcohol harm reduction programs to reduce HIV risk.

1.2.6 COUNTRY CONTEXTUAL CONSIDERATIONS: CONDOMS AND
OTHER SEXUAL PREVENTION

Countries should identify the high risk populations that reflect country-specific epidemiological and
behavioral data. Reaching specific MARPs populations is important in countries with concentrated
epidemics and in countries where MARPs may act as a “bridge” population or subgroup within the
general population engaging in risky behavior. Different package of services and/or service delivery
models may be needed depending on the population and local context.

Services and service delivery models need to take into account the country’s cultural and social norms,
especially related to MARPs and other vulnerable populations. Understanding these norms can help
inform approaches increasing the likelihood of effective implementation within the local context. This is

% Kalichman, S., et al. (2007). HIV/AIDS Risk Reduction Counseling for Alcohol Using Sexually Transmitted
Infections Clinic Patients in Cape Town, South Africa. Journal of Acquired Immune Deficiency Syndrome, 44, 594—
600.

8L Q, Li X, and Stanton B. (2010) Alcohol Use Among Female Sex workers and Male Cilents: An Integrative Review
of Global Literature. Alcohol & Alcoholism, 45(2); 188-199.
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important in the context of policies and laws that criminalize MARPs (e.g., PWIDs, MSMs). Reaching
MARPs and other vulnerable populations in such an environment presents unique challenges.

1.2.7 LINKAGES AND WRAPAROUNDS: CONDOMS AND OTHER
SEXUAL PREVENTION

Prevention programs for MARPs and other vulnerable populations are based on a set of core interventions
providing many opportunities for linkages and wraparounds. The package of prevention services
includes: risk reduction counseling, condom and lubricant skills building and provision, HIV testing and
counseling, STI screening and treatment, MC HIV care and treatment including PMTCT, referrals to
substance use treatment (including alcohol use or dependence treatment) and needle and syringe
programs,, vaccination, diagnosis and treatment of viral hepatitis, prevention, diagnosis and treatment of
tuberculosis, family planning and reproductive health services. A comprehensive approach targeted
towards MARPs and other vulnerable populations must include linkages to psychosocial support services,
legal services, positive prevention, micro-finance support projects and/or other appropriate wraparound
services.

Closer collaboration between USG staff working in prevention and other technical areas will be essential
to promote these linkages and wraparounds. Country teams should also keep in mind that partners
providing clinical services may have limited behavioral expertise and experience working with MARPs
and other vulnerable populations, and may need assistance in identifying effective intervention models to
systematically integrate prevention within these other technical services. Additional linkages should be
considered with other development areas such as education, agriculture, democracy and governance, as
well as through public private partnerships.
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TECHNICAL AREA 1.3: BIOMEDICAL PREVENTION

Biomedical Prevention — activities (including training) intended to prevent HIV transmission
through biomedical interventions. In PEPFAR, this program area includes four program area budget
codes: blood safety; injection safety; voluntary medical male circumcision; and injecting and non-
injecting drug use.

Blood safety — activities supporting a nationally-coordinated blood program to ensure a safe and
adequate blood supply including: infrastructure and policies; donor-recruitment activities; blood
collection, testing (transfusion-transmissible infections, group, and compatibility); component
preparation, storage and distribution; appropriate clinical use of blood, transfusion procedures and
hemovigilance; training and human resource development; monitoring and evaluation; and
development of sustainable systems.

Injection safety — policies, training, waste-management systems, advocacy and other activities to
promote medical injection safety, including distribution/supply chain, cost and appropriate disposal
of injection equipment and other related equipment and supplies.

Prevention among injecting and non-injecting drug users (e.g., methamphetamine
users) — activities including policy reform, training, message development, community
mobilization and comprehensive approaches including medication assistance treatment to reduce
injecting and non-injecting drug use.

Voluntary Medical Male Circumcision (VMMC) — UNAIDS/WHO issued normative guidance
in March 2007, stating that VMMC should be recognized as an important intervention to reduce the
risk of male heterosexually acquired HIV infection. In response to the normative guidance and
under the leadership of host country governments, Emergency Plan funds can be utilized to support
the implementation of safe VMMC. All VMMC services should include a minimum package of
prevention services which include routine counseling and testing for all men and, where possible,
their partners attending MC services; age-appropriate sexual risk reduction counseling; and
counseling on the need for abstinence from sexual activity during wound healing; and promotion of
correct and consistent use of condoms. VMMC should be implemented in accordance with national
standards and international guidance with active linkages with other HIV prevention, treatment,
care and support services as needed. VMMC encompasses a focus on policy, training (task-
shifting/sharing), outreach, development of tools for communications, efficient and accessible
service delivery, quality assurance, and equipment /commodities related to male circumcision.

45



1.3.1 BACKGROUND: BLOOD SAFETY

An adequate supply of safe blood in partner countries, prescribed by clinicians trained in the appropriate
use of blood, is an important component of the U.S. President’s Emergency Plan for AIDS Relief’s
(PEPFAR) global HIV prevention strategy. Assistance has been provided to strengthen or in some case
develop national blood transfusion services, especially in countries with high burden of malaria and
maternal mortality. In sub-Saharan Africa, it is estimated that pediatric malaria-associated complications
accounts for half or more of all transfusions and obstetric complications for another quarter. Throughout
the developing world, chronic blood shortages mean many required transfusions are never received.
These shortages are often due to systems that rely on the collection of blood from family and replacement
donors who are often at high risk for HIV or other transfusion-transmissible infections (TTIs) and occur
only when there is already a patient in need. Such collections may be the norm in emergency situations
and frequently are not screened for TTIs or adequately cross-matched for compatibility, increasing the
risk of death, infection or other complications for transfusion recipients. Because efficient, quality
assurance-based systems are not in place to ensure timely transfusions, blood may arrive too late or in
insufficient quantity to save a life.

To help countries build sustainable national blood transfusion services, WHO has provided important
recommendations for national blood programs worldwide. These recommendations serve as the technical
foundation for PEPFAR’s blood safety assistance programs. These guidelines recommend:

= Collection of blood only from voluntary, non-remunerated, low-risk blood donors ;
= Universal blood screening for HIV, hepatitis B and C viruses and syphilis; and
= The appropriate clinical use of blood.

To help countries prioritize blood safety investments the Medical Transmission TWG has focused on
seven activities to promote quality management systems, good manufacturing and good laboratory
practices:

= Policy: the development of a national blood policy and enactment of supporting legislation;

= Donation: the collection of blood from regular, low risk, voluntary and non-remunerated
donors;

= Laboratory:
o effective and universal screening for HIV, hepatitis B and C virus and syphilis
o quality typing and crossmatching
o appropriate storage, processing and distribution of blood and blood products from vein to

vein;

= Appropriate clinical use: the development of guidelines and hospital transfusion committees
to tailor prescribing practices to the blood and blood components that are available and to
monitor patient safety and transfusion outcomes;

= Training: pre-service, in-service and continuing medical training of blood service and
hospital personnel;

= Monitoring and evaluation: to measure their progress toward implementing the WHO
recommendations; and

= Sustainability: to ensure continuity after PEPFAR including the appropriate, accurate and
efficient costing of blood and blood products.
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Overall:

Support well-organized and coordinated blood safety activities through a central entity (e.g.,
MOH, National Blood Transfusion Service — NBTS, other entity) with legal authority to
manage the national blood supply;

Promote policies mandating the collection of blood only from voluntary, non-remunerated,
low-risk blood donors;

Strengthen capacity to test all donated blood for transfusion-transmissible infections, group
and compatibility in quality-assured laboratories with opportunities to participate in external
proficiency testing programs;

Emphasize the appropriate clinical use of blood through partnership with clinical services
that utilize blood ( e.g. Trauma, Obstetrics/Gynecology, Surgery, Pediatrics, Internal
Medicine) in the development of national guidelines , training, mentoring and programs to
encourage appropriate handling of units to minimize waste;

Promote a quality assurance system covering all stages of the transfusion process (from donor
to recipient) to lead towards accreditation of the NBTS;

Emphasize training consistent with international standards, as well as with national plans and
policies regarding blood safety , and provision for Train the Trainer strategies at the National
level to support capacity building and sustainability

o Coordinate Phlebotomy training with Injection Safety practices and programs

o Consider task shifting e.g. establishment of phlebotomist as a recognized job

category;
Strengthen capacity to collect and manage data that will allow programs to: distinguish
repeat, deferred donors etc,; utilize recruitment technologies ( e.g. SMS texting); and utilize
data for operational decision making , forecasting, and reporting;
Ensure quality indicators are utilized to monitor, evaluate, and when necessary, alter or adapt,
national blood service strategies and/or practices;
Strengthen national capacity through human resource and infrastructure development

o Coordinate with Human Resources for Health, Systems Strengthening in areas of in-

service and pre-service training, regarding guidance on training development and
assessments, and in support for structured supervision and constructive feedback

o Participate in development of regional waste management plans

o Coordinate with laboratory and health care facilities in commodities procurement,

equipment maintenance

o Coordinate with other programs ( e.g. lab, immunizations, pharmacy) regarding

maintenance of appropriate cold chain from donation to transfusion;
Encourage collaboration with other national and international partners involved in related
activities to expand capacity and avoid duplication:

o International: Global Fund, World Bank, International Federation of the Red

Cross/Red Crescent, etc.

o National: malaria prevention, patient safety, maternal and child health, etc;
Encourage collaboration with partners on joint messaging regarding health promotion/social
mobilization and youth: Ministries responsible for health, youth, sport etc.; Religious
organizations; Peace Corps programs; social and service organizations (e.g. Lions, Rotary,
Soroptimist, etc.);

Support the expansion of blood collection and transfusion services beyond urban areas; and
Encourage sustainability planning by costing a unit of blood, exploring cost recovery/cost
sharing mechanisms, insurance programs etc.
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1.3.2 EMERGING ISSUES: BLOOD SAFETY

= [Equitable access: National blood services are faced with the challenge of providing
equitable service to populations that are scattered between dense urban centers and remote
rural areas. Delivery of service to remote areas requires maintenance of cold chain and
transportation systems that may not routinely be available. This will require innovative
strategies regarding power source, inventory management, and adaptation of technologies to
enhance transportation capacity so that blood units are promptly made available consistent
with their expiration period,;

= Expansion and retention of safe of donor populations Expanding the donor pool beyond
easily accessed populations, such as students, is more costly to blood services especially in
regions with high HIV prevalence. In order to expand collections, blood services must gain
an understanding of the donor populations through the assessment of the potential eligible
donors after exclusions (e.g., related to age, weight, HIV prevalence, anemia, pregnancy, etc.)
and geographic distribution. Blood services should prioritize the retention of safe blood
donors and design programs to promote repeat blood donations, such that a majority of units
are collected from repeat blood donors;

= Appropriate clinical use: Assuring appropriate use of blood involves both increasing access
and reducing unnecessary transfusions. Assessments of country-specific blood utilization
practices must take place. An important part of these assessments will be to determine actual
blood consumption patterns by clinical indication and whether those patterns are changing
over time. The assessments will also focus on whether blood utilization is consistent with best
practice guidelines for appropriate transfusions, number of units ordered per transfusion,
inventory management to minimize loss through expiration, and handling in terms of
maintenance of the cold chain to the patient bedside The assessments should also focus on the
impact of blood use on key health indicators such as outcomes including maternal and
pediatric mortality; and

= Appropriate country specific collection target: The WHO-recommended annual collection
target is 10-20 units per 1000 population per year. WHO projects that this rate will allow
countries to meet their most essential clinical demands for blood. The target number of units
needed in any country is not static but is dependent on a variety of factors related to the
general health care infrastructure and resources. The assessments should focus on quantifying
the adequate blood collection targets on a country-specific basis.

1.3.3 LINKAGES AND WRAPAROUNDS: BLOOD SAFETY

It is important that blood safety programs be integrated with other HIV-related activities such as HTC,
PMTCT, Care and Treatment, and MNCH.

Comprehensive blood systems encourage volunteer donation by low-risk populations. For example, blood
donor education activities encourage healthy lifestyles, especially among adolescents who make up a
major proportion of the blood-donor population in these countries. The participation of all who are
eligible is crucial to availability of a sustainable blood supply, particularly for emergency situations, vs.
relying on families or friends to locate suitable donors of the correct blood type at the time blood is
needed or to replace the units. These represent community efforts and are beyond the scope and resources
of the blood service alone. Therefore opportunities should be sought to combine or incorporate healthy
lifestyle messages and the importance of blood donation in other social mobilization and health promotion
messaging.
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Pre-donation messages emphasize the importance of self exclusion. It is important for blood transfusion
systems and HIV testing and counseling (HTC) programs to establish linkages to make appropriate
referrals to HTC for individuals that actively want to know there status and for community testing and
counseling programs (not programs aimed at MARPS) to encourage individuals who test negative to
maintain a healthy life style and consider becoming regular donors. This is the basis of Club 25, where
youth pledge to donate a certain number of units before age 25.

There is increasing recognition worldwide that pertinent medical information obtained during the
donation process should be shared with the donor both for their health and to inform whether they need to
be deferred from future donation. It is important that donors whose blood is found to be reactive on HIV
testing be appropriately counseled and referred for confirmation and appropriate medical management,
including Positive Health, Dignity, and Prevention programs where they exist. PEPFAR and WHO are
working together to develop guidelines, protocols, and standard messages to be used in the context of
counseling donors. It will be important for HIV counseling programs to work with the local blood
systems to develop local implementation plans.

Training in appropriate use of blood products should include a focus on obstetric programs and malaria,
in affected areas.

Consideration should also be given to assuring that patients that are prescribed a blood transfusion are
able to obtain the necessary treatment, just as with essential medications. Often the blood service is
responsible for the delivery of safe units of blood or components to the treatment facility but the patient
may have to pay fees (e.g. to cover the cost of the bag the blood was collected in, the testing, transport
etc.) and the infusion equipment or “giving set” (tubing and needle that connects the bag to the patient.)
For example, some programs have provided vouchers to obstetric patients to use if blood is needed at time
of delivery.

1.3.4 BACKGROUND: INJECTION SAFETY

Medical injections and related procedures such as phlebotomy are among the most common medical
procedures and if performed correctly can save many lives. However, unnecessary and unsafe injection
practices place both staff and patients at risk of infection with HIV and other blood-borne pathogens.

The main goals of injection safety programs are to prevent the transmission of HIV and other blood-borne
pathogens by reducing the number of unsafe and unnecessary injections.

Unsafe injections may result when:

Injections are given with used syringes or needles that are not sterile;

e Poor injection technique is used, such as recapping used needles, or using contaminated
multi-dose vials/diluents, or using inappropriate injection equipment; and

e Sharps are improperly discarded.

Unnecessary injections result when:
e An injection is given instead of a medically equivalent, accepted and available alternative;

and
e Aninjection is given when not medically indicated.
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The risk of spreading HIV and other blood-borne pathogens by unsafe and unnecessary injections can be
reduced drastically by establishing and implementing national policies for rational and safe injection use.
A comprehensive injection safety (IS) strategy includes:

e Capacity building and training health care workers (HCWSs) in safe injection practice,
including related infection prevention and control, handling healthcare waste, commodity-
supply management and interpersonal communication;

e Strengthening injection safety commaodities supply and management systems;

Applying behavior change communication (BCC) strategies aimed at both the community
and health care providers to encourage safe injection practices and reduce demand for
medically unnecessary injections; and

e Improving health care waste management.

Eliminating unsafe practices that can transmit HIV from an infected health worker or patient to patients is
fundamental to a strong and viable health system. In addition, protecting health workers from infection
due to occupational injury, especially in the context of HIV-related services where blood drawing is an
integral part of patient care and the risks of this transmission are highest, is critical to sustaining these
services and to preserving human resources. Injection safety programs also have addressed the increases
in medical waste associated with improving and expanding health care delivery. National or regional
plans for safe, final disposal of all medical waste are crucial to protecting communities and will require
exploring innovative, low-cost technologies that are easy to deliver and maintain even in remote areas.
These coordinated efforts will ensure continued progress in providing safe medical injections while
protecting health workers and communities in pursuit of PEPFAR targets and Millennium Development
Goals (MDGs).

The Track 1.0 central agreements for Injection Safety have ended. It is expected that, at minimum,
partners will continue appropriate injection safety and waste management practices within their existing
programs.

e Incorporate and integrate injection safety principles, practices and commodities into all health
care delivery both in terms of:

o Programs, e.g., HIV/ AIDS care and treatment programs, HIV testing and counseling,
PMTCT, laboratory, blood safety, voluntary medical male circumcision, whether
delivered by USG or host country; and

o Systems strengthening, e.g., procurement, supervisory and information systems, various
in-service and pre-service trainings, financing schemes, etc.

e Focus on prioritizing:

o Sharps procedures with highest risk of HIV transmission (e.g., phlebotomy, injections at
high-prevalence sites); and

o Evidence-based strategies (e.g., ensuring availability of sharps containers proximate to
point of sharps use).

o Ensure activities are consistent with national plans and policies regarding injection safety.

Training and capacity building

e Ensure that all health workers are trained in safe injection practices, including safe blood
drawing, standard precautions, waste management and post-exposure prophylaxis for
occupational exposure;

e Ensure that, at minimum, post-exposure prophylaxis (PEP) starter packs are available to all
health care workers during their clinical duties, including those in remote areas;
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Ensure that training schools incorporate injection safety/universal precautions training into
their existing curricula;

Promote systems to review whether current injection practices comply with national
treatment guidelines; and

Promote a system to provide ongoing supervision, monitoring and evaluation.

Procurement and Supply Chain

Consistent with local guidelines, ensure that availability of sufficient, appropriate, quality,
single-use injection supplies is sustainable by host country; and

Factor costs of sharps containers, single-dose vials/diluents and other waste management
commodities into overall costs of commodities prior to procurement.

Behavior change and advocacy

Encourage clear and consistent messaging to encourage safe injection practices and reduce
demand for medically unnecessary injections in coordination with national strategy;

Focus on evidence based-interventions for reducing unnecessary injections (e.g., essential
medications, updated standard treatment guidelines); and

Target injection safety messaging at the community, public and/or private health care sector.

Waste Management

Emphasize the reduction of hazardous waste and the segregation of sharps waste and non-
sharps waste at the source;

Budget to manage the sharps waste that will be generated by the scale-up of HIV-related
activities;

Emphasize cost-effective and environmentally-friendly health care waste management
technologies and systems Leverage medical waste cross-sectoral activities (especially the
environmental sector);

Encourage regional planning for appropriate medical waste management; and

Ensure that activities are linked to national health care waste management strategies.

Note on waste management considerations for appropriate management of contaminated sharps and other
medical wastes:

Scaling up of HIV/AIDS-related medical interventions, such as monitoring of CD4/CD8 counts and viral
loads related to antiretroviral therapy (ART), HIV testing and counseling, voluntary medical male
circumcision (VMMC), and prevention of mother-to-child transmission (PMTCT) is increasing the
volume of medical waste and HIV-contaminated sharps generated in health care settings, creating a
burden on already strained or inadequate waste management systems.

Countries should work with the Ministry of Health (MOH) and PEPFAR medical-injection-safety staff on
strategies to foster effective waste management in the face of these challenges.
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1.3.5 COUNTRY CONTEXTUAL CONSIDERATIONS: INJECTION
SAFETY

Country teams should consider country-specific needs, other donor and local support for injection safety,
as well as the local epidemiology of HIV. When resource constraints limit programs’ reach, country
teams should give priority to programs, training, safety equipment, etc. in those areas/facilities and
programs or services where transmission risk is highest, and especially to AIDS care and treatment
centers, PMTCT programs, services focusing on most at-risk populations, etc. To the extent feasible,
injection safety principles and program components should be incorporated across the range of health
programs.

1.3.6 LINKAGES AND WRAPAROUNDS: INJECTION SAFETY

As injections are given in multiple contexts, injection safety is a cross-cutting area, and linkages with
other program areas are essential to success. PEPFAR programs need to focus on incorporating injection
safety (including waste management) principles and practices into other programs and to ensure that such
principles and practices are applied consistently, effectively and safely nationwide. Among the programs
where injection safety needs to be applied are HIV care and treatment, PMTCT, voluntary medical male
circumcision, testing and counseling, laboratory services and blood safety. While injections and blood
drawing (and related waste management needs), as well as the need for PEP, are increasing with the
expansion of PEPFAR programming, such needs also are high within other health services, and programs
need to be coordinated and consistent. Therefore, implementing partners need to coordinate and share
resources and materials wherever feasible. National policies, strategies and standard treatment guidelines
need to be strengthened to ensure safe and necessary injections as well as related infection prevention and
control activities and appropriate waste management not only within the range of PEPFAR and other HIV
programs but also in general health services, malaria, TB, child survival, maternal and reproductive health
programs, etc.

1.3.7 BACKGROUND: INJECTING AND NON-INJECTING DRUG USE

The use and abuse of illicit drugs can promote behaviors that elevate the risk for HIV infection. There is
a spectrum of drug use ranging from single use sampling to uncontrolled heavy use. The drug(s) being
used/abused, their quantity and pattern as well route of administration are important in determining drug
use that promotes high risk behaviors for HIV infection.

For persons who inject drugs (PWID), the total PWID population worldwide is estimated to be 13.2
million.®® Persons who inject drugs are at risk for hepatitis virus, HIV, STIs, and TB infections.
UNAIDS, WHO, and UNODC estimate that between 5-10% (2-4 million cases) of all HIV infections
globally are attributable to injection drug use.*®

Persons who use drugs, particularly PWIDs, are at high risk for acquiring and transmitting HIV. Sharing
of contaminated drug injection equipment such as needles and syringes creates risk for acquiring and
transmitting HIV. PWIDs and PWUDs can also transmit the virus through high-risk sexual behaviors

3 Aceijas, C., et al. (2004). Global overview of injecting drug use and HIV infection among injecting drug users.
AIDS, 18: 2295-2303.
% uNoDC. (2005). World Drug Report 2005. Geneva, Switzerland.
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(e.g., not using a condom). As described in the authorization language for PEPFAR, countries are asked
to include HIV/AIDS prevention activities that focus on public health principles of risk elimination and
risk reduction to “help avoid substance use and intravenous drug use, needle use and sexual practices that
can lead to HIV infection.” A consensus public health principle to reduce drug use-related risk is that
effective evidence-based drug treatment is HIV prevention. PEPFAR policy is based on this principle,
and supports the use of medication assisted therapy (methadone, buprenorphine, etc.) for treating opioid
addiction and providing HIV treatment and care services for all drug users. PEPFAR guidance on
comprehensive HIV prevention for PWID can be found at:

http://www.pepfar.gov/documents/organization/144970.pdf

The following information can help guide programs in the development of services for people who use
injecting and people who use drugs:

A. Specific PEPFAR language on persons who use or inject drugs

PEPFAR reauthorization states countries should “make the reduction of HIV/AIDS behavioral risks
the priority of all prevention efforts by....promoting voluntary HIV testing and counseling, addiction
therapy and other prevention and treatment tools for persons who inject drugs and other substance
users”.  Also, in line with PEPFAR Generation II indicators, PEPFAR supported countries will
include “a description of - (I) the specific strategies funded to ensure the reduction of HIV infection
among persons who inject drugs; (I1) the number of persons who inject drugs, by country, reached by
such strategies; and (I11) medication-assisted treatment for individuals with HIV or at risk of HIV.

B. Comprehensive package of services for people who inject drugs

Scientific evidence supports a comprehensive package of structural, biomedical and behavioral
interventions as the optimal HIV prevention strategy for reducing HIV incident infections among
people who use injecting drugs.****> The WHO, UNODC, UNAIDS Technical Guide for countries to
set targets for universal access to HIV prevention, treatment and care for injecting drug users* has
been endorsed by the U.S. Government as the framework for developing a comprehensive package of
core public health interventions and as a guiding resource for setting targets and identifying key
indicators to monitor the availability, coverage, quality and impact on HIV prevalence of the
comprehensive prevention package.” There is strong evidence that these interventions, implemented
in a variety of settings (including a range of closed settings)®, are effective in reducing risk
behaviors, preventing HIV infections, and accessing essential care and treatment services for people
who inject drugs.”®* PEPFAR country teams should reinforce this broad scientific and political
endorsement as they seek to work with partner country governments to develop or strengthen national
programs for PWID. The core interventions, as outlined in the Technical Guide, should include a
combination of the following interventions and strategies:

“9 Institute of Medicine. (2007). Preventing HIV Infection among Injecting Drug Users in High Risk Countries: An
Assessment of the Evidence. Washington, DC: National Academies Press.

41 Piot, P., Bartos, M., Larson, H., Zewdie, D., & Mane, P. (2008). Coming to terms with complexity: a call to action for
HIV prevention. The Lancet, 372(9641), 845-859.

2 World Health Organization, United Nations Office on Drugs and Crime, United Nations Programme on HIV/AIDS.
(2009). WHO, UNODC, UNAIDS technical guide for countries to set targets for universal access to HIV prevention,
treatment and care for injecting drug users. Geneva: WHO/UNAIDS/UNODC.

:i Available at: http://www.who.int/hiv/pub/idu/targetsetting/en/index.html.

IBID
> UNODC/WHO/UNAIDS Publication, HIV and AIDS in Places of Detention: a toolkit for policymakers, program
managers, prison officers and health care providers in prison settings, 2008.

% Jirgens, R., Ball, A., & Verster, A. (2009). Interventions to reduce HIV transmission related to injecting drug use in
prison. The Lancet Infectious Diseases, 9(1), 57-66.
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Community and peer-based outreach;*’

Needle and syringe programs (NSP);

Medication assisted treatment (MAT) and other drug dependence treatment or therapy;

HIV testing and counseling (HTC);

ART for people who use drugs living with HIV;

Prevention and treatment of sexually transmitted infections (STIs);

Condom and condom-compatible lubricant programs for people who use drugs and their

sexual partners;

8. Targeted information, education and communication (IEC) for people who use drugs and
their sexual partners;

9. Vaccination, diagnosis and treatment of viral hepatitis*; and

10. Prevention, diagnosis and treatment of tuberculosis.

NookrwdpE

In addition to providing a comprehensive package of services, PEPFAR country teams should build
the capacity of host partnership countries to implement these core prevention interventions. Teams
are also encouraged to consider support and wraparound linkages to other related host country
services such as economic development, reproductive health/family planning service for females who
use drugs or meaningful economic rehabilitation services as appropriate. Drug rehabilitation
programs could be included in HIV prevention activities.

C. Enabling environment

Many people who use drugs are not currently in, or cannot sustain, long-term addiction treatment
programs because of multiple factors, including the limited availability of these programs. Barriers to
MAT or other drug dependence treatment include legislation or strict regulation prohibiting
prescription of methadone and/or buprenorphine; restrictive inclusion criteria (e.g., failed previous
detoxification efforts); limited governmental support for these programs; limited funding; limited
capacity within countries to provide services; stigma and discrimination; and ideological views on
drug use, particularly among law enforcement practitioners. An enabling environment supported by
legislation, policies, regulations and strategies facilitates implementation of a comprehensive HIV
prevention package for PWID.

Coverage rates of core interventions are low in many PEPFAR countries in part because current
environments are not enabling and gender sensitive. In this context they are not supportive for the
introduction and scaling up of MAT, NSP, and other core HIV prevention interventions for PWID.
More specifically, reasons for the low coverage rates of and limited access to HIV prevention
interventions include: unsupportive national policy; lack of adequate funding; restrictive criteria for
eligibility; stigma and discrimination; law enforcement harassment; cost of services to user; poor
geographic distribution of services; limited hours of operation; and limited technical capacity.

To optimize the effectiveness of interventions to reduce HIV infections and create an enabling
environment, PEPFAR programs in countries should be based on principles related to equity,
nondiscrimination, voluntariness, and seek to reach all drug users with services regardless of current
injection status. Country leadership, including engagement by multiple sectors of government and
collaboration with both civil society and affected populations, is needed to develop and implement, at
all levels, the necessary supportive legislation, policies and regulations that facilitate the introduction
and scale-up of services.

*" WHO does not include community-based outreach as a separate intervention in the comprehensive package;
however it is recommended as an extraordinarily effective method of overcoming challenges related to accessing
populatlons of PWIDs.

® To date, there has been only limited programmatic attention to screening, diagnosis and treatment for viral hepatitis
in host countries with USG PEPFAR support.
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D. Assessment of drug and alcohol use

A crucial first step in addressing HIV risk behaviors in persons who use is the initial outreach to and
screening of the persons for drug and alcohol use/abuse and subsequent clinical diagnosis, based on
presenting signs, symptoms and reported risk behaviors. Screening can be done in the context of
outreach and risk reduction education for people who use or inject drugs, to identify the drug(s) in use
and sexual risk behavior and devise an effective evidence-based approach. Identifying low-resource
solutions that are comprehensive in addressing HIV prevention as well as drug/alcohol use and abuse
provides an effective platform to engage high risk individuals in HIV prevention, care and treatment
services.

E. PWUD and HIV

For people who use non-injection drugs recent studies indicate that stimulant drug users (e.g., cocaine
and methamphetamine users) may also be at high risk for acquiring HIV.**%*! Furthermore, no
pharmacotherapy has been found to be consistently effective in treating stimulant dependence. Long
term psychotherapy remains an effective intervention for reducing sexual risk for HIV infection in
stimulant users. For PWUD, a similar comprehensive package of HIV prevention services are needed
to impact HIV prevention, care, and treatment in this most-at-risk population and include
interventions 3-9 listed above for PWID.

As PEPFAR continues its support of country programs, the following represent technical
considerations for USG country team in planning for FY2012. These technical considerations
emphasize a strategic response to HIV prevention in the context of injection and non-injection drug
use.

F. Measuring the drug/alcohol use/abuse epidemic and setting data-driven priorities for program
development

Many countries lack data or under-utilize existing data on people who use drugs. In particular,
countries with evidence of emerging epidemics of HIVV among drug users lack the data needed to
characterize drug-using populations and determine the magnitude of the problem. In sub-Saharan
Africa, data are still limited, despite recent increases in drug trafficking and transport in the region
and evidence of HIV among drug users (Aceijas 2004, UNODC 2006). While some countries have
carried out limited assessments in selected geographic areas, few have approached this more broadly
to address the need to define their national drug and alcohol use/abuse epidemic in the context of
HIV/AIDS. For further guidance on alcohol use and abuse, please see the Technical Considerations
for Most-at-Risk Populations.

Both qualitative and quantitative data are important. Because people who use drugs can be hard to
reach, qualitative methods are an important source of information and are particularly relevant to the
development of interventions. Qualitative methods can be employed to understand the social and
behavioral dynamics of HIV transmission and as formative work to design interventions, as
assessments to respond to program problems, and as sentinel systems to monitor emerging trends.

49 Shoptaw S & Reback CJ. (2007). Methamphetamine use and infectious disease-related behaviors in men who
have sex with men: implications for interventions. Addiction; 1: 130-5.

*° Des Jarlais, D.C., & Semaan, S. (2007). HIV and other sexually transmitted infections in persons who inject drugs
and crack cocaine smokers. In K. Holmes, P.F. Sparling, P.A. Mardh, S.M. Lemon, W.E. Stamm, & J.N. Wasserheit
gEds.), Sexually Transmitted Diseases. New York: McGraw Hill.

L Edlin BR, Irwin KL, Faruque S, McCoy CB, Word C, Serrano Y, Inciardi JA, Bowser BP, Schilling RF, Holmberg
SD. (1994). Intersecting epidemics--crack cocaine use and HIV infection among inner-city young adults. Multicenter
Crack Cocaine and HIV Infection Study Team. N Engl J Med. Nov 24; 331(21):1422-7.
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Although qualitative and quantitative research and epidemiologic data are necessary to better
characterize people who use drugs and inform prevention programming, too often data collection is
not used for program design and implementation. A stronger link between epidemiologic, behavioral
and socio-cultural data and prevention activities is needed to ensure the results of studies become the
basis for prioritizing and implementing prevention programs. Population-based surveillance and size
estimate approaches including mixed method design are a way of accessing support and learning
about how to make the linkage between data and programs stronger.

Data collection should be conducted within the context of a strategic framework that strengthens
analysis and reporting at the national, sub-national, and organizational levels; develops human and
organizational capacity and national program management; and supports prevention programming
and program implementation.

For FY12, countries should support partnership country governments and/or NGO partners to:

e Characterize people who use injecting and non-injecting drugs (both HIV—infected and non-
infected) based on population-based surveillance, quantitative, and qualitative research
utilizing standardized, culturally-appropriate drug use screening instruments, such as the
ASSIST screen and/or the Addiction Severity Index (ASI) for comprehensive assessments®;

e Demonstrate and strengthen the links between strategic information (SI) and prevention to
develop data-driven programs;

o Identify research, including size estimation, mapping, and formative assessments, needed to
fill gaps in understanding of people who use drugs; and

o Identify technical assistance needs from headquarters in developing operational plans for
conducting mapping, size estimation, and formative assessments.

G. Creating an enabling environment at the national, regional and local level

Drug-using populations often engage in behaviors that are criminalized and stigmatized, creating
barriers to accessing HIV prevention, care and treatment services. Countries need to be aware of the
potential for political backlash and work closely with government, civil society, and the affected
population to facilitate an enabling environment for humane, ethical treatment of drug-using
populations. These activities include encouraging a national response supported by Ministries of
Health, other relevant ministries and agencies, National AIDS Control Programs, and civil society
stakeholders to address the complex issues of providing prevention services to these populations. The
national framework should be consistent with normative international guidance for priority prevention
program activities, including comprehensive evidence-based substance use treatment programs as
advocated by World Health Organization, UNAIDS, United Nations Office on Drugs and Crime, and
other international organizations. Countries should take steps to ensure that scale-up of prevention
programs for drug-using populations is accompanied by appropriate ethical and human rights
protections and include the review of policies and regulations that criminalize or deter MARPs
seeking services and training for service providers to reduce stigma and discrimination.

For FY12, countries should support partnership country governments and/or NGO partners to:

e Address policies that serve as barriers (criminalization for seeking health-care, policy to not
initiate ART until patient has stopped using drugs, etc.) or facilitators (use of case managers
for service coordination, promotion of drug treatment over criminalization, etc.) to drug-using
populations accessing HIV-related services;

%2 http:/iwww.nida.nih.gov/nidamed/screening/nmassist.pdf
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e Provide trainings for service providers working with drug-using populations to reduce stigma
and discrimination and ensure ethical treatment of drug users;

o Assess the legal framework for health care service provision to people who use drugs
including law enforcement directives and policies for working with known drug-using
populations (e.g., what laws are relevant to starting a program for people who use injecting or
non-injecting drugs; are there “safe zones” for PWID; etc?); and
Support advocacy and policy work needed to protect the rights of people who use drugs and
to implement prevention programs.

H. Developing capacity within countries

Many countries lack the capacity and resources to provide effective programming for drug-using
populations.  Prevention staff should ensure that coordinated technical assistance, both from
headquarters and south-to-south, will focus on developing the appropriate range of technical skills
within countries to develop, implement, evaluate, and improve prevention programs for drug-using
populations. This includes providing assistance to in-country partners to improve coordination across
partners and to develop in-country expertise.

Additionally the development of case management services and peer counselors is critical for drug-
using populations which may enter services at different venues, e.g. mobile outreach, public sector
clinic or correctional facility. A case management cadre supported with peer counselors can help to
ensure continuity of care and facilitate referral and uptake of appropriate services.

For FY12, countries should support partnership country governments and/or NGO partners to:

e Develop a strategic plan for providing technical assistance from both headquarters and south-
to-south providers;

e Support and facilitate training for peer educators, service providers, stakeholders, and the
government partners to support work with drug-using populations;

e Address policies and activities to support workforce development and retention and health
system strengthening;
Build capacity of NGOs to plan, implement, monitor and evaluate high-quality HIV
prevention programs for PWUD, and to advocate for continued funding for PWUD programs
in the future; and

o Build capacity of NGOs to plan, implement, monitor and evaluate high-quality HIV
prevention programs for PWUD, and to advocate for continued funding for PWUD programs
in the future.

I.  Supporting a package of HIV prevention services linked to care and treatment programs

There is substantial evidence for the effectiveness of a core set of interventions for drug-using
populations to reduce their HIV risk behaviors. Programs should ensure participation of civil society
including drug-using populations in the development, implementation, and monitoring of HIV
prevention programs. Based on the epidemiologic profile for each country teams should scale-up, at
minimum, the following core set of interventions adapted for specific drug-using populations.
Interventions that are underlined are recommended by WHO/UNODC/UNAIDS as part of a
comprehensive package of services for people who inject drugs as noted above. USG-supported
interventions should be harmonized with the WHO/UNODC/UNAIDS list of comprehensive services
as part of a country’s overall comprehensive strategy for HIV prevention among PWID populations.

J. Peer education and outreach/community-based outreach
Peer outreach relies on indigenous community members to reach hidden populations with HIV
prevention information and referrals to important services. At-risk individuals are met at and
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provided with services in a range of settings, including but not limited to streets, storefronts, mobile
vans, and other places where people who use drugs often congregate. Community-based outreach is
an effective strategy for reducing drug- and sex-related risk behaviors because it increases access to
and uptake of HIV prevention information, HTC, important risk-reduction skills and materials
(condoms, clean needles and syringes, etc.), and provision of opioid overdose prevention medication.
In addition, community-based outreach successfully links people who use drugs to additional HIV
prevention services such as MAT, HTC, and HIV care and treatment.”******  Qutreach messages
should be based on input of drug-users and their partners and tailored to the individual and specific
drug-using community.

K. Needle and syringe exchange programs (NSPs)

Studies have shown that NSPs result in marked decreases in drug-related risk behavior (e.g., sharing
of injection equipment, unsafe injection practices and frequency of injections), by as much as 60%,*’
and decreases in HIV transmission, by as much as 33-42% in some settings.”®*® Consistent findings
from evaluation studies of NSPs reveal that these programs increase the availability of sterile
injection equipment, reduce the quantities of contaminated needles and other injection equipment in
circulation, reduce the risk of new HIV infections, and result in referrals to other services, such as
ART for those eligible and HTC.%¢*263  Additionally, findings from a range of studies indicate that
NSPs do not increase the numbers of persons who begin to inject drugs or increase in the frequency
of drug use.**® | are effective in reducing risk behaviors, preventing HIV infections, and accessing
essential care and treatment services for people who inject drugs.®®

Effective NSPs include the distribution of injection equipment and/or the exchange of sterile syringes
for previously-used syringes, and opportunities for safe disposal of injection equipment. Taking into
account the diverse and local nature of epidemics, and recognizing that some governments may not be
ready to adopt NSP either at national scale or at all, PEPFAR teams should support countries in their
efforts to determine the number and types of NSP outlets and services necessary to have an impact on
the HIV epidemic. To maximize the impact on the epidemic, programs should progress toward
regularly reaching as many PWID as could benefit from these services. Effectiveness also depends on

%3 WHO UNAIDS, UNODC. (2004) Policy Brief: Reduction of HIV Transmission Through Outreach

* Needle, R., et al. (2005). Effectiveness of Community-Based Outreach in Preventing HIV/AIDS Among Injecting
Drug Users. Internatlonal Journal of Drug Policy, 16S. S45-S57.
° Medley, A., et al. (2009). Effectiveness of peer education interventions for HIV prevention in developing countries:
A systematic review and meta-analysis. AIDS Education and Prevention, 21, 181-206c.

® Institute of Medicine. (2007). Preventing HIV Infection among Injecting Drug Users in High Risk Countries: An
5A;ssessment of the Evidence. Washington, DC: National Academies Press.
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8 Wodak, A., & Cooney, A. (2006). Do needle syringe programs reduce HIV infection among injecting drug users: a
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° World Health Organization. (2004). Evidence for action on effectiveness of needle syringe programmes in HIV
Ereventlon Geneva: WHO.
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Drug Policy, 18 271-280.
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Marmor, M., et al. (2000). Drug injection rates and needle-exchange use in New York City, 1991-1996. Journal of
Urban Health, 77 (3), 359-368.
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ensuring geographic distribution, and types and numbers of NSP outlets, relative to the size, location,
and needs of the population of PWID. To have an impact on the epidemic there should be a range of
outlets (fixed and mobile sites, secondary exchange, 24-hour service through pharmacies), operated
by civil society and the government.

Another important component of NSP is collection and disposal of used injection equipment.
Collection and disposal activities can be compromised due to lack of political support, experience of
police harassment and inadequate planning for this effort, and poor attempts at collection and disposal
can lead to community concerns about implementation of NSP. PEPFAR country teams should
collaborate with multi-sectoral government partners and NGOs to develop innovative approaches for
ensuring good collection and disposal procedures not always dependent on outreach workers.

Effective NSPs offer a range of wrap-around services, including but not limited to providing
condoms, bleach, other injection equipment, risk reduction information, overdose prevention training,
HBYV and HCV prevention, screening and services, VCT, and linkages to additional services such as
MAT and HIV care and treatment. This represents an effective multi-component program and
progress towards implementing the full range of risk reduction strategies and tools to enable PWID to
reduce their risk level for acquiring and transmitting HIV.

L. Medication assisted treatment and other drug dependence treatment programs

Drug use treatment programs are also effective in reducing HIV acquisition and transmission.
Substance use treatment reduces the frequency of drug use which in turn reduces HIV risk
behaviors.”” Substance abuse treatment also improves adherence to disease treatment regimens.®
Data on sex-related risk behavior change are limited, but suggest that MAT is associated with
reductions in the number of sexual partners and exchanges of sex for money or drugs®. Therefore,
effective HIV sexual prevention program should be coupled to MAT to promote comprehensive HIV
prevention for opioid dependent individuals.

Effective substance use treatment is evidence-based and provides, to the extent possible, a
comprehensive program tailored to the needs of the patient. These programs include the following
common elements:

e A patient/gender centered approach to care and treatment with readily available access to
services;

e Individualized drug treatment programs based on a clinical assessment and diagnosis;

e An individualized treatment plan that provides both short and long term goals for the patient
and their treatment outcomes and allow for an adequate time in treatment;

e A mix of programs (inpatient treatment and outpatient programs) and venues to permit
patient-treatment matching;
Drug use monitoring;

e Peer support programs including outreach to enhance treatment access and adherence and
prevent recidivism;

o Integrated ancillary medical and social wrap-around services to address other health and
social service needs such as housing, legal services, STI services, and tobacco addiction;

&7 Gowing, L., et al. (2008). Substitution treatment of injecting opioid users prevention of HIV infection. Cochrane
Database of Systematic Reviews, Issue 2. Art No.: CD004145. DOI: 10.1002/14651858.CD004145.pub3; Institute of
Medicine. (2006). Preventing HIV Infection among Injecting Drug Users in High Risk Countries: An Assessment of the
(ISEBVidence. Washington, D.C.: The National Academies Press.

IBID
% Farell, M., Gowing, L., Marsden, J., Ling, W., & Ali, R. (2005). Effectiveness of drug dependence treatment in HIV
prevention. International Journal of Drug Policy, 16S, S67-S75.
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e Specialized treatment programs such as family and women-centered treatment programs and
treatment programs during pregnancy; and
o Rehabilitative and relapse prevention service programs.

The program may include behavioral treatment services or medication assisted treatment (MAT) for
opioid (e.g. heroin) dependence, or a combination of the two, and should also include case
management and counseling services. MAT uses methadone, buprenorphine, buprenorphine/naloxone
(suboxone)/naltrexone or other medications/therapies, as they become available, as an effective
option for treatment of opioid dependence and preventing the transmission of HIV. MAT has been
shown to be an effective treatment for opioid dependence, reducing risk behaviors related to injection
drug use, preventing HIV transmission and improving adherence to ART for people who use
opioids,” Long term treatment with MAT is associated with reduced HIV risk behaviors including
reduced frequency of injecting and sharing of injection equipment, reductions in the number of sex
partners, and the exchange of sex for drugs or money,” but to date, availability of MAT in most
PEPFAR countries is limited. For MAT to have an impact on the overall HIV epidemic, services
need to reach, treat, and retain in treatment as many opioid users who seek services as possible.

Medication assisted treatment programs should be an access point for people who use opiates and
should refer and link HIV-infected individuals to ARV treatment programs, females who use opiates
to PMTCT and a range of other prevention services. PEPFAR funds can be used to support:

o Policy activities that encourage countries to remove barriers to medication assisted treatment;

o Integration of HIV prevention services into existing and future drug treatment programs;

o Establishment of medication assisted treatment programs for drug treatment for individuals
with HIV or at risk of HIV; and

e Referral and linkages to other behavioral- or cognitive- therapy drug treatment programs,
including support groups, 12 step programs, etc.

M. HIV testing and counseling (HTC)

Innovative and tailored models for delivering HIV testing to persons who use drugs, sex workers, and
MSM are needed (i.e. mobile services, HTC in “drop-in” centers, etc). Special consideration needs to
be given to different testing models including VCT, provider-initiated testing and counseling (PITC),
and couples and partner testing. Use of non-venous blood draw rapid test Kits with same day results
paired with post-test counseling is recommended for PWID and PWUD.

N. Access to HIV care and treatment

A comprehensive multi-component HIV treatment program for HIV positive substance users should
promote recovery through provision of confidential ART, palliative care, PMTCT (for pregnant drug-
using women), STI and tuberculosis treatment, substance use treatment (including medication-
assisted therapies) and transitional services between treatment facilities and the community. In
communities with both HIV and drug use epidemics, co-location of comprehensive HIV and drug
treatment services enhances uptake of services and retention in care.”” Persons who use drugs in drug
treatment, with HIV respond as well to HIV-specific therapy as do other patient groups.” Special
consideration needs to be taken with drug-using populations to minimize adverse drug reactions.

™ Institute of Medicine. (2007). Preventing HIV Infection among Injecting Drug Users in High Risk Countries: An
7Aissessment of the Evidence. Washington, DC: National Academies Press.

IBID
"2 World Health Organization. (2006): Treatment of injecting drug users with HIV/AIDS: promoting access and
osptimizing service delivery. Geneva, Switzerland.
"% Institute of Medicine. (2006). Preventing HIV Infection among Injecting Drug Users in High Risk Countries: An
Assessment of the Evidence. Washington, D.C.: The National Academies Press.
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Additionally, promising new evidence from interim analysis of HPTN 052 clinical trial has shown
that early use of ART is a highly effective HIV transmission strategy in discordant couples, reducing
the risk of sexual HIV transmission by 96%."

O. Sexually transmitted infections (STI) screening and treatment

Approaches to STI control for people who use drugs vary based on local STI prevalence; however,
general principles call for defining a basic package of confidential services with well-defined
treatment components, screening intervals, and standards for delivery. If possible sexual partners of
people who use drugs should also be given preference.

P. Condom and condom-compatible lubricant promotion and distribution for people who use drugs
and their partners

Programs need to ensure a consistent supply and availability of quality male and female condoms as
well as condom-compatible lubricants to reduce sex-related HIV risk behavior. Evidence shows that
drug-using populations increase condom use with targeted interventions.” Recent data has emerged
reviewing the effectiveness and toxicities of various formulations of lubricants. In light of this
information, PEPFAR still promotes the use of condom-compatible lubricants with the recognition
that research is ongoing and more is needed to determine which formulation provides the best
protective effect. At this time, water- and silicon-based lubricants may offer increased protection.

Q. Targeted information, education and communication for people who use drugs and their sexual
partners/risk reduction counseling

Risk reduction counseling is an effective intervention for drug-using populations whether delivered
through peer outreach or in clinic settings and should address both drug- and sexual-risk behaviors.
Drug treatment counseling in a treatment setting needs to address HIV sexual risk reduction. Meta-
analyses show that risk reduction counseling can have a positive impact on persons who inject drugs
sexual risk behaviors:”® however, the effect may decay over time,”” indicating that these behaviors
may need to be more intensively targeted and require booster sessions.

R. Vaccination, diagnosis and treatment of viral hepatitis

Countries should adopt a “comprehensive approach” to preventing blood-borne infections among
people who inject drugs (see www.cdc.gov/idu) and integrate hepatitis A and B vaccination into
PWID-targeted prevention programs, including NSP. Prevention programs targeting people who
inject drugs should also offer hepatitis C virus (HCV) testing as part of the package of HIV
prevention program services. Programs have demonstrated that offering HCV testing to people who
inject drugs increases access to HIV testing.

Many people who inject drugs are infected with HBV or HCV, and also have other illnesses (such as
HIV, alcohol abuse, diabetes, or tuberculosis) and behaviors and life styles that put them at risk for
other diseases. Thus, the primary goal of HIV prevention programs for PWID should be access and
retention in primary care where available. With careful monitoring by a health care team experienced
in hepatitis, addiction, and other pertinent conditions, PWID can be provided the life skills to manage
their health care needs and focus on a healthy lifestyle (alcohol and smoking reduction. etc) to

& Treating HIV-infected people with antiretrovirals protects partners from infection: Findings result from NIH-funded
international study [press release]. Bethesda, MD: National Institute of Allergy and Infectious Diseases; May 12,
2011. (http://www.niaid.nih.gov/news/newsreleases/2011/Pages/HPTN052.aspx)

s Semaan, S., Des Jarlais, D. C., and Malow, R. (2006). Behavior Change and Health-Related Interventions for
Heterosexual Risk Reduction among Drug Users. Substance Abuse and Misuse, 41, 1349-1378.

® Semaan, S., et al. (2002). A meta-analysis of the effect of HIV prevention interventions on the sex behaviors of
drug users in the United States. Journal of Acquired Immune Deficiency Syndrome, 30, S73-S93.

" Copenhaver, M., et al. (2006). Behavioral HIV risk reduction among people who inject drugs: Meta-analytic
evidence of efficacy. Journal of Substance Abuse Treatment, 31, 163-171.
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enhance medical outcomes. Country teams should work within the parameters of the MOH guidelines
for treatment of viral hepatitis, as treatment for hepatitis C, in particular, may not be feasible in low
resource settings.

S. Prevention, diagnosis and treatment of TB

People who inject drugs have a high prevalence of latent TB infection while HIV-infected people who
use injecting or non-injecting drugs (alcoholics, for example) are at high risk for co-infection with TB
or reactivation of latent TB. In the context of HIV prevention services for people who use drugs, TB
screening programs are critical to prevent TB disease, reduce the morbidity and mortality of TB
disease, and prevent transmission of TB to others. TB screening for both latent TB infection (LBTI)
and symptomatic TB (where there is a high suspicion of TB) is essential at HIV prevention service
access points (for example, NSPs, MAT programs, prison/release programs). For those who test
positive, referral and direct access to chemoprophylaxis and treatment with directly observed therapy
(DQTs) is critical especially in areas of know XDR-TB.

Other components of a package of services for people who use drugs:

A. Referrals to voluntary medical male circumcision

Voluntary medical male circumcision (VMMC) is an effective intervention to prevent transmission of
HIV to men through heterosexual contact, therefore for males who use drugs should be referred to
MC services, where appropriate.

B. Linkages to other health, social, and legal services

People who use drugs need other health services including family planning, primary health care as
well as psycho-social support and legal support. Job-skills training is another important component
of a comprehensive package of services for people who use drugs.

C. Services in closed settings

Drug law enforcement remains the dominant response to illicit drug use. However, incarceration
and/or involuntary detention does not stop drug use and may actually inhibit access to mechanisms
that promote injection cessation by providing limited health care and drug treatment services, such as
methadone treatment. Interventions that educate prison or treatment rehabilitation staff and promote
health services to people who use drugs during incarceration/detention and at the prison/compulsory
treatment release-community interface are critical to address HIV risk behaviors. Possible
interventions include the use of outreach or case managers in the prison and treatment centers’ release
process, the initiation of MAT just prior to release from prison or the accessing HIV prevention and
treatment services at the time of release.

For FY12 countries should support partnership country governments and/or NGO partners to:

e Promote the development and implementation of a package of HIV services for drug-using
populations as well as linkages among HIV prevention, care and treatment programs and to
other health and support services;

o Develop a clear national strategy for HIV prevention with drug-using populations based on
epidemiologic data and work with partners to better integrate and harmonize their prevention
efforts, foster clear and consistent messaging that is mutually reinforcing across different
partners, share lessons learned, make referrals to one another, and avoid resource duplication;
and

o Request technical assistance where needed in implementing comprehensive HIV services for
people who use drugs.
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D. Scaling-up for adequate coverage, intensity, quality and scale of prevention programs

Most countries lack a comprehensive strategy or plan for addressing the HIV prevention, care, and
treatment needs of drug-using populations. While many countries have small-scale targeted activities
or pilot programs, few countries have taken steps to scale-up successful models or expand coverage.
Countries should support national scale up of quality, effective prevention programs for people who
use drugs based on the list of essential interventions to ensure an adequate coverage, intensity, and
scale to impact the HIV epidemic.

For FY12 countries should support partnership country governments and/or NGO partners to:

o Assess and determine what interventions or package of interventions needs to be taken to
scale for people who use drugs;

o Develop a common set of indicators to monitor programs;

o Assess the size of the population for coverage; and

o Increase and measure the coverage, frequency, quality and intensity of prevention
intervention delivery.

E. Establishing a quality assurance, monitoring, and evaluation mechanism
To ensure high-quality HIV prevention programs for drug-using populations, countries should
develop a quality-assurance monitoring and evaluation plan.

For FY12 countries should support partnership country governments and/or NGO partners to:

o Develop a set of core competencies and minimum standards, as well as a system of oversight
and supervision, to monitor, assure, and improve these programs;

e Describe and share quality program tools, curricula, and models from successfully
implemented programs;

e Design strong monitoring plans and provide clarification on the meaning and importance of
monitoring indicators;

e Develop more meaningful program-level indicators that assess the mix and quality of
prevention approaches (e.g., intensity, scale, and coverage); and

e Support evaluation activities, if possible, to help determine positive behavioral, community
and biological changes and outcomes.

1.3.8 COUNTRY CONTEXTUAL CONSIDERATIONS: INJECTING AND
NON-INJECTING DRUG USE

Identifying and reaching people who use drugs is important in countries with concentrated epidemics and
in countries where this population may act as a “bridge” population or subgroup within the general
population engaging in risky behavior. Different packages of services and/or service delivery models
may be needed depending on local context.

Services and service delivery models need to take into account the country’s cultural and social norms as
it relates to drug-using populations. Understanding these norms can help inform approaches increasing the
likelihood of effective implementation within the local context. This is important in the context of
policies and laws which criminalize people who use drugs. Reaching drug-using populations in such an
environment presents unique challenges.
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1.3.9 PARTNER PERFORMANCE CONSIDERATIONS: INJECTING AND
NON-INJECTING DRUG USE

Partner performance reviews are a recommended practice to strengthen country teams’ appreciation of
field level implementation. Conducting interagency site visits to prevention partners, both at the
headquarters level and to observe field activities greatly enhance the country teams’ understanding of the
overall prevention portfolio and helps to foster a common vision and strategic approach among prevention
country team members and partners.

Reviewing partners’ performance should address management issues (e.g. do they have enough staff, do
they rely on appropriate technical expertise), financial matters (is their spending on target), and
programmatic questions (are they designing appropriate strategies that reflect technical consensus and
state of the art knowledge?) that contribute to overall performance.

In reviewing performance of individual prevention partners, country teams should assess partner
adherence to the package of services for people who use drugs as well as harmonization with
WHO/UNODC/UNAIDS technical guide for countries to set targets for universal HIV prevention,
treatment and care for injecting drug users (2009). According to these criteria, prevention activities
should include: a clearly defined audience; clearly defined goals/objectives; sound behavioral and social
science theory; a focus on activities designed to reduce specific risk behaviors; employment of
instructionally sound teaching methods; and provision of opportunities to practice relevant risk reduction
skills.

Country teams should also assess partners’ target setting methodology, and how well they are meeting
their targets, including an explanation of why they are not meeting targets, if applicable. Performance
reviews should assess if partners are conducting program monitoring (routine tracking of priority
information about their project, including its intended inputs and outputs) or evaluation activities
(periodic, special or other non-routine but systematic collection of information about program activities,
processes, outcomes or impact) to determine the merit or worth of their program and provide feedback for
program improvement.

In addition, such reviews should assess whether partner efforts are harmonized and coordinated with the
overall USG prevention portfolio, as well as with the government and other donors.

1.3.10 LINKAGES AND WRAPAROUNDS: INJECTING AND NON-
INJECTING DRUG USE

Biomedical interventions for people who use drugs are based on a core component of interventions
providing many opportunities for linkages and wraparounds. Biomedical interventions targeted towards
this population comprise a package of services which include prevention of sexual transmission, HIV
testing and counseling, STI screening and treatment, MC, family planning and reproductive health
services. A comprehensive approach targeted towards drug-using populations includes linkages to HIV
care and treatment, PMTCT, TB/HIV, OVC, and PwP services.
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1.3.11 BACKGROUND: VOLUNTARY MEDICAL MALE
CIRCUMCISION

Voluntary Medical Male Circumcision (VMMC) is the surgical removal of the foreskin from the penis
under hygienic conditions. Three randomized control trials indicated at the time of their conclusion that
medical adult VMMC reduces men’s risk of HIV acquisition by at least 60%, a potential protective effect
equivalent to a vaccine.”®’*®°. Extended follow-up of participants at up to 5 years post-trial indicated that
the protective effect increased to 68%.%" PEPFAR is now supporting voluntary medical male circumcision
activities in 14 countries and continues to work side-by-side with host countries, WHO, and other partners
in program planning and implementation. Modeling studies predict that the benefits of VMMC are likely
to be large in populations with high HIV prevalence and low VMMC prevalence, with one HIV infection
averted for every five to 15 VMMC performed*®. There are numerous countries and regions within sub-
Saharan Africa that fit into this category. As uptake increases, so too does the direct and immediate
protective effect for HIV-negative males. Furthermore, as HIV prevalence decreases among circumcised
men there is an indirect protective effect against HIV for women, women’s uncircumcised male sexual
partners, and ultimately the whole population, though this may only be apparent in ten to twenty years. In
addition, the risk for HPV and cervical cancer among female sexual partners of circumcised males. In
addition to the breadth of coverage, the pace of service delivery is also important. Indirect protective
effects for women and uncircumcised men increase in relation to the speed at which coverage is achieved.
Thus, faster initial scale-up is more cost effective than slower, as the indirect effects accrued earlier
equate to more infections averted at a lower cost per infection averted.

UNAIDS/WHO issued normative guidance in March 2007, stating that VMMC should be recognized as
an additional important intervention to reduce the risk of male heterosexually acquired HIV infection and
that MC should always be implemented as part of a comprehensive HIV prevention package
(http://www.who.int/hiv/mediacentre/MCrecommendations en.pdf). This package includes the
provision of HIV testing and counseling services; treatment for sexually transmitted infections; the
promotion of safer sex practices, such as abstinence from penetrative sex, reduction in the number of sex
partners, and delay in the onset of sexual relations; and the provision of male and female condoms, and
promotion of their correct and consistent use. In response to the normative guidance provided by WHO,
PEPFAR under the direction of the VMMC Task Force, has become one of the major supporters of MC
as a component of a comprehensive HIV prevention program in sub-Saharan Africa. PEPFAR looks to
UNAIDS/WHO to set global norms and standards, provide policy and program guidance for the provision
of safe and efficient MC services, and conduct high level advocacy.

While ultimate sustainability of VMMC for HIV prevention lies with the relatively easier circumcision of
newborn males or lower volume of only performing procedures on newborn males or successive cohorts
of adolescent males, the delay in protective effect until sexual debut necessitates a period of VMMC
‘catch up’ to circumcise older adolescent and adult males at risk now or who will be at risk in the near
future. To this end, initial VMMC services should be targeted first to those deemed most at risk, i.e. an
HIV-negative man in a sexual relationship with an HIV positive woman, men with multiple concurrent
sexual partnerships, and men with reported high risk, especially in areas with low circumcision rates and
high HIV prevalence. As targeted activities progress, services for all interested adolescent and adult

8 Bailey R, et al. Male circumcision for HIV prevention in young men in Kisumu, Kenya: A randomised
controlled trial. Lancet Infect Dis 2007;369:643-56.

7 Gray R, et al. Male circumcision for HIV prevention in men in Rakai, Uganda: A randomised trial.

Lancet Infect Dis 2007;369:657-66.

80 Auvert B, et al. Randomized, controlled intervention trial of male circumcision for reduction of HIV

infection risk: the ANRS 1265 Trial. PLoS Med 2005;2(11):e298. Epub 25 October 2005.

81 Kong X, et al "Longer-term effects of male circumcision on HIV incidence and risk behaviors during post-trial
surveillance in Rakai, Uganda" CROI 2011; Abstract 2011
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males in the population and male neonates may scale up as well. As a minor surgical procedure, VMMC
must be provided in controlled settings by trained, competent medical personnel using proper equipment
and supplies. As a public health intervention, VMMC should be provided to as many HIV-negative men
who wish to have the surgery as quickly and safely as possible. Careful orchestration of expertise,
commodities, and infrastructure is thus essential to program success.

Given the benefits of rapid scale-up, PEPFAR is transitioning assistance following a two-pronged
approach that simultaneously 1) supports host country government capacity to provide and sustain
VMMC service delivery and 2) immediately provides VMMC services to respond to demand. Immediate
services could be provided by rapidly deployable and high-volume service delivery (“Rapid Roll-out
Response”), as demonstrated by models using expatriate volunteers such as Operation Smile and Unite
for Sight. The services could be provided as self-contained (in a tent or other temporary structure), time-
limited, fully equipped, independently staffed, and fairly mobile. Other versions of this approach include
those that are more reliant on local staffing and resources. For all rapid scale-up approaches, PEPFAR
would work in coordination with host country governments to support a coherent plan with quantifiable
goals. VMMC models for optimizing volume and efficiency (MOVE) are being developed by WHO and
PEPFAR, based upon an initial promising pilot in Orange Farm, South Africa, funded by the French
government. While supporting immediate, high volume catch up services, PEPFAR can also begin
capacity building for sustainable services for successive cohorts of either newborns or adolescents. The
scale up and expansion of voluntary medical male circumcision services is vitally important to HIV
prevention. It continues to be a priority intervention under PEPFAR.

Modeling studies predict that the benefits of VMMC are likely to be large in populations with high
prevalence of primarily heterosexually-driven HIV and low male circumcision, with one HIV infection
averted for every five to 15 circumcisions resulting in a cumulative savings of 6.5 billion USD (with the
circumcision of approximately 2.3 million men by 2025) under rapid scale-up scenarios.? High VMMC
coverage targets are important since the direct and immediate protective effects of VMMC for HIV-
negative males accrue as uptake increases.  As uptake increases, so too does the direct and immediate
protective effect for HIV-negative males. Furthermore, as HIV prevalence decreases among circumcised
men, there is a reduced risk of HIV infection (indirect protective effect) for women, for women’s
uncircumcised male sexual partners, and eventually for the whole population, though this may only
become apparent in several years and heavily depends on the scale of VMMC uptake. Along with the
breadth of coverage, the pace of service delivery is also important. Indirect protective effects for women
and uncircumcised men increase in relation to the speed at which coverage is achieved. In addition,
VMMC reduces the risk for HPV infection and associated cervical cancer among female sexual partners
of circumcised males.

Recognizing that male circumcision is not 100 percent protective, it is essential for countries that are
supporting VMMC scale-up to emphasize the importance of continued risk reduction strategies through
behavior change communications for clients undergoing VMMC, their partners, and the larger population
receiving information/education about MC as well as ensuring condom availability and education.

Though existing health facilities may not be readily equipped to absorb a high demand for VMMC
quickly, immediate services for men have been mobilized in some countries utilizing novel
implementation approaches, such as mobile/outreach services, volunteer health care workers, and time-
limited VMMC campaigns. Such novel approaches, and other country appropriate strategies, should be
explored. More conventional service models that are integrated into government health facilities may
also be adequate, as long as sufficient staff and space are dedicated to allow for full-time VMMC

82 UNAIDS/WHO/SACEMA Expert Group on Modeling the Impact and Cost of Male Circumcision for HIV Prevention
(2009). "Male Circumcision for HIV Prevention in High HIV Prevalence Settings: What can mathematical modeling
contribute to informed decision making? PLoS Medicine. 6(9):e1000109, September 2009
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services. Regardless of service setting, VMMC must be provided in an environment that satisfies quality
assurance standards for asepsis and be conducted by trained, competent medical personnel using proper
equipment and supplies. It is critical to ensure that appropriate follow-up and treatment of any
complications is available, which may be a particular concern in mobile/outreach settings.

Safe, quality high-volume VMMC clinical/surgical implementation models have been developed by
WHO and PEPFAR®, and PEPFAR programs are strongly encouraged to adopt as many of the
recommended efficiencies in the MOVE document as possible, working in coordination with partner
country governments.

Key considerations for development of voluntary medical male circumcision interventions include:

Programs should prioritize implementation of adult male circumcision with the goal of
achieving saturation (80%) as quickly as possible, and support implementation in two
‘prongs’. This first prong is a one-time, intensive intervention for adult males that is not
intended to be sustained. The second prong is the implementation of neonatal and or
adolescent circumcision programs to be completely integrated and sustained within maternal
and child health systems. Though the prong targeting adult males may indirectly strengthen
health systems through a variety of activities (e.g., quality assurance, M&E), its goal is not
infrastructure refurbishment, capacity building, or sustainability. The goal of the first prong
is to circumcise adult men who are currently at risk. The prong to circumcise neonates and
adolescents should only proceed once the first prong is well underway and coverage levels
are high;
Interventions for male circumcision should include a minimum package of prevention
services which include:

o Pre-operative provider-initiated HIV testing and counseling routinely provided on-
site for all men and, where possible, their female partners;
Active exclusion of symptomatic STIs and syndromic treatment when indicated,
Provision and promotion of correct and consistent use of condoms;
Post-operative wound care and abstinence instructions;
Age-appropriate counseling on risk reduction, including reducing number and
concurrency of sexual partners, delaying/abstaining from sex, and provision and
promotion of correct and consistent use of condoms and;

o Active linkage to other HIV prevention, treatment, care, and support services as

needed,;

Working in conjunction with partner country governments, PEPFAR programs should help
establish annual national and PEPFAR-funded adult VMMC coverage targets that are sizable
enough to appreciably reduce HIV incidence quickly. Any gaps between PEPFAR-funded
and national VMMC targets should be addressed. Annual targets should be framed in the
broader context of the country’s overall VMMC scale-up strategy;
Programs supporting VMMC must include requirements for monitoring systems and
reporting of VMMC indicators to allow for progress towards established targets can be
tracked. Monitoring of VMMC includes the following: collection of service delivery data for
frequent, timely dissemination, use MOH (or other) standardized forms/tools for service data
collection, training of staff on use of the forms, and a description of how findings are shared
with considered by implementation stakeholders;
VMMC program effectiveness is achieved by calibrating demand (number of men seeking
services) with supply (capacity of the system to deliver VMMC services) while targeting

O O O O

8 WHO, Considerations for Implementing Models for optimizing the volume and efficiency of Male Circumcision
Services. 2010. http://www.malecircumcision.org/programs/documents/mc_MOVE_2010_ web.pdf.
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older adolescent and adult males. The lack of familiarity with VMMC among many high-risk,
high HIV prevalence communities and general misinformation about the surgical procedure
are major challenges to program implementation and success. Moreover, the sensitivity of
HIV/AIDS as a topic and the personal nature of the surgery require that VMMC
policymakers and program implementers address communities’ beliefs, preferences and
needs when implementing VMMC communication campaigns. To facilitate successful
implementation, programs should develop and implement public information campaigns that
clearly and simply describe the risks and benefits of VMMC and place it into the larger HIV
prevention context. Further, addressing firmly held cultural beliefs and gender issues, and
avoiding unintended consequences, such as greater risk taking by circumcised men and their
partners, is required. Countries should have appropriate strategies, channels, techniques, and
tools for mobilizing demand and addressing the myriad of challenges with VMMC
communications. The PEPFAR VMMC Task Force is developing a media toolkit which
countries will be able to adapt for their local conditions;

e Programs should design a VMMC advocacy strategy and define advocacy issues based on
country context and evidence. Countries need to define and prioritize target audiences
(supporters and detractors) for VMMC advocacy and understand the different concerns and
needs of each audience, while being cognizant of any underlying or unspoken issues. Finally
countries should address emerging concerns and manage expectations for all target audiences
for VMMC, which is a continuous and iterative process;

e Programs should monitor communication activities (e.g., program implementation) to ensure
efficiency. The following are activities to monitor communication: tracking the number of
VMMC communication materials produced and diffused (e.g., communication guides and
materials for community mobilizers), identify salient issues as new activities and products are
planned, differentiate paid advertising from unpaid coverage, and explore the development of
a media intensity index (i.e., a means of quantifying the volume of materials produced and
disseminated);

e Programs should address appropriate and adequate training for professionals in providing
surgical services and mechanisms for assuring initial and continued competency. Health care
providers committed/designated to providing a higher volume of services should be
prioritized,

e Only surgical methods and/or devices recommended by WHO should be used in service
delivery programs;

o Mechanisms for quality assurance, quality standards and quality of care within the program,
including plans for surgical complication management, must be in place. Countries are
encouraged to follow the WHO Quality Assurance Guidance and Tools for facility self-
assessment® and to engage with the Male Circumcision Technical Working Group to
schedule and participate in routine External Quality Assurance assessments;

e Voluntary medical male circumcision services should include gender components that
addresses male norms and behaviors, promotes safer sexual behaviors including denouncing
sexual violence against women, and activities to monitor for increased gender-based
violence/coercive sex experienced by women. Opportunities should be explored for ensuring
effective counseling for VMMC clients so that their behavior does not put women at greater
risk for HIV infection or gender-based violence, and for integrating or linking other male
health services and programs that promote gender equitable norms with VMMC services.
Both men and women need to be beneficiaries of campaigns and education programs to
explain and emphasize partial protectiveness of VMMC and the indirect benefit to women;

8 \WHO. Male Circumcision Quality Assurance: A Guide to Enhancing the Quality the Safety and Quality of Services.
2008. http://www.who.int/hiv/pub/malecircumcision/who_hiv_mc_g_assurance.pdf
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o Adequate commodities management systems for surgical procedures, STI drugs, and
integrated HIV testing need to be identified prior to initiating services are refined throughout
scale-up. These considerations must include resources and technical expertise in waste
management and supply chain management;

o All VMMC services should prioritize active linkages to HIV care and treatment services for
clients seeking male circumcision services and/or their female partners who are found to be
HIV-infected. ART, when taken as prescribed, has significant care and prevention benefits.®
ART can significantly inhibit HIV viral load and replication®®’ reduce the morbidity and
mortality experienced by PLHIV®, and reduce the risk of HIV transmission to sex partners®.
This may require that sites develop and implement novel mechanisms to facilitate and
confirm successful linkage to care (e.g., escorting clients from the VMMC center to the ART
center, or enabling staff to register clients for ART at the VMMC center). VMMC represents
a rare and valuable opportunity to provide HTC to men and link them to care;

e VMMC programs provide a rare opportunity to reach men in the healthcare setting who
might not otherwise be accessible. Hence, VMMC must capitalize on the opportunity and
work hard to incorporate HIV testing and counseling into VMMC service. Strong linkages
with HIV testing and counseling programs (HTC) are critical. In areas where VMMC is
being scaled up, VMMC should be recommended to all HIV negative males who receive HIV
testing and counseling services in any HTC setting, especially HTC services for men at high
risk of HIV acquisition from heterosexual sex (STI clinic clients). This should also be a key
component of prevention packages for HIV negative men, and particular priority should be
given to discordant couples where the man is HIV-negative. Moreover, adolescents (<16
years of age) should be offered HTC and programs should ensure counseling messages are
age-appropriate;

o Implementers should adhere to WHO guidance on provider initiated HIV testing and
counseling (PITC), including the minimum standards of pre-test information, informed
consent, post-test counseling based on sero-status, maintaining confidentiality and use of
point of care rapid HIV testing algorithms, as appropriate. Quality assurance systems for both
HIV testing and HIV counseling components should be in place for ensuring high quality
HTC services in these settings. Couples or partner HTC should be recommended and
encouraged. Individuals and couples should be actively linked with appropriate HIV
prevention, treatment, care and support services based on their test results following HTC or
VMMC services. See HIV testing and counseling technical considerations for more
information on HTC minimum standards and strategic planning;

o For HIV positive men, it is important to ensure that comprehensive post-test counseling
includes information that circumcision is not recommended for HIV positive men due to
potential increased complication rates following the surgical procedure for men with
immunodeficiency (although circumcision should not be withheld if the client insists).
Circumcision for HIV positive men should only be encouraged when medically indicated.

85 WHO Treatment Guidelines, 2010.

8 Crum NF, Riffenburgh RH, Wegner S, et al. (2006). Comparisons of causes of death and mortality rates among
HIV-infected persons: analysis of the pre-, early, and late HAART (highly active antiretroviral therapy) eras. J Acquir
Immune Defic Syndr, 41:194—200.

8 Lima V, Harrigan R, Bangsberg D, Hogg R, Gross R, Yip B, et al. (2009). The combined effect of modern highly
active antiretroviral therapy regimens and adherence on mortality over time. JAIDS, 50(5):529-36.

8 Crum NF, Riffenburgh RH, Wegner S, et al. (2006). Comparisons of causes of death and mortality rates among
HIV-infected persons: analysis of the pre-, early, and late HAART (highly active antiretroviral therapy) eras. J Acquir
Immune Defic Syndr, 41:194—-200.

8 Quinn TC, Wawer MJ, Sewankambo N, et al. (2000). Viral load and heterosexual transmission of human
immunodeficiency virus type 1. Rakai Project Study Group. N Engl J Med., 342:921-929.
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e At this time, due to high rates of surgical complications in non-clinical settings, US
Government funds cannot be used to train or provide support for traditional providers to
perform male circumcision. However, funding can be used to support prevention information,
education and evaluations of complications stemming from non-medical circumcision within
this context;

e To ensure voluntarism and informed consent, programs should not only provide appropriate
informed consent for clients, but should also develop systems to monitor its delivery to
guarantee client comprehension and to avoid practices perceived to be coercive;

e Depending on the need for overcoming barriers for VMMC uptake, countries may consider
offering reimbursement for travel for clients. Reimbursement or compensation for wages that
may be lost during surgical recovery should be used cautiously, to avoid the appearance of
coercion. Other enablers should be adapted for the specific geographic and population
context and must be monitored closely to avoid inappropriate or unethical practices;

e Clinicians who work overtime to provide VMMC services should be compensated for their
time at a scale consistent with national standards. Furthermore, clinicians should not be
compensated on a per-procedure basis, to avoid actual or perceived motivation for clinicians
to coerce clients to undergo the procedure; and

e Peer mobilizers may be effective in increasing demand for VMMC. Programs that use peer
mobilizers must develop systems to monitor their activities to assure the recruited clients are
well-informed about VMMC and have not been pressured to attend the program. The TWG
is currently developing monitoring tools to address this.

Additional resources can also be found at: www.malecircumcision.org. The Clearinghouse on Male
Circumcision for HIV Prevention is a collaborative effort to generate and share information resources
with the international public health community, civil society groups, health policy makers, and
program managers.
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TECHNICAL AREA 1.4: HIV TESTING AND COUNSELING

HIV testing and counseling (HTC) - the gateway to HIV prevention, care, and treatment
services, knowledge of HIV serostatus is a critical pre-requisite for access to effective HIV
interventions that reduce morbidity, mortality and HIV incidence. During the first 5 years of
PEPFAR, all 15 focus countries, as well as many non-focus countries, successfully scaled-up HTC
services. Between 2004 and 2009, over 86 million HTC sessions were provided with PEPFAR

support. Despite the importance of HTC as an entry point to other HIV services, and the
substantial growth of HTC programs in several PEPFAR countries, most people still do not know
their HIV status. Those that do often are not successfully linked to services. Continued efforts are
needed to ensure access and quality of HTC, along with successful referrals to needed
interventions.

1.4.1 BACKGROUND

A. HTC is a Critical Gateway to Treatment, Care and Support, and Prevention

HIV testing and counseling (HTC) is an essential component of HIV programming as a prerequisite
or minimum standard for antiretroviral treatment, pre-ART care and support, and biomedical
prevention interventions including prevention of mother-to-child transmission (PMTCT) and
voluntary medical male circumcision (VMMC). Couples HTC in particular will be a critical element
of emerging interventions promoting the use of antiretroviral therapy (ART) as prevention in
serodiscordant couples. HTC is a critical gateway to other core prevention interventions such as the
minimum package of services for most at-risk populations (MARPSs) and prevention interventions for
persons living with HIV (PwP), and is strongly linked with behavioral HIV prevention interventions
and foundational prevention interventions such as blood and injection safety. HTC will also be central
in future prevention interventions currently under evaluation such as pre-exposure prophylaxis
(PrEP).

The overarching goals of HTC programs are to:

e Provide services for individuals, couples/partners, and families to learn their HIV status —
with particular emphasis on identifying HIV-infected individuals and HIV serodiscordant
couples — and with appropriate pre-test information and post-test counseling based on
serostatus to enhance the benefits of this services and reinforce linkages; and

e Implement strategies for ensuring that individuals, couples, and families are linked with
appropriate follow up HIV treatment, care and support, and prevention services based on their
serostatus (see Figure 1).
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Figure 1: HTC is Gateway to Treatment, Care and Support, and Prevention Services
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B. Knowledge of HIV Status Remains Low

The need to increase rates of HTC coverage and maintain high levels of uptake is underscored by
continued low rates of testing, low knowledge of individual and partner serostatus (particularly
among HIV-infected persons) and the need to achieve coverage goals of HIV treatment and
prevention programs. Based on 2007-2009 estimates from 10 countries (all sub-Saharan African
countries, except Dominican Republic), more than 60% of persons living with HIV (PLHIV) have not
been tested and received their result, and global ART coverage for those in need was only 36%
(WHO, 2010). Furthermore, two nationally representative studies from Uganda and Kenya suggests
as many as 80-90% of PLHIV do not know their partner’s HIV status (Kaiser et al., 2011; Bunnell et
al., 2008), and among women enrolled in care and treatment in Cameroon, this figure was also low at
46% of patients who knew their partner’s status (Loubiere et al., 2009). Programmatic HTC coverage
remains low, with recent Demographic and Health Surveys from 13 sub-Saharan African and 5 non-
African countries showing a median of 12% of women and 7% of men having been tested in the 12
months preceding the survey; and a median of 34% of women and 17% of men reporting having ever
been tested (WHO, 2010).

HTC and knowledge of HIV serostatus are critical for access to effective prevention interventions and
HIV-specific services. Strategic HTC scale-up must continue in order to increase access to treatment,
care and support, and prevention services for PLHIV, and to reduce population-level HIV incidence
through continued scale-up of PMTCT, VMMC, and treatment. Modeling on male circumcision has
demonstrated that 80% coverage would be required to achieve a 45-67% reduction in HIV prevalence
in Botswana and Nyanza, Kenya (Nagelkerke, 2007). Assuming efficient linkages from HTC to
proven prevention interventions such as PMTCT, VMMC, and treatment, 80% population coverage
will also likely be required for HTC among high-burden populations to realize population level
impacts. Importantly, the strength of linkages between HTC points of diagnosis and other HIV
services — both clinic-based and community-based — will fundamentally impact the effectiveness
of any HTC programming. Additionally, specific approaches to HTC may differ in reaching
specific populations (e.g. HIV-infected, first-time testers, pregnant women, MARPSs) (Sweat, 2011).
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Furthermore, published evidence continues to suggest that HTC is correlated with a positive impact
on behavior change, particularly among HIV-infected individuals and serodiscordant couples.
Knowledge of HIV status among HIV-infected persons has consistently been associated with reduced
HIV-transmission behaviors among individuals (Denison et al, 2008, Sherr et al., 2007; Voluntary
HIV-1 Counseling & Testing Efficacy Study Group, 2000); and discordant couples (Dunkle et al.,
2008; Bunnell et al., 2008). Continued scale up of quality HTC may reduce HIV risk behaviors
among these populations.

C. HTC Approaches and Settings
The two primary approaches to HTC are:

= Provider-initiated HTC, occurring through a health care provider as a standard component
of medical care; and

= Client-initiated HTC, occurring through active seeking of HTC by a client(s) in settings
where these services are available.

There are multiple settings in which these approaches may be undertaken:

= Clinical settings that include antenatal clinic (ANC) settings, Outpatient Departments, TB
clinics, STI services, VMMC settings, medical and surgical wards in hospitals, HIV care and
treatment clinics, etc. (Provider-initiated); and
»= Non-clinical or community-based settings that include:
o Home-based HTC (Hybrid of the two approaches) via index patient or door-to-door
HTC
o Mobile or outreach HTC (Client-initiated) targeting specific communities or
populations
o Stand-alone Voluntary Counseling and Testing or VCT (Client-initiated)

Along with persons in the general population, HTC services should aim to reach the following
specific populations: partners of persons living with HIV, pregnant women in ANC, TB and STI
patients, HIV-exposed infants and children, sexually active adolescents, most at-risk populations
(MARPSs) including persons who inject drugs (PWID), men who have sex with men (MSM) and
commercial sex workers (CSWSs), and other setting-specific vulnerable populations, which may
include uniformed/military personnel, migrant populations, truck drivers, and/or fishermen.

1.4.2 STRATEGIC PROGRAMMING FOR HTC

To ensure efficient and effective use of PEPFAR and host country funds, optimal HTC programming
should ensure that:

= The mix of HTC approaches is strategically applied to communities and populations most
likely to be affected by HIV;

= An emphasis is placed on strengthening linkages and referrals to appropriate follow-up
services and ensuring initial enrollment in these services; and

= HTC services are implemented according to international and national minimum standards
and guidelines.
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A.  Know Your Epidemic, Know Your Response

There are a number of factors that should be considered in determining the appropriate allocation of
resources to HTC approaches, including: epidemic type (both nationally and regionally), populations
at risk, existing coverage and utilization of HTC services, proximity to other follow-up services, cost-
effectiveness and available resources. HTC programs should aim to maximize the identification of
HIV-infected persons and serodiscordant couples; and regions and populations with higher HIV
prevalence should be prioritized. However, it should be recognized that HTC functions as a critical
gateway to services for both HIV-infected and uninfected individuals (see Fig. 1), and due
consideration should be given to these populations in the context of other available HIV services.

Strategic programming of HTC services may require a technical review of epidemiologic data and
existing HTC programs and services. Many countries are already familiar with these data and are
using these to inform the strategic direction of their HTC programs. Some countries may need
additional support to strategically align their HTC services with areas of particularly high HIV
burden, and the following framework is meant to assist with decision making for strategic HTC
planning:

I.  Know Your Epidemic:

= National HIV prevalence and prevalence for defined geographic areas and populations.
Countries should prioritize geographic areas and populations with the highest proportion of
HIV infections.

= HIV incidence for defined geographic areas and populations. Where possible, countries
should also utilize incidence data to determine where new cases of HIV transmission are
occurring, and among what populations. HTC services should be strengthened in geographic
areas and populations with high HIV incidence.

= Demographic and behavioral characteristics of persons testing HIV positive.
Understanding the gender, age, and behavioral characteristics of persons testing HIV positive
will help inform who to target for HTC and what HTC approaches should be implemented to
reach those persons most at risk.

= Clinical characteristics of persons testing HIV positive. HTC programs should also look at
HIV care and treatment data to help inform who is getting tested late in their stage of
infection. This may include the proportion of persons diagnosed with AIDS at the time of
their HIV test, or average CD4 count of persons enrolling in care and treatment. This can help
identify where there are barriers for persons accessing HTC and other services, and where
HTC approaches need to be strengthened to reach persons earlier in their state of infection.

1. Know Your Context:
Resources

= Other donor/host country/NGO support for HTC services. In order to reduce duplication
and strategically leverage resources, strategic HTC programming should consider how HTC
services are coordinated at the national and local level with input from appropriate
stakeholders (host government, donor agencies, non-governmental organizations).

Policy and Legal Environment

= Alignment and implementation of national HTC guidelines, policies and laws with
international guidance. Programs should consider how well national HTC guidelines,
policies and laws are aligned with international recommendations and guidelines, and may
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wish to work on addressing areas where gaps currently exist. Programs may also need to
support adequate implementation and monitoring of guidelines at the national, regional, or
site level.

Social and Cultural Environment

Ability of HTC programs to address social and cultural norms. HTC programs may need
to identify and address social and cultural norms (gender issues, multiple partnerships,
vulnerabilities of MARPs, stigma, etc.) in order to provide high-quality strategic HTC
programming.

I11. Know Your Response

(AVA

Programs and coverage

Proportion of people who have tested for HIV in the past year. This key indicator can
assist program planners in estimating uptake of HTC services in different geographic areas
and among specific populations.

HTC approaches and settings that are successfully identifying high proportions of HIV-
infected individuals. HTC program data can be assessed to determine what HTC approaches
(PITC vs. CITC) and settings (health facilities, mobile, home-based, etc.) are most effective
in identifying HIV-infected individuals and serodiscordant couples and linking them to
appropriate follow-up services.

Number of health facilities that offer PITC. Implementation of PITC in health facilities
will vary by epidemic type (see below). Determining where PITC is currently offered in
health facilities according to WHO recommendations may help program planners target areas
for strategic expansion of HTC efforts.

Number and location of all sites that offer HTC services. Mapping HTC service delivery
points (both health facility and community-based settings) may help HTC programs
determine if current availability of HTC services corresponds with areas of greatest need (i.e.
low proportion of persons testing, high HIV prevalence).

Availability of additional HIV treatment, care and support, and prevention services in
relation to location of HTC services. Assessing where additional services are currently
available in relation to HTC may help identify barriers to, and strategies for addressing
barriers to, successful linkage from HTC to appropriate follow-up services.

Know Your Costs

In order to use donor and host country funds efficiently and effectively, it is increasingly
important for countries to prioritize HTC approaches that not only aim to identify HIV-
infected persons and discordant couples, but that are also the most cost-effective. In addition
to the suggestions for prioritizing HTC services based on epidemic above, countries should
collect, assess, and utilize data on the cost of different approaches to inform their decision
making.

Cost-effectiveness may be defined differently depending on a program’s goals. For example,
a program that aims to reach 80% of the population with HTC services may consider a
definition that includes “cost per person tested” or “cost per first-time HTC client/patient”. A
program that aims to reach higher numbers of HIV-infected individuals might define cost
effectiveness as “cost per HIV-infected person identified”, and a program that aims to reach
more discordant couples might define this as “cost per couple tested”, or “cost per discordant
couples identified”. Furthermore, a program that aims to strengthen linkages might include
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this in their definition, for example, “cost per HIV-infected person successfully linked with
HIV care and treatment services” or “cost per HIV-uninfected man successfully linked with
male circumcision services”. Program planners will need to work with country stakeholders
to determine how to define cost-effectiveness for their own program needs and goals, and
then utilize these data to strategically redirect HTC efforts to be more cost-effective.

B. Strategic Prioritization of HTC Approaches

The following framework suggests prioritizing HTC approaches according to epidemic type and
setting. All approaches will require substantial effort to ensure successful linkages from HTC sites to
additional HIV treatment, care and support, and prevention services. Countries should consider these
suggestions when planning to expand or restructure their HTC programs and in discussions with
implementing partners.

Definitions of Epidemic Types

Generalized epidemics refer to countries where HIV is firmly established in the general population.
Numerical proxy: HIV prevalence is consistently over 1% in pregnant women nationwide or in a
national survey (WHO/UNAIDS). There are several categories of generalized epidemics which
include the following:

1. Hyper-endemic: HIV has spread to a level greater than 15% in the general population.
Numerical proxy: HIV prevalence is consistently over 15% in pregnant women nationwide or in a
national survey (WHO/UNAIDS).

2. Medium-level: HIV has spread to a level of 5-15% in the general population. Numerical proxy:
HIV prevalence is consistently between 5-15% in pregnant women nationwide or in a national
survey (WHO/UNAIDS).

3. Mixed: While there is not yet consensus on a definition for mixed epidemics, it is generally
considered to be low-level generalized epidemics (with prevalence ranging from 1-5%), with high
rates of transmission among MARPs (with prevalence above 5%). Numerical proxy: HIV
prevalence is consistently over 1-5% in pregnant women nationwide or in a national survey and
over 5% in one or more sub-populations (WHO/UNAIDS).

Concentrated epidemics refer to countries where HIV has spread rapidly in a defined sub-
population, but is not well-established in the general population. Numerical proxy: HIV prevalence is
consistently over 5% in at least one defined subpopulation but is below 1% in pregnant women in
urban areas (WHO/UNAIDS).

I.  Hyper-endemic and Medium-level Generalized Epidemics:

= Target populations for HTC: all patients in health-care settings, all partners of PLHIV, and all
residents or members of communities in which estimated HIV prevalence exceeds 5%.

= HTC Approaches: The following HTC approaches should be prioritized in countries with
generalized epidemics. Populations and defined areas should be prioritized based on where
the greatest burden of HIV exists.

o Provider Initiated Testing and Counseling (PITC) for all patients accessing
health care services and their partners. Since the likelihood of exposure to HIV is
so high in countries with generalized epidemics, HTC should be recommended for all
patients and their partners attending health facilities as part of the normal standard of
care, regardless of whether the patient shows signs or symptoms of underlying HIV
infection or the patient’s reason for presenting to the health facility.
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Home-based HIV Testing and Counseling (HB HTC) for partners and families of
PLHIV or TB (index patient model); and communities with high population
density and high HIV prevalence or low numbers of people tested (door-to-door
model). HB HTC has been found to be a highly acceptable approach in many sub-
Saharan African countries. With the consent of the index patient, approaching their
partner(s) and family members may have high yield for identifying HIV-infected
individuals and discordant couples. A door-to-door approach may be most effective
for reaching large numbers of people in areas with high population density. To
achieve program goals, communities with high HIV prevalence or low numbers of
people previously tested (or tested in the last year) should be targeted with the door-
to-door approach.

Mobile and Outreach HTC for communities with high HIV prevalence, low
numbers of people tested, or that are hard-to-reach. Mobile and outreach HTC may
be most effective for reaching hard-to-reach populations including MARPSs, migrant
populations, and men, who do not frequently access facility-based health services.
To achieve program goals, mobile and outreach services should target geographic
areas or populations with high HIV prevalence or low numbers of people previously
tested (or tested in the last year).

Stand-alone and integrated Voluntary Counseling and Testing (VCT) for
additional communities as needed to complement the approaches above.
Depending on the context, countries will need to determine whether stand-alone
and/or integrated VCT sites are the best approach for increasing access to and
utilization of HTC services and identifying HIV-infected persons. In many countries,
coverage and uptake has been limited due to a range of issues including stigma and
discrimination, limited access to treatment, care and health services in general,
gender issues, and underestimation of personal HIV risk (Sahlu et al., 1999; Stein et
al., 2000; Obermeyer et al., 2008; WHO, 2007).

Mixed Generalized Epidemics:

Target population for HTC: all patients in health-care settings where HIV prevalence exceeds

1%, all partners of PLHIV, and all residents or members of communities in which estimated
HIV prevalence exceeds 5%, including MARPs such as Sex Workers (SW), MSM, and
Persons Who Inject Drugs (PWID).

HTC Approaches: The following HTC approaches should be prioritized in countries with

mixed epidemics. Populations and defined areas should be prioritized based on where the
greatest burden of HIV exists.

O

PITC for all patients accessing health care services and their partners in health
facilities in which HIV prevalence exceeds 1%, and specifically for patients with
signs or symptoms suggesting HIV infection in settings with HIV prevalence less
than or equal to 1%. Decisions about how to implement PITC in mixed generalized
epidemics should be guided by an assessment of the epidemiological context.
Similar to hyper-endemic and medium-level epidemic types, geographic areas with
high HIV prevalence in mixed epidemics should recommend HTC to all patients and
their partners accessing health care services, regardless of signs or symptoms. This
includes health care facilities that provide services for MARPs, or that operate in
high prevalence districts or geographic regions. However, in geographic areas or
facilities with HIV prevalence less than or equal to 1%, HTC may not be
recommended to for every patient, but rather should be recommended specifically to
patients and their partners with signs or symptoms consistent with HIV infection.
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Consideration should be given to TB, ANC, and STI patients, MARPs, and children
known to be exposed to HIV perinatally.

Mobile and Outreach HTC for targeted sub-populations, including MARPs
(SW, MSM, PWID). Mobile and outreach HTC services may be effective for
reaching MARPs and other vulnerable populations, such as men and migrant
workers, who are less likely to access facility-based health services.

Home-based HIV Testing and Counseling (HB HTC) for partners and families of
PLHIV or TB (index patient model); a door-to-door model may be indicated for
communities with high population density and high (>5%) HIV prevalence.

VCT sites for additional communities or populations as needed to complement
the approaches above. Depending on the context, countries will need to determine
whether stand-alone VCT sites are the best approach for increasing access to and
utilization of HTC services among high-risk sub-populations. VCT sites may be
appealing to MARPs and hard-to-reach populations in mixed epidemics, particularly
if they specifically target these populations and provide MARP-friendly services.

I11. Concentrated Epidemics:

Target population for HTC: patients in selected health-care settings (noted below), all

partners of PLHIV, and sub-populations in which estimated HIV prevalence exceeds 5%,
including MARPs (SW, MSM, PWID).
HTC Approaches: The following HTC approaches should be prioritized in countries with

concentrated epidemics. Populations and defined areas should be prioritized based on where,
and in what specific populations, the greatest burden of HIV exists.

@)

PITC among all adults, adolescents, and children who present to health facilities
with signs and symptoms suggestive of underlying HIV infection, including TB,
and children known to have been exposed perinatally to HIV. Decisions about
how to implement PITC in concentrated epidemics should be guided by an
assessment of the epidemiological context. Unlike generalized epidemics, in
concentrated epidemics health care providers should not recommend HTC to all
persons attending all health facilities, since most people at the health facility will
have a low risk of exposure to HIV. However, PITC may also be appropriate for all
STI patients, MARPs, ANC and TB patients and their partners.

Mobile and outreach HTC for targeted sub-populations including MARPs (i.e.,
SW, MSM, PWID). Since many MARPs do not access health care services due to
stigma and discrimination, mobile and outreach HTC approaches need to be equally
prioritized to provide HTC in settings where MARPs feel comfortable. Examples
may include drop-in centers, mobile unit, or organized testing event for MARPs.
Appropriate settings for these services will vary by community and sub-population,
and programs should work with local organizations and community representatives to
determine where and when to offer mobile and outreach HTC services.

Home-based HIV Testing and Counseling (HB HTC) using the index patient
model or partner notification (contact tracing) services may be appropriate for
partners and families of PLHIV or TB.

VCT sites for targeted sub-populations including MARPs (i.e. SW, MSM,
PWID). Depending on the context, countries will need to determine whether stand-
alone VCT sites are the best approach for increasing access to and utilization of HTC
services among MARPs. VCT may also be an effective approach for reaching
MARPs through drop-in centers or fixed sites that provide MARP-friendly services.
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1.4.3 STRENGTHENING LINKAGES FROM HTC TO OTHER SERVICES

HTC is a gateway to other essential HIV services (see Fig. 1), and is critical for achieving HIV treatment,
care and support, and prevention goals. In order to maximize the benefits of HTC and strengthen the
impact of HTC programs, renewed emphasis is heeded on ensuring successful linkage of HTC clients and
patients with appropriate follow-up services, based on their test results; that is, in all HTC approaches and
settings, clients and patients should be connected to and enroll in these services. Studies have shown that
many newly diagnosed patients either do not enroll (Micek et al., 2009) or do not stay enrolled in HIV
care and treatment services after diagnosis; as few as 1/6 to 1/3 of persons diagnosed with HIV will
initiate ART (Rosen et al., 2011). Therefore, ongoing HTC efforts must place greater priority on early
identification of HIV-infected individuals and serodiscordant partnerships, and linking these persons with
appropriate HIV treatment, care and support, and prevention services. Once individuals and discordant
couples have been diagnosed, linking them with appropriate services is necessary to protect their health
(Crum et al., 2006) and to reduce the risk of HIV transmission to uninfected partners (Donnell et al.,
2010). Furthermore, strategies to ensure early enrollment and retention in care are important to maximize
the health and prevention benefits for PLHIV.

There are a variety of client, provider, and structural challenges to ensuring linkage from HTC to other
HIV services, and currently linkage and referral systems within HIV prevention, care, treatment, and
support programs are generally weak. Although most HTC programs refer clients and patients to follow-
up services as part of the minimum standards for HTC, very few provide specific services to facilitate
linkage, and very few have monitoring and evaluation (M&E) systems that can track linkages.
Identifying, implementing, monitoring and evaluating innovative strategies for linking HTC clients and
patients into prevention, care, treatment, and support services is urgently needed.

A. Examples of Strategies to Strengthen Linkages

Although there is insufficient evidence about the effectiveness of various models to ensure linkages,
some programs have established systems to address this challenging issue. Strategies may target the
individual, the facility, and/or the community; examples of strategies that have been used to facilitate
linkage and enrollment of HTC clients and patients into HIV treatment, care and support, and
prevention services include:

e Integrating additional services at the HIV testing site, such as point-of-care CD4 testing and
isoniazid or cotrimoxazole preventive therapy;

e Integrating or co-locating HTC services with other HIV treatment, care and support, and
prevention services;

e Establishing partnerships between HTC sites and HIV treatment, care and support, and
prevention sites (both clinic-based and community-based), with policies that define mutual
roles, responsibilities, and procedures for escorting, introducing, and enrolling patients into
care;

e Improving HTC provider understanding of and engagement with referral sites; various tools
or approaches may be used to support providers in this, such as a comprehensive list of local
referral services, visits to the referral sites, and/or establishing personal contacts at the referral
sites;

e Providing additional counseling or social support services at the HTC site and/or within the
community for clients and patients who may need ongoing support and encouragement before
attending care and treatment services. Additional counseling might be provide by an expert
client or PLHIV who might share their experience with HIV care and treatment, offer
practical guidance, and help clients overcome real and perceived barriers to care;
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e Providing transportation, child care assistance, nutritional support, or other incentives for
providers, clients, or patients;

e Sending SMS reminders, making phone calls, or conducting home-visits (with informed
consent) to clients or patients to follow-up on referrals that were given at the HTC site;

e Providing follow-up linkage services in which counselors or case managers are assigned
responsibility for following up with clients, facilitating linkages by providing supportive
counseling, escort, or transportation services, and documenting that these linkages were
completed. Sites should also have supportive supervision systems in place to ensure that
linkages are being reinforced by all providers as part of quality HTC service delivery;

e Training providers to create an enabling environment for all clients and patients within the
HTC site, particularly for MARPs and other vulnerable populations who may be deterred
from following through on referrals due to stigma and discrimination; and

e Establishment of M&E systems that track linkages (see below).

The above list is not exhaustive and should not be viewed as recommended interventions, but rather
as illustrative examples that are either being implemented in some countries currently, or that
countries may wish to pilot. These and other innovative linkage strategies warrant further exploration
and evaluation to determine effectiveness, and successful linkage approaches should be documented
and expanded.

B. Monitoring and Evaluating Linkages from HTC to Other Services

In order to assess the effectiveness of models for strengthening linkages, systems should be
established for tracking these data. M&E systems should track linkages from the HTC site to other
prevention, care, treatment and support services. This means that HTC registers or other data
collection tools may need to be modified to capture not only the service that clients/patients were
referred to, but also whether they enrolled into or established HIV treatment, care and support, or
prevention services (clinic-based or community-based). Electronic client/patient databases (i.e.
captured through provider-issued “smart cards”) may be able to more accurately track patients in
various departments within a health facility or facilities, but paper-based systems should also be
modified to include these indicators. At the program or national level, the following proxy indicator
for linkage is included in the new WHO M&E Guide
(http://www.who.int/hiv/pub/vct/9789241501347/en/index.html):

# of newly diagnosed HIV patients accessing HIV care and/or ART for the first time this year

# persons testing HIV positive this year

Countries and programs should consider implementing this indicator and/or establishing systems for
tracking the number of people who are referred to a service who actually make it to that referral point
and receive services.

80


http://www.who.int/hiv/pub/vct/9789241501347/en/index.html

1.4.4 STANDARDS IN HIV TESTING AND COUNSELING

In all settings, HTC programs should adhere to the following minimum standards in order to ensure high-
quality service provision that meets the needs of clients and patients and provides accurate test results.
HTC should always adhere to national guidelines and follow the core WHO principles of consent,
confidentiality, counseling, and correct test results. All HTC sessions should include pre-test information,
testing, and appropriate post-test counseling based on client or patient’s test results, risk, and needs.

To help countries and programs address key technical areas in HTC, the HTC TWG works
closely with WHO to establish critical normative guidance in HTC. The following documents
have recently been released by WHO and are available online for your reference:

= Guide for monitoring and evaluating national HIV testing and counseling (HTC)
programmes: field test version.
http://www.who.int/hiv/pub/vct/9789241501347/en/index.html

= Handbook for improving HIV testing and counseling services.
http://www.who.int/hiv/pub/vct/9789241500463/en/index.html

= Delivering HIV test results and messages for re-testing and counseling in adults.
http://www.who.int/hiv/pub/vct/hiv_re_testing/en/index.html

= Guidance on provider-initiated HIV testing and counseling in health facilities.
http://www.who.int/hiv/pub/vct/pitc/en/index.html

A. Rapid HIV Testing

Simple, rapid, HIV test Kits that utilize whole blood or oral fluid samples and do not require cold
chain are essential to the expansion of HTC services. The use of point-of-care HIV rapid tests with
finger-prick sample collection and an appropriate algorithm as a diagnostic tool should be
considered in all HTC settings for ease of use, feasibility, and as an opportunity to provide same-hour
results. This may also reduce loss-to-follow up for clients and patients that do not return for their
results.

When selecting rapid test Kits, countries should refer to the USAID HIV Rapid Test Kit Waiver list
for the list of approved test kits:
http://www.usaid.gov/our_work/global_health/aids/TechAreas/scms/scms.html.

Persons conducting rapid HIV testing should be trained to deliver these services. CDC/WHO rapid
testing  training materials can be accessed online at the following link:
http://wwwn.cdc.gov/dls/ila/hivtraining/.

B. HTC Commodities and Supply Chain Management

HTC services cannot be provided without adequate supply of essential commodities. However, many
countries continue to experience stock-outs or expiry of HIV rapid test kits and other HTC supplies.
Efforts should be made to strengthen supply chain management systems to ensure accurate
forecasting for the needs of RTKs and other supplies, timely and accurate reporting on test kit and
supply usage, timely distribution of test kits to all HTC service delivery points, and appropriate
storage of test kits at HTC sites and in central distribution warehouses. Documentation of breaks in
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the supply chain or quantification of stock-outs or use of expired supplies (i.e. missed opportunities
for providing HTC due to stock outs) may help advocate for improving these systems.

Furthermore, centralized procurement mechanisms, demand forecasting procedures, and coordination
between supply-chain managers and program-service managers are needed to ensure continual
availability of commodities necessary for HTC. Consideration of use of the Partnership for Supply
Chain Management System (PSCMS) in support of these purposes is strongly encouraged.

C. Re-testing

Most people who test HIVV-negative do not need to be re-tested, and providers may need additional
training to change standard messages around the re-testing for the window period. Re-testing may be
important for persons at continual risk of infection, such as MARPs, pregnant women, and the HIV-
negative partner in a serodiscordant couple. Recommendations on re-testing are available in WHO
guidance referenced above, and countries should make efforts to implement changes in post-test
counseling messages to more accurately target re-testing messages and reduce unnecessary re-testing
among low-risk HIV-negative persons.

D. Task-shifting

Lay counselors are utilized in many HTC settings to ease the burden on already overworked
healthcare staff. Using rapid HIV test kits, and with appropriate training and supervision, lay
counselors can provide quality HTC services and are an instrumental part of the healthcare workforce.

E. Training and Supervision

In most countries there have been sufficient numbers of HTC providers trained to deliver these
services. However, additional training may be needed for in some settings (i.e. health facilities for
PITC), to supplement initial HTC training with new approaches (i.e. couples or child HTC), or for
supportive supervision and management and Quality Assurance.

Implementing partners should be encouraged not to replicate training curricula or develop new
materials when generic materials may already exist. The HTC TWG has standard curricula available
for: Couples HTC, PITC (draft), MARPs (draft), VCT and VCT Events (Campaigns).

F. Partner and Couples HTC

As noted above, in all countries and settings, regardless of epidemic type, HTC should be offered to
all partners of PLHIV. This is because of the high risk of transmission from PLHIV to uninfected
partners, and observed high rates of serodiscordant partnerships. Couples and partners HTC has been
shown to increase uptake of ART among pregnant women (Farquhar et al., 2004), reduce HIV
transmission, increase condom use, and reduce the frequency of sex acts with outside partners within
serodiscordant couples (Allen et al., AIDS, 2003; Dunkle et al., 2008). Couples should be encouraged
to test together when appropriate, and to receive their results together.

In generalized epidemics, it is strongly recommended that a partner- or couples-centered HTC
approach be integrated into all HTC settings, as appropriate. Although it may also be useful to offer a
couples-centered approach to HTC in countries with concentrated epidemics or with MARPs —
particularly among men who have sex with men (MSM) — there is currently less substantial evidence
for the benefits of couples HTC with these populations and additional research in this area may be
needed. Furthermore, other strategies for reaching MARPSs may warrant more attention to adequately
identify HIV-infected individuals in these settings.
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G. Linkages and Referrals

As previously discussed, linkage is a critical standard of HTC programs and increased effort should
be made to ensure that clients and patients are successfully linked with appropriate follow-up services
to have greater impact of HTC.

H. Quality Assurance (QA) and Quality Improvement (QI)

Ensuring the quality of HTC service delivery is essential for both testing and counseling processes.
Ensuring the provision of correct test results with appropriate counseling and linkage with other
services is critical for all HTC programs, and key quality indicators may be established to help
countries and programs assess and improve the quality of their services over time. In some countries
QA/QI working groups with representation from various agencies and technical areas have been
formed to strengthen QA/QI efforts. National policies and guidelines may also set out QA and QI
requirements or expectations, and the QA Handbook referenced above is also a useful resource.
Examples of QA/QI approaches for HIV testing and HIV counseling are listed below:

QA for HIV rapid testing QA for HIV counseling

e Use of validated HIV test kits and appropriate HIV e Counseling supportive
testing strategy and algorithm supervision, including

e Standard operating procedures for HIV testing weekly/monthly meetings on-

e Ensuring all HTC providers have been adequately site and quarterly meetings with
trained, including hands-on, practical training other sites

e Ongoing supportive supervision, including direct *  Provider self-reflection tools
observation e Client exit interviews

e Use of standardized, pre-printed laboratory logbook  Observed practice by supportive
for recording HIV test kit results and lot numbers Supervisor

e Proficiency testing in coordination with National
Reference Lab (External Quality Assurance)

e Post-marketing surveillance of rapid test Kits

I.  Waste Management

Standard Operating Procedures (SOPs) and guidelines for HTC should indicate proper waste disposal
procedures, and all HTC settings and approaches should follow these SOPs. Sharps should be
disposed of in designated sharps containers. Used test kits and other contaminated waste should be
placed in separate closed containers and incinerated, or should be disposed of according to bio-safety
guidelines. HTC providers and support staff involved in handling and disposing hazardous waste
should be adequately trained on infection prevention procedures.

J.  Monitoring and Evaluation

Monitoring and Evaluation (M&E) of HTC is an essential component of quality service delivery, and
allows programs to follow trends in HTC outcomes, utilize program data for strategic planning, and
report on key indicators at the national level and to PEPFAR. Data quality should be regularly
assessed by supportive supervisors as part of QA/QI systems, and improvements should be made as
needed. Key HTC indicators should be captured and reported in every setting where HTC occurs. The
aforementioned WHO guidance on M&E for HTC programs is useful for establishing national level
indicators for monitoring HTC programs over time, and is aligned with PEPFAR required and
recommended indicators.
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As M&E systems are strengthened, efforts should be made to also build capacity for program
evaluation to complement program monitoring data. Program evaluation may provide a more rigorous
assessment of specific HTC interventions or elements that are successful, or where modification
needs to be made.

K. Integration with Other Health Services

Many HTC programs have incorporated screening for other health issues or the direct provision of
other health services into HTC in order to increase the benefits of this service. With adequate support
and training, HTC programs should consider integrating these services:

TB screening, prevention, and referral services

Family Planning

Alcohol screening

Screening for high-risk HIV-negative clients/patients

STI screening

Gender-based violence screening, prevention, and counseling

L. Community Mobilization and Promotion of HTC Services

Community mobilization and promotion of HTC are important for increasing awareness about the
availability and benefits of HTC services, and are essential complimentary components of the
recommended HTC strategies that countries should prioritize in order to reach 80% population
coverage (Schwartlander et al, 2011). Countries and programs are encouraged to develop an HTC
logo or signboard for all HTC sites so that these service delivery points can be clearly identified by
clients and patients. Well-coordinated and thoughtful multi-media and professional advertising
campaigns can increase demand for HTC and address key HTC programming messages. Educational
materials such as posters and brochures may also be useful for providing additional information about
HTC or follow-up services. Community and religious leaders can also be engaged in community
mobilization to increase awareness, demand, and to help address social norms.

M. Condoms

All HTC clients and patients, particularly discordant couples, should have access to male (and female,
where appropriate) condoms. All HTC service delivery points should have condoms available and
should offer an initial adequate supply to HTC clients and patients as part of post-test counseling, and
should refer clients/patients to a location where they may access condoms.
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TECHNICAL AREA 1.5: PREVENTION WITH PEOPLE LIVING WITH HIV (PWP)

1.5.1 TECHNICAL CONSIDERATIONS: PwP

HIV prevention with people living with HIV (PLHIV) integrated into routine care is a core component of
a comprehensive and integrated HIV prevention, care, and treatment strategy. The following
considerations are consistent with guidelines issued by WHO® and CDC®* on prevention interventions for
people living with HIV in both clinic and community settings. They also address the myriad health and
prevention needs of HIV positive individuals outlined in the Positive Health, Dignity and Prevention
(PHDP) framework®.

Prevention interventions with HIV positive persons include both behavioral and biomedical interventions
aimed at reducing the morbidity and mortality experienced by HIV positive individuals and reducing the
risk of transmission to HIV-negative partner(s) and infants. By focusing on partner and couples HIV
testing and counseling, PwP interventions contribute to the identification of HIV positive individuals and
serodiscordant couples and partnerships. Partners who are newly identified as HIV positive can then be
linked into HIV prevention, care and treatment services. Identification of HIV discordant couples and
partnerships represents an opportunity to prevent new infections to the negative spouse or partner(s)
through provision of prevention services including routine re-testing and counseling of the HIV-negative
partner. PwP interventions also contribute to preventing mother-to-child HIV transmission (PMTCT)
through provision of family planning counseling and services to reduce unintended pregnancies among
HIV-infected women, safer pregnancy counseling to reduce HIV transmission within HIV serodiscordant
couples and to infants, and linkage of HIV positive pregnant women to PMTCT services. Finally,
ongoing adherence counseling and support services maximizes the care and prevention benefits of anti-
retroviral treatment by supporting optimal adherence among patients on treatment. PwP interventions
may also help retain persons in care by addressing the multiple prevention needs of HIV positive
individuals.

Evidence supports interventions with people living with HIV as an effective strategy for reducing sexual
risk behavior™ * % STI incidence®™ ¥, and unintended pregnancies®. These interventions can be

% world Health Organization (2008). Essential Prevention and Care Interventions for Adults and Adolescents Living
with HIV in Resource-Limited Settings. Available at: http://www.who.int/hiv/pub/guidelines/EP/en/index.html. Last
accessed: May 20, 2011.

91 Centers for Disease control and Prevention (2003). Incorporating HIV Prevention into the Medical Care of Persons
Living with HIV: Recommendations of CDC, the Health Resources and Services Administration, the National
Institutes of Health, and the HIV Medicine Association of the Infectious Diseases Society of America. MMWR, 52(RR-
12):1-24.

92 GNP+, ICW, Young Positives, EngenderHealth, IPPF, UNAIDS. 2009. Advancing the Sexual and Reproductive
Health and Human Rights of People Living With HIV: A Guidance Package. Amsterdam, GNP+. Available at:
http://data.unaids.org/pub/Manual/2009/20090730_srhr_of_plhiv_guidance_package_en.pdf.

9% Crepaz, N., Lyles, C.M., Wolitski, R.J., Passin, W.F., Rama, S.M., Herbst, J.H., Purcell, D.W., Malow, R.M., Stall,
R. (2006). Do prevention interventions reduce HIV risk behaviours among people living with HIV? A meta-analytic
review of controlled trials. AIDS, 20, 143-57.

9 Kennedy C, Medley A, Sweat M, O’Reilly K. (2010). Behavioural interventions for HIV positive prevention in
developing countries: a systematic review and meta-analysis. Bull World Health Organ, 88:615-623
doi:10.2471/BLT.09.068213.

% Johnson, B.T., Carey, M.P., Chaudoir, S.R., Reid, A.E. (2006). Sexual Risk Reduction for Persons Living with HIV
Research Synthesis of Randomized Controlled Trials, 1993 to 2004. JAIDS, 41, 642-50.

% Saleh-Onoya D, Reddy P, Ruiter R, Sifunda S, Wingood G, van den Borne B. (2009). Condom use promotion
among isiXhosa speaking women living with HIV in the Western Cape Province, South Africa: a pilot study. AIDS
Care, 21(7):817-825.
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effectively delivered by health care providers® '® counselors/social workers’® and lay or peer
counselors'® % 1% in poth clinic and community settings. Models also suggest that prevention
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interventions with PLHIV are cost effective™.

A. HIV Prevention Messages and Services Should Be Integrated into all Clinical Settings Providing
Care to HIV-Infected Individuals

HIV prevention messages and services should be delivered as part of the routine care of HIV positive
persons in HIV care and treatment settings. In addition, prevention interventions for people living
with HIV/AIDS should be integrated into all clinical settings providing care or services to HIV sero-
positive persons, such as TB, STI, PMTCT clinics. HIV positive persons with TB have regular and
extended contact with health care providers during their TB treatment which presents unique
opportunities for consistent delivery of prevention interventions. STI treatment clinics, in settings
where they exist as stand-alone services, are also important venues for identifying HIV positive
individuals and discordant couples/partnerships and for delivering HIV prevention messages.
Similarly, PMTCT programs are critically positioned to provide prevention messages and services
(including partner testing) to large numbers of pregnant women and their sexual partner(s). ANC
services should encourage both HIV positive and HIV-negative pregnant women to bring in their
partner(s) for HIV testing and counseling.

B. HIV Prevention Messages and Services Should Also Be Integrated into Community Settings That
Serve Individuals, Couples, and Families Living with HIV

Community programs that serve individuals, couples, and families living with HIV also offer
opportunities for providing and reiterating prevention messages and are important venues for
provision of services. These programs are especially important for targeting people living with HIV
(PLHIV) who know their HIV status but are not yet eligible for anti-retroviral therapy (ART) as these
patients may not be accessing regular care or services from clinic settings. PLHIV support groups

o7 Wingood, G.M., DiClemente, R.J., Mikhall, I., Lang, D.L., McCree, D.H., Davies, S.L., Hardin, J.W., Hook, E.W 3rd,
Saag, M., A Randomized Controlled Trial to Reduce HIV Transmission Risk Behaviors and Sexually Transmitted
Diseases Among Women Living With HIV: The WIiLLOW Program. Journal of Acquired Immune Deficiency
Syndrome, 37:S58-S67.

% King, R., J. Estey, et al. (1995). A family planning intervention to reduce vertical transmission of HIV in Rwanda.
AIDS, 9(Suppl 1):S45-51.

% Crepaz et al., 2006.

0 Gardner, L. I., Marks, G., O’Daniels, C. M., Wilson, T. E., Golin, C., Wright, J., et al. (2008). Implementation and
evaluation of a clinic-based behavioral intervention: Positive STEPS for patients with HIV. AIDS Patient Care and
STDs, 22: 1-9.

191 Myers J, Shade S, Rose C, Koester K, Maiorana A, Malitz F, et al. (2010). Interventions delivered in clinical
settings are effective in reducing risk of HIV transmission among people living with HIV: results from the Health
Resources and Services Administration (HRSA)'s Special Projects of National Significance Initiative. AIDS Behav,
14:483-492.

192 cornman DH, Kiene SM, Christie S, Fisher WA, Huper PA, Pillay S, et al. (2008). Clinic-based intervention
reduces unprotected sexual behavior among HIV-infected patients in KwaZulu-Natal, South Africa: results of a pilot
study, JAIDS, 48(5):553-60.

103 peltzer K, Tabane C, Matseke G, Simbayi. (2010). Lay counselor-based risk reduction intervention with HIV-
positive diagnosed patients at public HIV counseling and testing sites in Mpumalanga, South Africa. Evaluation and
Program Planning (epub).

1% Torpey K, Kabaso M, Mutale L, Kamanga M, Mwango A, Simpungwe J, Suzuki C, Mukadi Y. (2008). Adherence
support workers: a way to address human resource constraints in antiretroviral treatment programs in the public
health settings in Zamiba. PlosOne, 3(5):e2204.

195 Marseille E, Shade S, Myers J, Morin S. (2011). The cost-effectiveness of HIV prevention interventions for HIV-
infected patients seen in clinical settings. JAIDS, 56(3):e87-e94.
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and prevention programs directly implemented by PLHIV are well positioned to address the special
needs and issues of fellow PLHIV and their partners through sharing of experiences and identification
of best practices for disclosure, sexual risk reduction, medication adherence, and other strategies for
positive living such as proper nutrition. Other community-based forums for reinforcing prevention
messages and services include community and home-based care and support interventions for PLHIV
and their families. These can also be important avenues for providing HIV testing and counseling
(HTC) services for spouses and child(ren) of PLHIV, along with community and mobile HTC
programs.

C. Clinic and Community Programs Need to Offer Ongoing, Comprehensive HIV Prevention
Interventions for PLHIV

All clinic- and community-based programs serving PLHIV should offer a comprehensive package of
HIV prevention messages and services on an ongoing basis, including delivery of or referral to the
following:

e HIV Testing and Counseling of Sex Partners and Family Members. Sex partners and
children of HIV-infected persons are at high risk for HIV infection, yet studies show that
many PLHIV do not know their partner(s)’ HIV status'®. HIV testing identifies infected
partners and family members in need of HIV care and treatment, and identifies HIV-negative
partners who are unknowingly in a serodiscordant relationship and may benefit from
additional prevention services. Providers should regularly ask PLHIV about whether they
have disclosed to their partner(s) and if their partner has been tested. Counseling and support
for partner/couples testing should be ongoing, rather than solely at intake, in order to
accommodate for new sexual partnerships, and address the re-testing needs of HIV-negative
partners. Where possible, PLHIV should be encouraged to receive couples’ HTC together
with their sexual partner(s), as this allows partners to learn their HIV status together and to
make joint decisions about how to protect their health as individuals, as a couple, and as a
family.

o Interventions for HIV Discordant Couples. Early identification of HIV discordant couples
and partnerships through routine HIV testing programs, and linkage of the HIV-infected
individual into prevention, care and treatment services, represents an opportunity to prevent
transmission of new infections to the negative spouse or partner(s). Anti-retroviral treatment
for the HIV positive partner is associated with both reduced viral load™" *®® and reduced risk
of HIV transmission to sex partners within discordant partnerships'® %1112 ART along
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with safer pregnancy counseling can reduce the risk of HIV transmission to the negative
partner among discordant couples trying to conceive a child*®. This is especially important if
the woman is the HIV-negative partner as HIV infection during pregnancy is associated with
an increased risk of mother-to-child HIV transmission due to the high viral loads associated
with acute infection*'* 1% 11¢,

Providing sexual risk reduction counseling and ongoing support to discordant couples is an
effective strategy for reducing the frequency of unprotected sex™" **® and the number of sex
acts with outside partners*®. In addition, evidence indicates that couples counseling can
increase the uptake of PMTCT interventions among HIV positive pregnant women in
antenatal clinics'®. For HIV-negative males, medical circumcision has been shown to reduce
the risk of HIV acquisition by at least 60 percent*?. Thus, offering circumcision to the HIV-
uninfected male partners of HIV positive women should be routine when addressing the
prevention needs of discordant couples. To help ensure that the couple is able to maintain
their HIV discordance, the HIV-negative partner in discordant partnerships should be offered
HIV testing and counseling at least annually, or in line with WHO retesting

recommendations'?.

Support of Safe Disclosure to Sex Partners and Family Members. Disclosure allows
partners and family members to access HTC services as well as care and treatment services, if
needed. Disclosure also allows sex partners to make decisions about how to protect
themselves from HIV including decisions about condom use and other risk reduction
strategies. For HIV positive clients, disclosure can lead to support from their partner(s) and/or
family, which improves uptake of, and adherence to, care and treatment programs. For those
persons who feel able to safely disclose without incurring harm, strategies for safe disclosure
should be discussed. Provider- or counselor-assisted disclosure is an option for those who do
not feel comfortable disclosing on their own; couples HTC is another method for individuals
to learn their HIV status together in the presence of a trained counselor. Participation in peer
support programs should be encouraged to help facilitate and promote safe disclosure.

Safer Sex Counseling. HIV positive individuals should be given information about
protecting their own health and the health of their partners and family members through safer
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sex practices, including fidelity to one sex partner of known HIV status, reduction in multiple
partnerships, and correct and consistent use of male and female condoms. These interventions
protect HIV-infected persons from acquiring new infections such as other sexually
transmitted diseases or other strains of HIV that may be difficult to treat. All sexually active
HIV-infected persons should also be strongly encouraged and counseled to practice safer sex
to prevent HIV transmission. Behavioral interventions that encourage safer sex and offer
skills development (e.g. condom negotiation, condom use, etc.) should be part of every
medical or counseling encounter with HIV positive persons. PLHIV support group
facilitators, peer educators, expert patients and community care providers that interact with
PLHIV should have the capacity to provide ongoing support and counseling for safer sex and
serve as consistent sources of condoms and other relevant commodities outside of the
clinic/facility.

Alcohol Use Assessment and Counseling. Alcohol use is associated with both increased
risky sexual behavior'? *** and reduced adherence to ARVs'?. Alcohol use can also lead to
poorer health outcomes among HIV positive individuals including higher viral loads'®,
accelerated disease progression™” '#, and increased levels of depression'®. Although the
rate of alcohol use in many HIV positive persons in sub-Saharan Africa is high, assessment of
alcohol use and its impact on the health and behavior of PLHIV as part of patients’ care is
lacking. Health care providers and counselors in facility and community settings should
assess alcohol use in HIV positive persons and encourage abstinence from alcohol or
reduction in use. Moreover, patients with substance (i.e. cocaine, marijuana, and/or injecting
drugs) and/or alcohol problems should be linked to substance abuse treatment programs,
where available but at a minimum should be offered risk reduction counseling by a health
care provider. While these technical considerations focus on preventing sexual transmission
of HIV, the PwP Task Force also recognizes the importance of preventing HIV transmission
among persons who inject drugs through needle /syringe exchange programs and other harm
reduction interventions. Guidance for these programs can be found in the Technical
Considerations for Biomedical Prevention: Intravenous and Non-Intravenous Drug Use. HIV
positive persons who inject drugs and their sexual partner(s) are also an important, yet
underserved population in need of sexual risk reduction counseling and other HIV prevention
messages and services. Programs working with these populations should integrate HIV
prevention into the routine services offered to HIV positive persons who inject drugs.

Assessment and Treatment of Other Sexually Transmitted Infections (STIs). Routine
assessment, treatment, and partner management of STls is important for addressing the care
and prevention needs of PLHIV and can improve the health of HIV positive patients, their
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partners and families**®. Some STIs may be more complicated and difficult to treat in HIV-
infected individuals®!. For example, HIV-infected patients with genital herpes (HSV) may
experience more protracted, severe episodes and may require antiviral treatment for HSV at
higher doses for longer durations™. In addition, many STIs can have harmful effects on
pregnant women and/or their unborn children and can reduce fertility in both men and
women. Thus, women and their partners should be assessed and treated for STIs before
becoming pregnant. An STI can be a marker for unprotected sex. This is especially true for
new or incident STI cases but may be less true for recurrent incurable STIs like HSV which
can recur without sexual activity. HIV positive patients who are co-infected with an STI
should be given risk reduction counseling about the importance of condom use to prevent
transmission of HIV or other STIs to their partner(s) and decreasing the risk of acquiring
another STI. STI treatment of both patient and his/her partner(s) prevents further STI
transmission and re-infection between the couple members. PLHIV support group
facilitators, peer educators, expert patients and community care providers that interact with
PLHIV should have information on how to recognize the signs and symptoms of common
STls and have the capacity to provide basic ongoing counseling for ST1 prevention. This will
enable community workers and peer educations to provide early referral of their clients and
peers for STI treatment.

Family Planning and Safer Pregnancy Counseling. Prevention of unintended pregnancy in
HIV positive women is an important intervention for prevention of mother-to-child
transmission of HIV (PMTCT). Sexual activity tends to increase as health improves among
HIV positive persons on ART. However, women often report low rates of condom use in
stable relationships. Further, many HIV positive women in sub-Saharan Africa report an
unmet need for contraception*®. This highlights the critical need to provide family planning
counseling and services for HIV-infected persons in order to reduce the number of
unintended pregnancies among these women. Family planning counseling and provision of
contraceptive services ideally should be integrated within most HIV-related clinical settings.
For HIV positive women who desire children, safer pregnancy counseling on methods to
reduce the risk of HIV transmission to their partners and children is needed. Pregnant women
are at increased risk for HIV seroconversion during pregnancy®**, and recent evidence
indicates that men are also at increased risk for acquiring HIV during the woman’s
pregnancy’®. To prevent new HIV infections among pregnant women and their partner(s), it
is essential that partner testing or couples HTC and risk reduction counseling be offered to all
pregnant women and their partner(s). HIV positive women who become pregnant should be
linked to appropriate PMTCT programs. In addition, PLHIV support group and mothers-to-
mothers group facilitators and community care providers who interact with pregnant PLHIV
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and their partners should have the capacity to provide ongoing family planning counseling
and support for safer pregnancies.

Condom Distribution and Promotion. All clinic and community-based programs must
discuss the importance of correct and consistent condom use and distribute/provide condoms
to all PLHIV at every encounter with a health facility or community care provider or
counselor (12 condoms per monthly visit at a minimum for sexually active clients). Engaging
and enlisting the support of peer educators, who are themselves HIV positive, is particularly
effective for promoting and distributing condoms and lubricants, especially among most-at-
risk populations (e.g., men who have sex with men, people who inject drugs, and commercial
sex workers), as these populations often have limited interaction with health facilities and
HIV prevention programs. Increasing condom distribution supports consistent condom use
among HIV positive individuals and discordant couples, and may help increase uptake and
normalize routine use of condoms.

Adherence Counseling and Support. Adherence counseling and support should be offered
to both HIV positive individuals and serodiscordant couples, as anti-retroviral treatment
(ART), when taken as prescribed, can significantly inhibit HIV viral load and replication™®,
reduce the morbidity and mortality experienced by PLHIV**" **® and reduce the risk of HIV
transmission to sex partners*®* 1% 1142 - T maintain optimal treatment efficacy high level
adherence is required; however many individuals struggle to take their prescribed ARVs
consistently. Thus, interventions that increase adherence to prophylactic medications (e.g.,
cotrimoxazole) and therapeutic regimens (e.g., ARVS) are an important component of
prevention for HIV-positive persons. Effective interventions include pillbox organizers,
treatment supporters, provider-delivered education or counseling, couple-based counseling,
telephone support, reminder devices, home visits, and directly observed therapy'®.
Adherence support interventions can be successfully delivered in an ongoing manner at

clinical, community, or home settings.

Development and Support of Client-Driven Prevention Goals. Encouraging PLHIV to set
prevention goals, particularly in clinic and community counseling sessions, provides a
mechanism for PLHIV to consider their HIV prevention needs and to aim and accomplish
improved prevention behaviors and care. Ongoing review of prevention goals by clinic and
community-based health care workers and counselors allows for continuous preventive care
which is tailored to each individual’s circumstances.

Participation in Relevant Peer Support Activities: Between clinical visits patients and
their partners need support to maintain the motivation to achieve their prevention goals. This
support can be provided through clinic- and/or community-based peer group programs if
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desired by the patient. Facilitators of such groups/programs should be well trained and have
the capacity to ensure that the prevention messages and services described above are
integrated into their support programs.

D. Linking and Retaining Individuals into HIV Care and Treatment Services Is an Important
Component of PwP Services

Although access to HIV testing and counselling has rapidly expanded, only about 40% of PLHIV are
aware of their status*** and even fewer know their partner’s HIV status* *°. Ongoing HTC efforts,
therefore, must place greater priority on identifying HIV positive individuals and serodiscordant
partnerships, and linking these persons with appropriate HIV prevention, treatment, care, and support
services. A variety of clinic and community-based HIV testing strategies will be needed to increase
the number of PLHIV who know their HIV status. Once individuals have been diagnosed, actively
linking them into HIV prevention, care, and treatment services is necessary to protect their health**’
and to reduce the risk of HIV transmission to uninfected partners'*®. However, many newly
diagnosed patients either do not enroll™* or do not stay enrolled in HIV care and treatment services
after diagnosis™®. Studies indicate that as few as 1/6 to 1/3 of persons diagnosed with HIV will
initiate ART™". Thus, strategies to ensure early enroliment and retention in care are important to
maximize the health and prevention benefits for persons living with HIV.

Identifying and implementing innovative strategies for linking patients into care is urgently needed as
approximately half of individuals newly diagnosed with HIV do not enroll in HIV care and treatment
services™* ™**, Several strategies have been used to facilitate linkage and enrollment of HIV positive
individuals into HIV care and treatment services. For example, provision of HIV prevention and care
services at the HIV testing site, including point-of-care CD4 testing, may improve clients’ access to
these services and facilitate linkage into HIV care and treatment services. Other linkage strategies
include co-location of services, physical escort by peer educators, ongoing case management, follow-
up counseling by a community health worker, and community support groups.

Among those individuals who do enroll into services, attrition is very high, and as many as half will
drop out of care before receiving ART™* ™. Prioritizing retention of individuals who have not yet
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begun ART is key to enhancing the impact of prevention services as these patients are more likely to
default from care™® and are at higher risk for transmitting HIV to their partner(s) and child(ren)
compared to patients with suppressed viral loads™’. Integrating HIV prevention into care and
treatment services may be one way to retain both pre-ART and ART patients in care as it provides
patients with the knowledge and skills necessary to protect both their own health and the health of
their partner(s) and families. Providing ongoing education and treatment literacy through adherence
counseling and support can help patients understand the importance of regular clinic attendance and
medication adherence. Peer counselors and psychosocial support groups can also be important
sources of supportive counseling for these patients and should be utilized within both clinic and
community settings. Establishing a patient follow-up team within the clinic to prioritize patients at
higher risk for default for supportive counseling and to track clients who have been lost to follow-up
can also help retain both pre-ART and ART patients in care. Using community-based services (e.g.
home visits by community health workers) and technology (e.g. mobile phone calls/text messaging)
are other innovative strategies that may help retain patients in care.

E. Using Lay (or Peer) Counselors Is a Feasible Model for Task-Shifting Provision of PwP Services
within Clinical Settings

Inadequate numbers of health care workers in clinics and large numbers of patients lead to heavy
patient loads and severe time constraints for health care providers. Consequently, providers often
have little time to discuss HIV prevention issues with their patients. Yet many patients need in-depth
discussions on prevention issues, such as overcoming barriers to disclosure, partner testing, and
negotiating condom use with partners. Lay counselors have been successfully utilized in HIV clinics
to provide ARV medication adherence counseling®®®, sexual risk reduction counseling®®® % %! and
HIV testing and counseling. In addition, several countries have found that including lay counselors in
clinics to provide these services is a feasible model of task-shifting which helps reduce the education
and counseling burden on health care providers. With appropriate supportive supervision from health
care providers, incorporating lay counselors, most of whom are HIV positive, into clinic settings is a
potentially cost-effective and supportive model for delivering prevention counseling and
partner/couples testing to HIV positive patients in clinical settings. These lay counselors can reinforce
prevention messages delivered by health care providers, assist patients in overcoming barriers to
engaging in safer behaviors, and provide ongoing support to patients. Where feasible, lay counselors
should be identified from amongst capable and willing PLHIV, be trained, and become part of the
health care team.

F. PwP/PHDP Requires National Coordination and Leadership

Integrating HIV prevention into the routine care offered to HIV positive individuals in both clinic and
community settings requires coordination and collaboration across multiple disciplines—many of
which work in parallel programs. Such collaboration is needed to support integration of services and
to strengthen referral networks. Furthermore, Prevention, Care and Treatment Programs must work
collaboratively on PwP efforts and these programs must be jointly managed and owned by program
leadership with meaningful involvement of PLHIV to ensure the continuity and sustainability of in-
country programs. Given that prevention interventions with HIV positive persons should be delivered

156 | arson et al., 2010.
157 Donnell et al., 2010.
158 Torpey et al., 2008.
15 Cornman et al., 2008.
160 Myers et al., 2010.

11 peltzer et al., 2010.

93



in both clinic and community settings, responsibility for these programs should not fall under one
domain (e.g. care and treatment, prevention, HIV testing and counseling), but should be shared and
coordinated in order to ensure success and buy-in.

Experience from several countries has shown that the best way to achieve coordination and
collaboration between USG prevention, care and treatment programs, as well as to engage Ministries
of Health and Defense, is through the creation of a national technical working group (TWG) headed
by an invested stakeholder or “champion”. The national TWG should be formed through the Ministry
of Health and National AIDS Program, and should include members from all services involved in
comprehensive prevention efforts (e.g., STI, FP, HIV care and treatment, TB, HTC, PMTCT and
Prevention). There should also be meaningful involvement and leadership of PLHIV and civil society
in these efforts to ensure sustainability and continuity. The national TWG should develop or
strengthen existing Care and Treatment policies and guidelines on integration of prevention
interventions into clinic and community settings, as well as ensure that prevention with PLHIV is part
of the National Prevention Strategy. The TWG should also address implementation and monitoring
issues.

1.5.2 MONITORING AND EVALUATION: PwP

Programs should include indicators to monitor and evaluate delivery, quality, and impact of these
prevention interventions and services. These indicators should be harmonized with PEPFAR’s and the
country’s national indicators. The PwP Task Force, in collaboration with the Surveillance and
Information (SI) TWG, has developed a set of PwP indicators as part of the next generation PEPFAR
indicators for countries to consider. The required PwP PEPFAR indicator defines the minimum package
of prevention services for PLHIV and encourages partners to routinely deliver such services to PLHIV as
part of both clinic and community-based care and treatment services. The indicator can be used to
identify the number of PLHIV reached with this minimum package of services. The PEPFAR Next
Generation Indicators Guide includes additional information on the indicator and how it is measured.
Recommended indicators can be used to monitor individual prevention services delivered to PLHIV (e.g.,
partner testing, family planning or risk reduction counseling). Countries may wish to align particular
elements of the PwP minimum package of services with specific indicators from other program areas.
For example partner/couples HIV testing and counseling can be aligned with HTC indicators as found in
the newly released WHO M&E Guide'®.

1.5.3 COUNTRY CONTEXTUAL CONSIDERATIONS: PwP

Country teams are encouraged to use existing epidemiologic data, including data from recent
Demographic and Health Surveys (DHS) and AIDS Indicator Surveys (AIS), to plan prevention services
for PLHIV. As programs are scaled up, countries should prioritize highest prevalence areas and highest
burden clinic settings to maximize the number of PLHIV that can be reached with prevention
interventions. These prevention interventions should also be expanded to community settings within the
same regions. Bidirectional linkages between the clinic and community programs should be developed to
increase PLHIVs’ access to PwP messages and services.

182 \World Health Organization. (2011). Guide for monitoring and evaluating national HIV testing and counselling

(HTC) programmes: field-test version. Available at: http://www.who.int/hiv/pub/vct/9789241501347/en/index.html.
Last accessed: May 20, 2011
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As HIV prevention interventions for PLHIV progress and scale-up, countries are encouraged to expand
the materials, messages, and intervention strategies to include most-at-risk PLHIV, (e.g., commercial sex
workers, people who inject drugs, men who have sex with men, etc). Services for uniformed personnel
and their families and spouses such as military and police are also encouraged along with services for
other vulnerable groups, including migrant workers, miners, transport workers, and refugees.

1.5.4 LINKAGES AND WRAPAROUNDS: PwP

Any program or activity that provides services to HIV positive individuals or identifies HIV positive
individuals should provide, or be linked with, prevention services. For example, HTC programs should
include prevention messaging for individuals diagnosed as HIV positive, and offer or refer clients and
patients to ongoing prevention counseling, as needed. These programs should also actively link these
patients into HIV care and treatment programs for ongoing prevention, treatment, care and support
services. Similarly, reproductive health and family planning clinics should offer HTC to all clients and
provide risk reduction counseling and active linkage to HIV care and treatment for those individuals
identified as HIV positive. Passive referral to HIV care and treatment services is insufficient as many
newly diagnosed patients do not enroll in HIV care and treatment services'®. Innovative strategies for
actively linking patients into HIV care and treatment services need to be developed and implemented.

HIV clinic settings where partner testing, STI assessment and treatment, and family planning services for
HIV positive individuals cannot be integrated into routine care should have strong linkage and referral
systems for patients who need these services. HIV positive individuals with other infections such as
malaria or TB should be linked to appropriate treatment services. HIV positive pregnant women should
be linked to PMTCT services. Individuals with mental health problems should be referred to on-going
counseling services and support services. In addition, HIV positive individuals with alcohol or substance
abuse problems should be linked with substance abuse treatment programs and needle/syringe exchange
programs, where available.

Patients at STI clinics are likely to be engaging in high risk behaviors which place them at risk for
incident HIV infection. The high viral loads associated with acute infection coupled with the high risk
behavior of patients in STI treatment clinics, make this population a high priority for HIV prevention
messages and services including HIV testing and counseling and risk reduction counseling. Providing
HIV testing and counseling as part of the routine services offered to patients in STI treatment clinics can
also identify patients co-infected with HIV so that these patients can be linked with HIV prevention, care,
and treatment programs.

Clinic programs should link HIV positive clients with prevention, care, and support programs in the
community. Community-based programs should reinforce provider-initiated prevention messages by
adapting clinic-based interventions so that messages and services delivered to PLHIV are consistent
across settings and partners. These community programs should have strong bidirectional linkages with
clinic programs and provide timely referrals to ensure access to critical prevention, care, and treatment
services. These linkages will support the physical, mental, social, and economic well-being of PLHIV,
their partner(s), and family.

Section 2. Treatment, Care and Support

163 Micek et al., 2009.
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TECHNICAL AREA 2.1: ADULT CARE AND TREATMENT

Care and Treatment—Comprehensive and compassionate care should always be a goal in care
and support programs. Adult care and support services comprise facility-based and
home/community-based activities for HIV-infected adults aimed at extending and optimizing
quality of life from the time of diagnosis throughout the continuum of iliness, through provision of
clinical, psychological, social, spiritual, and prevention services; and for improving the lives of their
contacts (HIV-affected persons). For further explanation, see the revised version of PEPFAR Care
and Support Technical Guidance on PEPFAR.net. This document focuses on adult care and
support. See Pediatric Care and Treatment Technical Considerations for guidance concerning care
and support for HIV-infected children.

Adult Care and Support—All facility-based and home/community-based activities for HIV-
infected adults and their families aimed at extending and optimizing quality of life for HIV-infected
clients and their families throughout the continuum of illness through provision of clinical,
psychological, spiritual, social, and prevention services. Clinical care should include prevention
and treatment of Ols (excluding TB) and other HIV/AIDS-related complications including malaria
and diarrhea (providing access to commodities such as pharmaceuticals, insecticide-treated nets,
safe water interventions and related laboratory services), pain and symptom relief, and nutritional
assessment and support including food. Psychological and spiritual support may include group
and individual counseling and culturally-appropriate end-of-life care and bereavement services.
Social support may include vocational training, income-generating activities, social and legal
protection, and training and support of caregivers. Prevention services may include “prevention
for positives” behavioral counseling and counseling and testing of family members. The purchase
of Ol drugs (excluding TB drugs) should be included under Adult Care and Treatment. ARV
treatment should be coded under Adult Treatment and ARV Drugs.

Adult Treatment - including infrastructure, training clinicians and other providers, exams,
clinical monitoring, related laboratory services, and community-adherence activities. Clinical
monitoring and management of opportunistic infections is classified under Adult Care and
Support.

2.1.1 BACKGROUND: ADULT CARE AND TREATMENT
The key elements of a strong care and support program are interventions that lead to:

o Early identification of HIV-infected persons, linkage, and retention in care. Most HIV-
infected persons enter HIV treatment and care programs with advanced disease. There is a
need to identify persons earlier in their illness and to create effective linkage and retention
mechanisms to maximize the benefits of HIV treatment and care;

e Reduction in HIV-related morbidity and mortality. There is an array of important
interventions that reduce morbidity and mortality for persons with HIV. Because of proven
effectiveness and cost-effectiveness for reducing mortality, provision of cotrimoxazole
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(CTX) prophylaxis in accordance with WHO recommendations and TB identification and
treatment are very high priority interventions. Other services (prevention of malaria, safe
water and hygiene, food and nutrition, and others) that can reduce early morbidity or
mortality outcomes are discussed in this document;

e Improved quality of life. The assessment and management of pain and other symptoms and
provision of appropriate psychological, social, and spiritual support are important elements in
improving the quality of life for HIV-infected persons and family members and other contacts
affected by HIV disease. In addition to reducing morbidity/mortality, the interventions listed
under the second bullet above also contribute to improved quality of life; and

e Reduction in transmission of HIV infection from HIV-infected to uninfected persons.
Prevention with positives (PwP) programming, integrated into HIV care services, is critical
for reducing the risk of ongoing HIV transmission. PwP activities include short term and
ongoing behavioral counseling to reduce high-risk behaviors, distribution of condoms,
attention to risks imposed by alcoholism and use of other drugs, and screening and treatment
of sexually transmitted infections.

Each of the above elements should be supported within a framework of key cross cutting
considerations, including sensitivity to gender-specific issues, linkage of facility-based and
community/home-based services, equitable distribution of services across geographic areas and
populations; sustainable improvement in health care systems; improvement in the quality of
programs, and appropriate monitoring and evaluation.

A. Adult Treatment:

From 2004 to present, the effort to scale up adult treatment under the President’s Emergency Plan for
AIDS Relief (PEPFAR) produced remarkably successful results in terms of three key priorities:
access, quality, and sustainability.

PEPFAR was launched in 2003 to combat global HIV — the largest commitment by any nation to
combat a single disease in human history. HIV care and treatment has been a cornerstone of this
unprecedented effort. The original “2-7-10" goals of PEPFAR were to treat 2 million persons with
ART, prevent 7 million new infections, and provide care for 10 million HIV-infected persons and
AIDS orphans. Through October 2009, PEPFAR was directly supporting nearly 2.5 million
individuals on antiretroviral therapy at more than 6,000 sites in 31 countries and WHO estimates that
5.2 million are receiving treatment in low- and middle-income countries. Treatment programs of this
enormous scope not only provide beneficial effects for the health of the individual, they directly
prevent hundreds of thousands of new infections each year, and stabilize families, communities and
entire countries. These successes contributed to the decision to set ambitious goals for PEPFAR's
second phase, including a treatment goal of direct support for more than 4 million individuals.
PEPFAR is unambiguously committed to scaling up treatment to meet this goal. However, there still
remains significant unmet need for treatment, with an estimated 10-15 million people eligible for
treatment in low and middle-income countries.

Treatment scale-up has generally been of high quality, with national outcomes evaluations in
Rwanda, Kenya and Mozambique demonstrating 78% 12-month retention rates on treatment and
mortality, CD4 count gains, and virological suppression rates similar to rates reported in many
European and North American cohorts. These results, and the results from other evaluations of
national ART programs, suggest that PEPFAR treatment programs are achieving excellent patient
outcomes in resource-limited settings. Furthermore, quality improvement programs have been
integrated into many ART clinics to continually improve retention, adherence, and response to ART.
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Ensuring the sustainability of ART programs remains an important focus under the new PEPFAR
strategy. Sustainability of ART programs in recent years has been greatly enhanced by achieving
significant cost savings on antiretroviral drugs (ARVSs), strengthening health systems, building local
capacity to deliver services, and utilizing cost modeling projections to inform resource allocation and
guide scale-up of ART programs. Cost savings have been achieved through the creation of the FDA
tentative approval process in 2004, pooled procurement of ARVs by Supply Chain Management
System (SCMS), and the rapid uptake of quality generic drugs in PEPFAR-funded programs.
PEPFAR supported ART programs have sought to strengthen health systems at community, clinic,
District, and National levels through the formation of community health committees; the training and
retention of facility-based and community-based local health workers; capacity building of
sustainable and effective community-based organizations; ensuring the reliability and integrity of
effective supply chains, and laboratory networks; and improving information and quality
management.

While strengthened supply chains and lower ARV prices have helped increase access and improve the
efficiency of ART programs, an important goal of PEPFAR is to ensure continuous treatment of those
started on ART. Hence, cost modeling projections have been used to inform the most efficient and
effective use of resources. Collaboration with national ministries of health and other international
stakeholders to implement and adapt revisions to national HIV guidelines has promoted coordinated
and efficient national ART programs. Furthermore, developing and strengthening indigenous
partners to assume leadership of ART programs has helped ensure sustainability of ART programs
into the future.

B. Prevention with People Living with HIV:

Recent data from country Demographic and Health Surveys (DHS), AIDS Indicator Surveys (AIS),
and research studies in sub-Saharan Africa document the need for effective prevention interventions
for HIV positive individuals. For example, in generalized, high-prevalence epidemics, many HIV
positive persons are in discordant relationships or partnerships, which represent opportunities to
prevent new infections to the negative spouse or partner(s). HIV disclosure rates are often low,
resulting in many individuals who do not know that their spouse or partner(s) are living with HIV
(Medley et al., 2004). Furthermore, rates of condom use are very low, especially with regular sexual
partners. Alcohol use among many persons living with HIV is high, and is often associated with risky
sexual behavior (Cook et al., 2006) and poor adherence to ARVs (Kalichman et al., 2007). Sexually
transmitted infections (STIs) are prevalent among HIV positive persons and may facilitate sexual
transmission of HIV to partners (Wegbreit et al., 2006). In addition, approximately half of HIV
positive women sampled in recent DHS Surveys in Kenya and Uganda reported that their last
pregnancy was unplanned or unwanted (54% and 49%, respectively; Bunnell, 2007). Among HIV
positive women who did not want more children, the majority (64%) reported that their needs for
contraception were not being met (Bunnell, 2007). Prevention of unwanted pregnancy in HIV positive
women is an important intervention for prevention of mother-to-child transmission (PMTCT). For
those PLHIV desiring children PwP services provide an opportunity to access accurate information
and counseling support for safer pregnancy options and early referral into PMTCT services.

These findings support the need for efficient and effective prevention strategies for HIV —infected
persons. Prevention interventions with HIV-infected individuals protect the health of the infected
person and reduce the spread of HIV to sex partners and children. Prevention strategies may be
behavioral or biomedical, community- or clinic-based, and focused on individuals, couples, or small
groups (Rotheram-Borus et al., 2009). Behavioral interventions focus on correct and consistent use
of condoms, disclosure of serostatus to sexual partners, partner and child testing, reduction in number
of sex partners, reduction of alcohol and other abused substances use, and adherence to HIV
medications. Biomedical interventions include management of STIs in PLHIV and their sex partners,
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management of Ols including TB, family planning counseling that includes support for safer
pregnancy options, and services to reduce unintended pregnancy and mother-to-child transmission of
HIV. Programs in the US have developed and evaluated prevention interventions for HIV positive
persons, and there is now a strong body of literature supporting the effectiveness of prevention
interventions for PLHIV across multiple settings (Crepaz, et al., 2006; Johnson, et al., 2006).
Emerging evidence from sub-Saharan Africa supports the effectiveness of prevention interventions at
reducing risk behavior of PLHIV in resource limited settings (Bunnell et al., 2006; McNeil et al.,
2006).

Country teams should focus on implementing comprehensive and evidence-based prevention services
for PLHIV that are integrated across HIV disciplines in both clinic and community-based settings. In
addition, expanding coverage of prevention services should be prioritized to reach all persons living
with HIV with critical prevention messages and services in both clinic and community programs.

2.1.2 ADULT CARE AND SUPPORT

A. Early identification of HIV-infected persons, and linkage to and retention in care.

Early identification and linkage to and retention in care and support services are essential as they
ensure access to and continuity of services associated with reduction in morbidity and mortality. A
family-centered approach to care and support services is encouraged. The family-centered approach
allows for early identification of infected and affected adults and children in need of care and support
services (see Pediatric Care and Treatment Technical Considerations) and provides a family-based
support for those infected, thus reducing stigma and discrimination and encouraging retention in care
and support services.

Many PEPFAR programs are expanding HIV testing and counseling services within community
settings to identify and link HIV-infected persons to care and support programs. Mobile and home
based testing and counseling services may be a very effective means of targeting vulnerable groups,
especially if those groups are highly stigmatized (sex workers, MSM, etc) or reaching areas that are
not easily accessible (particularly in rural areas). Traditional stand-alone VCT sites may be most
appropriate in dense, urban areas, as opposed to rural areas. Refer to the HIV Testing and Counseling
Technical Considerations for further information regarding expanding access to testing opportunities
within and outside of facilities.

Minimizing the loss to follow-up of patients from diagnosis to engagement in HIV care and support,
with emphasis on pre-ART clients (which may be as high as 70%) is critically important. There are
diverse reasons why high numbers of individuals who receive a HIV positive diagnosis do not
become engaged in the care continuum across community and facility settings. Countries are
encouraged to begin to develop strategies that support improving linkage and retention into care.
Initial steps should include a initial formal or informal assessment of the; individual, providers, and
institutional barriers to participation in care. Interventions to optimize retention in care may include
but are not limited to: provision of basic HIV care services (including prevention of opportunistic
infections), TB-screening and management, support for status acceptance and disclosure, partner
testing and counseling, PwP services, psychosocial support, nutrition counseling, pain assessment and
referral, treatment literacy, and outreach services to trace clients who have defaulted from the
program. These services can also be offered at the community level directly or via referrals through
community based programs (e.g. Support groups, Community Home-based Care projects etc).
Support groups can serve as a link between the health facilities and the community to ensure a
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continuum of care. Testing and counseling sites can refer all clients testing HIV positive to the
support group in their area.

Populations most at risk for HIV (e.g. men who have sex with men (MSM), people who inject drugs
(PWID), commercial sex workers (CSW) are often marginalized and sometimes face extreme
individual, provider and institutional barriers to engagement in HIV care and support services. For
instance, across multiple countries and regions, MARPs both fear and face judgment and
discrimination from health providers, HIV counselors, and others within clinical settings. Countries
are encouraged to propose strategies to assess (informally or formally) the barriers faced by various
types of MARPs populations in the communities in which you work and prioritizing strategies for
helping to address those and other barriers to MARPSs participation in HIV care and support services.

B. Reduction in HIV-related morbidity and mortality

Care and Support Programs should support globally recommended approaches to diagnosis and
management of Opportunistic Infections and Cancers and other medical conditions that occur in
people with HIV through training, and support for appropriate commodities. International guidance is
available (for example, IMAI http://www.who.int/3by5/publications/documents/imai/en/); additional
specific recommendations for diagnosis and management of common opportunistic infections like
cryptococcal disease are anticipated soon.

o Cotrimoxazole prophylaxis (CTX) — a combination of the antibiotics trimethoprim and
sulfamethoxazole — is the mainstay of prevention of certain opportunistic infections in both
industrialized and resource-limited countries; it has been shown to reduce morbidity and
mortality in sub-Saharan Africa and has been shown to be cost-effective, prolonging the
ART-free interval, and even cost-saving in some settings. In 2006, the WHO published
guidelines (http://www.who.int/hiv/pub/guidelines/ctx/en/) on use of CTX in resource-limited
settings; all PEPFAR countries should have guidelines for its use in HIV-infected persons.
Malaria prevention—CTX prophylaxis is highly effective in reducing the incidence of
malaria in HIV-infected persons. In malaria endemic areas, insecticide-treated nets (ITNs)
have been shown to decrease this risk further. The President’s Malaria Initiative (PMI)
operates in many PEPFAR countries and generally targets children and pregnant women, in
whom the risk of illness and death is greatest. PEPFAR programs should seek ways to
coordinate their activities with PMI to offer ITNs to HIV-infected persons.

e Safe water and hygiene—PEPFAR programs are encouraged to ensure PLHIV have access to
safe drinking water in facility-based care settings and to support PLHIV with home-based
drinking water treatment methods and safe storage in communities without a reliable source
of safe water. Several technologies are viable for treating water in the home, including
chlorination and storage in an appropriate vessel, various types of filters, proper boiling, solar
disinfection (SODIS) using heat and UV radiation and combined chemical coagulation,
flocculation, and disinfection.

PEPFAR programs should support improvements in hygiene and sanitation, which are
essential to reduce the infectious disease burden experienced by PLHIV. Personal hygiene
(PLHIV & caregiver hygiene and cleanliness), food hygiene (safe cooking, mixing, storing
and disposing of food), ensuring a hygienic environment in facilities, community care points
and homes, and safe disposal of human feces will effectively reduce hygiene and sanitation
related diseases. Hygiene education should be particularly targeted to patients and to
caregivers and volunteers involved in community- and home-based care programs. Hand
washing at critical times, with soap and with proper hand washing technique, is the most
important hygiene measure to be integrated across all care and support programs. Although
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PEPFAR will not support construction of latrines, disposing of excreta safely, isolating
excreta from flies and other infectious agents, and preventing fecal contamination of water
supplies is likely to reduce the spread of diseases.

Detection and treatment of TB—TB is the principal cause of mortality among HIV-infected
persons in most PEPFAR countries. As many as 10% of patients will be found to have active
TB at the time of HIV diagnosis, and the lifetime risk of developing TB in HIV-infected
persons is about 50%. Screening for active TB should always be part of a basic care package
for HIV-infected persons (see HIV/TB Technical Considerations).

o Intensified case-finding: Every patient should have a documented 4-question screen
for TB (http://whglibdoc.who.int/publications/2011/9789241500708 eng.pdf )
at every visit to the ART facility. All patients with a positive screen should be
evaluated, through a standardized algorithm, for the presence of active TB.

o Isoniazid Preventive Therapy (IPT): Efforts should be made to ensure that IPT is
available at ART clinics for all eligible patients.

o Infection control: All ART clinics should ensure that basic administrative and
environmental infection control practices are in place to protect patients and staff.

o New guidance on Intensified case-finding and IPT is available from WHO at
http://whglibdoc.who.int/publications/2011/9789241500708_eng.pdf

Weight loss and wasting are associated with a significantly elevated risk of progression and
mortality. Loss of appetite, nausea, difficulty swallowing (associated with oral/esophageal
thrush), and diarrhea are common among PLHIV, In addition, micronutrient deficiencies,
common among PLHIV, may be linked to poor diet and may be further exacerbated by HIV-
associated opportunistic infections. Consequently, nutritional assessment, counseling and
support should be integrated into the clinical care of PLHIV. Routine patient management
should include assessment of anthropometric status (e.g. weight loss and body mass index),
nutrition-related symptoms (e.g. appetite, nausea, thrush and diarrhea) and diet as a basis for
nutritional counseling and support. Nutritional support should also include provision of a
daily multi-micronutrient supplement for patients whose diets are unlikely to meet vitamin
and mineral requirements and therapeutic or supplementary feeding support for clinically
malnourished patients. It is essential that care and support programs integrate nutritional
assessment, counseling, and interventions into their activities.

In addition, all patients should be linked to social services that can assist in the assessment of
their household food security status and provision of assistance to families that are food
insecure through wrap-around services, e.g. Title Il or World Food Programme food
assistance. Home-based care programs can serve as a critical conduit for this wrap-around
support and can refer individuals who are chronically ill and show signs of malnutrition (e.g.
wasting or low mid-upper arm circumference) to clinical services for HIV testing, care and
treatment. More details, including definitions of supplemental and therapeutic feeding, food
security, and methods to screen patients for dietary deficiencies that may justify vitamin
supplementation, can be found in the Food and Nutrition Technical Considerations.

Preventive Care Package—The concept of providing a minimum set of evidenced-based
care interventions, or a “package of care” for HIV-infected persons, is described in
“Guidance for United States Government In-Country Staff and Implementing Partners for a
Preventive Care Package for Adults - # 1”—available on PEPFAR.net and PEPFAR.gov.
Such a set of services can be provided in both facility-based and community/home-based
settings. The Emergency Plan recognizes that a “package of care” cannot be standardized for
all countries or all populations. Each USG team is encouraged to adapt a basic preventive
care package that is appropriate for the country in which it works. Cotrimoxazole and
Isoniazid prophylaxis, for those who are eligible, should be the cornerstone of such a
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package. See also Essential prevention and care interventions for adults and adolescents
living with HIV in resource-limited settings (http://www.who.int/hiv/pub/quidelines/EP/en/).

o Prevention of cervical cancer—There is now extensive evidence that infection with high-risk
types of human papillomavirus (HPV) is a necessary precursor to cervical cancer. HPV
infection is more common and more likely to persist in HIV positive women, compared to
HIV-negative women. Further, HIV positive women have a high burden of precancerous
lesions and cancer of the cervix, compared to women without HIV. Thus, in the context of
HIV infection, cervical cancer can be considered an opportunistic process. The detection and
treatment of precancerous lesions can prevent progression to cervical cancer. The optimal
approach to screening and treatment to prevent cervical cancer in HIV positive women has
not been determined, but given accumulating data and recent technological advances, it is
important to provide some support to support screening programs in HIV care and treatment
settings.

PEPFAR can support, as part of a comprehensive approach to opportunistic infections,
limited efforts to provide screening and treatment to prevent cervical cancer in HIV positive
women. Country teams should work collaboratively with WHO and appropriate host country
leadership and should document a detailed assessment of capacity to provide services related
to cervical cancer. In general, screening should not be provided in ANC settings because of
the need to delay interventions in pregnant women. Countries are encouraged to consider
approaches which are feasible and cost-effective, such as provision of screening (for example
with visual inspection or HPV detection) and management (for example with cryotherapy) in
a single visit. A sub-group of the Care and Support Technical Working Group, the Cervical
Cancer Taskforce can provide limited technical assistance and should be kept informed about
country plans and experience.

e Mental health issues—Mental health issues may affect access to, use of, and retention in HIV
care and treatment programs. Mental health services may be needed to reduce behaviors that
increase the risk of HIV infection or transmission (e.g., alcohol or illegal drug use), reduce
adherence to HIV treatments (depression, anxiety, isolation), or to address neuro-psychiatric
complications of HIV disease or medication side effects. Additionally, affected family
members may need psychological services to cope with the HIV disease or death of a spouse,
child or parent. Mental health services can be captured under the scope of clinical,
psychological or social services based on the specific aims of the intervention — such as
psychiatric care given under the direct care of a clinician, drug rehabilitation services
provided by a trained social worker, or peer support group or family counseling provided by
trained counselors. Lay community based care givers can be trained with the basic skills for
identifying early signs of mental health issues amongst PLHIV and then refer for appropriate
care and support service. USG teams are encouraged to identify potential opportunities to
support and strengthen mental health services.

e PLHIV who inject drugs: People living with HIV who inject drugs have unique HIV care and
support needs that are important to distinguish from the HIV care and support needs of the
general population.

o Overdose Prevention: PLHIV who inject drugs are at risk of mortality due to drug
overdose; naloxone has been proven to reduce the risk of mortality with opiate
overdose. HIV care and support can support procurement of naloxone, provider
capacity building, efforts to ensure inclusion of naloxone on essential medicines lists
and policy and legislative changes that support broader availability of naloxone for
people who inject drugs.

o Cellulitis and Wound Care: PLHIV who inject drugs are prone to cellulitis and need
careful attention to care of the wounds that they develop through injection drug use.
Infectious cellulitis is an infection of the skin that can develop into a life-threatening
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condition if not addressed with antibiotics and adequate wound care. PEPFAR
programs can work to prevent and manage life-threatening bacterial infection in
PLHIV who inject drugs through support for medications, provider training (e.g.
providers at needle and syringe exchange sites, HIV clinic or medication assisted
treatment for opiate addiction), and other strategies.

o Viral Hepatitis: PLHIV who inject drugs are often coinfected with hepatitis B or C or
remain at high risk of hepatitis C infection through unsafe injection behaviors.
Coinfection with viral hepatitis can result in more complicated medical management
and increased risk of liver failure and end-stage liver disease. There is no vaccine
available to prevent hepatitis C, but there are vaccines available for the prevention of
hepatitis A and B. Prevention of hepatitis B in a PLHIV who injects drugs can
reduce the Outbreaks of hepatitis A or B can occur among people who inject drugs
through sharing needles, sexual exposure or poor hygiene. Hepatitis C, B, or A can
be very severe in someone who already has chronic liver disease from viral hepatitis,
hence the importance of vaccination against hepatitis A and B in this population.

C. Improved quality of life

As described by the WHO definition, palliative care is an approach that improves the quality of life of
patients and their families facing the problems associated with life-threatening illness through the
prevention and relief of suffering by early identification and impeccable assessment and treatment of
pain and other symptoms that are physical, psychosocial and spiritual (see WHO definition of
palliative care (http://www.who.int/cancer/palliative/definition/en/). Special attention should be
given to how pain assessment and management is being advanced within care and support programs.
Concrete steps can begin with policy activities that assist governments with the development of or the
integration of policies for access and use of analgesics into national HIV plans and guidance. In
addition, clinical care sites should assess for the presence of pain and other symptoms as part of
routine HIV care and treatment. Regular technical assistance to host governments and advocates for
access to essential pain medications may be required. USG can work with governments and
academia to develop or revise standard training for health care providers in pain assessment and
management in pre-professional and professional training. Developing sustainability of national
interest in palliative care that ensures PLHIV and chronically the ill have access to “Decent Care” can
be addressed by working with advocacy groups to formalize national palliative care organizations.
Working with academia to formalize palliative care as a specialized discipline through medical,
nursing and allied health professional training curriculum is also encouraged.

D. Reduction in transmission of HIV infection from HIV-infected to uninfected persons

Prevention interventions supporting HIV positive persons are an essential part of a comprehensive
HIV prevention strategy and have been shown to be effective at reducing HIV transmission.
Prevention interventions with HIV positive persons reduce the risk of HIV transmission to partners
and children, improve identification of HIV-infected persons, and improve the health and quality of
life of HIV positive persons. These interventions include 1) HIV testing and counseling of partners
and children of HIV positive persons, along with couples counseling for discordant couples, 2)
condom promotion and distribution, 3) counseling for safe disclosure of HIV status to partners, 4)
provider-initiated behavioral risk reduction interventions 5) assessment, diagnosis, and management
of STls, Ols including TB as part of routine HIV care, 6) adherence interventions to prophylaxis and
treatment regimens, and 7) linkage to wrap-around family planning programs, including counseling
and support for PLHIV desiring children, and 8) alcohol assessment and counseling on reduction or
abstinence. See the Prevention with Positives Technical Considerations for more detailed information.
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In addition, the 2010 WHO Treatment Guidelines provide the following guidance around treatment as
a prevention intervention:
“Studies continue to support the benefits of ART for prevention (Donnell, 2010). There is
evidence that individuals on fully suppressive ART who are adherent to the therapy are less likely
to transmit HIV to sexual partners. Conversely, those with unrecognized HIV infection contribute
significantly to onward sexual transmission. At an individual level, ART reduces viral load and
infectiousness (Pao, 2009). The use of ARV drugs has been proved to reduce MTCT of HIV.”

E. Cross-Cutting Issues

Gender is a critical issue in care and support, with implications for the quality and
effectiveness of the care provided and the disproportionate burden on women and girls to
provide care. Gender norms and roles can affect women’s and men’s ability to fully benefit
from all aspects of care and support. Transgender and MSM in most communities and
countries have limited access to HIV prevention care and support services because of
associated stigma. Furthermore in many societies, women’s restricted inheritance and legal
rights and limited access to credit and to various income-generating and sustainable
livelihood opportunities affect the ability of achieve the objectives of social care.

Some key programmatic and policy actions pertinent to gender and care and support include:

o Ensuring equitable access for women, transgender, and men to medicines and other
care and treatment services and resources.

o ldentifying child/adolescent-headed households and care-givers, and implementing
targeted programs to meet needs, including programs that keep girls in schools, help
them manage households, address stigma, and compensate for lost family income.

o Strengthening linkages with wraparound FP/RH programs for child and female-
headed households as well as caregivers.

o Implementing programs which target men and boys and encourage their participation
in care-giving and household functions, their support for female caregivers and
reduction of violence in the household.

o Targeting programs for older women caregivers that provide support networks and
access to income-generating resources;

Bi-directional referrals and linkages between facility- and community/home-based services—
As it is extremely difficult to provide all care and support services at a single HIV care site or
setting, services may be provided by different partners through a continuum of service
networks with effective linkages between facility-, community-, and home-based care
programs. A facility usually represents a site where the majority of clinical services are
administered, and community-based sites provide the additional non-clinical components of
care and support that all contribute to ensuring the improved treatment and care outcomes of
the PLHIV. Some of these community based settings serve to bridge the gap of distance and
service provision from clinical facilities to the home as they can be set up to serve as outpost
for bringing required clinical care nearer the PLHIV-client. They can also serve as points for
mobile care services, treatment initiation, point-of-care CD4, ARV and Ol distribution
points.etc. In the home, caregivers should be supported by community health workers and
other health professionals to continue care and support services in the home, particularly
when clients are bed-ridden, lost to follow-up, or present complex situations such as pediatric
clients with complex health and social support conditions;

In the era of ART, fewer patients may need home-based services (see below);
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Community-based services—An increasing number of ART and pre-ART clients will need
community based services to address their physical, psychosocial, and prevention needs.
Due to the success of PEPFAR’s rapid scale up of ARTs, fewer persons are suffering from
severe symptoms related to advanced HIV disease and, thus, the majority of ART clients are
active participants in their communities. In addition, clients that are not eligible for ARTs
may not require intense clinical care or social support at either the facility or home care level
and may receive basic clinical services in non-clinical settings. In order to meet the HIV
care, psychosocial and support needs stable of pre-ART and ART clients, USG teams should
consider the establishment of community level networks to provide access to: basic clinical
monitoring (CD4, TB assessment, STI screening, nutritional assessment and counseling);
HIV peer support and counseling to promote healthy living; PwP services to reduce the
spread of HIV and stigma associated with testing, treatment and care; and access to necessary
social services (food & nutritional support, linkages to IGA and sustainable livelihood
programs, RH/FP services). Community level network models have been developed and
implemented, such as the ‘hub and spoke model’, by numerous countries. USG teams are
strongly encouraged to examine the benefits of these models for increasing the numbers of
HIV infected persons receiving care services, improving retention rates, empowering
communities to provide services to their peers. To achieve this programs are encouraged to
strengthen wherever possible the Hub-and-spoke model for ensuring community based
programs are affiliated to a facility that provides supportive supervision of the services
provided at the community level. This will further require the establishment of simple M&E
tools that allow documentation and formalization of the bi-directional referrals from the
facility into community based programs for support and vice versa;

Human resources and training—Given the need to integrate some level of clinical and
psychosocial assessment and management between facilities, communities, and home-based
care (C/HBC) settings, volunteer and other C/HBC providers will need to be provided for
adequate access to training programs, mentoring, and supervisory staff to ensure quality
services based on their expected roles and competencies. Best practices that enable C/HBC
providers to deliver quality care and support services, with sufficient backup and/or
supervision by trained professionals when necessary are essential to maintaining program
quality. Innovative and traditional methods of supervision to support and promote retention of
volunteer and professional staff are encouraged, such as enhancing the roles of certain health
care professionals (e.g., nurses) to provide greater supervision to C/HBC workers;

Supply chain management—Care providers at all levels depend on the supply chain
management of the health system in order to access specific drugs and supplies on a regular
and reliable basis. In addition to CTX for opportunistic infection (Ol) prophylaxis and
medications for Ol management and pain and symptom relief, providers need access to items
necessary for managing clinical conditions (e.g., drug-dispensing equipment, gloves, wound-
care and mouth-care supplies, HIV test kits, sterile needles). Product selection procedures,
distribution systems and networks, and information-management systems are needed to
provide these products. Centralized procurement mechanisms, demand forecasting
procedures, and coordination between supply-chain managers and program-service managers
are needed to ensure patient enrollment and continual product availability. An accountable
system is necessary to protect against the misuse or diversion of opioids used for pain control.
The development of a sustainable national supply management system with accountability is
needed to increase service capacity to deliver effective care; consideration of use of the
Partnership for Supply Chain Management System (PSCMS) for these purposes is strongly
encouraged,;
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Monitoring and evaluation—Strong monitoring systems are essential to ensure that there are
measures to assess the quality of care and support programs, an integrated model of care and
support, and to minimize double counting of individuals between partners and service outlets.
Strategies can include the use of standard program monitoring indicators, integration of on-
site supervision systems for all cadres of caregivers, development of performance and
curriculum standards, use of patient/client level quality of life monitoring and evaluation
tools, and application of standards in commodity/home-based care kits. Monitoring of care
and support activities remains a challenging area for many reporting systems. Services can be
facility-based, community-based, and/or home-based, and each can have separate, unlinked
monitoring systems. Furthermore, the care and support model relies on networks, referrals,
and linkages, making it essential that monitoring systems track referrals to determine if
linkages and networks are working. See WHO Patient Monitoring Guidelines for HIV Care
and Antiretroviral Therapy (http://www.who.int/hiv/pub/imai/PatientGuide/en/);

Counting persons receiving care and support, as required for reporting PEPFAR indicators,
has proved to be a challenge due to the multiplicity of services that are included as care and
support, as well as the potential for duplicate counting resulting from individuals receiving
services from more than one partner. The Care and Support TWG believes that clinical
services are essential for HIV-infected persons, and the PEPFAR Il indicators stipulate that,
for HIV-infected persons to be counted as receiving clinical care, at least one clinical care
service must be provided. For affected persons (family and household members, and other
caregivers), at least one service in any care and support service (clinical, support, preventive)
will suffice for counting purposes. Programmatically, the Care and Support TWG would hope
that multiple services would be provided to both HIV-infected and HIV-affected persons; and

Program evaluation—Care and support programs should include a program evaluation
component to review accomplishments, challenges, enhance existing programs, and identify
best practices. Evaluations will better inform scale-up and decentralization of care and
treatment programs. While program evaluation in many areas of emphasis within care and
support is challenging, country teams are encouraged to focus on the following priority areas:
o ldentification of barriers, challenges, and effective interventions to increase linkage
to and retention of Pre-ART clients in care and support programs
o ldentification and reduction of missed opportunities for CTX and INH prophylaxis
where indicated
o Incorporation of palliative care into services (e.g. decent care, pain assessment and
management)
o Integration of care and support services in other settings (e.g. PMTCT, TB, ANC)
o “Mapping” of care and support services to assess coverage and institutionalizing
documentation of referrals and linkages to and from care programs
o Models of service delivery: Linkages and integration across care and support sites,
from facility to community-based settings
o Adherence interventions (e.g. CTX, INH and other Ol medications plus support for
ART adherence)
In addition to program evaluations, countries are encouraged to conduct population-based
studies to evaluate the impact of care and support programs on HIV-infected and affected
individuals.

Disability—Disabled people face significant issues related to obtaining care and support

around HIV/AIDS issues. They are at least at equal and often increased risk of
becoming HIV positive, but far less likely than their non-disabled peer to access the care
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and services they need. Disabled people are as likely as their non-disabled peers to be
sexually active, yet disability stereotyping, stigma, and poor access to information, clinical
care, and support can negatively impact the ability of disabled people to get needed
prevention and treatment information and services. Risk factors for HIV, such as poverty,
sexual violence and abuse, illiteracy and poor access to education, amongst others, are often
increased for disabled people, negatively impacting rates of HIV infection amongst disabled
populations. Such issues are compounded by limited enjoyment of other human rights by
disabled people in many societies, including lack of access to the justice system, poor
accessibility to the wider healthcare system, limited access to credit and income-generating
opportunities, and little or no respect for decision-making capacity, all issues that increase the
problems faced in timely HIV/AIDS prevention and treatment. Moreover, the stigma and
marginalization associated with disability can also discourage HIV positive people from self-
identifying as being disabled due to their HIV status. This in turn may limit their willingness
to access independent living or other disability-related services and supports that could
improve their quality of life and inclusion in their community.

Some key programmatic and policy actions pertinent to inclusive disability programming in
care and support include:

o Ensuring equitable and effective accessibility of medicines and other care and
treatment services and resources for disabled people.

o Ensuring physical accessibility of care and treatment services and resources, and
location of such facilities within reach of transportation that is accessible to persons
with mobility disabilities.

o Ensuring provision of information on care and treatment options to disabled people in
accessible formats, which could include: Braille; large print; plain language; audio;
captioned and sign language interpreted video; and/or other accessible formats as
appropriate.

o Training healthcare and outreach workers to address disability stigma and
stereotyping of disabled people, and to ensure respect for the rights, dignity, and
privacy of disabled people.

o Hiring disabled people as peer educators and counselors; healthcare and outreach
workers.

o Working collaboratively with disabled people’s organizations (i.e. civil society
organizations run by disabled people themselves), including independent living
centers and other disability non-governmental organizations.

2.1.3 COUNTRY CONTEXTUAL CONSIDERATIONS: ADULT CARE
AND SUPPORT

Country teams should be sure to use existing epidemiologic data to plan programs, including recent DHS
surveys, AlS surveys, TB prevalence surveys, MARPS size estimation surveys and antenatal care sentinel
surveys. Countries may also use mapping and GIS technology to determine the geography scope of
existing government and donor HIV care and support efforts and tailor programs to address gaps. In
addition, strategic information should be collected, analyzed and used by the USG to determine the levels
of funding for partner targets (specifically, client cost per service/s) and methods for allocation of services
to locations of greatest need (specifically, mapping exercise of delivery systems to determine gaps in care
areas).
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2.14 PARTNER PERFORMANCE CONSIDERATIONS: ADULT CARE
AND SUPPORT

To maximize efficiency in the field, it is critical to ensure that partners have established work plans with
regular reporting methods to assure accountability for services and use of funds. Partners should prepare
a pipeline analysis prior to an increase in program funding by the USG. Country teams should work with
partners to ensure that they are not duplicating services, have gaps in service areas, or are unable to
account for specific program activities or expenditures. Partner-level targets should be encouraged at the
country level, although there may be agency differences in requirements for including such targets in the
reporting.

2.1.5 LINKAGES AND WRAPAROUNDS: ADULT CARE AND SUPPORT

A wraparound activity wraps or links together PEPFAR programs with those from other sectors to
provide comprehensive program support and improve the quality of life to HIV/AIDS-affected and —
infected communities. Examples of and opportunities for wraparounds, linked to care and support include
family planning and reproductive health programs, water and sanitation programs through local activities
and linking with UNICEF and World Bank efforts, delivery of bed nets through PMI or collaborating
with immunization campaigns, and partnering with food and nutrition initiatives. Wraparounds leverage
resources, both human and financial, from entities with different funding sources include other programs
funded by the USG (e.g., USAID Development Assistance), the Global Fund, the UN (World Food
Program, UNICEF, etc.), the private sector, or other partners. In general, wraparound activities are
supported with a mix of funds, primarily from sources other than PEPFAR. However, wraparound
activities that directly serve PEPFAR priority populations by supporting HIV prevention or the treatment
or care of PLHIV, and are in keeping with other PEPFAR guidance, may be supported with Emergency
Plan funds.

2.1.6 HIGHLIGHTS AND WHAT’S NEW: ADULT TREATMENT

The technical considerations for adult treatment have been revised to present priorities for ongoing scale-
up of ART in accordance with normative guidelines, while acknowledging challenging financial realities.
These priorities are summarized in three categories: 1) Access and Integration, 2) Quality and Oversight,
and 3) Sustainability and Efficiency. Highlights of these technical considerations include:

A. Access and Integration

e Ongoing adaptation of new WHO guidelines with emphasis on feasibility and equity of access,
when determining implementation strategies for revising recommendations for “when to start”
and “what to start”;

e Support for costing and modeling to inform strategies that increase program efficiency and
decrease costs, while ensuring quality care delivered in a sustainable fashion;

Integration of ART with other services, especially TB and MCH; and
o Strategies for expansion of human resources, including revision of policies for task-shifting.

B. Quality and Oversight
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Promotion of a national framework for support and supervision of ART programs;

Support for efficient and effective algorithms for treatment failure monitoring;

Surveys for HIV drug resistance;

Support for a national system of pharmacovigilance;

Aggressive approaches to improve both adherence and retention of patients on ART;
Promotion of harmonized quality management (QM) and performance improvement (PI)
activities among country teams and implementing partners, which are in alignment with
national, Ministry-led, quality plans and initiatives;

Performance measurement data used for quality improvement at the site level; and
Standardized, periodic supportive site supervision and regular program reviews as an integral
part of USG-supported ART programs.

C. Sustainability and Efficiency

Alignment of PEPFAR strategies for ART with that of national programs and other donors;
Support for transition of program implementation from international partners to local partners
and ministries of health; and

Development of a standard package of ART services to promote equity and efficiency.

As part of its reauthorization and the PEPFAR |11 strategy, PEPFAR was charged with supporting
increased treatment targets through continued appropriations for treatment funding and the
realization of greater efficiency. PEPFAR's treatment strategy over the next five years emphasizes
the following:

Directly supporting more than 4 million people on treatment;

Scaling up treatment with a particular focus on serving the sickest patients, pregnant women,
and those with HIV/TB co-infection;

Increasing support for country-level treatment capacity by strengthening health systems and
expanding the number of trained health workers; and

Working with countries and international organizations to develop a shared global response
to the burden of treatment costs in the developing world, and assisting countries in achieving
their defined treatment targets.

To achieve the goals of PEPFAR II, while continuing to support quality ART services, the
following technical considerations should serve as a guide to COP planning for FY 2012.

2.1.7 ACCESS AND INTEGRATION: ADULT TREATMENT

A. National ART Guidelines and Strategy

PEPFAR country teams should support national stakeholders in revising national ART guidance to
reflect the 2010 WHO HIV treatment guidelines. Specifically, support should include encouraging
policies and guidelines that promote equity in access, simplified clinical decision-making, and
streamlined and cost-efficient procurement. If adoption of the new WHO ART CD4 initiation
threshold (i.e., CD4 <350 cells/mm?®) is not feasible, then support for prioritizing pregnant women and
TB co-infected patients should be considered. As recommended by the new WHO guidelines,
strategies should be developed for transitioning programs from the use of stavudine-based regimens
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in first-line ART, and technical assistance should be employed to develop standardized national ART
regimens and treatment protocols for 1°-line, 2™-line and, where appropriate, salvage therapy.

The PEPFAR Adult Treatment TWG, working with several other TWGs, including
Pediatrics/PMTCT, Care and Support, and SI/Modeling, can help countries develop these strategic
approaches to supporting the national program.

Further guidance on implementation of the new guidelines can be found in the WHO Guide for
adaptation and implementation of ART guidelines for adults and adolescents, available at
http://www.who.int/hiv/topics/treatment/quide_for_adaptation.pdf.

B. Costing and Modeling

Country programs should place special emphasis on identifying and implementing strategies that can
increase program efficiency and decrease costs, while ensuring quality care delivered in a sustainable
fashion.

Limited funding and specific country contextual considerations may prevent widespread and rapid
implementation of all WHO recommendations. Therefore, it is critical that modeling and/or other
methods be used to calculate the impact of proposed guidelines changes so that a rational and
sustainable plan for implementation can be formulated. To support this approach, country teams
should determine the answer to the following: Given the current and projected funding streams
available for treatment, and current estimates of the unit costs of providing care and treatment, what is
the current projected scale-up plan, both nationally and for the PEPFAR program?

Comprehensive costing and modeling studies can provide insight into achieving greater allocatable
and technical efficiency of treatment programs, and improve collaboration with host country
governments, Global Fund, WHO, and other international stakeholders. Within the treatment
program area, these studies are expected to provide teams with updated per-patient costs across a
variety of settings, a better understanding of cost-drivers, and planning for the pace of PEPFAR-
supported treatment scale-up that is supportable under varying budget and policy scenarios.

An overview of cost modeling tools is available at:
http://www.aidstar-one.com/focus _areas/treatment/ART costing_cross walk

C. Integration of Services

Efforts to integrate treatment services with care, prevention, and TB/HIV services will be critical to
ensuring quality care while maximizing program efficiency.

Preventive Care Package:

The Preventive Care Package (see HBHC for details) should be offered at all ART sites and
include:

Cotrimoxazole Prophylaxis
Safe water

Malaria prevention

TB screening (see below)
Nutrition assessment
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e Prevention with Positives (PwWP)

I.  Tuberculosis (TB)
Efforts to improve linkages between TB and HIV programs should include:

o Improved linkages to ART sites from TB clinics offering PITC to ART sites;
¢ Integration of ART services and TB treatment at both TB clinics and ART sites; and
o Within sites offering ART:

o Intensified case-finding: Every patient should have a documented 4-question screen
for TB (http://whglibdoc.who.int/publications/2011/9789241500708 eng.pdf )
at every visit to the ART facility. All patients with a positive screen should be
evaluated, through a standardized algorithm, for the presence of active TB.

o lIsoniazid Preventive Therapy (IPT): Efforts should be made to ensure that IPT is
available at ART clinics for all eligible patients.

o Infection control: All ART clinics should ensure that basic administrative and
environmental infection control practices are in place to protect patients and staff.

o New guidance on Intensified case-finding and IPT is available from WHO at
http://whglibdoc.who.int/publications/2011/9789241500708_eng.pdf

I1. Maternal-Child Health (MCH)
Efforts to enhance linkage between HIV Treatment programs and MCH and primary health care
services could include:

o A family-centered approach to promote uptake of pediatric treatment services and encourage
retention and adherence to therapy; and
e Integration of ART services and MCH services, including PMTCT and family planning.

I11. Other Clinic-Based Care Services

e Ensure linkages with laboratory services needed to diagnose and monitor HIV status,
opportunistic diseases, and ARV drug toxicity;

e Patients not yet ready/eligible for ART should be enrolled in an HIV care program (e.g.,
wellness programs) for periodic follow-up and prompt identification of ART eligibility. Use
of “pre-ART” registers and/or other monitoring systems are encouraged; and

e Strengthen the scope of non-ART services onsite and establish coordinated linkages and/or
delivery of these services. These could include, but are not limited to, HIV testing and
counseling, HIV primary care, opportunistic infection (Ol) management, TB management,
family planning (FP), reproductive health (RH) planning, nutritional counseling, and linkages
with home-based care, positive/secondary prevention, OVC programs, and other supportive
social services.

IV. Community Services

e Community programs that serve individuals, couples, and families living with HIV offer
opportunities for providing HIV testing and counseling services, and reiterating HIV
prevention messages and services (e.g. alcohol and sexual risk reduction counseling,
couples/partner HIV testing and counseling, disclosure counseling and support, adherence
counseling, and condom promotion and distribution); and

e Community services can help patients overcome stigma, promote adherence, and provide
support services for people living with HIV/AIDS (PLWHA).Community-based treatment
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programs should also have a preventive care package for all HIV-infected patients that
includes clinically-oriented interventions that are preventive, inexpensive, simple to
implement, and evidence-based, such as cotrimoxazole (CTX) prophylaxis, measures for safe
drinking water and personal hygiene, insecticide-treated nets, nutrition counseling and
micronutrient supplementation where appropriate, and HIV counseling and testing of family
members and other sexual contacts.

D. Human Resources

Human resource development through hiring, training, and retraining adequate staff should be
addressed. Suggested approaches:

Include both didactic training and follow-up preceptorship and mentoring to ensure
appropriate application of skills to the clinical setting. Where possible, utilize quality
management and performance improvement activities to support ongoing capacity building;
Support training for all aspects of ART, including use of nurses, clinical health assistants, and
others with appropriate training, for all levels of care and treatment;

Where policies preclude the use of non-physician staff for ART (i.e., task shifting), advocate
for policy changes; and

Promote activities designed to retain existing workers in the system.

Countries should consider the regional distribution of treatment eligible persons (including vulnerable
populations, such as, women, HIV/TB co-infected patients, and PWIDs), site patient loads, and other
existing service delivery platforms, when planning where and how to provide HIV treatment services.
Decentralization of services and task shifting to appropriately trained nurses, clinical officers, and
pharmacy or other cadres may be a very effective means of expanding treatment access.

2.1.8 QUALITY AND OVERSIGHT: ADULT TREATMENT

A. Monitoring Patients for Treatment Failure

Detection of first-line treatment failure can be challenging, and multiple potential approaches
can be used (e.g., clinical, immunologic, and/or virologic criteria). Each approach involves
tradeoffs either in test performance, feasibility, and/or cost. Country teams are encouraged to
consult the 2010 WHO  Guidelines  for  detecting  treatment  failure
(http://whglibdoc.who.int/publications/2010/9789241599764 eng.pdf) and to engage
technical expertise to develop an appropriate national approach to monitoring treatment
failure.

o Laboratory monitoring recommendations should be standardized to ensure equity in

access for all ART patients.

B. ARV Drug Resistance

HIV drug resistance surveillance, using PEPFAR-approved methodologies, should be in
place for monitoring acquired resistance in patients on ART.

C. Pharmacovigilance

112



e Standardized laboratory monitoring guidelines for ART toxicity should be developed that are
evidence-based and balance maximum utility of scarce laboratory resources and quality of
patient care; and

o PEPFAR country teams should support development of national pharmacovigilance capacity
to improve the monitoring of ART toxicity and adverse events, including provision of
technical assistance.

D. Adherence and Retention

e Structured adherence programs have been shown to improve patient outcomes. All programs
should include adherence approaches that optimize response to ART;

e All programs should include plans for routine assessments and evaluation of patients lost to
follow-up (LTFU) and have a standard operating procedure (SOP) for addressing the issue.
This should include having a system for documenting patients referred to other ART sites and
their uptake at those sites; and

o Demonstrated success linking, enrolling, and retaining newly diagnosed HIV-positive
individuals into HIV care and treatment services

E. Quality Management and Oversight

e Standardized, periodic on-site supportive supervision and regular program reviews should be
an integral part of USG-supported ART programs. Furthermore, PEPFAR HIV programs
should support the development of a national framework for quality management, support
and supervision of ART programs;

¢ Quality management (QM) and performance improvement (PI) activities should be promoted.
Efforts should also focus on integration of these activities into MOH support of sites; and

e Monitoring and evaluation efforts should support data use for program improvement at the
treatment site and be consistent with and inform the national HIV care and treatment patient
monitoring system.

2.1.9 SUSTAINABILITY AND EFFICIENCY: ADULT TREATMENT
A. Alignment of PEPFAR with National Program and Other Donors

In keeping with the PEPFAR commitment to the “3 ones”, ensure that: 1) the ART program is an
integral part of the national ART plan and strategy, 2) program monitoring and evaluation efforts are
consistent with the national plan for patient monitoring, and 3) scale-up plans are coordinated with
Global Fund and other donor initiatives. If needed, technical assistance should be provided to assure
continuity of Global Fund financing of ART programs.

B. ART Program Transition

A major provision of PEPFAR 1l is the transition of program implementation from international
partners to local indigenous partners and the MOH. This transition to local partners should help make
treatment programs more sustainable, may reduce the cost of providing care, and can build local
leadership in the fight against HIV. Some international USG partners, including all Track 1.0
partners, are implementing plans to transition ART programs to local partners by the end of February
2012. The transition process is designed and led by the in-country USG team to assure integration
into the National HIV Care and Treatment Program and Partnership Framework Implementation
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Plans. This includes involving the MOH in decision-making, moving quickly on components that can
be transitioned immediately, and developing monitoring and assessment strategies to ensure quality of
care during and after the transition. Country teams should learn from the Track 1.0 transition and
consider other parts of their care and treatment programs that could be transitioned to local partners
and the types of support required before & after transition.

C. Standard Package of ART Services
Developing a standard package of ART services should be strongly considered in order to:

e Promote geographic and epidemiologic coverage to maximize equity, access, and retention in
care, consistent with national priorities and plans. Geographical information systems (GIS)
mapping tools may be used as a guide with technical support from HQ (especially, the
Department of State), as needed;

e Promote rational use and availability of laboratory monitoring;

e Promote retention of patients at specific clinics and discourage “shopping around”; and

o Simplify partner performance reviews.

D. Other Approaches for Efficiency

Other possible approaches for increasing programmatic efficiency and deriving maximal value from
funds include:

Rational geographic distribution of partners (i.e., regionalization);

Close evaluation of overhead, indirect costs, and partner pipelines;

More rapid registration of generic formulations of ARVs;

Maximizing use of generic formulations purchased by pooled procurement;
Building the capacity of local partners to take over the role of prime partner; and
Safely rationalizing the use of laboratory monitoring.

2.1.10 COUNTRY CONTEXTUAL CONSIDERATIONS: ADULT
TREATMENT

Country teams should be sure to use existing epidemiologic data to plan programs, including recent DHS
surveys, AlS surveys, and antenatal care sentinel surveys. Countries may also use mapping and GIS
technology to tailor programs. In addition, strategic information should be collected, analyzed, and used
by the USG to determine the levels of funding for partner targets (specifically, client cost per service/s)
and methods for allocation of services to locations of greatest need (specifically, mapping exercises of
delivery systems to determine gaps in care areas).

2.1.11 PARTNER PERFORMANCE CONSIDERATIONS: ADULT
TREATMENT

Country teams should consider funding partners who are providing cost-effective, quality programs that
adhere to the guidance and technical considerations listed above. To maximize efficiency in the field, it is
critical that implementing partners have agreed upon regular reporting methods to assure accountability
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for services and use of funds. Country teams should work with partners to ensure that they are not
duplicating services, have gaps in service areas, or are unable to account for specific program activities or
expenditures. Partner-level targets should be encouraged at the country level, although there may be
agency differences in requirements for including such targets in the reporting.

2.1.12 LINKAGES AND WRAPAROUNDS: ADULT TREATMENT

A. HIV Testing and Counseling

HIV testing and counseling (HTC) is an essential component of HIV programming as a pre-requisite
or minimum standard for HIV treatment, care and support, and biomedical prevention interventions.
In order to reach PEPFAR and country goals for HIV treatment, care and support, and prevention,
HIV testing and counseling must continue to be scaled up.

Given resource constraints, at a country level HTC strategies should maximize the identification of
HIV-infected persons and serodiscordant couples and should place high priority on linking these
persons with necessary and appropriate HIV treatment, care and support, and prevention services.
Regions and populations of higher prevalence should take priority.

In all countries and settings, regardless of epidemic type, HTC should be offered to all partners of
PLHIV. This is because of the high risk of transmission from PLHIV to uninfected partners and
observed high rates of serodiscordant partnerships. Couples and partners HTC has been shown to
increase uptake of ART among pregnant women, reduce HIV transmission, increase condom use, and
reduce the frequency of sex acts with outside partners within serodiscordant couples. In treatment
settings, all patients should be supported with safe disclosure of HIV status to sex partner(s) and other
family members, and partner/couples HIV testing and counseling should be offered, as well as,
ongoing support for discordant couples.

Linking newly diagnosed HIV positive patients into HIV care and treatment and retaining these
persons in care is necessary to protect their health and to reduce the risk of HIV transmission to
uninfected partners. However, many newly diagnosed patients either do not enroll or do not stay
enrolled in HIV care and treatment services after diagnosis. Thus, strategies to ensure early
enrollment and retention in care are important to maximize the health and prevention benefits of ART
for persons living with HIV. Strategies for actively linking patients into HIV care and treatment
services include co-location of HIV testing and ART services, CD4 testing at the time of diagnosis,
physical escort by peer educators, ongoing case management, and follow-up by community health
workers.

B. Prevention

HIV prevention for people living with HIV integrated into routine care is a core component of a
comprehensive and integrated HIV prevention, care, and treatment strategy. National ART programs
should integrate HIV prevention messages and services into the routine care offered to PLHIV at
ART sites and in local communities (i.e., Prevention with People Living with HIV [PwP]).

e The large number of persons enrolled in care and treatment represents an excellent

opportunity to reach those infected with effective prevention interventions. A comprehensive
package of prevention messages and services includes:
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Counseling for safe disclosure of HIV status to sex partner(s) and other family
members.

HIV testing and counseling of sex partner(s) and children.

Ongoing counseling and support for HIV discordant couples.

Safer sex counseling (e.g. fidelity to one sex partner of known HIV status, reduction
in multiple partnerships, and correct and consistent use of male and female
condoms).

Alcohol assessment and counseling on reduction or abstinence.

Condom promotion and distribution.

Assessment, diagnosis, and management of STIs as part of routine HIV care.

Family planning and safer pregnancy counseling for HIV-infected women.
Adherence counseling and support for both prophylaxis and treatment regimens.

See the PwP Technical Considerations for more detailed information;

Prevention for people living with HIV should be integrated into care and treatment clinics
and delivered during routine visits and within the community;

Ensure all medical facilities that offer ART and antenatal services provide PMTCT and have
referral mechanisms to ensure HIV-infected women and HIV-exposed children have follow-
up in the HIV clinic after delivery, preferably in a family context; and

Prevention Activities, particularly Positive Health Dignity and Prevention (PHDP) Programs

O

With increasing evidence that successful adherence to ART can reduce onward HIV
transmission, it will be important to integrate evidence-based best practices from
successful behavior change prevention programs into the continuum of care provided
through ART programs. Where feasible, this should include linkages with
community-based programs to enhance patient retention and strengthen prevention
messaging.
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TECHNICAL AREA 2.2: PEDIATRIC CARE, SUPPORT AND TREATMENT

Pediatric Care, Support and Treatment - Since 2009, COPs have included separate sections
for pediatrics HIV care and pediatric treatment, providing structure for a comprehensive
description of pediatric HIV programming and highlighting the importance in PEPFAR supported
programs of efforts to support expanding access to pediatric services. This emphasis is also evident
in the PEPFAR reauthorization and 5 year strategy with the mandate that USG-supported programs
“provide care and treatment services to children with HIV commensurate to their representation in
a country's overall epidemic”. Achieving goals for children exposed, infected or affected by HIV will
require sustained commitment and leadership from governments and international organizations,
as well as close collaboration and harmonization of efforts within PEPFAR technical areas that
address the needs of children in resource-limited settings.

Pediatric HIV Care and Support can be defined as all health facility-based care for HIV-
exposed children aimed at extending and optimizing quality of life for HIV-infected clients and their
families throughout the continuum of illness through provision of clinical, psychological, spiritual,
social, and prevention services. Clinical care should include early infant diagnosis, prevention and
treatment of Ols and other HIV/AIDS-related complications including malaria and diarrhea
(providing access to commodities such as pharmaceuticals, insecticide treated nets, safe water
interventions and related laboratory services), pain and symptom relief, and nutritional assessment
and support including food. Other services — psychological, social, and spiritual and prevention
services — should also be provided as appropriate. Pediatric care and support services should be
counted if they are provided at a facility, while community-based services should be included
within programs for orphans and vulnerable children (OVC). It is important that funding for
pediatric care activities is not double-counted in OVC. Pediatric TB is an important contributor to
morbidity and mortality in HIV affected and infected populations. Please include all pediatric TB
activities and efforts under the TB/HIV section.

Pediatric HIV Treatment — Support the government to roll out updated pediatric treatment
guidelines; infrastructure development, training clinicians and other providers, clinical and
laboratory monitoring of children on treatment, adherence support and strategies to improve
retention in the pediatric population, development of capacity to provide laboratory services for
children and detect treatment failure. Building capacity to monitor, supervise and implement
pediatric HIV treatment services; promote integrated approaches to improve outcomes.
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2.2.1 BACKGROUND: PEDIATRIC CARE, SUPPORT AND TREATMENT

A. Achievements

2010 WHO guidelines emphasize the need for early diagnosis and treatment of young children
infected with HIV. The guidelines recommend virologic testing of HIV-exposed infants at 4-6 weeks
of age and treatment of all HIV-infected infants and children <24 months of age regardless of their
clinical status or CD4+ percentage, as well as earlier initiation of therapy for children aged 2-5 years
based on CD4+ percentage or absolute count.

PEPFAR has dramatically expanded access to life-saving ART for HIV-infected children. As of
September 2010, the USG supported 257,750 children on ART, representing an almost 400% increase
above the 52,012 children receiving treatment in 2006. Also, much progress has been made in
updating pediatric national guidelines, developing scale-up plans, and improving training curricula.
Trainings, laboratories, supply chains, and information systems to support pediatric ART have also
become stronger, and pediatric care and support services are improving. Many PEPFAR countries
report implementation of cotrimoxazole (CTX) prophylaxis in >80% of PEPFAR-supported sites and
SCMS has noted a marked increase in global procurement of CTX. Finally, linkages across PMTCT,
pediatric care, support, and treatment, and orphans and vulnerable child (OVC) programs have also
improved.

B. Challenges

Despite impressive achievements, there is still tremendous work to be done. Most countries fall well
short of 80% ART coverage among eligible children. Of the 3,209,660 people enrolled on ART with
PEPFAR support at the end of September 2010, 8% were children <15 years of age. Moreover,
children who are started on treatment are generally older and at more advanced stages of disease.
Without treatment, pediatric HIV infection follows an aggressive course, with 30-40% of
infected children dying within the first year of life and 50% dying by age 2 years. Among those
on treatment, retention and adherence to chronic therapies are additional challenges to improving and
sustaining the continuity of care necessary for improved clinical outcomes and quality, while
minimizing adverse events and costs. Pediatric HIV services are often inadequately integrated with
other maternal, newborn, and child health (MNCH) services or may only be available at centralized,
tertiary level facilities, making them difficult for families to access. Overcoming programmatic
barriers to continuity of care and setting related targets and funding levels are essential to achieving
pediatric care, support, and treatment goals.

C. Planning for the future

There is an urgent need for country programs to capitalize on advances achieved during the past few
years and plan for expansion and scale-up of these pediatric HIV care and treatment services.

The key elements of a strong pediatric care and support program for HIVV-exposed and infected
children include:

o Early identification of HIV exposure and infection status;

e CTX prophylaxis;

e Provision of basic child health interventions, which include nutritional assessment and
support, safe water and sanitation interventions, malaria prevention and treatment, linkage to
other child survival services, and TB prevention, diagnosis, and treatment;

e Prevention and treatment of opportunistic infections (OIs);
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e Appropriate pain assessment and management;
e Provision of psychological, social, and spiritual support; and
e Continuity of care/retention of HIV-infected children in care (pre-ART services).

These elements are described in the Pediatric Care and Support section of this document, and are
summarized in Diagram 1.

Likewise, key elements of a strong pediatric treatment program include provision of ART for all
HIV-infected children <2 years of age and eligible older children with appropriate pediatric
formulations, as well as necessary clinical and laboratory monitoring and adherence support (see
Diagram 1). These elements, which are addressed further in the Pediatric Treatment section of this
document, will require:

e Implementation of the 2010 WHO pediatric treatment guidelines;

e Scale-up of pediatric HIV services through health system strengthening; and

e Strengthening follow-up, clinical and laboratory monitoring, and retention of enrolled
children.

Planning for the next 5 years must be informed by accurate costing data based on pediatric burden of
disease, the most recent guidelines, recommended first and second line regimens, optimal diagnostic
and monitoring needs, provision of basic care and support packages, and funding projections. Scale-
up plans for pediatric HIV services should be carefully described, including development of both
national and program targets, as well as implementation strategies for expansion of comprehensive
quality services, with an emphasis on early identification of HIV exposure and infection status, early
initiation and expansion of pediatric ART, CTX prophylaxis, improved follow-up, tracking, linkages
to and retention in care and treatment, and delivery of other key components of the basic preventive
care package. Concentrated efforts at the country level need to be taken to ensure that care, support,
and treatment services for children are discussed and planned for as an integral part of national and
USG-supported programs. USG-supported partners need to include plans to provide national, district,
and/or site-level support to build capacity of health care systems and provide quality care and support
services for children. Harmonized approaches and standardized packages of services for children
should be developed across USG-partners and programs.

2.2.2 PEDIATRIC CARE AND SUPPORT

A. Early ldentification of HIV-Exposure and Infection Status

Implementation of early infant diagnosis (EID) and follow up is critical to provide early initiation of
life-saving ART for all HIV-infected children <24 months of age. Urgent, provider-initiated testing
and counseling (PITC) should be routine for any infant or child presenting to a health facility. We
should not miss any opportunity to test a child because infants born to HIV-infected women are
lost to follow-up at very high rates and are at extremely high risk for death due to a mortality
rate of ~50% in the <24 month age group.

Successful scale-up of EID in national programs requires protocol development, planning, expanded
lab capacity, decentralized testing, reliable sample transport and return of results to families, training
of lab and care providers, and linking to clinical care and treatment. Implementation of these services
requires a paradigm shift in service provision from a vertical, episodic model to integrated,
longitudinal service delivery. National lab plans will need to address staffing, space, storage capacity
and quality assurance and control. Data collection capacity will need to expand as EID programs are
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an important source of data for program impact assessment. USG teams should work closely with
MOH and other stakeholders to ensure the appropriate and timely use of quality data derived from

EID.

HIV antibody testing in infants and children is being expanded gradually and this scale-up needs to be
maintained because the majority of children with HIV are currently not identified through PMTCT or
EID programs. In addition, most testing algorithms for HIV-exposed infants identified through
PMTCT/EID include HIV antibody test at 9, 12 and/or 18 months of age; therefore this testing
modality is essential also for quality EID and infant follow-up as well.

Key strategies for early identification of HIV exposure and infection status should:

Ensure that pediatric HIV testing and counseling policies, algorithms, guidelines, and/or
implementation plans consistent with recent WHO guidance are available in country.
Guidelines should include family testing and harmonized strategies for case management and
referral of sick children at both community and facility levels (see WHO case management &
IMCI recommendations at

www.who.int/child adolescent health/documents/imci/en/index.html);

Establish and document HIV exposure status in all infants at first contact with the health
system, ideally at birth or before 6 weeks of age. National programs should implement the
use of updated mother/child health cards that include essential HIV information;

Scale-up HIV virological testing (PCR testing with dried blood spots [DBS] or plasma) for
HIV-exposed infants at 4-6 weeks of age. Country programs should work with the Ministry
of Health to develop/update 5 year EID scale-up plans;

When PCR is not available, utilize algorithms based on serology, clinical exam, history and
WHO recommendations, with the aid of CD4" and total lymphocyte count (TLC) as
available;

Adopt guidelines that recommend repeat testing for children who test negative but have
ongoing HIV exposure through breastfeeding and for children who test positive by antibody
test before 18 months of age or present with signs or symptoms that may be due to HIV
infection;

Because many HIV-infected children are not identified through EID, and because many
childhood diseases can represent manifestations of HIV infection, implement universal PITC
in inpatient pediatric wards, malnutrition clinics, and TB clinics, as well as other out-patient
settings;

Routinely inquire about whether adults or children already enrolled in HIV care and treatment
services have children or siblings who have not been tested for HIV. If so, offer PITC for
those children;

Ensure that national programs and supported partners train health care providers on pediatric
PITC;

Increase the linkages with orphan and vulnerable child (OVC) programs to ensure that the
health and HIV needs of OVCs are being addressed;

Include pediatric populations when validating rapid testing algorithms and use finger-stick
blood collection for children whenever possible; and

In many countries the Clinton Health Access Initiative, funded through UNITAID, has been
the main procurer of EID reagents and supplies. As funding through this program comes to an
end, country programs will need to ensure that funds and procurement mechanisms are in
place to provide a secure, uninterrupted stream of EID reagents, supplies, and logistic
support.
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B. Cotrimoxazole (CTX) prophylaxis for HIV-exposed and infected children

At an estimated cost of at US $0.03 per child per day or US $10/year, provision of CTX to HIV-
exposed/infected children is the most cost-effective non-ART intervention to reduce morbidity and
mortality due to HIV and AIDS, and CTX can be a lifesaving intervention for those children who
experience delays in necessary initiation of ART.

In 2006, WHO published recommendations on the use of CTX prophylaxis for HIV-exposed and
infected children. Despite abundant evidence for the lifesaving benefits of CTX, provision and
monitoring of CTX remains extremely limited. Though national policies exist, challenges for scale-up
include missed opportunities to identify HIV-exposed / infected infants and children, lack of
sufficiently detailed national operational plans for scale-up, limited maternal, newborn, and child
health (MNCH) or other platforms from which to effectively role out CTX programming, inadequate
training and monitoring systems, inadequate procurement and distribution (including limited
forecasting and frequent stock outs due to use for other purposes), limited job aid dosing tools, and
inadequate community and provider understanding of the importance of this highly effective
intervention. This intervention should be linked to PMTCT programs, EID, MNCH, and home-based
testing efforts. For more detailed guidance regarding CTX in infants and children, see the WHO’s
guidance on CTX prophylaxis for HIV-exposed and HIV-infected infants and children
(http://www.who.int/hiv/pub/plhiv/ctx/en/index.html).

Key strategies for scaling up CTX prophylaxis for HIVV-exposed and infected children should:

e Ensure that carefully-written CTX policy and guidelines for HIV-exposed/infected children
are available in country, and that they are consistent with WHO guidelines. Scale up
nationwide coverage of CTX prophylaxis so that:

o All HIV-exposed children receive CTX beginning at 4-6 weeks of age and continue
until HIV is excluded

o All children <5 years of age diagnosed with HIV receive CTX and continue until at
least 5 years of age if WHO immunologic and clinical criteria are met

o Children >5 years of age diagnosed with HIV receive CTX in accordance with
current pediatric and adult guidelines;

o Integrate CTX with MNCH services and include HIV exposure status/receipt of CTX in the
child health card,;

e Given that PEPFAR indicators track CTX provision and coverage, consider setting targets for
CTX coverage to drive country programs; and

e In many countries, the Clinton Health Access Initiative, using UNITAID funds, has been the
principal purchaser of CTX for children. As this program transitions out, countries will need
to ensure that adequate funding for CTX is included to minimize the risk of stock-outs. USG
teams should be closely involved in working with other donors and national programs to
ensure that this low-cost intervention remains readily available to programs.

C. Basic child health interventions for HIV-exposed, infected, and affected children

Provision of a minimum set of evidenced-based interventions or a package of integrated services for
HIV-exposed/infected children is described in both the PEPFAR PMTCT/Pediatric HIV/IMNCH
Integration Guidance (see Diagram 1 below) and the Basic Care Package for Children. Each country
should adapt these recommendations to suit its context. Country teams will need to develop
appropriate plans to leverage and coordinate funding and technical expertise between PEPFAR and
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other USG and non-USG partners to assure key child health services are delivered. Examples of key
care interventions include but are not limited to:

I.  Nutritional assessment, counseling, and support (NACS)

Nutrition status plays a crucial role in the health and development of infants and children infected
or affected by HIV. Most nutrient requirements are the same for HIV-infected and uninfected
infants and children, although children born to HIV-infected parents are at documented
substantially greater risk of growth faltering and malnutrition. WHO has recently developed
Guidelines for an Integrated Approach to Nutritional Care of HIV-Infected Children (6 Months to
14 Years) (2009), which are meant to be integrated within IMCI in clinic settings.

Examples of pediatric nutrition interventions that should be integrated within PEPFAR programs
include:

o Anthropometric, biochemical, clinical, dietary and household food security assessment;

e Provision of counseling based on WHO and national infant feeding, nutrition and WASH
guidelines;

e Provision of complementary feeding support for all infants from 6 months up 24 months of
age, and therapeutic or supplementary feeding support for children with evidence of growth
faltering;

e Provision of multi-micronutrient supplements for children whose diet is unlikely to meet
vitamin and mineral requirements;

e Routine vitamin A and zinc supplementation and control of intestinal parasites (e.g.
anthelmintics) as per national childhood health programs; and

e Nutrition surveillance, referral and tracking systems for children in nutritional assessment,
counseling, and support (NACS) and care and treatment programs.

For additional detail, refer to the Food and Nutrition and PMTCT Technical Considerations.
Il. Safe water, sanitation, and hygiene interventions

These interventions serve as the cornerstone for infection prevention in household, community, and
health facility settings. Integration of interventions such as the following into both family and
health worker behaviors offers the opportunity to prevent sepsis, diarrhea, pneumonia, and other
life-threatening illnesses common among HIV-infected infants and children as well as the broader
pediatric population:

e Provision of simple, low-cost, high impact interventions to reduce the burden of diarrhea on
the nutritional and health status of HIV-exposed/infected children and ensure access to safe
drinking water in facility-based and household settings (e.g. bleach/hypochlorite product,
water storage in appropriate container, soap, hand washing and hygiene education); and

e Ensuring that treated water is used for preparation of nutrition products (complementary
foods, formula).

I1l. Malaria prevention and treatment
e Distribution and use of ITNs in households of persons with HIV, pregnant women, and

children < 5 years of age; and
e Malaria screening and treatment as part of routine child health care.
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IV. Referral and follow-up for routine child health and survival services

Newborn resuscitation and care (thermal care, hygienic cord care, prophylactic eye care);
Complete and timely immunization;

Case management of diarrhea, pneumonia, and sepsis;

Growth and development monitoring; and

Community outreach efforts for follow-up and ongoing care.

V. Prevention, diagnosis, and management of tuberculosis (TB)

Children living with HIV have a higher risk of developing primary TB and have more rapid
progression and poorer outcomes than HIV-uninfected children. Diagnosis of TB is more difficult
in children, and TB-HIV programming for HIV-infected children and TB case-finding among
children of TB-infected adults has received less attention. Emphasis and priority should focus on:

e Scaling up HIV testing of children with TB;

e Enhanced case finding of TB in HIV-infected children (e.g. routine screening for TB in
children and their family members);

e Active case finding among HIV-exposed/infected children with adult family and household
members with TB;

e TB infection control; and

e Improving capacity for TB diagnosis in children, including activities that support evaluation
of new diagnostic techniques in pediatric populations.

For more information on TB, see HIV/TB Technical Considerations.
D. Prevention and clinical management of other opportunistic infections (OI’s)

Pediatric programs should support nationally recommended approaches to diagnosis and management
of OI’'s and co-morbidities, and should ensure that these approaches are consistent with WHO
guidance, when available. In 2010, WHO published guidance on the management of diarrhea and
pneumonia in HIV-infected infants and children

(www.who.int/child_adolescent health/documents/9789241548083/en/ index.html) and WHO is
updating guidance for prevention, diagnosis, and management of other common Ols and co-
morbidities. Information on the management of sick children in both community and health facility
settings is available on the integrated management of childhood illness (IMCI) website, including
how to approach HIV testing, preventive care and Ol treatment.

(http://www.who.int/child_adolescent health/topics/prevention_care/child/imci/en/index.html).

E. Palliative care

Palliative care usually requires a multidisciplinary team approach that aims to improve the quality of
life for children and their families through prevention of and relief from pain and suffering.
Interventions and services include the early identification, assessment, and treatment of pain and other
symptoms, through physical, psychosocial, and spiritual approaches. These services are provided at
the facility, community, and household levels and are crucial through the disease continuum for both
the child and family, from diagnosis to bereavement support. Special attention should be given to:

e Careful pain assessment and management for children within care programs; and
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o Development and implementation of appropriate access to opioids for children, as well as
related policies and education.

F. Psychological, social, and spiritual support

There are special considerations and challenges for pediatric and adolescent populations when
addressing psychological and social support needs. All programs should make provisions to work
with families and caregivers to provide the support children and adolescents need. Children growing
up and entering puberty with perinatally-acquired HIV and adolescents with new sexually-acquired
HIV need additional support, and such support should be well-linked with OVC services. Examples
include:

Support groups for children, adolescents, caregivers and families;

Support for disclosure and informing about HIV and treatment and care adherence;
Forums to address caregivers concerns and needs;

Community and home-based services; and

Broader, government-affiliated social support services.

G. Retention of HIV-infected children in care (i.e. continuity of care in pre-ART services)

Although the WHO 2010 guidelines for initiation of treatment will significantly increase the number
of children eligible for treatment, there will still remain some children who are not eligible for
treatment initiation. However, these children will still require routine follow-up visits and programs
will need to institute services to ensure that they are retained in care. Routine review of medical
records is an important activity that programs need to institute to identify children lost to follow-up.

H. Pediatric Care and Support Targets

The PEPFAR reauthorization states that USG-supported programs must “provide care and treatment
services to children with HIV commensurate to their representation in a country's overall epidemic”.
To establish country-based targets, accurate pediatric data must be obtained using modeling that
accounts for incidence and prevalence estimates of pediatric HIV as well as estimates of care and
treatment needs. Baseline estimates of children in need of care and treatment by country are available
in the Children and AIDS Fifth Stocktaking Report, 2010

(http://www.unicef.org/publications/index_57005.html).

Target-setting for pediatric indicators should include consideration of the number of HIV-infected
and HIV-exposed children that are in the country, and should build on current achievements. If the
number of children receiving a care or support service has grown over the past year at 5%, then the
targets for FY2012 should use that growth level as their minimum target for the year. Targets should
be developed for the following indicators:

Number of children <18 provided with a minimum care service;

Number of HIV-positive children <15 who receive a minimum of one clinical service;
Number of children <15 who receive cotrimoxazole prophylaxis; and

Number and percent of infants who received an HIV test within 12 months of birth (the EID
indicator).
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2.2.3 PEDIATRIC TREATMENT

Improving access to and quality of pediatric ART programs continues to be a priority for the next phase
of PEPFAR. Several distinct efforts are required to accomplish this, and include: (1) implementation of
updated treatment recommendations for infants and children; (2) scale-up of pediatric HIV care and
treatment services through health system strengthening; and (3) strengthening the follow-up, clinical
monitoring, retention, and adherence support for infants, children, and adolescents enrolled in care and
treatment services.

A. Implementation of updated (2010) treatment recommendations for infants and children

Initiate ART for all HIV-infected children <24 months of age. The 2010 WHO treatment
guidelines recommend treating all HIV-infected children <24 months of age. This
recommendation was based partially on data from the Children with HIV Early Antiretroviral
Therapy (CHER) trial conducted in South Africa, which revealed that the risk of death was
76% lower in HIV-infected infants (less than 12 months of age) who received immediate
treatment compared to the risk among infants whose treatment was delayed until CD4%
values fell below 20% (Violara A, Cotton M, Gibb D. Early antiretroviral therapy and
mortality among HIV-infected infants. New Engl J Med 2008; 359:2233-2244) and on the
high mortality of HIV-infected children 12 to 24 months of age. These data and guidelines
underscore the importance of early diagnosis and treatment of HIV infection among HIV-
infected children in the first 24 months of life, regardless of CD4 count and clinical status.
Revised immunologic thresholds for initiating ART in children >2 years of age. All HIV-
infected children with WHO clinical stage 3 or 4 disease should initiate ART. Additionally,
the 2010 WHO treatment guidelines recommend earlier initiation of therapy for children over
two years of age, as follows:

o 2-5years: CD4 <25% or <750 cells/mm?

o >5years: CD4 <350 cellss/mm? (same as adolescents/adults)
Recommended first-line regimen for HIV-infected infants (age <12 months) exposed to
nevirapine (NVP). 2010 WHO guidance on optimal first-line ART regimens for HIV-
infected infants exposed to single dose NVP (or other non-nucleoside reverse transcriptase
inhibitor-containing maternal antiretroviral therapy regimens) states that a protease inhibitor-
based triple antiretroviral therapy regimen should be used as part of a three drug combination
regimen. However, it is recognized that in many resource-constrained settings,
lopinavir/ritonavir is not available, affordable, or feasible for use. In these situations,
whatever regimen is available should be used and initiation of treatment should not be
delayed.

While many countries have made or are in the process of making changes in their pediatric
guidelines to include 2010 recommendations, support is needed to develop appropriate job aids
and training materials for their implementation at clinical sites.

B. Scale-up of pediatric HIV care and treatment services through health system strengthening

Scaling up pediatric HIV care and treatment services is partly dependant on strengthening
pediatric diagnostic services (see Pediatric Care and Support) as well as follow-up and
referral systems (see #3, below). Further work to scale up pediatric HIV care and treatment
services includes system strengthening at national, provincial, district, and site levels as
follows: Support the decentralization of HIV treatment services for children:
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o Support for development of clinical services for children at mid and distal levels of
the health care system

o Support policies, training and ongoing mentoring for nurses to initiate and maintain
children on ART, with periodic supervision by a pediatrician or other qualified
physician, as needed

e Strengthening national programs and health care systems to expand pediatric services:

o Provide support for a pediatric HIV team within the National HIV Program.

o Create or support pediatric specific technical work groups at country level with
implementing partners and stakeholders to support rapid development of tools,
disseminate findings, best-practices and data collection instruments

o Support collaborative work between pediatric, PMTCT and maternal, newborn, and
child health (MNCH) programs to ensure integration of pediatric HIV services at all
levels of the health care system

e Strengthening regions and districts:

o Encourage implementing partners to develop regional and district approaches for
provision of preventative, clinical, and community-based services for children and
their families.

o Work with national programs to strengthen regional and district public health teams
monitor and supervise pediatric program service roll-out

e Strengthening the pediatric HIV capacity in USG country teams:

o Include members with expertise in pediatric HIV care and treatment in country teams

o Address pediatric specific issues in all relevant USG funded activities/programs (e.g.:
TB program pediatric issues, adolescents, etc)

C. Strengthening the follow-up, clinical and laboratory monitoring, and retention of children
enrolled in care and treatment services to ensure continuity of care

Early referral to care, on-going clinical assessment and monitoring, and retention in care and
treatment services are essential. Programs should assess barriers and challenges to retention in care
and implement measures to address these. Additional critical monitoring and assessment issues
include:

o Site-specific tools for tracking exposed and infected infants and children such as child health
cards with integrated HIV information
e Longitudinal medical records across the care continuum:; Countries should work with
implementing partners and national programs to develop appropriate medical record-keeping
approaches to enable follow-up of HIV-exposed/infected children (clinical care forms) and
data recording across health facility, outreach/referral, and community-based activities.
e Close follow-up from PMTCT sites, including community support for identification, follow-
up, referral, and linkage with facilities
e Age-appropriate clinical and laboratory monitoring for patients in care or on treatment
including:
o CD4 % and counts
o Assess for toxicities and adverse events
o Response to therapy or failure
o Adherence support strategies
e Retention into care issues (e.g.: financial and social barriers; access; transitioning care, etc.)
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D. Pediatric Treatment Targets

The PEPFAR reauthorization states that USG-supported programs must “provide care and treatment
services to children with HIV commensurate to their representation in a country's overall epidemic”.
To establish country-based targets, accurate pediatric data must be obtained using modeling that
accounts for incidence and prevalence estimates of pediatric HIV as well as estimates of care and
treatment needs. Baseline estimates of children in need of care and treatment by country are available
in the Children and AIDS Fifth Stocktaking Report, 2010
(http://www.unicef.org/publications/index_57005.html).

Targets for pediatric treatment should take into account the number of children in the country who are
eligible for ART, but should also be developed by reviewing the previous years’ achievements in
initiating children on ART. Targets should be a blend of the realistic and the aspirational.

Targets should be developed for the following indicators:

e  The number of children <1 and <15 who are newly initiated on ART; and
e  The number of children <1 and <15 who are receiving ART (current)

It is highly desirable for country programs and USG-supported partners to gather age-disaggregated
data for the pediatric population in care or on treatment.

2.2.4 CROSS-CUTTING AREAS: PEDIATRIC TREATMENT

These are areas where attention to the special needs of pediatric populations is required in order to
provide quality services for HIV-exposed and infected children and include:

A. Laboratory capacity to support pediatric HIV programs

e To ensure early diagnosis of HIV in infants, children and adolescents, countries should:
o Develop PCR capability and expand systems for dried blood spot (DBS) testing for
infants
o Strengthen EID laboratory and specimen collection, transport, and delivery
procedures and result turn-around times. Evaluate system effectiveness. Capacity
should be strengthened at reference centers and nationally
o Expand the use of HIV-rapid antibody testing in children (e.g. finger stick sample
collection)
o Develop QI/QA systems for EID and PITC
e To ensure appropriate disease staging and treatment monitoring capacity, countries should:
o Ensure availability of CD4 cell counts and percentages, as well as hematology and
biochemistries
o As viral load capacity is developed in countries, make this laboratory monitoring test
available to the pediatric population
e Strengthen integrated laboratory service capacity for diagnosis of opportunistic infections and
other infectious complications in children.
o Expand diagnostic testing for other common, life-threatening childhood diseases:
Malaria, TB, sepsis, etc

B. Supply chain management, procurement of drugs and supplies, and costing
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Important procurement and supply chain management considerations for pediatric commodities

include:

Coordinate procurement with national programs, Global Fund, Clinton Foundation and PMI;
Special considerations for pediatric ARVs, including new regimens for infants, liquid
formulations, pediatric fixed dose combinations, age-specific dosing, etc.

o Pediatric FDCs are preferable for implementation in resource-limited settings, and
while most of them are of acceptable quality, providers should consult the WHO
document Access to HIV/AIDS drugs and diagnostics of acceptable quality for
guidance (http://www.who.int/hiv/amds/selection/en/index.html);

Increased demand for EID and HIV-rapid test commodities;

Need for PMTCT combination or single drug regimens during infancy;

Need to expand CTX prophylaxis, procurement of other drugs to prevent or treat OI’s,
provide appropriate pain management and symptom relief (e.g., opioids);

Procure appropriate supplies to measure and dispense oral solutions (e.g., measuring spoons,
syringes);

Commodities to collect or process pediatric blood samples;

Lab equipment capable of processing small amounts of blood for regular hematological,
biochemical analysis and CD4 testing;

ARV costing studies that estimate pediatric-specific costs within country programs; and
Efforts to assist countries streamline pediatric formulations to reduce redundancies and
facilitate forecasting are essential cost-saving activities. As the Clinton Health Access
Initiative transitions out of pediatric ARV procurement work with in-country stakeholders, it
is critical to secure pediatric ARV supply chain management.

C. Human capacity development (HCD)
An important barrier to the expansion and scale-up of pediatric HIV programs has been the lack of
sufficient numbers of health care providers with expertise and confidence in the management of or
provision of services for HIV in children. This continues to be a factor in the ability to expand
services for children in 2010.

Efforts to strengthen appropriate skills among existing health care providers at all levels of the health
care system are critical to significantly increase the numbers of children receiving quality health care
services. To effectively build capacity, training per se is but one of several key steps. A
comprehensive approach is essential, including: training; facilitation of trainees with resource
materials & apparatus; follow-up of the trainees; mentorship; and supportive supervision. At the
country level, programs will therefore need to:

Improve the capacity of existing health care providers to deliver comprehensive health care
services to children, including HIV testing and counseling, disclosure support, HIV care and
treatment and home-based care services. This can only be accomplished using a
comprehensive HCD strategy;
Cross-train health care providers in MNCH, Family Planning, PMTCT, TB, etc;
Shift tasks to non-physicians, including updating related policies and training health/clinical
officers and nurses to initiate/monitor ART;
Integrate pediatric care and treatment modules into in-service and pre-service training for all
health care providers;
Train and mentor health care providers with emphasis on:

o Provision of follow-up services for HIV-exposed infants

o HIV testing and counseling for infants, children and adolescents

o Disclosure and adherence support
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o CTX prophylaxis in children
ART in children and adolescents
o Increase availability and capacity to provide care and treatment services for
adolescents
o Develop capacity to transition adolescents to adult services as this population
matures, including approaches to transfer relevant clinical information from pediatric
to adult treatment sites;
Use experienced staff and sites as resources to train new cadres of health care providers,
including hands-on mentoring, which is essential to create a cadre of workers with confidence
to manage pediatric HIV; and
Emphasize pre-service training for new clinical and laboratory staff.

o

D. Need for improved program monitoring and evaluation

The expansion of pediatric HIV services requires the parallel development of capacity for program
monitoring and evaluation. There is the need to support a unified and integrated national system for
pediatric HIV monitoring in order to: (1) Standardize data collection and monitoring procedures; (2)
Provide information to evaluate program performance; and (3) Facilitate reporting of sub-national,
national and international Pediatric HIV indicators

To optimize monitoring of pediatric (and other) programs, PEPFAR programs must:

Actively participate in the regular review of country data along with MOH, national technical
groups, and partners;
Use data from EID services. Despite the rapid growth of access to EID services, few
countries are collecting relevant PMTCT and pediatric program data from EID. Efforts to
improve EID as an important source of programmatic data are essential and include

o Harmonized requisition forms that include essential PMTCT and pediatric program

data elements

o Routine analysis and dissemination of data in country;
Provide technical assistance to MOH and implementing partners for pediatric HIV
monitoring;
Develop data collection mechanisms for follow-up across facility, outreach/referral, and
community-based programs;
Support training, supervision to sites, TA to MOH for data management, quality assurance,
analysis and feedback to sub-national levels and sites;
Plan to conduct routine program evaluation, including outcome based studies of their
Pediatric HIV programs. As the number of children on prolonged treatment increases, so does
the need to have effective ways to monitor this population to detect early warning signs
related to the emergence of resistance in treated populations (acquired resistance);
Evaluate and disseminate best practices across PEPFAR-supported countries; and
Support national activities to evaluate the quality of services provided to children.

E. Need for pediatric HIV surveillance activities

There continues to be a need to have more accurate estimates of the HIV epidemic in the pediatric
population, and countries should include pediatric components in surveillance efforts/activities.
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2.2.5 COUNTRY CONTEXTUAL CONSIDERATIONS: PEDIATRIC
TREATMENT

Countries should consider the HIV epidemic, in-country logistical challenges and existing MCH service
delivery platforms when planning where and how to provide pediatric HIV services. Decentralization of
services and task shifting to appropriately trained nurses or clinical officers may be a very effective means
of reaching children who may not otherwise be able to access pediatric HIV services, as such services are
currently largely located at tertiary care health facilities rather than in community health centers or health
posts.

It is crucial to use existing epidemiologic data to plan pediatric HIV programs, including the most recent
estimates of infected children, updated annually in the WHO/UNICEF/UNAIDS-authored Universal
Access Report. (Link: http://www.who.int/hiv/pub/2009progressreport/en/index.html) Target setting for
pediatric HIV care and treatment is challenging as data for strategic planning are often not readily
available. For those desiring assistance in this regard, TA is available to country teams via the PEPFAR
PMTCT/Pediatric HIV TWG.

2.2.6 PARTNER PERFORMANCE CONSIDERATIONS: PEDIATRIC
TREATMENT

To maximize efficiency in the field, it is critical to ensure that partners are not duplicating work. Country
teams should work with partners to ensure they are using up-dated materials whenever possible and that
efforts are harmonized with host country priorities and national goals. In addition, country teams should
ensure that partners are devoting sufficient time and effort at national, district, and site levels to address
the needs of the pediatric population.

2.2.7 LINKAGES, WRAPAROUNDS, AND INTEGRATION: PEDIATRIC
TREATMENT

The scaling up of effective pediatric HIV care, support and treatment services cannot be achieved without
linkages, wraparounds and integration with other related sectors and services. Each offers an opportunity
for early identification, enhanced care and treatment and improved retention in care for the child and the
family. Additionally, this allows for access to services not traditionally provided by pediatric HIV
programs to the child and family, resulting in more comprehensive care and support services. Country
programs should work with partners to ensure effective linkages exist among partners so patients can
effectively access all needed services. In most countries, the efficiency of such linkages, wraparounds,
and integration will be greatly enhanced if HIV planning is coordinated with evidence-based planning and
prioritization processes that are occurring within country for MNCH, FP/RH, etc. These include but are
not limited to use of tools such as Marginal Budgeting for Bottlenecks, Lives Saved Tool, RAPID,
SPECTRUM, etc.

Linkages and wraparound programming can assist with identification of infected children and provision
of care, treatment and support to children, adolescents, and their families. PEPFAR country teams are
encouraged to identify opportunities for integration within their programming and areas where integration
is critical to ensure the provision of a recommended package of integrated pediatric services (Diagram 1)
for all exposed and HIV infected infants which may also result in improved care for all children (HIV
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positive and negative). Great potential exists for integration of pediatric HIV services with PMTCT,
MNCH, malaria, TB, water/hygiene, sanitation, and adult HIV activities. This should occur at the home,
community, and facility level. For example, adults currently enrolled in TB or HIV treatment programs
may have children at home who should be HIV tested and who are at high risk for disseminated TB due to
exposure to co-infected parents or caregivers. Without appropriate linkages these children will remain
undiagnosed and at high risk.

There is an increasing need to focus efforts to address the care and treatment needs for adolescents.
Expanding work to support youth-friendly services at all levels of the health care system are necessary.
Inclusion of specific prevention with positives, adherence support, and reproductive health interventions
are increasingly important for USG and country programs.

In many countries, there may be sufficient rationale for integration. An initial needs assessment and a
subsequent action and evaluation plan should be developed to effectively deliver integrated services.
Countries that have more successfully integrated activities usually had a champion for integration that had
decision-making capabilities as well as a national-level team to spearhead this effort. Such a national team
often arose naturally from existing in-country coordinating bodies. A general framework for thinking
about integration is provided in the PEPFAR Guidance on the Integration of PMTCT, Pediatric HIV and
MNCH Services produced by the PMTCT/Pediatric HIV TWG.

Examples of specific activities that can be undertaken within an integrated package include:

e Identification of HIV-exposure and PMTCT services received on child’s road to health card;

e Early infant diagnosis and provision of CTX prophylaxis for exposed and infected children at
child health clinics (immunization, well-baby and out-patient) and inpatient wards;

e Ensure basic care packages for infected mothers and children includes MNCH services

e Increase cross-training opportunities for all HIV and MNCH staff;

e Integration of PITC, preventive care, and Ol treatment into routine MNCH services and in
management of sick children at the primary health care level;

e Collaborative planning and communication among pediatric, PMTCT and MNCH programs
to ensure integration of HIV services at all levels of the health care system;

e Coordination with home-based care and OVC programs including identification of HIV +
children, care and treatment adherence support and follow-up, educational, psychological and
nutritional support, economic strengthening, shelter, legal protection, and food security; and

e Screening, diagnosis and treatment of children and families with TB and latent TB infection
in accordance with host country National TB Program guidelines and TB/HIV testing of
children in TB-affected households.
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Diagram 1: Essential Components for Pediatric HIV Support, Care and Treatment

ALL INFANTS AND CHILDREN
Pediatric Basic Care Packageincluding:

MNewborn resuscitation and care (thermal care, hygienic cord care),
prophylactic eye care, complete and timely immunization, malaria
prevention and treatment, case management of diarrhea,

and ongoing care.

pneumonia and sepsis, Vitamin A supplementation, nutrition
assessment, counseling and support, growth and development
monitoring, TB screening/prevention/treatment, safe
water/hygiene/sanitation, community outreach efforts for follow up

HIV-EXPOSED INFANTS

Basic care package PLUS perinatal antiretroviral prophylaxis
and continued prophylaxis during breastfeeding for either the

mother or infant per national guidelines if the mother is not on
HAART for her own health, EID at 4-6 weeks or as close to

that as possible, repeat testing after BF cessation,

confirmatory testing at 18 months, ongoing, intensive nutrition

assessment, counseling and support for safe infant feeding
practices based on national guidelines

NON-HIV-EXPOSED
INFANTS

Basic care package

\

HIV NEG INFANT OR CHILD

(HIV AFFECTED)
: Basic care package
HIV POS INFANT OR CHILD PLUS
(HI,V'INFECTED) ongoing, intensive nutrition
BRI c:lrjjgackage assessment, counseling and support

INFANT < 2yr: Immediate initiation of lifelong ART
CHILD > 2yr: Initiation of ART if eligible
BOTH: CTX ppx, on-going, intensive nutrition

for safe infant feeding practices
based on national guidelines

assessment, counseling and support, regular
clinical, lab and side effect monitoring, social and

psychological support (adherence, disclosure, etc),
pain management, Ol treatment

ORPHANS
Basic care package PLUS

HIV related services listed above if positive
PLUS
grieffbereavement support, intensive social
network support, particularly for now child-
headed homes including assessment of
food security, shelter, etc
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TECHNICAL AREA 2.3: ARV DRUGS

2.3.1 ARV DRUGS TECHNICAL CONSIDERATIONS

A. A point person for supply chain management, including ARV drugs, should be considered. This
person should be responsible for assuring competitive drug procurement and ensuring adequate
ARV drug stores are maintained for partners and possibly the host government.

B. All USG teams are strongly encouraged to use the Partnership for Supply Chain Management
(SCMS) for ARV and other commaodity procurement, when present systems are not adequately
functioning. SCMS can provide the full scope of supply chain management services, including
overall management, procurement (including drug forecasting), freight and freight forwarding,
quality assurance, information systems management, and in-country technical assistance and
support of national supply chain systems, as well as, obtain lowest reported prices for all ARVSs,
generic or innovator, by leveraging the economies of scale created by USG pooled procurement.

C. It is clear that there are still cost savings to be found in some countries through greater
procurement of generic ARVs rather than branded ARVs and through greater pooled
procurement. PEPFAR country teams should carefully monitor both the procurement plans of
partners and variability of ARV prices in comparison with the annual ARV survey to ensure that
generics are procured to the greatest degree possible and that procurement agents are consistently
obtaining the best possible prices for ARVs, including costs of shipping and handling.

D. In addition, USG teams should promote the development of detailed national and/or USG
procurement plans (if not already done) and promote strengthening of national supply chain
systems to forecast, procure, manage, distribute, and assure quality of a wide range of HIV-
related commodities.

E. A number of factors, including variable funding flows and procurement and supply management
issues at the country level, can undermine the availability of critically important medicines at the
country level, including antiretroviral drugs (ARVs) in HIV/AIDS programs. Additionally,
unanticipated “emergency” situations such as natural disasters or conflict can threaten the
availability of ARVs in a country. This can hamper overall program efficiency by encouraging
the maintenance of large buffer stocks across multiple countries. In response, PEPFAR has
established an Emergency Commodity Fund (ECF) to respond to such emergencies and assist in
maintaining the continuity of essential HIV/AIDS treatment, with support provided on a short-
term basis (less than one year) to address imminent stock-out needs, based upon availability of
supply. USG teams should familiarize themselves with eligibility criteria to access the ECF and
plan an appropriate level of buffer stock accordingly. Please note that this fund does not replace
the need for buffer stock within a country. Country teams should continue to plan and program
for acceptable levels of buffer stock according to sound forecasting and management principles.

F. ARVs purchased with PEPFAR funding must have FDA-approval or FDA-tentative approval.
With recent changes in ADS 312.5.3.c, source-origin waivers are no longer necessary for non-
ARV pharmaceuticals, but may require a restricted commodity approval. More information can
be found at: http://www.usaid.gov/our_work/global_health/aids/TechAreas/treatment/scms.html.
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TECHNICAL AREA 2.4: TB/HIV

TB/HIV (HVTB) — includes exams, clinical monitoring, related laboratory services, treatment
and prevention of tuberculosis (including medications), HIV testing and clinical care of clients in
TB service locations, TB screening, and diagnosis, treatment and prevention of TB in PLWHA.
Funding for these activities, including commodities and laboratory, should be included in the

TB/HIV budget code rather than other budget codes. The location of HIV/TB activities can
include general medical settings, HIV/AIDS clinics, home-based care and traditional TB clinics and
hospitals. Pediatric TB/HIV services should be included in this budget code.

2.4.1 TB/HIV TECHNICAL CONSIDERATIONS

Note: The TB/HIV Technical Considerations have been revised in light of important new developments in
2010-2011, including new WHO guidelines on ICF and IPT and USG guidance on implementation and
rollout of the Cepheid Xpert® MTB/RIF assay (Xpert).

Tuberculosis (TB) remains the most common infectious cause of death among people living with HIV
(PLHIV) in sub-Saharan Africa. The PEPFAR Five Year Strategy recognizes the need to urgently
address the TB/HIV syndemic and commits to aggressively expand implementation of the Three Is
(intensified case finding, isoniazid preventive therapy, and infection control) and antiretroviral treatment
(ART) for co-infected individuals. Furthermore, under President Obama’s Global Health Initiative (GHI),
integrated programming is to be enhanced. TB/HIV collaborative activities are prototypic of the key
concepts of coordination, collaboration, integration and systems strengthening that are central to GHI. In
addition PEPFAR is increasingly focusing on using an implementation science framework to improve
program delivery and provide information on the efficiency, effectiveness, and impact of PEPFAR
activities. As a result, there is greater emphasis on monitoring and evaluation of TB/HIV programs to
ensure delivery of quality services, demonstrate impact, and suggest program adjustments to improve
outcomes.

Studies of individuals on antiretroviral therapy (ART) in sub-Saharan Africa document high rates of TB
not only among those initiating ART, but also among those on ART, particularly in the first six months of
therapy. If not adequately addressed, TB has the potential to undermine the great strides that PEFPAR
has made in rapidly expanding HIV care and treatment, and in decreasing TB/HIV-associated mortality
and morbidity.

In most countries, HIV prevalence among individuals diagnosed with TB disease (as well as those who
present with symptoms of TB) is much higher than that of the general population. In 2010, WHO
reported that among the 9.4 million incident TB cases registered in 2009, an estimated 1.1 million were
HIV-infected. In sub-Saharan Africa, TB/HIV co-infection rates have been reported to be 50-80%, and it
is estimated that the African region shoulders 80% of the global co-infection burden. The estimated
380,000 deaths from TB among people with HIV, acco