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United States Department of State

Washington, D.C. 20520

Statement from the U.S. Global AIDS Coordinator

Dear Members of Congress,

| am pleased to share with you the U.S. President’s Emergency Plan for AIDS Relief (PEPFAR)
Supplement to the Fiscal Year (FY) 2013 Congressional Budget Justification for Foreign
Operations (CBJ). This document is intended to provide you with a degper understanding of the
work of PEPFAR and the Office of the U.S. Global AIDS Coordinator. PEPFAR isthe U.S.
contribution to the shared global responsibility to save lives through support for effective, country-
led responsesto the AIDS crisis.

The PEPFAR Supplement provides further justification for country operational plan and
headquarters HIV/AIDS programs to be funded with the FY 2013 request. The Office of the U.S.
Global AIDS Coordinator intends to begin implementing these programs upon availability of FY
2013 funding.

The FY 2013 budget demonstrates the United States commitment to the fight against global AIDS,
and will allow us to meet the President’s ambitious goals for HIV/AIDS treatment, prevention, and
care announced on World AIDS Day 2011. Reflecting recent scientific advances, these goals
include supporting 6 million people on treatment by the end of 2013 and continuing to pursue high-
impact prevention tools tailored to each partner country, which will support the goal of an AIDS
free generation.

With your support, | look forward to continued work in partnership with countries to save lives
through smart investments that maximize the impact of each dollar we provide.

Sincerely,

Eric P. Goosby, M.D.
Ambassador at Large and U.S. Global AIDS Coordinator
The President’s Emergency Plan for AIDS Relief
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List of Acronyms

AB — Abstinence and Be Faithful

ABC — Abstain, Be faithful, and, as appropriate, correct and consistent use of Condoms
AF — African Affairs (State Department Bureau)

AIDS - Acquired Immune Deficiency Syndrome

ANC - Antenatal Care

APR — Annual Program Result

APS — Annual Program Statement

ART - Antiretroviral treatment

ARV - Antiretroviral (Drug)
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CBJ - Congressional budget justification

CBO - Community-Based Organization

CCM - Country Coordinating Mechanism

CDC - Centers for Disease Control and Prevention (part of HHS)
CHW — Community Health Workers

CN - Congressional Notification

COC - Continuum of Care

CODB - Costs of Doing the USG’s PEPFAR Business

COP — Country Operational Plan

COPRS - Country Operational Plan and Reporting System

CSH - Child Survival & Health (USAID funding account)

CSW — Commercial Sex Work

DFID — Department for International Development (UK)

DoD - U.S. Department of Defense

DOL - U.S. Department of Labor

DOS - Department of State

EID — Early Infant Diagnosis

EAP — East Asian and Pacific Affairs (State Department Bureau)
EHSP - Essential Health Services Package

EUR — European and Eurasian Affairs (State Department Bureau)
F — Office of the Director of Foreign Assistance

FBO - Faith-Based Organization

FDA - Food and Drug Administration (part of HHS)

FN — Food and Nutrition

FSW — Female Sex Workers

FSN — Foreign Service National

FTE — Full-time Equivalent

FY — Fiscal Year

GAP — Global AIDS Program (CDC)

GBV - Gender-Based Violence

GHAI - Global HIV/AIDS Initiative (funding account; replaced by GHCS)
GHCS - Global Health Child Survival funds (funding account)
GF - Global Fund to Fight AIDS, Tuberculosis and Malaria
HAART - Highly Active Antiretroviral Therapy

HBC — Home-Based Care

HCT — HIV Counseling and Testing



HCW - Health Care Workers

HHS — U.S. Department of Health and Human Services
HIV — Human Immunodeficiency Virus

HMIS - Health Management Information System

HQ — Headquarters

HRSA - Health Resources and Services Administration (part of HHS)
HRH — Human Resources for Health

HSS — Health Systems Strengthening

ICASS - International Cooperative Administrative Support Services
ID - Identification

IDP — Internally-Displaced Person

IDU - Injecting Drug User

INR - Intelligence and Research (State Department Bureau)
IPT — Isoniazid Preventive Therapy

IRM - Information Resources Management

LES - Locally Employed Staff

M&E — Monitoring and Evaluation

M&O — Management and Operations

MCA - Millennium Challenge Account

MCH — Maternal and Child Health

MDR-TB — Multi-Drug Resistant Tuberculosis

MFI - Microfinance Institution

MOA - Memorandum of Agreement

MOH — Ministry of Health

MOU - Memorandum of Understanding

MSM - Men Who Have Sex with Men

MSW — Male Sex Workers

N/A — Not Applicable

NEA — Near Eastern Affairs (State Department Bureau)
NGO - Non-governmental Organization

NP1 — New Partners Initiative

NIH — National Institutes of Health (part of HHS)

OGAC - Office of the U.S. Global AIDS Coordinator (part of State)
OGHA - Office of Global Health Affairs (part of HHS)

Ol — Opportunistic Infection

OMB - Office of Management and Budget

OS - Office of the Secretary (part of HHS)

OP — Other Prevention

OVC - Orphans and Vulnerable Children

PAHO — Pan American Health Organization

PC — Peace Corps

PEP — Post-exposure Prophylaxis

PEPFAR - President’s Emergency Plan for AIDS Relief
PITC — Provider-Initiated Counseling and Testing

PLHIV - People Living with HIV/AIDS

PM - Political-Military Affairs (State Department Bureau)
PMTCT - Prevention of Mother-to-Child HIV Transmission
PPP — Public-Private Partnership

PR - Principal Recipient

PSC - Personal Services Contract



PwP — Prevention with Positives

QA - Quality Assurance

ROP — Regional Operational Plan

S/APR — Semi-Annual Program Result

SAMHSA - Substance Abuse and Mental Health Services Administration (part of HHS)
SCMS - Partnership for Supply Chain Management

SI — Strategic Information

STI - Sexually-Transmitted Infection

TA — Technical Assistance

TB - Tuberculosis

TWG - Technical Working Group

UNAIDS - Joint United Nations Program on HIV/AIDS
UNICEF - United Nations Children’s Fund

USAID - U.S. Agency for International Development
USDA - U.S. Department of Agriculture

USDH - U.S. Direct Hire

USG — United States Government

VCT - Voluntary Counseling and Testing
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WFP - World Food Program

WHA -— Western Hemisphere Affairs (State Department Bureau)
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PEPFAR Budget Overview

Under President Obama’s FY 2013 budget request, the United States will continue to lead the
global effort to implement scientifically proven interventions that save lives and work towards an
AIDS-free generation. The request provides the resources needed for PEPFAR to meet its goals
through its bilateral programs. In light of the shared responsibility to respond to global AIDS, it
also supports U.S. efforts to increase commitments of partner countries and strengthen the
Global Fund.

PEPFAR Priorities and Goals

On World AIDS Day 2011, President Obama announced ambitious new targets for PEPFAR’s
prevention efforts, focusing on proven interventions that will help to realize the goal of an AIDS-
free generation. New scientific evidence shows that treatment not only saves the life of the
person receiving it but is an extraordinarily effective form of prevention. Based on this exciting
research, the President announced an increase in PEPFAR’s treatment target of 50 percent, to six
million people supported by the end of 2013. The program’s treatment scale-up will reflect a
particular focus on serving the sickest individuals, pregnant women, and those with TB/HIV co-
infection. Through improvements to procurement and delivery, the PEPFAR cost per
patient/year of treatment has dropped from over $1100 to $335. PEPFAR will continue to
increase its efficiency and maximize its impact, supporting countries in steps such as
consolidation of procurement of treatment commaodities, including drugs and laboratory
equipment and reagents.

The President also announced new goals on World AIDS Day for Prevention of Mother-to-Child
Transmission (PMTCT), voluntary medical male circumcision (VMMC), and condoms. The

FY 2013 request supports PEPFAR’s targets for these high-impact, targeted interventions.
PEPFAR has issued guidance to the field on the evidence basis for specific interventions, and
how best to tailor programs to specific country contexts. By aligning an increased proportion of
prevention funds to programming for populations at higher risk in a country, and by directing
dollars to evidence-based interventions that target specific populations and risk behaviors,
PEPFAR will achieve a greater impact with its prevention investment.

PEPFAR will work with countries to ensure that these and other high-impact prevention
mechanisms become more widely accessible. PEPFAR will continue to devote significant
financing to PMTCT in FY 2013, not only saving children from infection but keeping women
alive and preventing orphaning of other children. Reflecting on the Global Health Initiative’s
(GHI) focus on providing women with a one-stop shop, PMTCT efforts will continue to be
integrated with other maternal and child health services. The budget will also allow for continued
rapid expansion of VMMC services — a one-time intervention that provides a major, lifelong
HIV prevention benefit.
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Key Accomplishments

Through strategic investments, PEPFAR has made great strides in the fight against HIV/AIDS
around the world. As of September 30, 2011, PEPFAR had directly supported testing and
counseling services for nearly 41 million persons, and directly funded 3.9 million persons on
treatment. PEPFAR also provided care services to nearly 13 million during FY 2011, including 4
million orphans and vulnerable children (OVC).

PEPFAR will continue to support prevention, treatment and care services in FY 2013.
PEPFAR’s ability to continue to achieve results is driven, in large part, by finding efficiencies
and adjusting programs to implement only the most effective interventions. Since 2003, the
program has realized efficiencies in the prevention, care and treatment program areas and will
continue to capture cost savings for maximum results through expenditure analysis and rigorous
monitoring of impact.

One area in which PEPFAR has increased impact is in voluntary medical male circumcision
(VMMC), a one-time, low-cost procedure that reduces the risk of female-to-male transmission
by more than 60 percent. Efficiencies within VMMC are a result of the “MOVE model,” which
utilizes prepackaged surgical tools, more than one surgical bay per surgeon, and task-shifting (in
which clinical officers or nurses perform the procedure). PEPFAR has worked with several
partner governments to promote the new streamlined and cost-effective “MOVE model” to
increase impact with available resources.

An example of PEPFAR’s success in promoting efficiency has been in Botswana. The USG
worked with the Government of Botswana (GOB) to build support for replacing their inefficient
method of providing VMMC with the MOVE model, which includes dedicated staff to perform
the circumcisions, dedicated facilities for the procedures, and task-sharing to maximize
efficiency of health care workers. The GOB now endorses this more cost-efficient VMMC
model, and is implementing it with PEPFAR support. Dedicated service delivery sites are
planned nationwide - dedicated space is now provided for VMMC, including rooms for pre/post
operative care and observation, and separate areas for group education, and private HIV testing
and counseling. Additional efficiencies include forceps-guided circumcision, along with
electrocautery, outreach and community campaigns, and use of disposable VMMC kits. With
these changes, the USG Botswana VMMC program is poised to provide over 100,000
circumcisions by the end of 2013. With contributions from other donors, this puts the country on
a firm trajectory to meet 80% coverage of the target population by the end of 2015, averting an
estimated 10,000 new infections — one for every 12 circumcisions performed.

PEPFAR has also realized efficiencies within its treatment portfolio, specifically in South Africa.
South Africa has been a leader in efforts to decentralize provision of antiretroviral therapy (ART)
to treat HIV-positive individuals. ART was historically provided at district hospitals, and many
people had to travel long distances to access lifesaving medication. With PEPFAR support,
locally-led decentralization efforts have moved those services from the district level to local
health centers. Effective decentralization of these critical services requires task-shifting of the
provision of ART from doctors to nurses (who more commonly staff health centers). Engaging
nurses in the provision of ART to HIV-positive patients is an efficient and cost-effective way to
scale up treatment without compromising quality of care.
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PEPFAR continues to realize new and more efficient approaches through effective integration.
PEPFAR has achieved success in Zambia by integrating HIV services with Maternal, Neonatal,
and Child Health (MNCH) services in antenatal clinics (ANCSs). In bringing HIVV/AIDS services
to strengthen the MNCH platform, PEPFAR is reaching more HIV-positive pregnant women
with services to prevent maternal-to-child transmission (PMTCT) of HIV, and to provide care
and support to HIV-exposed infants. Integrating HIV and MNCH services at ANCs represents a
“one-stop-shop” model that has been widely adopted across the African continent and beyond.
This creates programmatic efficiencies, easing the burden of care-seeking on women, and
reducing costs as procurement and supply chain management efforts are streamlined and ANC
staff are trained on both HIV and MNCH.

PEPFAR has also piloted an innovative expenditure tracking and analysis methodology
developed by USG economists and program experts. The technique, piloted in six countries,
allows for the development of estimates for the USG unit costs per outcome (e.g., patient on
treatment for one year), and serves as a financial indicator for country team managers to use as a
planning tool to gain greater efficiencies. PEPFAR is working with country teams to standardize
this process for all program areas and roll it out to 10-12 countries in FY 2012, with further
expansion planned for FY 2013.

In Mozambique, PEPFAR completed expenditure analyses in 2009 and 2011. As a result of these
expenditure analyses, PEPFAR is aware of the falling cost per person on treatment in
Mozambique (44% decline between 2009 and 2011), and is able to reinvest funding into helping
to provide more people even as more people are provided with life-saving treatment services.
Additionally, the Mozambique country team analyzed models for HIV testing and counseling
and found that relative to other models, community-based HIV testing had a higher unit cost and
identified fewer HIV-positive persons. As a result, the team is shifting resources away from
more expensive HIV counseling and testing modalities in 2012 in favor of more cost-effective
and targeted alternatives such as provider initiated testing and counseling (PITC).

In Uganda, PEPFAR examined the differences in the costs of supporting HIV treatment in
different types of health facilities. The 2011 pilot demonstrated that the USG saves resources by
treating patients in health centers and clinics. The country team has used this information to
program a greater share of funds to smaller, less costly health facilities and to inform a national,
standard package of HIV treatment services that will maximize our PEPFAR investment.
Routinely monitoring USG expenditures and achievements in this way provides PEPFAR with
better tools to measure cost drivers, act to identify areas for improvement, and track progress and
efficiencies gained over time.

Over time, PEPFAR has moved from an emergency focus to an emphasis on sustainability. A
key to a sustained response is country ownership, with partner countries growing the capacity
and commitment to lead, oversee, and increasingly to finance their HIVV/AIDS responses.

Partnership Frameworks (PF) have provided a forum for progress toward these objectives.
Negotiations at the country level define each PF, reflecting each country’s unique situation,
capabilities, and priorities. PEPFAR programs are now operating under PFs in 21 partner
countries, resulting in heightened collaboration with governments, civil society and other donors
and building country capacity and accountability. This includes increasing national AIDS
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funding, based on each partner country’s level of economic resources. In particular, middle-
income countries have begun to increase their investments, a hopeful sign for the sustainability
of the global response.

Global Fund

This year’s request will allow the Administration to fulfill its pledge to seek $4 billion for
contribution to the Global Fund over FY's 2011-2013. With these resources and those of other
donors, the Fund will be able to support the continuation of approved grants for HIV prevention,
treatment, and care (as well as TB and malaria). FY 2013 funding will also provide critical
resources for the Global Fund’s transition to a more flexible, sustainable, and predictable funding
modality. The Strategy 2012-2016 will end rounds-based funding and move to a more iterative
proposal development process and greater focus on high impact interventions.

The Global Fund is a smart investment that allows the U.S. to save lives and improve health
outcomes in multiple ways. First, through its investment in the Global Fund, the USG fights
HIV/AIDS, TB and malaria in 150 countries around the world, increasing our geographic reach
and leveraging contribution from other donors to reach more people with quality services.

Second, the U.S. investment in the Fund contributes significantly to the success of PEPFAR’s
bilateral programs, which are complementary to and deeply interdependent with Global Fund-
financed programs in many countries. In some countries, PEPFAR and the Global Fund each
cover different geographic regions in the delivery of treatment and related services, while in
others the two work together by supporting different treatment regimens. As PEPFAR works to
make programs more efficient and impactful, gains are accelerating through increased
collaboration with governments, the Global Fund, and other partners to align programs and target
investments.

Third, investing through the Global Fund allows the USG to leverage increased health returns for
scarce dollars—historically, every dollar the USG invests in the Global Fund is matched by
$2.50 from other donors, and we will continue to seek to leverage our donations with other
partners. Beyond improved health results, the USG’s investment in international partnerships
has catalyzed international investment in the global response, including from the private sector
and from non-G8 donors, most of which are not in a position to support significant bilateral
programs for the three diseases.

Conclusion

The Administration’s FY 2013 budget request will allow for continued, dramatic progress
toward an AIDS-free generation. The U.S. will continue its efforts to increase both donor and
recipient countries’ political and financial commitment to the effort, build country capacity to
lead and manage a national response, and institutionalize the inclusion of diverse stakeholders in
funding and policy decisions.
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FY 2013 Budget Request Summary

In the FY 2013 request, PEPFAR continues to strategically allocate funding for maximum results
based on updated data, evolving country contexts, and scientific advances. This will allow
PEPFAR to expand its overall capacity to deliver much needed services and achieve the greatest
impact.

Country/Regional Operational Plan Budget Shifts

The FY 2013 budget request includes several notional shifts to country operational plan (COP)
program budgets due to planned country transitions and realignment of funding to ensure that
funding is being utilized by those countries with the greatest need.

Included in these shifts are increases to specific country and regional budgets. Due to the
geographic proximity to Eastern Europe and thus increased vulnerability to the HIV/AIDS
epidemic, both the Ukraine country program and the Central Asia Republics regional program
are priorities for increased capacity and monitoring. In addition, the Democratic Republic of the
Congo and South Sudan receive increased PEPFAR funding in FY 2013 due to high levels of
unmet need and the great need for expanded PMTCT interventions. Increases to country and
regional program budgets in FY 2013 are achieved through planned transitions of programming
to the governments in countries like Botswana, South Africa and Namibia, as well as shifting
funds from some countries with greater resources.

PEPFAR is proposing decreased budgets in the FY 2013 for several country programs, including
Ethiopia, Kenya and Mozambique, based upon the recent availability of updated data regarding
their programs, including their in-country absorptive capacities and new epidemiological data.
These countries will continue to plan programs that will achieve the greatest impact, but by using
available prior-year funds they can continue to achieve their goals with fewer resources in FY
2013. On a different note, Russia’s PEPFAR budget will decrease and no longer be included as a
PEPFAR COP country in FY 2013 due the non-responsiveness of the government to policy
issues related to people who inject drugs (PWIDs). PEPFAR is committed to providing impactful
and science-driven interventions and will concentrate its resources to reflect this goal.

PEPFAR’s FY 2013 budget reflects several planned transitions and a continued commitment to
country ownership and shared responsibility with partner governments. For several countries, the
development of Partnership Frameworks (PFs) has guided the transition discussions.

Countries with planned transitions, including Namibia and South Africa, will receive less
PEPFAR funding in FY 2013.However planned transitions may not immediately signal a
dramatic decrease in PEPFAR’s investment in a country. In many cases, such as in Botswana,
Vietnam and Rwanda, PEPFAR will shift some funds from service delivery to technical
assistance (TA), thus allowing for the country to grow its capacity and assume greater
responsibility in a strategic manner. For example, in Botswana the USG PEPFAR team, in
cooperation with the Government of Botswana (GOB), is defining a transition plan that focuses
on reducing the USG investment in direct service delivery for care and treatment and PMTCT,
while calling for greater technical assistance to the Government of Botswana (GOB) to ensure a
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smooth transition. The capacity of Botswana to continue services for care and treatment and
PMTCT is strong and growing, but they will need continued assistance. In this case, the overall

funding available for the HIV response in country from all sources will likely remain stable due
to the growing commitment of the government.

In other countries a transition to the government does reflect a true increase in partner
government contributions and will signal a decreased PEPFAR investment in FY 2013. The
South African government (SAG) and USG are discussing transitioning USG investments out of
certain programs identified by the South African government (SAG), linking the decreased USG
funding to increasing SAG investment in HIV. In this way, while the USG contribution will be
decreasing, overall available funding envelope for HIV in South Africa will be stable or
increasing. The evolving partnership with the SAG is a success story in country-led responses to
the HIV pandemic.

Similarly, the PEPFAR investments in Namibia will strategically decline in the coming years, as
the Partnership Framework between the USG and the Government of the Republic of Namibia
(GRN) articulated a strategic move away from USG direct support of service delivery. It places a
particular focus on the GRN absorption of many human resources for health positions into the
public and faith-based health sectors and the purchase of commaodities for HIV services.
Together, the USG and the GRN have outlined a phased plan for transferring commodity
purchase and human resources for health, and plan for the USG financial investment in country
to decrease over the next five years while maintaining assistance. The anticipated USG declines
in support will be carefully monitored to ensure a 'do no harm' approach to Namibians, by
monitoring the quality of services available.

While several additional country budgets appear to increase in FY 2013, this is due to the
planned transition of anti-retroviral therapy (ART) funds previously managed at a central level
that will be absorbed into country budgets in FY 2013. Country activities will continue and be
maintained and only the funding mechanism will experience changes. Managing these ART
funds at a field level will allow for new local mechanisms and partnerships to take root.
Headquarters will continue to monitor this transition and ensure the activities remain constant
through periodic programmatic reviews and Working Group analyses. This change in funding
mechanism will not interrupt the ongoing treatment of current patients, but rather will enable
country teams to achieve the President’s ambitious goal for treatment scale-up.
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SECTION II: PEPFAR BUDGET FY 2009-2013
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Table 1: PEPFAR FY 2013 Request

$in Thousands FY 2013 Request
State, Region, Operating Unit GHP-State GHP-USAID
Africa $ 2,956,818 $ 88,760
Angola S 10,300 $ 4,400
Benin S - s -
Botswana S 60,640 S -
Burundi S 5000 $ 3,500
Cameroon S 15,250 $ 1,500
Cote d'lvoire S 121,422 $ -
Democratic Republic of the Congo S 37,238 S 9,200
Djibouti S 1,800 $ -
Ethiopia S 54,089 S -
Ghana S 8,700 $ 5,500
Guinea S - s -
Kenya S 277,402 S -
Lesotho S 21,224 $ 6,400
Liberia S 695 S 2,700
Madagascar S - S -
Malawi S 45,098 S 15,500
Mali S 1,500 $ 3,000
Mozambique S 209,739 S -
Namibia S 73,500 S -
Nigeria S 438,600 $ -
Rwanda S 104,086 $ -
Senegal S 1,397 $ 3,000
Sierra Leone S - S -
South Africa S 459,427 S -
South Sudan S 16,600 $ 2,010
Swaziland S 30,700 $ 6,900
Tanzania S 344,295 S -
Uganda S 281,397 S -
Zambia S 295,930 S -
Zimbabwe S 38,605 S 16,500
USAID Africa Regional (AFR) S - S 850
USAID East Africa Regional S 692 S 2,800
USAID Southern Africa Regional S 1,492 S 2,000
USAID West Africa Regional S - S 3,000
East Asia and Pacific $ 79,146 $ 30,250
Burma S - S 2,500
Cambodia S 3,000 $ 12,500
China $ 2,000 $ -
Indonesia S 250 S 7,750
Papua New Guinea S 5000 $ 2,500
Thailand S 335 S 1,000
Vietnam S 66,978 S -
USAID Regional Development Mission-Asia (RDM/A) S 1,583 S 4,000
Europe and Eurasia S 27,200 $ 2,950
Russia S - S -
Ukraine S 27,200 S 2,500
Eurasia Regional S - S 450
South and Central Asia $ 25,780 $ 20,500
Bangladesh S - S 1,500
India S 7,000 $ 15,000
Nepal S - S 3,000
Central Asia Regional S 18,780 $ 1,000
Western Hemisphere S 175,219 $ 21,516
Brazil $ 1,300 $ -
Dominican Republic S 9,025 $ 5,750
Guyana S 6,681 $ -
Haiti S 131,543 S -
Honduras S 1,000 $ 3,000
Mexico S - $ -
Barbados and Eastern Caribbean S 14,850 $ 6,950
USAID Central America Regional S 10,820 $ 5,391
USAID Latin America and Caribbean Regional (LAC) $ -1s 425
Asia Middle East Regional S - S 650
Asia Middle East Regional S - s 650
S/GAC Additional Funding S 2,085,837 $ -
S/GAC, Additional Funding for Country Programs S 129,000 S -
S/GAC, International Partnerships S 1,695,000 $ -
S/GAC, Oversight/Management S 181,837 $ -
S/GAC, Technical Support//Strategic Information/Evaluation | $ 80,000 S -

Table explanation: Includes FY 2013 GHP-State and GHP-USAID requests for all PEPFAR countries and for headquarters
HIV/AIDS programs.
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Table 2: PEPFAR FY 2012 Estimate

$in Thousands FY 2012 Estimate
State, Region, Operating Unit GHP-State GHP-USAID
Africa $ 3,370,638 $ 91,410.0
Angola S 10,300 $ 4,400
Benin S - S 1,000
Botswana S 66,000 S -
Burundi S 5000 $ 3,500
Cameroon S 11,250 $ 1,500
Cote d'lvoire S 118,305 $ -
Democratic Republic of the Congo S 24,635 S 9,200
Djibouti S 1,800 S -
Ethiopia S 254,089 S -
Ghana $ 9,000 $ 5,500
Guinea S - S 1,000
Kenya $ 468,760 S -
Lesotho S 21,650 S 6,400
Liberia S 800 S 2,700
Madagascar S 500 $ 500
Malawi $ 46,448 S 15,500
Mali $ 1,500 $ 3,000
Mozambique S 255,239 $ -
Namibia S 88,809 $ -
Nigeria S 441,227 S -
Rwanda S 99,072 $ -
Senegal S 1,535 S 3,000
Sierra Leone S 500 $ -
South Africa S 469,969 S -
South Sudan S 12,036 $ 2,010
Swaziland S 30,700 $ 6,900
Tanzania S 327,039 $ -
Uganda S 284,084 S -
Zambia S 283,661 S -
Zimbabwe $ 34,330 $ 16,500
USAID Africa Regional (AFR) $ - 3 1,000
USAID East Africa Regional S 800 S 2,800
USAID Southern Africa Regional S 1,600 S 2,000
USAID West Africa Regional S - S 3,000
East Asia and Pacific S 80,968 $ 25,250
Burma S 80,968 $ 1,000
Cambodia S 3,000 $ 9,000
China S 3,000 S -
Indonesia S 3,250 $ 7,750
Papua New Guinea S 2,500 S 2,500
Thailand S 500 S 1,000
Vietnam S 66,978 S -
USAID Regional Development Mission-Asia (RDM/A) S 1,740 S 4,000
Europe and Eurasia S 20,678 $ 5,450
Russia $ 1,300 $ 2,500
Ukraine S 19,378 $ 2,500
Eurasia Regional S - S 450
South and Central Asia S 21,254 S 23,500
Bangladesh S - S 1,500
India S 7,000 S 18,000
Nepal S - S 3,000
Central Asia Regional S 14,254 S 1,000
Western Hemisphere $ 189,363 S 22,591.0
Brazil S 1,300 S -
Dominican Republic S 9,250 $ 5,750
Guyana S 10,525 $ -
Haiti S 141,240 $ -
Honduras S 1,000 $ 3,000
Mexico S - S 1,000
Barbados and Eastern Caribbean S 14,850 $ 6,950
USAID Central America Regional S 11,198 $ 5,391
USAID Latin America and Caribbean Regional (LAC) S - S 500
Asia Middle East Regional $ - S 650
Asia Middle East Regional S - S 650
S/GAC Additional Funding $ 1,859,959 S -
S/GAC, Additional Funding for Country Programs S 123,432 S -
S/GAC, International Partnerships S 1,345,000 $ -
S/GAC, Oversight/Management S 174,096 S -
S/GAC, Technical Support//Strategic Information/Evaluation | $ 217,431 $ -

Table explanation: Includes FY 2012 GHP-State and GHP-USAID estimate for PEPFAR. FY 2012 programmatic funding levels
are “To Be Determined” pending approval of all Country Operational Plans. Upon approval of the FY 2012 Country Operational
Plans, a detailed FY 2012 PEPFAR Operational Plan will be issued that details each country’s programmatic allocations.
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Table 3: FY 2013 Request for PEPFAR Operational Plan Countries (GHP-State and GHP-
USAID accounts only)

FY 2013 Request
St;t:ef;gi:’g"bnit GHP-USAID GHP-State
Africa $ 71,410,000 $2,949,242,000
Angola S 4,400,000 $ 10,300,000
Botswana S 60,640,000
Burundi $ 3,500,000 $ 5,000,000
Cameroon $ 1,500,000 $ 15,250,000
Cote d' Ivoire S 121,422,000
Democratic Republic of the Congo | § 9,200,000 $ 37,238,000
Ethiopia S 54,089,000
Ghana $ 5,500,000 $ 8,700,000
Kenya $ 277,402,000
Lesotho $ 6,400,000 $ 21,224,000
Malawi $ 15,500,000 $ 45,098,000
Mozambique S 209,739,000
Namibia S 73,500,000
Nigeria S 438,600,000
Rwanda S 104,086,000
South Africa S 459,427,000
South Sudan $ 2,010,000 $ 16,600,000
Swaziland $ 6,900,000 $ 30,700,000
Tanzania S 344,295,000
Uganda $ 281,397,000
Zambia $ 295,930,000
Zimbabwe $ 16,500,000 $ 38,605,000
East Asia and Pacific $ 21,250,000 $ 72,563,000
Cambodia $ 12,500,000 $ 3,000,000
China S 2,000,000
Indonesia $ 7,750,000 $ 250,000
Thailand $ 1,000,000 $ 335,000
Vietnam S 66,978,000
Europe and Eurasia $ 2,500,000 $ 27,200,000
Russia
Ukraine $ 2,500,000 $ 27,200,000
South and Central Asia $ 16,000,000 $ 25,780,000
Central Asia Regional $ 1,000,000 $ 18,780,000
India $ 15,000,000 $ 7,000,000
Western Hemisphere $ 12,341,000 $ 172,919,000
Caribbean Regional $ 6,950,000 $ 14,850,000
Central America Regional $ 5,391,000 $ 10,820,000
Dominican Republic S 9,025,000
Guyana S 6,681,000
Haiti S 131,543,000
Grand Total $123,501,000 $ 3,247,704,000

Table explanation: Includes FY 2013 GHP-State and GHP-USAID requests for PEPFAR Operational Plan countries (and Russia,
which is not receiving PEPFAR funding in FY 2013, but is included for historical purposes). Note: Other PEPFAR funding
sources are not requested by individual country.
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Table 4: FY 2009 — FY 2011 Approved Funding in PEPFAR Operational Plans by Country
(all accounts)

Approved Funding, $ in Millions Fiscal Year
State Region, Operating Unit FY2009 FY 2010 FY 2011
Africa $3,793.1 $3,730.2 $3,875.4
Angola S 170 § 177 $ 177
Botswana $ 951 $§ 870 S 844
Burundi NA NA S 185
Cameroon NA NA S 243
Cote d'lvoire S 1248 S 1191 $ 105.2
Democratic RepublicofCongo | $ 33.0 $§ 313 S 513
Ethiopia S 3460 S 2913 $§ 293.0
Ghana $ 175 § 130 $ 150
Kenya S 5650 S 5481 S 517.3
Lesotho S 283 $ 292 $ 342
Malawi S 457 S 553 $§ 650
Mozambique S 2529 $ 269.1 S 2688
Namibia S 1079 S 1026 $ 102.6
Nigeria S 4423 S 459.2 S 488.6
Rwanda S 1476 S 1314 S 115.4
South Africa S 5613 $ 5604 S 549.1
Sudan S 88 S 95 $§ 145
Swaziland S 324 S 375 $§ 608
Tanzania S 361.2 S 3580 S 357.2
Uganda S 2871 S 2863 S 3234
Zambia S 2711 S 2767 S 306.7
Zimbabwe S 480 $ 475 $ 625
East Asia and Pacific $ 1327 $ 1448 S 129.8
Cambodia $ 180 § 185 S 185
China S 103 S 100 S 8.0
Indonesia $ 90 $§ 130 $ 130
Thailand S 55 S 55 S 5.5
Vietnam S 8.9 $§ 978 $ 848
Europe and Eurasia $ 162 $ 180 S 27.2
Russia S 80 $§ 60 $ 50
Ukraine S 82 S 120 S 222
South and Central Asia $ 305 $ 488 $ 488
Central Asia Regional NA S 158 S 1538
India $ 305 $ 330 $ 330
Western Hemisphere $ 1873 $ 233.7 S 224.8
Caribbean Regional S 190 $§ 233 $§ 233
Central America Regional NA S 126 S 126
Dominican Republic S 173 § 155 § 155
Guyana S 205 S 182 S 149
Haiti S 1305 S 164.1 S 1585
Grand Total $4,159.7 $4,175.6 $4,306.0

Table explanation: Includes all sources of approved funding supporting activities in PEPFAR operational plans for FY 2009
through FY 2011. Note: Central Asia Regional and Central America Regional did not complete PEPFAR Operational Plans until
FY 2010 and Burundi and Cameroon prepared their first PEPFAR Operational Plans in FY 2011.
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Table 5: FY 2009 — FY 2011 Approved Funding in PEPFAR Operational Plans by Funding Source

FY 2009 FY 2010 FY 2011

St;:,ee::gi:;nﬁnn GAP GHP-USAID GHP-state Gf;";:'te T°'aL::ch::di"g GAP GHP-USAID GHP-state Gﬁit‘sttr:ll:e T°"’L:""r::di"g GAP GHP-USAID GHP-State Gﬁ;"s'::le T°'a'S::ch::di"g
Africa $71,439,000 $ 66,410,000 $3,457,001,414 $198,202,534 $ 3,793,052,948 | $69,889,000 $ 66,410,000 $3,489,929,279 $104,019,359 $3,730,247,638 | $70,979,000 $ 71,410,000 $3,635,638,196 $97,337,164 $ 3,875,364,360
Angola $ 1,548,000 $ 4,400,000 $ 11,052,000 $ -8 17,000,000 | $ 3,000,000 $ 4,400,000 $ 10,300,000 $ 17,700,000 | $ 3,000,000 $ 4,400,000 $ 10,300,000 $ 17,700,000
Botswana $ 7,547,000 $ 81915460 $ 5662698 $ 95,125,158 | $ 7,147,000 $ - $ 76,442,747 $ 3,430411 $ 87,020,158 | $ 7,147,000 $ - S 74,442,747 $ 2786962 $ 84,376,709
Burundi NA NA $ - $ 3500000 $ 15,000,000 $ 18,500,000
Cameroon NA NA $ 1,500,000 $ 1,500,000 $ 21,250,000 $ 24,250,000
Coted' Ivoire $ 5,253,000 $ 107,135,644 $ 12,443,768 $ 124,832,412 | $ 5,153,000 $ - $ 106655051 $ 7,319,108 $ 119,127,159 | $ 5,153,000 $ - $ 93305051 $ 6722257 $ 105,180,308
Democratic Republic of the Congo | $ 2,415,000 $ 9,200,000 $ 21,413,595 $ -8 33,028,595 | $ 2,415,000 $ 9,200,000 $ 19,635,000 $ 31,250,000 | $ 2,415,000 $ 9,200,000 $ 39,635,000 $ 51,250,000
Ethiopia $ 5,800,000 $ 333,686,520 $ 6494588 S  345981,108 | $ 4,273,000 $ - S 286,699,149 $ 350,000 $ 291,322,149 | $ 3,863,000 $ - $ 289,089,388 $ - $ 292,952,388
Ghana $ 500,000 $ 5500000 $ 11,500,000 $ -8 17,500,000 | $ 500,000 $ 5,500,000 $ 7,000,000 $ 13,000,000 [ $ 500,000 $ 5,500,000 $ 9,000,000 $ 15,000,000
Kenya $ 8,121,000 $ 531,850,152 $ 24,984,441 $ 564,955,593 | $ 8,121,000 $ - $ 528,760,495 $ 11,237,946 $ 548,119,441 |$ 8,121,000 $ - $ 498,760,495 $10,405680 $ 517,287,175
Lesotho $ 1,150,000 $ 6,400,000 $ 20,760,000 $ -8 28,310,000 | $ 1,150,000 $ 6,400,000 $ 21,650,000 $ 29,200,000 | $ 1,150,000 $ 6,400,000 $ 26,650,000 $ 34,200,000
Malawi $ 3,052,000 $ 15,500,000 $ 27,148,000 $ - $ 45,700,000 | $ 3,052,000 $ 15,500,000 $ 36,448,000 S 275,000 $ 55,275,000 | $ 3,052,000 $ 15,500,000 $ 46,448,000 $ - $ 65,000,000
Mozambique $ 2,337,000 $ 239,804,289 $ 10,737,022 $ 252,878,311 |$ 2,337,000 $ - $ 261,952,597 $ 4,800,000 $ 269,089,597 | $ 2,337,000 $ - $ 261,952,597 $ 4,500,000 $ 268,789,597
Namibia $ 1,500,000 $ 103,370,613 $ 2935181 $ 107,805,794 | $ 1,500,000 $ - $ 100,809,181 $ 300,000 $ 102,609,181 |$ 1,500,000 $ - $ 101,122,181 $ 102,622,181
Nigeria $ 3,056,000 $ 418,807,628 $ 20,423,425 $ 442,287,053 | $ 3,056,000 $ - $ 441,227,282 $ 14,885999 $ 459,169,281 | $ 3,056,000 $ - $ 471,227,282 $14,330,999 $ 488,614,281
Rwanda $ 1,135,000 $ 133,921,948 $ 12,590,365 $ 147,647,313 | $ 1,135,000 $ - $ 124,072,239 $ 6,240,074 $ 131,447,313 | $ 1,135000 $ - $ 109,072,239 $ 5,221,139 $ 115,428,378
South Africa $ 4,818,000 $ 533,182,001 $ 23,313,145 $ 561,313,146 | $ 4,043,000 $ - $ 545968500 $ 10,394,261 $ 560,405,761 | $ 4,043,000 $ - $ 535318500 $ 9,729,351 $ 549,090,851
South Sudan $ 500,000 $ 2,010,000 $ 6,327,000 $ -8 8,837,000 | $ 500,000 $ 2,010,000 $ 7,036,000 $ 9,546,000 | $ 500,000 $ 2,010,000 $ 12,036,000 $ 14,546,000
Swaziland $ 1,200,000 $ 6,900,000 $ 24,350,000 $ -8 32,450,000 | $ 1,200,000 $ 6,900,000 $ 29,444,322 $ 37,544,322 | $ 1,200,000 $ 6,900,000 $ 52,700,000 $ 60,800,000
Tanzania $ 3,883,000 $ 329,920916 $ 27,362,427 $ 361,166,343 | $ 3,683,000 $ - $ 336,254,410 $ 18,031,863 $ 357,969,273 | $ 3,683,000 $ - $ 336,254,410 $17,256,079 $ 357,193,489
Uganda $ 8,040,000 $ 258,800,402 $ 20,273,332 $ 287,113,734 | $ 8,040,000 $ - $ 271,583,697 $ 6634675 $ 286258372 |$ 8,040,000 $ - $ 309,083,697 $ 6,264,675 $ 323388372
Zambia $ 2,914,000 $ 237,225,246 $ 30,982,142 $ 271,121,388 | $ 2,914,000 $ - $ 253,660,609 $ 20,120,022 $ 276,694,631 |$ 2,914,000 $ - $ 283,660,609 $20,120,022 $ 306,694,631
Zimbabwe $ 6,670,000 $ 16,500,000 $ 24,830,000 $ - $ 48,000,000 | $ 6,670,000 $ 16,500,000 $ 24,330,000 $ 47,500,000 | $ 6,670,000 $ 16,500,000 $ 39,330,000 $ 62,500,000
East Asia and Pacific $12,855,000 $ 25,250,000 $ 94,556,168 $ - $ 132,661,168 | $12,855,000 $ 25,250,000 $ 106,728,168 $ - $ 144,833,168 | $12,855,000 $ 21,250,000 $ 95,728,168 $ - $ 129,833,168
Cambodia $ 3,000,000 $ 12,500,000 $ 2,500,000 $ -8 18,000,000 | $ 3,000,000 $ 12,500,000 $ 3,000,000 $ - $ 18500,000 | $ 3,000,000 $ 12,500,000 $ 3,000,000 $ 18,500,000
China $ 3,000,000 $ 4,000000 $ 3,308,000 $ -8 10,308,000 | $ 3,000,000 $ 4,000,000 $ 3,000,000 $ - $ 10,000,000 | $ 3,000,000 $ - $ 5,000,000 $ 8,000,000
Indonesia $ 7,750,000 $ 1,250,000 $ - $ 9,000,000 | $ - $ 7,750,000 $ 5,250,000 $ - $ 13,000,000 | $ - $ 7,750,000 $ 5,250,000 $ 13,000,000
Thailand $ 4,000,000 $ 1,000,000 $ 500,000 $ -8 5,500,000 | $ 4,000,000 $ 1,000,000 $ 500,000 $ - $ 5500,000|$ 4,000,000 $ 1,000,000 $ 500,000 $ 5,500,000
Vietnam $ 2,855,000 $ 86,998,168 $ -8 89,853,168 | $ 2,855,000 $ - $ 94978,168 $ - $ 97,833,168 |$ 2,855,000 $ - $ 81,978,168 $ 84,833,168
Europe and Eurasia $ 500,000 $ 5000000 $ 10,678,000 $ -8 16,178,000 | $ 500,000 $ 5,000,000 $ 12,528,000 $ - $ 18,028,000 |$ 500,000 $ 5,000,000 $ 21,678,000 $ - $ 27,178,000
Russia $ 500,000 $ 2,500,000 % 5,000,000 $ - $ 8,000,000 | $ 500,000 $ 2,500,000 $ 3,000,000 $ - $ 6,000,000 | $ 200,000 $ 2,500,000 $ 2,300,000 $ - $ 5,000,000
Ukraine $ 2,500,000 $ 5,678,000 $ 8,178,000 | $ - $ 2500000 $ 9,528,000 $ - $ 12,028,000 |$ 300,000 $ 2,500,000 $ 19,378,000 $ 22,178,000
South and Central Asia $ 3,000,000 $ 21,000,000 $ 6,450,000 $ -8 30,450,000 | $ 3,150,000 $ 22,000,000 $ 23,664,000 $ - $ 48,814,000 | $ 3,560,000 $ 22,000,000 $ 23,254,000 $ - $ 48,814,000
Central Asia Regional NA $ 150,000 $ 1,000,000 $ 14,664,000 $ - $ 15,814,000 | $ 560,000 $ 1,000,000 $ 14,254,000 $ 15,814,000
India $ 3,000,000 $ 21,000,000 $ 6,450,000 $ -8 30,450,000 | $ 3,000,000 $ 21,000,000 $ 9,000,000 $ - $ 33,000,000 |$ 3,000,000 $ 21,000,000 $ 9,000,000 $ 33,000,000
Western Hemisphere $ 2,500,000 $ 5,750,000 $ 169,231,000 $ 9,834,588 $ 187,315,588 | $ 6,225,000 $ 18,091,000 $ 208,036,534 $ 1,309,039 $ 233,661,573 | $ 6,225,000 $ 18,091,000 $ 200,036,534 $ 459,039 $ 224,811,573
Caribbean Regional $ 19,000,000 $ 19,000,000 | $ 1,500,000 $ 6,950,000 $ 14,850,000 $ - $ 23300000 |$ 1,500,000 $ 6,950,000 $ 14,850,000 $ 23,300,000
Central America Regional NA $ 1,025,000 $ 5,391,000 $ 6,171,000 $ - $ 12,587,000 | $ 1,025,000 $ 5,391,000 $ 6,171,000 $ 12,587,000
Dominican Republic $ 500,000 $ 5,750,000 $ 11,000,000 $ - $ 17,250,000 | $ 500,000 $ 5,750,000 $ 9,250,000 $ - $ 15,500,000 | $ 500,000 $ 5,750,000 $ 9,250,000 $ 15,500,000
Guyana $ 1,000,000 $ 17,758,500 $ 1,773,075 $ 20,531,575 | $ 1,200,000 $ - $ 16525215 $ 456360 $ 18,181,575 |$ 1,200,000 $ - $ 13525215 $ 156,360 $ 14,881,575
Haiti $ 1,000,000 $ 121,472,500 $ 8,061,513 $ 130,534,013 | $ 2,000,000 $ - $ 161240319 $ 852,679 $ 164,092,998 | $ 2,000,000 $ - $ 156240319 $ 302,679 $ 158,542,998
Grand Total $90,294,000 $ 123,410,000 $3,737,916,582 $208,037,122 $ 4,159,657,704 | $92,619,000 $ 136,751,000 $ 3,840,885,981 $ 105,328,398 $4,175,584,379 | $94,119,000 $ 137,751,000 $3,976,334,898 $97,796,203 $ 4,306,001,101

Table explanation: Includes all approved funding supporting activities found in PEPFAR operational plans, by country and funding source. This table includes funding from all
funding sources. Note: Central Asia Regional and Central America Regional did not complete PEPFAR Operational Plans until FY 2010 and Burundi and Cameroon prepared
their first PEPFAR Operational Plans in FY 2011.
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Table 6: FY 2009 — FY 2011 Approved Funding in PEPFAR Operational Plans, by Country and Implementing Agency

FY 2009 FY 2010 FY 2011
Sum of Approved Funding in Millions Impl. ing Agency pl; 1ting Agency pl ing Agency
Peace TOTAL Peace TOTAL Peace TOTAL
State Region, Operating Unit DoD  DoL HHS Corps State  USAID DoD DOL HHS Corps State  USAID DoD DOL HHS Corps State  USAID
Africa $107.6 $0.7 $1,5284 $19.8 $51.7 $2,084.8|$ 3,793.1|$1050 $0.7 $1,492.1 $10.3 $61.3 $2,060.9 | $3,730.2 | $134.2 $0.2 $1,575.0 $14.2 $59.0 $2,092.7 | $3,875.4
Angola S 08 S 6.2 S 100(S$ 170|$ 13 S 6.9 S 95|$ 17.7(S$ 20 S- S 58 S - S - S 99($ 177
Botswana $ 31 $05 $§ 703 $15 $15 $ 183|S 95.1|$ 26 $04 S 608 $16 $40 S 17.7|S 870|S$ 27 §- $ 613 $17 $28 $ 159|$ 844
Burundi NA NA $ 02 §- S - S - $01 S 182|$ 185
Cameroon NA NA S - S- S 169 $11 $13 § 50| S 243
Cote d'lvoire S 04 S 69.1 $00 $ 553($ 1248 | S 0.2 $ 66.5 $02 $ 522|$ 1191|$ 02 §- $ 558 $ - S - S 49.2($ 1052
Democratic Republic of Congo S 13 $ 100 $07 $ 211($ 330(S$ 14 $ 110 $04 $ 185|S 313|S$ 13 S- S 212 S - $04 S 283|S$ 513
Ethiopia S 27 $ 117.8 $ 25 $139 S 209.1|$ 3460 S 1.9 $ 1120 $153 $ 162.1|S$ 291.3|S$ 23 S- $ 1034 $ 1.0 $13.0 $ 173.2|$ 293.0
Ghana S 02 S 27 $02 $01 S 144|S 175|$ 04 S 29 $02 $02 S 94|$ 130(S 05 S- S 34 $03 $02 $ 106|S$ 150
Kenya $ 247 $ 1772 $ 03 $96 $ 3531|S 565.0|$ 235 S 166.2 $97 $ 3487 |S$ 5481|S$ 237 $- $ 1661 $ 15 $ 06 $ 3253|$ 5173
Lesotho S 07 S 85 $03 $07 $ 181($ 283|$ 09 S 96 $04 $08 S 175($ 292(S 0.7 S- $ 134 $04 $04 S 194(S$ 342
Malawi S 12 $ 157 $05 $03 S 281|$S 45.7|S$ 03 $ 218 $ - $03 S 329|$ 553|$S 20 S- $ 257 $07 $08 $ 358(|$ 650
Mozambique S 44 $ 1066 $ 1.4 $31 S 1375|S 2529|$ 3.2 $ 1100 $ 1.1 $94 $ 1455|$ 2691|S$ 59 S- $ 1169 $ 08 $ 27 $ 1424|$ 2688
Namibia S 34 S 529 $23 $17 S 476|S 107.8 | $ 2.7 $ 520 $20 $06 S 454|S$ 1026|S 25 S- $ 515 $17 $16 $ 453|$ 1026
Nigeria $ 110 $ 203.3 $06 S 2274 |S 4423 $ 119 $ 1923 $08 $ 2541|$ 459.2|$ 202 - $ 2251 S - $ 04 $ 2429|$ 4886
Rwanda S 45 S 490 $25 $04 S 912|S 1476 | S 4.0 S 407 $08 $04 S 8.5|$ 1314|$S 36 S- $ 400 $09 $03 $ 706|$ 1154
South Africa S 21 S 2443 $09 $22 S 3118|S 561.3|S$ 10 $ 2415 $09 $22 S 3148|S$ 5604|S 10 S- $ 2301 $10 $29 S 3140($ 549.1
Sudan $ 37 $ 51($ 838 S 42 $ 53|$ 95[($ 09 % S 67 $- S$- $§ 69|$ 145
Swaziland $ 41 $02 S 88 $01 $09 S 183(S$ 325|$ 06 $03 $ 153 $02 $06 S 207|$ 375[S 06 S$02 $ 200 $02 S$178 S 220|S$S 608
Tanzania $ 29.0 $ 1344 $ 1.0 $105 $ 1863 |S 361.2| S 329 $ 1367 $ 1.0 $107 $ 1767 |$ 358.0| S 388 S- $ 1425 $10 $77 $ 167.2|$ 3572
Uganda S 54 $ 1342 $30 $26 S 1419|S 287.1| S 6.2 $ 1267 $03 $36 S 1494 |S$ 2863|S 71 S- S 1480 $ 14 $37 S 1633|$ 3234
Zambia S 86 $ 1014 $34 $29 $ 1548|$ 271.1|$101 $ - $ 1018 $19 $20 $ 1609 |S$ 2767|S$ 180 $- $ 1045 $07 $ 19 $ 1816|$ 3067
Zimbabwe $ 125 $01 S 354(S$ 48.0 S 134 $02 $ 339|S 475|S$ - S- S 164 S - $03 $ 458|S$ 625
East Asia and Pacific $ 15 $ - $ 547 $ - $25 ¢ 740|% 1327($ 42'$ -'s 543’ -"s02"5 862[$ 1448[$ 397¢ s a76’$- "$- s 783[$ 1208
Cambodia S 4.0 S 141 18.0 S 4.5 $ 141|$ 185|S S- S 45 S - S - $ 141|$ 185
China S 4.4 S 59(S$ 10.3 S 4.5 S 55[$ 100(S - S- S 40 S - S - S 40($ 8.0
Indonesia $ 03 $ 88|S 9.0/$ 03 s - § - S S $ 128|$ 130|S$ 03 $- S - S - S - $ 128|$ 130
Thailand S - S 43 S - S 13|$ 5.5 S 4.2 S 13|$ 55|$ - S- S 42 S - S - S 13| 5.5
Vietnam $ 13 S 421 $25 $ 441|5$ 89.9|$ 39 S 411 $02 $ 526|S$ 978|S$ 37 S $ 350 S - S - S 462 |S 848
Europe and Eurasia $ 03 $ - § 1.7 $02 $ - $ 140($ 16.2| $ -8 -8 45 $03 S $ 13.2|$ 180|$ 02 §- $ 78 $03 $- $ 188 |$ 272
Russia S 1.3 S 6.7|$ 8.0 S 0.5 S 55($ 6.0|S$ - S- S 08 S - S - S 421$ 5.0
Ukraine $ 03 $ 04 $02 S 73|$ 825 - $ 40 $03 $ 77|$ 120|$ 02 §- $ 70 $03 - S 146|S 222
South and Central Asia $ 06 $02 $ 70 $ - $ - $ 26|$ 305($ 06 $03 $ 156 $01 $ - S 322|$ 488|$S 01 S- $ 164 $03 $ - $ 322($ 488
Central Asia Regional NA S 69 $01 $ - S 88|S$ 158|S - S- S 78 $03 S - S 78|S$ 158
India $ 06 $02 S 7.0 $ 226/|$ 305($ 06 $03 S 8.7 S 234|S$ 330[$ 01 S- S 86 S - S - S 244(S$ 330
Western Hemisphere $ 3.0 $02 $ 1054 $12 $03 $ 772 |$ 1873 |$ 3.6 $02 $ 1000 $ 1.8 $158 $ 1123 |$ 233.7|$ 4.0 $02 $ 1233 $18 $02 $ 953($ 2248
Caribbean Regional $ 13 $ 120 $02 $02 S 52|$ 190|$ 16 $ 111 $07 $07 S 92|$ 233|S$ 20 S $ 103 $05 $01 $ 104|$ 233
Central America Regional NA S 07 S 39 $ 0.1 S 78S 126|S$ 09 §- S 34 $01 §$ - S 81|S$ 126
Dominican Republic S 13 S 59 $ 09 S 92|S 173|$ 1.0 S 59 $ 09 S 77$ 155|S$ 1.0 $- S 59 $10 §$ - S 76|S$ 155
Guyana $ 03 %02 $ 84 $01 $01 S 114(S 205|(S$ 03 $02 S 72 $01 $01 $ 104|$ 182|S$ 02 $02 S 69 $01 $01 S 75($ 149
Haiti S 791 S 514|S 1305 | S - $ - S 718 S $151 $ 77.2|S 1641|S - S- S 9.7 S - $01 S 618|S$ 1585
Grand Total $112.9 $1.1 $1,697.3 $21.2 $54.5 $2,272.6 | $ 4,159.7 | $113.4 $1.2 $1,666.4 $12.7 $77.3 $2,304.7 | $4,175.6 | $142.4 $0.4 $1,770.0 $16.6 $59.3 $2,317.3 | $4,306.0

Table explanation: Includes all approved funding supporting activities in PEPFAR countries and regions that prepare PEPFAR operational plans. The table displays funding by
region, country and by agency of implementation. Note: Central Asia Regional and Central America Regional did not complete PEPFAR Operational Plans until FY 2010 and
Burundi and Cameroon prepared their first PEPFAR Operational Plans in FY 2011.
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Table 7: FY 2009 - FY 2011 Headquarters Operational Plan Approved GHP-State Funding,
Technical Oversight and Management, and FY 2013 Request

GHP-State

FY 2009 FY 2010 FY 2011
$127,407,692 $145,838,332 $172,153,634 $
$113,407,692 $131,838,332 $158,181,634 $
$ 14,000,000 $ 14,000,000 $ 13,972,000 $

FY 2012 Estimate FY 2013 Request
174,096,000 § $ 181,837,000
159,846,000 @ $ 167,587,000

14,250,000 § S 14,250,000

S/GAC, Oversight/Management
Other Agency Costs
OGAC Administrative Costs

Table explanation: Presents a summary of all approved Technical Oversight and Management funds from the GHP-State account
programmed through the Headquarters Operational Plan (HOP) from FY 2009 — FY 201, FY 2012 estimate, and FY 2013

request.
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Table 8: FY 2009 — FY 2011 PEPFAR Funding for International Partners, and FY 2013

request
Fiscal Year

International Partner FY 2009 FY 2010 FY 2011 FY 2013 request

Global Fund $1,000,000,000 $1,050,000,000 $1,045,800,000 § $1,650,000,000
GHP-State S 600,000,000 $ 750,000,000 S 748,500,000 § $1,650,000,000
GHP-USAID S 100,000,000 S - S - S -
HHS/NIH S 300,000,000 S 300,000,000 $ 297,300,000 § S -

UNAIDS $ 40,000,000 $ 43,000,000 $ 42,914,000 § $ 45,000,000
GHP-State S 40,000,000 S 43,000,000 S 42,914,000 § S 45,000,000

Table explanation: Includes FY 2009 — FY 2011 funding as enacted by Congress and contributed to the Global Fund and to
support the Joint United Nations Program on HIVV/AIDS (UNAIDS) from all appropriations, and as requested in FY 2013. Note:
FY 2011 includes across-the-board and agency rescissions.

Global Fund and UNAIDS contributions appropriated in the FY 2013 appropriations bill will
immediately be made available to support Global Fund and UNAIDS activities identified in
the Congressional Budget Justification.
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AFRICA

Angola

Country Context

Angola has a mixed HIV epidemic with a national HIV prevalence rate of approximately 2% to
3% in the general population and higher prevalence rates among key populations, including
commercial sex workers (CSWs ) (prevalence estimated as high as 26% nationwide), mobile
workers, and military personnel. The prevalence rate along the border with Namibia is also high
(7% to 9%). It is estimated that some 166,500 Angolans are living with HIV/AIDS. A 2009
survey estimated that 25% of Angolans in need of antiretrovirals (ARVSs) are receiving treatment.
The main driver of the epidemic is heterosexual sex, coupled with a young age of sexual debut
and frequent concurrent sexual partnerships. High rates of traditional male circumcision and
Angola’s history of war likely slowed the entry of AIDS into the country. Other unidentified
factors may have played a role in keeping prevalence rates low, in spite of the country being
surrounded by countries with high prevalence. At this critical moment in the evolution of the
HIV/AIDS epidemic in Angola, the challenge is to contain and reduce the relatively low-level
prevalence.

Activities in FY 2013 are guided by the Partnership Framework, signed in 2009, and build on
prior PEPFAR investments in HIV prevention and governance. In FY 2013, Angola is
prioritizing support for sustainable health systems. In accordance with Angola’s GHI strategy,
FY 2013 activities will focus on human resources for health, the transfer of technical capacity,
governance and accountability, and supply chain management. In response to implementation
difficulties in the area of blood safety, FY 2013 places renewed focus on providing increased
support to improve the safety of the national blood supply at all levels.

Below is chart of PEPFAR Angola’s budget representing its major program areas.

Angola Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 6,280,000 37%| $ 400,000 2%| $ 0%[$ 10,320,000 61%| $ 17,000,000
2010 $ 7,550,000 43%| $ 150,000 1%| $ 0%[$ 10,000,000 56%| $ 17,700,000
2011 $ 8,035,000 45%]| $ - 0%)| $ 0%| $ 9,665,000 55%| $ 17,700,000
Total 2009-2011 | $ 21,865,000 42%| $ 550,000 1%| $ 0%| $ 29,985,000 57%| $ 52,400,000
2013 (est) $ 6,605,000 37%| $ 0% $ 0%|$ 11,095,000 63%| $ 17,700,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.
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Prevention

PREVENTION (FY09 - FY11) & FY13 Estimate
_ | wmTCT: HVAB: | |vop: Otter | HMBL: Blood [HMIN: Injection| "2 MM | e ppare|  HVET: Total,
Fiscal Year Operating Unit Abstinence and . and non-Inj. . .. |Counseling and .
PMTCT - Prevention Safety Safety Circumcision . Prevention
Fidelity Drug Use Testing

2009 Angola $ 525000 ($ 1,380,000($ 3,335,000 % - |8 $ $ $ 1,040,000 | $ 6,280,000
2010 Angola $ 700,000 ($ 1,825000($ 3675000 (% 700,000 | $ $ $ $ 650,000 $ 7,550,000
2011 Angola $ 500,000($  850,000($ 52135000 (% 700,000 | $ $ $ $ 850,000 $ 8,035,000
Totals FY09-FY11 [$ 1,725,000 ($ 4,055,000 [ $ 12,145,000 $ 1,400,000 | $ $ $ $ 2,540,000 | $ 21,865,000
2013 (est) Angola $ 6,605,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013, the PEPFAR Angola prevention program seeks to maximize financial investments
and contribute to sustainability by placing increased emphasis on a combination prevention
approach. A combination prevention approach uses biomedical, behavioral and structural
interventions to address the risks of transmission and acquisition as thoroughly and strategically
as possible. It is predicated on the idea that no single intervention is efficacious enough to bring
an HIV epidemic under control on its own, but that the optimal set of interventions implemented
with quality and to scale can significantly reduce HIV incidence. Interventions will target
identified key population groups, including CSWs, truckers, military and men who have sex with
men (MSM). Interventions directed to the general population focus on youth, 15-24 years of age.
Geographically, the program concentrates its efforts in large population areas with high levels of
movement, specifically along the main transport corridor stretching from Cunene on the
Namibian border in the south, northwards to Luanda.

In FY 2013, key population focused initiatives will strive to increase access to key population-
friendly health care services that either provide or link with voluntary counseling and testing
(VCT), sexually transmitted infections STI services, condoms, family planning/reproductive
health, and access to HIV care and antiretroviral ARV services. Within the military, the focus
will be on training and supervising peer educator HIVV/AIDS activists and linking VCT and ARV
treatment services. General population prevention activities will continue to be carried out in
collaboration with the Ministries of Education, Youth and Sports, Family and Promotion of
Women, and Health. Activities will target boys and girls, in and out of school, with activities and
messages to modify behaviors, values, and cultural practices that put young men and women at
risk of HIV.

In addition, in partnership with the Ministry of Health (MoH) and provincial and municipal
health services, PEPFAR will continue to support youth-friendly health services.

In FY 2013, materials and messages will be revised to include tailored cultural and gender-
sensitive HIV/AIDS behavior change communications. Issues such as condom use, knowing
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ones’ HIV status, gender and gender-based violence, sexual harassment and abuse in the school
environment, and the importance of HIV testing and disclosure will be addressed.

In FY 2013, the work of PEPFAR Angola will complement Angola’s new Global Fund to Fight
AIDS, Tuberculosis and Malaria (GF) grant for scaling up prevention of mother-to-child
transmission (PMTCT). While the GF funds will be used for scale up, the U.S. government will
focus on improving the quality of PMTCT services in target areas. PEPFAR will provide
technical assistance to ensure that the quality of care is consistent with accepted standards and
improve linkages with maternal and child health (MCH) and FP/RH services, thus creating
potential models for GF-funded national scale-up.

Governance & Systems

GOVERNANCE AND SYSTEMS (FYO09 - FY11) & FY13 Estimate
. N HLAB: HVSI: Strategic | OHSS: Health HVMS: LI,
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems -
Operations Systems

2009 Angola $ 790,000 | $ 3,685,000 | $ 2,590,000 | $ 3,255,000 | $ 10,320,000
2010 Angola $ 460,000 | $ 1,655,000 | $ 3,050,000 | $ 4,835,000 | $ 10,000,000
2011 Angola $ 540,000 | $ 500,000 | $ 3,700,000 | $ 4,925,000 | $ 9,665,000
Totals FY09-FY11 $ 1,790,000 | $ 5,840,000 | $ 9,340,000 | $ 13,015,000 | $ 29,985,000
2013 (est)  [Angola 3 11,095,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The overarching objective in FY 2013 is to improve human and institutional capacity within the
MoH and non-governmental organizations (NGOSs) so that they can effectively respond to the
HIV epidemic. In support of this objective, the U.S. government will continue its collaboration
with the Provincial Health Directorates of eight priority provinces. In FY 2013, a cadre of
trainers trained with previous U.S. government support will provide ongoing continuing
education and supervision for both health care workers and community health workers.
PEPFAR will use FY 2013 resources to build the capacity of a competent health workforce
through pre-service education in epidemiology and laboratory management. PEPFAR will also
support training for blood service staff at the provincial level as well as medical personnel in
areas of quality management of blood donors, materials handling, and testing for transmittable
infections. In addition, PEPFAR will work with the Provincial Health Directorates to coordinate
provision of in-service training for specific cadres of health care workers, develop a policy and
plan for task shifting to nurses and auxiliaries, establish a policy for community health workers
to provide follow up HIV care and support, and formulate a strategy to reinforce the referral
system.

Lack of quality HIV and AIDS data challenges the Government of the Republic of Angola’s

(GRA) ability to make informed decisions and develop appropriate policies. To address this

need, PEPFAR will use FY 2013 funding to build local strategic information capacity in order to
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increase country ownership and provide data for decision making through a) surveys to assess
local knowledge and perceptions about HIV/AIDS in the general population and vulnerable
populations; b) evaluations of specific prevention activities and the overall PEPFAR response; ¢)
improved data collection and reporting; d) surveillance in specific populations; and e) in-service
training to build capacity.

FY 2013 funding will also support the GRA’s decentralization by improving budget
development and financial management, strategic planning, supply chain management, health
information systems, human resources for health, and laboratory capacity in target districts.

Country Engagement

Containing and reducing the relatively low-level prevalence of HIV/AIDS remains a national
priority for the GRA. It is anticipated that there will be a significant shift towards
decentralization in FY 2013, including a new focus on human resources for health. The GRA is
moving to revitalize health services (especially primary health care) and increase the number of
primary care providers. Due to a critical lack of physicians in the country and a lack of
functioning medical schools, the GRA has increasingly recognized the importance of non-
physicians in the health system. In response, the MoH has taken important steps to allow
certified nurses to provide ARV treatments to patients. The National Institute for the Fight
Against AIDS has initiated campaigns to reduce maternal mortality linked with HIV and has
made a commitment to prioritize the elimination of new HIV infections among children.

The GRA provided a national spotlight on AIDS issues at 2011 World AIDS Day. Following a
march through Luanda, the vice-President of the Republic delivered a speech on the current
status of the AIDS epidemic in Angola. Angolan Miss Universe, Leila Lopes, made a special
appearance to support the fight against AIDS.

Although the funding provided by PEPFAR represents a small fraction of the funding budgeted
by the Ministry of Health, the U.S. government team continues to play an influential role in the
shaping of the national policy due to the technical capacity and expertise it has to offer. The
U.S. government team maintains on-going dialogues with Angolan counterparts throughout the
year. Informal discussions may also involve key partners and other stakeholders in the
community. These discussions provide space for GRA leaders to express concerns, ask
questions, and define their needs and priorities within the PEPFAR context. The National
Institute for the Fight Against AIDS has shown initiative in AIDS activities, but also looks to in-
country partners such as the Joint United Nations Program on HIV/AIDS (UNAIDS) and the
PEPFAR team for guidance on the most recent trends in HIV activities so they can be applied to
the Angolan context.
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Botswana
Country Context

Botswana is a sparsely populated country with an estimated 2.0 million people with one of the
highest HIV prevalence rates in the world. In 2011, there were an estimated 350,000 Botswana
(Batswana) living with HIV, with nearly 19,000 new infections. The HIV infection rate for
persons with TB disease is 67.8%; an estimated 40% of deaths among persons living with HIV
are due to tuberculosis.

The health partnership with Botswana has resulted in a clear record of success. HIV-associated
mortality has been reduced by more than half since treatment became available, and the rate of
new infections has declined. Botswana’s blood safety, HIV treatment, and PMTCT programs are
models for their coverage and quality of services. The percent of donated blood that is positive
for HIV declined from 7.5% in 2003 to 1.0% in 2010. The rate of mother to child HIV
transmission in Botswana has declined to <4%. The Government of Botswana (GOB) national
treatment program now covers 96% of persons eligible for treatment at CD4 <250 cells/mm? .
PEPFAR Botswana’s work will build upon past successes while filling critical gaps identified in
the Partnership Framework, signed in 2010. FY 2013 activities represent the continuation of
prior efforts focused on preventing new infections and caring for those affected by HIV. TB/HIV
integration has been identified as an important area to strengthen. However, in a major change
since FY 2012, the GOB has made a strong commitment towards voluntary medical male
circumcision (VMMC), including a shift to allow circumcision service delivery by PEPFAR-
funded partners and use of a cost-efficient model.

Below is chart of PEPFAR Botswana’s budget representing its major program areas.

Botswana Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 33,543,986 35%]| $ 18,719,643 20%[ $ 16,686,196 18%[$ 26,175,333 28%| $ 95,125,158
2010 $ 26,989,599 31%| $ 14,577,235 17%[ $ 12,280,742 14%[ $ 33,172,582 38%| $ 87,020,158
2011 $ 27,265,561 32%]| $ 15,799,059 19%[$ 9,073,641 11%[ $ 32,238,448 38%| $ 84,376,709
Total 2009-2011 | $ 87,799,146 33%]| $ 49,095,937 18%)| $ 38,040,579 14%| $ 91,586,363 34%| $ 266,522,025
2013 (est) $ 21,155,255 31%| $ 12,766,964 19%| $ 5,655,042 8%|$ 28,209,739 42%| $ 67,787,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

! CD4 cells are a type of white blood cell that fights infection and their count indicates the stage of HIV or AIDS in
a patient.
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Prevention

PREVENTION (FY09 - FY11) & FY13 Estimate
) N MTCT: HVAB: | {vop: other | HMBL: Blood [HMIN: Injection| 'OV WU | oo pare|  HVET: Total,
Fiscal Year Operating Unit Abstinence and . and non-Inj. - .. |Counseling and .
PMTCT - Prevention Safety Safety Circumcision . Prevention
Fidelity Drug Use Testing

2009 Botswana $ 4707985[$ 7577471|$ 6,262455[$ 1,745593 |$ 1,191,042 | $ - |$4115798 |$ 7,943642 | $ 33,543,986
2010 Botswana $ 3,380,700 [$ 4,829,000 | $ 6,301,250 [ $ 300,100 | $ 643,449 | $ $ 4,075,000 | $ 7,460,100 | $ 26,989,599
2011 Botswana $ 3420,048[$ 1854883 |$ 5782537 [$ 1,353,024 | $ 700,000 | $ $ 7,150,000 | $ 7,005,069 | $ 27,265,561
Totals FY09-FY11l [$11508,733|$ 14261354 |$ 18346242 |$ 3,398,717 [$ 2534491 |$ $15,340,798 [ $ 22,408,811 | $ 87,799,146
2013 (est) Botswana $ 21,155,255

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Data has demonstrated that, despite significant reductions in AIDS deaths following widespread
antiretroviral medication (ARV) provision, new infections in Botswana are relatively stable and
prevalence remains high. For these reasons, the GOB has reiterated its dedication to primary
prevention. With PEPFAR’s focus on evidence-based prevention programming, the portfolio
has recently shifted from a focus on behavior change communication (BCC) stand alone
interventions to combination prevention with BCC supporting scaled-up biomedical
interventions. Approximately 36% of the PEPFAR prevention portfolio for FY 2013 is devoted
to scaling-up the VMMC program, while the successful PMTCT, Injection Safety, and Blood
Safety programs are transitioning to greater local ownership. The HIV testing and counseling
(HTC) programming remains proportionally level in terms of funding, but with renewed efforts
to reach broader population coverage. Stand alone workplace and alcohol programs have been
dropped from the BCC portfolio; school-based programs remain level. BCC activities for key ,
youth, and those that support gender and community mobilization are being redesigned to
promote health seeking behaviors including VMMC, HTC, prevention of mother-to-child
transmission (PMTCT), and sexually transmitted infection (ST1) and Tuberculosis (TB)
diagnosis and treatment.

PEPFAR Botswana’s key accomplishments in recent years include significant reduction of HIV
transmission among newborns from HIV positive mothers, as well as reduction of medical
transmission from unsafe injections and blood transfusions. The key priorities over the next two
years include wide scale-up and coverage of VMMC and broader coverage of HTC, with greater
emphasis on identifying and linking discordant couples to appropriate treatment and prevention
services. These priorities are in close alignment with those of the GOB outlined in the 2010
Partnership Framework, the National HIV Strategic Framework 11 (2010-2016), and the National
Operational Plan (2011—2016).

Contributions from other key donors are also considered carefully during program planning. The
Bill and Melinda Gates Foundation, through the African Comprehensive HIV/AIDS Partnership
(ACHAP), contributes significantly to HIV prevention in Botswana, particularly in the area of
VMMC. The Ministry of Health (MoH), ACHAP, and PEPFAR met frequently in the last half of
FY 2011 to plan the implementation of the national VMMC program for FY 2012. This close
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collaboration is improving program coverage, reducing duplication and gaps, and improving cost

efficiency.
Treatment
TREATMENT (FY09 - FY11) & FY13 Estimate
Fiscal Year Operating Unit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
P g Drugs Treatment Treatment Treatment

2009 Botswana $ 8,292,500 | $ 6,902,072 | $ 1,491,624 | $ 16,686,196

2010 Botswana $ 7,367,000 | $ 4,413,742 | $ 500,000 | $ 12,280,742

2011 Botswana $ 5,816,395 | $ 2,507,246 | $ 750,000 | $ 9,073,641

Totals FY09-FY11 | $ 21,475,895 | $ 13,823,060 | $ 2,741,624 | $ 38,040,579

2013 (est) Botswana $ 5,655,042

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

PEPFAR assistance in Botswana has focused on strengthening the national HIV program,
referred to as the MASA program. Despite the exemplary response Botswana has pioneered,
there have been significant challenges and the USG assistance will continue to assist the GOB to
focus on human resource and infrastructure. The procurement and logistics of drugs, including
ARVs and related commodity supplies remain a challenge. Since FY 2008, the Supply Chain
Management Systems (SCMS) began to work with Central Medical Stores (CMS), the Drug
Registration Unit (DRU), and other relevant GOB organizations to improve the quality of these
services. This assistance will continue through 2012-2013 with oversight support for a national
patient data management system which includes pharmacy data. PEPFAR funds will continue to
support the data management section of the MASA program through secondment of
epidemiologists and statisticians to the Monitoring and Evaluation (M&E) Section of the
Ministry of Health (MoH).

The long term plan is for PEPFAR Botswana to move to a technical assistance model with a
limited budget to support external partners. This is a reflection of the strength of the GOB’s HIV
response. Botswana has already reached universal access for treatment (94.9%) with 170,430 of
the projected 179,569 adults and children in need of ARV at the end of July 2011 on treatment.
PEPFAR funding for treatment is scheduled to decline in the next couple of years. PEPFAR
would then focus treatment activities on providing technical assistance to the GOB. The high
TB/HIV co-infection rates in Botswana are such that TB is the leading cause of mortality in
AIDS patients in Botswana followed by pneumonias and malignancies. Currently integration of
services for co-infection is of importance for both the national HIV and TB programs. Emphasis
on training and infrastructure for infection control are a priority for both PEPFAR and the GOB.

A Costing and Forecasting Technical Working Group (TWG) has been set up in the Department
of HIV Prevention and Care with membership consisting of all internal and external stakeholders
including donors like PEPFAR, ACHAP, the Clinton Foundation, and partners such as SCMS.
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This TWG has the responsibility of developing and reviewing the forecasts and costs associated
with the ARVs used in the program. Changes in treatment guidelines are usually discussed in
this workgroup. Costing has been done for different scenarios including universal Highly Active
Anti-Retroviral Therapy (HAART) for pregnant women with and without formula-feeding for
infants.

Care
CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS: Total

Fiscal Year Operating Unit Care and Pediatric Care |HVTB:TB/HIV| HKID: OVCs '

Care

Support and Support

2009 Botswana $ 4936,715|% 1,060900(|$ 5452214 |$%$ 7,269,814 ] $ 18,719,643
2010 Botswana $ 4531,350|$% 1,210,000 |$ 3,614,325|$% 5,221,560 | $ 14,577,235
2011 Botswana $ 4,529,350 | $ 460,000 | $ 5,230,000 | $ 5,579,709 | $ 15,799,059
Totals FY09-FY11 [$ 13,997,415|$ 2,730,900 [ $ 14,296,539 | $ 18,071,083 | $ 49,095,937
2013 (est) Botswana $ 12,766,964

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Priority areas identified in FY 2013 are STI, palliative care, cervical cancer prevention, and
Positive Health, Dignity and Prevention (PHDP). For TB/HIV the priority areas were the 3 I’s
(isoniazid preventive therapy (IPT), infection control, intensified case finding) and Multi Drug-
Resistant Tuberculosis. For orphans and vulnerable children (OVC), the program’s key priorities
in FY 2013 include: 1) strengthening civil society organizations’ capacity to work with OVC to
provide good quality services especially in the areas of psychosocial support and integrated early
childhood development, 2) increasing access of OVC and their families to livelihood
opportunities, 3) supporting the GOB to implement guidelines and policies that address the needs
of vulnerable children, and 4) strengthening of coordination, monitoring, and evaluation
structures. HIV, TB, and under 5 child mortality projects support the Global Health Initiative
(GHI) strategy for Botswana.

For the OVC program, the United Nations Children’s Fund (UNICEF) is the other development
partner that provides support in Botswana. The UNICEF and PEPFAR OVC programs
collaborate closely to support the GOB OVC program, to eliminate duplication of efforts, and
ensure that support is channeled to address existing gaps. Technical assistance for Care and
Support activities is provided by World Health Organization (WHQO). TB/HIV activities are
supported by ACHAP, WHO, and the Global Fund.

Through PEPFAR support, the national OVC program is currently working on developing a
data-base to strengthen coordination efforts. The database will centralize data for OVC in one
place and will achieve efficiencies. The current electronic system captures orphans only;
vulnerable children are captured using a manual system. Results of the IPT study in Botswana,
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which was partially supported by PEPFAR, influenced WHO recommendations for IPT in
persons with HIV. Results of the pilot program using the See and Treat approach for cervical
cancer were presented at an international scientific meeting and have helped to persuade the
GOB to approve this approach for use in Botswana.

Governance & Systems

GOVERNANCE AND SYSTEMS (FYO09 - FY11) & FY13 Estimate
. N HLAB: HVSI: Strategic | OHSS: Health HVMS: LG,
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems -
Operations Systems

2009 Botswana $ 5,854,615 | $ 5,271,858 | $ 9,049,764 | $ 5,999,096 | $ 26,175,333
2010 Botswana $ 4,955,998 | $ 4,171,000 | $ 9,342,553 | $ 14,703,031 | $ 33,172,582
2011 Botswana $ 5,079,709 | $ 4,912,630 | $ 8,884,078 | $ 13,362,031 | $ 32,238,448
Totals FY09-FY11 $ 15,890,322 | $ 14,355,488 | $ 27,276,395 | $ 34,064,158 | $ 91,586,363
2013 (est)  [Botswana 3 28,209,739

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Botswana had one of the most developed public health systems in Africa with impressive
successes in health indices until the early nineties when HIV/AIDS became the most significant
social and public health problem. The country has led an impressive response, but at a cost to
the overall health system. The HIV epidemic has severely stressed the health system’s
foundation, impacting on resources, non-HIV conditions and diseases, and quality of care.

GHI gives the U.S. government (USG) the opportunity to transition programs to local ownership
while ensuring integration of HIV services within the broader health system, and impacting
health outcomes beyond HIV. In addition, GHI gives the USG an opportunity to build a program
uniquely suited to Botswana’s long-term health and development needs, strengthening the
community-level response, building local research capacity, and providing technical assistance to
the GOB. The USG is will leverage funding from other development partners including the
European Union (EU), World Bank, UNICEF, United Nations Population Fund (UNFPA),
WHO.

PEPFAR Botswana is focusing on supporting Botswana’s transition to a post-emergency HIV
response. In FY 2013, the USG will: 1) strengthen strategic information capacity, systems, and
processes; the transition will require strong disease surveillance and program data (including
financial data) at both the central and district levels; and 2) strengthen program management and
coordination. The country ownership project documented a broad range of capacity weaknesses
within the GOB and civil society, demonstrated by lack of financial and costing data, poor
coordination, and overall weak civil society. The USG will continue support of existing health
systems strengthening activities to improve management and coordination. A major focus of
capacity building for PEPFAR Botswana is to strengthen leadership and governance at MoH and

in civil society, while the private sector remains an important partner in service provision.
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Country Engagement

In May 2011, in consultation with the GOB, PEPFAR Botswana planned a transition towards full
country ownership of the HIV programs by 2016, with a decline in programmatic funding over
the next five years to a plateau level that prioritizes strategic interventions and technical
assistance. In this context, PEPFAR Botswana embarked on a process to “graduate” treatment,
PMTCT, and blood and injection safety within the next three years and significantly reduce
funding to all remaining programs by 2016, when the program will only fund gaps that will
likely exist. In order to minimize the impact on service delivery and to foster sustainability over
the next five years, the USG will provide technical assistance to all four program areas
(Prevention, Health Systems Strengthening, Strategic Information, and Care and Treatment).
Baseline funding and technical assistance are key components to the technical assistance model
still being developed for a post-2016 PEPFAR program. The PEPFAR Botswana team is
committed to continually assessing the latest developments to ensure that the USG implements
only the most cost-effective and evidence-based interventions. Country ownership discussions
identified five change themes that are addressed in FY 2013: effective coordination, joint
planning and performance management; maximize stakeholder impact; ramp up impact of high
priority programs; establish national evaluation and research programs; and effective cost
management.
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Burundi

Country Context

Burundi faces a low-prevalence generalized HIVV/AIDS epidemic, which continues to be a
growing priority public health threat. National health information systems are weak and provide
little reliable recent data on HIV/ AIDS.

The most recent Demographic and Health Survey (DHS) was conducted in 2010, the first since
1987, and the final results are expected to be released in the second quarter of CY 2012. In 2007,
the National AIDS Council (NAC) supported a survey which demonstrated an adult HIV
prevalence of 2.9%, with higher prevalence in urban and peri-urban areas (4.6% and 4.4%) than
in rural areas (2.8%). According to the MoH, HIV prevalence in rural areas quadrupled between
1989 (0.6%) and 2002 (2.5%). The NAC reported roughly equal HIV prevalence among women
(2.9%) and men (2.8%), although further studies are needed to confirm this data.

The overarching goal of the PEPFAR program in Burundi is to strengthen the capacity of the
Burundian government, civil society, and the private sector to plan, deliver, monitor, and
evaluate high-quality, sustainable HIVV/AIDS prevention, care, and treatment services.

In FY 2013 PEPFAR Burundi proposes a program that focuses on integrated and linked service
delivery in priority technical areas, technical assistance for national and local capacity building,
and preparation for longer-range policy and structural interventions. The USG program plans to
support 100% of health facilities in the four PEPFAR focus provinces of Kirundo, Muyinga,
Karuzi and Kayanza and gradually increase the Prevention of Mother-to-Child Transmission
(PMTCT) coverage in additional provinces—still to be determined.

Burundi’s model will integrate PMTCT, HIV Testing and Counseling (HTC), diagnosis and care
of sexually transmitted infections (STI) and opportunistic infections (Ol), lab support, and
behavior-change communication (BCC) for prevention into all primary health care facilities,
with support to strengthen links with and quality of antiretroviral therapy (ART) services (with
antiretroviral drugs (ARVSs) provided by the Global Fund).

Community-based services delivered through local partners will be linked to facility-based
services to create increased demand for PMTCT and HTC and promote safer sexual behavior
through community mobilization, BCC campaigns, and peer education targeting key populations.
The USG will support home-based care and support for People Living with HIV/AIDS (PLHIV)
and Orphans and Vulnerable Children (OVC) care and support provided by local Civil Society
Organizations (CSO). Facility and community services and mobilization will be linked through
community health workers (CHW), who will ensure that regardless of a patients’ entry point they
are retained within the continuum of care and support.

The Burundi PEPFAR program is in-line with the government of Burundi’s (GOB) health goal
as laid out in its National Health Development Plan 2011-2015, which states that: “By 2015 all
Burundian citizens will have increased access to basic health care through strengthened
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leadership of the Ministry of Public Health and individual and community participation.”
Specifically, the Burundi PEPFAR program will focus on the following program areas and
activities to improve the policy environment, services delivery, and systems development in FY
2013. Burundi’s first year preparing a Country Operational Plan (COP) was in FY 2011, and
Burundi does not anticipate major portfolio shifts for FY 2013.

Below is a table of PEPFAR Burundi’s budget representing its major program areas.

Burundi Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS
2009 $ 0%| $ 0%| $ 0%| $ 0%| $
2010 $ - 0%| $ - 0%| $ - 0%)| $ - 0%| $ -
2011 $ 13,596,759 73%| $ 1,429,171 8%| $ 825,707 4%| $ 2,648,363 14%| $ 18,500,000
Total 2009-2011 | $ 13,596,759 73%|[ $ 1,429,171 8% $ 825,707 4%)| $ 2,648,363 14%| $ 18,500,000
2013 (est) $ 3,780,801 44%| $ 1,582,225 19%)| $ 976,154 11%)| $ 2,160,820 25%| $ 8,500,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

*** Burundi did not complete a country operational plan until FY 2011.

Prevention
PREVENTION (FY09 - FY11) & FY13 Estimate
. | wmmer | HVABE | vop: otter | HMBL: Blood [HMIN: injection] 'OV MECHG | oy pgre|  HVET: Total,
Fiscal Year Operating Unit Abstinence and . and non-Inj. . .. |Counseling and .
PMTCT - Prevention Safety Safety Circumgision . Prevention
Fidelity Drug Use Testing
2009 Burundi $ $ - 19 $ $ $ - |8 $ $
2010 Burundi $ - |$ - IS - |8 $ $ $ $ - |9 -
2011 Burundi $10,749,571 | $ 875,000 | $ 1,160,000 | $ $ $ $ $ 812,188 | $ 13,596,759
Totals FY09-FY11 |$10,749571|$ 875000 ($ 1,160,000 | $ $ $ $ $ 812,188 | $ 13,596,759
2013 (est) Burundi $ 3,780,801

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

*** Burundi did not complete a country operational plan until FY 2011.

In FY 2013 PEPFAR Burundi will continue to implement HIV testing and counseling (HTC)
targeting the general population in the three provinces (Kirundo, Kayanza, and Muyinga) but with
an emphasis on key populations. In the four intervention provinces where the USG implements a
comprehensive PEPFAR program (excluding treatment), the USG will prioritize scale-up of
PMTCT and health facility-based HTC services. The PEPFAR program in Burundi will
continue to implement a modest male circumcision program in FY 2013. It will primarily focus
on supporting male circumcision Performance-Based Financing (PBF) (which improves the
performance of health workers administering male circumcisions) and technical assistance at the

42




provincial level in line with national technical directions. In addition, PEPFAR has already
joined the national steering committee on voluntary medical male circumcision (VMMC). This
work will be done in coordination with the Global Fund, the biggest actor in the decentralization
of VMMC in Burundi.

In FY 2013, emphasis will also continue to be placed on HIV prevention with PLHIV and
discordant couples. Primary prevention will include promoting correct and consistent condom
use, ensuring that quality condoms are accessible for those who need them, and equipping the
target population with the knowledge and skills to use them properly. Primary prevention of HIV
will also include expanded interventions relating to post-exposure prophylaxis in cases of rape or
occupational exposure.

The PEPFAR program will mobilize the community for PMTCT services using community
networks, specifically the network of PLHIV, to promote couples counseling and testing,
encourage pregnant women to bring their spouses/partners to check ups, provide all needed
supplies, develop appropriate information, education and communication (IEC) materials, and
provide nutritional support to HIV positive women during the weaning period. In addition, to
strengthen HIV prevention in women of childbearing age, PEPFAR will provide awareness
sessions to women who attend antenatal care (ANC) and curative services at the health facility
level. The messages will include enhanced prevention counseling to women who test negative
for HIV to reduce the risk of acquiring HIV during pregnancy. Sexual risk reduction counseling
will focus on messages of partner reduction (including the reduction of multiple concurrent
partnerships) and mutual monogamy to a partner of known HIV status. Behavior change
communication (BCC) messages will also be provided by CHWSs, peer educators, and other
media outlets.
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Treatment

TREATMENT (FY09 - FY11) & FY13 Estimate
Fiscal Year Operating Unit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
P 9 Drugs Treatment Treatment Treatment

2009 Burundi $ - $ - $ - $ -

2010 Burundi $ - $ - $ - $ -
2011 Burundi $ 50,000 | $ 445707 | $ 330,000 | $ 825,707
Totals FY09-FY11 | $ 50,000 | $ 445707 | $ 330,000 | $ 825,707
2013 (est) Burundi $ 976,154

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

*** Burundi did not complete a country operational plan until FY 2011.

In FY 2013 the PEPFAR Burundi program will continue to support multiple aspects of pediatric
and adult treatment with the exception of procurement of ARVs. The PEPFAR program will
continue to work closely with the Global Fund, the major ARV procurer in Burundi to maximize
resources in support of HIV positive persons. Treatment support will include training of the
health providers in adult and pediatric treatment and care and support to the laboratory. The USG
will assist in providing laboratory equipment for hematology and biochemistry for biological
follow-up of people living with HIV/AIDS. It will also supply CD4 count machines and all the
reagents used in the biological follow-up of people under ART. All the laboratory activities will
be carried out in strict compliance with standards and procedures established by the Minister of
Public Health and Fight Against AIDS (MoHA). At the national level, PEPFAR will support an
assessment of the national laboratory system, which will provide practical recommendations that
will be used to provide appropriate support to the laboratory system in Burundi.
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Care

CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS:
Fiscal Year Operating Unit Care and Pediatric Care |HVTB:TB/HIV| HKID: OVCs
Support and Support

Total,
Care

2009 Burundi $ - $ $ $ - $
2010 Burundi $ - $ $ $ - $ -
2011 Burundi $ 843,171 | $ $ $ 586,000 | $ 1,429,171
Totals FY09-FY11 | $ 843,171 | $ - $ - $ 586,000 [ $ 1,429,171
2013 (est) Burundi $ 1,582,225

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

*** Burundi did not complete a country operational plan until FY 2011.

In FY 2013, care will focus on ART prophylaxis, HIV/TB coinfection and strengthening support
for OVC activities. Pregnant women testing positive for HIV will systematically be screened for
ART eligibility and enrolled under PMTCT prophylaxis programs when applicable. At delivery,
ARV prophylaxis will be given to the infants. When ART is needed for their own health post
pregnancy, women will be referred to ARV facilities for continued services, including TB
screening. Through a local network of PLHIVs, the USG will continue to support the funding of
transportation fees for referrals, medical and hospitalization fees, and the provision of hygiene
kits. Psychosocial, medical, and nutritional support will be provided as needed and identified by
facility- or community-based health workers.

The PEPFAR program will complement the Global Fund’s TB work by ensuring systematic TB
screening among HIV positive people and in reinforcing the cross-referral system between
HIV/AIDS and TB settings wherever indicated. HIVV/TB co-infection rate in Burundi exceeds
20% and TB is the common opportunistic infection (Ol) among PLHIV. TB activities in Burundi
are almost completely supported by Global Fund, Round 7. The PEPFAR Burundi program will
continue to provide a family-centered care approach using home-based care providers to identify
and provide care and support for OVC. The USG will continue to collaborate with other
programs and donors, such as Food for Peace, the United National High Commission on
Refugees (UNHCR), and UNICEF, to increase coverage and strengthen support for OVC
activities, including in the policy areas of legal support and domestic violence reduction and
mitigation (including trafficking).
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Governance and Systems

GOVERNANCE AND SYSTEMS (FY09 - FY11) & FY13 Estimate
. o HLAB: HVSI: Strategic | OHSS: Health AN UEiEL;
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems .
Operations Systems

2009 Burundi $ $ $ $ $

2010 Burundi $ $ - 1% - 13 - |3 -

2011 Burundi $ $ 500,000 | $ 1,050,000 | $ 1,098,363 | $ 2,648,363

Totals FY09-FY11 $ $ 500,000 | $ 1,050,000 | $ 1,098,363 | $ 2,648,363

2013 (est)  |Burundi $ 2,160,820

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

*** Burundi did not complete a country operational plan until FY 2011.

The USG will build on work already underway to further strengthen the national health
management information system (HMIS) and lay a solid and sustainable foundation in Burundi.
Its efforts will first and foremost focus on building national capacity through the transfer of skills
to Burundians and their institutions. The USG will build the national capacity at all levels for
data quality assessment, analysis and use. PEPFAR will also maintain the training of health
providers and Community Health Workers (CHW), and will promote the use of the task shifting-
-especially for the prescription of ARV for PMTCT prophylaxis and for ART. In FY 2013
PEPFAR will reinforce the laboratory system by training laboratory technicians in HIV testing
and use of CD4 cell count machines and strengthening supportive supervision of laboratory
technicians to improve quality of services.

Country Engagement

The ultimate goal of country engagement is strengthening the capacity of the GOB to lead an
effective response to the HIV epidemic in Burundi. The GOB is committed to improving
investments in health and reorganizing its health sector to respond better to the needs of
Burundians. The MoH is accessible and is willing to work in close coordination with the donor
community to implement recommended programs.

The USG assistance in HIV/AIDS is aligned with the national strategic plan and regular
consultations with the government of Burundi are frequently held. In early 2011 and with
technical assistance provided by PEPFAR and other donors, the National AIDS Commission
(NAC) conducted a review of the national strategic plan to fight AIDS (2007-2011) which
resulted in a new Strategic plan for 2012-2016. The latter inspired the new Health Development
Plan 2011-2015 prepared by the MoH and its partners. The National Health Development Plan
itself draws from the National Poverty Reduction Strategy Paper and the Vision 2025 for
Burundi. In October 2011, the second Vice-President, the Minister of Public Health and Fight
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Against AIDS, and the U.S. Ambassador to Burundi launched the Global Plan toward
Elimination of HIV in Children and Keeping their Mothers Alive. To concretize the plan, a
technical PMTCT working group that meets monthly was appointed by the Minister.
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Cameroon

Country Context

Cameroon is a lower-middle income country with a population of 19.4 million representing over
200 ethnic groups. Approximately 40% of the population lives below the international poverty
line. Life expectancy in Cameroon is 51 years with an epidemiological profile dominated by
communicable diseases such as malaria (leading cause of morbidity and mortality in pregnant
women and children under five) and HIV (prevalence of 5.5%); and an increased prevalence in
non-communicable diseases, such as diabetes and cardiovascular disease. The Government of
Cameroon (GRC) currently allocates less than six percent of its national budget to health, which
is far below the World Health Organization (WHQO) recommendation of 15% in order to meet the
health sector Millennium Development Goals (MDGs). Multilateral and bilateral assistance has
helped meet some of the nation’s health needs and compensate for the public spending gap.

In the midst of a generalized HIV epidemic with overall prevalence among the highest in West
and Central Africa at 5.5%, pockets of hyperendemnicity exist among the military (11.2%);
pregnant women (12.3% in urban areas of the South West region); men who have sex with men
(MSM) (24% in Douala and 44% in Yaoundé); and female commercial sex workers (CSW)
(36%). A marked disparity in HIV rates between women and men; especially in youth aged 15-
24, indicates that females are more than twice as likely to be infected as males. Data on
incidence indicates 51,315 new HIV infections per year. At current rates, the National AIDS
Control Committee (NACC) is projecting an increase from 560,000 people living with HIV
(PLHIV) in 2010 to 606,850 in 2012 and 726,000 PLHIV in 2020, with the number of children
who have lost one or both parents to AIDS rising from over 304,000 orphans noted in 2010. Key
causes of spread of the infection include gender inequalities, risky behaviors and unhealthy
traditional practices, poverty, movement of people across borders and between urban and rural
areas, HIV/AIDS-related stigma and discrimination. Key populations include CSWs, their
clients, and MSM; other vulnerable groups are long-distance truck drivers, military populations,
imprisoned populations, youth aged 15-24, orphans and vulnerable children (OVC), people with
mental or physical disabilities, ethnic minorities, and migrant populations. In 2013 the USG will
focus on PEPFAR target regions (the South West, North West, Adamawa, and East) and the two
largest urban centers (Yaounde and Doula), and will work in collaboration with non-USG
partners. Experiences from the first-year of PMTCT activities will serve as models of best
practices for other regions, should future funding allow for a scale-up of activities in the coming
years.

The United States Mission’s approach for FY 2013 will continue with its commitment to
implement the Global Health Initiative (GHI) Strategy. Interventions will improve in-country
PEPFAR and Global Fund to fight AIDS, Tuberculosis and Malaria (GF) collaboration in
addition to the quality of program integration among USG agencies. PEPFAR will also
strengthen collaboration with the GRC, civil society organizations and other donors working on
HIV/AIDS to improve the health of the Cameroonian population in line with Cameroon’s
National Health Development Plan 2011-2015 (NHDP).
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Priorities of Cameroon’s future PEPFAR program and GHI strategy will continue through four
strategic pillars: prevention-of-mother-to-child-transmission (PMTCT); prevention of new
infections in key populations and other vulnerable populations (military personnel and young
women aged 15-24); blood safety; and strengthening of health systems. The USG will provide
technical assistance (TA) to the GRC for Cameroon’s Health Systems Strengthening (HSS)
while working towards a country-led and owned program.

Below is a table of PEPFAR Cameroon’s budget representing its major program areas.

Cameroon Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS
2009 $ 0%| $ 0%| $ 0%)| $ 0%| $
2010 $ - 0%| $ - 0%| $ - 0%| $ - 0%| $ -
2011 $ 15,649,433 65%| $ 1,409,012 6%]| $ 11,491 <1%|$ 7,180,064 30%| $ 24,250,000
Total 2009-2011 | $ 15,649,433 65%| $ 1,409,012 6%)] $ 11,491 <1%| $ 7,180,064 30%]| $ 24,250,000
2013 (est) $ 7,798,335 43%| $ 1,418,699 8%] $ 0%]| $ 9,032,966 49%| $ 18,250,000

*Totals include planned funding for all accounts

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

*** Cameroon did not complete a country operational plan until FY 2011.

Prevention
PREVENTION (FY09 - FY11) & FY13 Estimate
. N Y HVAB: | /0P Other | HMBL: Blood [HMIN: Injection| 'PU™ MECtNg | oy 0. ppgge | HVCT: Total,
Fiscal Year Operating Unit Abstinence and . and non-Inj. . .. [Counseling and .
PMTCT - Prevention Safety Safety Circumcision . Prevention
Fidelity Drug Use Testing
2009 Cameroon $ $ - |3 $ $ $ - I8 $ $
2010 Cameroon $ - I8 - |8 - |8 - |8 $ $ $ - |8 -
2011 Cameroon $14,002,109 | $ 190,440 | $ 545945 | § 757,000 | $ $ $ $ 153,939 | $ 15,649,433
Totals FY09-FY11 |$14,002,109 |$ 190440 ($ 545945 |$ 757,000 | $ $ $ $ 153939 (% 15,649,433
2013 (est) Cameroon $ 7,798,335

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

*** Cameroon did not complete a Country Operational Plan until FY 2011.

Mother-to-child-transmission (MTCT) is responsible for approximately 14% of new HIV
infections, with a projected 7,300 infants born HIV positive in 2010. The GRC estimates that it
provides PMTCT coverage to 35% of the eligible population. Only 19% of HIV-infected
pregnant women and 17% of HIV-exposed newborns receive antiretroviral (ARV) prophylaxis.

The following factors contribute to high MTCT rates: low utilization of family planning,
antenatal care (ANC) and maternal and child health (MCH) services; poor monitoring and
coordination of PMTCT/MCH services; insufficient tracking of HIV-positive women and
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children; inefficiencies in the procurement and supply management system for drugs and other
HIV/AIDS products; a shortage of human resources for PMTCT/MCH, and lack of PMTCT
services outside of district hospitals.

In FY 2013, the USG will continue to support the dissemination and implementation of existing
policy protocols, building service provider capacity and increasing the amount of blood collected
from voluntary non-remunerated donors (VNRD). Prevention activities will be integrated into all
the pillars, including HIV counseling and testing (HCT) services. USG PEPFAR will continue
efforts to reduce new infections among high-risk and high-transmission communities, especially
young girls and women in the reproductive age group.

The GRC has committed to make the prevention of new infections and PMTCT the focus of the
national HIVV/AIDS response. Prevention activities will include increased use of condoms/other
prevention initiatives; education programs on health friendly behaviors; improved medical
transmission (blood and injection safety); and HCT.

In FY 2013, the in-country GF — PEPFAR collaboration mechanism will be implemented and the
Mission will continue to focus on PMTCT and most-at-risk populations in geographic hot spots
in the target regions. The USG team will continue to support Ministry of Public Health (MoPH)
partners to expand PMTCT activities; leverage resources for PMTCT commaodities, which
include laboratory test kits for HIV testing, reagents for Early Infant Diagnosis (EID), and ARV
drugs for prophylaxis; and increase emphasis on training and TA to the GRC in the fields of
quality assurance, quality control, and pharmaceutical supplies. The Mission will provide TA to
encourage the adoption of universally acceptable precaution practices and to update statistics on
the adult population having knowledge of their HIV status.
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Treatment

TREATMENT (FY09 - FY11) & FY13 Estimate
Fiscal Year Operating Unit HTXD: ARV HTXS: Adult PDTX: Pediatric Total, Treatment
Drugs Treatment Treatment

2009 Cameroon $ - 1% - 19 - |3 -

2010 Cameroon $ - 1% - |9 - |3 -
2011 Cameroon $ - $ 11,491 | $ - $ 11,491
Totals FY09-FY11 | $ - |$ 11,491 | $ - $ 11,491

2013 (est) Cameroon $ -

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

*** Cameroon did not complete a country operational plan until FY 2011.

In FY 2013, PEPFAR will continue to play an active role in the GF Country Coordination
Mechanism (CCM) and major HIV/AIDS technical working groups engaged in complementary
sectors. PEPFAR will strengthen care and support efforts, by assisting with potential treatment
gaps created by ARV stock-out if required. The result of the PEPFAR assessment of Cameroon’s
pharmaceutical system will be used in further strengthening the supply chain at all levels while
also strengthening in-country PEPFAR-GF collaboration.

Care
CARE (FY09 - FY11) & FY13 Estimate
HBHC: Adult PDCS: Total
Fiscal Year Operating Unit Careand | Pediatric Care |HVTB:TB/HIV| HKID: OVCs UL
Care
Support and Support
2009 Cameroon $ - $ - $ - $ - $ -
2010 Cameroon $ - $ - 3$ - $ - $ -
2011 Cameroon $ 271,846 | $ 607,166 | $ - $ 530,000 [ $ 1,409,012
Totals FY09-FY11 | $ 271,846 | $ 607,166 | $ S $ 530,000 | $ 1,409,012
2013 (est) Cameroon $ 1,418,699

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

*** Cameroon did not complete a country operational plan until FY 2011.

In FY 2013, the Mission will improve collaboration with the GRC and other key stakeholders
such as the GF, World Health Organization (WHO) and the United Nations Children’s Fund
(UNICEF). PEPFAR Cameroon will gradually expand activities in care and support through
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increased linkages with other care services offered by the GRC and civil society organizations
and expand programs targeting children affected by AIDS in order to eventually respond to the
10% earmark established by Congress. Key activities in the OVC area in 2013 will focus on
strengthening GRC (Ministry of Social Affairs and National AIDS Control Committee) capacity
to address institutional challenges identified in a situational analysis. Other pediatric care and
support activities will include the strengthening of existing post-natal care services to support
infant feeding in the context of HIV/AIDS through the PMTCT acceleration plan.

PEPFAR Cameroon will increase its provision of care and support in FY 2013 to people living
with HIV/AIDS (PLHIV) through training of peer educators and legal entities, Mission media
outreach, HIV prevention and stigma reduction, and referring individuals in need to health
facilities and connecting them with PLHIV associations. Training and small grants opportunities
for PLHIV will also be reinforced to improve livelihood, their ability to meet increased financial
demands and improve their social status. This will include people affected by HIVV/AIDS.

Governance and Systems

GOVERNANCE AND SYSTEMS (FY09 - FY11) & FY13 Estimate
. N HLAB: HVSI: Strategic | OHSS: Health HVMS: L
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems -
Operations Systems

2009 Cameroon $ $ $ $ $

2010 Cameroon $ - 1% - |3 - |8 - |3 -

2011 Cameroon $ 1,970,671 | $ 672,176 | $ 1,658,029 | $ 2,879,183 | $ 7,180,064

Totals FY09-FY11 $ 1,970,671 | $ 672,176 | $ 1,658,029 | $ 2,879,188 | $ 7,180,064

2013 (est)  |Cameroon 3 9,032,966

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

*** Cameroon did not complete a Country Operational Plan until FY 2011.

USG activities in health systems strengthening (HSS) will continue to provide technical
assistance (TA) to support sustainable and gender-sensitive multi-sectoral HIVV/AIDS responses.
The USG team will work to strengthen coordination mechanisms at all levels. Activities will
include developing and coordinating a country owned strategy that provides cross-cutting TA. In
FY 2013, the USG will support improvement in the skills of current and future health staff
through the implementation of the health curriculum developed for in-service and pre-service
health staff training. The USG will support the MoPH to provide an effective and efficient
Community Care Workers” (CCW) workforce to support comprehensive, multidisciplinary
community services and also strengthen partnerships between government, civil society and
communities to consolidate, manage, and focus the services provided by CCW.
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Country Engagement

GRC through its National Health Development Program is determined to achieve the health
sector Millennium Development Goals (MDGs). Coordination among relevant MoPH
departments in the implementation of PEPFAR supported activities will improve, especially with
NACC’s recent appointment of a MoPH PEPFAR programs coordinator. During the recent 2011
cabinet change in Cameroon, Cameroonian President Paul Biya expanded the portfolio of the
Secretary of State for Public Health to include the fight against epidemics and pandemics. This
may move the supervision of NACC fully under the MoPH, which will help with program
coordination and implementation. Although the MoPH remains seriously under-funded, the GRC
has demonstrated impressive commitment in pursuing its National Health Development Plan.

The challenge around country ownership and sustainability remains significant. Traditionally,
organizational and technical capacity among government officials and staff remains low at all
levels with low wages resulting in significant staff turnover (with trained health staff leaving
Cameroon) and insufficient human resources to carry out key functions. These and the need for
improved coordination, planning, monitoring, and reporting are some of the challenges to be
addressed in 2013.

In support of greater country ownership and sustainability, activities in 2013 will reflect the
objectives outlined in the GHI Strategy, the Cameroon PEPFAR — GF collaboration mechanism
and Cameroon’s National Health Development Plan.

Building from the achievements of PEPFAR in FY 2012, the USG would ultimately like to move
towards increased institutional ownership, promoting greater support to local non-formal and
legal entities to effectively monitor and actively participate in coordinating the USG’s efforts.
The USG will accomplish this through targeted capacity building and direct engagement of all
current and potential stakeholders to leverage locally-available resources to achieve synergy and
improve overall efficiency.
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Cote d’lvoire
Country Context

Cote d'lvoire is returning to stability after more than 10 years of civil unrest that divided the
country, impoverished the population, decimated health and social services, and culminated in a
six-month political and military standoff that brought the country to a virtual halt. About half the
population of 22 million lives in rural areas with high illiteracy rates; a similar proportion
survives on less than $2 a day. Maternal and infant mortality remain high, at 4.7 and 63.2 deaths
per 1,000 live births, and life expectancy is low (57.25 years, 194™ in the world). The poverty
rate worsened from 10% in 1985 to 48.9% in 2008. According to the World Bank Governance
Matters 2009 report, Cdte d’Ivoire fell from the 41% to the 7™ percentile in government
effectiveness and corruption control between 1998 and 2008. Despite these problems, the
country has remained a regional economic and migratory hub, and prospects are hopeful. After
average gross domestic product growth of 2.8% in 2004-2010, predictions are for 8.5% growth
in 2012 (National Development Plan 2012-2015).

Cote d’Ivoire has the highest adult HIV prevalence in West Africa, estimated at 3.4% (UNAIDS,
2010). HIV-related orphans and vulnerable children (OVC) are estimated to number 440,000,
including 63,000 children living with HIV; about 29,000 of these are estimated to be in need of
ART. About 24% of TB patients tested for HIV are HIV/TB co-infected (PNLT, 2010), and TB
is the leading cause of AIDS-related deaths. Data from the National AIDS Indicator Survey
(AIS, 2005) describe a generalized epidemic marked by striking differences in prevalence
between men and women and among geographic areas. In all age groups, females are far more
likely than males to have HIV (6.4% vs. 2.9% overall, 4.5% vs. 0.3% among ages 20-24).
Prevalence peaks among women ages 30-34 at 14.9%. Lower male prevalence may be explained
in part by near-universal (96%) circumcision. Adult prevalence is marginally higher in urban
settings and markedly higher in the South and East (5.5% or higher) than in the Northwest
(1.7%). Prevalence is higher among employed men and women, and among women in the
highest wealth quintile.

The epidemic is driven by early sexual debut, multiple and concurrent sexual partnerships,
transactional and intergenerational sex, weak knowledge about HIV, and low condom use during
at-risk sex (occasional, transactional, etc.). Key populations include sex workers and men who
have sex with men (MSM).

PEPFAR Cote d’lvoire’s programmatic approach for FY 2013 will work to shift in accordance
with the Global Health Initiative (GHI) and PEPFAR priorities. Priorities include the following:
improving the supply chain, information systems, and human resources for health; greater focus
on addressing the vulnerability of women; better coordination and leveraging USG of
investments, and strengthened governance and accountability among government, civil society
and private sector for program ownership and sustainability. The USG will provide technical
assistance to the Government of Cote d’Ivoire (GoCl) to improve capacity in planning,
budgeting, management, and leadership of the HIVV/AIDS response.
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Under the coordination of the Global AIDS Coordinator, the U.S. Agency for International
Development (USAID), U.S. Health and Human Services/Centers for Disease Control and
Prevention (CDC) and U.S. Department of Defense (DOD), will implement this program. In FY
2013 USAID and CDC will continue to work with their implementing partners (IPs) in close
collaboration with the GoCl at all levels across the full array of HIV/AIDS service delivery
areas. The DOD will work to strengthen its partnership with the Ivoirian Ministry of Defense to
adopt an overarching policy that protects the rights of members of the military and their families,
and ensure the availability of HIVV/AIDS-related services, and data, for the military.

PEPFAR goals are to support the GoCl, civil society, and the private sector to: 1) reduce new
HIV infections; 2) increase access to quality care and treatment and improve the quality of life
for people living with HIV/AIDS (PLHIV); 3) reduce the impact of HIV/AIDS on public and
private sectors, communities, and families; and 4) ensure the strengthening of governance,
financing, and health systems necessary for an optimal national response.

Cote d’Ivoire has six active Global Fund (GF) grants for TB, malaria, and HIV, with more than
$350 million in approved funding. Implementation of two Round 9 HIV grants, approved at $45
million for the first two years, has been delayed due to the crisis and the application of the GF
“additional safeguard policy” to Cote d’lvoire. These grants will support HIV prevention, care,
and treatment in 29 under-served health districts. About half of the funds will go to the Ministry
of Health and HIVV/AIDS MSLS to support clinic-based service delivery, with half to Alliance ClI
for ensuring a continuum of response via community-based HIV prevention and care. Cote
d’Ivoire also receives small-scale support from the regional Corridor Project targeting truck
drivers and sex workers between Abidjan and Accra, Ghana.

Other donors in HIV/AIDS include the EU, which is beginning a project to provide management
strengthening to Ministry of Health and the HIV/AIDS (MSLS) leadership, the National Public
Health Pharmacy (PSP), and the MSLS Department of Pharmacy and Medicines; UNAIDS and
WHO, which work to address policy concerns, advocate for the application of new evidence, and
assist the MSLS with coordination; and UNFPA and UNICEF, which support small projects in
the field and research (nutrition, gender, condom use, DHS+) and strengthen the Ministry of
Women, Families, and Children. The USG is working with WHO and other partners to set up a
pharmaco-vigilance system for ARV drugs and increase the number of accredited laboratories.
KFW (the German cooperation), UNFPA, GF, and PEPFAR are the largest providers of
condoms (though KFW support may be declining or ending) and are working to quantify
national needs, develop a national social marketing plan, and harmonize distribution strategies
for male and female condoms.
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Below is a table of PEPFAR Cote d’Ivoire’s budget representing its major program areas.

Cote d'lvoire Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 32,835,012 26%| $ 21,973,368 18%| $ 35,310,809 28%[$ 34,713,223 28%| $ 124,832,412
2010 $ 32,563,000 27%| $ 23,536,088 20%| $ 36,295,257 30%| $ 26,732,814 22%| $ 119,127,159
2011 $ 25,398,000 24%| $ 23,715,308 23%| $ 41,812,000 40%| $ 14,255,000 14%| $ 105,180,308
Total 2009-2011 | $ 90,796,012 26%| $ 69,224,764 20%| $ 113,418,066 32%| $ 75,701,037 22%| $ 349,139,879
2013 (est) $ 28,532,805 23%| $ 21,308,071 17%| $ 46,584,132 37%[$ 30,149,993 24%| $ 126,575,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Prevention
PREVENTION (FY09 - FY11) & FY13 Estimate
, o MTCT: HVAB: | | \op: Other | HMBL: Blood [HMIN: Injection| 'PUP- ECHNG | e paie | HVCT: Total,
Fiscal Year Operating Unit Abstinence and . and non-Inj. . .. [Counseling and .
PMTCT - Prevention Safety Safety Circumcision - Prevention
Fidelity Drug Use Testing

2009 Cote d'Ivoire $ 6,590,000 ($ 6384683 [$ 6372000 ($ 4,550,000 |$ 2,096,851 |$% $ $ 6,841478|% 32,835,012
2010 Cote d'Ivoire $ 7,081,000 $ 5810000 $ 6575000 ($ 3,750,000 |$ 1,473,000 | $ $ $ 7,874,000 | $ 32,563,000
2011 Cote d'Ivoire $ 7,417,000 [$ 3,696,000 |$ 5195000 ($ 2,325,000 | $ 400,000 | $ $ $ 6,365,000 | $ 25,398,000
Totals FY09-FY11 [$21,088,000 [ $ 15,890,683 | $ 18,142,000 | $ 10,625,000 |$ 3,969,851 | $ $ $ 21,080,478 [ $ 90,796,012
2013 (est) Cote d'lvoire $ 28,532,805

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Prevention activities for FY 2013 will include the prevention of mother-to-child-transmission
(PMTCT); prevention of sexual transmission; condoms/other prevention initiatives; Positive
Health, Dignity and Prevention programs (PHDP); prevention of medical transmission (blood
and injection safety); and HIV counseling and testing.

Prevention priorities will include improved targeting to prevent new infections, support for the
prevention of mother-to-child HIV transmission (PMTCT) efforts and implementation of newly
adopted WHO PMTCT guidelines. PEPFAR will also continue to support the extension of
decentralized blood safety capacity in under-served regions, improve the coverage and uptake of
provider-initiated HIV testing and counseling, and using data to reduce new infections among
high-risk and high-transmission communities. Expected shifts in FY 2013 include more targeted
prevention interventions, focusing on geographic areas and most at risk populations, and less on
the general population.
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Treatment

TREATMENT (FY09 - FY11) & FY13 Estimate

. . . HTXD: ARV HTXS: Adult PDTX: Pediatri

Fiscal Year Operating Unit y ediatric Total, Treatment
Drugs Treatment Treatment

2009 Cote d'lvoire $ 17,516,677 | $ 15,594,132 [ $ 2,200,000 | $ 35,310,809
2010 Cote d'lvoire $ 17,010,000 | $ 17,102,257 | $ 2,183,000 | $ 36,295,257
2011 Cote d'lvoire $ 25,625,000 | $ 13,678,000 | $ 2,509,000 | $ 41,812,000
Totals FY09-FY11 | $ 60,151,677 | $ 46,374,389 | $ 6,892,000 | $ 113,418,066
2013 (est) Cote d'lvoire $ 46,584,132

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The Cote d’Ivoire program will seek to improve treatment outcomes by scaling up ART services
in high burden regions; focusing on the early identification of HIV infected persons, and
improving linkages and retention in care. The main strategy will be to support the
implementation of new WHO guidelines, increasing treatment enrollment (active caseload),
reducing loss to follow-up of ART patients increasing the detection of infant HIV infection and
improving pediatric treatment, strengthening the linkages between clinical and community
services, and scaling up community mobilization to increase utilization of HIV services by
women. In FY 2013 less attention is being focused on going further to increase geographic
coverage. There will be, however, a stronger focus on identifying the next new infection, by
working in existing sites to increase new enrollments by the application of WHO guidelines and
improving quality of services.

USG will continue to improve efficiency in ARV drugs procurement accelerating the registration
of generic ARV drugs. Over the next 2-5 years, more than 95% of procured ARV drugs will be
fixed-dose combinations (FDC). USG will also continue to provide technical assistance to
PNPEC/MSLS in developing procedures to switch patients from non-recommended protocols to
newly approved ART regimens and reducing wastage by improving the supply chain
management of ARV drugs and laboratory commodities at district and peripheral sites. The
PEPFAR program also continues to reduce the number of implementing partners, in order to
reduce management burden and cost.
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Care

CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS: Total

Fiscal Year Operating Unit Care and Pediatric Care |HVTB:TB/HIV| HKID: OVCs '

Care

Support and Support

2009 Cote d'lvoire $ 6450000($ 1,470,000($ 4,000,000 | $ 10,053,368 | $21,973,368
2010 Cote d'lvoire $ 9448000($ 1,873,000($% 3,350,000 |$% 8,865,088 | $ 23,536,088
2011 Cote d'lIvoire $ 9297800|$% 2,328,200|$ 3,000,000 | $ 9,089,308 | $ 23,715,308
Totals FY09-FY11 | $ 25,195800|$% 5,671,200 ($ 10,350,000 | $ 28,007,764 | $ 69,224,764
2013 (est) Cote d'lvoire $ 21,308,071

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013, the USG and GoCl will continue to work towards improving the quality and reach
of care and support services for HIV-positive people and their families. Care and support
priorities will also include scaling up positive health, dignity, and prevention (PHDP) services in
clinic and community-based settings, improving cotrimoxazol prophylaxis delivery and
reporting, strengthening the integration of nutritional services, scaling up cervical cancer
prevention interventions for HIV-positive women, and achieving marked increase in reported TB
screening among HIV patients and HIV screening among TB patients.
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Governance and Systems

GOVERNANCE AND SYSTEMS (FY09 - FY11) & FY13 Estimate
. o HLAB: HVSI: Strategic | OHSS: Health AN UEiEL;
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems .
Operations Systems

2009 Cote d'Ivoire $ 10,028,000 | $ 7,198,000 | $ 10,125,500 | $ 7,361,723 | $ 34,713,223
2010 Cote d'Ivoire $ 2,653,000 | $ 4,260,100 | $ 6,390,000 | $ 13,429,714 | $ 26,732,814
2011 Cote d'Ivoire $ 2,185,000 | $ 3,330,000 | $ 1,160,000 | $ 7,580,000 | $ 14,255,000
Totals FY09-FY11 $ 14,866,000 | $ 14,788,100 | $ 17,675,500 | $ 28,371,437 | $ 75,701,037
2013 (est)  [Cote d'lIvoire $ 30,149,993

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

USG activities in systems strengthening will include the provision of TA and funding to build
capacity of the MSLS’ new Office of HIV/AIDS, achieve reforms at the National Pharmacy,
strengthen CCM capacity for oversight and internal management of GF grants, ensure no ARV
stock outs as the country transitions to new treatment guidelines, and develop and implement a
national policy for management of expired pharmaceuticals and laboratory waste. To improve
information systems, PEPFAR will focus on improving HIV and STI case reporting, developing
an Sl-focused MPH program in Abidjan, and deploying the national HIVV/AIDS electronic
patient monitoring system (SIGDEP) in 50 new sites. To improve human resources for health,
USG funding will strengthen regional branches of the national health worker training institute
(INFAS), roll-out the new national HRH information software, train health supervisors on
conducting competency-based evaluations, and train pharmacy managers on commaodity tracking
software. To reinforce laboratory capacity, PEPFAR will focus on achieving WHO accreditation
for CDC/Retro-Cl and at least four other laboratories, signature of the national laboratory
strategic plan, and developing a plan for transferring routine laboratory activities to the national
public health laboratory.

Country Engagement

In early 2012, GoCl shifted towards a program of “targeted free services” for pregnant women,
children and medical emergencies. Implementation is through the National Plan for Health
Development (PNDS). A national health insurance scheme is being developed to generate
funding however the budget does not cover essential medicines and ARVs. Given that
HIV/AIDS services are fully integrated into the public health system, PEPFAR is participating
with other donors to help the GoCl achieve its goals based on appropriate costing and utilization
of best practices.

Additionally, the new Minister of Health and AIDS and cabinet members have demonstrated

strong leadership in sector planning through the development of the National Strategic Plan for
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HIV/AIDS 2011-2015 (NSP HIV/AIDS), and the National Health Development Plan 2012-2015,
both collaborative efforts by ministries, civil society, the private sector, and donors. These
documents signify a renewed focus on creating national frameworks to guide health
interventions. The Ministry of Social Affairs is also developing a social sector development
plan, and is co-leading the national health insurance development process. Technical authorities
such as the National HIVV/AIDS Care and Treatment Program (PNPEC) and the national
programs for OVC, TB, and nutrition, have all developed and updated national guidelines and
tools in the recent past.

However, translating these plans into action is a major challenge. Despite challenges, Ivoirian
institutions are slowly taking over a small number of PEPFAR programs. Formerly centrally
funded (Track 1) ART programs are being transitioned to local partner implementers. PEPFAR
has built the capacity of the National Blood Transfusion Center and is moving toward a full
transfer of blood safety program responsibility to GOCI. PEPFAR is developing the National
Public Health Pharmacy (PSP) skills in forecasting, warehousing, distribution, and tracking of
commodities, for an eventual transition of procurement responsibility. PEPFAR is also
supporting the MSLS Directorate for Public Hygiene to work with health districts and mayors to
develop local community responsibility for incinerator management.
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Democratic Republic of the Congo

Country Context

The Democratic Republic of Congo (DRC) has one of the lowest Gross National Incomes per
capita in the world ($160), with an estimated 80 percent of the total population of 67.8 million
living below the poverty line. The population size, poverty scale, and decades of conflict have
resulted in the lack of cohesive and functional health systems. Health Systems are weak and are
generally not integrated, leading to a system that will require considerable resources and effort
on behalf of the Government of DRC (GDRC), donors, and other partners to build quality
systems. Where possible, an attempt is being made to build upon previously existing platforms.
The USG, through PEPFAR as part of the Global Health Initiative (GHI), is supporting activities
to strengthen the fundamental foundations of the existing system and linking them together to
create an improved system.

According to results from the 2007 Demographic Health Survey (DHS), HIV prevalence in DRC
is 1.3%, a generalized HIV/AIDS epidemic with stark geographic and population differences.
Prevalence rates are twice as high in urban vs. rural areas (1.9% to 0.8%) and women have a
higher prevalence rate than men (1.9% vs. 0.9%). Pregnant women are particularly at risk, and
Antenatal Care (ANC) surveillance data from 2010 indicate that pregnant women had a
prevalence rate roughly twice that of other women at 2.0%, 2009 ANC data showed urban
prevalence rates ranging from 4.3% in Matadi to 9.5% in Kisangani and a 2007 ANC survey
finding a prevalence rate of 16.3% in rural Kasumbalesa (Katanga province). High risk and high
prevalence populations often congregate in geographic “hotspots,” such as border crossings,
transport corridors, ports, and regions with a large military presence. The already elevated rates
of key populations, which includes Commercial Sex Workers (CSW), truckers, miners, and
uniformed services are often more than triple or quadruple the rates in the rest of the country.
Truckers demonstrate a national prevalence rate of 3.3%, but in Katanga, long-haul truckers from
southern African countries demonstrate a HIV prevalence of 7.8%. A seroprevalence survey
conducted in Kinshasa in 2008 indicated that prevalence in the military was 7.5% among women
and 3.6% among men. A 2006 bio-sero survey found a prevalence rate of 16.9% among CSWs,
and rates in the provincial capitals of Katanga and Kasai Oriental were elevated to 23.3% and
24.5%, respectively. Fifty-five percent of miners, 32.9% of the military, 75.1% of street-boys
and 81.1% of street-girls report multiple sex partners within a 12 month period, thereby
increasing their risk for transmission.

The USG PEPFAR team is coordinated by the Department of State and implemented by the
Centers for Disease Control and Prevention (CDC), the Department of Defense (DOD) and the
United States Agency for International Development (USAID). The coordination process
utilizes an interagency Continuum of Response (CoR) approach, based upon each agency’s
comparative advantages. PEPFAR supported services in DRC are integrated with other USG or
partner activities to ensure a CoR, regardless of whether the USG is funding the entire
continuum.
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In FY 2013, with PEPFAR support, USAID will provide a comprehensive package of primary
health care (PHC) services at the health zone (HZ) level. USAID will continue HIV prevention
and care interventions in high prevalent urban sites for Orphans and Vulnerable Children (OVC)
and People Living with HIV/AIDS (PLHIV). Both CDC and USAID will continue funding to
combat HIV and tuberculosis (TB) co-infection. For example, CDC will strengthen the
laboratory diagnosis of TB and USAID will support Directly Observed Therapy (DOTS)
expansion, increasing TB case notifications and TB diagnosis and quality treatment as part of the
PHC package for people living with HIV/AIDS.

In FY 2013, the USG will support activities that contribute to the reduction of HIV prevalence
while increasing access to quality HIVV/AIDS prevention, care, and support in high prevalence
urban sites. DOD will focus on providing HIV preventive services including HIV Counseling
and Testing (HCT) to the military personnel, their families and the surrounding communities in
Kinshasa, Katanga, East Kasai and South Kivu, while referring for care and treatment to services
funded by other USG agencies or other donors. The Department of State’s (DOS) Public Affairs
Section will support small-scale awareness-raising activities across the country, and will work to
publicize the work of PEPFAR DRC within the country. As part of supporting gender-based
violence (GBV) services, the USG is increasing the availability of post-exposure prophylaxis
(PEP) kits for survivors of rape. PEP provisions would be integrated into priority HZs in an
expanded PEPFAR DRC program.

In FY 2013, PEPFAR will continue to address key priorities for the DRC program. This
includes: developing a cost-effective evidence-based care and support package; increasing the
emphasis on positive living and reducing stigma and discrimination; composing appropriate
nutrition messages and coordinating needs-based provision of high energy protein supplements
and emergency food assistance; streamlining the referral and enrollment of those who are
ineligible for ART into comprehensive care programs; and strengthening collaboration with the
Global Fund and providing technical assistance as appropriate.

Below is a table of PEPFAR DRC’s budget representing its major program areas.

Democratic Republic of the Congo Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 9,978,480 30%| $ 10,052,721 30%| $ 996,951 3%| $ 12,000,443 36%| $ 33,028,595
2010 $ 10,969,469 35%]| $ 8,095,505 26%| $ 2,405,547 8%| $ 9,779,479 31%| $ 31,250,000
2011 $ 29,411,121 57%| $ 9,971,771 19%[ $ 1,053,000 2%| $ 10,814,108 21%| $ 51,250,000
Total 2009-2011 | $ 50,359,070 44%| $ 28,119,997 24%)| $ 4,455,498 4%| $ 32,594,030 28%| $ 115,528,595
2013 (est) $ 21,479,564 44%| $ 13,561,757 28%|[$ 2,099,424 4%|$ 11,712,254 24%| $ 48,853,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.
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Prevention

PREVENTION (FY09 - FY11) & FY13 Estimate
. | wmTCT: HVAB: | L \/op: Other | HMBL: Blood [HMIN: Injection] "DV SN | g pag|  HVCET: Total,
Fiscal Year Operating Unit Abstinence and| . and non-Inj. . .. |Counseling and .
PMTCT - Prevention Safety Safety Circumcision . Prevention
Fidelity Drug Use Testing

2009 DRC $ 1783504 |$ 1,950,381 |$ 3,692,881 | $ 325,000 | $ 19115 | $ $ - |$ 2207599 | $ 9,978,480
2010 DRC $ 2909957 |$ 1,790461[$ 3329,701|$ 1,050,000 |$ - |3 $ - |$ 1889350 % 10,969,469
2011 DRC $18,297,657 | $ 2,643,999 [$ 4,256,301 | $ 1,000,000 | $ 250,000 | $ $ - |$ 2963164 | $ 29,411,121
Totals FY09-FY11 | $22991,118 |$ 6,384,841 |$ 11,278883[$ 2375000 | $ 269,115 | $ $ $ 7,060,113 | $ 50,359,070
2013 (est) DRC $ 21,479,564

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013, the USG will prioritize targeted, comprehensive prevention programs among
persons engaging in high-risk behavior while also addressing risks for youth and the general
population. The USG will work with local partners to provide local organizational capacity-
building to strengthen civil society by competitively awarding grants to Community-Based
Organizations (CBO) and Non Governmental Organizations (NGO) to support management and
increase uptake of HCT.

Prevention of Mother-to-Child-Transmission (PMTCT) will remain a priority in FY 2013, with
the USG focus of ensuring pregnant women in PEPFAR supported sites know their HIV status
and that infected pregnant women are receiving efficacious PMTCT regimens. PEPFAR will
continue to procure male and female condoms and make them available to pregnant women and
the general population through PMTCT and other HIV service facilities including those serving
the military in all the targeted areas. Key populations and military populations will be targeted
through tailored campaigns based on the demographics within the HZ.

PEPFAR will coordinate efforts with UN agencies focused on condom distributions along main
transport corridors. Bio-Medical Prevention programming will continue in FY 2013, focusing on
increasing access to safe blood, ensuring that all blood transfusions are being tested for HIV and
that there is proper disposal of medical waste. The USG provides technical assistance to support
the Ministry of Health (MoH) in policy and infrastructure development, blood collection, testing,
quality management, transfusion and blood utilization, training, and monitoring and evaluation.

In FY 2013, activities focused on strengthening the national supply chain and the utilization the
USG Supply Chain Management System (SCMS) will result in improved cost efficiencies for
procurement around prevention, such as test kits for PMTCT. A more concentrated HZ focused
approach is the major shift in the prevention portfolio, which will result in better alignment with
the GDRC national plan and will strengthen coordination with HIV services provided by the
Global Fund (GF).
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Treatment

TREATMENT (FY09 - FY11) & FY13 Estimate
Fiscal Year Operating Unit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
P 9 Drugs Treatment Treatment Treatment

2009 DRC $ $ 869,060 | $ 127,891 | $ 996,951
2010 DRC $ $ 1,736,896 | $ 668,651 | $ 2,405,547
2011 DRC $ $ 684,000 | $ 369,000 | $ 1,053,000
Totals FY09-FY11 | $ - $ 3,289,956 | $ 1,165,542 | $ 4,455,498

2013 (est) DRC $ 2,099,424

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013, PEPFAR programs will continue to support the GDRC goal of providing over
300,000 PLHIV with care, treatment, and support services by 2014. PEPFAR PMTCT and
urban hospitals specializing in treatment will be the primary points of entry to the adult treatment
activities in DRC. Treatment activities will focus on improved referrals and linkages between
care and treatment services, especially linking community- and facility-based services, and
paying particular attention to PMTCT beneficiaries. PEPFAR will also focus on expanding and
improving the quality of laboratory services for HIV diagnosis and monitoring, extensive
investments in human resources for health (HRH) through pre and in-service training of
healthcare and community care providers including the roll-out of the Nursing Education
Partnership Initiative (NEPI) and strengthening the capacity of the national supply chain system.

Consistent with previous years, the USG will only purchase PMTCT-related ARVs in FY 2013.
A major portfolio shift will be the focus of a HZ approach to treatment coverage as opposed to
facility-specific focused coverage, which will be coordinated with the GF who is responsible for
ARV procurement in DRC.
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Care

CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS: Total

Fiscal Year Operating Unit Care and Pediatric Care |HVTB:TB/HIV| HKID: OVCs el

Care

Support and Support

2009 DRC $ 2181582 (% 566,450 |$ 1,299,291 | $ 6,005,398 [ $ 10,052,721
2010 DRC $ 1912171 |$ 837,238 |$ 2,629,744 |$ 2,716,352 | $ 8,095,505
2011 DRC $ 3918473 |% 801,000 [$ 2,562,118 |$ 2,690,180 | % 9,971,771
Totals FY09-FY11 [$ 8,012,226 | $ 2,204,688 [$ 6,491,153 | $ 11,411,930 | $ 28,119,997
2013 (est) DRC $ 13,561,757

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013 PEPFAR will continue to provide basic care and support to PLHIV based on a
package of continuum of HIV care and support services with linkages between health facilities
and communities. These interventions include services such as HCT, laboratory support, TB
screening and treatment, Opportunistic Infection(Ol) prevention and management (including
cotrimoxazole prophylaxis), OVC support, food and nutrition assistance, home-based care and
economic strengthening (e.g. establishing savings associations), and GBV screening and
management to ensure access to quality integrated and comprehensive support.

The USG will sustain and strengthen existing care and support services in PEPFAR supported
provinces. GF funding will be leveraged through close collaboration and coordination while
operating within the same HZ. USG partners will expand the use of the ‘Champion
Communities’ approach to support communities in addressing all aspects of HIV/AIDS services,
from HCT and prevention messaging to palliative care and support of OVC. The PEPFAR
program will expand HCT services within community settings to identify and link HIV-infected
persons to care and support programs. Mobile and home-based testing and counseling services
are used as an effective means of targeting vulnerable groups, especially if those groups are
highly stigmatized (CSW, Men who have Sex with Men (MSM), etc.) or reaching areas that are
not easily accessible (particularly in rural areas).

In FY 2013, PEPFAR will continue to provide pediatric and adult care and support services to
HIV positive children and adults. This support will include psychosocial support focused on
participant-centered support groups which provide opportunities for individuals to meet and
discuss coping mechanisms with trained community outreach workers, disclosure support to be
provided to parents or caregivers of HIV positive children and adolescents who receive
counseling and support throughout the disclosure process, and community-based care programs
that provide linkages to youth friendly HCT services.

HIV/TB will also be addressed in FY 2013. USG partners will harmonize strategies on how to
refer HIV positive clients to TB testing centers at both the national and provincial levels. For
sites that provide both TB and HIV testing services within their facility, the USG will provide
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ongoing capacity building to improve outreach to those in the community with TB to receive
HIV testing. Finally, as part of training for HCT service providers, sessions on HIV-TB co-
infection, the risks, appropriate referral procedures and other relevant information will be
included. The major shift in FY 2013 will be a more focused HZ-based approach to HIV service
delivery in order to strengthen the continuum of care available to people infected and affected by
HIV/AIDS.

Governance and Systems

GOVERNANCE AND SYSTEMS (FYO09 - FY11) & FY13 Estimate
. N HLAB: HVSI: Strategic | OHSS: Health HVMS: LI,
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems .
Operations Systems

2009 DRC $ 509,128 | $ 5,823,868 | $ 1,785,068 | $ 3,882,379 | $ 12,000,443
2010 DRC $ 1,380,013 | $ 1,729,543 | $ 1,841,635 | $ 4,828,288 | $ 9,779,479
2011 DRC $ 1,161,000 | $ 1,561,509 | $ 2,477,157 | $ 5,614,442 | $ 10,814,108
Totals FY09-FY11 $ 3,050,141 | $ 9,114,920 | $ 6,103,860 | $ 14,325,109 | $ 32,594,030
2013 (est) |DRC 3 11,712,254

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The USG remains committed to building leadership and country ownership as outlined in the
Partnership Framework (PF). In FY 2013 the USG will continue investing in country-led plans
and health systems while increasing impact and efficiency through implementing best practices
and evidence-based interventions. The governance and system inputs funded directly through
PEPFAR are Human Resources for Health; laboratory strengthening and pharmaceutical
management; Strategic coordination; programmatic integration, and leveraging key partnerships;
improving strategic information, including monitoring and evaluation, and promoting research
and innovation. Specifically, the USG will strengthen the capacity of the GDRC to coordinate,
monitor, and evaluate interventions, train healthcare providers in comprehensive care, and
streamline the referral and enrollment of those who are ineligible for ART into care programs.
Activities will strengthen civil society's capacity to engage and mobilize communities and
PLHIV to deliver effective palliative and home-base care interventions and will work toward
developing PLHIV support group networks to provide a comprehensive needs-based response.
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Country Engagement

In 2010, the GDRC and the USG developed and signed a PF to increase joint collaboration by
aligning the goals of the two governments in the fight against AIDS.

The Framework is based on four ‘strategic axes’ established in the MoH Health Sector’s
Strategic Plan for the Fight against HIV for 2008-2012 and the National Multi-sector Strategic
Plan (NMSP) for 2010-2014 as well as the GDRC Ministry of Social Affairs OVC National Plan
of Action 2010-2014. The overall goal of both plans is to reduce HIV incidence while
minimizing negative impacts on individuals, families, and communities within the framework of
poverty reduction. The axes were reformulated into four interlinked, strategic goals that form the
foundation of the PF and which will be operationalized in the Partnership Framework
Implementation Plan (PFIP) currently being drafted. Addressing gender dynamics, especially
GBYV, is a priority that cuts across the four goals. The PF Objectives are 1) to reduce new HIV
infections in the DRC; 2) to expand access to high quality care and treatment services to HIV
positive Congolese; 3) to improve protection, care and welfare of OVC through a coordinated
response; and 4) to strengthen coordination and management of HIV interventions through
support to the following key areas: institutional capacity building and human resources, lab and
infrastructure, logistics and pharmaceutical support, strategic information and health finance.
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Ethiopia

Country Context

With a population of 82 million, Ethiopia is the second most populous country in Sub-Saharan
Africa. Despite impressive economic growth, Ethiopia remains a low-income country with a real
per capita income of US $351. Thirty-nine percent of the population lives below the international
poverty line of $1.25/day.

The HIV/AIDS epidemic in Ethiopia is a mixed epidemic with significant heterogeneity across
geographic areas and population groups. Additionally, Ethiopia has one of the widest urban-
rural differences in prevalence, with urban prevalence 8 times higher than rural (7.7% vs. 0.9%,
respectively). Transmission thought to be driven primarily by key populations. Small towns are
considered to be hot spots potentially forming a bridge for the extension of infection into rural
areas. Addis Ababa, Amhara, Oromia and Southern Nations, Nationalities, and People’s Region
(SNNPR) account for 93.4% of the total people living with HIV/AIDS (PLHIV). These areas
exhibit a high urban prevalence of 60%. Women face almost 50% higher risk of infection than
men (2.8% and 1.8%, respectively).

A high level of political commitment and considerable support from the U.S. government (USG)
PEPFAR program and The Global Fund to Fight AIDS, Tuberculosis and Malaria (GF) have
contributed towards significant achievements in addressing the HIV epidemic in Ethiopia.
Promisingly, the latest antenatal care (ANC) surveillance report (2009) indicates a steady decline
in HIV prevalence among pregnant women attending ANC clinics. Between 2001 and 2009,
prevalence in urban sites decreased from 14.3% to 5.3%; rural prevalence decreased from a high
in 2003 of 4.1% to 1.9% in 2009. Prevalence among 15-24 years has also significantly declined
from 12.4% in 2001 to 2.6% in 2009. Preliminary findings from the 2011 demographic and
health survey (DHS) indicate that HIVV/AIDS awareness is universal. Knowledge about HIV
prevention methods has increased from 2005, especially among women. Forty three percent of
women in 2011 knew that HIV can be prevented by using condoms and limiting sexual partners,
up from 35%; among men this increased from 57% in 2005 to 64% in 2011. Overall, 4% of men
aged 15-49 reported that they had 2 or more partners in the past 12 months; with men aged 40-49
eight times more likely than their younger counterparts aged 15-24 years to have had two or
more partners. Less that 1% of women reported they had two or more partners in the preceding
12 months of the survey.

Significant challenges remain in addressing prevention of mother-to-child transmission
(PMTCT) and maternal mortality. Ethiopia has one of the highest rates of maternal mortality in
the world at 676 maternal deaths per 100,000 live births. Over 90% of women in need of a
caesarian section cannot access one; 19,000 women die from childbirth-related causes every year
and an estimated 50,000 women experience obstetric fistula. Despite a three-fold increase in the
number of sites providing PMTCT, only 16% of women received antiretrovirals to decrease
mother-to-child transmission. The main reason for this has been limited uptake and access to
quality ANC and maternity services.
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Ethiopia’s programs and activities support the Government of Ethiopia (GOE) Health Sector
Development Plan (HSDPIV) and the new Strategic Plan for Intensifying Multi-sectoral HIV
Response 2010/11-14/15 (SPMII), and have been incorporated in the draft Global Health
Initiative (GHI) Implementation Plan. Ethiopia’s GHI Strategic framework includes three pillars
and reflects all USG assets for: improving access to health care services; increasing demand for
services; and strengthening the health systems. The framework’s goal is to increase Ethiopia’s
utilization of quality health services, decrease maternal, neonatal and child mortality, and reduce
incidence of communicable diseases.

Under the GHI, there have been improvements in defining and maximizing synergies across
USG funding streams, especially areas around improving maternal health and health workforce
development and increased focus on gender-related issues. The integration of maternal, neonatal
and child health/family planning (MNCH-FP) and PMTCT interventions have been strengthened
and aligned with the GOE PMTCT acceleration plan. Further efforts have been made to
streamline the various HIVV/AIDS programs and focus on the most strategic interventions for
maximum results. This includes institutionalizing a culture for quality improvement.

The FY 2013 request for Ethiopia has been realigned based upon updated data regarding the
programs, including in-country absorptive capacity and new epidemiological data. Ethiopia will
continue to plan programs that will achieve the greatest impact, but with available prior-year
funds they can continue to achieve their goals with fewer resources in FY 2013.

Below is a table of PEPFAR Ethiopia’s budget representing its major program areas.

Ethiopia Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 86,080,829 25%| $ 70,914,774 20%| $ 108,206,088 31%| $ 80,779,417 23%| $ 345,981,108
2010 $ 80,653,379 28%| $ 66,372,860 23%| $ 64,985,841 22%[$ 79,310,069 27%| $ 291,322,149
2011 $ 88,770,440 30%| $ 66,334,995 23%| $ 66,901,633 23%[ $ 70,945,320 24%| $ 292,952,388
Total 2009-2011 | $ 255,504,648 27%| $203,622,629 22%)| $ 240,093,562 26%)| $ 231,034,806 25%| $ 930,255,645
2013 (est) $ 13,421,493 23%|[$ 9,101,878 16%| $ 16,341,518 28%|[$ 19,087,111 33%| $ 57,952,000

* Totals include planned funding for all accounts. .

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.
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Prevention

PREVENTION (FY09 - FY11) & FY13 Estimate
) o MTCT: HVAB: | | \/op: Other | HMBL: Blood [HMIN: Injection| DU MECiNG | oo ppge|  HVCT: Total,
Fiscal Year Operating Unit Abstinence and| . and non-Inj. . . .| Counseling and .
PMTCT - Prevention Safety Safety Circumcision . Prevention
Fidelity Drug Use Testing

2009 Ethiopia $19,686,735 | $ 9465291 | $ 34,766,924 | $ 4,968,200 | $ 3,466,777 | $ - $ 435750 |$ 13,291,152 |$ 86,080,829
2010 Ethiopia $21,349650 | $ 8,367,902 | $ 34,708,865 |% 1,400,000 | $ 2,603,902 | $ $ 748294 % 11474766 |$ 80,653,379
2011 Ethiopia $27,134,076 | $ 7,712,610 |$ 35618999 |$ 1672100 |$ 7,145,552 | $ $ 506,500 |$ 8,980,603 | $ 88,770,440
Totals FY09-FY11 [ $68,170,461 | $ 25,545,803 [ $ 105,094,788 | $ 8,040,300 [ $ 13,216,231 [ $ $ 1690544 | $ 33,746,521 | $ 255,504,648
2013 (est) Ethiopia $ 13,421,493

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The USG prevention portfolio has undergone significant change in the past few years, going
from a generalized epidemic to more heterogeneous mixed epidemic. The portfolio shift has
resulted in an increased focus on key populations. In FY 2013, the USG will improve targeting
of difficult to reach vulnerable populations (e.g. divorced/widowed women and people engaged
in transactional sex). As information and data on the geographic, population, and risk factor
heterogeneity become available, adjustments to the prevention portfolio will continue to be
made.

FY 2013 funds will support several priority areas in prevention that bolster the GOE’s ambitious
target of reducing HIV incidence by 50% before 2014. The USG is applying a combination
prevention approach ensuring coordination between behavioral, biomedical, and structural
interventions that is aligned with the heterogeneous “mixed epidemic” of Ethiopia.
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Treatment

TREATMENT (FY09 - FY11) & FY13 Estimate
Fiscal Year Operating Unit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
P g Drugs Treatment Treatment Treatment

2009 Ethiopia $ 25,132,215 | $ 75,504,276 | $ 7,569,597 | $ 108,206,088
2010 Ethiopia $ - $ 59,012,177 | $ 5,973,664 | $ 64,985,841
2011 Ethiopia $ 3,774,817 | $ 58,033,358 | $ 5,093,458 | $ 66,901,633
Totals FY09-FY11 | $ 28,907,032 [ $ 192,549,811 | $ 18,636,719 | $ 240,093,562

2013 (est) Ethiopia $ 16,341,518

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The majority of treatment services are provided in the public sector, but PEPFAR has also been
supporting roll out of ART services in private facilities. In these private facilities, PEPFAR is
providing all laboratory reagents for ART monitoring. Political commitment along with strong
PEPFAR and GF support has resulted in considerable achievements in Ethiopia’s treatment
program. The country’s three sites providing antiretroviral treatment (ART) in 2003 have
expanded to more than 743 health facilities providing these services throughout the country.

FY 2013 activities represent continued realignment of the care and treatment program that began
in FY 2011. In line with improving the continuum of clinical care, there will be continued
technical assistance (TA) in support of quality antiretroviral treatment focusing on effective
regimens, good adherence, prevention with positives (PwP), appropriate laboratory monitoring
and work with regional health bureaus (RHBs) and support hospitals to provide outreach
mentoring to health centers within their catchment areas.

FY 2013 activities will continue a focus improving child access to treatment. Support will be
provided through the GOE’s Accelerated Plan towards the Elimination of mother-to-child-
transmission (eMTCT) and rollout of the 2010 WHO guidelines. PEPFAR will continue to
strengthen demand for ANC and PMTCT services and promote better integration of services at
facilities. A major focus of PEPFAR will be on continuous quality improvement to decrease fall
off along the PMTCT cascade, including better tracking of mother-infant pairs post-delivery and
ensuring that family planning services are available in facilities providing ART. In order to
generate more quality information, PEPFAR will work with the Ministry of Health (MoH) to
better measure PMTCT indicators within the Health Information Management Systems (HMIS)
and respond to bottlenecks that are identified.

FY 2013 funding will also work toward closing major gaps in the health workforce. Midwives
and Emergency Surgical Officers will be directly supported. The Nursing Education Partnership
(NEPI) will leverage bilateral USG health funding for midwifery training and complementary
central funds to strengthen the quality of midwifery training.

74



Care

CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS: Total

Fiscal Year Operating Unit Careand | Pediatric Care |HVTB:TB/HIV| HKID: OVCs UL

Care

Support and Support

2009 Ethiopia $ 24826529 |% 3,081,122 ($ 8944854 | % 34,062,269 | $ 70,914,774
2010 Ethiopia $ 24370,729|$ 2,846,108 $ 8,525545|% 30,630,478 | $ 66,372,860
2011 Ethiopia $ 29578899 |$% 2,714826($% 7,240,871 |$ 26,800,399 | $ 66,334,995
Totals FY09-FY11 |$ 78,776,157 [ $ 8,642,056 [ $ 24,711,270 | $ 91,493,146 | $ 203,622,629
2013 (est) Ethiopia $ 9,101,878

* Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The entry point for HIV care and support services is early diagnosis of persons testing HIV
positive. In FY 2013, USG efforts will aim to improve early identification of HIV positive
persons by using a family-centered approach whereby family members and partners of the index
case are counseled and tested for HIV. Referral linkages will be strengthened by intensifying
multi-disciplinary team meetings for the intra-facility referrals, catchment area meetings for the
inter-facility referrals (referrals between sites; from a clinic to a hospital, hospital to hospital),
and community linkages by enhancing the community-based organizations involvement in the
catchment area meetings.

Efforts will continue to strengthen integration with other key services (e.g. immunization, family
planning for HIV+ patients, ANC) and strengthen cervical cancer screening. Systems
strengthening efforts will continue to bolster the continuum of care and maintain patients in pre-
ART ? through utilization of case managers at facilities and linkages with community support
programs. FY 2013 will also focus on increasing screening for Ols and TB and cotrimoxazole
prophylaxis; USG investments will provide nutritional support both as therapeutic feeding for
BMI <18.5 and supplementary feeding to those that are eligible. Effort to address high lost-to-
follow-up among pre-ART patients will be made by focusing on effective retention models and
networks at the facility and community level.

Roll out of OVC guidelines along with strengthened community structures for OVC will support
better access to key services — education, shelter, psychosocial, including economic
strengthening. USG will also provide support to GOE in development of the social welfare
system and the roll out of community information systems.

In the area of HIV/TB, the USG will focus on aggressive pursuit of implementing the three “I’s”
(intensified case finding, isoniazid preventive therapy and TB infection control) for people living
with HIV). The USG will also and strengthen support for directly observed treatment short

? Pre-ART care spans the period between a person testing positive for HIV and needing ART. During the pre-ART period, a
number of interventions can improve the health of people living with HIV and provide an effective pathway to ART for those
who require it
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(DOTS) for TB treatment and continue working towards improved alignment of bilateral and
PEPFAR-funded TB programs. For pediatric care and support, the focus will include
strengthening early infant diagnosis (EID), task shifting, and increasing demand and retention in
care.

Governance and Systems

GOVERNANCE AND SYSTEMS (FY09 - FY11) & FY13 Estimate
. . . HLAB: HVSI: Strategic OHSS: Health HVMS: LEiET,
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems -
Operations Systems

2009 Ethiopia $ 27,907,714 | $ 17,853,500 | $ 17,022,710 [ $ 17,995,493 | $ 80,779,417
2010 Ethiopia $ 9,994,772 | $ 16,449,756 | $ 23,774,676 | $ 29,090,865 | $ 79,310,069
2011 Ethiopia $ 11,062,100 | $ 16,597,218 | $ 28,948,444 | $ 14,337,558 | $ 70,945,320
Totals FY09-FY11 $ 48,964,586 | $ 50,900,474 | $ 69,745,830 | $ 61,423,916 | $ 231,034,806
2013 (est)  |Ethiopia $ 19,087,111

* Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013 the USG supports all three components of capacity-building — individual,
organizational, and systems. The USG, directly or through partners or twinning arrangements for
capacity building, provides key technical and managerial secondments and technical assistance
to GOE institutions, builds capacity of staff, improves the organizational structure, and facilitates
systems strengthening from within.

Pre-service and post-graduate GOE-owned programs supported by PEPFAR in clinical care,
public health, health administration, and strategic information develop the skills of more
Ethiopians to perform in existing positions with the GOE, private sector, and civil society. Direct
funding agreements with various agencies of the GOE, local universities, local non-
governmental organizations (NGOs), and professional associations support all components of
capacity-building for decision-making, priority setting, fiduciary functions, and management to
deliver an effective continuum of response. The USG will also provide support to Food,
Medicine, Healthcare and Control Authority (FMHACA) in service standardization, licensing
and certification of health professionals and accreditation of facilities.

Health workforce development is a major focus for FY 2013. This includes pre-service and
postgraduate training of key health cadres — midwives, health officers, doctors, anesthesia
professionals, laboratory technicians, urban health extension workers, health information
technicians, Field Epidemiology and Laboratory Training Program (FELTP), Masters in Health
Administration, biomedical engineering, monitoring and evaluation, biostatistics and informatics
and a broad range of community health and para-social workers; and support for the new
Medical Education Partnership Initiative.
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The USG will continue leveraging PEPFAR, bilateral and other donor funding to support entire
logistics cycle including key prioritized construction of hub warehouses, provision of vehicles,
cold rooms and other essential equipment.

Country Engagement

FY 2013 builds upon a series of key GOE strategic plans spanning the next five years: the
Growth and Transformation Plan, Health Sector Development Program Four (HSDP 1V) and
SPM Il response. These strategies provides a good platform for the USG program, further
amplified by the designation of Ethiopia as a GHI Plus country and the signing of a Partnership
Framework. These strategies generate positive momentum towards country ownership and
leadership and provide opportunities by which the USG can clearly identify a role in support of
these development initiatives.

Under the leadership of Chief of Mission, the Ethiopia team embarked on a process of
developing a GHI Implementation Plan which captures the broad USG investment in the health
sector in Ethiopia and to create a plan that is better understood and owned by the GOE. The
Ambassador and the Minister of Health with senior members from both teams have held regular
meetings over the past year. A high-level Steering Committee to develop the GHI
Implementation Plan, reporting back to the Ministerial/Ambassadorial meeting, was established
and chaired by the State Minister and three subcommittees were formed: HIV and Infectious
Diseases; Maternal, Reproductive and Child Health; and Health Systems Strengthening. These
sub-committees were the main forums for discussions. This participatory process started in May
2011 and there have been extensive discussions among a broad number of USG and MoH staff.
The GOE defined their priorities, under the rubric of the HSDP IV, which were then reviewed by
the USG team. The process has not been optimal because it was difficult for many of the GOE
staff to understand that there were no additional resources available as the GHI Plan was drawn
up. The GHI Plan is now almost final. It includes activities undertaken by the GOE, through
PEPFAR funding as well as bilateral USAID funding. It also captures other donor involvement,
especially the GF.

The main government interlocutor between in the GOE and PEPFAR is the Federal HIV/AIDS
Prevention Office. It convenes bi-monthly meetings between key GOE offices focused on
HIV/AIDS, laboratory, supply chain management, and the PEPFAR team. These meetings serve
as a venue for exchange of information, including progress and working towards improved
harmonization with the GF . Much of the agenda covers how PEPFAR supports the SPMII,
involvement in joint studies and joint supervision visits. The USG was closely involved in the
external Joint Assessment of National Strategies (JANS) providing not only active participation
on the Joint Organizing Committee but also in the supply of two external consultants. The
PEPFAR team plays an active role in bi-annual Federal HIVV/AIDS Prevention Control
Organization (FHAPCO) organized program reviews. FHAPCO, through the committee as
described above, has been consulted and has provided feedback on the COP 2012 submission,
including technical narratives, implementing mechanisms and targets.
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There is a Donor Forum for HIV/AIDS attended by the major multilateral and bilateral donors
including GF, which is currently co-chaired by HHS/CDC and UNAIDS. This forum provides
opportunities to learn about other donor support for programs, to discuss areas of mutual
concern, to improve coordination and to provide input into the broader Health Donor Forum.

Political commitment, vision and the platforms described above provide a good basis for country
ownership and partnership. The USG, however, has continued to advocate with the GOE, who
are highly focused on equity of services, for more targeted programming for maximum impact
which takes into account the epidemiological profile of the HIV epidemic in this country. A
number of the HHS/CDC Cooperative Agreements are directly with government entities or local
universities and civil society; preliminary discussions have identified further areas that can be
gradually transitioned to the government and partners are being requested to define clear
transition plans. There is clear government commitment to addressing HIV/AIDS and
strengthening the health sector, but somewhat weaker GOE support for the roles of civil society
and the private sector.
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Ghana

Country Context

Ghana has a concentrated HIV epidemic with a prevalence rate estimated at 1.5%; sexual
transmission accounts for well over 80% of new infections. HIV prevalence is highest in 35-39
year-old women (4.1 %) and 40-44 year-old men (4.7%). Youth in Ghana are relatively less
affected by HIV/AIDS than adults, perhaps because of low levels of cross generational sex and
few concurrent sexual relationships among girls.

Although HIV infection in the general population is low and declining, it is 15 to 20 times higher
in key populations, especially in men who have sex with men (MSM), and female sex workers
(FSW) who are thought to bridge the epidemic into the general population through their clients
and male and female partners. Little is known about other potential key populations such as
male sex workers, prisoners and injecting drug users but studies are now underway to determine
if these groups drive the epidemic, too. Fifteen percent of TB patients are co-infected with HIV.
Unlike elsewhere in Africa, however, long distance truck drivers and military personnel do not
appear to have HIV rates higher than men in the general population.

Below is a table of PEPFAR Ghana’s budget representing its major program areas.

Ghana Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE | % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 9,617,558 55%| $ 1,511,500 9%| $ 1,000,000 6%)| $ 5,370,942 31%| $ 17,500,000
2010 $ 3,638,400 35%| $ 1,169,200 11%[ $ 650,000 6%)| $ 4,901,627 47%| $ 10,359,227
2011 $ 6,760,200 45%]| $ 1,945,000 13%[ $ 752,824 5%| $ 5,541,976 37%| $ 15,000,000
Total 2009-2011 | $ 20,016,158 47%| $ 4,625,700 11%| $ 2,402,824 6%| $ 15,814,545 37%| $ 42,859,227
2013 (est) $ 7,276,887 50%| $ 1,562,249 11%| $ 0%| $ 5,860,864 40%| $ 14,700,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.
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Prevention

PREVENTION (FY09 - FY11) & FY13 Estimate
. | wTeT: HVAB: | \/oP: Other | HMBL: Blood [HMIN: Injection| 'DU: MG | g pare|  HVCT: Total,
Fiscal Year Operating Unit Abstinence and . and non-Inj. . .. [Counseling and| .
PMTCT - Prevention Safety Safety Circumcision X Prevention
Fidelity Drug Use Testing

2009 Ghana $ $  600,000[$ 7,617,558 | $ - |8 $ - |8 - |$ 1400000 8% 9,617,558
2010 Ghana $ 389200|%  260,000($ 390,000 | $ 130,000 | $ - 18 390,000 | $ 260,000 [$ 1,819,200 | $ 3,638,400
2011 Ghana $ 900,000 |$ 640,000 | $ 4,430,200 | $ 200,000 | $ - |8 - |8 - |$ 590,000 $% 6,760,200
Totals FY09-FY11 |$ 1,289,200 |$ 1500,000 | $ 12,437,758 | $ 330,000 | $ $ 390,000 | $ 260,000 [ $ 3,809,200 | $ 20,016,158
2013 (est) Ghana $ 7,276,887

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In alignment with Ghana’s National Strategic Plan 2011-2015 objectives, the USG has
committed to work with the government of Ghana GOG and other stakeholders to reduce the
number of new infections by strategically targeting key populations (MSM, FSW and their
partners) with prevention of sexual transmission/ condoms/other prevention initiatives; HIV-
positive pregnant women; and people living with HIV (PLHIV); as well as strengthening HIV
counseling and testing.

In FY 2013, the USG will nationally target key populations and the critical bridge populations
surrounding these high-risk groups. Key prevention behaviors and bottlenecks that hinder access
to services by key populations such as provider bias will be addressed. Peer educators and drop-
in centers are increasingly bridging the prevention and care and treatment activities. Stigma and
discrimination are tackled together with national authorities such as the police, the judiciary and
the Commission for Human Rights and Administrative Justice.

The USG will seek to ensure eighty percent coverage for prevention of mother-to-child
transmission (PMTCT), concentrating on improving the quality of care, counseling, and
communication at ante-natal care (ANC) services. Support will also go into integrating
HIV/AIDS prevention with other reproductive health services, bring PMTCT to the community
level, and improve commodity delivery leveraging U.S. Government and Global Fund to Fight
AIDS TB and Malaria GF. For example ARV procurement is done through Global Fund grants
in Ghana.

The US government through PEPFAR has helped the Government of Ghana (GOG) address
some ARV stock-outs utilizing the Emergency Commodity Fund (ECF). In FY 2012 and
continuing in FY 2013 PEPFAR will provide technical assistance to strengthen GOG HIV
related procurement systems to make sure that ARVs are available for PMTCT and ART.

The USG will endeavor to strengthen the Positive Health, Dignity and Prevention programs
(PHDP) using a model package, endorsed by all national implementers, of prevention services
and supplies for delivery to PLHIV, primarily through support groups.
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Treatment

TREATMENT (FY09 - FY11) & FY13 Estimate
Fiscal Year Operating Uit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
P g Drugs Treatment Treatment Treatment
2009 Ghana $ - $ 700,000 | $ 300,000 | $ 1,000,000
2010 Ghana $ - $ 390,000 | $ 260,000 | $ 650,000
2011 Ghana $ - $ 452,824 |1 $ 300,000 | $ 752,824
Totals FY09-FY11 | $ - $ 1,542,824 | $ 860,000 | $ 2,402,824
2013 (est) Ghana $ -

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Treatment funding in FY 2013 will continue to be less than 5% of the total PEPFAR budget. The
main goal of USG is to continue to lend support strategically to the National AIDS Control
Program (NACP) to leverage the implementation of its Global Fund-financed program to
improve coverage and quality of service delivery at ART Centres. More funding will be
channelled in FY 2013 through the NACP directly, providing hand-on technical support within
their organization to ensure quality implementation.
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Care

CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS: Total

Fiscal Year Operating Unit Care and Pediatric Care |[HVTB:TB/HIV| HKID: OVCs '

Care

Support and Support

2009 Ghana 3$ 485,000 | $ 194,000 | $ 450,000 | $ 382,500 | $ 1,511,500
2010 Ghana $ 389,200 | $ 260,000 | $ 390,000 | $ 130,000 | $ 1,169,200
2011 Ghana $ 585,000 | $ 300,000 | $ 550,000 | $ 510,000 | $ 1,945,000
Totals FY09-FY11 [$ 1,459,200 | $ 754,000 | $ 1,390,000 [ $ 1,022,500 | $ 4,625,700

2013 (est) Ghana $ 1,562,249

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013, USG will continue to provide support for, family reunifications, placement of
children with foster families and adoptive parents, psychosocial support, development and
management of OVC national data base and monitoring of the situation of residential homes and
children placed in family-based care.

Other key care and support priorities will be the continuation of the Small Grants Program to
support income generating activities as well as the provision of nutrition, education and training
to PLHIV support groups; funding and technical assistance to the Ghana Armed Forces (GAF) to
support groups for HIV positive military members and their families; strengthen linkages
between PLHIV and health facilities; training of Peace Corps Volunteers to work with local
communities to empower PLHIV economically by providing access to income-generating
activities. Volunteers will also continue to build the capacity of PLHIV to adopt positive
behavior strategies through training programs on Positive Living with HIV, and the provision of
psycho-social support and counselling services. CDC will continue to bring to scale its programs
in routine information systems and laboratory systems to ensure quality care and reporting.
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Governance and Systems

GOVERNANCE AND SYSTEMS (FYO09 - FY11) & FY13 Estimate
. N HLAB: HVSI: Strategic | OHSS: Health HVMS: LD,
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems -
Operations Systems

2009 Ghana $ 35,000 | $ 2,192,000 | $ 1,684,542 | $ 1,459,400 | $ 5,370,942
2010 Ghana $ 823,413 | $ 990,000 | $ 1,057,508 | $ 2,030,706 | $ 4,901,627
2011 Ghana $ 1,289,413 | $ 1,236,150 | $ 1,087,508 | $ 1,928,905 | $ 5,541,976
Totals FY09-FY11 $ 2,147,826 | $ 4,418,150 | $ 3,829,558 | $ 5,419,011 | $ 15,814,545
2013 (est)  |Ghana $ 5,860,864

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

USG’s role in Ghana is that of technical leadership and quality improvement, working with the
government to ensure appropriate implementation of activities supported by its large Global
Fund grants. USG currently places a high premium on building local organizational capacity by
scaling up the use of country systems through direct engagements with the Ghana AIDS
Commission (GAC) and local NGOs. In FY 2013 direct funding to Government institutions will
increase, especially in fighting stigma and discrimination and in systems strengthening, e.g. in Sl
and laboratory support, and in a new program using performance-based granting to improve
service at the Regional level. Policy has traditionally been a strong focus for USG in Ghana.
Policy interventions for FY 13 will include support to the GAC and other GOG institutions in
promoting stigma reduction, introducing task shifting, and integrating HIV and RH services.
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Country Engagement

PEPFAR’s main goal is to engage the GOG in joint financing, planning and execution of
evidence-based programs with national coverage to eliminate HIV from Ghana.

There has been significant interaction with the Government, civil society, academia and the
private sector to produce a number of planning documents, each of which reflect the basic
principles and objectives stated in the Partnership Framework. National planning is spearheaded
by national documents and the USG program falls squarely in line with national priorities.

The USG country team is in continuous dialogue with the leading GOG coordination institutions:
the Ghana AIDS Commission (GAC) and the National AIDS Control Program (NACP), both at
the policy and technical levels. Policy dialogue takes place at bilateral and technical meetings. In
FY 2013, the process will follow USG current policy of working closely with host government
systems. A similar process is currently been utilized by ensuring that USG involvement is
closely interwoven with sector activities in the various technical working groups and GAC
subcommittees, where civil society is actively involved. Further platforms for planning and
exchange of policy and technical information are CCM meetings, National Partnership forum, a
new PMTCT dialogue platform at the NACP, and commodity security meetings, amongst others.
In the past year there was a Joint Assessment of the National (HI\VV/AIDS) Strategy (JANS), with
strong participation of the USG, which resulted in very positive findings and clear
recommendations for further refinement of the sector response. Since then, the USG (USAID)
has provided support for detailed costing exercises and a national HIV/AIDS Commaodity
Security Plan.
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Kenya

Country Context

There is considerable geographical variation in HIV prevalence in Kenya. In 2008, HIV
prevalence was reported as high as 13.9% in Nyanza Province to as low as 0.9% in North
Eastern province (KDHS, 2008). Women continue to bear a higher burden of HIV infection
compared to men. Significant differences exist in HIV prevalence by age and gender, with rates
peaking approximately 10 years earlier for women (aged 29-34 years) compared to men (39-44
years). Data from Kenya AIDS Indicator Survey (KAIS) 2007 suggest that younger women and
older men were at higher risk for recently acquired infection compared to their counterparts.
Though HIV prevalence is higher in urban residents the rate of HIV infection is growing among
rural residents, particularly among men. There are more HIV infected people in rural (72%) than
urban areas in Kenya due to the predominantly rural nature of the Kenyan population. Although
heterosexual sex continues to be the main mode of HIV transmission with the majority of new
infections occurring among persons in marital or cohabiting relationships, key populations
including female sex workers (FSW) and their clients, men who have sex with men (MSM), and
people who inject drugs (PWIDs) account for a third of all the new infections in the country
(Kenya Modes of Transmission — (MoT) Study 2008).

The USG key priorities for FY 2013 are to increase the number of people on treatment and
provide comprehensive, integrated and quality HIV services. PEPFAR will support, new
capacity building and technical support will to improve skills for leaders in government and civil
society.

Kenya’s FY 2013 requested budget level was realigned to address the country’s absorption
capacity and current level of prior year resources.

Below is a table of PEPFAR Kenya’s budget representing its major program areas.

Kenya Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 159,575,761 28%| $118,515,077 21%| $ 194,393,690 34%| $ 92,471,065 16%| $ 564,955,593
2010 $ 151,999,111 28%)| $113,194,154 21%| $ 190,984,440 35%| $ 91,941,736 17%| $ 548,119,441
2011 $ 149,725,654 29%| $111,424,380 22%| $ 172,649,013 33%| $ 83,488,128 16%| $ 517,287,175
Total 2009-2011 | $ 461,300,526 28%)| $343,133,611 21%| $ 558,027,143 34%| $ 267,900,929 169%| $1,630,362,209
2013 (est) $ 97,043,273 34%)| $ 65,926,370 23%| $ 66,883,771 23%| $ 55,669,587 19%)| $ 285,523,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.
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Prevention

PREVENTION (FY09 - FY11) & FY13 Estimate
_ | wTCT: HVAB: | \\/op: Other | HMBL: Blood [HMIN: Injection] Y7 MECting | cjpe: pgre| ~ HVET: Total,
Fiscal Year Operating Unit Abstinence and . and non-Inj. . . . |Counseling and| .
PMTCT - Prevention Safety Safety Circumcision . Prevention
Fidelity Drug Use Testing

2009 Kenya $32,785,264 [ $ 36,437,693 | $ 28,900,280 | § 7,657,846 |$ 3,153,309 | § 500,000 | $14,417,374 | $ 35723995 |$ 159,575,761
2010 Kenya $31,251,792 [ $ 30,945,503 [ $ 30,945,503 | $ 7,312,284 [$ 3,861,156 | $ 932,500 | $13,080,380 | $ 33,669,993 | $ 151,999,111
2011 Kenya $30,137,709 [ $ 30,896,051 |$ 30,896,835 |$ 6,675912|$ 3855176 |$ 931,385 | $13214,323 | § 33,118,263 | $ 149,725,654
Totals FY09-FY11 | $94,174,765 | $ 98,279,247 | $ 90,742,618 | $ 21,646,042 | $ 10,869,641 [$ 2,363,885 | $40,712,077 | $ 102,512,251 | $ 461,300,526
2013 (est) Kenya $ 97,043,273

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013, the PEPFAR Kenya program will continue to intensify HIV prevention activities by
increasing coverage of the minimum packages of services for all target populations. Key
initiatives that will continue from FY 2012 include improving quality and enhancing program
efficacy through a combination of behavioral, bio-medical and structural interventions. PEPFAR
will support the development and implementation of national policies, guidelines, and packaged
evidence-informed behavioral interventions (EBI). Key populations and other drivers of the
epidemic (multiple partners, uncircumcised males, and low condom use) will be key areas of
focus in FY 2013. PEPFAR will continue the shift in PMTCT towards Option B and will even
take this a step further to uninterrupted highly-active antiretroviral therapy (HAART) for all HIV
positive pregnant women (Option B+) for facilities able to provide adequate monitoring services.
PEPFAR will support the roll out of Option B+ using a phased approach by systematically
strengthening the monitoring systems required as well as procuring the commodities.

The GOK will fund condom procurement supported through a World Bank loan to the United
Nations Population Fund (UNFPA), while the United Kingdom’s Department for International
Development (DFID) procures the socially marketed condoms. Warehousing and distribution of
condoms is supported by GOK through the Kenya Medical Supplies Agency (KEMSA) and the
USG. The USG will support training of health care workers, distribution, social marketing,
social-behavior change and condom promotion and emergency procurement, quantification and
forecasting.
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Treatment

TREATMENT (FY09 - FY11) & FY13 Estimate
Fiscal Year Operating Unit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
P g Drugs Treatment Treatment Treatment

2009 Kenya $ 83,500,000 | $ 96,879,363 | $ 14,014,327 | $ 194,393,690
2010 Kenya $ 84,750,000 | $ 93,234,440 | $ 13,000,000 | $ 190,984,440
2011 Kenya $ 70,768,240 | $ 89,200,373 [ $ 12,680,400 | $ 172,649,013
Totals FY09-FY11 | $ 239,018,240 | $ 279,314,176 | $ 39,694,727 | $ 558,027,143

2013 (est) Kenya $ 66,883,771

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013, access to viral load testing to assess ART treatment failure will continue to be
expanded to all regions according to the current national guidelines, while a robust lab network
for CD4 testing is in place. Efforts will continue to decentralize ART to additional lower level
facilities to improve coverage. Cost effective approaches will be adopted to ensure that the
resources available are used to support a large number of HIV patients on ART. FY 2013
priorities will maximize access to ART with increased focus on improving the quality of care
and ART for HIV positive children; scaling up ART to all eligible children; improving
monitoring and follow-up; ART adherence; and retention on care and treatment. PEPFAR funds
will support these continued efforts for the expansion of ART access to ensure Kenyans are on
treatment and will directly provide ARV drugs.

In FY 2013, provision of comprehensive quality services through the minimum service package
will continue to be emphasized. Efforts will also continue to integrate ART into TB clinics,
ensuring optimal access of ART for TB patients. Access to pediatric ART will continue to be
supported through decentralization of services from the major hospitals to the smaller health
facilities according to the national Decentralization and Mentorship Guidelines. Referral
mechanisms will also be strengthened to make sure that different levels of service are accessed.
The capacity and confidence of clinicians in pediatric ART sites will be strengthened through
training, support supervision and mentorship. Through FY 2013, the PEPFAR laboratory
program will continue to develop and strengthen integrated quality-assured networks of tiered
laboratory services in order to provide quality diagnostic tests to meet national and PEPFAR
goals for prevention, treatment, and care of HIV-infected persons and the broader health system.
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Care

CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS: Total

Fiscal Year Operating Unit Care and Pediatric Care |[HVTB:TB/HIV| HKID: OVCs —

Care

Support and Support

2009 Kenya $ 43,264401|3% 3,664,663 |$ 20145509 [ $ 51,440,504 [ $ 118,515,077
2010 Kenya $ 42,000,000 |$ 3,750,000 |$ 18,519,154 [ $ 48,925,000 [ $ 113,194,154
2011 Kenya $ 41,333684|% 3,745508 | $ 17,500,000 [ $ 48,845,188  $ 111,424,380
Totals FY09-FY11 | $ 126,598,085 | $ 11,160,171 |$ 56,164,663 [ $ 149,210,692 | $ 343,133,611
2013 (est) Kenya $ 65,926,370

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013, support will be provided to facilitate behavior change communication activities to
promote healthy practices and motivate mothers to seek timely and appropriate care. HBCT will
be intensified, and clients testing positive for HIV will be screened for TB as well. Those with
active TB will be treated and those without will be considered for Isoniazid Preventive Therapy
(IPT). In FY 2013, funds will also be used to align Home-based Care (HBC) services into the
MoH community health strategy, revise and review the HBC guidelines and strengthen
community and health facility linkages while supporting the development of the monitoring and
evaluation system.

Community Health Workers (CHW) will be hired or trained to coordinate and document
patient/client encounters and referrals to health facilities in a more structured and accountable
manner. In FY 2013, PEPFAR resources will continue to fund provision of care and support
services to hard-to—reach and marginalized populations such as refugees, prisoners and key
populations. Initiatives will also support tailored services to meet the needs of youth, the elderly
and disabled populations. Strategies to increase male enrollment in care and support services will
include support to male peer educators, mentors and support groups, and supporting women to
disclose their status and bring their male partners for HIV testing and counseling. There will be a
special focus on addressing gender-based violence and protection issues, strengthening the social
welfare workforce and economic strengthening (e.g. establishing savings associations) activities
that increase families’ capacities to provide and care for children in their custody will be
developed. Efficiencies that will be implemented in FY 2013 include continued scale up of HTC
services in OVC programs and establishing an environment conducive to the sensitivities of
testing children.

The GOK, DFID, the United Nations Children’s Fund (UNICEF) and the World Bank have
provided support for a cash transfer program for families caring for OVC and an evaluation of
the community programs. The GOK and UNICEF also supported the establishment of
Community Health Units (CHUS) to provide integrated community-based services. The GOK

has further committed funds to establish CHUs across the country as part of the wider
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community health strategy. The USG will continue to plan with the GOK and other development
partners so that HIV service implementation and activities will continue to transition to local
indigenous organizations and community-based organizations to increase coverage and country
ownership in collaboration with other donors, including UNICEF and the World Bank.

Governance and Systems

GOVERNANCE AND SYSTEMS (FYO09 - FY11) & FY13 Estimate
. N HLAB: HVSI: Strategic | OHSS: Health HVMS: LG,
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems -
Operations Systems

2009 Kenya $ 33,191,940 | $ 21,436,149 | $ 13,912,976 [ $ 23,930,000 | $ 92,471,065
2010 Kenya $ 27,828,666 | $ 18,529,569 | $ 15,341,013 | $ 30,242,488 | $ 91,941,736
2011 Kenya $ 21,728,665 | $ 19,208,068 | $ 13,572,800 | $ 28,978,595 | $ 83,488,128
Totals FY09-FY11 $ 82,749,271 | $ 59,173,786 | $ 42,826,789 | $ 83,151,083 | $ 267,900,929
2013 (est) |Kenya $ 55,669,587

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

PEPFAR funding will continue to support capacity building courses and trainings to improve the
skills of current leadership and management at all levels of the health sector. Activities will
include strengthening management, leadership and governance curricula development, and roll
out within the health workforce training institutions. Other activities will improve training
institutions to ensure accessible and responsive leadership, management and governance courses
through distance education, e-learning, and m-learning models etc. PEPFAR will assist GOK
and key departments to review and develop appropriate policies and structures that support
effective health sector leadership, management and governance. PEPFAR partners will support
the functions of the devolved health institutions at the various levels (alignment of MoH,
national, county, district and community level), including supporting ongoing review of the
Health Acts to align them with the new constitution. Further assistance will be provided to help
the development and implementation of a new Health Policy Framework and a new Health
Sector Strategic Plan. PEPFAR partners will also continue supporting and strengthening health
sector coordination mechanisms (e.g., Interagency Coordinating Committees (ICCs)) to improve
planning, coordination and utilization of resources. These PEPFAR investments will serve to
improve governance and accountability for decision-making and resource management.
Interventions are geared towards building local capacity and country-ownership (e.g., engaging
local training institutions to sustain quality training in leadership, management and governance
skills; and supporting key processes and structures to enable the GOK to achieve its devolution
objectives).
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Country Engagement

FY 2013 will continue to move the partnership between the GOK and USG closer to achieving
strong results in prevention, care and treatment. PEPFAR activities are planned and coordinated
within the context of Kenya National AIDS Strategic Plan (KNASP I11), the Partnership
Framework (PF) and the Partnership Framework Implementation Plan (PFIP). The USG
continues to facilitate joint review meetings with the GOK and other development partners to
ensure continued joint commitment towards achieving these goals.

The United States is the predominant donor to the HIV response in Kenya. The United
Kingdom’s Department for International Development (DFID) is the next largest bilateral donor
and the World Bank is the largest multilateral funder. Other development partners active in the
response to AIDS in Kenya include the United Nations, Japanese International Cooperation
Agency, the German Development Corporation, the Gates Foundation, and the Clinton
Foundation. The Global Fund to Fight AIDS, Tuberculosis and Malaria (GF) has approved HIV
grants totaling over $345 million. The resources are approved for a 5 year period with a focus on
HIV. Seventy percent (70%) of the funds requested are for commodity support.
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Lesotho

Country Context

Lesotho is a mountainous country with a population of 1.8 million that faces one of the most
serious HIV/AIDS epidemics in the world. The 2004 Lesotho Demographic and Health Survey
(LDHS) found overall HIV prevalence of 23.2% among adults aged 15-49. Life expectancy has
fallen to 40 years of age, and over 39% of the population is under the age of 15. A new 2009
LDHS will soon provide up-to-date data on HIV prevalence. However, the number of AIDS-
related deaths has dropped sharply since its peak in 2005 as ART has increased in coverage and
prolonged the lives of people living with HIV, making prevalence data increasingly difficult to
interpret.

The 2004 LDHS data indicate an alarmingly high HIV prevalence among young people. By age
20-24, about 25% of women are infected; prevalence increases to 40% for the age cohort 25-29
and remains around this level for women throughout their thirties. Male prevalence lags behind
female prevalence by about five years, but similarly reaches about 40% among men aged 30-45.
With such high average levels of prevalence nationally, the pool of at-risk individuals is likely at
or near saturation among adult men and women aged 25-44. The epidemic is almost uniformly
severe throughout the country, with prevalence above 15% in all districts and all but the
youngest age-groups.

Multiple concurrent partnerships (MCP) before and during marriage, in combination with low
levels of male circumcision, and low and inconsistent condom use, are the major factors driving
Lesotho’s hyper endemic HIV situation. Sexual concurrency, often in the form of long-term
secondary partners, is exceptionally high in Lesotho. Overall, prevalence of multiple and MCP
IS estimated at 24%, compared to 10% in the region; in some studies up to 36% of individuals
report MCP. Although frequency of MCP appears to be declining, multiple data sources confirm
that such partnerships remain at a high level, and are legitimized through deep-rooted traditions
of polygamy. In Basotho culture, strong taboos also exist around open discussion of sexuality,
and men are dominant decision-makers in the sexual domain. Based on the age profile of the
epidemic, intergenerational sex also appears to be occurring, and is likely closely linked with
concurrent partnerships.

The 2011-2015 National HIV Strategy provides the basic platform for all development partners
to design, manage and monitor HIV programs at national, regional and local levels in Lesotho. In
FY 2013 PEPFAR will continue to provide technical assistance (TA) to the GOL to define
specific strategic plans and policies that guide the implementation and monitoring of HIV/AIDS
and other health programs in Lesotho.
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Below is a table of PEPFAR Lesotho’s budget representing its major program areas.

Lesotho Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 9,440,000 33%| $ 7,337,500 26%[ $ 1,085,000 4%| $ 10,447,500 37%| $ 28,310,000
2010 $ 7,843,084 27%| $ 6,430,500 22%[ $ 1,365,000 5%| $ 13,561,416 46%| $ 29,200,000
2011 $ 13,610,000 40%| $ 7,595,000 22%[$ 1,275,000 4%| $ 11,720,000 34%]| $ 34,200,000
Total 2009-2011 | $ 30,893,084 34%| $ 21,363,000 23%| $ 3,725,000 4%| $ 35,728,916 39%| $ 91,710,000
2013 (est) $ 8,665,940 30%| $ 7,729,581 27%[$ 1,307,903 5%|$ 11,070,575 38%| $ 28,774,000

*Totals include planned funding for all accounts.
** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR

Operational Plan will be issued that details each country’s programmatic allocations.

Prevention
PREVENTION (FY09 - FY11) & FY13 Estimate
_ _— MTCT: HVAB: | 1v/op: Other| HMBL: Blood [HMIN: Injection| DO M| cipc: g HVCT: Total,
Fiscal Year Operating Unit Abstinence and . and non-Inj. . .. [Counseling and| .
PMTCT - Prevention Safety Safety Circumcision . Prevention
Fidelity Drug Use Testing

2009 Lesotho $ 2,835,000 |$ 1,450,000 | $ 1,305,000 | $ 200,000 | $ $ - $ 1,000,000 [ $ 2,650,000 | $ 9,440,000
2010 Lesotho $ 705000 |$ 2,149,042 |$ 2,399,042 |$ 1,200,000 | $ $ $ 200,000 |$ 1,190,000 | $ 7,843,084
2011 Lesotho $ 6,810,000 [ $ 1,600,000 | $ 1,720,000 | $ 1,100,000 | $ $ $ - |$ 2,380,000 $ 13,610,000
Totals FY09-FY11 | $10,350,000 [ $ 5,199,042 | $ 5,424,042 | $ 2,500,000 | $ $ $ 1,200,000 | $ 6,220,000 | $ 30,893,084
2013 (est) Lesotho $ 27,052,252

*Totals include planned funding for all accounts.
** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed PEPFAR FY12

The shared priority of the GOL and the USG is to reduce the number of new HIV infections in
Lesotho, outlined in the first goal of the Partnership Framework. Activities are conducted in
partnership with Basotho organizations and communities to strengthen the technical capacity of
in-country partners to implement effective prevention interventions.

With such a high level of new infections, Lesotho has a critical need for a comprehensive and
evidence-based approach to prevention in order to slow the spread of new HIV infections.
PEPFAR Lesotho’s prevention efforts in FY 2013 are focused on strengthening infrastructure
and blood donor recruitment to ensure safe blood supplies; procurement of supplies and
equipment’ training of health care workers to provide VMMC services; scale-up of home-based
testing services for partners and families of PLHIV and TB; promotion of condom use; and
support to the national provider initiated counseling and testing (PICT) approach. In support of
PMTCT, PEPFAR Lesotho will increase funding support to support the GOL’s plan to eliminate
pediatric HIV and transmission, including expanding and integrating nutrition assessment,
counseling and support within MNCH. PEPFAR Lesotho will also conduct a gender assessment
to strengthen the quality of prevention interventions with an emphasis on strengthening gender
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activities across the portfolio and better addressing barriers to care, prevention and treatment
services.

Due to human resources and financial constraints, circumcision scale-up had been limited to
neonatal circumcision. In FY 2012, the Ministry of Health and Social Welfare (MoHSW) shifted
their policy and agreed to move forward with scale-up of adult circumcision. In response to this
policy shift, PEPFAR will increase resources for VMMC and begin scaling up services along
with counseling and testing as part of the minimum package of services.

With FY 2013 funding, PEPFAR Lesotho will work towards a coordinated, multifaceted
combination approach to prevention which will include behavioral, biomedical and structural
interventions. These interventions will target the appropriate risk populations through different
but coordinated behavior and social change interventions for individuals, couples, families, peer
networks and communities. Prevention activities will be guided by up-to-date evidence and data
on the drivers of the epidemic and will be congruent across partners, settings and levels of
interventions (mass media, community/group, inter-personal and individual). PEPFAR will
support multi-level, multi-channel social and behavior change communication, with particular
attention to partner reduction, prevention for PLHIV and discordant couples, delaying initiation
of sexual activity for young people, and condom promotion and distribution. These activities will
be situated within the context of a broader combination prevention package, including strong
linkages to HIV testing and counseling (HCT), prevention of mother-to-child transmission
(PMTCT) services, VMMC, and referral to other HIV care and services. The GOL made
significant strides in HTC through the ‘know your status’ campaign in 2005-2007. As a result
opt-out HTC services are available in all public health facilities. Provider initiative testing and
counseling (PITC) is recommended for all patients accessing health services specifically for all
pregnant women, tuberculosis (TB) patients, children under five and adults with signs and
symptoms of HIV infection.
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Treatment

TREATMENT (FY09 - FY11) & FY13 Estimate
. . . HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
Fiscal Year Operating Unit
Drugs Treatment Treatment Treatment

2009 Lesotho $ - $ 633,000 | $ 452,000 | $ 1,085,000
2010 Lesotho $ - $ 715,000 | $ 650,000 | $ 1,365,000
2011 Lesotho $ - $ 675,000 | $ 600,000 | $ 1,275,000
Totals FY09-FY11 | $ = 3 2,023,000 | $ 1,702,000 | $ 3,725,000
2013 (est) Lesotho $ 1,307,903

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The Lesotho treatment program focuses on strengthening ART and health systems, providing
technical assistance and capacity-building support to MoHSW. The overall goals and priorities
of PEPFAR’s treatment program in FY 2013 are to increase ART uptake and retention, support
the health decentralization process, strengthen supply chain management systems, and strengthen
the technical and organizational capacity of nursing institutions and nurses.

Although the USG does not directly provide antiretroviral drugs (ARVs), PEPFAR supports a
national, integrated systems approach to technical assistance and provides training of in-country
clinicians, facility-level clinical capacity building, and guidance on policies and strategies to
improve data collection, programmatic efficiency, and quality of care. PEPFAR also supports
the national program to quantify ART and related commodity needs and purchase accordingly.
To strengthen treatment services and health systems, PEPFAR provides technical assistance to
build leadership skills for program management.
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Care

CARE (FY09 - FY11) & FY13 Estimate

. . . HBHC: Adult | PDCS: Pediatric . . Total,

Fiscal Year Operating Unit Care and Support| Care and Support HVTB:TB/HIV| HKID: OVCs Care
2009 Lesotho $ 1,315,500 | $ 622,000 |$ 2,175,000 ($ 3,225,000 | $ 7,337,500
2010 Lesotho $ 1,432,500 | $ 975,000 ($ 2,365,000 |$ 1,658,000 |$ 6,430,500
2011 Lesotho $ 1,900,000 | $ 1,000,000 | $ 3,000,000 | $ 1,695,000 |$ 7,595,000
Totals FY09-FY11 | $ 4,648,000 | $ 2,597,000 | $ 7,540,000 | $ 6,578,000 [ $ 21,363,000
2013 (est) Lesotho $ 7,729,581

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Care and support activities in Lesotho include provision of basic health care and support for
adults and children, delivery of integrated TB/HIV services, and extensive orphans and
vulnerable children (OVC) programs. PEPFAR interventions in Lesotho will result in a marked
increase in access to a full range of well-coordinated essential services for OVC and their
families, and for people infected with and affected by HIV, provided in a manner consistent with
the local context and meeting international standards for quality. In FY 2013, activities will
result in increased access to improved community-based care that includes: (1) palliative care;
(2) effective evidence-based HIV-prevention programs that reach all age levels and both genders,
combat stigma and discrimination, and that encourage positive and responsible approaches to
remaining AIDS-free, or if HIV-positive, avoiding the spread of the virus to others.

In the area of nutrition, PEPFAR has contributed towards establishing and strengthening the
national nutrition technical working group which ensured that NACS was fully integrated within
the new National Strategy for the Elimination of MTCT and Pediatric HIV. PEPFAR also
supported the establishment of nutrition corners in all hospitals which provide nutrition
education, counseling, and assessment services to all mothers and their children.

A new innovation that combines play therapy and psycho-stimulation with nutrition feeding for
severely malnourished children and their care givers has been successfully piloted at Queen
Elizabeth 11 Hospital and is now being rolled out to other hospitals. Specifically, FY 2013 care
and support activities in Lesotho will focus on: providing organizational and technical capacity
building support to local organizations providing direct service delivery to OVC and PLHIV;
strengthening nutrition intervention in community and facility-based settings; expanding PITC
and TB screening in pediatric sites; intensifying TB/HIV integration, including the roll out of
Gene-Xpert diagnostic test; improving retention in TB and HIV care, and through a public
private partnership with mining companies in South Africa to manage TB among migrant
workers; and strengthening national measure and evaluation M&E systems and data quality.
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Governance & Systems

GOVERNANCE AND SYSTEMS (FYO09 - FY11) & FY13 Estimate
HVMS: Total
. - . HLAB: HVSI: Strategic | OHSS: Health S ot
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems .
Operations Systems

2009 Lesotho $ 1,995,000 | $ 2,420,000 | $ 4,437,075 [ $ 1595425 | $ 10,447,500
2010 Lesotho $ 1,255,000 | $ 1,155,000 | $ 5,171,914 | $ 5,979,502 | $ 13,561,416
2011 Lesotho $ 1,885,000 | $ 1,265,000 | $ 4,400,000 | $ 4,170,000 | $ 11,720,000
Totals FY09-FY11 $ 5,135,000 | $ 4,840,000 | $ 14,008,989 | $ 11,744,927 | $ 35,728,916
2013 (est)  [Lesotho $ 11,070,575

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The paucity of health care workers (HCW) negatively affects all aspects and levels of Lesotho’s
health care system. Lesotho has developed several well-crafted plans for strengthening human
resource management and continuing education, expanding the capacity of national training
institutions, and improving conditions of service for HCW. However there is a marked gap
between stated intent and actual practice as Lesotho has failed to implement HRH strengthening
plans. Moreover, pharmaceutical management in Lesotho has been plagued by a lack of
qualified human resources, financial resources, and poor information concerning use of drugs
and commodities. With 2013 funding, PEPFAR will improve the delivery of health and
HIV/AIDS services in both the public and private sectors by strengthening the capacity of health
workers, policy makers and planners, program managers, educational faculties and institutions,
and communities and families to deliver those services.

As part of health systems strengthening, PEPFAR also supports improvement of quality of
services, better planning, monitoring, and evidence-based decision making processes. The
support includes improving laboratory infrastructure, HIV diagnosis, treatment monitoring, drug
resistance surveillance of HIV/ TB, and improving medical commodity supply management
system in the country. In the 2013 Country Operation Plan (COP), PEPFAR Lesotho will also
focus efforts on developing the organizational capacity of civil society organizations to ensure
quality service provision; increase private-public partnerships (PPPs); and increase overall
strategic information capacity in M&E and in surveys & surveillance for supply chain
management
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Country Engagement

The GOL currently plays a pivotal role in providing political leadership in the delivery of
HIV/AIDS and other health services. The national response to HIV service delivery in Lesotho
was the mandate of the National AIDS Commission (NAC); however, due to a recent
reorganization assessment report, the GOL has decided to downsize and restructure the NAC.
This exercise comes at a time when the NAC just completed the development of the 2011-2015
National HIV Strategy. PEPFAR will continue to work closely with the Office of the Prime
Minister to ensure that the new NAC structure will function and provide national guidance to the
HIV/AIDS response in Lesotho. PEPFAR Lesotho will also continue to implement the National
HIV Strategy 2011-2015 through strategies and activities planned in the Partnership Framework.
The PEPFAR team is also a voting member of the Country Coordinating Mechanism (CCM) and
works closely with civil society, UN agencies, other development partners, Ministry of Finance
and MoHSW to ensure effective and timely disbursement of Global Fund resources.

The platforms described above provide a conducive environment to country ownership and
partnership. Although the GOL drives the agenda for health in Lesotho, at times the GOL has
been challenged in leading key policy issues, such as human resources for health, health
information systems, decentralization, and prevention (especially VMMC). The USG continues
to advocate for and provide support through partners to make progress on these issues.

The PEPFAR Lesotho team works closely with other development partners through the Health
Development Partners’ Forum and the Global Fund Country Coordinating Mechanism to ensure
that synergies across programs are enhanced and gaps are avoided and/or addressed. PEPAR
team members are also members of national technical working groups chaired and coordinated
by MoHSW and NAC, including Prevention, Care and Treatment, Laboratory, Human Resources
and Strategic Information.
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Malawi

Country Context

The HIV epidemic in Malawi is mature and generalized. Approximately 10.6% of the Malawian
adult population is HIV-positive, down from 11.9% in 2007 (Malawi Demographic and Health
Survey (MDHS) 2010). In this country of 14 million people, that means 912,000 people are
currently living with the virus, and approximately 176,033 of these are children. HIV-related
mortality is high with an estimated 32,000 deaths attributed to HIV infection in 2011 alone. In
2006, adult women comprised 60% of the total population of people living with HIV (PLHIV).
In 2010, that percentage increased marginally to an estimated 61% in the most recent District
Health Survey 2010. Approximately one in six children (1.2 million) are growing up with
reduced parental care in a wide range of formal and informal care arrangements. Estimates
suggest that Malawi has approximately 12,000 children living in child-headed households and
6,000 living in institutional care. Six percent of children in Malawi live in households with a sick
parent or other sick adult.

Malawi has made tremendous progress in expanding both the scale and quality of its national
response to HIV/AIDS in recent years, leveraging Global Fund to Fight AIDS, Tuberculosis
(TB) and Malaria (GF), PEPFAR, and other donor investments to bolster the health system in the
near-term while making long-term systems strengthening investments. PEPFAR provides critical
support for Malawi’s national HIV treatment program. While the GF funds the antiretroviral
drugs (ARVs) and salary top-ups, PEPFAR supports critical inputs in service delivery, program
management and performance, prevention of new infections, and health systems strengthening.

Below is a table of PEPFAR Malawi’s budget representing its major program areas.

Malawi Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 15,464,110 34%]| $ 10,004,348 22%|( $ 1,401,387 3%| $ 18,830,155 41%| $ 45,700,000
2010 $ 27,225,331 49%| $ 7,468,369 14%[ $ 2,101,777 4%| $ 18,479,523 33%| $ 55,275,000
2011 $ 30,005,717 46%| $ 9,531,278 15%[ $ 2,414,816 4%| $ 23,048,189 35%]| $ 65,000,000
Total 2009-2011 | $ 72,695,158 44%]| $ 27,003,995 16%| $ 5,917,980 4%| $ 60,357,867 36%| $ 165,975,000
2013 (est) $ 30,566,562 48%| $ 8,489,602 13%| $ 5,066,268 8%|$ 19,527,568 31%| $ 63,650,000

* Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.
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Prevention

PREVENTION (FY09 - FY11) & FY13 Estimate
) N MTCT: HVAB: | /op: Other| HMBL: Blood [HMIN: Injection| DU IMECUNG | ¢y p . ppae| - HVCT: Total,
Fiscal Year Operating Unit Abstinence and . and non-Inj. . .. |Counseling and .
PMTCT - Prevention Safety Safety Circumcision . Prevention
Fidelity Drug Use Testing

2009 Malawi $ 1223650 [$ 5871022 [$ 3,901,821 |$% 150,000 | $ 108,460 | $ $ 2062380 |$ 2,146,777 | $ 15,464,110
2010 Malawi $12,036,294 [$ 5,040,260 [ $ 3,753,481 |$ 1,140,000 | $ 275,000 | $ $ 1513168 | $ 3,467,128 | $ 27,225,331
2011 Malawi $12,443104 | $ 4,507,850 | $ 3,602,620 [ $ 1,240,000 | $ 100,000 | $ $ 4252770 |$ 3,859,373 [ $ 30,005,717
Totals FY09-FY11 [ $25,703,048 | $ 15,419,132 | $11,257,922|$ 2,530,000 | $ 483,460 | $ $ 7,828,318 |$ 9473278 |$ 72,695,158
2013 (est) Malawi $ 30,566,562

* Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

PEPFAR Malawi’s comprehensive prevention program began with a focus on risk reduction, by
strengthening communities to identify and address HIV risk. It includes strong components for
PLHIV, and involves working with local and traditional leadership. In FY 2012 and 2013, the
program will aggressively scale-up access to services for voluntary medical male circumcision
(VMMC), with special attention to reaching older, sexually active men. Strong community
programs will also be engaged to support access, adherence, retention and follow up for key
clinical services, such as HIV testing and counseling, prevention of mother-to-child transmission
(PMTCT), and HIV care and treatment.

Historically, PEPFAR has been the main funder of HIV prevention activities in Malawi,
although the GF has funded condom procurement and programs for young people. In 2011, the
World Bank announced new funding directly to the Ministry of Health (MoH), some of which
will support HIV prevention. PEPFAR Malawi is working with the World Bank and the MoH to
coordinate inputs and looks forward to having additional support for critical elements of the
VMMC scale-up.

Key priorities in HIV Prevention for FY 2013 include: continued scale-up of VMMC in
coordination with other donors and the Government of Malawi; community programs to support
Prevention with Positives (PwP), drive demand for clinical services and condoms, maintain
adherence to ARV treatment (ART), and provide ongoing risk reduction messages, including
abstinence and faithfulness messages; targeted outreach programs for key populations, especially
men who have sex with men and commercial sex workers; support to the MoH and other
ministries for a coordinated national condom program, including private sector, public sector and
socially marketed condoms; strengthening HIV testing and counseling as an entry point for HIV
prevention, care and treatment services, and continuing critical support for a safe and readily
available supply of blood.
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Treatment

TREATMENT (FY09 - FY11) & FY13 Estimate
. . . HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
Fiscal Year Operating Unit
Drugs Treatment Treatment Treatment

2009 Malawi $ 250,000 | $ 1,151,387 [ $ - $ 1,401,387
2010 Malawi $ 138,000 | $ 939,082 | $ 1,024,695 | $ 2,101,777
2011 Malawi $ - $ 1,666,541 [ $ 748,275] $ 2,414,816
Totals FY09-FY11 | $ 388,000 | $ 3,757,010 | $ 1,772,970 | $ 5,917,980
2013 (est) Malawi $ 5,066,268

* Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Malawi has a streamlined public-health approach to ART and has had remarkable success in
scaling-up ART nationally. In 2011, Malawi’s national HIV response transitioned to an
integrated model, incorporating ART, HIV care, and PMTCT into primary health clinics. The
changes include a new approach to PMTCT (“Option B+), whereby all HIV positive pregnant
women are offered ART for life regardless of CD4 count or clinical stage. Option B+ has greatly
increased mothers’ access to ART and allowed Malawi to move much more rapidly toward
elimination of mother-to-child transmission. With Option B+ and integration of ART into all
primary clinics there are now double the number of ART sites (656) and an 25% expansion of
ART enrollment is expected in FY 2012,

The GF funds core elements of the ART program, including ARVs and other commaodities.
PEPFAR supports the national program with the development of national guidelines and
curricula, training of nurses and clinical officers, a national clinical mentoring program, and
community-level activities that support ART programs. Crucial financial and technical support is
provided to the MoH’s HIV Department; this support includes funding for national quarterly
M&E supportive supervision visits to all ART sites and placement of technical advisors to
support staffing gaps. Key systems strengthening inputs including supporting development of an
efficient electronic medical record system, improving lab capacity, and strengthening the supply-
chain management system for HIVV commodities.

Key priorities in HIV Treatment for PEPFAR in FY 2013 include: intensified support for
treatment as prevention, and Malawi’s innovative and integrated PMTCT/ART program;
increased access to and support for high quality pediatric ART programs; and strengthening
laboratory and sample transport systems.
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Care

CARE (FY09 - FY11) & FY13 Estimate
HBHC: Adult PDCS: Total
Fiscal Year Operating Unit Care and Pediatric Care |HVTB:TB/HIV| HKID: OVCs Care’
Support and Support

2009 Malawi $ 2294902 | $ - $ 1,978,193 |$ 5731,253| $10,004,348
2010 Malawi $ 2278481 | $ 591,957 [ $ 817,081 |$ 3,780,850 | $ 7,468,369
2011 Malawi $ 2515892 |$% 674,126 [$ 1,738,336 | $ 4,602,924 | $ 9,531,278
Totals FY09-FY1l |$ 7,089,275|3% 1,266,083 [$ 4,533,610 | $ 14,115,027 | $ 27,003,995
2013 (est) Malawi $ 8,489,602

* Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The PEPFAR Malawi HIV care program supports care to both adults and children living with
HIV. Programs provide pre-ART management for PLHIV, support access to TB/HIV services,
and address the nutrition and care needs of orphans and vulnerable children (OVC).

The PEPFAR care program has contributed to the strengthening of the national referral, feedback
and patient tracking systems. Through PEPFAR partners’ direct support to service delivery and
technical assistance, eighty percent of PLHIV were retained in care at 12 months, demonstrating
the effectiveness of the national scale up and quality improvement efforts supported by the
PEPFAR programs. Positive Health Dignity and Prevention (PHDP) activities provided with
PEPFAR funds support a minimum package of services including cotrimoxazole preventive
therapy (CPT), family planning, TB screening, sexually transmitted infection (STI) screening,
health education and nutrition counseling.

At the community level, PEPFAR implementing partners support follow-up of mother-infant
pairs as part of early infant diagnosis and use of innovative approaches such text messaging to
improve patient follow-up. They train and support lay counselors, expert patients, support groups
and community-based organizations provide a continuum of care for PLHIV and their families.
OVC activities include community-based childcare centers and child corners, and the training of
management committees, caregivers and counselors to run these centers.
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Governance and Systems

GOVERNANCE AND SYSTEMS (FY09 - FY11) & FY13 Estimate
. N HLAB: HVSI: Strategic | OHSS: Health HVMS: L
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems -
Operations Systems

2009 Malawi $ 1,170,000 | $ 2,186,796 | $ 11,453,798 | $ 4,019,561 | $ 18,830,155
2010 Malawi $ 3,378,767 | $ 2,739,004 | $ 5,866,190 | $ 6,495,562 | $ 18,479,523
2011 Malawi $ 3,359,075 | $ 3,037,252 | $ 8,679,934 | $ 7,971,928 | $ 23,048,189
Totals FY09-FY11 $ 7,907,842 | $ 7,963,052 | $ 25,999,922 | $ 18,487,051 | $ 60,357,867
2013 (est)  |Malawi $ 19,527,568

* Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Malawi’s national HIV response has a high level of country ownership, a very carefully
coordinated health sector through the Ministry of Health and the National AIDS Commission,
and a willingness to use evidence to boldly introduce and evaluate innovative new policies and
service delivery programs. PEPFAR investments in governance and systems support Malawian
institutions to become increasingly capable and accountable for achieving results through these
programs. The national HIV response falls within the Health Sector Strategic Plan (HSSP) for
2011-2016. To support the HIV-related components of the HSSP, as well as to strengthen the
underlying health system, PEPFAR Malawi balances support for service delivery with support
for leadership and governance, financing, human resources for health, supply chain systems,
laboratory services and strategic information. This support is provided at the national, zonal and
district levels.

Key priorities in FY 2013 include:

e Strengthening governance, leadership and management capacity at the Ministry of Health
and in District Health Management Teams;

e Continuing activities that strengthen the supply chain management system and reform
Central Medical Stores;

e Increasing support to train and retain new health workers;

e Strengthening the routine establishment of facility-level health systems for care and
treatment, including health information systems and laboratory systems.
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Country Engagement

The Government of Malawi (GOM) supports a public health system which incorporates much of
the HIV response. Like many countries, Malawi also has a National AIDS Commission (NAC)
that coordinates a multi-sectoral response to the epidemic. Sixty percent of all health and
HIV/AIDS services are delivered through the public health infrastructure by government
employees, and the other 40% is delivered through the Christian Health Association of Malawi
(CHAM), a faith-based entity that is an umbrella organization, which organizes church clinics of
various faiths. The HIV response and the broader health sector have the necessary systems and
infrastructure elements for long-term sustainability, but technical capacity is uneven, hampered
by chronic shortages of effectively trained staff. Political will is also uneven, with strong
advocates within the MoH and NAC, but anemic budget support for health from the highest
levels of the GOM. The vast majority of the health system is donor funded.

Malawi was the first country to sign a Partnership Framework (PF) with the USG and is in the
third year of its PF implementation plan (PFIP). During the PFIP review in January 2012, it was
noted that most of the policy goals set in 2010 when the PFIP was approved are complete or
nearly complete. PEPFAR Malawi interacts with NAC and the MoH HIV Department on a daily
basis, and maintains very strong, close and interdependent relationships with the key staff in both
institutions.
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Mozambique

Country Context

Mozambique is a rural country of approximately 23 million people where the impact of HIV and
other major preventable diseases (e.g. malaria, tuberculosis and waterborne diseases) contribute
to Mozambique’s life expectancy of 52 years and low United Nations Human Development
Index ranking of 184 out of 187 countries. Mozambique faces a severe generalized HIV
epidemic that has adversely affected growth and development in the country, and has taxed a
fragile health system. The prevalence of HIV among Mozambican adults aged 15-49 is 11.5%
(2009 national seroprevalence survey), with prevalence among women higher than men (13.1%
vs. 9.2%). Young women (aged 15-24 years), particularly in Sofala and Gaza provinces, are
disproportionately affected at rates five and six times higher in comparison to men. Prevalence
among children aged 0-11 years is 1.4%. Regional prevalence varies substantially from 17.8% in
southern provinces to 5.6% in Northern provinces, with disproportionately higher rates in urban
settings in the north. An estimated 1.4 million Mozambicans are living with HIV, with an
additional 821,000 orphaned children directly affected by the epidemic.

Key drivers of Mozambique’s HIV epidemic are risky sexual behaviors, low rates of male
circumcision, low and inconsistent condom use, mobility and migration, and sex work. Eighty-
two percent of Mozambicans live on less than two dollars per day and with the limited health
infrastructure, more than half of Mozambicans walk over one hour to reach the nearest health
facility. Health facilities face frequent commodity stock outs and a general dearth of basic
amenities: 55% lack electricity (Ministry of Health, 2009) and 41% running water (MoH, 2010).
Likewise, human resources for health (HRH) are severely constrained in Mozambique. With
only 4 doctors and 39 nurses per 100,000 population (MoH, 2011), and 429 social workers in the
country (Ministry of Women and Social Action, 2010), Mozambique faces some of the most
critical HRH shortages in the world. Systems for tracking, motivating, and retaining staff are
weak. Frontline health providers are often poorly trained and have limited management skills,
and Government of the Republic of Mozambique (GRM) capability to oversee its policies and
regulations and to coordinate all health players is weak, resulting in poor supervision and
coordination. Information systems and monitoring and evaluation (M&E) efforts are generally
unable to provide timely and accurate health system data.

On August 23, 2010, Leslie V. Rowe, U.S. Ambassador to Mozambique and Oldemiro Baloi,
Minister of Foreign Affairs and Cooperation for the GRM, signed a Partnership Framework (PF)
which articulates the expected contributions to a sustainable and coordinated response to the
HIV/AIDS crisis in Mozambique over a five-year period. The Partnership Framework
emphasizes five goals on which PEPFAR intends to focus support for the GRM:

Goal I: Reduce new infections in Mozambique.

Goal I1: Strengthen the multi-sectoral HIV response in Mozambique.

Goal I11: Strengthen the Mozambican health system, including human resources for health and
social welfare in key areas to support HIV prevention, care, and treatment goals.

Goal 1V: Improve access to quality HIV treatment services for adults and children.
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Goal V: Promote measures to ensure care and support for pregnant women, adults and children
infected or affected by HIV in communities and health and social welfare systems.

In line with global priorities towards an AIDS Free Generation, PEPFAR Mozambique in
collaboration with the GRM has committed to placing 80% of all eligible HIV infected patients
on ART, reduce mother to child transmission (MTCT) to less than 5% by 2015; increase
voluntary medical male circumcision (VMMC) and reduce maternal, neonatal, and child
mortality among rural populations. Additionally, PEPFAR Mozambique is continuing efforts to
strengthen local partners, including civil society organizations to provide leadership and support
service delivery through increased joint planning and reporting; increase integration of HIV
programs with other health and development programs; and strengthen Mozambican institutions
through the use of host country systems.

Mozambique’s FY 2013 requested budget level was realigned to address the country’s
absorption capacity and in recognition of the extended time needed for implementation due to
poor health infrastructure.

Below is a table of PEPFAR Mozambique’s budget representing its major program areas.

Mozambigue Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 68,430,075 27%| $ 37,051,615 15%| $ 58,225,814 23%[$ 89,170,807 35%| $ 252,878,311
2010 $ 91,454,076 34%]| $ 39,992,336 15%| $ 54,828,985 20%[ $ 82,814,200 31%| $ 269,089,597
2011 $ 86,127,878 32%| $ 44,017,526 16%| $ 56,720,000 21%[ $ 81,924,193 30%| $ 268,789,597
Total 2009-2011 | $ 246,012,029 31%)| $121,061,477 15%| $ 169,774,799 21%| $ 253,909,200 32%| $ 790,757,505
2013 (est) $ 67,215,900 32%| $ 33,713,140 16%| $ 63,101,956 30%| $ 48,045,004 23%| $ 212,076,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Prevention
PREVENTION (FY09 - FY11) & FY13 Estimate
, | wmTcT: HVAB: [ /op: Other | HMBL: Blood [HMIN: Injection| 'PU™" MECNG | oy ppgre|  HVCT: Total,
Fiscal Year Operating Unit Abstinence and . and non-Inj. . .. [Counseling and .
PMTCT - Prevention Safety Safety Circumcision X Prevention
Fidelity Drug Use Testing

2009 Mozambique $21,610179 | $ 14085078 | $ 14,961,457 |$ 2,370,000 | $ 2,848,780 | $ - |$3000,000|$ 9554581 % 68,430,075
2010 Mozambique $40,759,401 |$ 16,477,474 |$ 14,991473|$ 2194589 | $ 3,014,078 | $ - $ 3491765 | $ 10,525,296 | $ 91,454,076
2011 Mozambique $31,609,878 | $ 14,221,927 |$ 14,388,073 |$ 2,194,000 [ $ 3,014,000 | $ 800,000 | $ 8,400,000 | $ 11,500,000 | $ 86,127,878
Totals FY09-FY11l | $93,979,458 [ $ 44,784,479 | $ 44,341,003 |$  6,758589 [$ 8,876,858 | $ 800,000 | $14,891,765 [ $ 31,579,877 | $ 246,012,029
2013 (est) Mozambigue $ 67,215,900

*Totals include planned funding for all accounts.
** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR

Operational Plan will be issued that details each country’s programmatic allocations.
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In FY 2012, USG Mozambique significantly reoriented its prevention portfolio to implement
inter-related interventions within a combination prevention strategy that includes both
biomedical and behavioral approaches. The PEPFAR team increased its focus and funding for
PMTCT, VMMC and counseling and testing while decreasing funding in abstinence only and
stand alone behavior change interventions.

In FY 2013, USG Mozambique’s priority areas include: (1) HIV testing and counseling with an
emphasis on identifying people living with HIV (PLHIV) and early identification of HIV sero-
discordant couples as a secondary priority; (2) VMMC with a focus on increasing uptake among
15-49 year old men in high prevalence and low circumcision coverage areas; (3) expanded
positive prevention (PP) services; (4) expanded treatment as prevention interventions that are
targeted on specific populations (e.g. pregnant women, sex workers, sero-discordant couples, TB
patients) while building on HTC activities for early ART initiation, and (5) reinforcing
behavioral interventions for adherence of HIVV-negative partners in sero-discordant couples.

The GRM has a well-developed donor coordination system that encourages country ownership
and enables the USG to invest in country-led plans. Donors supporting the HIV sector in
Mozambique include the United Kingdom, Ireland, Denmark, Canada, the European Union,
World Bank, UN agencies, Brazil, Clinton Foundation, and the Global Fund (GF). Coordination
of support to the HIV response is facilitated by the HIV Partners Forum which engages the
National AIDS Council (NAC) in policy dialogue and programmatic issues, and through the
Health Partners Group which engages the Ministry of Health in broader health and HIV issues
through policy dialogue. Each GRM/donor forum has a technical working group structure in
which USG staff actively participates. In addition to these structures, the USG meets regularly
with key officials of individual Ministries (Health, Defense, Women and Social Action) and
monthly with the National Directors of the MoH to ensure that USG assistance complements and
supports the GRM’s plans for prevention, care, treatment, and health systems strengthening. The
USG is a member of the GF Country Coordination Mechanism (CCM).
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Treatment

TREATMENT (FY09 - FY11) & FY13 Estimate
Fiscal Year Operating Unit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
P g Drugs Treatment Treatment Treatment

2009 Mozambique $ 13,541,522 | $ 37,198,256 | $ 7,486,036 | $ 58,225,814
2010 Mozambique $ 10,000,000 | $ 36,348,983 | $ 8,480,002 | $ 54,828,985
2011 Mozambique $ 9,920,000 | $ 38,320,000 | $ 8,480,000 | $ 56,720,000
Totals FY09-FY11 | $ 33,461,522 [$ 111,867,239 | $ 24,446,038 | $ 169,774,799
2013 (est) Mozambique $ 63,101,956

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In order to expand and promote the coverage and effectiveness of PMTCT and HIV treatment
coverage, the USG team has committed to scaling-up PMTCT and treatment efforts and
supporting the GRM in its goal to put 80% of all eligible HIV-infected patients on ART and to
reduce MTCT to less than 5% by 2015. ART task shifting is underway to enable maternal
neonatal and child health (MNCH) nurses to initiate ART, which will expand the number of
PMTCT sites with ART capability beyond 241 over the next year. In addition to enrolling
pregnant women, the treatment program will focus on increased treatment coverage, patient

retention, and quality improvement. Commodity security remains a potential barrier to scale-up,
thus, the USG is significantly increasing its allocation to antiretroviral (ARV) drugs to support
ART and PMTCT scale-up in support of the national treatment program. In Mozambique, access
to medicines has declined significantly over the past several years, rendering the MoH unable to
respond to the health needs of its people and threatening PEPFAR scale-up of treatment for
PLHIV. Given the severity of supply chain weaknesses, FY 2013 PEPFAR activities will focus

on key strategic areas that aim to support all levels of the supply chain system to have the
greatest and most sustainable impact.
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Care

CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS: Total

Fiscal Year Operating Unit Care and Pediatric Care |[HVTB:TB/HIV| HKID: OVCs —

Care

Support and Support

2009 Mozambique $ 14,686,673 |$ 939,237 [$ 3668470 |$ 17,757,235 |$ 37,051,615
2010 Mozambique $ 16,537,003|$ 1995295|$ 3975589 (% 17,484,449 |$ 39,992,336
2011 Mozambique $ 17,290,000 |$ 1,990,900 |$ 6,070,000 [ $ 18,666,626 | $ 44,017,526
Totals FY09-FY11 [$ 48513676 |$ 4925432 |$ 13,714,059 | $ 53,908,310 | $ 121,061,477

2013 (est) Mozambique $ 33,713,140

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The USG is committed to supporting the GRM in reducing AIDS mortality by 5% and
preventing 23,000 AIDS deaths by 2014.

In line with Goal 5 of the Partnership Framework (PF), the USG and GRM are collaborating in
FY 2013 to create a more effective system for ensuring that both adults and children living with
HIV have access to HIV testing, timely initiation of ART and prophylaxis to prevent
opportunistic infections, including TB, and screening and treatment of STIs. Care and support
activities in Mozambique include provision of basic health care and support for adults and
children, delivery of integrated TB/HIV services, and extensive orphan and vulnerable children
(OVC) programs.

To increase demand, expand access, and increase uptake of services, PEPFAR will continue
supporting the GRM by providing support to the MoH’s cadre of community health workers
(CHWSs) who serve as primary interlocutors between MoH facilities and the community. By
standardizing the roles of official and unofficial CHWs in all PEPFAR-supported health facilities
CWHs will be better placed to support bidirectional referral systems for positive prevention
programs including nutritional counseling and OVC services.
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Governance and Systems

GOVERNANCE AND SYSTEMS (FY09 - FY11) & FY13 Estimate
. o HLAB: HVSI: Strategic | OHSS: Health AN UEiEL;
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems .
Operations Systems

2009 Mozambique $ 11,230,166 | $ 6,694,673 | $ 54,865,050 | $ 16,380,918 | $ 89,170,807
2010 Mozambique $ 10,924,314 [ $ 4,390,589 | $ 42,443,018 | $ 25,056,279 | $ 82,814,200
2011 Mozambique $ 9,200,000 | $ 7,246,000 | $ 39,390,000 | $ 26,088,193 | $ 81,924,193
Totals FY09-FY11 $ 31,354,480 | $ 18,331,262 | $ 136,698,068 | $ 67,525,390 | $ 253,909,200
2013 (est)  [Mozambique $ 48,045,004

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The Mozambique program aims to promote country ownership and improve PEPFAR
effectiveness and sustainability through increasing direct funding to local institutions, both
government and non-government. As part of the USG’s overall aim to strengthen the
Mozambican government and local partners, (including civil society organizations) to provide
leadership and support service delivery, PEPFAR Mozambique is shifting its approach to
strengthen capacities at the individual/workforce, organizational, and systems levels.
Historically, USG capacity building efforts in Mozambique focused primarily on in-service skill
updates and pre-service education, such as curriculum development and scholarships for clinical
staff, with the primary goal of increasing the number of health care workers and improving the
quality of pre-service education or number of in-service trainings provided. Under PEPFAR,
and in line with the Global Health Initiative (GHI) strategy, the USG human resources for health
(HRH) portfolio will increase attention to recruitment, deployment, and retention for essential
health worker cadres critical to reaching rural populations, as well as training and deploying non-
clinical cadres such as health administrators, managers, and supply chain logisticians. Finally,
the USG will focus on building citizen capacity to demand better and more accountable services
and engage in decentralization of GRM functions and management processes to the provinces
and districts. In 2012 and 2013, PEPFAR will increase support to decentralized planning,
management and implementation to ensure health priorities and resources at local levels respond
to local needs, and contribute to greater transparency and accountability in the planning and
budgeting process.

Country Engagement

GRM leadership has been actively confronting challenges in the health and HIV sectors with
varying levels of success. Current strengths include a comprehensive national vision with clear
medium and long term objectives stated in the Action Plan for the Reduction of Poverty, the
National Health Plan which has now been extended to 2012, and the National HIV Strategic

Plan. The MoH also has a strategy to include gender equality in the health sector and a Human
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Resources National Plan. Despite its clear vision, Mozambique is not on track to achieve targets
related to its own national goals, Millennium Development Goals (MDG), or GHI/PF goals.
Weaknesses in political ownership include the declining GRM percentage contribution to the
health sector (7.7% in 2012) and the lack of a national VMMC strategy. Civil society
engagement at all levels to advocate for health improvements and provide effective oversight
also remains weak. Under the PF and GHI strategies, the USG engages GRM leadership, both
bilaterally, multilaterally and in collaboration with other donors, to increase national allocations
to the health sector, a key indicator used to measure political ownership. The USG commits to
intensifying advocacy with the GRM at the highest levels to ensure it is investing in its own
health sector appropriately so that USG efforts are part of a sustainable plan for strengthening the
public health sector. Transition to greater country ownership is underway, as evidenced by the
shifts in direct funding to local institutions which are taking on financial management and
service delivery of the treatment and care programs. With more integrated and inclusive planning
processes at all levels, the GRM will have visibility and oversight of activities conducted by all
stakeholders, which will enhance their capabilities to define priorities and allocate resources.
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Namibia

Country Context

The HIV epidemic in Namibia is generalized, with HIV prevalence among 15-49 year old adults
estimated at 13.1% in 2010. Approximately 180,000 Namibian adults and children are living
with HIV, around 6,310 Namibians die annually of AIDS-related causes, and an estimated 16
new infections occur daily. HIV prevalence is highest among women aged 30-34 years (29.6%)
and 35-39 years (29.7%) and has increased in this group during the last three rounds of sentinel
surveillance. Hoever, prevalence has declined among 15-19 and 20-24 year old women,
indicative of a maturing epidemic. HIV prevalence among pregnant women has stabilized at
18.8%, with similar rates in rural and urban areas. Approximately 250,000 Namibian children
aged 18 years old or younger are considered to be orphans and vulnerable children (OVC), with
some 28% of these (69,000) orphaned by AIDS. The primary drivers of Namibia’s HIV epidemic
include multiple and concurrent partnerships, inconsistent condom use, low HIV risk
perceptions, varying levels of male circumcision, alcohol misuse, intergenerational and
transactional sex, themobility of populations, and emerging pockets of key population groups.

In FY 2013, the U.S. government is prioritizing activities that ensure high impact prevention,
treatment, and care interventions are accessible to those most in need. PEPFAR Namibia is also
committed to ensuring that Namibia has the body of country-specific data, technical capacity,
human resources, and coordinating mechanisms required to manage and direct its HIV/AIDS
response. FY 2013 activities will continue the shift that began initiated with the September 2010
Partnership Framework along the continuum from direct service delivery to greater technical
assistance with a focus on building greater collaboration with the Government of the Republic of
Namibia (GRN) and PEPFAR partners. U.S. government support for the purchase of ARV
medicines will be completely phased out in FY 2013, as part of a multi-year joint transition and
sustainability plan. The U.S. government and The Global Fund to Fight AIDS, Tuberculosis and
Malaria (GF) are the principle donors in Namibia, however it is anticipated that GF funding will
also decline over the next three to four years.

Below is a table of PEPFAR Namibia’s budget representing its major program areas.

Namibia Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 35318,172 33%| $ 24,057,525 22%| $ 22,631,333 21%| $ 25,798,764 24%| $ 107,805,794
2010 $ 28,078,622 27%| $ 20,224,732 20%| $ 22,454,164 22%| $ 31,851,663 31%| $ 102,609,181
2011 $ 27,134,909 26%| $ 20,120,852 20%| $ 19,681,885 19%[ $ 35,684,535 35%| $ 102,622,181
Total 2009-2011 | $ 90,531,703 29%| $ 64,403,109 21%)| $ 64,767,382 21%| $ 93,334,962 30%| $ 313,037,156
2013 (est) $ 23,610,898 31%)| $ 15,877,596 21%| $ 13,109,892 17%| $ 22,401,614 30%| $ 75,000,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.
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Prevention

PREVENTION (FY09 - FY11) & FY13 Estimate
. | wmTeT HVAB: | voP: Other | HMBL: Blood |HMIN: Injection| 'C Y7 MECtg | o pate|  HVET: Total,
Fiscal Year Operating Unit Abstinence and . and non-Inj. ’ . . [Counseling and| .
PMTCT - Prevention Safety Safety Circumcision . Prevention
Fidelity Drug Use Testing

2009 Namibia $ 4,697,882 [$ 9275576 |$ 6,562,085|$ 2,000,000 | $ 600,000 | $ $ 1,665,060 [ $ 10,517,569 | $ 35,318,172
2010 Namibia $ 3936478 ($ 7989917 |$ 5486548 |$ 1,000,000 | $ 900,000 | $ $1887,798($ 68778819 28,078,622
2011 Namibia $ 3,754,124|$ 5546422 ($ 6273284 |% 857,458 | $ 550,000 | $ $ 2628350 [$ 7525271 $ 27,134,909
Totals FY09-FY11 |$12,388484 [$ 22,811915|$ 18321917 |$ 30857458 [$ 2,050,000 | $ $ 6,181,208 [ $ 24,920,721 | § 90,531,703
2013 (est) Namibia $ 23,610,898

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

As one of the four HIV/AIDS priorities in the GRN’s National Strategic Framework 2010/11 -
2015/2016, considerable progress has been made in HIV prevention, including achievement of
high coverage of interventions to prevent mother to child transmission (PMTCT) and HIV
counseling and testing (HCT) and adoption of a voluntary medical male circumcision (VMMC)
policy. However, achieving high-impact, sustainable, prevention efforts requires addressing the
key drivers of the epidemic, increasing coverage and intensity, improving coordination, and
addressing human resource issues. In implementing combination prevention strategies, the USG
prevention portfolio will emphasize a focus on geographic coverage of target populations with
elevated risk for HIV acquisition.

In support of the national goal of eliminating mother-to-child transmission by 2015, the U.S.
government will emphasize PMTCT, placing increased attention on quality improvement in
access to antiretroviral (ARV) drugs and strengthening integration with HIV prevention and
linkages to HIV prevention and family planning services. Priority will also be given to VMMC
for public health impact, accelerating its implementation in highly burdened regions. PEPFAR-
supported blood safety and injection safety programs will continue on their planned transition
trajectory with anticipated phase out of U.S. government direct support before 2015.

Other priorities in FY 2013 include achieving high coverage of provider initiated counseling and
testing services in public and faith-based facilities; scaling up door-to-door testing to improve
access and availability for populations experiencing challenges; expanding comprehensive
positive prevention in the community and health care facilities; expanding coverage of
prevention interventions for sex workers and men who have sex with men (MSM); and
addressing human resource issues, capacity development and sustainability, in order to transition
U.S. government-funded community programs to local partners.

All prevention activities in Namibia are highly dependent on external resources from the U.S.

government and Global Fund. The U.S. government provides 100% of resources for VMMC.
HCT programs are also highly dependent on external resources.
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Treatment

TREATMENT (FY09 - FY11) & FY13 Estimate
Fiscal Year Overating Unit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
P g Drugs Treatment Treatment Treatment

2009 Namibia $ 1,215,324 | $ 18,318,500 | $ 3,097,509 | $ 22,631,333
2010 Namibia $ 1,879,596 | $ 17,431,372 | $ 3,143,196 | $ 22,454,164
2011 Namibia $ 939,798 | $ 15,787,179 | $ 2,954,908 | $ 19,681,885
Totals FY09-FY11 | $ 4,034,718 | $ 51,537,051 | $ 9,195,613 | $ 64,767,382

2013 (est) Namibia $ 13,109,892

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Namibia has made remarkable progress toward the goal of providing universal access to high
quality comprehensive HIV treatment services and now has one of the highest levels of treatment
coverage in sub-Saharan Africa, with an estimated 76% of eligible Namibians (CD4 < 350 cells
per ul®) on ART in 2011.

In FY 2013, PEPFAR Namibia will support the national treatment program, with some change in
scope. The program will shift from direct service delivery support to greater focus on technical
assistance. Significant examples of this shift include the phase out of U.S. government funding
for ARV medicines and the reduction in health care worker salary support for doctors, nurses,
and other clinical staff in 6 priority regions.

Over the next two years, the U.S. government will focus on reducing the overall unit cost of
treatment by maximizing efficiencies. For example, the U.S. government will support strategic
integration by providing costing and workload scenario models to one-stop TB/HIV services,
ART in general, out-patient departments and integration with antenatal care for PMTCT and
follow up care. The U.S. government will also promote cost effectiveness and sustainability of
bio clinical monitoring for treatment through the implementation and evaluation of point of care
testing for CD4 counts.

Other U.S. government treatment priorities in FY 2013 are strategically focused on supporting
the transition from direct service delivery to technical assistance and collaboration, including:
providing technical assistance to assist the GRN to define its approach to implementing new
treatment-as-prevention priorities; supporting decentralization of services to the regional, district
and community levels to increase access to services; strengthening procurement systems;
improving adherence and retention within the context of the continuum of care; strengthening
paediatric and adolescent HIV programs: and providing technical assistance for health workforce
planning, modelling and assessment.
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Care

CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS: Total

Fiscal Year Operating Unit Care and Pediatric Care |[HVTB:TB/HIV| HKID: OVCs '

Care

Support and Support

2009 Namibia $ 7982340|% 2845454 |$ 3,657,504 [$ 9,572,227 | $ 24,057,525
2010 Namibia $ 6,356,384|3% 2658958 |$% 3,087,488 (% 8,121,902 |$ 20,224,732
2011 Namibia $ 6,232041)|$ 3,305665|$% 3083546 (% 7,499,600 | $ 20,120,852
Totals FY09-FY11l |$ 20,570,765|$% 8,810,077 |$ 9,828,538 [ $ 25,193,729 | $ 64,403,109

2013 (est) Namibia 15,877,596

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

©“

Approaches and priorities in the PEPFAR Namibia FY 2013 care and support portfolio reflect
Namibia’s maturing epidemic and are based on a family-centered approach to the continuum of
care. Namibia has made steady progress towards providing access to high quality clinical and
community-based HIV care services, with over 250,000 adults and children provided with care
in the past two years. The demand for pre-ART services (Pre-ART care spans the period
between a person testing positive for HIV and needing ART) increased significantly in 2010
when the guidelines for ART were revised to use a CD4 count of 350 as the threshold. That
increase has now stabilized.

Programs focused on strengthening systems and protection for OVC remain a priority and will
help build the social sector workforce to address child vulnerability and strengthen protection
systems to mitigate child vulnerability to HIV, violence, and poverty.

Other U.S. government care and support program priorities in FY 2013 include: improving
access to care by training the new community-based cadre of health extension workers,
improving civil society capacity to provide home-based palliative care targeted at pre-ART and
ART clients; building health worker capacity for improved palliative care and nutrition and HIV
service integration; expanding programming for HIV prevention with people living with HIV;
linking beneficiaries of nutrition with economic strengthening activities as appropriate;
strengthening care and support for victims of gender based violence; and supporting the
development and roll out of national guidelines on care and support for adolescents living with
HIV. Sustainability will be addressed through technical assistance to GRN and civil society,
with a focus on understanding the comparative advantages and distinct, but important, roles and
responsibilities of each.

U.S. government collaborates actively with other donors in Namibia to harmonize care efforts,
leverage combined expertise, and establish joint strategies for engagement with the GRN. The
U.S. government in collaboration with the GF, support more than 90% of the community-level
home-based care program, implemented by NGOs and civil society. Clinton Health Access
Initiative (CHAI) and United Nations Children's Fund (UNICEF) support for severe acute

116



malnutrition has facilitated a platform for the PEPFAR-supported nutrition assessment,
counselling and support (NACS) program.

Governance & Systems

GOVERNANCE AND SYSTEMS (FY09 - FY11) & FY13 Estimate
. N HLAB: HVSI: Strategic | OHSS: Health HVMS: Ll
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems -
Operations Systems

2009 Namibia $ 2311413 | $ 5,868,234 | $ 8,642,507 | $ 8,976,610 | $ 25,798,764
2010 Namibia $ 1,414,655 | $ 3,520,720 | $ 10,075,183 | $ 16,841,105 | $ 31,851,663
2011 Namibia $ 1,212,562 | $ 5571912 | $ 11,495,192 | $ 17,404,869 | $ 35,684,535
Totals FY09-FY11 $ 4,938,630 | $ 14,960,866 | $ 30,212,882 | $ 43,222,584 | $ 93,334,962
2013 (est)  |Namibia $ 22,401,614

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Given PEFPAR Namibia’s shift in emphasis from direct service delivery to technical assistance
and collaboration, health systems strengthening is playing an increasingly important role in the
HIV portfolio. In FY 2013, PEPFAR Namibia will strengthen partnerships, particularly among
domestic stakeholders that can contribute to the sustainability of the HIV response, including the
public sector beyond the Ministry of Health and Social Services (MoHSS) and the private sector.
To address financial sustainability, PEPFAR will support the GRN in developing informed
budget submissions related to the HIVV/AIDS response, supporting national funding mechanisms
that have the potential for financing some civil society services, and working with NGO partners
to develop innovative resource mobilization plans. In line with the Global Health Initiative,
PEPFAR Namibia will support “smart integration” approaches in Namibia, including the
provision of costing and workload scenario models to inform the integration process, and provide
direct funding to the MoHSS to implement the selected integration model.

FY 2013 will prioritize strategic information activities that focus on critical gaps that still exist in
Namibia’s ability to conduct core monitoring & evaluation, surveys and surveillance, health
management information systems and operational research activities. U.S. government support
will focus on operationalization of the National HIVV/AIDS Monitoring and Evaluation Plan by
developing and harmonizing sustainable information systems, improving data quality, and
strengthening strategic information on human resource capacity. A strong emphasis lies on
advocating for increased GRN prioritization and funding for monitoring and evaluation,
surveillance, and research activities and for inclusion of monitoring and evaluation staff on the
MoHSS staffing list.
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Country Engagement

Responding to the HIV epidemic remains a national priority for Namibia. The 2010/11-2015/16
National Strategic Framework (NSF) is the fourth five-year plan for addressing HIVV/AIDS and is
linked to national development strategies and international commitments. The NSF commits the
GRN to increasing its financial contribution to the HIVV/AIDS response to 70% by 2015 (a 20%
increase from 2010/11). The GRN-U.S. government Partnership Framework on HIV/AIDS 2010
— 2015 is aligned with the NSF.

The GRN has initiated planning to create an HIVV/AIDS sustainability and transition plan during
2012. The PEPFAR Namibia team aims to utilize the opportunity of this Namibian led process
to define joint priorities for programming and use of declining external resources through 2015
and beyond. Critical outputs will be the ability to set a 3-year program budget for the PEPFAR
program from 2013 — 2015 which would then be assessed during annual COP development
processes and agreement on an effective joint planning process that systematically engages key
stakeholders to make programmatic and budgetary decisions. In addition, the U.S. government
will continue to work closely with Namibian stakeholders to share information on PEPFAR
supported programs with the goal of full transparency. This full transparency and resultant full
understanding of what is currently being supported will help to provide the solid foundation upon
which Namibia can make future programming decisions.

118



Nigeria

Country Context

The Federal Republic of Nigeria consists of six geo-political zones that include thirty-six (36)
states and the Federal Capital Territory (FCT), which, in turn, contain seven-hundred seventy-
four (774) local government areas (LGAS). The country has 2.98 million HIV-positive
individuals and constitutes the second greatest burden of HIV/AIDS care and treatment
worldwide. Adding to this burden are the estimated 2.18 million children orphaned by
HIV/AIDS. Nigeria also has one of the highest tuberculosis (TB) burdens in the world
(311/100,000 population) and the largest TB burden in Africa. Generalized HIV prevalence
among 15-49 year olds is about 3.6 percent, but significantly higher rates exist among key
populations, including commercial sex workers (30.2-37.4 percent), men who have sex with men
(13.5) and injecting drug users (5.6 percent). Heterosexual transmission accounts for up to 95
percent of HIV infections. Women account for close to 60 percent of all adults living with HIV.

HIV prevalence varies widely across states as well as rural and urban areas. The variability in
prevalence by states was demonstrated in a 2010 antenatal prevalence (ANC) survey, with
prevalence ranging from a low of one percent in Kebbi State to 12.7 percent in Benue state. The
drivers of the HIV epidemic include low perception of risk, multiple concurrent partners,
informal transactional and inter-generational sex, lack of effective services for sexually-
transmitted infections (STIs), and poor quality of health services. Gender inequalities, poverty,
and HIV/AIDS-related stigma and discrimination also contribute to the continuing spread of the
infection. Risky behaviors continue and are targets for key prevention interventions.

The United States Government (USG) programmatic approach for FY 2013 will continue to
reflect a shift as a result of its commitment to implementing the Global Health Initiative (GHI)
Strategy and the Partnership Framework Implementation Plan (PFIP). Priorities of the GHI
strategy and PFIP include: improved human resources for health; greater focus on women and
children; delivery of highest-impact service interventions, particularly at the primary health care
(PHC) level; and strengthened leadership, management, governance, and accountability for
program ownership and sustainability. The USG will provide technical assistance to the
Government of Nigeria (GON) and shift to greater focus on state and local levels of government
to improve capacity in planning, management, and leadership of HIV/AIDS and TB programs.

The U.S. Department of Defense Walter Reed Program (DOD WRP-N), U.S. Agency for
International Development (USAID), and U.S. Health and Human Services /Centers for Disease
Control and Prevention (CDC) implement this program. In FY 2013, the DOD WRP-N will
continue to strengthen its partnership with the Nigerian Ministry of Defense Emergency Plan
Implementation Committee (NMOD - EPIC) to promote country ownership and sustainability
for the USDOD-NMOD HIV Program. USAID and CDC will continue to work with their
implementing partners (IPs) in close collaboration with the GON at all levels across the full array
of HIV/AIDS service delivery areas.
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All USG agencies will work towards fulfilling the 2015 partnership framework (PF) and
partnership framework implementation plan (PFIP) goals in FY 2013:

1. Repositioning the prevention of new HIV infections as the major focus of the national

HIV/AIDS response through the implementation of evidence-based behavior change

communication and HIV prevention interventions;

Assuring that at least 50% of PLHIV have access to quality care and support services;

Increasing access to anti-retroviral treatment (ART) for PLHIV from 32% to 80%;

4. Increasing GON (federal, state and local) financing of the national HIVV/AIDS response
from 7% to 50%;

5. And ensuring that at least 80% of HIV/AIDS programs have adequate numbers of
appropriately skilled and gender-responsive professional and community health workers.

wn

Below is a table of PEPFAR Nigeria’s budget representing its major program areas.

Nigeria Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 66,321,853 15%| $ 90,712,770 21%| $ 194,136,582 44%| $ 91,115,848 21%| $ 442,287,053
2010 $ 76,551,080 17%| $100,154,685 22%| $ 170,062,584 37%[$ 112,400,935 24%| $ 459,169,283
2011 $ 81,808,867 17%| $ 99,227,503 20%| $ 152,755,036 31%| $ 154,822,875 32%| $ 488,614,281
Total 2009-2011 | $ 224,681,800 16%| $290,094,958 21%)| $ 516,954,202 37%| $ 358,339,658 26%| $1,390,070,617
2013 (est) $ 95,472,785 22%| $ 90,200,191 20%| $ 120,605,452 27%|[ $ 135,377,572 31%| $ 441,656,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Prevention
PREVENTION (FY09 - FY11) & FY13 Estimate
_ | mTCT: HVAB: | ivop: Other | HMBL: Blood [HMIN: Injection| 'PU7 MECd | oy pgre|  HVCT: Total,
Fiscal Year Operating Unit Abstinence and . and non-Inj. . . . [Counseling and| .
PMTCT - Prevention Safety Safety Circumcision . Prevention
Fidelity Drug Use Testing

2009 Nigeria $17,837,942 | $ 18173234 [$ 18206442 |$ 6,230923 [$ 3,028,502 | $ $ 40,000 |$ 2,804810|$ 66,321,853
2010 Nigeria $29,301,532 | $ 14,604587 |$ 20749479 |$  7,198941|$ 3215091 |$ $ $ 1481450 (% 76,551,080
2011 Nigeria $31,579,984 | $ 14,028918 [ § 20560241 |$ 7,042,720 [$ 2,460,039 | $ $ - |$ 6,036,965 % 81,808,867
Totals FYO9-FY11 | $78,719,458 | $ 46,806,739 | $ 59,516,162 |$ 20,572,584 [ $ 8,703,632 | $ $ 40,000 | $ 10,323,225|% 224,681,800
2013 (est) Nigeria $ 95,472,785

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The GON has committed to make the prevention of new infections the focus of the national
HIV/AIDS response. Prevention priorities for FY 2013 will continue to include prevention of
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mother-to-child-transmission (PMTCT); prevention of sexual transmission; condom availability
and other prevention initiatives; Positive Health, Dignity and Prevention programs (PHDP);
prevention of medical transmission (blood and injection safety); and HIV counseling and testing.
The USG will continue to focus more on most-at-risk populations in geographic hot spots and
less on general population interventions.

The USG will continue to integrate PMTCT services into maternal and neonatal child health
service outlets and increase engagement with the private sector for PMTCT service expansion.
The USG is leveraging resources for PMTCT commodities, including rapid test kits for HIV
testing, reagents for Early Infant Diagnosis (EID) and antiretroviral (ARV) drugs for
prophylaxis. There will be an increased emphasis on training and technical assistance to the
GON, especially in the fields of quality assurance, quality control, and logistics management.
The PMTCT budget is increasing as well as greater collaboration with other donors including the
Global Fund to Fight AIDS, Tuberculosis and Malaria (GF).

The FY 2013 Sexual Prevention focus includes the following: 1) prioritizing combination
prevention approach (biomedical, behavioral and structural interventions) in line with the
National Prevention Plan’s Minimum Prevention Package Initiative; 2) focusing behavioral
interventions on minimizing sexual risk and increasing protection in focus populations; 3) and
evidence-based behavioral interventions via mass media campaigns and community and social
mobilization by partners.

Blood transfusion services remain a source of transmission for HIV and other pathogens despite
the gains made by the National Blood Transfusion Service (NBTS) since 2007. In FY 2013, the
USG will continue supporting the dissemination and implementation of existing policy protocols
as well as advocating for, and building service provider capacity, and providing technical
assistance (TA) to encourage the adoption of universal precaution standards.

PEPFAR continues to improve coordination with other donors working on PMTCT and other
program elements, most notably the Global Fund ensuring complementary efforts and avoiding
duplication. Joint planning and site visits between the USG and GF occurred during preparation
of the 2012 country operational plan and will continue in 2013.
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Treatment

TREATMENT (FY09 - FY11) & FY13 Estimate
Fiscal Year Overating Unit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
P g Drugs Treatment Treatment Treatment

2009 Nigeria $ 103,602,788 | $ 79,810,493 | $ 10,723,301 | $ 194,136,582
2010 Nigeria $ 80,610,573 | $ 80,615519 | $ 8,836,492 | $ 170,062,584
2011 Nigeria $ 72,159,642 | $ 72,328,642 [ $ 8,266,752 | $ 152,755,036
Totals FY09-FY11 | $ 256,373,003 | $ 232,754,654 | $ 27,826,545 | $ 516,954,202

2013 (est) Nigeria $ 120,605,452

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Treatment activities in FY 2013 include the provision of ARVs and expansion of services to
eligible patients and laboratory support for the diagnosis and monitoring of HIV-positive
patients. Phased transition of first-line ARV procurement to the Ministry of Health (MoH) is also
an important goal. To support this goal, the USG and other donors will continue to build the
capacity of MoH, support the ministry’s efforts to forecast, identify, and expand access to lower-
cost drugs, and develop an ARV transition plan. Additional priorities for FY 2013 include
treating HIV/TB co-infection, increasing efficiency in ARV procurement, and strengthening the
procurement and distribution systems for drugs and commodities.

PEPFAR will use a “proactive testing strategy focused on identifying positive persons eligible
for treatment-based on WHO guidelines. Partners will be encouraged to use the provider-
initiated approach (PITC) for all patients accessing health facilities. HIV-exposed children less
than 18 months of age will be diagnosed for HIV infection and started on ARVs and provided
with co-trimoxazole prophylaxis.

USG partners will scale up ART services by focusing on: high burden states and states with high
unmet need; the early identification of HIV infected persons, linkages and retention in care;
continued decentralization of ART services to PHC level; and expansion of the pool procurement
mechanism to include selected laboratory commaodities/reagents in addition to antiretroviral
drugs and rapid test kits.

Partners will increase coverage and access to ART among HIV-infected children and reduce the
number of deaths attributable to pediatric HIV/AIDS. Services will be integrated into the
broader MNCH services as well as strengthen linkages between pediatric treatment, PMTCT,
orphans and vulnerable children (OVC), and adult treatment programs. To promote more cost
efficient services, the USG will support and encourage streamlining of trainings for health care
workers at lower levels through an integrated training package. Preventing and treating TB-HIV
co-infections will remain priority due to the high TB burden. A major focus in FY 2012 was
expansion and enhancement of TB-HIV sites at the state and local levels which will be continued
in FY 2013. The USG will contribute medical equipment, testing commodities, and training to
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support treatment and testing sites. In the TB Directly Observed Treatment Short-Course (TB
DOTS) settings, the USG will continue provider-initiated routine HIV testing. In FY 2013 we
will strengthen screening of TB disease among HIV positive patients to prevent TB and
strengthen TB infection control in comprehensive HIV treatment sites with co-located TB DOTS
treatment sites.

In FY 2013, the USG will continue to pool all ARV procurements through the Partnership for
Supply Chain Management System (SCMS). This method, based on PEPFAR and GON
forecasting, decreases duplication by individual partners and increases efficiency. The USG
supports logistics management activities, a key component of ARV delivery, through ongoing
development of a Logistics Management Information System and an Inventory Control System.
Key activities include a pilot to unify the multiple PEPFAR supply chain systems in a selected
region. Lessons learned from this pilot will inform the planned merger of PEPFAR supply chain
systems with the GON logistics system. This arrangement will bolster GON ownership and
sustainability of logistics management operations.
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Care

CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS: Total

Fiscal Year Operating Unit Care and Pediatric Care |[HVTB:TB/HIV| HKID: OVCs o

Care

Support and Support

2009 Nigeria $ 37,289,099 |$ 4,296,325 |$% 10,569,102 | $ 38,558,244 | $ 90,712,770
2010 Nigeria $ 41,389,794 |$ 4,890,689 |% 9,795201|$ 44,079,000 | $ 100,154,685
2011 Nigeria $ 37,963,758 |$ 5,234,038 |$ 11,878,943 |$ 44,150,764 | $ 99,227,503
Totals FY09-FY11 [$ 116,642,651 | $ 14,421,052 | $ 32,243,246 | $ 126,788,008 | $ 290,094,958
2013 (est) Nigeria $ 90,200,191

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The USG and GON will continue to work towards establishing a basic package of services for
HIV-positive people and their families. In FY 2013, care services will be provided to all HIV-
positive patients identified in USG programs. These include basic care kits; management of
opportunistic infection and sexually transmitted infections; laboratory follow-up; nutritional,
PHDP, psychosocial, and spiritual support; and referral to a care network. People living with
HIV/AIDS will have access to support services and access to psychosocial support. The USG
will promote access to community home-based care and strengthen networks of health care
personnel and community health workers. The USG will continue to support the harmonization
of training materials and their use and increase focus on adherence counseling.

Children of HIV-infected adults currently in care will be linked to specialized OVC services.
The USG will continue to support the federal, state, local government, and civil society to
collaboratively provide, manage, and monitor integrated, comprehensive care to OVC and their
families. The USG will also continue to support the Ministry of Women Affairs and Social
Development (MWASD) OVC Division to improve its capacity for better coordination of
activities, initiatives, and advocacy to address the overwhelming needs of OVC and their
caretakers. The OVC program will scale up household economic strengthening to empower
families to respond to the needs of vulnerable children.
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Governance and Systems

GOVERNANCE AND SYSTEMS (FYO09 - FY11) & FY13 Estimate
. N HLAB: HVSI: Strategic | OHSS: Health HVMS: L,
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems .
Operations Systems

2009 Nigeria $ 41,706,290 | $ 17,739,019 | $ 11,991,301 [ $ 19,679,238 | $ 91,115,848
2010 Nigeria $ 40,191,356 | $ 15,113,616 | $ 18,392,982 | $ 38,702,981 | $ 112,400,935
2011 Nigeria $ 39,957,633 | $ 21,592,343 | $ 55,650,161 | $ 37,622,738 | $ 154,822,875
Totals FY09-FY11 $ 121,855279|$ 54,444,978 | $ 86,034,444 | $ 96,004,957 | $ 358,339,658
2013 (est)  [Nigeria $ 135,377,572

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013 the USG will continue its focus on country ownership through increased direct
funding to the GON and local civil society. Capacity-building will continue to be integrated as a
core component across all health assistance, including continued support for training institutions
for physicians, nurses, midwives, laboratory technicians, and other paraprofessionals. Using a
systems approach, efforts will continue to focus on increasing efficient utilization and integration
of the workforce at the district, sector and community level, strengthening national management
of service delivery, management of financial resources, leadership of human resources as well as
staff training and deployment. The USG will continue to support leadership and capacity-
building in health finance, particularly in the further transfer to the GON of the capacity to
develop, maintain and use the national resource tracking database in planning and program
management at national and district levels. The USG will continue to support capacity building
for operational research and data collection with key local institutions and continue to support
the development of a national laboratory network that meets international accreditation
standards. The USG GHI Strategy and the Partnership Framework (PF) have identified HRH as a
critical element of health programming in Nigeria. The USG will support improvements in the
availability, distribution and utilization of adequately skilled HRH. The USG, through the DOD
Walter Reed Program (WRP), will support the Nigerian Ministry of Defense to provide capacity
building for its personnel and the Ministry of Health in advanced HIVV/AIDS care at its Clinical
Training and Research Center (CTRC) at 44 Nigerian Army Reference Hospital Kaduna. This
will be achieved through curriculum development, training and clinical attachment for doctors,
nurses and pharmacists.

The PF clearly stipulates that the GON increases its contribution to the national response from
the current level of seven percent to 50 percent in 2015. The USG’s strategy in this regard
includes: intensified policy dialogue and health diplomacy to increase GON allocations for
health; building the capacity of NACA so that it can effectively mobilize adequate resources
from the GON’s internal sources; promoting and supporting performance-based
financing/budgeting; assisting the GON in exploring alternative financing options to sustainably
fund HIV/AIDS programs; exploring ways to facilitate access to credit for private sector
healthcare providers that provide HIV-related services; supporting activities to improve

transparency and accountability in resource allocations and utilization in the public sector;
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supporting costing studies and assessments for program planning and implementation;
supporting the implementation of health insurance schemes; and exploring public/private
partnership opportunities to unleash private resources for HIV/AIDS programming.

Country Engagement

At the 2011 General Assembly High-Level Meeting on HIV/AIDS in New York, Nigerian
President Goodluck Ebele Jonathan committed to achieving universal access to HIV prevention,
treatment, and care, and support. President Jonathan stated that the GON needs to commit to 50
percent of HIV/AIDS funding. Although this commitment is impressive, the challenge around
country ownership and sustainability remains significant. Traditionally, organizational and
technical capacity among government offices and staff has been low at the state and LGA levels.
Insufficient staff, significant staff turnover, poorly defined and over-lapping job descriptions, and
insufficient resources to carry out key functions (e.g., coordination, planning, monitoring, and
reporting) are a few of the challenges facing state and LGA level offices. In addition, offices at
the state and LGA levels have few mechanisms to collect data on their own performance and
have limited opportunities to contribute to national HIVV/AIDS priorities and work plans.

In support of greater country ownership and sustainability, activities set forth in FY 2013 will
reflect the objectives outlined in the National Strategic Framework 2 (NSF2) and the National
Strategic Health Development Plan (NSHDP). FY 2013 activities will specifically follow the
commitments agreed upon by the USG, GON, and other PFIP stakeholders.

Numerous challenges and opportunities exist within the newly-defined country ownership
dimensions (for example: political ownership/stewardship, institutional and community
ownership, capabilities, and accountabilities). While the GON has clearly articulated its
priorities and plans, the GON remains dependent on technical and operational assistance from
the USG and other donors to improve organizational capacity to oversee stakeholder activities.
Increased institutional ownership requires greater technical support to local entities (e.g. local
and state governments and non-governmental and civil society organizations) to more effectively
monitor, coordinate, and oversee programmatic efforts.

In addressing these numerous challenges, the USG has identified opportunities to transition its
service delivery and capacity building efforts to local entities. Substantial progress has occurred
with several projects designed exclusively for local entities commencing implementation in
COP12. The USG has expertise in a wide variety of technical areas, including health systems
strengthening and health care financing, to provide GON and other organizations with state of
the art technical guidance and assistance. Additionally, the USG has commenced efforts to
support the GON’s plan to decentralize service delivery which will allow for a more manageable
program at the local level. The USG will accomplish this through targeted capacity building and
direct engagement of state and local governments to leverage locally-available resources to
achieve synergy and improve overall efficiency.
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Rwanda

Country Context

Rwanda has made remarkable progress since the tragedy of the 1994 genocide, with growth in
real per capita income averaging nearly five percent and accelerating to an average of over eight
percent in the period 2006 — 2010 (NISR, Statistical Yearbook 2011). It nevertheless remains one
of the world’s poorest countries. The United Nations Development Program (UNDP) ranked
Rwanda 166 out of 187 worldwide on its most recent Human Development Index (UNDP HDI
2011). According to the most recent household survey, undertaken in 2011, 45 percent of the
population lives below a poverty line of approximately $1.30 per day with 24 percent falling
below an extreme poverty threshold of about $0.90 per day (NISR, 2012). Agriculture is
extremely important to the Rwandan economy. Over 90 percent of households practice some
form of crop cultivation while the sector serves as the principal source of employment for nearly
80 percent of the labor force and accounts for about one-third of gross domestic product. The
majority of this agricultural labor is provided by women. With an estimated population density
of 407 persons/square km, Rwanda is the most densely populated country on the continent of
Africa (NISR, 2011). If unchanged, the current growth rate of 2.95% per annum will produce a
population of 14 million and density of 581 persons/square km by 2020, threatening economic
growth and efforts to reduce poverty. It is estimated that 53% of the population is below 20 years
of age (NISR, Statistical Yearbook 2011).

An estimated 3.0% of the adult population is infected with HIV (3.7% of adult women and 2.2%
of adult males) [RDHS 2010]). Out of a population of approximately 10.7 million, 170,000
Rwandan adults and 22,000 children are estimated to be living with HIV (EPP/Spectrum, 2010).
The repercussions from the 1994 genocide, in which up to a million Rwandan citizens were
killed, combined with HIV, have resulted in more than a million orphans and vulnerable children
and deaths of approximately 5,600 persons due to HIV-related illness each year. According to
epidemiologic models, Rwanda’s epidemic is primarily driven by heterosexual contact (75%)
and mother-to-child transmission (20%). Populations most-at-risk for HIV in Rwanda include:
discordant couples; out-of-school youth; commercial sex workers, their clients and partners;
military and police personnel; long distance truck-drivers, and prisoners.

A key focus of the FY 2013 program is to continue support for the sustainable transition of the
PEPFAR supported program activities to national ownership. One component of the transition is
shifting prior year PEPFAR supported components of the treatment and care portfolio to the
Global Fund for longer term sustainability. The FY 2013 programmatic activities will continue
to support the progress made under the Partnership Framework (PF) and Partnership Framework
Implementation Plan (PFIP) 2009 — 2012 by contributing to support the following goals:

1. The incidence of HIV in the general population is halved by 2012;

2. Morbidity and mortality among people living with HIV/AIDS are significantly reduced;

3. People infected and affected by HIVV/AIDS have the same opportunities as the general
population; and
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4. The human and institutional capacity of the public health system to plan, manage, and
implement sustainable health programs is strengthened at all levels.

Further, FY 2013 activities will continue to support the Rwandan medical education system to
support the long-term care of HIV positive individuals.

Below is a table of PEPFAR Rwanda’s budget representing its major program areas.

Rwanda Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 37,614,871 25%| $ 35,123,654 24%| $ 39,325,615 27%| $ 35,583,173 24%| $ 147,647,313
2010 $ 26,227,329 20%| $ 31,562,874 24%| $ 35,695,827 27%| $ 37,961,283 29%| $ 131,447,313
2011 $ 21,870,114 19%| $ 25,962,412 22%| $ 33,663,460 29%| $ 33,932,392 29%| $ 115,428,378
Total 2009-2011 | $ 85,712,314 22%| $ 92,648,940 23%| $ 108,684,902 28%)| $ 107,476,848 27%| $ 394,523,004
2013 (est) $ 19,444,217 18%| $ 22,257,819 21%[ $ 19,889,181 19%| $ 43,629,784 41%| $ 105,221,000

*Totals include planned funding for all accounts.
** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed PEPFAR FY12

Prevention
PREVENTION (FY09 - FY11) & FY13 Estimate
_ — MTCT: HVAB: | Livop: Other | HMBL: Blood |HMIN: Injection| 'PYF* MECNg| oo pgg|  HVCT: Total,
Fiscal Year Operating Unit Abstinence and . and non-Inj. . .. [Counseling and .
PMTCT - Prevention Safety Safety Circumcision X Prevention
Fidelity Drug Use Testing

2009 Rwanda $ 9,082,966 | $ 6,010,700 |$ 6,629,000 |$ 5585000 |$ 1530672 [$ - |$1825000[$ 6,951533)% 37,614,871
2010 Rwanda $ 5019411|$ 3517897 |$ 5873864 [$ 3,267,001 |$ 1537,825| $ $ 1,361,250 | $ 5,650,081 | $ 26,227,329
2011 Rwanda $ 4376455|8 1790282 |$ 4541361 [$ 2,852,000 | $ 1,439,067 | $ $ 1,232,800 | $ 5638149 | $ 21,870,114
Totals FY09-FY11 | $18,478,832 | $ 11,318,879 [$ 17,044225|$ 11,704,001 |$ 4,507,564 [ $ $ 4,419,050 | $ 18,239,763 | $ 85,712,314
2013 (est) Rwanda $ 19,444,217

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The Government of Rwanda’s (GOR) key policies and documents guide implementation of
health programming in the country with HIV/AIDS prevention as a key priority; for example,
reaching the Economic Development and Poverty Reduction Strategy (EDPRS) target of 0.5%
HIV incidence by 2012 ensures that Rwanda stays on track to achieve its MDG target for 2015
of stabilizing HIV prevalence at 3%.

Although HIV remains endemic at 3.0 percent (RDHS 2010), Rwanda’s challenge is balancing
interventions for its mixed epidemic. The USG, therefore, in FY 2013 will support combination
prevention approaches where biomedical, behavioral and structural interventions work
synergistically to complement and reinforce one another within a contextualized approach to
address epidemic patterns, social norms and structures, sexual and gender-based violence
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(SGBV), and human rights. The USG will continue to focus on gender equality in HIV
prevention. HIV prevalence rates for young women aged 15-24 are five times that of young men,
and women bear the burden of the disease. The USG supported programs in FY 2013 will
include HIV monitoring, surveillance and evaluation to capture information about the gender
dimensions of the epidemic; developing and tracking targets and indicators to measure gender-
related outcomes; and scaling up specific interventions to address the gender dynamics of HIV.
Further FY 2013, the USG programs will target at-risk youth, key populations, people living
with HIV (PLHIV) and other vulnerable populations with evidenced-based HIV prevention
programs primarily delivered by civil society organizations. The government of Rwanda has
taken on abstinence and be faithful programming with Global Fund financing so the PEPFAR
program is focusing on other prevention programming.

Treatment
TREATMENT (FYQ9 - FY11) & FY13 Estimate
Fiscal Y o tina Unit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,

Iscal Year perating Lni Drugs Treatment Treatment Treatment
2009 Rwanda $ 10,860,593 | $ 25,830,863 [ $ 2,634,159 | $ 39,325,615
2010 Rwanda $ 11,490,309 | $ 21,913,758 | $ 2,291,760 | $ 35,695,827
2011 Rwanda $ 13,463,272 | $ 18,310,109 | $ 1,890,079 | $ 33,663,460
Totals FY09-FY11 | $ 35,814,174 | $ 66,054,730 | $ 6,815,998 | $ 108,684,902
2013 (est) Rwanda $ 19,889,181

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

A continued focus of the USG program is to support the sustainable transition of activities to
national ownership. To date the USG has strengthened the capacity of Rwandan host
government institutions to manage PEPFAR-supported HIV programs with high quality and to
report results to the USG. The USG will continue to monitor the 76 clinical sites that were
transferred to the GOR in FY 2012 to assure continued quality of the services. In FY 2013 the
USG will continue the process of strengthening the Ministry of Health’s (MoH) capacity to
improve program quality and sustainability at national and district levels with the goal of
transferring all clinical sites to the GOR by 2015. Treatment activities include ART programs,
focused on both adults and children, and laboratory support.

In FY 2013 PEPFAR will continue to support a more strategic approach to ART; scale up of task
shifting, rationalization of routine biomedical tests in ART services, and decentralization of
services. The USG will continue working with the Rwandan National Reference Laboratory
(NRL) to develop infrastructure plans for NRL and for the Rwanda Laboratory Network.
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Care

CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS: Total

Fiscal Year Operating Unit Care and Pediatric Care |[HVTB:TB/HIV| HKID: OVCs '

Care

Support and Support

2009 Rwanda $ 12,906,429 |3% 2,841480|$ 6,010,154 [$ 13,365,591 | $ 35,123,654
2010 Rwanda $ 12487,165|3% 2215873 |$ 4,702,636 [ $ 12,157,200 | $ 31,562,874
2011 Rwanda $ 10,379567 |$ 2,893,746 |$ 3,714,204 [$ 8,974,895 | $ 25,962,412
Totals FY09-FY11 | $ 35,773,161 |$ 7,951,099 | $ 14,426,994 | $ 34,497,686 | $ 92,648,940
2013 (est) Rwanda $ 22,257,819

*Totals include planned funding for all accounts.
** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR

Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013 the USG will continue to transition health facilities management to the GOR to
provide basic care and support services to PLHIV (adults and children). Programmatic activities
will continue to support gains made during the past three years including: improved pediatric
care outcomes, roll out of co-trimoxazole for all HIV positive patients regardless of CD4 counts,
implementation of task-shifting, couples counseling, scale up of PwP programs, long-term
training of pathologists to support HIV-related cancers including cervical cancer among HIV
positive women and diagnosis of extra-pulmonary TB.

Governance and Systems

GOVERNANCE AND SYSTEMS (FY09 - FY11) & FY13 Estimate
. . . HLAB: HVSI: Strategic OHSS: Health e LEiEl
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems .
Operations Systems

2009 Rwanda $ 6,625,640 | $ 9,172,876 | $ 13,429,204 [ $ 6,355,453 | $ 35,583,173
2010 Rwanda $ 10,070,097 | $ 6,575,622 | $ 8,910,246 | $ 12,405,318 | $ 37,961,283
2011 Rwanda $ 6,186,719 | $ 5,378,564 | $ 8,670,017 [ $ 13,697,092 | $ 33,932,392
Totals FY09-FY11 $ 22,882,456 | $ 21,127,062 | $ 31,009,467 | $ 32,457,863 | $ 107,476,848
2013 (est)  |Rwanda $ 43,629,784

*Totals include planned funding for all accounts.
** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed PEPFAR FY12

The USG works closely with other development partners, civil society organizations, private
sector actors, and government institutions to address critical issues within the Rwandan health
system. While various elements of the national health policy have been discussed and debated
since the early post-genocide years, it was not until the Rwanda Health Sector Strategic Plan
(HSSP 1 2005-2009) and the complementary National Health Policy were developed in 2004
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that the country had an updated blueprint for its health system. Rwanda is a dynamic country,
characterized by the rapid adoption of new approaches, strategies and programs, yet Rwanda also
has critical deficits in human resource capacity, which is the result of its limited pool of highly
educated individuals and the regular movement of staff within and outside the health sector. In
turn, this situation has compounded systemic deficits, contributing to low levels of institutional
capacity at all strata of the health system.

To address these issues, in FY 2013, the USG will continue supporting the GOR to implement its
Human Resources for Health Strategy and provide support to pre-service education including
infrastructure and other support to key educational institutions in Rwanda to increase the
country’s capacity to provide pre- and post-graduate training in nursing, midwifery, medicine,
public health management, field epidemiology, program management, and strategic information-
As these strengthen the national HIV/AIDS response. Support will include expansion of the
physical and IT infrastructure of existing educational facilities, with additional support from
GOR and other donors. Emphasis will also be placed on increasing the capacity of faculty and
staff to employ innovative pedagogic methods to improve the quality of teaching and learning, as
well as to improve their clinical mentorship and supervision skills.

Along with other donors, the USG will support the GOR to recruit, train and mentor physicians,
nurses, midwives, and health managers. In partnership with US academic institutions, the GOR
will strengthen the capacity of Rwandan health sciences institutions, as well as provincial and
district hospital which will serve as teaching sites, to produce a well-trained health workforce
capable of responding to Rwanda’s health need, anchoring a durable capacity for a long term
HIV/AIDS response.

Furthermore, given that in-service training is both disruptive and difficult to sustain, there will be
a focus on integration of in-service trainings into pre-service curricula as appropriate. The USG
will support the establishment of regional linkages and development of a network for trained
post-graduates.

The full transition of USG-supported activities to national ownership is dependent on the
capacity of Rwandan institutions and individuals. This has been recognized by the GOR and is
prioritized in multiple GOR health-related strategy documents as a key area of focus, including
the Rwanda Vision 2020, the Economic Development and Poverty Reduction Strategy (EDPRS)
and the HSSP 1. Increased investment in Rwandan staff, processes and systems, as well as
introduction of new technologies, is required to ensure the high quality and sustainability of
health services provided in Rwanda.

Through PEPFAR in FY 2013 the USG team will continue to support the GOR, civil society and
private sector to strengthen human and institutional capacity and to utilize this increased capacity
by investing in host country systems and processes. The expectation is that all partners focus on
human and institutional capacity building aligned with national plans. The expected results in the
medium-term are improved quality and increased uptake of health services and increased
production of high quality health professionals including nurses and medical specialists. Long-
term achievements should include reduced maternal and child mortality and lower prevalence of
HIV/AIDS, TB and malaria.
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Country Engagement

Over the past eight years and continuing in FY 2013, PEPFAR has and will continue to support
the national capacity to plan, lead, manage, and deliver quality health services across Rwanda.
The United States is the largest HIVV/AIDS bilateral donor in Rwanda. Other major bilateral and
multilateral donors supporting HIV/AIDS in Rwanda include: the Global Fund to Fight AIDS,
Tuberculosis, and Malaria (Global Fund), United Nations agencies (UNDP, UNFPA, UNHCR,
UNICEF, UNAIDS, UNIFEM, World Health Organization); the Great Lakes Initiative on
HIV/AIDS; Belgium Technical Cooperation; European Union; German Agency for International
Cooperation; Netherlands Embassy; Luxembourg Agency for Development Coordination;
Swedish International Development Agency; and the United Kingdom Department For
International Development. The USG actively participates in donor harmonization on a number
of levels, including the two main bodies that coordinate health activities undertaken by donors
and civil society in Rwanda: the Health Sector Working Group, chaired by the MoH Permanent
Secretary and co-chaired by the Belgian Embassy, of which the USG is vice co-chair; and the
Global Fund Country Coordinating Mechanism, chaired by the MoH Permanent Secretary and
co-chaired by the WHO country representative. These bodies include substantial representation
from the GOR, donors, and international and local civil society organizations that support the
health sector. In addition, the USG co-chairs multiple technical working groups under a newly
adopted national technical working group structure.

A continued focus of the USG program in FY 2013 is to support the sustainable transition of
activities to national ownership. To date the USG has strengthened the capacity of host
government institutions to manage PEPFAR supported HIV programs with high quality and to
report results to the USG. In addition, in 2013 further emphasis will be to improve the capacity
of local non-governmental organizations to manage and implement HIV programs. The USG
will also continue to support the long-term sustainability of Rwanda’s health sector through
strengthening human resources including enhanced medical education and health care
management.

The GOR is deeply committed to implementing the principle of country ownership, despite a
continued reliance on external funding. The GOR is fully engaged with donor partners, NGOs
and international organizations and directs all programs within their country. From the
beginning of PEPFAR, the USG and the GOR have worked closely on the coordination and
implementation of HIV/AIDS programs. The PEPFAR program, including the Partnership
Framework (PF) and the Partnership Framework Implementation Plan (PFIP), is completely
aligned with GOR strategies, goals and priorities. PEPFAR strategies are planned and
coordinated under the leadership of the MoH. The MoH convenes members of GOR, USG,
other donors, civil society, and implementing partners to establish technical priorities and share
information about the Country Operational Planning process. The GOR has actively reviewed
Country Operational Plans and coordinated the development and review of the Partnership
Framework and Implementation Plan.
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South Africa

Country Context

South Africa (SA) has a population of approximately 50 million people and 5.6 million HIV
positive people due to a generalized HIV epidemic that accounts for 17% of the global burden of
HIV and AIDS. HIV/AIDS is a leading cause of morbidity and mortality in SA with an adult
(ages 15 and older) HIV prevalence of 17.8%; antenatal HIV prevalence has stabilized at about
30% over the past four years. Gender-based violence has contributed to women and girls bearing
60% of the HIV disease burden. SA currently has the third highest TB burden in the world, with
an incidence of 981 per 100,000 population in 2010, an increase of 400% in the past 15 years
largely driven by HIV co-infection (60% are also HIV positive). While the TB cure rate
increased to 71.1% in 2009 from 54% in 2000, this is still well below the global target of >85%
and multi-drug resistant TB continues to increase (7,386 cases in 2010). Nevertheless,
significant achievements have been realized. Antiretroviral treatment (ART) has been scaled up
to reach 1.4 million (21% of those on ART globally). Life expectancy has increased for both
men and women and mortality due to HIV has decreased by 25%. Mother-to-Child
Transmission has decreased to 4% at 6 months of age and there has been a significant decline in
the total number of Orphans and Vulnerable Children. The UNAIDS World AIDS Day Report,
2011 noted that although still high, HIV incidence declined by a third in South Africa between
2001 and 2009 from 2.4% to 1.5%.

Over the next two years, the South African PEPFAR (PEPFAR SA) program will undergo
significant changes as the U.S. government partnership with the South African government
(SAG) moves to support a fully country owned national HIV and TB response. The SAG
commitment to scale up and strengthen its national HIV and TB response is reflected in the new
National Strategic Plan on HIV, STls, and TB 2012 — 2016 (NSP) and the progressive increase in
SAG financial commitments to support HIV and TB programs. The SAG request that PEPFAR-
funded clinical care and treatment services be shifted to the SAG public health system means
that many PEPFAR clinical staff will be hired by the SAG. Over the next few years, PEPFAR
SA will shift from direct care and treatment service delivery to the provision of technical
assistance rooted in identified needs of the SAG for health systems strengthening and capacity
building. During this transition, both governments will work together to communicate these
shifts, emphasize the continual scale-up of the national HIV and TB response, maintain high
quality continuum of care, and ensure that all patients continue to receive care and treatment
services without interruption. The SAG has also asked PEPFAR SA to scale up prevention
efforts and training of new health care and social workers. This transition and the activities to
support it are guided by the NSP and Partnership Framework and will be defined in the PEPFAR
Partnership Framework Implementation Plan (PFIP) that is currently being developed by a
bilateral writing group.

PEPFAR priorities for FY 2013 broadly include building health and social systems to achieve the
treatment, care, and prevention targets of the NSP, increasing human resources development
through pre-service and in-service training for health and social service personnel to help meet
the gap of 83,000 health care workers needed to roll-out Primary Health Care services,
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strengthening combination prevention interventions targeted for geographic “hot spots” and key
at risk populations, and expanding the VVoluntary Medical Make Circumcision (VMMC)
programs both directly and through training and other activities to build the capacity and delivery
of VMMC by the Department of Health to meet their FY 2012 target.

Below is a table of PEPFAR South Africa’s budget representing its major program areas.

South Africa Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 145,696,701 26%| $141,910,505 25%| $ 199,862,618 36%| $ 73,843,322 13%| $ 561,313,146
2010 $ 154,261,510 28%]| $136,073,992 24%| $ 196,996,694 35%| $ 73,073,565 13%| $ 560,405,761
2011 $ 152,616,905 28%]| $134,243,428 24%| $ 190,269,450 35%| $ 71,961,068 13%| $ 549,090,851
Total 2009-2011 | $ 452,575,116 27%| $412,227,925 25%| $ 587,128,762 35%| $ 218,877,955 13%] $1,670,809,758
2013 (est) $ 130,160,395 28%| $114,517,392 25%| $ 150,022,859 32%[$ 68,769,354 15%| $ 463,470,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Prevention
PREVENTION (FY09 - FY11) & FY13 Estimate
) . MTCT: HVAB: | \\/op: Other | HMBL: Blood |HMIN: Injection| 'PUF" MG | yp . ppare|  HVET: Total,
Fiscal Year Operating Unit Abstinence and . and non-Inj. . . . |Counseling and .
PMTCT - Prevention Safety Safety Circumcision X Prevention
Fidelity Drug Use Testing

2009 South Africa $ 36,526,675 |% 24715378 |$ 33419249 [$ 2,500,000 | $ 664,910 | $ - $ 9,208,216 | $ 38,662,273 [ $ 145,696,701
2010 South Africa $ 51555902 |$ 26495965)|$ 27,745164 [$ 1,250,000 | $ 664,910 [ $ - $15,172,253 | $ 31,377,316 | $ 154,261,510
2011 South Africa $ 49,872,350 | $ 21,165,513 |$ 31,369,480 | $ 10,000 | $ - |3 - | $19,322,253 | $ 30,877,309 [ $ 152,616,905
Totals FY09-FY11 | $ 137,954,927 | $ 72,376,856 | $ 92,533,893 [$ 3,760,000 {$ 1,329,820 | $ $43,702,722 | $ 100,916,898 [ $ 452,575,116
2013 (est) South Africa $ 130,160,395

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The SA HIV epidemic is largely driven by heterosexual transmission, with a number of
underlying biological, behavioural, socio-cultural, economic and structural factors influencing
risk for transmission. The U.S. government prevention program focuses on reducing new
infections among key populations in selected geographic “hot spots” through a comprehensive
and integrated approach. With FY 2013 funding, combination prevention programs which
include programs that are for key populations will be enhanced. Combination prevention
approaches HIV prevention using biomedical, behavioral and structural interventions to address
the risks of transmission and acquisition as thoroughly and strategically as possible. It is
predicated on the idea that no single intervention is efficacious enough to bring an HIV epidemic
under control on its own, but that the optimal set of interventions implemented with quality and
to scale can significantly reduce HIV incidence. Epidemiologic data will be used to tailor
interventions, providing intensive prevention efforts in transmission “hot spots”, targeting key
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populations, and providing technical assistance to the SAG at the national and provincial levels
to strengthen their prevention programs and efforts.

In FY 2013, PEPFAR SA will also assist the Department of Basic Education (DBE) with
implementation of the Integrated HIV Strategy to focus on the sexual and reproductive health
education program, including HIV, as a subject to be delivered through co-curricular means in all
schools. Improved coordination among DBE, Department of Health, and Department of Social
Development through PEPFAR SA-funded interventions will result in harmonizing efforts and
enhance the delivery of stronger HIV prevention and more efficient programs. Targeted out-of-
school youth programs will support unemployed youth to deliver peer education programs
focusing on HIV prevention and addressing risky behavior.

Following a successful HIV testing and counseling (HCT) Campaign, the SAG plans to test
10,000,000 people annually. In FY 2013, PEPFAR SA will train health facility management
teams at district and sub-district levels to scale-up provider initiated counselling and testing
(PICT) to strengthen quality management systems and promote PICT in all health facilities
including hospital in-patient facilities. In addition, at the request of the SAG, the PEPFAR SA
program will reach 4,000,000 people with HCT each year through a combination of technical
assistance and population-based HCT services (mobile, couples testing, and home-based);
strengthen the quality of rapid HIV testing and implementation of a high-quality management
system at all HIV rapid testing sites; and strengthen the linkages between HCT and prevention,
care, and treatment services. These different models of HCT have the potential to identify those
not accessing health care facilities and target hard-to-reach key populations, farm workers,
migrant laborers, and sero-discordant couples.

In FY 2013, PEPFAR SA will continue to support the national Elimination of mother-to-child
(MTCT) program by addressing some of the inherent programmatic gaps through technical
assistance provision. These include training and technical support to provincial, district, sub-
district, and facility management teams; promotion of PICT; strategies for follow-up for mother-
baby pairs post-delivery; service quality improvement; management and prevention of STIs and
TB; community outreach; and referral to wellness, nutrition, and treatment programs.

The expansion of VMMC programs is also a priority in FY 2013. PEPFAR SA is assisting the
SAG with VMMC planning, coordination and implementation, including advocacy,
communication, and social mobilization.

The PEPFAR SA prevention program collaborates with other donors supporting SAG in HIV
prevention, including the Swedish, Canadian, Irish, British, and German governments. PEPFAR
SA is working closely to strengthen collaboration among donors in order to avoid duplication
and maximize impact. PEPFAR SA also works closely with the GF, which provides funding for
VMMC, to prevent geographic and tactical duplication of efforts.
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Treatment

TREATMENT (FY09 - FY11) & FY13 Estimate
Fiscal Year Overating Unit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
P g Drugs Treatment Treatment Treatment

2009 South Africa $ 29,454,737 |$ 147,095,716 | $ 23,312,165|$ 199,862,618
2010 South Africa $ 28,917,534 | $ 144,366,995 | $ 23,712,165 | $ 196,996,694
2011 South Africa $ 27,906,556 | $ 141,044,277 | $ 21,318,617 |$ 190,269,450
Totals FY09-FY11 | $ 86,278,827 | $ 432,506,988 | $ 68,342,947 | $ 587,128,762

2013 (est) South Africa $ 150,022,859

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Over the next five years, PEPFAR SA’s treatment program will shift from direct treatment
service delivery to providing targeted technical assistance based on needs identified by the SAG
for health systems strengthening and capacity building at the national, provincial, and district
levels, thus PEPFAR funding allocation for treatment will decrease in the coming years as the
SAG increases their contribution to the treatment program. In support of SAG’s goal of
increasing the number of people initiated on ART by 500,000, PEPFAR SA will support the
government’s Primary Health Care Re-Engineering plan that will improve access to treatment
services by decentralizing both adult and pediatric ART from the hospital setting to more
accessible primary health care clinics. Specifically, in FY 2013, PEPFAR SA will work with
district management teams in the 52 districts to support and provide appropriate TA to ensure
improved decision making, better oversight, better use of data, and quality outcomes. In
addition, FY 2013 resources will support TA to train Primary Health Care clinic nurses in nurse-
initiated management of antiretroviral treatment (NIMART) and provide mentoring and
supervision to assist these nurses and other clinical staff deliver high-quality services and
maintain patients on treatment.

In order to support the SAG’s priorities of scaling up pediatric ART services and decentralizing
service delivery to the primary health care level, in FY 2013, the U.S. government will support
the drafting of the Pediatric Action Framework and help ensure that pediatric care and treatment
is provided as a comprehensive package that includes mothers and other care givers. PEPFAR
SA will also prioritize the strengthening of data management systems and data collection to
ensure quality assurance and quality improvement of the pediatric treatment program; work at
the district level to address infrastructural challenges and strengthen linkages to key services; and
assist the SAG in making all facilities pediatric and adolescent friendly.

Other international donors supporting HIV/AIDS and TB activities in South Africa include
Belgian Technical Corporation, UK Department for International Development, Italian Institute
of Health, Japanese International Cooperation Agency, Bill and Melinda Gates Foundation,
Swedish Development Cooperation, European Union, Clinton HIV/AIDS Initiative (CHAI)
CHAI, Joint United Nations Programme on HIVV/AIDS, UNAIDS, and GF. PEPFAR SA
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collaborates with these development partners to reduce duplication and ensure efficiency of
assistance provided to SAG.

Care
CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS: Total

Fiscal Year Operating Unit Care and Pediatric Care |[HVTB:TB/HIV| HKID: OVCs '

Care

Support and Support

2009 South Africa $ 45369612|3% 7,192,004 |$ 37,290,231 [ $ 52,058,658 | $ 141,910,505
2010 South Africa $ 44,323742|3$% 7,192,004 |$ 35933,494 [ $ 48,624,752 | $ 136,073,992
2011 South Africa $ 41944114|$ 7,110,164 | $ 37,424,589 [ $ 47,764,561 | $ 134,243,428
Totals FY09-FY11 | $ 131,637,468 | $ 21,494,172 | $ 110,648,314 | $ 148,447,971 | $ 412,227,925
2013 (est) South Africa $ 114,517,392

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Over the past two years, the PEPFAR SA care and support program emphasized early diagnosis
of HIV and increased access to the different aspects of care. Pre-initiation of ART services
(During the pre-ART period, a number of interventions can improve the health of people living
with HIV and provide an effective pathway to ART for those who require it) were strengthened
and people living with HIV/AIDS (PLHIV) support group activities were established to improve
enrolment and retention. The PEPFAR SA priority care focus in FY 2013 is to enhance the
linkage of individuals who test positive for HIV with pre-ART care, maximize preventive
treatment with cotrimoxazole and Isoniazid Preventive Therapy (IPT), and promptly initiate
ART once individuals are eligible (CD4 < 350).

PEPFAR funding in Care will decrease in line with the shift from direct service delivery to the
provision of technical assistance and in support of decentralization. PEPFAR SA will prioritize
activities that build the capacity of the SAG to deliver care and support services, including
training, mentoring, and supervision at the facility, district, and provincial levels. This will
include support for the expansion, integration and decentralization of HIV and TB services. To
complement government support, PEPFAR SA will also work closely with non-governmental
organizations (NGOs) and community-based organizations (CBOs) that offer services to PLHIV
within their communities and homes, providing assistance with organizational development,
training, and mentoring in home visits and adherence support.

More than two million children in South Africa have been orphaned due to AIDS, but a much
larger number are vulnerable due to socioeconomic and other risk factors. Over the next two
years, PEPFAR SA will continue to build on its successful orphans and vulnerable children
(OVC) programming, with a specific emphasis on strengthening the links between HIV services
and broader development opportunities. Recognizing that a major gap in PEPFAR SA’s OVC
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program is the lack of continued care and support to vulnerable children that are now > 18 years
old and no longer considered OVC, addressing this issue will be prioritized in the next two years.
FY 2013 funding will also support the scale up of target interventions for primary caregivers,
including strategies for providing caregivers with increased emotional and social support,
household economic strengthening interventions, and increased attention to the physical health
needs of caregivers. PEPFAR SA works in close collaboration with other donors, such as United
Nations Children’s Fund (UNICEF), on OVC issues.

Governance & Systems

GOVERNANCE AND SYSTEMS (FY09 - FY11) & FY13 Estimate
. o HLAB: HVSI: Strategic | OHSS: Health a4 Vil
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems .
Operations Systems

2009 South Africa $ 5,889,767 | $ 17,860,099 | $ 21,555,830 | $ 28,537,626 | $ 73,843,322
2010 South Africa $ 6,465,036 | $ 16,452,150 | $ 18,615,239 | $ 31,541,140 | $ 73,073,565
2011 South Africa $ 6,368,967 | $ 15,132,854 | $ 20,018,108 | $ 30,441,139 | $ 71,961,068
Totals FY09-FY11 $ 18,723,770 | $ 49,445,103 | $ 60,189,177 | $ 90,519,905 | $ 218,877,955
2013 (est)  [South Africa $ 68,769,354

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013, The SA health care system is undertaking a series of ambitious reform initiatives to
bring equality to the health care system. These include a re-engineering of the primary health
care system, a new national Health Insurance Policy, a new National Strategic Plan on HIV,
sexually transmitted infections (STIs) and TB, and a renewed commitment to human resources
for health (HRH). At the same time, the SAG is preparing to take on more programmatic and
fiduciary responsibility for the country’s HIVV/AIDS response, as demonstrated by its intent to
take over full financial responsibility for the antoretroviral therapy (ART) program by 2016/17.
Implementation of this reform process is challenging, yet, in line with both its Partnership
Framework and Global Health Initiative (GHI) Strategy. It offers PEPFAR a unique opportunity
to transition from a direct care model to a technical assistance model, where support services are
delivered through a health systems strengthening approach that addresses human resource gaps,
training needs, supply chain management issues, and information management/data use
challenges.

The successful re-engineering of the primary health care (PHC) system and introduction of a
National Health Insurance scheme are dependent on a strong district health system (DHS).
Given the increased importance of the DHS, in 2010/2011 PEPFAR SA underwent an alignment
plan and assigned District Support Partners (DSPs) to each of the 52 health districts in the
country, minimizing duplication of services and improving efficiencies. In South Africa’s 2012
country operational plan, the DSPs are tasked with capacity building, including enhancing
district management leadership, governance capacities, planning, and operations; improving data
collection, reporting, quality, and use; strengthening integration of TB, HIV, maternal child

138




health services, and other services based on the PHC re-engineering plan; and promoting
community access to care at the lowest levels. In addition, PEPFAR SA will use FY 2013
funding to build capacity at the provincial and district levels to plan and manage SAG’s financial
resources for a more efficient, more effective program.

With a current gap of over 80,000 health professionals, South Africa is quickly approaching an
HRH crisis. In FY 2013, PEPFAR SA will work with national and provincial Departments of
Health to develop transition plans for current PEPFAR SA clinical staff working in public health
facilities and begin to implement their absorption into the public health system. This will be done
progressively over five years and will occur on different timelines for each province and cadre.
To further assist in building human resource capacity, the two South African Medical Education
Partnership Initiative programs will provide pre-service training to increase the number of
doctors and other health care personnel and enhance their retention in rural areas through
targeted rural health training programs. The U.S. government will also support implementation
of a Human Resource Information System to provide better and up-to-date information on the
availability of human resources.

PEPFAR SA will also strengthen strategic information by: increasing the availability and quality
of the programmatic and epidemiological evidence base for health programs in SA; increasing
the capacity of managers to understand and use data effectively; aligning the PEPFAR indicator
and results reporting system with those of the SAG; supporting and strengthening the
management of monitoring and evaluation; and enacting quality improvements across the HIV
and TB response.

Country Engagement

Launched on December 1, 2011, the NSP 2012-2016 reflects strong SAG leadership and
commitment to a robust multi-sectoral national HIV response. The NSP is driven by SAG’s
twenty-year vision of “Zero new HIV and TB infections, Zero new infections due to vertical
transmission, Zero preventable deaths associated with HIV and TB, and Zero discrimination
associated with HIV, STlIs, and TB.” The NSP identifies key strategic enablers that will
determine the success of its implementation, including governance and institutional
arrangements, effective communication, monitoring and evaluation, and research. A costed NSP
Operational Plan is nearing completion. The SAG-U.S. government Bilateral Partnership
Framework Implementation Plan (PFIP), developed to complement and support the NSP through
PEPFAR efforts, will be finalized shortly.

Since 2009 the SAG has dramatically increased financial support for, and currently funds,
approximately two-thirds of the national HIV/AIDS response. PEPFAR provides 30-35% of
funding, and other donors provide 5-10%. The SAG’s Aid Effectiveness Framework guides
development partner coordination in health and ensures country ownership of development
partner funding.

The U.S. government and SAG relationship has continued to evolve in the past year. Despite a
lengthy delay in engaging on the development of the PFIP, once the NSP was competed, the

139



SAG agreed to develop the PFIP in tandem with the NSP Operational Plan. Of key importance
and as discussed earlier, the SAG strongly indicated that provision of clinical health services is
an inherent responsibility of the Department of Health. As a result, PEPFAR SA and the SAG
will develop plans to transition clinical care and treatment services to the SAG Department of
Health over the next five years. SAG requests for PEPFAR SA assistance in enhancing capacity
and scale up of prevention and in building the capacity of health, social and financial systems are
further indications of movement toward full country ownership.
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South Sudan

Country Context

The Republic of South Sudan (RSS) achieved independence from Sudan on July 9, 2011
following decades of civil war. The newly independent country now encompasses
approximately one-third of the land area of what was greater Sudan. South Sudan has a
population estimated at 8.26 million and is divided into 10 states and 97 counties, with over 90%
of the population living in rural areas and surviving on subsistence agriculture or cattle rearing.
Approximately fifty percent of South Sudan’s population is of reproductive age (15-49 years).

South Sudan is experiencing a generalized HIV epidemic with a national prevalence estimated at
3.0%. Geographic areas of hyperendemicity have HIV prevalence as high as 15.7%. At the state
level HIV prevalence ranges from 0% (Northern Bahr el Ghazal) to 7.2% (Western Equatoria)
(GoSS ANC Sentinel Surveillance, 2009). The three Equatoria states have the highest prevalence
levels: Western Equatoria (WES) 7.2%; Central Equatoria (CES) 3.9%; and Eastern Equatoria
(EES) 3.3%. The majority of HIV transmission in South Sudan is assumed to be through
heterosexual sex, with multiple and concurrent sexual partnerships, transactional sex and
intergenerational sex considered to be key drivers. Presumed high-risk populations include:
commercial sex workers and their clients and partners; refugees returning from countries with
high HIV prevalence; long distance truckers and their partners; miners; and the military.
PEPFAR South Sudan’s FY 2013 goals are to detect and prevent new HIV infections; ensure
those testing positive for HIV receive or are referred for quality care and treatment; and ensure
the Government of South Sudan (GoSS) has strong national systems to support HIV/AIDS
programs with an emphasis on laboratory and strategic information. Priorities of the PEPFAR
South Sudan program support GHI principles and include: delivery of highest-impact service
interventions, particularly at the primary health care (PHC) level; improved human resources for
health; greater focus on women and children; strengthened national systems with the
development of a National Laboratory System and collaboration with the GoSS in the collection
and use of surveillance data; and strengthened leadership, management, and accountability.

Below is a table of PEPFAR South Sudan’s budget representing its major program areas.

South Sudan Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 4,567,095 52%| $ 1,473,425 17%[ $ 0%)| $ 2,796,480 32%| $ 8,837,000
2010 $ 5,258,090 55%]| $ 1,449,900 15%| $ 0%| $ 2,838,010 30%| $ 9,546,000
2011 $ 6,537,800 45%| $ 1,397,400 10%| $ 0%| $ 6,610,800 45%| $ 14,546,000
Total 2009-2011 | $ 16,362,985 50%| $ 4,320,725 13%)| $ 0%| $ 12,245,290 37%| $ 32,929,000
2013 (est) $ 8,730,523 46%| $ 2,231,293 12%| $ 781,778 4%| $ 7,366,406 39%| $ 19,110,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.
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Prevention

PREVENTION (FY09 - FY11) & FY13 Estimate
. | owmrer: | TMVABS | vo: oter | HMBL: Blood |HMIN: Injection] P ECNG | o pgre | HVET: Total,
Fiscal Year Operating Unit Abstinence and . and non-Inj. | ~. .. [Counseling and :
PMTCT - Prevention Safety Safety Circumcision . Prevention
Fidelity Drug Use Testing

2009 South Sudan $ 624425|$% 1,010,000|$ 1,469,000 | $ $ $ $ $ 1463670 % 4,567,095
2010 South Sudan $ 1,072,790 [$ 1,087,800 |$ 1545200 [ $ $ $ $ $ 1552300 % 5,258,090
2011 South Sudan $ 1418900 |$ 816,800 ($ 2,068,200 | $ $ $ $ $ 2233900 (% 6,537,800
Totals FY09-FY11 |$ 3116115|$ 2,914,600 $ 5082400 $ $ $ $ $ 5249870|$ 16,362,985
2013 (est) South Sudan $ 8,730,523

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The RSS is committed to preventing the spread of HIV and reducing the prevalence rate from the
current 3.0%. In 2013 the USG is supporting prevention of mother-to-child-transmission
(PMTCT); HIV testing and counseling (HTC); prevention of sexual transmission; prevention
with positives (PwP); and prevention of medical transmission (blood safety). With the release of
the 2012 epidemiologic profile which provided detailed information about the HIV/AIDS
epidemic in South Sudan in FY 2013 PEPFAR is able to continue to target the geographic hot
spots and the high risk populations moving away from a general population prevention focus
building a more effective and efficient prevention program.

In FY 2012 The USG successfully obtained supplies from the Supply Chain Management
System (SCMS) emergency commodity fund for all PMTCT sites in South Sudan to ensure a
continuation of services in PMTCT during the current fiscal gap created at the end of Round 4 of
Global Fund to Fight AIDS Tuberculosis and Malaria (GF) funding. In FY 2013, the USG will
place greater emphasis on retaining women in care and support programs as well as further
integrating PMTCT services within antenatal clinics (ANC).

The USG will continue disseminating key messages through innovative strategies that include
the use of local and national radio programs targeting the general population and specifically
targeting high risk groups, behaviors, practices and norms. Prevention activities will be
integrated into all care and treatment activities, including HIV counseling and testing (HCT)
services. Efforts to reduce new infections among high-risk and high-transmission communities
will continue. Multiple HCT strategies (provider initiated testing and counseling, mobile HCT,
couples HCT, and PwP) will be employed to enable target populations to know their HIV status,
enabling them to access further prevention, care, and treatment services. In FY 2013 it is
expected that there will be more persons detected with HIV infection as program strategies
initiated in FY 2012 mature.
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Treatment

TREATMENT (FY09 - FY11) & FY13 Estimate
Fiscal Year Overating Unit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
P 9 Drugs Treatment Treatment Treatment
2009 South Sudan $ $ - $ - $ -
2010 South Sudan $ $ - $ - $ -
2011 South Sudan $ $ - $ - $ -
Totals FY09-FY11 | $ - |3 - |$ - |$ =
2013 (est) South Sudan $ 781,778

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

With anti-retroviral therapy funding coming from the Global Fund in FY 2013, the USG
PEPFAR treatment program will provide technical assistance to the national treatment program.
Laying a strong foundation for building a quality HIV care and treatment program is the priority
for South Sudan. In FY 2013, the USG will build on the initial technical assistance (TA)
provided in FY 2012 to strengthen the overall treatment system. The USG in South Sudan will
provide ongoing mentoring and supportive supervision for improved service delivery at targeted
sites to ensure all patients with a positive HIV test are linked into care and tracked with a specific
emphasis on improved retention and adherence of AIDS patients. Successful retention of persons
living with HIV in care, before and after treatment initiation, is a high priority. Additional
strategies to promote retention of both ART and pre-ART patients will be pursued in FY 2013
based on the work in FY 2012.

Strengthening the capacity of the MoH to build their monitoring systems for pre-ART and ART
patients including the use of routine data for clinical and supportive decision making remains a
high priority in FY 2013.
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Care

CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS: Total

Fiscal Year Operating Unit Care and Pediatric Care |[HVTB:TB/HIV| HKID: OVCs '

Care

Support and Support

2009 South Sudan $ 1473425|% $ $ $ 1,473,425
2010 South Sudan $ 144990093 $ - $ $ 1,449,900
2011 South Sudan $ 1,209,900 | $ - $ 187,500 | $ $ 1,397,400
Totals FY09-FY11l |$ 4,133,225 | $ - $ 187,500 | $ - $ 4,320,725
2013 (est) South Sudan $ 2,231,293

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In 2013 USG activities will increase focus on health maintenance of HIV-infected clients and
their families, and will establish systems to track and retain those who test HIV positive. This is
evidenced by the increasing budget for care in the program. The USG will also provide a
minimum care package which will include cotrimoxazole; staging for ART; TB screening and
referral; condoms; and linkage to a community care/support group. Retention will become a key
priority of care activities, particularly given the need to track patients who test positive. This will
involve maintaining vital information to track patients and readily identify those who may be
eligible for treatment. In FY 2013, the USG will assess which tracking systems have worked the
best and implement them within all PEPAR supported sites.

Treating TB-HIV co-infections remains a priority due to the high TB burden and is critical to
mitigating a significant cause of morbidity and death in South Sudan. In FY 2012 the USG will
fill the gap left by the end of Global Fund resources for HIV test kits at TB clinics to ensure that
provider initiated HIV testing can be provided for all persons testing positive for TB. Technical
support will be provided for TB program activities with the aim of reducing the incidence of TB
in HIV infected patients and identifying co-infected patients early.
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Governance and Systems

GOVERNANCE AND SYSTEMS (FYO09 - FY11) & FY13 Estimate
. N HLAB: HVSI: Strategic | OHSS: Health HVMS: Total,
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems .
Operations Systems

2009 South Sudan $ 271,180 | $ 766,900 | $ 275,000 [ $ 1,483,400 ] $ 2,796,480
2010 South Sudan $ 206,600 | $ 486,680 | $ 322,600 | $ 1,822,130 | $ 2,838,010
2011 South Sudan $ 557,500 | $ 2,560,700 | $ 1,127,600 | $ 2,365,000 | $ 6,610,800
Totals FY09-FY11 $ 1,035,280 | $ 3,814,280 | $ 1,725,200 | $ 5,670,530 | $ 12,245,290
2013 (est)  |South Sudan $ 7,366,406

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013, USG activities in systems strengthening are designed to strengthen the weak
governance system that emerged following the end of the decade’s long civil war. Technical
assistance is provided at the national level to support policy and guideline development;
surveillance and monitoring and evaluation activities; development of a national laboratory
system; and strengthening the national HIV treatment program to improve the quality of services
delivered. At the state and county level, the goal of the USG is to strengthen management and
financial systems as well as service delivery. In FY 2013 the USG will shift some of the focus
from the national level to the state and county levels.

South Sudan faces severe health workforce shortages and a lack of qualified personnel to manage
health facilities at all levels. To address the lack of health care personnel PEPFAR will work
with the GoSS to improve retention and training of skilled health workers. Strategies include
supporting the GoSS and other stakeholders regarding in-service training, and curriculum
development, and providing TA to the GoSS on retention and training issues. In FY 2013 the
results of assessments conducted in FY 2012 on pre-service needs will be used to focus activities
in this area.

The primary other donor in South Sudan for HIV/AIDS programs is the Global Fund for AIDS,
Tuberculosis and Malaria (GF). The GF has been the main funder of HIV programs in South
Sudan since 2006 and has been the only funder for HIV treatment drugs. The GF currently
supports continuum of services (CoS) for HIV that provides drugs for those who were already on
treatment. The USG continues to support GoSS with regard to GF applications, continuum of
services awards, and transitional funding mechanism documents.
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Country Engagement

The GoSS and PEPFAR work collaboratively. For example, the PEPFAR program developed a
cadre of HIV counselors including trainers; the GoSS now uses these trainers. Technical support
for policy and guidelines has been provided by PEPFAR and the GoSS vets these documents
and, once adopted, leads the implementation of the activities. As the GoSS and the PEPFAR
South Sudan resources are limited, it is only through partnership that our respective goals and
objectives can be achieved.

The USG will continue to engage the GoSS as it develops and implements the PEPFAR
program. It is expected that issues including site selection will be made after input from the
GoSS and that further policy and guidelines will be developed jointly. The ultimate goal in the
country engagement is to ensure that the best quality programs are provided to the South
Sudanese people to improve their lives.
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Swaziland

Country Context

Swaziland is a landlocked kingdom at the epicenter of the global HIV/AIDS pandemic,
struggling to mitigate the world’s highest prevalence rates of HIV and tuberculosis (TB).
Twenty-six percent of Swaziland’s adult population (aged 15-49) is infected with HIV, while
prevalence amongst pregnant women attending ante-natal care (ANC) facilities stands at a
staggering 41 percent. HIV incidence is estimated at 2.48 percent, meaning that over 30 new
infections occur each day in the country.

Swaziland has a high rate of TB, approximately 80 percent of TB cases are estimated to be HIV-
positive. More than half of the population is under 20 and, by conservative estimates, more than
a third of all children fit the definition of orphaned or vulnerable. Economic growth and
development have been deeply impacted by the health crisis. IlIness and death associated with
HIV/AIDS are enormous drains on the national economy, national health system, and other
social support networks needed to combat the epidemic.

The overarching goals of the PEPFAR program in Swaziland are outlined in the USG-
Government of the Kingdom of Swaziland (GKOS) Partnership Framework: decentralized and
improved quality of care and HIV treatment services for adults and children, including HIV
testing and TB/HIV; a coordinated and comprehensive approach to sexual prevention of HIV;
rapid expansion of medical male circumcision to reach 15-49 year old males; impact mitigation
focused on vulnerable children by improving the policy environment, strengthening national
systems and supporting accelerated, improved service delivery through existing national and
community initiatives and structures; and development of human and institutional capacity of
government and civil society to manage an effective HIV response, particularly improving
human resources for health.

Below is a table of PEPFAR Swaziland’s budget representing its major program areas.

Swaziland Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE | % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 9,880,426 30%| $ 5,383,778 17%[ $ 6,795,000 21%[$ 10,390,796 32%| $ 32,450,000
2010 $ 18,910,201 50%| $ 5,279,779 14%[ $ 4,818,000 13%[ $ 8,536,342 23%| $ 37,544,322
2011 $ 15,693,000 26%]| $ 10,465,090 17%[ $ 6,510,810 11%[ $ 28,131,100 46%| $ 60,800,000
Total 2009-2011 | $ 44,483,627 34%| $ 21,128,647 16%| $ 18,123,810 14%| $ 47,058,238 36%| $ 130,794,322
2013 (est) $ 12,332,401 32%)| $ 12,042,772 31%[$ 6,161,660 16%)| $ 8,263,167 21%| $ 38,800,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.
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Prevention

PREVENTION (FY09 - FY11) & FY13 Estimate
_ N MTCT: HVAB: | \vop: Other | HMBL: Blood [HMIN: Injection] DY MECtg | oo pare|  HVET: Total,
Fiscal Year Operating Unit Abstinence and| . and non-Inj. - .. _|Counseling and| .
PMTCT - Prevention Safety Safety Circumcision . Prevention
Fidelity Drug Use Testing

2009 Swaziland $ 1,642,000 |$ 1617,221|$% 482,467 | $ 50,000 | § $ - [$5003749($ 1084989 8% 9,880,426
2010 Swaziland $ 2225000($ 1452500|$ 1209084 |$ 1,125,000 $ $ $11,443628 [$ 1454989 | $ 18,910,201
2011 Swaziland $ 8,180,000|$ 1,290,000 |$ 1,350,000 | $ 350,000 | $ $ $ 2,700,000 | $ 1,823,000 | $ 15,693,000
Totals FY09-FY11 | $12,047,000 |$ 4,359,721 |$ 3,041,551 |$ 1,525,000 | $ $ $19,147,377 [ $ 4,362,978 | $ 44,483,627
2013 (est) Swaziland $ 12,332,401

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Several studies have informed the PEPFAR prevention portfolio in recent years, resulting in
Swaziland adopting a mix of combination (biomedical and behavioral) interventions to combat
the transmission of HIV in the country. The Modes of Transmission Study underscored the need
for HIV prevention programs to transform social norms around sexual concurrency, and
engaging men and traditional structures in reducing violence against women. The low prevalence
of medical male circumcision and high prevalence of HIV has been used to support the scaling
up of voluntary medical male circumcision. Another study found low rates of condom use; this
information has resulted in the strengthening of messaging around proper and consistent condom
use in the country. PEPFAR is supporting a national impact evaluation to assess the effectiveness
of the PMTCT program. Swaziland intends to conduct more of these assessments to evaluate the
effectiveness of combination prevention programs.

In alignment with the GKOS, the priorities of the PEPFAR prevention program for FY 2013, are:
1) increased comprehensive knowledge of HIV and AIDS; 2) reduced numbers of concurrent
partners among the sexually active population; 3) increased reach, scope and coverage of
prevention of mother-to-child transmission (PMTCT) services; 4) increased circumcision of HIV
negative males, with special attention to infants and males aged 15-24 years and 5) integration of
prevention programs targeting key populations at risk (migrants populations, sex workers and
girls). Collaboration with other partners working on HIV prevention (UN agencies, Clinton
Health Access Initiative (CHAI), World Bank and Médecins Sans Frontieres (MSF)) is one of
PEPFAR Swaziland’s key priorities as it maximizes USG’s core strengths.

148



Treatment

TREATMENT (FY09 - FY11) & FY13 Estimate
Fiscal Year Operating Uit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
P 9 Drugs Treatment Treatment Treatment

2009 Swaziland $ 4,170,000 | $ 2,290,000 | $ 335,000 $ 6,795,000
2010 Swaziland $ 600,000 | $ 3,583,000 | $ 635,000 $ 4,818,000
2011 Swaziland $ 750,000 | $ 4,776,872 | $ 983,938 1 $ 6,510,810
Totals FY09-FY11 | $ 5,520,000 | $ 10,649,872 | $ 1,953,938 | $ 18,123,810

2013 (est) Swaziland $ 6,161,660

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The success of PEPFAR Swaziland’s work in improving health care facilities has been based on
two programmatic cornerstones: Establishing sustainable mentorship systems to enable
healthcare workers to provide quality care; and Decentralizing services both to alleviate
overcrowding of major facilities as well as to increase the access of rural populations to care. In
order to ensure the long-term success of these efforts, in FY 2013 PEPFAR will assist the MoH
in developing and institutionalizing systems of quality management.

To create a foundation for this work, PEPFAR Swaziland, working through its implementing
partners, has established Regional Clinical Mentoring Teams (RCMT). The main role of the
RCMT is to fill the gap of providing on-site clinical mentoring to all health facilities in the
regions as well as leadership for decentralization of HIV and TB services. The approach for
such decentralization will focus on the task-shifting of antiretroviral therapy (ART) initiation
from doctors to nurses and the mentoring of clinic supervisors on facilitative supervision
processes which, for the short term, will require a great deal of active support from PEPFAR
partners and the RCMT.

The integration of HIV within MCH and primary care settings is also an ongoing process. Since
41% of all pregnant mothers in Swaziland are HIV positive, HIV testing and PMTCT services
have been well-integrated into antenatal care. PEPFAR has successfully supported a high rate of
ARV prophylaxis uptake among HIV positive pregnant women; however, the challenge now is
to ensure that these women subsequently enroll in HIV care and initiate ART when eligible.
Qualitative studies are underway to examine reasons why pregnant HIV positive women refuse
care as a strategy for improving uptake of ART.

To gain efficiencies, PEPFAR is supporting activities for improving data availability to inform
forecasting and procurement of antiretroviral drugs (ARVs). Electronic and manual tools, for
example, have been introduced at ART treatment sites and at the Central Medical Stores to
collect and generate information on consumption of ARVs. CHAI and MSF meet every quarter
along with PEPFAR and the MoH to monitor supplies and identify gaps in the procurement.
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This has created an early alarm system for cases of potential stock out of ARVs and laboratory
commodities.

Care
CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS: Total

Fiscal Year Operating Unit Care and Pediatric Care |HVTB:TB/HIV| HKID: OVCs '

Care

Support and Support

2009 Swaziland $ 929,378 | $ 340,000 | $ 2,084,400|$ 2,030,000| % 5,383,778
2010 Swaziland $ 1654379|% 690,000 | $ 968,400 |$ 1,967,000 $ 5,279,779
2011 Swaziland $ 4,005,752 |$ 953,938 |$ 2,735400($ 2,770,000 $ 10,465,090
Totals FY09-FY11 [$ 6,589,509 |$ 1,983,938 |$ 5,783200|$% 6,767,000 |$ 21,128,647
2013 (est) Swaziland $ 12,042,772

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

PEPFAR’s key priorities and major goals for FY 2013-2014 include: improving initiation of co-
infected TB patients on ART within the first month (currently only 55% are initiated);
establishing a strong pre-ART system at every health facility offering HIV services in the
country; and prevention with positives emphasizing positive living, adherence, condom use,
household TB screening, disclosure and couples counseling. The impact mitigation portfolio
includes activities that address the needs of most children across the age span from early
childhood (3 years of age) through school. PEPFAR support for impact mitigation has three
components: Improving the policy environment; Strengthening national systems; and
Supporting community-based service delivery.

A new standard operating procedure (SOP) for linkage, retention and tracing of HIV patients
(initiated by PEPFAR partners, but owned by the MoH) will govern the connections between the
patients, their communities and the facilities they choose to attend. The SOP relies on the use of
a referral system that alerts facilities to the expected date for a first appointment chosen by
someone who is newly diagnosed as HIV-positive (or being re-linked to care) and provides
contact information for patients who fail to appear. In some testing sites, an HIV positive expert
client is on hand to help the newly diagnosed accept their status and encourage them to access
care.

PEPFAR’s efforts in coordinating with its partners and across development agencies have built a
strong collaborative foundation from which to achieve efficiencies. In particular, PEPFAR is
moving forward with an initiative to establish Regional Clinical Mentoring Teams which are
hired with the Chief Nursing Officer’s close involvement, staffed by Swazi health professionals,
based at the Regional Health Management Teams and paid through a parastatal mechanism. The
establishment of these teams will support the overall sustainability of clinical mentoring and is a

150




critical aspect of PEPFAR’s exit strategy and its coordination with other development partners,
all of whose support is intended to be coordinated through the MoH regional teams.

Governance and Systems

GOVERNANCE AND SYSTEMS (FYO09 - FY11) & FY13 Estimate
. N HLAB: HVSI: Strategic | OHSS: Health HVMS: Ll
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems -
Operations Systems

2009 Swaziland $ 2,625,000 | $ 1,847,000 | $ 3,894,200 | $ 2,024,596 | $ 10,390,796
2010 Swaziland $ 900,000 | $ 1,627,923 | $ 2,457,027 | $ 3,551,392 $ 8,536,342
2011 Swaziland $ 950,000 | $ 20,617,923 | $ 2,680,000 | $ 3,883,177 $ 28,131,100
Totals FY09-FY11 $ 4,475,000 | $ 24,092,846 | $ 9,031,227 | $ 9,459,165 | $ 47,058,238
2013 (est)  |Swaziland $ 8,263,167

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

It is recognized in Swaziland that principles of good governance, accountability, and evidence-
based planning and budgeting rely on routinized use of high quality information. Perhaps more
than any other health systems component, health information systems require solid foundational
design inputs, heavy infrastructural investments, and development of a highly trained and
technically supported work force to manage. A monitoring and evaluation framework for the
health sector, which encompasses all main health priorities, has been developed and the USG, in
collaboration with the MOH, is in the process of harmonizing MOH indicators with those
covering existing USG programs in Swaziland.

The USG program in Swaziland has made it a central tenant of its work in Swaziland to avoid
development of parallel information systems. PEPFAR Swaziland invests in a single national
system and places reliance for USG reporting on these national systems.

USG strategies in this area for FY 2013 include: strengthened coordination and integration of
health management information systems (HMIS) through provision of short- and longer-term
technical assistance within the MOH in collaboration with WHO, UNICEF, CHAI and others.
PEPFAR will also support program evaluations in the areas of linkage to care, ART program
outcomes, costing and PMTCT to build capacity and enhance the culture of data use for program
improvement.
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Country Engagement

The large majority of health sector financing in Swaziland comes from GKOS funding streams,
and public funding for the HIV response has increased despite severe strains on public sector
financing. As a lower-middle income country, Swaziland manages to finance over 40 percent of
the HIV response. Investments and technical support from bilateral and multilateral stakeholders
— including USG, the World Bank, the European Commission (EU/EC), the UN family, the
Republic of China on Taiwan, the Global Fund, MSF, and the CHAI support the national
systems in Swaziland. Recently, the GKOS took over ARV drug procurement, a great
demonstration of increasing country ownership. The PEPFAR team is engaging with the GKOS
on where PEPFAR’s value-added is in the country’s HIV response, as there is a need to prioritize
activities based on results and impact.

Solid institutional capacity is at the heart of increasing access to quality HIV, TB and social
welfare services at all levels of the HIV response. Building capacity in national institutions is an
overarching need in the Swaziland context, and thus is a cross-cutting focus of all USG HIV
investments. The diverse contributed assets of the GOKS, PEPFAR, civil society and national
and international partners are dedicated to: achieving measurable results while reinvigorating the
country’s health infrastructure and workforce to respond to the long-term social and chronic care
needs related to the HIV epidemic; creating efficient systems to procure and manage the
equitable distribution of drugs, supplies, services and other health products; and strengthening
management and governance structures for bold leadership and informed decision-making. By
bolstering the foundations of health and community systems, USG is strategically positioning
Swaziland’s institutions, empowering Swazi leadership, and engendering ownership over the
longer term.
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Tanzania
Country Context

Tanzania faces many economic and social development challenges which are further exacerbated
by a generalized AIDS epidemic and other communicable diseases. The United Nations
Development Program (UNDP) ranked Tanzania 162" out of 177 countries using the
Development Index, a metric reflecting that Tanzania's combination of life expectancy, literacy,
educational attainment, and GDP per capita. This is among the lowest in African countries.
According to the 2010 Joint United Nations Programme on HIV/AIDS (UNAIDS) report on the
Global AIDS Epidemic, adult HIV prevalence in the country is estimated at 5.6% and an
estimated 1.4 million Tanzanians are living with HIV/AIDS. There are an estimated 86,000
HIV/AIDS related deaths in Tanzania each year, resulting in disruption of family structures and
an increase in the estimated 1.1 million HIV orphans and vulnerable children (OVC) in
Tanzania. According to the 2007-08 Tanzania HIV/AIDS and Malaria Indicator Survey
(THMIS), there continues to be a significant difference in the prevalence among urban (9%) and
rural (5%) areas of the country. The data also reveal significant gender differences in HIV
prevalence. Overall, male prevalence in 2007-08 was 5%, while female prevalence was 7%.
HIV prevalence is higher for women than men in every age group except 35-39. In Zanzibar, the
HIV/AIDS epidemic is concentrated, with HIV prevalence estimated at 0.6 percent in the
sexually active population (THMIS, 2008). Recent studies key populations have estimated HIV
prevalence for people who inject drugs (PWIDs), female sex workers (FSWs), and men who
have sex with men (MSM) at 16.0%, 10.8%, and 12.3%, respectively.

In FY 2013, the United States Government (USG) programmatic approach continues to support
achievement of the six Partnership Framework (PF) goals while promoting greater capacity
among Tanzanian actors to manage and support the national response to HIVV/AIDS. In
particular, Tanzania PEPFAR priorities in FY 2013 include: maintaining and scaling-up services;
prevention; leadership, management, accountability, and governance; ensuring a sustainable and
secure drug and commodity supply; enhancing management; and evidence-based and strategic
decision making.

The USG will also focus efforts across the prevention, treatment and care spectrum. Although
PEPFAR is by far the largest single contributor to the national HIVV/AIDS response, other
stakeholders play key roles. In particular, the Global Fund to Fight AIDS, Tuberculosis, and
Malaria (GF) provides a substantial amount of funding for HIV and AIDS interventions in
Tanzania, including commodities procurement and systems strengthening activities.

Other actors include UNAIDS and the Governments of Canada, Belgium, Denmark, Japan,
Netherlands, Norway, and Sweden. The USG participates and leads much of the ongoing
communication and coordination among all stakeholders, often with the Government of the
United Republic of Tanzania (URT) as convener. This collaboration is essential for the
promotion of country ownership and to ensure that the USG contribution is fully leveraged. USG
representatives actively participate in several dialogue structures bringing government, donors,
and civil society together, including the Tanzanian National Coordinating Mechanism (TNCM)
the Joint Technical Working Group on HIV/AIDS (JTWG), and the Donor Partners Group on

153



AIDS (DPG-AIDS). Most information sharing and joint decision-making takes place within
these multilateral fora that are inclusive of all donors, though USG also engages bilaterally with
URT to address specific, urgent, and high-level policy issues relating to the PF.

Below is a table of PEPFAR Tanzania’s budget representing its major program areas.

Tanzania Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE | % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year [ & SYSTEMS |Fiscal Year TOTALS

2009 $ 87,654,555 24%| $ 80,796,787 22%| $ 112,563,141 31%| $ 80,151,860 22%| $ 361,166,343
2010 $ 99,933,263 28%| $ 74,959,567 21%| $ 116,808,202 33%|$ 66,268,241 19%| $ 357,969,273
2011 $ 115,738,786 32%| $ 75,085,567 21%| $ 96,220,948 27%| $ 70,148,188 20%| $ 357,193,489
Total 2009-2011 | $ 303,326,604 28%| $ 230,841,921 21%)| $ 325,592,291 30%| $ 216,568,289 20%)| $ 1,076,329,105
2013 (est) $ 109,279,259 31%| $ 73,275,996 21%| $ 92,272,011 27%| $ 73,150,734 21%| $ 347,978,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Prevention
PREVENTION (FY09 - FY11) & FY13 Estimate
) R MTCT: HVAB: | \ivop: Other | HMBL: Blood |HMIN: Injection] "DV MECU | oo ppge | HVET: Total,
Fiscal Year Operating Unit Abstinence and ; and non-Inj. . .. |Counseling and| .
PMTCT - Prevention Safety Safety Circumcision . Prevention
Fidelity Drug Use Testing

2009 Tanzania $ 21878648 |$ 18,673,605 |$ 16412270 |$ 6,622,182 | $ 2,722,883 [ $ 1,644,936 | $ 3,090,078 | $ 16,609,953 | $ 87,654,555
2010 Tanzania $ 40125979 [$ 15287493 |$ 15,966,507 |$  5477,104 [ $ 2,735,383 [ $ 2,239,450 | $ 2,666,078 | $ 15435269 | $ 99,933,263
2011 Tanzania $ 38970462 [ $ 20,301,360 | $ 21,372,173 |$ 5,327,104 [ $ 1,959,599 | $ 3,950,000 | $ 8,566,078 | $ 15,292,010 | $ 115,738,786
Totals FY09-FY11 | $ 100,975,089 [ $ 54,262,458 | $ 53,750,950 [ $ 17,426,390 | $ 7,417,865 |$ 7,834,386 [ $14,322,234 | $ 47,337,232 | $ 303,326,604
2013 (est) Tanzania $ 109,279,259

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013, there will be an increased budgetary focus on the core prevention interventions, as
described in the PEPFAR Prevention Guidance. The PMTCT portfolio will address bottlenecks
to expanding services, while strengthening linkages between PMTCT and maternal and child
health services. Recognizing the potential for voluntary medical male circumcision (VMMC)
impact in high HIV prevalence and low male circumcision (MC) prevalence regions, there will
be an increased emphasis on reaching men over 24 years of age in FY 2013. Condom availability
and accessibility are critical to prevention interventions and the USG programmatic approach
will continue to provide male and female condoms countrywide. Despite a generalized epidemic,
data clearly indicate that certain populations are most at-risk for HIV infection. Thus, in FY
2013 PEPFAR Tanzania will continue to put resources towards determining population size
estimates and surveillance systems for key populations while simultaneously expanding services
to these often hard-to-reach populations.
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Finally, integrating comprehensive quality HIV prevention for PLHIV into routine care, in both
clinic and community settings, will be closely monitored. Following the PEPFAR Prevention
Guidance, FY 2013 is repositioning social and behavior change programs (sexual prevention) as
comprehensive platforms that serve to mobilize individuals and communities to change norms
and behaviors, increase uptake of services, and adhere to treatment regimens. This approach will
maximize synergies with other HIV and health services and contribute to more efficient use of
limited resources. Sexual prevention programming will focus on interventions that carefully
target key drivers of the epidemic, including partner reduction and condom promotion and
services for key populations, while simultaneously building local NGO capacity to own and
sustain the HIV response.

Although the USG is the largest bilateral donor in the country, there are opportunities to build
upon and leverage the substantial multi-lateral partners, coordination structures, and resources
already in place in Tanzania. The USG is collaborating with the United Nations Children’s Fund
(UNICEF), a key policy partner, on structural interventions directed toward gender-based
violence (GBV) and violence against children. URT, using Global Fund monies, is responsible
for purchasing and distributing HIV test Kits, although bottlenecks in the procurement process
have caused serious concerns.
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Treatment

TREATMENT (FY09 - FY11) & FY13 Estimate
Fiscal Year Operating Unit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
P g Drugs Treatment Treatment Treatment

2009 Tanzania $ 24,279,322 | $ 78,710,333 [ $ 9,573,486 | $ 112,563,141
2010 Tanzania $ 23,886,322 | $ 82,383,961 [ $ 10,537,919 | $ 116,808,202
2011 Tanzania $ 4,636,322 | $ 81,518,140 [ $ 10,066,486 | $ 96,220,948
Totals FY09-FY11 | $ 52,801,966 | $ 242,612,434 | $ 30,177,891 [ $ 325,592,291

2013 (est) Tanzania $ 92,272,011

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

FY 2013 activities will work toward increasing the number of pregnant women who are initiated
on HIV treatment for their own health as well as for prevention of transmission, through point of
care CD4 testing (PIMA); improving linkages and referrals between HIV program areas and
between HIV and non-HIV programs; strengthening support groups in facilities and
communities; improving health seeking behaviors as well as integrating family planning methods
in HIV/AIDS care and treatment services.

ART is also an essential component of the combination prevention strategy together with
voluntary medical male circumcision, prevention of mother to child HIV transmission and
condom availability. In FY 2013, PEPFAR will scale-up ART services to all qualified health
facilities in order to achieve its vision of universal access. Various quality improvements are
already underway, including a new national standard for supportive supervision and revised tools
for facility assessment.

Regular Antenatal Care (ANC) surveillance activities will continue in FY 2013 while
simultaneous investments will take place in ANC/PMTCT comparison studies to pursue more
cost effective ways to get HIV prevalence information over the long term.

Pediatric HIV activities in FY 2013 focus on improving the quality of services being provided to
children infected with HIV, with a specific focus on scaling up early diagnosis through HIV
Early Infant Diagnosis (HEID) and linking infected children to early care and treatment. The
URT procures ARVs with support from GF. Delays in funding for these procurements, as well
as discontinuation of GF support, would severely impact PEPFAR supported programs.

The USG recognizes this potential vulnerability and will continue to focus on improved
coordination with GF and URT during FY 2013, including providing support for the Tanzania
Commission for AIDS (TACAIDS) for GF expenditure monitoring and tracking as well as
developing the Global Fund liaison position within the PEPFAR Coordination Office. Lab
reagents and supplies are also being supplied through the national system with support from the
GF Round 8.
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Care

CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS: Total

Fiscal Year Operating Unit Care and Pediatric Care |[HVTB:TB/HIV| HKID: OVCs '

Care

Support and Support

2009 Tanzania $ 39,757,173 |$ 2134121 |$ 8,017,799 ($ 30,887,694 | $ 80,796,787
2010 Tanzania $ 35948202 |3% 2,329,121 |$ 7,855,150 [ $ 28,827,094 | $ 74,959,567
2011 Tanzania $ 35842802 |$% 2,129,121 |$% 8,355,150 | $ 28,758,494 | $ 75,085,567
Totals FY09-FY11 | $ 111,548,177 |$ 6,592,363 | $ 24,228,099 | $ 88,473,282 | $ 230,841,921
2013 (est) Tanzania $ 73,275,996

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Activities in FY 2013 will target increasing program sustainability and addressing critical
challenges to linkages and referrals to health and social services for PLHIV, their families and
vulnerable children. These activities will roll out critical strategic program shifts that respond to
the changing needs of PLHIV and OVC in a mature epidemic and address program
sustainability.

Significant resources have been allocated to strengthening local governments’ planning and
management of care and support activities; building capacity of communities and civil society to
improve support to PLHIV and OVC; and building human resource capacity nationally to
effectively provide health and social welfare services.

The USG is prioritizing strengthening the continuum of care approach, which is consistent with
the Tanzania Global Health Initiative (GHI) strategy launched in September 2011 and will
continue in FY 2013. Interventions to scale-up PMTCT and HIV early infant diagnosis (EID) at
the community-level to prevent HIV infection in children will be a major focus.

Current USG efforts increase and improve integration of nutrition assessment, counseling and
support (NACS) across Care programs. In addition, gains in child health will be achieved by
promoting integration of OVC, maternal newborn and child health (MNCH), PMTCT, and
pediatric AIDS programs to ensure the continuum of care for HIV-affected children.

Over the next year, the care portfolio will continue to shift its strategy toward Home-based Care
(HBC) service provision to address the changing needs of the 20% of PLHIV who currently
receive ART and, as a result, are living longer and healthier. These beneficiaries are increasingly
requiring less palliative care and more comprehensive health and social services. Strategies to
promote the para-social worker model (similar to community health worker model, but focused
on social protection and piloting of child protection systems will be implemented to reduce the
incidence of gender-based and sexual violence, both of which are key contributors to HIV
infection. These activities will be supported through a partnership with UNICEF.
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FY 2013 activities will intensify household economic strengthening interventions to increase
household economic security and reduce vulnerability of PLHIV and OVC households.
Sustained investments in quality improvement across the HBC and OVC programs will achieve
efficiencies in service delivery and program costs. In addition, through innovative public private
partnerships that were initiated in 2011, the Global Fund to Fight AIDS, Tuberculosis, and
Malaria (GF) and the PEPFAR care program will continue to benefit from reductions in
procurement costs.

Governance and Systems

GOVERNANCE AND SYSTEMS (FY09 - FY11) & FY13 Estimate
. o HLAB: HVSI: Strategic | OHSS: Health AN VGl
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems .
Operations Systems

2009 Tanzania $ 12,725,000 | $ 12,611,831 | $ 41,396,661 | $ 13,418,368 | $ 80,151,860
2010 Tanzania $ 7,969,000 | $ 8,153,000 | $ 27,200,827 | $ 22,945,414 | $ 66,268,241
2011 Tanzania $ 8,312,523 | $ 7,659,000 | $ 28,832,109 | $ 25,344,556 | $ 70,148,188
Totals FY09-FY11 $ 29,006,523 | $ 28,423,831 | $ 97,429,597 | $ 61,708,338 [ $ 216,568,289
2013 (est)  |Tanzania $ 73,150,734

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In alignment with the PF, PEPFAR will be strategically focused on building country ownership
and program sustainability by increasing the URT’s programmatic and financial responsibility
for the national HIV /AIDS response in a variety of areas. Most notably, the transition of
responsibility from PEPFAR to the URT will continue in commodity procurement, blood and
injection safety, and management of centralized data to eliminate parallel reporting systems. To
encourage increased private sector responsibility in responding to HIV/AIDS, PEPFAR works
with the URT to develop innovative Public-Private Partnerships (PPP). The program has
benefitted within the past year from the inclusion of new partners from various sectors, such as
finance and banking, communications, and medical manufacturing. Capacity building support to
civil society will also take place in FY 2013 with focus on strengthening clinical services,
Human Resources for Health (HRH), and district strengthening to provide substantial direct
support to build the skills of local organizations in programmatic and fiscal accountability.
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Country Engagement

As noted, the process of developing and monitoring progress on the PF has significantly
enhanced engagement between the USG and URT on the national response to HIV/AIDS. The
two parties meet prior to each government's budgeting submission to assess progress on the
Partnership Framework Implementation Plan (PFIP). The USG team convenes an annual policy
dialogue with the URT, representatives of civil society, and other donors to present the latest
Country Operational Plan.

Additional dialogue takes place within multilateral fora, such as quarterly TNCM and JTWG
meetings. The PEPFAR team has begun the process of defining benchmarks for country
ownership within each technical area. Success in country ownership has been seen in the area of
blood and injection safety, where transition papers have been shared with URT, resulting in a
government-chaired transition working group to push transition in compliance with the PFIP.

The USG is active in numerous technical working groups that bring together participants from
government agencies as well as donor partners and local civil society organizations (CSOs).
These opportunities for technical exchange allow URT stakeholders to broadly articulate
priorities for PEPFAR programming and for USG staff to indicate whether these priorities
conform to the PF, planned funding levels, and PEPFAR policy directives. Policy level
exchanges take place on a frequent basis between the USG and the URT, especially in response
to unforeseen events that impact the effectiveness of PEPFAR across the technical areas. In FY
2013 the USG will continue to concretize semi-annual meetings with the URT outside of COP
season, to assess progress on commitments in the PFIP.

Commitments and benchmarks in the PFIP comprise a trajectory toward greater national
ownership of and accountability in the response to HIV and AIDS. With each new fiscal year,
the government -- from the central to the district level -- and indigenous CSOs have greater
responsibilities in implementing PEPFAR programs, at times becoming prime partners and direct
recipients of funding rather than sub-recipients through international organizations. The USG
technical staff have identified numerous specific areas that are transitioning to the URT for
eventual, complete administrative and programmatic management responsibility.
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Uganda

Country Context

The Republic of Uganda is projected to have a population of 37 million in 2013. Since both
fertility and mortality are declining, population growth will continue at a rate of perhaps 3.4
percent per year so that the population will again double in about 20 years.

Uganda is still experiencing a severe generalized HIV epidemic. HIV prevalence during the past
decade has stagnated at 6%-7% and 1.2 million people in the country are HIV infected, 57% of
them female and 13% of them children under the age of 15 years. There are approximately
124,000 new infections and 64,000 AIDS-related deaths annually. The number of new infections
is double the AIDS-related mortality and almost triple the net enroliment into Antiretroviral
treatment (ART). Although prevalence has decreased markedly since the early 1990s, rapid
population growth means that the same number of individuals are infected as at the height of the
epidemic.

Although still predominantly heterosexually transmitted (75-80% of new infections), the
population groups most affected and the risk factors and drivers of HIV infections have evolved
in recent years. Recent data also show a growing heterogeneity of HIV prevalence among
population groups. Studies have reported a prevalence of only 1% in university students whereas
fishing communities are reporting a prevalence of 15-40%, sex workers 37%, partners of sex
workers 18%, and the small group of men with a history of having sex with men 13%. About
35% of new infections occur to self-reported monogamous individuals and about 40% of couples
are sero-discordant and therefore at high risk. A further 45% of transmissions occur through
riskier heterosexual networks. The remaining transmissions are largely due to mother-to-child
HIV transmission (MTCT). Very few are attributed to homosexuality, injection drug use, or
medical transmission although there is currently limited available evidence on the overall modes
of transmission.

The U.S. government’s (USG) focus and framework for investment in FY 2013 is aligned with
the Ugandan HIV and AIDS Strategic Plan and the Partnership Framework signed in 2012,
assisting Uganda towards its goal of universal access for HIV and AIDS prevention, care,
treatment and social support and protection by 2015.

It is also responsive to Secretary Clinton’s 2011 speech challenging us to create an “AlDS-Free
Generation” and to President Obama’s 2011 World AIDS Day pledge to help six million people
worldwide receive antiretroviral treatment by the end of 2013. It implements the combination
prevention strategy outlined by the Secretary, including accelerating efforts to prevent mother-to-
child HIV transmission and scaling up medical male circumcision, building on investments of
the past two years.
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Below is a table of PEPFAR Uganda’s budget representing its major program areas.

Uganda Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 74,561,879 26%| $ 64,614,295 23%| $ 84,023,234 29%[$ 63,914,326 22%| $ 287,113,734
2010 $ 71,988,733 25%| $ 60,795,770 21%| $ 90,831,260 32%| $ 62,642,609 22%| $ 286,258,372
2011 $ 96,603,936 30%| $ 61,660,676 19%[ $ 99,946,571 31%| $ 65,177,189 20%| $ 323,388,372
Total 2009-2011 | $ 243,154,548 27%| $187,070,741 21%| $ 274,801,065 31%| $ 191,734,124 21%]| $ 896,760,478
2013 (est) $ 72,121,776 25%| $ 58,310,016 20%| $ 100,970,756 35%| $ 58,034,451 20%| $ 289,437,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Prevention
PREVENTION (FY09 - FY11) & FY13 Estimate
) N MTCT: HVAB: | /op: Other| HMBL: Blood [HMIN: Injection| DU IMECUNG | ¢y p 0. ppare| - HVCT: Total,
Fiscal Year Operating Unit Abstinence and . and non-Inj. . .. [Counseling and .
PMTCT - Prevention Safety Safety Circumcision X Prevention
Fidelity Drug Use Testing

2009 Uganda $16,368,486 [ $ 17,887,816 | $13,311,143 | § 4,900,000 | $ 632,500 | $ - $ 2,873587 | $ 18,588,347 | $ 74,561,879
2010 Uganda $14,857,079 [ $ 14,842,743 [ $13,863,111 | $ 3,218,000 | $ 1,002,500 | $ $ 7,388,187 | $ 16,817,113 | % 71,988,733
2011 Uganda $40,116,071 [ $ 12,232,795 | $15,673,067 | $ 3,000,000 | $ 632,500 | $ $ 8,542,825 | $ 16,406,678 | $ 96,603,936
Totals FY09-FY11 |[$71,341,636 | $ 44,963,354 | $42,847,321 | $ 11,118,000 |$ 2,267,500 | $ $18,804,599 | $ 51,812,138 | $ 243,154,548
2013 (est) Uganda $ 72,121,776

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The Ministry of Health (MoH) and the Uganda AIDS Commission agree that the USG’s
prevention approaches for FY 2013 are in line with the "National HIV Prevention Strategy for
Uganda 2011-15", including increasing knowledge of HIV status among PLHIV and their
partners, reducing the risk of HIV transmission, reducing HIV acquisition among persons at high
risk for infection, and increasing risk perception. Prevention activities in FY 2013 will prioritize
evidence-based comprehensive HIV prevention activities, with a focus on biomedical,
behavioral, and structural interventions that address the key drivers of the epidemic in Uganda.

Combination prevention priorities include scaling up the prevention of mother-to-child HIV
transmission (PMTCT). In 2011 Uganda developed a PMTCT Acceleration Plan. This built on
political commitment in Uganda to the virtual Elimination of Mother to Child Transmission
(eMTCT); on Public -Private Partnerships to improve coverage, access, and utilization of
PMTCT services; on community-based initiatives to increase demand; and on integrating family
planning and health systems strengthening with special emphasis on human resources for health.
In FY 2013 PEPFAR will continue to scale up PMTCT, providing counseling and testing to over
1.2 million pregnant women and providing antiretroviral therapy or prophylaxis to 80 percent of
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those who are HIV-positive. The USG will assist the MoH as it moves to treatment "Option B+",
placing all HIV-positive pregnant women on treatment for life.

Combination prevention priorities also include scaling up voluntary medical male circumcision,
building on past investments to provide safe circumcisions to over 600,000 adult men. The
overall goal of USG support for Medical Male Circumcision (MMC) is to contribute to the
National HIV Prevention Strategy’s objective of reducing new infections by 30%. This will be
done through support for a variety of World Health Organization (WHO) and MoH
recommended approaches and models (including models for optimizing the volume and
efficiency of male circumcision service). Outreach and mobile services will continue to
supplement facility-based MMC. Past investments in training and infrastructure mean that
spending on these can be reduced in FY 2013 and funding shifted to service delivery.

Since FY 2011, key populations have been identified by PEPFAR and the National HIV
Prevention Strategy as one of the priority sub-groups that bear a disproportionate burden of HIV
and at the same time play a special role in bridging infections to the general population. In FY
2013 the USG will continue to focus on underserved groups, mainly commercial sex workers,
fishing communities, and men having sex with men. Priorities will include targeting risk
behaviors that make key populations vulnerable to HIV infection and on continuing to scale up
high quality user-friendly services for key populations.
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Treatment

TREATMENT (FYO09 - FY11) & FY13 Estimate
Fiscal Year Operating Unit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
P 9 Drugs Treatment Treatment Treatment

2009 Uganda $ 33,695,669 | $ 38,287,874 [ $ 12,039,691 | $ 84,023,234
2010 Uganda $ 53,139,658 | $ 27,841,791 | $ 9,849,811 ] $ 90,831,260
2011 Uganda $ 49,527,765 | $ 38,310,639 [ $ 12,108,167 | $ 99,946,571
Totals FY09-FY11 |$ 136,363,092 | $ 104,440,304 | $ 33,997,669 | $ 274,801,065

2013 (est) Uganda $ 100,970,756

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013 the USG will continue to support increased ART access and early initiation on
treatment. Key priorities to improve access include support for wider coverage of CD4 testing;

accreditation of lower level facilities; a streamlined and harmonized antiretroviral (ARV) supply
chain; and M&E to improve documentation and mapping of ART needs. Previous efforts to work
with the MoH in key areas that affect ART access (e.g., human resources, infrastructure, and the
health commodity supply chain) will facilitate this scale-up. The USG will also continue to
support the active search for HIV-exposed and HIV-infected infants and will work with the MoH

and districts to mobilize community structures to identify, link, and retain children in care and

treatment.

The USG will continue to gain efficiencies from newly approved Federal Drug Administration
(FDA) generic first and second line drugs in FY 2013. In FY 2012 the USG completed an ARV
regimen simplification process to align all of its implementing partner ARV regimens with
National Treatment Guidelines (NTG) through support for self or peer-auditing of treatment
providers. Using a case-by-case approach, patients were shifted from complex and costly
regimens to cheaper options that are supported by the NTG. The aim of this process is to
maintain patients on cost-effective adult and pediatric ARV regimens. Results of this exercise
will increase efficiencies in FY 2013.

Efforts to align all pediatric ARV regimens to those recommended in NTG, which are effective
and less costly, will also help improve efficiencies in FY 2013. Uganda phased out the use of

remaining syrups and single tablets and switched to fixed-dose combination in FY 2012, one of
the first countries in Africa to accomplish this achievement.
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Care

CARE (FY09 - FY11) & FY13 Estimate
HBHC: Adult PDCS: Total
Fiscal Year Operating Unit Care and Pediatric Care |[HVTB:TB/HIV| HKID: OVCs Care]
Support and Support

2009 Uganda $ 23395954 |$% 5564403 |$ 9,600,318 |$ 26,053,620 | $ 64,614,295
2010 Uganda $ 21,065481|% 5515814|$ 9,037,881 |$ 25176,594|$ 60,795,770
2011 Uganda $ 21529,416|$% 6,193814($ 9,185852|$ 24,751,594 | $ 61,660,676
Totals FY09-FY11 | $ 65,990,851 |$ 17,274,031 [$ 27,824,051 |$ 75,981,808 | $ 187,070,741
2013 (est) Uganda $ 58,310,016

* Totals include planned funding for all accounts. .

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013 the USG will focus on supporting the Government of Uganda (GOU) to further
expand access to HIVV/AIDS care in pursuit of its goal of achieving universal access to care by
2015. Efforts will also continue to build the capacity of peripheral public and private health
facilities with the aim of decentralizing care and support services into the lower health facilities
closer to the communities.

Specific priorities in FY 2013 in adult care and support include strengthening linkages to care
after HIV Counseling and Testing (HCT); promoting early enrollment into care and increased
retention of those in care; a focus on quality of care and support (e.g., working with MoH to
implement a national standard package for HIV clinical services); Positive Health Dignity and
Prevention; pain assessment and management; and quality improvement initiatives.

In pediatric care the USG will focus on early infant diagnosis (EID) (including active search for
HIV-exposed and HIV-infected infants and their initiation of treatment); retention of HIV-
infected children in care; provision of basic child health interventions; capacity building; and
improve advocacy and community mobilization and community.

For orphans and other vulnerable children the USG will use the new vulnerability index,
developed with the Ministry of Gender, Labor and Social Development, to standardize the
identification of vulnerable households and communities, monitor and assess programmatic
impact of targeted services, and track changes in levels of vulnerability in households and
communities. This will allow it to target orphans and vulnerable children (OVC) programs in
districts with high levels of vulnerability rather than thinly spreading its resources with minimal
impact. In addition, the USG will refocus its interventions on the key drivers of vulnerability so
that it can achieve a more lasting impact.

The rationalization of PEPFAR partners was completed in 2012 to achieve one partner per

facility. As a result, in FY 2013 efficiencies will be realized in care and treatment with the USG
starting the rationalization of other program areas.
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Governance and Systems

GOVERNANCE AND SYSTEMS (FY09 - FY11) & FY13 Estimate

HVMS: Total

. . . HLAB: HVSI: Strategic | OHSS: Health S ot
Fiscal Year Operating Unit . Management and | Governance and

Laboratory Information Systems .
Operations Systems

2009 Uganda $ 19,514,229 | $ 17,523,972 | $ 7,884,091 | $ 18,992,034 | $ 63,914,326
2010 Uganda $ 13,800,894 | $ 13,673,110 | $ 12,360,979 [ $ 22,807,626 | $ 62,642,609
2011 Uganda $ 16,155,959 | $ 12,535,910 | $ 13,113,994 | $ 23,371,326 | $ 65,177,189
Totals FY09-FY11 $ 49,471,082 | $ 43,732,992 | $ 33,359,064 | $ 65,170,986 | $ 191,734,124
2013 (est)  |Uganda $ 58,034,451

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

At the central level, all USG health programming revolves around strengthening the governance,
management, and financing to advance national policies and systems. The Partnership
Framework, signed in 2012, outlines clear roles and responsibilities and builds upon the existing
International Health Partnership Plus (IHP+) Compact with the MoH to engender program
sustainability, GOU stewardship, and USG partnership.

In FY 2013 the USG will continue to support health systems strengthening, which cuts across all
HIV/AIDS technical areas and across all health sectors. It will support improvements in
workforce policy and planning, pre-service training to fill gaps in crucial cadres, and, under the
PMTCT Acceleration Plan, healthcare worker recruitment.

The USG will continue to evaluate the costs and efficiencies of differing models of service
delivery. It will continue to support country ownership and sustainability of the laboratory
system, assisting the creation of the National Health Laboratory Service to coordinate all
laboratory services and transferring roles to the Uganda Virus Research Institute. A key activity
in FY 2013 will be the transitioning the USG reporting system into a strengthened national M&E
system that is fully owned and managed by the GOU. Throughout all of these activities
increasing gender equity in HIVV/AIDS activities and services including strengthening linkages
with reproductive health; address male norms and behaviors; and reduce violence and coercion
will be emphasized.
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Country Engagement

The PEPFAR portfolio in FY 2013 continues to build upon the integrated and reinforcing
capacity building activities undertaken in previous years, to further GOU stewardship and
coordination of the HIV/AIDS response. Implementation of the revised National Strategic Plan
for HIV & AIDS 2010/11 — 2014/15 will require commitment to multisectoral linkages by all
stakeholders as well as increasing partnership by the GOU with the USG and other health
donors.

Historically the USG has had a three pronged approach to country ownership: alignment of the
PEPFAR portfolio to national policies and plans; capacity building of the service delivery and
health systems at district levels; and public diplomacy to engender stronger national leadership.
The GOU and civil society already considers themselves “owners” of the national response as
the depth of the HIVV/AIDS response architecture and policy environment testify. Furthermore,
Ugandan academics and technocrats, leaders of civil society and directors of indigenous NGOs
are globally respected, as are their organizations.

We expect that in FY 2013 the new senior management at the MoH and re-structured Country
Coordinating Mechanism (CCM) and Uganda AIDS Commission (UAC) board will demonstrate
stronger leadership and stewardship of the UAC and MoH to coordinate the multisectoral
response and greater transparency and partnership of the USG’s portfolio.
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Country Context

Zambia

With an adult HIV prevalence of 14.3%, as measured by the 2007 Zambia Demographic and
Health Survey (2007 ZDHS), UNAIDS ranked Zambia as seventh among the “most affected
countries in the world.”

The majority of HIV transmission in Zambia is through heterosexual contact, exacerbated by
high-risk sexual practices (such as multiple concurrent partners).Among women age 15-49, the
HIV prevalence rate is 16%, while among men aged 15-49 prevalence is 12%. Slightly less than

1% (.99) of new infections are due to men having sex with men (MSM). Ten percent of

transmission is due to mother-to-child transmission (MTCT) during pregnancy, at birth or while
breastfeeding. Approximately 82,000 new HIV infections occur each year in Zambia. Zambia is
home to approximately 600,000 AIDS-related orphans and vulnerable children (OVC).
The Government of the Republic of Zambia (GRZ)/United States government (USG) Partnership
Framework and the corresponding Implementation Plan articulate strategic priorities for the
period 2011-2015 that are directly aligned with and supportive of the four national priorities for
the multi-sectoral HIV and AIDS response—prevention, treatment, care and support, and health

systems strengthening.

PEPFAR Zambia program goals for FY 2013 include: use of efficacious combination regimens

or HAART and elimination of single-dose nevirapine for prevention of mother-to-child

transmission (PMTCT); expanded and accelerated voluntary medical male circumcision;
expanded couples counseling and testing; treatment of HIV positive partners in discordant
couples regardless of CD4 count; treatment of HIV positive individuals with tuberculosis
regardless of CD4 count; and a move to integrate HIV and AIDS services and other health
services, including maternal and child health (MCH) and safe motherhood.

Below is a table of PEPFAR Zambia’s budget representing its major program areas.

Zambia Program Planned Area Totals and Percentages

Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS
2009 $ 75,660,392 28%| $ 52,008,258 19%| $ 80,763,315 30%[$ 62,689,423 23%| $ 271,121,388
2010 $ 86,303,502 31%| $ 59,393,486 21%| $ 66,644,223 24%| $ 64,353,420 23%| $ 276,694,631
2011 $ 86,360,310 28%| $ 68,141,486 22%| $ 71,249,521 23%| $ 80,943,314 26%| $ 306,694,631
Total 2009-2011 | $ 248,324,204 29%| $179,543,230 21%| $ 218,657,059 26%| $ 207,986,157 24%| $ 854,510,650
2013 (est) $ 89,290,764 30%)| $ 60,719,384 20%| $ 63,230,537 21%| $ 85,603,315 29%| $ 298,844,000

*Totals include planned funding for all accounts.
** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR

Operational Plan will be issued that details each country’s programmatic allocations.
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Prevention

PREVENTION (FY09 - FY11) & FY13 Estimate

HVAB: IDUP: Injecting HVCT:

. . . MTCT: . HVOP: Other | HMBL: Blood [HMIN: Injection| _ | CIRC: Male X Total,
Fiscal Year Operating Unit PMTCT Abstinence and| e Safety Safety and non-Inj. . Counseling and B
Fidelity Drug Use Testing
2009 Zambia $ 16,791,844 |$ 17,576,028 | $ 11,281,600 | $ 4,000,000 | $ 350,000 | $ - |$5477,738 | $ 20,183,182 | $ 75,660,392
2010 Zambia $ 25298000 ($ 16,337,628 |$ 15,058,137 |$ 2,300,000 | $ $ - [ $4890000|$ 22419737 |% 86,303,502
2011 Zambia $ 24,744,500 | $ 13,247,628 | $ 18,814,000 | $ 2,500,000 | $ - $ - $ 5,470,000 | $ 21,584,182 | $ 86,360,310
Totals FY09-FY11 |$ 66,834,344 | $ 47,161,284 | $ 45,153,737 | $ 8,800,000 | $ 350,000 | $ $15,837,738 | $ 64,187,101 [ $ 248,324,204
2013 (est) Zambia $ 89,290,764

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013, the USG will continue to support the GRZ to implement the national multi-sectoral
HIV and AIDS response with a goal of accelerating and intensifying prevention. Major areas of
focus are: preventing family transmission of HIV including expanded PMTCT; expanding and
accelerating programming for male circumcision, and scaling up access to and use of HIV
counseling and testing services with an emphasis on couples counseling and testing.

Over the past two years, the USG has reviewed the PEPFAR prevention portfolio to ensure
comprehensive prevention programming across the country. Higher-impact prevention
interventions such as prevention of mother-to-child transmission (PMTCT), voluntary medical
male circumcision (VMMC) and counseling and testing (CT) have been intensified and scaled-
up for FY 2013. With USG technical assistance, the GRZ is prioritizing male circumcision as
central to a comprehensive prevention program. As a result, the Male Circumcision Operational
Plan was finalized with clear targets set for the next three years. Increasing numbers of people
have been reached with counseling and testing, particularly through community-based testing.
USG support has also resulted in significant progress and achievements in HIV prevention by
increased focus on reducing the risk of HIV infection through changes in sexual behaviors;
intensification of programs targeting social norms including gender-based violence (GBV) and
reduced multiple concurrent partnerships (MCP).
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Treatment

TREATMENT (FY09 - FY11) & FY13 Estimate
Fiscal Year Operating Unit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
P 9 Drugs Treatment Treatment Treatment

2009 Zambia $ 27,364,913 | $ 45,036,356 | $ 8,362,046 | $ 80,763,315
2010 Zambia $ 32,164,913 | $ 26,791,009 | $ 7,688,301 ] $ 66,644,223
2011 Zambia $ 38,664,913 | $ 25,089,307 | $ 7,495,301 ] $ 71,249,521
Totals FY09-FY11 | $ 98,194,739 | $ 96,916,672 | $ 23,545,648 | $ 218,657,059

2013 (est) Zambia $ 63,230,537

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The USG, through its implementing partners, actively supports Zambia’s goal of providing
access to at least 85% of individuals who need HIV and AIDS treatment and care services. The
GRZ provides overall policy and strategic direction, and all USG implementing partners observe
the GRZ treatment and care delivery principles for clinical and community service delivery.

In FY 2013, PEPFAR Zambia will continue to push toward universal access of antiretroviral
therapy (ART). Efforts to increase access to ART in rural areas include support for a network of
outreach services served by mobile teams using rural-based public and faith-based health
facilities as hubs. ART scale up was a prime objective of the GRZ and USG in PEPFAR’s first
phase, with emphasis on antiretroviral drug (ARV) procurement and enhancing the capacity of
supply chain management systems. However, demand for ART has increased significantly with
the adoption of WHO’s recommendation to enroll patients on ART when CD4 count falls below
350 ,an increase in PMTCT clients, and from the general demand for ART, including post
exposure prophylaxis as more people become aware of available services. Achievement of
universal access must include increased roll out of ART services to more health facilities by 1)
lobbying for increased funding from the GRZ, 2) leveraging private sector resources through
public-private partnerships (PPPs), 3) leveraging other cooperating partners’ resources, 4)
improving management efficiencies, 5) refurbishing additional public facilities, 6) training
health care providers, and 7) health care worker task-shifting.

PEPFAR Zambia strongly supports the GRZ’s national program to provide ART to at least 80%
of HIV-positive children in need of ART by 2015. The pediatric program in Zambia is largely
supported by PEPFAR and its goals are aligned with those of the Zambian pediatric ART
program. Key priorities include: early infant diagnosis (EID); adolescent ART; nutrition
support; monitoring and evaluation.

PEPFAR Zambia continues to assist the Zambian ART site accreditation system to assess
capacity to deliver ART according to national and international standards. For FY 2013, the
USG and the GRZ identified the following priority areas for adult treatment and care
programming: access and integration; linkages with community services; quality and oversight.

171



Care

CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS: Total

Fiscal Year Operating Unit Care and Pediatric Care |[HVTB:TB/HIV| HKID: OVCs —

Care

Support and Support

2009 Zambia $ 16,385479|% 5138058 |$ 11,774,828 |¢$ 18,709,893 [$ 52,008,258
2010 Zambia $ 24976279|$% 5491314|$ 10,066,000 [ $ 18,859,893 [ $ 59,393,486
2011 Zambia $ 25,606,279 |$ 8241314 |$ 11,642,000 $ 22,651,893 [$ 68,141,486
Totals FY09-FY11 [$ 66,968,037 | $ 18,870,686 | $ 33,482,828 | $ 60,221,679 | $ 179,543,230
2013 (est) Zambia $ 60,719,384

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Zambia’s priorities for care in FY 2013 include expansion of Tuberculosis (TB)/HIV activities,
nutritional interventions and improving patient tracking and follow-up. To reduce the spread and
impact of this TB/HIV co-morbidity, Zambia has been integrating TB and HIV activities over
the last few years. The USG supports the full range of TB/HIV integrated activities, and in FY
2013, will support the Ministry of Health (MOH) to strengthen and expand TB/HIV integration
through the following additional interventions: 1) intensified TB case finding (ICF) in all HIV
care settings, 2) isoniazid preventive therapy (IPT), 3) TB infection control (TBIC) activities,
and 4) implementing the WHO policy of commencing all HIVV-infected TB patients on ART
regardless of the CD4 count.

The GRZ has finalized and disseminated the National Food and Nutrition Strategy 2011-2015.
Nutrition support for vulnerable groups including HIV and AIDS-infected and affected- patients
is one of the components of the strategy. Zambia and PEPFAR’s priority areas for FY 2013
include: accelerating the integration of nutrition care interventions within HIVV/AIDS services;
PMTCT, postnatal care and infant feeding; economic strengthening, livelihood and food security
support.

PEPFAR will continue to work with the GRZ to strengthen linkages between MCH and pediatric
testing and treatment sites to improve patient tracking and follow up. The new safe motherhood
cards will also take into account the linkage between MCH and pediatric ART services, and once
implemented, should help address current gaps. PEPFAR Zambia continues to complement the
GRZ’s efforts to provide services to orphans and vulnerable children (OVC), mostly through
non-governmental organization (NGOs). This year small grants will be provided to encourage
schools and communities to engage in income generating activities to support OVC. Support will
be provided to at least 1,000 OVC-headed households, and 1,000 elderly-headed households for
school fees and supplies, food supplements and other social support according to national
guidelines.
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Governance and Systems

GOVERNANCE AND SYSTEMS (FY09 - FY11) & FY13 Estimate

. o HLAB: HVSI: Strategic | OHSS: Health AN UEiEL;

Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems .

Operations Systems
2009 Zambia $ 18,300,000 | $ 15,590,000 | $ 16,676,028 | $ 12,123,395 | $ 62,689,423
2010 Zambia $ 19,650,000 | $ 15,975,000 | $ 15,554,428 | $ 13,173,992 | $ 64,353,420
2011 Zambia $ 20,350,000 | $ 14,373,500 | $ 30,495,127 | $ 15,724,687 | $ 80,943,314
Totals FY09-FY11 $ 58,300,000 | $ 45,938,500 | $ 62,725,583 | $ 41,022,074 | $ 207,986,157
2013 (est)  |Zambia $ 85,603,315

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The USG and other cooperating partners (CPs) have, for many years, supported the GRZ in the
implementation of its health and HIVV/AIDS programs. There exists a robust working group
through which CPs are able to effectively engage the GRZ across the health sector. The USG is
the lead donor coordinator in the HIV sectors and is a voting member on the Country
Coordinating Mechanism (CCM) of the Global Fund to Fight AIDS Tuberculosis and Malaria
(GF). The USG will provide support to build capacity and strengthen financial management and
procurement systems at the MOH. Leadership and governance interventions will continue to be
a major component of USG support to the GRZ through the Partnership Framework. PEPFAR is
training and developing a cadre of professional logistics and supply chain managers, from the
national to the facility level, in quantification, forecasting, ordering, and monitoring of drug
supplies.

PEPFAR will work closely with the GRZ and other donors to determine the nature and method
of technical assistance, with a particular focus on institutionalization and the gradual reduction of
technical assistance and resources. PEPFAR continues to develop and use innovative capacity
development tools to enhance the ability of local partners to coordinate and implement HIV and
AIDS programs. PEPFAR also works with the private sector to reduce the impact of HIV and
AIDS in the workplace. USG will provide support to complete provincial data analysis of the
Zambia Demographic and Health Survey in 2013.
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Country Engagement

As the single largest investor in HIV and AIDS in Zambia, PEPFAR works closely with other
cooperating partners to determine how to best direct future PEPFAR funding. For example,
given the signing of Global Fund Rounds 8 and 10 with United States Development Program
(UNDP), PEPFAR will not need to increase funding for ARVs in the coming two years. The
GRZ is making progress in increasing its allocation of resources for HIV treatment. As stated,
the new government recently increased the health sector budget by 45% (over 2011), including
resources for HIV and AIDS.

The USG recognizes the value of local knowledge and the importance of institutional and
community ownership in developing HIV and AIDS programs. Increased engagement of host
government and other local stakeholders in decisions affecting them contributes to more
sustainable outcomes. In FY 2013, PEPFAR Zambia will continue to implement procurement
reforms, to enable more local partners to receive direct USG funding. PEPFAR Zambia will
strengthen local civil society and private sector capacity to ensure program results are achieved
and inputs are sustainable. The USG will look for innovative ways to build the capacity of local
organizations and foster an enabling environment for Zambians to take leadership in projects.
The GRZ, with the support of donors, is currently developing a comprehensive Governance and
Management Capacity Strengthening Plan, which will harmonize all the existing donor-specific
and GRZ capacity-building plans and will be aligned with the National Health Strategic Plan
2011-15.
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Zimbabwe

Country Context

Zimbabwe continues to experience a generalized HIV epidemic, but in recent years has noted a
significant decline in adult prevalence, from a peak of approximately 27.2% in the mid-1990s to
an estimated 13.3% in 2011. HIV incidence has also fallen from an infection rate of 5.5% among
15-49 year olds to about 1%. The decline has been attributed to both mortality and reductions in
risky behaviors. Despite obvious gains, Zimbabwe remains one of the five highest HIV/AIDS
burdened countries in the world. Women aged 15-49 continue to experience a disproportionate
rate of infection (21.1%) compared with their male counterparts (14.5%) with the most notable
differences among those aged 30 and under. The difference is likely attributable to patterns of
transactional and intergenerational sex.

Among the general population, key risk factors for HIV include sex with multiple concurrent
partners, which is, to some degree socially sanctioned through the common practice of polygamy
and long-term extramarital relationships often called “small houses.” Gender inequality is
pervasive and is evident in social, political and economic spheres. A history of sexually
transmitted infections (STIs) is also associated with an increased risk of HIV. There are few
differences in HIV prevalence according to wealth or across geographic areas in Zimbabwe,
including province or urban/rural residence. In the past, highly educated Zimbabweans were at
increased risk of HIV infection, but in recent years the correlation between education and HIV is
diminishing.

In FY 2013, PEPFAR Zimbabwe’s priorities are to scale-up treatment and voluntary medical

male circumcision, incorporate a gender lens in Prevention, Care and Treatment programming
and expand combination prevention activities.

Below is a table of PEPFAR Zimbabwe’s budget representing its major program areas.

Zimbabwe Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 13,142,636 27%| $ 9,445,169 20%[ $ 8,294,584 17%($ 17,117,611 36%| $ 48,000,000
2010 $ 14,439,500 30%| $ 7,524,000 16%| $ 8,482,500 18%[ $ 17,054,000 36%| $ 47,500,000
2011 $ 20,371,600 33%| $ 9,389,000 15%| $ 14,310,400 23%[ $ 18,429,000 29%| $ 62,500,000
Total 2009-2011 | $ 47,953,736 30%| $ 26,358,169 17%)| $ 31,087,484 20%| $ 52,600,611 33%| $ 158,000,000
2013 (est) $ 16,410,786 27%| $ 9,457,202 15%| $ 17,230,629 28%|$ 18,676,383 30%| $ 61,775,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.
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Prevention

PREVENTION (FYO09 - FY11) & FY13 Estimate
) N MTCT: HVAB: | {vop: other | HMBL: Blood [HMIN: Injection| 'PU™* MECUD | cpc. pag | HVCT: Total,
Fiscal Year Operating Unit Abstinence and| . and non-Inj. . .. [Counseling and N
PMTCT - Prevention Safety Safety Circumcision . Prevention
Fidelity Drug Use Testing

2009 Zimbabwe $ 4135400 |$ 1555494 ($ 1430871|$ 800,000 | $ $ - $ 2117000 |$ 3,103871|% 13,142,636
2010 Zimbabwe $ 4669000($ 1451500 |$ 1,556,000 |$ 1,800,000 | $ - $ - $ 2,983,000 | $ 1,980,000 | $ 14,439,500
2011 Zimbabwe $ 9,865600[$ 1,274,000 ($ 1,416,000 | $ 800,000 | $ 100,000 | $ - $ 4,936,000 | $ 1,980,000 | $ 20,371,600
Totals FY09-FY11 [$ 18,670,000 [$ 4,280,994 | $ 4,402,871 |$ 3,400,000 | $ 100,000 | $ = $10,036,000 | $ 7,063,871 | $ 47,953,736
2013 (est) Zimbabwe $ 16,410,786

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

FY 2013 funding will be allocated towards reducing HIV incidence in Zimbabwe through both
behavioral and biomedical approaches. PEPFAR Zimbabwe will also continue to support
behavior change communications (BCC) promoting sexual risk reduction and consistent condom
use. The USG provides the majority of male and female condoms distributed in Zimbabwe
through both the private and public sectors. Through its robust assistance in commodity and
supply chain management, the program has been successful in maintaining consistent stock
levels, with stock-out rates at less than 5% countrywide. PEPFAR Zimbabwe additionally
provides rapid test Kits to the public sector for provider initiated testing and counseling (PITC)
and support to the national prevention of mother-to-child transmission (PMTCT) program which
provides PMTCT services to over 724 Ministry of Health and Child Welfare (MoHCW) facilities
nationwide. Additionally, USG funded sexual prevention activities also target key populations
such as commercial sex workers, truck drivers, migrants, and displaced farm workers, primarily
through condom promotion and distribution activities.

Beginning in FY 2013, trends in the PEPFAR/Zimbabwe prevention portfolio will reflect
programmatic shifts to promote evidence-based priorities. Funding of AB activities has dropped
dramatically, as budget code allocations are shifted to identify needs in PMTCT, sexual
prevention, and voluntary medical male circumcision (VMMC). Other trends in the prevention
portfolio budget include a slight increase for counseling and testing and for VMMC service
delivery, but a small decrease in resources for blood safety as part of the planned program phase-
out.

Donor efforts for prevention are coordinated through a number of mechanisms. A health
development partners’ forum meets on a monthly basis which brings together donors including
the USG, United Kingdom Development Program, World Health Organization, European Union,
and United Nations. The USG recently shared its overall program of health support including
PEPFAR investments with this group. The Country Coordinating Mechanism (CCM) (and
disease specific CCM sub-committees), is another mechanism of coordination, however, the
focus is strongly on Global Fund and coordination across different partners is not a focus of these
meetings.
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Treatment

TREATMENT (FY09 - FY11) & FY13 Estimate
Fiscal Year Operating Unit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
P 9 Drugs Treatment Treatment Treatment

2009 Zimbabwe $ 5,938,889 | $ 1,200,844 | $ 1,154,851 | $ 8,294,584
2010 Zimbabwe $ 5,625,000 | $ 1,750,000 | $ 1,107,500 | $ 8,482,500
2011 Zimbabwe $ 9,870,400 | $ 3,520,000 | $ 920,000 | $ 14,310,400
Totals FY09-FY11 | $ 21,434,289 | $ 6,470,844 | $ 3,182,351 | $ 31,087,484

2013 (est) Zimbabwe $ 17,230,629

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The Zimbabwe National Anti-Retroviral Therapy (ART) Program is housed within the
MoHCW?’s AIDS and TB Unit. To gain efficiencies, all PEPFAR supported activities are
implemented entirely within existing government and mission infrastructures. From its inception
in 2004, the Zimbabwe National Adult and Pediatric ART program has coordinated and directed
all efforts towards strengthening ART services within the existing health delivery system. The
MoHCW, with support from donors and other non-state actors, has been in the forefront in
developing policies, strategic plans and guidelines which shape and determine the overall
direction of the program. In addition to increasing the number of health institutions offering
opportunistic infections (Ol) /antiretroviral treatment (ART) services in coordination with the
MoHCW and the National AIDS Council (NAC), the USG will support in-service training for
health care workers in the delivery of OI/ART services. For community care givers, trainings
will focus on the provision of follow up to patients in the community. The program will also
include the implementation of necessary minor infrastructural changes, including physical
renovations where necessary, to improve the provision of services.

PEPFAR not only contributes ARVs directly to the national program through a pooled supply
and distribution system, but also pledges to support the continuum of care through other support
to the health system (testing and counseling, tuberculosis (TB) screening, CD4 counting as well
as post-test support services). One way PEPFAR/Zimbabwe supports the continuum of care is
through a partnership with the Zimbabwe Association of Church Hospitals (ZACH) to increase
the number of facilities providing OI/ART services. The goal is that at the end of 2013, 24
additional ZACH sites will provide opportunistic infection diagnosis and treatment, co-
trimoxazole prophylaxis and ART to HIV positive patients. PEPFAR funds will also be used to
scale-up a successful TB/HIV integration model that was piloted in Harare and Bulawayo
through EU funding and the team is also working with the MoHCW to strengthen its laboratory
guidelines

A multi-donor funding mechanism that has supported HIVV/AIDS activities, the Expanded
Support Program (ESP) is now transitioning to a new mechanism called the Health Transition
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Fund (HTF), which will have a stronger focus on maternal and child health. This has led to some
uncertainty about support for certain HIVV/AIDS related activities, such as procurement of ARV
medicines. Commodities including rapid test kits, ARV drugs, early infant diagnosis (EID)
commodities, and laboratory reagents are purchased by multiple donors including the USG,
Global Fund, Clinton HIVV/AIDS Initiative (CHAI), and the UN, in addition to, the Government
of Zimbabwe (GOZ).

Care
CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS: Total

Fiscal Year Operating Unit Care and Pediatric Care |[HVTB:TB/HIV| HKID: OVCs '

Care

Support and Support

2009 Zimbabwe $ 1,800,727 |$ 777409 |$ 2,094,233 [$ 4,772,800 $ 9,445,169
2010 Zimbabwe $ 1,235000|$% 769,000 |$ 2,070,000 [$ 3,450,000 $ 7,524,000
2011 Zimbabwe $ 445,000 | $ 669,000 | $ 3,825,000 | $ 4,450,000 | $ 9,389,000
Totals FY09-FY11l |$ 3,480,727 |$ 2,215409|$ 7,989,233 [$ 12,672,800 | $ 26,358,169
2013 (est) Zimbabwe $ 9,457,202

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

PEPFAR/Zimbabwe’s support to Care encompasses a wide spectrum of interventions targeting
HIV infected and affected adults and children. These activities are supported both through public
and private sectors, complementing the work of not only the MoHCW but also the National
AIDS Council (NAC) and other government ministries. The PEPFAR Care portfolio addresses a
number of key gaps in the national HIV/AIDS response through integrating with national plans,
as well as, contributions by other donors.

The USG seeks to maximize collaboration with other development partners and leverage funding
from other donors. For instance, USG is partnered with the World Food Program (WFP) to
provide nutritional support to vulnerable children, particularly those on ART. PEPFAR support
for HIV/TB activities is complementary to non-PEPFAR USG Child Health and Survival
funding. The care program is part of the continuum of response, providing not only necessary
services to people living with HIV/AIDS, but ensuring linkages to clinical services. Individuals
enrolled in care will be monitored to the extent that they are prepared for PMTCT or ART
initiation at the appropriate time, leading to a more efficient and timely transition to treatment.
USG also supports a variety of integration programs (TB/HIV, PMTCT/MoH) which seek to
more efficiently utilize existing space and human resources for complementary purposes.

Priorities for FY 2013 continue from FY 2012 and include: continued support for a high-quality
comprehensive package of care services for positive adults including a strong component of
sexual prevention; introducing treatment as prevention; quality improvement programs to be
integrated into many ART clinics to continually improve retention, adherence, and response to
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ART; expanding access to early infant diagnosis and entry into care for HIV-exposed infants;
expanding integrated HIVV/AIDS services in urban clinics; improving infection control and
prevention activities; integrating TB screening with mobile HIV testing services; and building
the capacity of social welfare systems to enhance OVC care and support.

The USG is a key partner, investing more than other bilateral donors in the HIV/AIDS response.
The Global Fund to Fight HIV/AIDS, TB, and Malaria (Global Fund), however, remains the
largest source of support to the national response with an annual investment through Round 8 of
approximately US$80 million annually. DFID and the EU also provide substantial health funding
in Zimbabwe; however, their investments are broader than HIV and include a new focus on
maternal and child health, an area that is receiving renewed attention after alarming increases
were noted in child and maternal mortality.

Governance and Systems

GOVERNANCE AND SYSTEMS (FYO09 - FY11) & FY13 Estimate
. N HLAB: HVSI: Strategic | OHSS: Health HVMS: LI,
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems -
Operations Systems

2009 Zimbabwe $ 2,811,414 | $ 2,473,293 | $ 8,309,252 | $ 3,523,652 $ 17,117,611
2010 Zimbabwe $ 1,755,000 | $ 2,875,000 | $ 6,885,000 | $ 5,539,000 | $ 17,054,000
2011 Zimbabwe $ 2,185,000 | $ 3,175,000 | $ 6,855,000 | $ 6,214,000 | $ 18,429,000
Totals FY09-FY11 $ 6,751,414 | $ 8,523,293 | $ 22,049,252 | $ 15,276,652 | $ 52,600,611
2013 (est)  [Zimbabwe 3 18,676,383

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013, PEPFAR/Zimbabwe will continue to play an integral role in strengthening the
ability of the government, private sector, and civil society to design, manage, and monitor HIV
programs at the national, regional and local levels. In supporting the development of the National
HIV and AIDS Strategic Plan (ZNASP II), PEPFAR/Zimbabwe assisted the GOZ in assuming
greater responsibility for decision. Zimbabwe health programs are generally well-coordinated
and robustly led by the MoHCW from a technical and coordination perspective. Evidence-based
decision making provides a solid foundation for MoHCW policy making and coordination of
inputs. It is within this complex context that the USG is working to support an appropriate
balance of service delivery and systems strengthening activities.

Under the Global Health Initiative Strategy (GHI), one of the ways the USG will improve health
is by strengthening the integration of selected health services. USG efforts in these areas will
complement the work of other development partners to improve the availability of and access to
a comprehensive package of quality health care. With PEPFAR support, the integration of
HIV/AIDS and TB services at the health facility level will be expanded and strengthened

(through training, technical assistance and formative supervision) to better respond to the needs
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of patients who are both HIV-positive and have TB. In addition, PEPFAR is helping to scale-up
the availability of more efficacious regimen (MER) of antiretroviral drugs for PMTCT across the
country. Under GHI, PEPFAR is supporting the expansion of the number of sites that offer
MER, integrating ART into PMTCT programs.

A gap has been identified in the capacity of technical staff to effectively perform their
managerial and supervisory responsibilities. This is one finding that has prompted PEPFAR
funding for leadership training of MoHCW national, provincial and district levels. Similarly at
lower levels, inexperienced nurses are often responsible for the bulk of service delivery. For this
reason, PEPFAR continues to emphasize in-service training in an effort to increase quality of
care, particularly at a time when greater demands are being placed on health workers to deliver
an integrated package.

Country Engagement

The National HIV/AIDS response has always been strongly led by the GOZ. The GOZ through
NAC or the MoHCW sets policy, coordinates partner investments through technical working
groups, and reviews progress of the national programs, which partners support. A limited
spectrum of donor-supported activities occurs in the private sector. In general MoHCW identifies
gap areas and advises partners to invest accordingly. USG investments reflect the historical
record of these directed investments, generally in the national ART or PMTCT programs. In
some cases, where there has been a program supported in the private sector, such as voluntary
testing and counseling (VCT) and post-test support services for example, these programs have
emerged from MoHCW request, to fill a gap that is unmet in the public sector. These same
programs also partner with MoHCW to utilize “private” services to enhance MoHCW facility-
based services. For example, counselors for the private post-test centers deliver on-site
counseling services to MoOHCW clients. The focus of PEPFAR in Zimbabwe has historically
been GOZ facilities and enhancing their capacity to offer high-quality, accessible services. The
national ART program serves as a case in point. PEPFAR does not support specific patients at
specific sites but rather works to strengthen the program as it cascades from the national level to
lower levels through a variety of mechanisms.

Despite the limited capacity of the GOZ to finance HIVV/AIDS programming, the government has
generally taken a robust leadership role in strategy development and coordination of donors and
technical partners working in HIV/AIDS. While the capacity of the GOZ to meet Abuja targets
for health sector expenditures remains crippled, it has recently taken a renewed interest and
strengthened efforts to take ownership of coordination and strategic priority setting in the
broader health sector. The MoHCW has a bold vision for its health sector which is articulated in
the National Health Strategy 2009-2011, the ZNASP Il and numerous strategies describing
objectives and activities for different technical areas including but not limited to Maternal and
Child Health, PMTCT, laboratory, and TB. The MoHCW commits significant time and energy to
convening stakeholders to coordinate investments and to explain MoHCW policy and position.
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EAST ASIA AND THE PACIFIC

Cambodia

Country Context

Cambodia has established itself as a global leader in the fight against HIV/AIDS, cutting adult
infection rates by more than half in the past 14 years and providing HIV treatment to 80 percent
of eligible individuals since services were established in 2003. Many of Cambodia’s early
successes in fighting HIV/AIDS resulted from prioritizing programs targeting key at-risk groups
(commercial sex workers (CSW), men who have sex with men (MSM), and people who inject
drugs (PWID)), and, thereby reducing opportunities for ongoing transmission to lower-risk
groups. PEPFAR has contributed substantially to Cambodia’s achievements, historically
providing almost 40 percent of the financial resources behind the national response, and
establishing the surveillance, service delivery, and quality assurance platforms needed for the
Global Fund to Fight AIDS, Tuberculosis and Malaria (GF ), other donor, and Royal
Government of Cambodia investments to achieve their goals.

In Cambodia, the HIV epidemic is concentrated in individuals whose behavior places them at
high risk for acquiring or transmitting HIV. Historically, HIV transmission has been driven by
the behavior of men who procure sex with female entertainment workers. By focusing limited
resources where data suggested they would have the greatest impacts, Cambodia has reduced
substantially the burden of HIV among those facing the greatest infection risks and has reduced
ongoing transmission of HIV in the population as a whole. From 1998 to 2010, estimated adult
HIV prevalence fell by more than half, from 1.7 percent to 0.8 percent. As our program
transitions to a supporter of technical assistance, rather than service delivery, PEPFAR will build
upon prior success with a refined focus on using evidence to introduce and evaluate high-impact,
low-cost prevention services for people facing the greatest HIV infection risks.

The burden of HIV infection remains high in marginalized and hard-to-reach sub-segments of
most-at-risk populations. Although HIV prevalence among brothel-based female entertainment
workers declined dramatically from 44.7 percent in 1996 to 14.7 percent in 2006, there continues
to be high HIV prevalence among sub-populations of at-risk women. Surveillance among men
who have sex with men indicates higher HIV infection rates among transgendered individuals
(9.8 percent) than among other men who have sex with men (2.6 percent). In addition, a 2007
study among drug users found that 24.4 percent of injecting drug users were infected with HIV,
as opposed to 1.1 percent of non-injecting drug users. Infection risks are particularly high
among individuals facing overlapping risks, such as female entertainment workers who use drugs
to work longer shifts and see more clients and transgendered individuals who sell sex.

All activities supported by PEPFAR are aligned to Cambodia’s National Strategic Plan 111 (NSP
I11) strategies. During the next five years the PEPFAR program will evolve from a service-
delivery platform focused on addressing gaps in the national program to a technical-assistance
platform focused on enhancing the impact and reducing the cost of Cambodia’s national
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response to HIV/AIDS. To accomplish this transition, PEPFAR will fund the testing of service
delivery innovations, the evaluation of these innovations, efforts to improve the relevance and
use of routine program data to inform resource allocation, and activities aimed at improving the
technical and management capacity of key individuals, organizations, and institutions in the
national response. The United States and its implementing partners already are engaged in
careful efforts to transition PEPFAR-supported service delivery to the Global Fund, other donor,
or Cambodian government support.

Below is chart of PEPFAR Cambodia’s budget representing its major program areas.

Cambodia Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 9,102,665 51%| $ 2,408,194 13%[ $ 1,426,676 8%| $ 5,062,465 28%| $ 18,000,000
2010 $ 8,605,843 47%| $ 2,728,050 15%[ $ 1,043,402 6%)| $ 6,122,705 33%| $ 18,500,000
2011 $ 8,139,547 44%| $ 3,498,991 19%| $ 748,801 4%| $ 6,112,661 33%| $ 18,500,000
Total 2009-2011 | $ 25,848,055 47%| $ 8,635,235 16%| $ 3,218,879 6%|$ 17,297,831 31%]| $ 55,000,000
2013 (est) $ 8,121,609 44%| $ 3,114,643 17%| $ 961,926 5%] $ 6,301,823 34%| $ 18,500,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Prevention
PREVENTION (FY09 - FY11) & FY13 Estimate
) N MTCT: HVAB: | L \/oP: Other | HMBL: Blood |HMIN: Injection| 'PU%* ST | ¢y pc: ppare | HVET: Total,
Fiscal Year Operating Unit PMTCT Abstinence and B EEnG Safety Safety and non-Inj. o Counseling and e
Fidelity Drug Use Testing
2009 Cambodia $ 1073640|$  667419|$ 6,134,670 | $ - s $ 607,865 [ $ $  619071|$ 9,102,665
2010 Cambodia $ 865058 [ $ 343298 |$ 5824193 | % 500,000 | $ - $ 500,000 | $ $ 573294 | $ 8,605,843
2011 Cambodia $ 598,059 [ $ 286,497 |$ 5,658,106 | $ 450,000 | $ - $ 474,000 | $ $ 672,885 | $ 8,139,547
Totals FY09-FY11 [$ 2,536,757 | $ 1,297,214 [$ 17,616,969 | $ 950,000 | $ - |$ 1581865|$ $ 1,865250 [ $ 25,848,055
2013 (est) Cambodia $ 8,121,609

*Totals include planned funding for all accounts.
** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed PEPFAR FY12

In FY 2013, PEPFAR will continue to support Cambodia’s national HIV prevention efforts with
approaches that 1) employ a mix of evidence-based behavioral, biomedical, and policy-level
interventions and 2) capitalize on emerging evidence showing the critical roles that care and
treatment activities can play in preventing new HIV infections. Over several years, PEPFAR
will transition from supporting service delivery to providing technical support, including
government staff and civil society training, to assure sustainability of U.S. Government inputs.

To focus limited resources on the sources of the most new infections in Cambodia, PEPFAR will
increasingly provide technical support for prevention activities; primarily targeting most-at-risk
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populations including female entertainment workers, their prospective male clients and
sweethearts, men who have sex with men, and injecting drug users. Specifically, prevention
investments will focus on supporting the national AIDS program to engage key populations
clients and communities in development of prevention approaches and messages, and increase
access to clinical and community services that include peer education, counseling, testing,
Sexually Transmitted Infection (STI) services, family planning, HIV care and treatment and
psychosocial services.

The United States will help the Cambodian government address data gaps and identify
prevention priorities by expanding national ownership and capacity to implement: integrated
behavioral and biological surveys; systems to track individuals across community and clinical
services; evaluations and cost assessments; and, document proven practices to inform the
development of more impactful, cost-efficient, national and regional service delivery protocols.

Treatment
TREATMENT (FY09 - FY11) & FY13 Estimate
Fiscal Year Operating Unit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
P g Drugs Treatment Treatment Treatment

2009 Cambodia $ $ 1,158,896.0 | $ 267,780.0 | $ 1,426,676

2010 Cambodia $ $ 735,266 | $ 308,136 | $ 1,043,402

2011 Cambodia $ $ 553,000 | $ 195,801 | $ 748,801

Totals FY09-FY11 [ $ = 3$ 2,447,162 | $ 771,717 | $ 3,218,879

2013 (est) Cambodia $ 961,926

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Through its direct treatment experience in country, PEPFAR personnel serve critical roles in
national technical working groups for HIV treatment, laboratory systems, and monitoring and
evaluation, and they provide technical assistance to the Ministry of Health to improve
implementation of more than $20 million annually in Global Fund HIV grants.

In FY 2013, all PEPFAR activities will continue to be aligned with Cambodia’s National
Strategic Plan for HIV/AIDS, 2011-2015, and the Strategic Plan for HIV/AIDS and Sexually
Transmitted Infections Prevention and Care in the Health Sector in Cambodia. The priority
objectives of these plans are consistent with PEPFAR’s goals of increasing access to treatment,
maintaining high-quality care and treatment, and long-term sustainability of the program. As the
PEPFAR Cambodia program transitions to a technical-assistance model, the PEPFAR team will
place greater emphasis on strengthening national and provincial oversight to improve and
maintain the quality of care and treatment services. PEPFAR partners will carry out site visits
and join bi-weekly meetings at HIV-care and treatment facilities to discuss patient care and
service delivery challenges and to review quality-of-care indicators. PEPFAR Cambodia will
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continue to support and mentor government staff to improve coordination, monitoring, and
oversight of high-quality service delivery.

Specifically, PEPFAR will provide technical support to government health staff in developing
common action plans at the national and provincial levels based on joint reviews. Investments
will continue in strengthening Ministry monitoring and reporting systems and assisting the
Ministry of Health (MOH) to track individual patients across the Cambodian Government’s
Continuum of Care (CoC) model and treatment services using unique patient identifiers, improve
oversight by evaluating and addressing key site indicators during monitoring visits, and
strengthen provincial and district management through improved data quality and use.
Additionally, PEPFAR will support training of physicians and nurses and strengthen clinical and
laboratory detection of treatment failure, appropriate switch to second-line therapy, and
developing a system for monitoring of patterns of drug resistance.

Donor funding for the HIV-treatment program in Cambodia is declining, although the number of
patients needing Antiretroviral Treatment (ART) is increasing. At the same time, the cost to
implement the treatment program has increased as a result of more people living with HIV being
placed on ART, more patients needing to switch from first-line to more costly second-line drugs
because of treatment failure, and a planned programmatic switch to more costly tenofovir-
containing first-line regimens. The need for a long-term funding plan in Cambodia is urgent.
PEPFAR will continue to support projection and costing analyses, and mentor staff conducting
government strategic and budgeting exercises.

Care
CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS: Total

Fiscal Year Operating Unit Care and Pediatric Care |HVTB:TB/HIV| HKID: OVCs B

Care

Support and Support

2009 Cambodia $ 875,360 [ $ 151,844 3% 527,205 | $ 853,785 | $ 2,408,194
2010 Cambodia $ 1071431 |$ 193,313 | $ 382,835 (% 1,080,471|$ 2,728,050
2011 Cambodia $ 1511554|$ 142,500 | $ 733,707 |$ 1111230 |$ 3,498,991
Totals FY09-FY11l |$ 3,458,345 [ $ 487,657 | $ 1,643,747 |$ 3,045,486 | $ 8,635,235
2013 (est) Cambodia $ 3,114,643

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Cambodia has made remarkable progress in providing care and treatment services to people
living with HIV. In 2011, 65 percent of the estimated 73,760 adults living with HIV in
Cambodia were receiving HIV care and support. Home- and community-based care services
introduced by U.S. government PEPFAR resources now form the backbone of the national
approach to HIV care in Cambodia.
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There is a critical need to reach people living with HIV earlier in the course of disease
progression. To address this need, PEPFAR in FY 2013 will focus future support on a national
program scale-up of HIV testing for those most likely to be infected, including sexual partners of
people living with HIV, entertainment workers, men who have sex with men, injecting drug
users, and patients newly diagnosed with tuberculosis or sexually transmitted infections. At the
same time the PEPFAR Cambodia team will strengthen referral linkages to HIV care services.

As the PEPFAR program in Cambodia strives to transition from a service-delivery platform to a
“technical assistance model,” we will place greater emphasis on strengthening national and
provincial use of information to improve and maintain the quality of care and support services.
The PEPFAR team will provide technical assistance for government-led initiatives, like the
Continuum model, and will support the development of new, cost-effective models to reduce
mortality and improve the lives of people living with HIV. Specifically, PEPFAR and its
partners will focus on 1) strengthening the integration of HIV testing and counseling with care
and treatment services, 2) incorporating patient education and referrals among home- and
facility-based services into the package of positive prevention services so that patients remain in
care and adopt preventive behaviors, and 3) identifying strategies to improve the efficiency and
long-term sustainability of existing home- and community-based care activities.

According to the National AIDS Authority (NAA), there are nearly 86,000 orphans and
vulnerable children in Cambodia. PEPFAR reaches 21,084 HIV-infected or affected children
through home- and community-based services that focus on these children’s special needs.
Consistent with the PEPFAR program’s transition to a technical assistance model, we are
gradually transitioning funding for long-term care and support for children affected by
HIV/AIDS from PEPFAR to other sources, primarily the Global Fund. At the same time, we are
working with other partners to identify sources of support within Cambodian government social
protection programs, including through the Ministries of Health; Education, Youth and Sport;
and Rural Development, that can lead to more sustainable support for these vulnerable children.
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Governance and Systems

GOVERNANCE AND SYSTEMS (FYO09 - FY11) & FY13 Estimate
. N HLAB: HVSI: Strategic [ OHSS: Health HVMS: Total,
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems -
Operations Systems

2009 Cambodia $ 948,246 | $ 1,473,100 | $ 1,566,468 | $ 1,074,651 | $ 5,062,465
2010 Cambodia $ 398,900 | $ 949,425 | $ 1,344,900 | $ 3,429,480 | $ 6,122,705
2011 Cambodia $ 357,000 | $ 872,425 | $ 1,366,948 | $ 3,516,288 | $ 6,112,661
Totals FY09-FY11 $ 1,704,146 | $ 3,294,950 | $ 4,278,316 | $ 8,020,419 | $ 17,297,831
2013 (est)  |Cambodia $ 6,301,823

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Despite improvements over the last decade, Cambodia faces many challenges in delivering
quality public health services to those in need. Health delivery systems are characterized by
limited governance and leadership, inadequate human and institutional capacity, low quality of
services, and corruption. Extremely low host-country government spending threatens the
sustainability of already weak health and social services. The Royal Government of Cambodia
provides 56.6 percent of the $345 million annual public-sector health budget and less than 10
percent of the annual $58 million of that budget that is devoted to HIV. The health sector
features an underpaid and poorly motivated public-sector work force, limited and poor-quality
public infrastructure and services, and excessive reliance on foreign donor assistance to carry out
critical surveillance and service delivery functions. There is an acute shortage of mid- and
upper-level health professionals who have specialized training and experience, and many of
these trained individuals juggle multiple jobs to supplement their civil servant salaries and make
ends meet. Substantial donor investments in specific disease priorities such as HIV have
achieved some remarkable successes, but in the process have constrained local capacity to set
priorities, and have done little to strengthen the public health system as a whole or to reduce
Cambodia’s dependence on external funding.

In FY 2013, PEPFAR and the Global Health Initiative (GHI) are addressing these challenges
through investments in the introduction of more impactful, integrated, and cost-efficient service
delivery systems, and in building local capacity to use data to improve the strategic allocation of
available resources. Without refined PEPFAR investments in a more impactful and cost-
efficient response to HIV, Cambodia will lack the resources needed to maintain critical coverage
of prevention, care, and treatment services.

Cambodia is dependent on Global Fund resources to provide HIV, tuberculosis, malaria, and
other health-related services. Because the Global Fund is a financing mechanism without in-
country staff presence, PEPFAR-Cambodia has dedicated significant technical and financial
resources to strengthen the management and oversight functions of the Cambodia Global Fund
Country Coordinating Mechanism (CCM). The PEPFAR-funded Global Fund Liaison works
closely with the coordinating mechanism and the Global Fund Secretariat in Geneva to resolve
key bottlenecks in grant implementation, strengthen the capacity of the Country Coordinating
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Mechanism Secretariat and the four Global Fund Principal Recipients in the Ministry of Health,
and build strong grant oversight systems through targeted technical assistance and capacity-
building activities.

Both U.S. government and implementing partner staff participate in the Cambodian government-
led technical working groups that establish protocols for service delivery and surveillance in
Cambodia. The U.S. Centers for Disease Control and Prevention (CDC) country director chairs
the joint Government-Donor Technical Working Group for HIV/AIDS and the U.S. Agency fir
International Development (USAID) HIV Team Lead chairs the Development Partners Forum on
AIDS. U.S. Government staff help develop national and provincial annual action plans for HIV
and other health issues.

Country Engagement

In Cambodia, host-country leadership expects PEPFAR resources to be programmed in a manner
consistent with the national approach outlined in the Government of Cambodia third HIV/AIDS
National Strategic Plan (NSP I11), a strategy document that was developed in consultation with
U.S. government technical experts. PEPFAR Cambodia and its partners participate in the
development of the annual activity plan of the National Center for HIV/AIDS, Dermatology and
STI (NCHADS), which reflects all of the government and civil society undertakings from all
funding sources at the national and provincial levels. Formal multi-sectoral collaborative
planning takes place through the HIVV/AIDS Joint Government-Donor Technical Working
Group, which is co-chaired by National AIDS Authority senior leadership and the U.S. Centers
for Disease Control’s country director.
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Indonesia

Country Context

With over 245 million people spread over 17,000 islands, Indonesia is the world’s fourth most
populous nation. Indonesia’s HIV prevalence rate is 0.2% nationally, and there are an estimated
300,000 people living with HIV/AIDS. Cases have been reported from all 33 provinces.
Indonesia is faced with two HIV epidemics: in most of the country, HIV is concentrated among
key populations whose prevalence ranges from 3% to 42%. However, Papua, in far eastern
Indonesia is experiencing a generalized epidemic, with a prevalence of 2.4% in the general
population as of 2006. In recent years, the primary driver of the HIV epidemic has shifted from
transmission through injecting drug use to sexual transmission. Of growing concern is the
increase in HIV prevalence among “high risk men” or male clients of sex workers who are part
of the general population. Prevalence among this group has increased from 0.1% in 2007 to
0.7% in 2011.

The overarching goal of PEPFAR Indonesia is prevention of sexual transmission of HIVV/AIDS.
Specifically the strategy is aimed at (1) expanding the use of high impact prevention
interventions, particularly consistent condom use; (2) building capacity of local governments and
civil society organizations that work with key populations to reach high risk groups with
prevention and treatment interventions; and (3) expanding access to HIV services in Papua
where the epidemic is most severe, as part of a broader health system building approach. The
program is focused in provinces where HIV rates and burden are the highest including: North
Sumatra, East Java, DKI Jakarta, Riau Islands, West Java, and Central Java as well as Papua and
West Papua.

Below is a table of PEPFAR Indonesia’s budget representing its major program areas.

Indonesia Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE | % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 5,885,000 65%]| $ 795,000 9%| $ 150,000 2%| $ 2,170,000 24%| $ 9,000,000
2010 $ 7,154,411 55%]| $ 795,000 6%| $ 165,000 1%| $ 4,885,589 38%| $ 13,000,000
2011 $ 5,746,620 44%| $ 807,257 6%]| $ 100,000 1%| $ 6,346,123 49%| $ 13,000,000
Total 2009-2011 | $ 18,786,031 54%| $ 2,397,257 7%| $ 415,000 1%| $ 13,401,712 38%| $ 35,000,000
2013 (est) $ 3,583,837 45%| $ 459,747 6% $ 82,364 1%| $ 3,874,052 48%| $ 8,000,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.
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Prevention

PREVENTION (FY09 - FY11) & FY13 Estimate
! o MTCT: HVAB: |\ 1\/oP: Other| HMBL: Blood [HMIN: Injection| 'DV7* MECiNg| oy o ppaje | HVET: Total,
Fiscal Year Operating Unit Abstinence and R and non-Inj. . .. |Counseling and .
PMTCT - Prevention Safety Safety Circumcision . Prevention
Fidelity Drug Use Testing

2009 Indonesia $ 35000($ $ 5,500,000 [ $ $ $ $ $ 350,000 | $ 5,885,000
2010 Indonesia $ 35,000 [ $ $ 6767411($ $ $ - $ $ 352,000 | $ 7,154,411
2011 Indonesia $ 25,000 [ $ $ 4,796,638 | $ $ $ 262,177 | $ $ 662,805 | $ 5,746,620
Totals FY09-FY11l | $ 95,000 | $ $17,064,049 [ $ $ $ 262,177 | $ $ 1,364,805 | $ 18,786,031
2013 (est) Indonesia $ 3,583,837

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Prevention program goals for FY 2013 are accelerated condom use through increasing the
availability of and demand for condoms in all target areas and — specific to Papua — the
development of sound policy and strategic plans for promotion of circumcision as a prevention
strategy. The former will be achieved by increasing knowledge of the disease among the general
population and increasing willingness of government and community leaders to promote
condoms for HIV prevention — which will increase condom demand. Condom availability, in
turn, will be addressed through activities that strengthen condom supply chain management. In
consultation and partnership with the National AIDS Commission (NAC) and Ministry of Health
(MoH), PEPFAR/Indonesia will also explore the feasibility and implementation issues around
introduction of a test and treat strategy in several target areas, including Papua. A test and treat
strategy for Papua would involve starting HIV positive patients on treatment shortly after testing
and could lay the foundation for a new approach to accelerating prevention efforts. Because
Papua’s HIV prevalence is much higher than the national average and because other prevention
methods, such as condom use and male circumcision, face stiff cultural barriers,
PEPFAR/Indonesia has worked with a number of stakeholders to design and implement the most
effective and appropriate prevention program for the area.

PEPFAR/Indonesia program’s priorities for FY 2013 build on the incremental gains made in FY
2012, as well as on the changing nature of the epidemic in Indonesia. Activities that contribute to
the FY 2013 prevention priorities include: supporting the acceleration of a national condom
social marketing plan (including acceptance and access to affordable condoms, as well as
strengthening the supply chain); improving services to control sexually transmitted infections
(STIs) including strengthening laboratory capacity; and modifying service guidelines to
incorporate best practices. In Papua, PEPFAR activities include advocacy for policy reform and
reduction of stigma and discrimination; increasing access to services, particularly for women,
through work with local civil society organizations; building local health system capacity to
deliver prevention information and services; and establishing male circumcision as a HIV
prevention intervention. In FY 2013, the focus of the PEPFAR strategy is increased condom use,
improved STI control, and reduced stigma and discrimination. More emphasis on these
particular prevention areas is a direct response to the changing circumstances on the ground, as
Indonesia moves from having a key populations-centered epidemic to a generalized one in
Papua.
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Another major bilateral donor active in HIV/AIDS in Indonesia is Australian AID (AusAlID).
PEPFAR/Indonesia coordinates closely with AusAlID to ensure effective coordination and
complementarity of efforts in all areas of intervention. The US also coordinates closely with
United Nations (UN) partners (including the UN Joint Program on AIDS (UNAIDS), the World
Health Organization (WHO) the UN Development Program (UNDP)) and the Global Fund (GF).
In the area of prevention, AusAID focuses particularly on harm reduction to reduce HIV/AIDS
among injecting drug users while PEPFAR/Indonesia focuses on reducing sexual transmission.

Treatment
TREATMENT (FY09 - FY11) & FY13 Estimate
Fiscal Year Operating Unit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
P 9 Drugs Treatment Treatment Treatment

2009 Indonesia $ $ 150,000 | $ - $ 150,000

2010 Indonesia $ $ 165,000 | $ - $ 165,000

2011 Indonesia $ $ 100,000 | $ - $ 100,000

Totals FY09-FY11 | $ - $ 415,000 | $ - $ 415,000

2013 (est) Indonesia $ 82,364

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The goal of the treatment program is to support the Government of Indonesia’s (GOI) efforts to
deliver treatment to PLHIV by building the capacity of local civil society actors involved in
treatment activities and by developing the GOI’s ability to use strategic information to better
track and manage treatment services. The focus and activities of PEPFAR/Indonesia’s treatment
program for 2013 is a continuation of what was done in 2012.

In Indonesia, the Ministry of Health provides antiretroviral treatment ART for PLHIV using
local resources and GF monies; for the delivery of the ART, the Indonesia MoH partners with
local civil society organizations (CSOs). PEPFAR/Indonesia, in turn, focuses its treatment
program on building the capacity of these local CSOs, which include GF sub-recipients, in the
following areas: access to services for opportunistic infection prevention, treatment, and
diagnosis; Tuberculosis (TB) testing and treatment; ART and clinical care; case management;
home-based care; and outreach to key populations to access treatment services.

In FY 2013 PEPFAR/Indonesia will also support the Government of Indonesia’s delivery of
ART to PLHIV by advancing the use of strategic information and health management data to
improve treatment and patient management. Poor medical records systems hamper the ability of
clinicians to closely monitor and manage patients in the continuum of care. The potential for
duplicate enrollment of HIV patients also poses a challenge for the country to accurately estimate
coverage and loss to follow-up rates for individuals who are on treatment. Interventions areas
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for PEPFAR/Indonesia in FY 2013 include: introducing information systems to confidentially
track individuals across community and clinical services to accelerate access to ART; supporting
continuous quality improvement/quality assurance for patient management through better
tracking and earlier identification of gaps in clinical services for ART patients; supporting
monitoring and evaluation system reform efforts to produce routine reports of key program
indicators; and building capacity to analyze and respond to routine data and improve program
and resource allocation.

With regard to coordination with other partners, the GF supplies much of the funding for
treatment in Indonesia. AusAID has worked closely with the Ministry of Health and partners in
Papua to improve ARV drug supply chain management and supports treatment in 120 sites in
Papua. The PEPFAR/Indonesia treatment effort in Papua is similar to treatment program in the
rest of the country and focuses on improving health system capacity in Papua, support for CSOs,
and support to improve the information and patient management. PEPFAR/Indonesia’s work to
this end is closely coordinated with the efforts of these partners.

Care
CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS: Total

Fiscal Year Operating Unit Care and Pediatric Care |HVTB:TB/HIV| HKID: OVCs B

Care

Support and Support

2009 Indonesia $ 640,000 | $ $ 155,000 | $ - $ 795,000
2010 Indonesia $ 640,000 | $ $ 155,000 | $ $ 795,000
2011 Indonesia $ 707,257 [ $ $ 100,000 | $ - $ 807,257
Totals FY09-FY1l |$ 1,987,257 [ $ - | $ 410,000 | $ - | $ 2,397,257
2013 (est) Indonesia $ 459,747

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The goal of the care program is to: increase the number of PLHIV receiving community-based
care and support for treatment and increase the number of TB/HIV affected people receiving
appropriate treatment for both diseases. Much of this work is done in direct partnership and
collaboration with MoH, the GF, and with local CSOs.

CSOs play a key role in establishing networks to link clients to community-based health facilities
and facilitating referrals to enable at risk populations to access care, support and treatment
services when they are living with HIV. These organizations also act as in a case management
role that complements the clinical service delivery and promotes lifelong health-seeking
behaviors. In their role as case managers, CSO staff and volunteers play a mentoring and
supporting role for clinical staff and clinical teams in health center and hospital settings, enabling
them to tailor services to the needs of often marginalized at risk populations and track referrals to
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ensure appropriate follow up is provided and to identify and fill gaps in service delivery.
PEPFAR/Indonesia’s investments, therefore, in the improvement of the capacity of CSOs to —
deliver care, provide support and treatment, facilitate treatment adherence, and provide psycho-
social support — is at the core of strengthening the national response to HIV/AIDS in Indonesia.

For 2013, TB/HIV is an area of particular concern, due to the findings of 2011-2012 assessments
that demonstrated how poorly linked national TB and HIV programs are. TB/HIV co-infection
is especially high among key populations, including incarcerated populations, and in the more
generalized epidemic in Papua, both of which are targeted beneficiary groups of the PEPFAR
program. In response, PEPFAR/Indonesia is providing technical assistance to government
providers and CSOs to improve the referral of PLHIV for TB testing and care. Referrals will
leverage the involvement of HIV case managers in assuring successful TB treatment. All
activities will be undertaken in close coordination with the National TB Program and the U.S.
government (USG)-supported TB programs.

PEPFAR/Indonesia coordinates closely with other partners in Indonesia for the delivery of care
services, namely with AusAlID, the GF grantees, and UN partners. In Papua in particular,
AusAID supports substantial programs in care and treatment for HIV/AIDS patients, which
complement the work PEPFAR/Indonesia supports in that region.
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Governance and Systems

GOVERNANCE AND SYSTEMS (FY09 - FY11) & FY13 Estimate
. . . HLAB: HVSI: Strategic | OHSS: Health HVMS: Total,
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems .
Operations Systems

2009 Indonesia $ 69,500 | $ 190,000 | $ 360,000 | $ 1,550,500 | $ 2,170,000
2010 Indonesia $ 40,000 | $ 650,000 | $ 3,360,000 | $ 835589 $ 4,885,589
2011 Indonesia $ 130,000 | $ 703,628 | $ 4,617,495 [ $ 895,000 | $ 6,346,123
Totals FY09-FY11 $ 239,500 | $ 1,543,628 | $ 8,337,495 | $ 3,281,089 | $ 13,401,712
2013 (est)  |Indonesia $ 3,874,052

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Given investments in HIVV/AIDS from the GF and increasing funding from the Government of
Indonesia (GOI), USG efforts are built around a technical assistance (TA) focused approach.
The emphasis is on building the organizational performance and further development of overall
health systems at provincial and district government institutions, including advocacy for
increasing local resource allocation and improved planning capacity.

In FY 2013 PEPFAR/Indonesia will continue its FY 2012 efforts on building the organizational
performance of CSOs and local governments. Activities include: strengthening public sector-
CSO partnerships to expand service delivery; addressing stigma and discrimination toward key
populations and PLHIV by health service providers; improving the technical skills of provincial-
and district-level public health officers; and increasing the organizational and technical capacity
of CSOs to design, plan, and effectively implement comprehensive HIV interventions for key
populations. At the national level, PEPFAR/Indonesia will also support national government
efforts to use and share high quality data to monitor and report on program performance ensuring
effective implementation and accountability. USG efforts are strategically focused to increase
political ownership, institutional ownership and capacity to plan and implement effective
programs and interventions using appropriate data.

In Papua, PEPFAR Indonesia will continue to on health systems strengthening, and integration
of health in partnership with USAID democracy and governance programs. This effort begun in
2012 will continue in 2013. This approach will combine health systems strengthening with
accelerated HIV prevention efforts working through local CSOs to reach at risk populations,
including condom promotion and ST1 services. Program goals include: building the sustainable
capacity of CSOs that can reach marginalized at-risk populations that the government cannot
reach, in order to increase and improve the quality of HIV services to key populations; equipping
government counterparts with the skills to gather appropriate data, make informed decisions
about resource allocation and commit the necessary funds to provide HIV services to key
populations; improving service delivery in Papua.
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Country Engagement

PEPFAR/Indonesia program objectives, interventions, and benchmarks align with, and operate in
support of the Indonesia National HIV Strategy and Action Plan and works in close partnership
with the National AIDS Commission, Ministry of Health and Indonesian Armed forces to
improve management and prevention of HIV/AIDS in the military. PEPFAR Indonesia will
continue FY 2012 engagement strategies in FY 2013. USG program plans and areas of focus are
developed jointly with these government partners. In addition, PEPFAR/Indonesia works
closely with GF principal recipients and the GF Country Coordination Mechanism to ensure
effective coordination.

The Indonesian government has significantly increased its resource allocation for HIV-related
work, increasing from $11 million in 2006 to $38 million in 2010. PEPFAR/Indonesia will
ensure that policy gaps are addressed as they are identified and that policies are developed and
implemented to support the comprehensive response to AIDS.

In FY 2013, PEPFAR Indonesia will support strengthening public sector-CSO partnerships to
expand program coverage, addressing stigma and discrimination toward key populations and
PLHIV by health service providers, improved technical skills among provincial- and district-
level public health officers, and organizational performance and technical capacity development
for local government and CSOs to design, plan, and effectively implement comprehensive HIV
interventions for key populations. In addition, the USG effort in Tanah Papua will expand to
focus on health systems strengthening, and integration of health with other sectors through the
Kinerja Project. Targeted health systems strengthening (HSS) TA will support increasing local
government capacity to develop effective, evidence-based strategic action plans, costed annual
action plans, and to integrate these plans into the GOI budget planning system.
PEPFAR/Indonesia efforts will combine health systems strengthening with accelerated HIV
prevention efforts working through local NGOs and CSOs to reach at risk populations, including
condom promotion and ST services.

PEPFAR/Indonesia supports building the technical and management capabilities to oversee
programs and activities at different levels of the government and civil response. In FY 2013,
PEPFAR will support local government agencies in developing institutional capacity to better
leverage funding through collaborations between other local governments and CSOs, develop
new public-private partnerships, and improve their efficiency by utilizing existing community
resources. The USG program also focuses on building SI capacity at all levels in collaboration
with GOI, MoH, NAC, and other development partners, as well as expanded use of data and
information to monitor and improve program performance.
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Vietnam

Country Context

Vietnam has a concentrated HIV epidemic. The national HIV prevalence in Vietnam is only
0.43%, but prevalence among at-risk groups, which drive the epidemic, is high. Injecting drug
use is the main behavior contributing to the spread of HIV in Vietnam. As many as 40% of
estimated 220,000 people who inject drugs (PWIDs) are living with HIV. HIV prevalence is
also high among female sex workers, averaging 16% in hot-spot cities with larger populations.
There are an estimated 65,000 FSW in Vietnam. Data indicate a growing HIV epidemic among
Men who have Sex with Men (MSM) with HIV prevalence estimated to be up to 16% in large
urban settings. The estimated MSM population ranges from 160,000 to 482,000. Overlapping
risky behaviors amplify HIV transmission risks for Female Sex Workers (FSW) and MSM who
also inject drugs. The odds of an FSW or MSM being infected with HIV are significantly higher
among those that also report injecting drugs behavior than those not injecting drugs. Distribution
of these key populations varies across the country.

As the lead source of U.S. Government (USG) health funding in Vietnam, PEPFAR is an integral
part of the USG’s Global Health Initiative (GHI) strategy. Through the goals of Vietnam’s
Partnership Framework, PEPFAR further supports the GHI strategy to build stronger governance
throughout the national health system, thereby contributing to overall health systems
strengthening. PEPFAR intensively promotes the provision of sustainable services through
strengthened health systems, and a broadened national response to HIV/AIDS through capacity
building for the Government of Vietnam (GVN) and other stakeholders, especially Vietnam’s
private sector and civil society organizations.

PEPFAR Vietnam programs support the broad goals of the Partnership Framework: increased
access to quality HIV/AIDS prevention, care and treatment services for key populations;
strengthened health systems; and strengthened and sustained national engagement, including
civil society and private sector, in the HIVV/AIDS response.

Below is chart of PEPFAR Vietnam’s budget representing its major program areas.

Vietnam Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 30,886,143 34%| $ 20,674,953 23%[ $ 12,379,008 14%[ $ 25,913,064 29%| $ 89,853,168
2010 $ 28,718,974 29%| $ 19,120,000 20%| $ 13,716,000 14%[$ 36,278,194 37%| $ 97,833,168
2011 $ 23,364,981 28%| $ 12,027,168 14%| $ 20,228,719 24%)| $ 29,212,300 34%| $ 84,833,168
Total 2009-2011 | $ 82,970,098 30%]| $ 51,822,121 19%| $ 46,323,727 17%|[ $ 91,403,558 34%| $ 272,519,504
2013 (est) $ 20,031,804 29%| $ 9,034,786 13%| $ 18,132,560 26%|[$ 22,633,850 32%| $ 69,833,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.
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Prevention

PREVENTION (FY09 - FY11) & FY13 Estimate
) N MTCT: HVAB: | op: Other | HMBL: Blood |HMIN: Injection] '2YF" ECIG | oo page | HVCT: Total,
Fiscal Year Operating Unit PMTCT Abstinence and| T Safety Safety and non-Inj. e Counseling and Py -
Fidelity Drug Use Testing
2009 Vietnam $ 4635485|% 1808397 |$ 9385144|$ - s 140639 |$ 9575211 ($ $ 5341267 (8% 30,886,143
2010 Vietnam $ 4373000 |$ 1560547 |$ 7875242 |$ 636,500 | $ 420,639 [$ 8,902,868 | $ $ 4,950,178 | $ 28,718,974
2011 Vietnam $ 1689979 (% - $ 7,077,900 | $ 554,400 | $ 388,080 | $ 9,957,550 | $ $ 3,697,072 $ 23,364,981
Totals FY09-FY11 |$ 10,698,464 |$ 3,368,944 |$ 24338286 (% 1,190,900 | $ 949,358 | $ 28,435,629 | $ $ 13,988,517 | $ 82,970,098
2013 (est) Vietnam $ 20,031,804

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

After 5 years in an emergency phase, PEPFAR Vietnam is transitioning its program focus from
service delivery to technical assistance (TA). In prevention, the PEPFAR Vietnam (PEPFAR
VN) team will undertake rigorous planning in FY 2013 with GVN to strengthen HIV prevention
programming so that it is maximally effective and can be sustained, despite decreasing PEPFAR
and other external funding. A standard approach has been established to estimate coverage needs
of prevention interventions in various geographic locations. This approach was prioritized to
streamline efforts of PEPFAR implementing partners.

In Vietnam, prevention interventions will target PWIDs, FSW and MSM. Approaches include
expanding efforts to prevent HIV acquisition and transmission among key populations using
evidence-based biomedical, behavioral and structural interventions. PEPFAR VN will support a
core package of HIV prevention services for key populations: 1) outreach to promote behavior
change (i.e., through peer- and community-based education); 2) access to medication assisted
treatment (MAT); 3) access to voluntary HIV testing and counseling (HTC); 4) access to
condoms and water-based lubricant; 5) access to diagnosis and treatment of sexually transmitted
infections (STI); and 6) effective referral to and retention in HIV care and Antiretroviral
treatment (ART).

Owing to PEPFAR’s pilot projects and advocacy, political will for methadone scale-up has
significantly increased. GVN set a national target to reach 80,000 people with Medication
Assisted Treatment (MAT) by 2015. Sexual prevention efforts have gained momentum in the
past year, with emphasis from the Ministry of Labor, Invalids and Social Affairs (MOLISA) and
its Department of Social Evils Prevention to shift from a detention-based to community-based
approach for FSWs that prioritizes sexual harm reduction.

PEPFAR VN will continue to focus on key populations -targeted HIV prevention interventions
that are prioritized in the national HIV strategic plan, as well as are effective and affordable to
resource-poor locations. Emphasis will be put on work that improves program service quality
and increases the number of key populations accessing the core package of services, including 1)
reinvigorating behavior change communications (BCC) messages to promote prevention
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commodity use, to create demands for HTC and care, support and treatment services; 2)
standardizing technical guidelines and standard operating procedures (SOPs) across technical
areas; 3) developing innovative strategies and modalities of service-delivery and referral; and 4)
advocating for policies that address legal barriers and create an enabling environment for key
populations to access services. Increased engagement with key populations and their social
networks in planning and implementing HIV prevention interventions should increase the
ownership of affected communities to build program sustainability.

Treatment
TREATMENT (FYQ9 - FY11) & FY13 Estimate
Fiscal Year Operating Unit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
P 9 Drugs Treatment Treatment Treatment

2009 Vietnam $ 2,480,000 | $ 8,732,226 | $ 1,166,782 | $ 12,379,008

2010 Vietnam $ 6,650,000 | $ 6,248,000 | $ 818,000 | $ 13,716,000

2011 Vietnam $ 14,000,000 | $ 5,357,445 | $ 871274 | $ 20,228,719

Totals FY09-FY11 | $ 23,130,000 | $ 20,337,671 | $ 2,856,056 | $ 46,323,727

2013 (est) Vietnam $ 18,132,560

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013, PEPFAR will continue to contribute towards Vietnam’s national target of 105,000
on antiretroviral (ARV) treatment by 2015, while transitioning its service delivery portfolio and

Human Resources for Health (HRH) accountability to the Ministry of Health (MOH) and
strengthening its scope as a technical assistance (TA) model program. This transition will be a
significant step toward long-term sustainability of HIV treatment programs in Vietnam.
Transition will be carefully planned to avoid abrupt changes in resources and staffing so that
quality ART services for new and existing patients can be maintained.

Throughout this transition, continued treatment access remains an objective for PEPFAR VN.
While we have already given early notification to the GVN that PEPFAR may not be able to
continue its current level of ARV procurement in the years ahead, our care and treatment
program will continue to maintain its enrollment rate of antiretroviral treatment for adults and
children in our focus provinces, continuing to support the GVN to attain its 2015 targets. To
support this we will plan to rapidly shift HRH costs back to the GVN through joint, detailed
transition planning at the provincial government level.

PEPFAR will address human resources gaps by initiating task shifting where feasible. For
example, PEPFAR activities will continue to employ site-level supporters for treatment
adherence to counsel and monitor patients and make necessary home visits. Crucial to patient
adherence, these community-based treatment supporters are embedded in many out patient
clinics (OPCs). Another approach will be to strengthen counseling quality. Peer educator
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counseling training within the voluntary counseling and testing (VCT) program will be revised to
increase referrals to the treatment system. At the outpatient clinic (OPC) level, People Living
with HIV (PLHIV) peer educator skills will be strengthened through training and mentorship by
GVN and other staff.

With the aim to have a mechanism for an integrated supply chain management system for all
HIV commodities, PEPFAR will support the Vietnam Administration for HIVV/AIDS Control
(VAAC) to merge different supply chains for ARV, methadone, and lab commodities into a
single system.

Care
CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS: Total

Fiscal Year Operating Unit Care and Pediatric Care |HVTB:TB/HIV| HKID: OVCs el

Care

Support and Support

2009 Vietnam $ 13423836 |$ 1,378,782|$% 2,554,011 |$ 3,318,324 |$ 20,674,953
2010 Vietnam $ 10,611500|$ 1,756,000 |$% 3,042,500 |$ 3,710,000 | $ 19,120,000
2011 Vietnam $ 6,948695|$% 1,383,797 |$% 2,556,186 |% 1,138,490 $ 12,027,168
Totals FY09-FY11 |$ 30,984,031 |$ 4518579|$% 8,152,697 [$ 8,166,814 |$ 51,822,121
2013 (est) Vietnam $ 9,034,786

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

To increase efficiency and effectiveness of HIV care and treatment in VN, PEPFAR will support
strengthening linkages and referrals from HIV prevention care and treatment (C&T) services,
including hospital and community—based services. To increase access to services, improve
treatment adherence and to reduce loss to follow-up (LTFU), PEPFAR uses a patient and family
centered approach. This model, which PEPFAR helped develop, is being adopted by GVN and
expanded nationwide with Global Fund (GF) support. Where possible, PEPFAR VN will
promote integration of facility-based services like ART, methadone maintenance treatment
(MMT) and VVCT, with community-based services.

In the coming years, PEPFAR support will focus on technical assistance and strengthening the
GVN capacity to increase patient uptake for care services; mitigate LTFU for clients testing
HIV-positive; reduce mortality; improve quality of life for HIV patients; and increase
sustainability of care services.

Strengthening the health system and transitioning PEPFAR-implemented activities to GVN is a
priority in FY 2013. PEPFAR VN will assist local governments to simplify their district service-
delivery sites so that low caseload sites can be integrated, if appropriate, into other clinical
services, such as the primary healthcare system, and so districts can prioritize maintaining high-
volume comprehensive HIV sites in each province/city. Transition plans will use a site-specific
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model of HIV C&T developed by local GVN units responsible for each OPC, in collaboration
with PEPFAR technical experts. In line with the national strategy, PEPFAR with GF will
promote the integration of care and support programs within GVN healthcare and social welfare
systems, transitioning the status of PEPFAR-funded care and support staff to GVN fulltime
employees. Additional care activities such as adherence counseling, spiritual and psychosocial
support will be transferred to community-based implementers, including PLHIV networks.

Such initiatives support PEPFAR VN’s priority to strengthen country ownership, as we transition
PEPFAR-implemented services to government and local partners. The PEPFAR program
transition plan calls for a phased approach, in order to garner consensus of line ministries,
provincial Peoples’ Committees, and community groups, including civil society organizations
(CSOs) and community-based organizations (CBOs). PEPFAR VN is working with GVN to
cluster and integrate existing HIV-related services and to decentralize service delivery to the
commune level, where appropriate.

PEPFAR is supplementing the minimum package of services available for PWIDs by expanding
government Methadone Maintenance Treatment (MMT) capacity, focusing on communities with
greatest demand. Opportunities to increase efficiencies are being explored through plans to
support the GVN’s pilot satellite dispensing stations linked to central clinics that promise to
reach greater numbers of patients than individual clinics.

As PEPFAR VN phases out direct support to the Orphans and Vulnerable Children (OVC)
program, strengthening coordination with other partners to support GVN implementation of the
National Plan of Action for children affected by HIV/AIDS will be a priority. PEPFAR will
support building capacity for MOLISA, MOH and civil society to gradually transfer OVC
programs to GVN authorities and the community, with a focus on the provincial level.

Governance and Systems

GOVERNANCE AND SYSTEMS (FYO09 - FY11) & FY13 Estimate
. N HLAB: HVSI: Strategic | OHSS: Health HVMS: L
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems .
Operations Systems

2009 Vietnam $ 6,251,683 | $ 7,279,311 | $ 4,455,568 | $ 7,926,502 | $ 25,913,064
2010 Vietnam $ 4,811,500 | $ 5,570,861 | $ 6,853,950 | $ 19,041,883 ] $ 36,278,194
2011 Vietnam $ 4,598,770 | $ 5,385,916 | $ 3,575,000 | $ 15,652,614 | $ 29,212,300
Totals FY09-FY11 $ 15,661,953 | $ 18,236,088 | $ 14,884,518 | $ 42,620,999 | $ 91,403,558
2013 (est)  [Vietnam 3 22,633,850

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

As the PEPFAR VN program transitions from emergency response to a sustainable country-led
response, efforts to integrate HIV/AIDS programming into the existing health system will be

critical. Vietnam’s public health system is vertical, decentralized and fragmented. The national
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HIV/AIDS program is under the National Committee for AIDS, Drugs and Prostitution
Prevention and Control, and led by a Deputy Prime Minister. This inter-ministerial group is
required to coordinate the national HIV response. The HIV response is only one of the
committee’s responsibilities, and the operational and implementation functions of the national
response have been authorized to the VAAC, a department within the Ministry of Health (MOH).
Forging a coherent HIV response is challenging because each of the ministries involved (Health;
Public Security; Labor, Invalids and Social Affairs) have their own projects, funding, reporting
requirements and relationships with donors.

The VAAC lacks a convening mandate to bring the different groups together, and instead it
defers decisions to the various MOH departments. While policy is made at the national level,
implementation is left to each of the 64 provinces with varying results that makes coordinating a
comprehensive HIV response complex and results in fragmented decision-making.

PEPFAR has made significant progress in promoting greater consistency in the HIV legal and
policy framework in Vietnam, and has witnessed promising changes in the legal and policy
environments. For example, PEPFAR has worked with GVN to develop policies on community
detoxification, develop new legal frameworks surrounding sex work and harmonize the
inconsistencies between drug and HIV/AIDS laws. PEPFAR will continue to support
strengthening capacity to develop and enforce national laws and sub-laws to address issues of the
health workforce and health financing — including health insurance, health information systems
and health service delivery.

Working on health insurance, PEPFAR will leverage World Bank (WB) funding, and the Asian
Development Bank (ADB) and will ensure the needs of PLHIV will be considered in the health
insurance program. As resources decrease, there is a concern that GVN will pass the cost onto
the patient through increased user fees, creating greater financial barriers to obtaining needed
health and HIV services. PEPFAR will provide TA to GVN to implement a mix of alternative
and complementary health financing mechanisms to minimize out-of-pocket expenditures.

PEPFAR has several programs to improve sustainability of CSOs, legitimize their voice, and
establish systems and platforms. To promote sustainability and effective representation and
participation, PEPFAR will support CSOs to develop organizational and technical capacity,
showcasing promising models and results that demonstrate their merit.

Long-term PEPFAR priorities in HRH will support local institutions to transition from being TA
recipients to becoming national TA providers. PEPFAR priorities in HRH also will support in-
country resources for the pre- and in-service training system. For example, the Hanoi School of
Public Health, which coordinates 3 regional centers in delivering management and leadership
training, will engage with other complementary programs supported by PEPFAR to provide TA
and serve in an advisory capacity.
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Country Engagement

PEPFAR VN’s priority is to strengthen country ownership, as PEPFAR-implemented services
are transitioned to government and local partners. PEPFAR’s program transition plan will pursue
a phased approach to garner consensus of line ministries, provincial Peoples’ Committees, and
community groups, including CSOs and CBOs. PEPFAR VN is working with GVVN to cluster
and integrate existing HIV-related services and to decentralize service delivery to the commune
level, where appropriate. We will provide TA to support GVN to monitor and evaluate
efficiencies and cost-effectiveness in this process. The PEPFAR team is in dialogue with GVN to
transition its fiscal support for HRH. PEPFAR VN also will support research on the cost of
service-providers to improve efficiency. Additionally, we will support shifts in financing for the
national HIV program, promoting mobilization of increasing resources from private and public
sectors.
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SOUTH AND CENTRAL ASIA

Central Asia Regional

Country Context

Currently concentrated in less than 1% of the population, the HIV epidemic in the Central Asian
Republics (CAR) is primarily driven by injection drug use which follows the flow of heroin
through urban centers and along drug transport corridors from Afghanistan through Tajikistan
(TJ), Turkmenistan (TK), Uzbekistan (UZ), Kyrgyzstan (KG), and Kazakhstan (KZ).

Estimated HIV prevalence among people who inject drugs (PWID) ranges from 3% in
Kazakhstan to 18% in Tajikistan (TJ) and 14% in Kyrgyzstan (KG) (2009 data). Recent data
indicate a steady increase in the percentage of sexually transmitted HIV infections in CAR from
2006 to 2009; however, most cases are believed to be sexual partners of PWID. In addition to
PLHIV, sex workers, men who have sex with men (MSM), and prisoners are considered key
populations for HIV.

With limited resources spread across five countries with the priority in Kazakhstan, Kyrgyzstan
and Tajikistan, the PEPFAR team has adopted a technical assistance (TA) model which builds
the capacity of host governments and civil society organizations to plan, direct and monitor
national HIV programs, with emphasis on prevention among key populations, HIV/AIDS
sentinel surveillance (HASS), testing and counseling, and ensuring the quality of treatment and
care. The use of a TA model has guided the duration of PEPFAR’s investment in Central Asia
because of the availability of some, though inadequate, local funding and a significant amount of
resources from the Global Fund, the largest health donor in the region. Central Asia host
governments and civil society actors have, in turn, been able to better plan and direct HIV
programs, knowing which major donors are focusing on which area of response (i.e. , PEPFAR
is investing in human resources for health, versus Global Fund which is investing in improved
procurement and supply chain management of drugs, etc.).

The PEPFAR strategy will concentrate on three strategic priorities. The first is expanding the
availability of, and access to comprehensive HIVV/AIDS prevention, treatment and care services
for key populations. The second priority is to focus on systematically strengthening the
capacities of institutions, organizations, and individuals to more effectively plan, deliver, and
monitor quality services for key populations. This effort includes targeted support to prevent
nosocomial transmission of HIV/AIDS in health care settings. The third priority is to build the
capacity of public health institutions to collect, analyze, disseminate and utilize data to obtain
accurate and complete information about the HIVV/AIDS epidemic in CAR, to support policy
development, program planning and implementation, and to improve outreach prevention efforts
and facility-based HIV/AIDS care and treatment services.
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Below is a table of PEPFAR CAR’s budget representing its major program areas.

Central Asia Regional Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total

PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ - 0%| $ - 0%| $ - 0%)| $ - 0%| $ -
2010 $ 9,015,215 57%| $ 615,550 4%| $ 160,550 1%| $ 6,022,685 38%| $ 15,814,000
2011 $ 7,771,783 49%| $ 710,305 4%| $ 325,695 2%| $ 7,006,217 44%| $ 15,814,000
Total 2009-2011 | $ 16,786,998 53%| $ 1,325,855 4%| $ 486,245 2%| $ 13,028,902 41%| $ 31,628,000
2013 (est) $ 7,800,459 38%|$ 773,694 4%| $ 487,298 2%|$ 11,278,548 55%| $ 20,340,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

*** Central Asia Regional did not complete a PEPFAR Country Operational Plan until FY 2010.

Prevention
PREVENTION (FY09 - FY11) & FY13 Estimate
) N MTCT: HVAB: | L1v/oP: Other | HMBL: Blood |HMIN: Injection] "DV MECiNd | oo . e[ HVCT: Total,
Fiscal Year Operating Unit Abstinence and . and non-Inj. . .. [Counseling and N
PMTCT - Prevention Safety Safety Circumcision . Prevention
Fidelity Drug Use Testing
2009 Central Asia Regional $ $ $ - |8 - |8 - |8 - 18 $ - 18 -

2010 Central Asia Regional $ $ $ 2330370 | % 29,000 | $ 42,100 | $ 5,857,625 | $ $ 756,120 [ $ 9,015,215
2011 Central Asia Regional $ $ $ 2,094,628 [ $ 509,000 | $ 237,530 [ $ 4,215,695 | $ $ 714,930 [ $ 7,771,783
Totals FY09-FY11 $ $ $ 4,424,998 | $ 538,000 | $ 279,630 [ $ 10,073,320 | $ $ 1,471,050 | $ 16,786,998
2013 (est) Central Asia Regional $ 7,800,459

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

*** Central Asia Regional did not complete a PEPFAR Country Operational Plan until FY 2010

In FY 2013, PEPFAR will continue efforts to improve key populations access to comprehensive
HIV prevention services; strengthen the collection and use of data on coverage and effectiveness
of HIV services; and strengthen the policies and organizational and individual capacities needed
to support quality, stigma-free services for key populations. Building on existing outreach
services for most-at-risk populations key populations, in FY 2013 PEPFAR will continue to
support activities to provide case management assistance and referrals to help key populations in
obtaining the legal documents required to receive health services. PEPFAR will continue to
support training for service providers on communication skills, stigma reduction, information on
HIV and HIV/Tuberculosis (TB) co-infection, and referrals to testing and prevention services.

In FY 2013, PEPFAR will continue to provide technical assistance (TA) to Ministries of Health

(MoH) in Kazakhstan, Kyrgyzstan, and Tajikistan to implement comprehensive HIV prevention

services for PWID, their sex partners, MSM, and sex workers in selected sites. PEPFAR will use
funds in FY 2013 to continue to support provider-initiated counseling and testing for key
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populations groups and other approaches to increase key populations’ access to HIV testing and
counseling (HTC) services.

The PEPFAR program will support ongoing technical assistance to institutionalize evidence-
based interventions, enhance the quality of services provided by governmental and non-
governmental organizations, and continue to promote outreach to key populations and referrals
to services.

Treatment
TREATMENT (FY09 - FY11) & FY13 Estimate
Fiscal Year Operating Unit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
P 9 Drugs Treatment Treatment Treatment

2009 Central Asia Regional $ - 1% - |3 - | -
2010 Central Asia Regional $ - $ 160,550 | $ - $ 160,550
2011 Central Asia Regional $ - $ 325,695 | $ - $ 325,695
Totals FY09-FY11 $ = $ 486,245 | $ - $ 486,245
2013 (est) Central Asia Regional $ 487,298

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

*** Central Asia Regional did not complete a PEPFAR Country Operational Plan until FY 2010.

Based on requests from the MoHs in Kazakhstan, Kyrgyzstan, and Tajikistan, in FY 2013
PEPFAR will continue to provide technical assistance to enhance individual, institutional and
organizational capacity for providing comprehensive HIV care and treatment, including ARV,
cotrimoxazole prophylaxis, and TB screening.

PEPFAR will continue to support to the MoHs to institutionalize the Electronic HIV Case
Management System (EHCMS), and selected AIDS Centers in Kazakhstan, Kyrgyzstan, and
Tajikistan to implement comprehensive patient-centered, multidisciplinary, service-delivery
approaches. The data generated from these pilots, designed to improve patient retention and
adherence to antiretroviral therapy (ART), cotrimoxazole prophylaxis, and TB screening
recommendations, will be used in FY 2013 to advocate for sustainable national scale-up.

PEPFAR technical assistance in FY 2013 will continue to strengthen the multidisciplinary team
approach (active participation of clinician, nurse, epidemiologist, counselor, and psychologists at
AIDS Centers) to case management through in-service training and development of standard
operating procedures. Performance measurement data from the EHCMS will be closely
monitored and used to refine treatment programs in each of the countries.

PEPFAR will work closely with all partners to develop and implement laboratory quality
management systems (QMS), protocols, and standard operating procedures (SOPs), including
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those for viral load and CD4 testing. Technical assistance will also be provided to strengthen
referral linkages and information exchange between clinical, regional and national reference
laboratories. The PEPFAR team will work closely with the MoH and the Global Fund (GF)
Project Implementation Unit (PIUs) to develop and implement effective systems for forecasting
and stocking laboratory supplies.

Care
CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS: Total

Fiscal Year Operating Unit Care and Pediatric Care |[HVTB:TB/HIV| HKID: OVCs '

Care

Support and Support
2009 Central Asia Regional $ $ $ $ $

2010 Central Asia Regional $ 615,550 | $ $ $ $ 615550
2011 Central Asia Regional $ 710,305 | $ 3$ $ $ 710,305
Totals FY09-FY11 $ 1325855 % - | $ - | $ $ 1,325,855
2013 (est) Central Asia Regional $ 773,694

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

*** Central Asia Regional did not complete a PEPFAR Country Operational Plan until FY 2010.

In FY 2013, PEPFAR will continue to provide TA in implementing clinical guidelines and
standard operating procedures (SOPs) for delivering a minimum package of services to PLHIV
through Oblast AIDS Centers. It is expected that the package of services and integration of the
clinical care guidelines into the daily practice of the AIDS Centers will result in higher retention
rates, improved quality of life, and better treatment outcomes for PLHIV.

Building on enhanced facility-level services, PEPFAR will support governments in Kazakhstan,
Kyrgyzstan and Tajikistan to further expand the delivery of more comprehensive care and
support services for PLHIV by developing service referral linkages and systems that enable non-
governmental organization (NGOs) and public sector institutions to coordinate in strengthening
patient-centered care for people living with HIV/AIDS (PLHIV). PEPFAR will continue to
strengthen multi-disciplinary teams (MDT) and advocate institutionalizing this model, building
human capacity at the primary care level, and increasing community involvement in HIV care
through capacity-building for the non-governmental organizations that provide HIV services.

In FY 2013, PEPFAR will continue to support the review of existing laboratory policies in order
to help each MoH formulate a National Laboratory Strategic Plan (NLSP) for improving
integrated lab services for public health and clinical care.

In FY 2013, the PEPFAR will continue to support the improvement of strategic information
under Care and Support by continuing to integrate unique identifier codes (UIC) into the national
HIV programs and national health information systems (HIS); strengthening patient tracking
systems to improve referral and monitoring among various services; providing technical
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assistance to improve the frequency and content of data feedback to community and facility level
staff and program implementers; and training national and local partners on data collection,
analysis, and dissemination.

Governance and Systems

GOVERNANCE AND SYSTEMS (FY09 - FY11) & FY13 Estimate
. . . HLAB: HVSI: Strategic OHSS: Health HVMS: el
Fiscal Year Operating Unit . Managementand | Governance &
Laboratory Information Systems .
Operations Systems
2009 Central Asia Regional $ - 1% - |3 - 13 - |$ -
2010 Central Asia Regional $ 1,379,000 | $ 1,446,910 | $ 15,800 | $ 3,180,975 | $ 6,022,685
2011 Central Asia Regional $ 850,920 | $ 817571 | $ 237,727 | $ 5,099,999 | $ 7,006,217
Totals FY09-FY11 $ 2,229,920 | $ 2,264,481 | $ 253,527 | $ 8,280,974 | $ 13,028,902
2013 (est)  [Central Asia Regional $ 11,278,548

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

*** Central Asia Regional did not complete a PEPFAR Country Operational Plan until FY 2010.

PEPFAR CAR will use funds in FY 2013 to continue to partner with countries to build national
HIV/AIDS programs that are inclusive, accessible, provide quality services for key populations
and achieve planned outcomes. In line with our three strategic priorities, the CAR PEPFAR
program will continue to support targeted activities which improve governance of the national
HIV/AIDS response; increase local resources for HIV/AIDS programs; foster health policies and
systems that facilitate access to comprehensive care and address the legislative, regulatory and
attitudinal barriers that constrain key populations’ access to services; strengthen the technical and
management capacity of institutions, organizations and individuals to plan, deliver, manage,
monitor and sustain HIV/AIDS services and commodities for key populations; and develop the
information systems needed to measure accessibility, effectiveness, and efficiency of HIV/AIDS
services and to support policy and program planning.

In developing and implementing FY 2013 programs and beyond, PEPFAR will emphasize
approaches across the region that support national program goals and are leveraged with efforts
of other development partners to maximize impact, sustainability, and efficient use of PEPFAR
resources.

PEPFAR will use funds in FY 2013 to continue to enhance leadership and governance of
national HIV/AIDS programs, particularly Country Coordination Mechanisms, and sub-national
governance structures. PEPFAR will support governing bodies in monitoring the implementation
of HIV/AIDS activities; collecting sound data; tracking progress against local HIV/AIDS targets
and indicators; engaging in HIVV/AIDS policy advocacy efforts; and supporting the development
of regional HIV/AIDS strategies. At the organizational level, PEPFAR activities will
systematically enhance the management, programmatic and technical capabilities of public
sector facilities and NGOs.
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In FY 2013, PEPFAR will continue to support limited direct prevention, treatment, and care
service delivery through nongovernmental and public sector partners to help address critical gaps
in the short term and to develop feasible models for service scale-up. In response to country-
level needs and priorities, and in close collaboration with country counterparts and stakeholders,
PEPFAR assistance will continue to strengthen systems such as referrals, service delivery
protocols, drug procurement and supply chain management, quality assurance, HIV testing,
blood and injection safety, case management, health information, and supervision and
monitoring. Also in FY 2013, the PEPFAR will continue to support the elaboration and initial
rollout of a unified monitoring and reporting system (from the “three ones”) that can be utilized
by both government and NGO partners.

To promote sustainability of USG investments, PEPFAR will continue to use funds in FY 2013
to provide targeted TA aimed at enabling national and local HIV/AIDS stakeholders to analyze,
interpret, and utilize costing data, to support policy advocacy efforts, and to assess and promote
more effective and efficient resource allocation. PEPFAR will use this activity to improve
understanding of the effect of resource allocation on program results and build capacity in
developing realistic budgets that support the achievement of national goals.

The PEPFAR program will build on lessons learned from the previous three years to focus more
aggressively on sustainability of prevention, care and treatment activities. PEPFAR will focus on
institutionalizing evidence-based prevention, care and treatment practices that have been
implemented at the community and facility levels, and will allocate a significant portion of
resources to governance and health systems strengthening, especially policy and advocacy
interventions, to help build country ownership.

A PEPFAR priority is to coordinate closely on all activities with the GF, the largest HIV donor
in the region. The CAR team follows a three-pronged approach with the GF: provision of
expertise to help GF-funded programs function more effectively; assistance to recipient countries
to become and remain eligible to receive future GF grants; and partnership with implementing
partners of GF and other donors to scale up best practices and improve HIV program quality.
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Country Engagement

In FY 2013, the PEPFAR strategy will continue to promote country ownership at institutional,
organizational and individual levels across the region by strengthening governance of national
HIV/AIDS programs at all levels; by enhancing the managerial, organizational, programmatic,
and technical capabilities of public sector facilities and NGOs to plan, implement and manage
national HIVV/AIDS responses; and by building the technical knowledge, skills and attitudes
needed to deliver quality services to key populations.

Each of the CAR countries has an HIV/AIDS strategy which prioritizes prevention and at least
addresses prevention among key populations. However, overall health expenditures in the region
average less than 5% of gross domestic product (GDP), with KG the highest at 7%, and TK the
lowest at 2%. Presently, CAR governments do not allocate the technical, human and financial
resources essential for targeted HIVV/AIDS programming, relying instead on external resources,
including externally funded nongovernmental partners to address program coverage for key
populations. Though the specific goals of country engagement in CAR vary by country, the
fundamental requirement for all countries is a fiscal and political commitment to serve the key
populations that are driving the epidemic. This will be critically important, particularly as a
country’s eligibility for receipt of funding from the largest health donor, the Global Fund, is
reviewed. To this end, the PEPFAR team coordinates closely with the national and local
governments in three CAR countries (Kazakhstan, Kyrgyzstan and Tajikistan) particularly since
the 2009 transition of all PEPFAR support to a regional program, rather than support to
individual countries. This coordination effort includes the development of joint HIV workplans,
host-government capacity-building for and ownership of HIV interventions, and support to the
monitoring and evaluation of HIV programs. In FY 2013, PEPFAR CAR will continue to work
with governments in the region to strengthen program, policy and budgetary support for targeted
key populations programming. Activities will continue to enhance government-NGO
partnerships as mechanisms for extending the reach of services to key populations. PEPFAR
CAR will also assist central and local government bodies to develop the policies and financial
systems needed to contract with, or otherwise provide funding to, nongovernmental
organizations for key populations service delivery.

In FY 2013, PEPFAR will continue to support all components of country ownership: 1) Political
Ownership and Sustainability: PEPFAR will continue to enhance leadership of national and
regional HIVV/AIDS programs to support planning, implementation and oversight of HIV/AIDS
activities implemented at the local level; 2) Institutional Ownership: PEPFAR will continue, at
the organizational level, to enhance the managerial, organizational, programmatic, and technical
capabilities of public sector facilities and NGOs; 3) Capabilities: PEPFAR will continue to
strengthen the capacity of public sector facilities and NGOs to provide sustainable HIV/AIDS
services for key populations; and 4) Accountability: PEPFAR will continue to enhance national
program accountability through strengthening of M&E systems.
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India

Country Context

India has the world’s third largest HIV epidemic, with 2.4 million people living with HIV, and
with an estimated 140,000 new HIV infections and 170,000 AIDS-related deaths annually.
India’s epidemic is characterized by concentrated transmission and heterogeneous geographic
spread. The relatively low overall HIV prevalence (0.31%) masks substantial variance by
district, state, and region, including higher prevalence in some rural communities. India’s
epidemic is driven by infections among key populations, in which HIV prevalence is 10 to 30
times higher than in the general population. Recent evidence also indicates elevated HIV
prevalence among migrants and truckers, who have been identified as bridge populations
facilitating HIV transmission between key populations and lower-risk, often rural populations.
Despite the significant challenges of implementing an HIV response in a country of 1.2 billion
people, in the last ten years India has achieved a more than 50% decline in HIV incidence
through its targeted approach to prevention.

Given India’s geography and population size, its substantial domestic resources, and the
relatively small PEPFAR budget, the United States Government (USG) maintains a highly
focused programmatic portfolio developed through a productive and ongoing consultative
process with the Government of India (GOI). PEPFAR India’s portfolio provides high-impact,
high-level technical support to the GOI and its partners to facilitate implementation of the
National AIDS Control Program. The USG carefully targets its resources in joint programming
decisions with the GOI to address critical gaps -- in technical areas in which the USG has unique
strengths, and with institutions with the greatest potential for impact on HIV in India.

The goal for each of the technical areas is to continue to provide high level, need-based technical
and strategic support to the GOI to plan, implement, monitor and assess an evidence-based
National AIDS Control Program. PEPFAR partner agencies supporting the national AIDS
response in India include USAID, HHS/CDC, HHS/HRSA, DOL and DOD. All have agreed to
the following principles of USG/GOI collaboration over the next five years:

e Invest in technical collaboration and not direct implementation;

e Prioritize prevention and systems strengthening over care and treatment but support a
continuum of care services with a focus on key populations and migrants; and

e Allow for flexibility in aligning with emerging priorities of the fourth phase of the
National AIDS Control Program (2012-2017).

The USG/India overall health program, of which PEPFAR is a part, supports the principles of the
Global Health Initiative, using a whole of government approach and integrated programming.
Within PEPFAR India, interagency joint planning for each fiscal year optimizes USG investment
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value through strategic use of agency strengths, strategic advantages, and areas of
complementarity.

Below is chart of PEPFAR India’s budget representing its major program areas.

India Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 9,868,832 32%| $ 5,331,470 18%|[ $ 993,260 3%| $ 14,256,438 47%| $ 30,450,000
2010 $ 5,175,232 16%| $ 3,868,857 12%[ $ 740,511 2%| $ 23,215,400 70%| $ 33,000,000
2011 $ 6,660,667 20%| $ 1,920,000 6%)| $ 425,000 1%|$ 23,994,333 73%| $ 33,000,000
Total 2009-2011 | $ 21,704,731 23%)| $ 11,120,327 12%| $ 2,158,771 2%| $ 61,466,171 64%| $ 96,450,000
2013 (est) $ 8,324,806 33%| $ 663,552 3%|$ 1,301,755 5%| $ 14,709,887 59%| $ 25,000,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Prevention
PREVENTION (FY09 - FY11) & FY13 Estimate
) N MTCT: HVAB: [ /op: Other | HMBL: Blood [HMIN: Injection| DU MU | e pare | HVET: Total,
Fiscal Year Operating Unit Abstinence and . and non-Inj. . .. | Counseling and| .
PMTCT - Prevention Safety Safety Circumcision . Prevention
Fidelity Drug Use Testing

2009 India $ 723295|% 1301497 |$ 6238101 |$ $ 10,000 | $ 50,000 | $ - $ 1545939 |% 9,868,832
2010 India $ 680351|% 734,362 |$ 2,689,955 | $ $ $ - $ - $ 1070564 | $ 5,175,232
2011 India $ 1,100,000 | $ 1,040,667 | $ 3,440,000 | $ $ - $ 200,000 | $ - $ 880,000 | $ 6,660,667
Totals FY09-FY11 [$ 2,503,646 [ $ 3,076,526 [ $ 12,368,056 | $ $ 10,000 | $ 250,000 | $ $ 3,496,503 [ $ 21,704,731
2013 (est) India $ 8,324,806

*Totals include planned funding for all accounts..

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

PEPFAR India provides a model cost-effective technical cooperation program, building
efficiencies into all its investments. PEPFAR India strategically invests in value-added activities
that leverage the considerable investments of the GOI, World Bank, Global Fund to Fight AIDS,
TB and Malaria (GF ) and other partners. The USG has a seat at the table as the (National AIDS
Control Organization (NACO) develops the next national HIV response plan, while USG-
supported programs increase the quality of the GOI response through evidence-based
approaches. The PEPFAR India program leverages other efforts by building the capacity of local
government, civil society, and the private sector to design and implement effective interventions.

The USG has already demonstrated strong program impact with relatively modest investments in
such areas as comprehensive prevention packages for key populations, strategic information,
private sector engagement and leveraging, policy development, and institutional strengthening at
state and district levels. The GOI publicly acknowledges and thanks USG agencies for their
innovative and creative approaches to supporting India’s programmatic response, and bridging
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gaps requiring technical assistance. The GOI looks to the USG as an essential partner in priority
areas linked to HIV prevention and capacity building.

Consistent with GOI plans and the PEPFAR India Country Strategy (2011-2015), USG efforts
support national and state prevention programs to strengthen capacity to: (1) effectively use data
for decision-making; (2) plan, implement and evaluate programs that improve core skills of non-
government organizations, community-based organizations and health care workers to expand
coverage and deliver quality services to key populations and vulnerable populations; (3) integrate
selected HIV prevention services into the National Rural Health Mission (which delivers health
care across rural India); and (4) identify, pilot, assess and scale up service delivery innovations
that contribute to the effectiveness and efficiency of prevention programs.

Beginning in FY 2013, PEPFAR will transition direct implementation, oversight and evaluation
to GOI, in a phased approach, as government and civil society capacity increases. PEPFAR will
shift its program portfolio to investing in targeted and time-limited technical assistance that
strengthens the capacity of the GOI, and of private sector and civil society partners, towards
sustainable programming. This shift is reflected in the Partnership Agreements between USG
agencies and the GOI. Technical collaboration at the national level will continue to support
development of evidence-informed policies and guidelines. PEPFAR India will collaborate with
the GOI and others to share the best practices from these activities with other countries.
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Treatment

TREATMENT (FY09 - FY11) & FY13 Estimate
Fiscal Year Operating Unit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
P 9 Drugs Treatment Treatment Treatment

2009 India $ $ 968,260 | $ 25,000 | $ 993,260
2010 India $ $ 718511 | $ 22,000 $ 740,511
2011 India $ $ 355,000 | $ 70,000 | $ 425,000
Totals FY09-FY11 | $ - $ 2,041,771 | $ 117,000 | $ 2,158,771

2013 (est) India $ 1,301,755

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013, PEPFAR India will invest in high-level policy and technical support to the GOI to
improve implementation of an effective continuum of care approach that links prevention,
testing, care and treatment. This support includes participation on strategic and technical
advisory groups at the national and state level, and clinical and managerial capacity building to
improve quality and oversight of antiretroviral treatment services, in particular for key
populations and vulnerable populations including women.

The USG does not contribute funds to procure antiretroviral drugs, nor does it support direct
provision of ART services.

The USG has been actively engaged in national policy development through participation in a
range of NACO-led technical working groups. These have included the working groups that
developed technical guidelines on ART in adults, and on pediatric ART counseling to improve
drug adherence, as well as bi-annual Joint Implementation Reviews to identify the major gaps
and challenges in the national program’s Care and Treatment service delivery.

With PEPFAR support, the U.S. Department of Defense in FY 2013 will continue support to the
Ministry of Defense Armed Forces Medical Service (AFMS) to develop and expand training
capacities in HIV prevention, diagnosis, care and treatment. PEPFAR will provide training for
AFMS HIV physicians and followed up through ongoing military to military collaboration with
the USG Department of Defense HIVV/AIDS Prevention Program (DHAPP).

As activities transition to the national program, PEPFAR will increase emphasis on high quality
policy and technical support and capacity building to improve access to and quality of ART
services, in particular for key populations and vulnerable populations including women. The
USG will provide Technical Assistance (TA) to NACO in implementing an effective continuum
of care approach that links prevention, testing, care and treatment, and in integrating ART with
TB and primary health care services. In addition, the USG will continue to support the
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strengthening of Centers of Excellence, reference laboratories and quality data for decision-
making.

Care
CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS: Total

Fiscal Year Operating Unit Care and Pediatric Care |[HVTB:TB/HIV| HKID: OVCs '

Care

Support and Support

2009 India $ 3245142 | $ 291,290 | $ 369,700 | $ 1,425,338 $ 5,331,470
2010 India $ 2,386,009 | $ 190,017 [ $ 115000 ($ 1,177831($ 3,868,857
2011 India $ 700,000 | $ 70,000 | $ 120,000 | $ 1,030,000 ($ 1,920,000
Totals FY09-FY11 [$ 6,331,151 | $ 551,307 | $ 604,700 | $ 3,633,169 | $ 11,120,327
2013 (est) India $ 663,552

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013, PEPFAR India will continue to provide high-level policy support and technical
assistance to the GOI to support policies and programs for orphans and vulnerable children,
HIV/Tuberculosis, and integration/linkages within the prevention to care continuum. Support
will be provided through active participation in Technical Working Groups led by the National
AIDS Control Organization, program assessments and joint field visits, health systems
strengthening, and support for program and service quality improvement in HIV care and support
at national, state, district and community levels. The USG does not contribute funds to procure
HIV-related drugs or commodities, nor does it support direct provision of care and support
Services.

PEPFAR played a key role in planning for care and support in the fourth phase of the National
AIDS Control Program (NACP). Additionally, PEPFAR has played a key TA and policy
advocacy role for improving the quality of care and treatment services at national, state and
district levels through its active role on the NACO Technical Resource Group for Care and
Support and in care and support program assessments.

PEPFAR has provided technical advice and input on several national policies through its
participation in technical and strategic working groups, including HIV/TB, Greater Involvement
of People with AIDS (GIPA), Care and Treatment and Children Affected by HIV/AIDS. In
addition, the USG develops evidence and advocates for shifts in policy or implementation
strategy when warranted. All program and service implementation scale-up is supported
financially by the GOI.

The USG will prioritize support to existing national, state and district level structures to
strengthen capacity and improve quality of comprehensive services. The USG will support the
expanded role of NACQO’s Technical Support Units (TSUs) for increasing access to care and
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support services for key populations; and provide TA and capacity building for an enhanced role
of Drop-in Centers (DICs) in positive prevention counseling using the USG-supported Positive
Prevention ToolKit.

In FY 2013 and beyond, PEPFAR will provide targeted support to:

e Strengthen and scale up HIV/TB collaborative and integrated services, including provider
initiated counseling and testing for TB patients.

e Pilot innovative models to ensure provision of the basic services of health care, nutrition
and food security, shelter and care, protection, psychosocial support, education and
economic strengthening.

e Monitor policy implementation develop models to integrate gender across prevention,
care and treatment programs.

e Expand previous PEPFAR technical assistance to improve lab quality systems to include
diagnosis of sexually transmitted and reproductive tract infections, early infant diagnosis,
viral load and CD4 testing.

e Continue TA for improved data quality generation and reporting from the point of data
generation to improve program planning and advocacy and add emphasis on analysis and
use of data at the point of service delivery to improve quality and responsiveness of
programs.

Governance and Systems

GOVERNANCE AND SYSTEMS (FYO09 - FY11) & FY13 Estimate
. N HLAB: HVSI: Strategic | OHSS: Health HVMS: L
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems -
Operations Systems

2009 India $ 288,698 | $ 4,135,896 | $ 7,360,466 | $ 2,471,378 | $ 14,256,438
2010 India $ 660,000 | $ 5,210,335 | $ 12,530,993 | $ 4,814,072 $ 23,215,400
2011 India $ 939,400 | $ 6,099,774 | $ 13,763,159 | $ 3,192,000 | $ 23,994,333
Totals FY09-FY11 $ 1,888,098 | $ 15,446,005 | $ 33,654,618 | $ 10,477,450 | $ 61,466,171
2013 (est)  [India $ 14,709,887

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013, USG Governance and Systems investments will prioritize high-impact work in
capacity strengthening at all levels, including in program management and implementation;
quality and innovation in policy implementation and service delivery; strategic information;
laboratory strengthening; leveraging the private sector; and human resources for health. Gender-
related efforts are cross-cutting throughout the program.

PEPFAR India investments have strengthened governance of the national and state responses to
HIV, and the systems that support implementation of the response. The GOI continues to scale
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up implementation using existing resources, including significant funds from the GF,
Tuberculosis and Malaria (GF), and seeks USG expertise and support to optimize the quality of
program implementation as coverage is expanded. India is one of the largest recipients of Global
Fund resources for HIV/AIDS. By comparison, PEPFAR’s financial support to the country’s
AIDS response has been modest. However, the impact of PEPFAR investments on the success of
the India’s AIDS program has been significant.

PEPFAR India provides a model cost-effective technical cooperation program, building
efficiencies into all its investments. PEPFAR India strategically invests in value-added activities
that leverage the considerable investments of the GOI, World Bank, GF and other partners. The
USG has a seat at the table as NACO develops the next national HIV response plan, while USG-
supported programs increase the quality of the GOI response through evidence-based
approaches. The PEPFAR India program leverages other efforts by building the capacity of local
government, civil society, and the private sector to design and implement effective interventions.

PEPFAR investments support the success in responding to the third largest HIV epidemic
globally, and leverage the substantial USG investments in India made through GF. In one
illustration, an external evaluation funded with FY 2011 resources established that USG
investments in the state of Tamil Nadu over the last 17 years produced statistically significant
improvements in HIV-related indicators.

In addition, consistent with its Country Development Cooperation Strategy, the USAID India
HIV program will increase its focus on identifying and sharing innovative mechanisms to
improve delivery of proven, effective interventions. This will include a new collaboration with
GOl and other Development Partners to promote South-to-South technical exchange between
India and African countries. The exchanges will showcase best practices in planning,
implementing and evaluating a national HIV response. Other platforms will be developed to
identify innovations in the public and private sectors with potentially game-changing impact on
the epidemic. This will include strengthening the stewardship role of National AIDS Control
Organization and State AIDS Control Societies to enable, identify and manage future private
sector partnerships that support achievement of National AIDS Control Program goals.

Over next five years, as India rolls out its fourth NACP, will be a crucial period of transitioning
funding and technical assistance elements of the national and state-level programs to the GOI.
This transition must be a rational process, well-coordinated with the GOI and other partners to
ensure continuation of the strong technical collaborations that have contributed to dramatic
successes in India’s HIV response. PEPFAR India looks forward to continuing to strengthen its
relationship with the GOI and other partners to meet the challenges of this transition period.
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Country Engagement

In FY 2013, The PEPFAR India program will continue to provide support to GOl in
development of national strategic plans, work plans and national operating budgets, as GOI
increasingly takes financial and technical responsibility for their response to the AIDS epidemic.
PEPFAR will support use of evidence from program assessments and evaluations to advocate for
targeting interventions to continue to stem incidence of HIV in India.

The GOI has the resources and capacity to take on initiatives begun through USG funding. The
USG has piloted and evaluated numerous innovations to improve service delivery, subsequently
adopted and scaled up by the GOI. District action plans, non-governmental organization
selection criteria, and behavior change communication tools and strategies have each emerged
from USG programs, and were later scaled up nationally by the GOI.

The National AIDS Control Organization will continue the close partnership with international
donors to effectively coordinate their technical and financial inputs, and to ensure
complementarity and non-duplication. Some large donors, such as the Bill and Melinda Gates
Foundation (BMGF), the Clinton Health Access Initiative and United Kingdom’s Department for
International Development (DfID) are now gradually phasing out their targeted HIV support in
India, although BMGF and DfID are continuing to support integrated health responses and in
particular the area of maternal, newborn, and child health. The Joint United Nations Program on
HIV/AIDS (UNAIDS) remains focused on HIV in India, although with limited financial
resources, and coordinates the work of all the UN partners (particularly the World Bank, World
Health Organization, UNICEF, United Nations Development Program, United Nations Office on
Drugs and Crime, and the International Labor Organization). The World Bank provided a credit
of $250 million in support of NACP-III, and is currently evaluating a new request for financing
for NACP-1V for an equivalent amount. India is the largest recipient of GF HIV funding ($850
million).
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EUROPE AND EURASIA

Ukraine

Country Context

Ukraine is experiencing the most severe HIV/AIDS epidemic in the European region and the
Commonwealth of Independent States. At end of 2009, the estimated HIV prevalence among
adults (15-49 year old) was 1.29%. Joint United Nations Program on HIVV/AIDS (UNAIDS)
estimates that there are more than 350,000 people living with HIV (PLHIV) in Ukraine. The
annual number of newly reported cases of HIV infection has been constantly increasing, with the
number of new cases reported to be 19,840 in 2009, compared to 12,491 in 2005 and 6,212 in
2000. The epidemic continues to be driven by unsafe drug injection and sexual practices, and
remains concentrated among key populations, including people who inject drugs (PWIDs),
prisoners, female sex workers (FSWs), men who have sex with men (MSM), and the sexual
partners of these populations. Since 2007, the reported primary mode of HIV transmission seems
to be shifting from injecting drug use to sexual transmission through the partners of key
populations, showing a changing epidemic pattern and the necessity to focus future prevention
efforts increasingly on changing sexual behaviors of key populations.

Ukraine’s PEPFAR program is designed to contribute to the achievement of the USG’s Global
Health Initiative and the HIVV/AIDS Partnership Framework between the USG and the
Government of Ukraine (GOU). The over-arching PEPFAR goals in Ukraine are to: reduce the
level of HIV transmission among PWIDs and other most-at-risk-populations key populations;
improve the quality and cost effectiveness of HIV prevention, care and treatment services for key
populations, particularly PWIDs and their sexual partners; and strengthen national and local
leadership, capacity, institutions, systems, policies and resources to support the achievement of
national AIDS program objectives.

Below is a table of PEPFAR Ukraine’s budget representing its major program areas.

Ukraine Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 2,875,000 35%| $ 993,660 12%[ $ 0%)| $ 4,309,340 53%| $ 8,178,000
2010 $ 3,097,000 26%| $ 800,000 7%| $ 0%| $ 8,131,000 68%| $ 12,028,000
2011 $ 5,625,040 25%]| $ 2,200,000 10%| $ 0%[ $ 14,352,960 65%| $ 22,178,000
Total 2009-2011 | $ 11,597,040 27%| $ 3,993,660 9%)| $ 0%| $ 26,793,300 63%]| $ 42,384,000
2013 (est) $ 8,684,340 29%| $ 4,229,633 14%| $ 1,016,890 3%|$ 16,069,137 54%| $ 30,000,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.
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Prevention

PREVENTION (FY09 - FY11) & FY13 Estimate
) o MTCT: HVAB: [\ /op: Other| HMBL: Blood |HMIN: Injection]| 22~ ECHG | o ppare | HVET: Total,
Fiscal Year Operating Unit Abstinence and . and non-Inj. . .. [Counseling and .
PMTCT - Prevention Safety Safety Circumcision X Prevention
Fidelity Drug Use Testing

2009 Ukraine $ $ 55,700 | $ 1,219,300 [ $ - 18 $ 950,000 | $ $ 650,000 | $ 2,875,000
2010 Ukraine $ $ 22,000 | $ 1,150,000 [ $ 625,000 | $ $ 1,300,000 | $ - (3 - 18 3,097,000
2011 Ukraine $ $ - |$ 1425040 % 800,000 | $ $ 3,200,000 | $ - |$ 200,000 $ 5,625,040
Totals FY09-FY11 [$ $ 77,700 | $ 3,794,340 | $ 1,425,000 | $ $ 5,450,000 [ $ - |$ 850,000 $ 11,597,040
2013 (est) Ukraine $ 8,684,340

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The goal of PEPFAR Ukraine’s HIV prevention program relates mainly to Partnership
Framework Goal 1: to reduce the level of HIV transmission among key populations. As in FY
2012, the main technical priorities for FY 2013 are related to the continuation of support for HIV
prevention activities to support the Ukrainian national HIV/AIDS response with the GOU. The
program will complement and leverage Global Fund activities implemented by the Principal
Recipients (PR) as the Round 10 grant starts. Activities will focus on the scale up of the
provision of state-of-the-art comprehensive prevention, care, and treatment services to key
populations, with an emphasis on building civil society service delivery capacity. The USG will
continue to build national support for services targeted at key populations, such as medication-
assisted therapy (MAT), and advocacy for the removal of legal and policy barriers toward the
implementation of the national HIVV/AIDS response, including conflicting public health and drug
control policies.

Overall, PEPFAR Ukraine’s HIV prevention program has evolved from direct service delivery to
building sustainable capacity and systems in partnership with the GOU and Global Fund
Principal Recipients. A recently revised five year HIV prevention strategic approach for Ukraine
has focused priorities, including the redesign of PEPFAR Ukraine’s flagship key populations
HIV prevention project, with emphasis on building public sector and civil society service
delivery capacity. After the recent tensions between the priorities of public health and drug
control in Ukraine, PEPFAR Ukraine supports the inclusion of law enforcement agencies in the
national HIV/AIDS response. Additional technical assistance will support the Ukrainian blood
safety program, the reduction of stigma and discrimination within the public sector, expanded
HIV prevention services in the Ministry of Defense, and media capacity building in HIVV/AIDS.
Anticipated efficiency gains include strengthened GOU ownership, including increased publicly-
provided key populations prevention services, and integrated services efficiencies, as feasible
within an inherently vertical health care system.
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Treatment

TREATMENT (FY09 - FY11) & FY13 Estimate
Fiscal Year Operating Unit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
P 9 Drugs Treatment Treatment Treatment
2009 Ukraine $ $ - $ - $ -
2010 Ukraine $ $ - $ - $ -
2011 Ukraine $ $ - $ - $ -
Totals FY09-FY11 | $ - |3 - |3 - |$ =
2013 (est) Ukraine $ 1,016,890

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The goal of PEPFAR Ukraine’s treatment program relates mainly to Partnership Framework
Goal 2: to improve the quality and cost effectiveness of treatment services for key populations.
The main technical priorities for FY 2013 include the scale up of the provision of state-of-the-art
comprehensive treatment services to key populations and strengthening the institutionalized
implementation of evidence-based approaches for HIV diagnostics and treatment including
strengthening quality assurance throughout the laboratory system. These priorities build on the
incremental gains achieved in FY 2012 in treatment expansion and evidence-based HIV
treatment. Other assistance aims to increase the efficiency of the national antiretroviral therapy
(ART) system through improved ART monitoring and evaluation (M&E), procurement and
supply management, strengthened provider capacity, operationalized drug resistance monitoring,
and the limited provision of medications and ARTSs in case of emergency.

Between FY 2012 and FY 2013, PEPFAR Ukraine will place additional emphasis on addressing
the GOU'’s greatest barriers to effective treatment provision: procurement and supply chain
management. Assistance will include advocacy and strategic technical assistance to remove
regulatory and operational barriers, improve forecasting, and support to the Global Fund Round
10 Principal Recipient, the Ukrainian AIDS Center, to meet grant performance requirements.
Other assistance will intensify support for the roll out of national HIVV/AIDS treatment protocols
and human resource allocation, the piloting of integrated treatment models, and an analysis of the
cost-effectiveness of various ART models. Anticipated efficiency gains include strengthened
GOU ownership and increased publicly-provided key populations treatment services, and
efficiencies from integrated services, as feasible within an inherently vertical health care system.
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Care

CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS:
Fiscal Year Operating Unit Care and Pediatric Care |HVTB:TB/HIV| HKID: OVCs
Support and Support

Total,
Care

2009 Ukraine $ - $ $ 568,660 | $ 4250001 $ 993,660
2010 Ukraine $ - $ $ 800,000 | $ - $ 800,000
2011 Ukraine $ 200,000 | $ $ 1,400,000 | $ 600,000 | $ 2,200,000
Totals FY09-FY11 | $ 200,000 | $ - $ 2,768,660 [ $ 1,025,000 | $ 3,993,660

2013 (est) Ukraine $ 4,229,633

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The goal of PEPFAR Ukraine’s care program relates mainly to Partnership Framework Goal 2:
to improve the quality and cost effectiveness of care services for key populations. The main
technical priorities for FY 2013 include the scale up of the provision of state-of-the-art
comprehensive care to key populations and the removal of legal and policy barriers toward the
implementation of the national HIVV/AIDS response, including factors that hamper service
access, and strengthening the control of HIV-associated Tuberculosis (TB). Building national
support for services targeted to key populations and medication-assisted therapy (MAT) is a key
step for the achievement of these priorities, as the national HIVV/AIDS response is adversely
affected by conflicting public health and drug control policies. With respect to HIV-associated
TB, the PEPFAR Ukraine’s care program will continue to build the capacity of national TB and
HIV programs to link services, perform reference laboratory functions, and conduct surveillance.
All of this work builds on the incremental gains achieved in FY 2012 in the expansion and
strengthening of care services for key populations.

The PEPFAR Ukraine care program continues to evolve in response to the changing epidemic
and GOU/civil society needs. In the approach to TB/HIV co-infection, the focus is to build on
initial achievements in strengthening the GOU’s national HIVV/AIDS TB response, including
screening, referrals, treatment, services integration, and monitoring and evaluation (M&E).
Between FY 2012 and FY 2013, PEPFAR Ukraine will place additional emphasis on
strengthening the GOU’s responses to the country’s alarming increases in multi-drug resistant
(MDR) and extremely-drug resistant (XDR) TB cases. Other areas of focus will include TB/HIV
IMAT integration, strengthening the complementary role of civil society in care, positive
prevention, and TB/HIV services, the reduction of service access barriers, and treatment
adherence. Another major focus is strengthening the GOU’s procurement and supply
management policies, procedures, and oversight, and building the capacity of the Global Fund
Round 10 Principal Recipient, the Ukrainian AIDS Center, to meet grant performance
requirements. Anticipated efficiency gains are strengthened GOU ownership and increased
publicly-provided HIV care services targeted to key populations, and programmatic and cost
efficiencies from integrated prevention, care, and treatment services, as feasible within an
inherently vertical health care system. Examples include the adoption of integrated, streamlined
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care models, such as the delivery of HIV, TB, and MAT treatments at a single site, as well as the
increased participation of primary health care in the delivery of care services.

Governance and Systems

GOVERNANCE AND SYSTEMS (FYO09 - FY11) & FY13 Estimate
. N HLAB: HVSI: Strategic | OHSS: Health HVMS: LGS,
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems -
Operations Systems

2009 Ukraine $ - $ 655,340 | $ 2,300,000 | $ 1,354,000 | $ 4,309,340
2010 Ukraine $ 1,525,000 | $ 850,000 | $ 4,200,000 | $ 1,556,000 | $ 8,131,000
2011 Ukraine $ 1,500,000 | $ 2,050,000 | $ 7,435,330 | $ 3,367,630] $ 14,352,960
Totals FY09-FY11 $ 3,025,000 | $ 3,555,340 | $ 13,935,330 | $ 6,277,630 | $ 26,793,300
2013 (est)  [Ukraine 3 16,069,137

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The goal of PEPFAR Ukraine’s program to improve governance relates mainly to Partnership
Framework Goal 3: to strengthen the national and local HIVV/AIDS response through improved
leadership, capacity, institutions, systems, and policies. The main technical priorities for FY
2013 include support and coordination of activities with the GOU, Global Fund, Country
Coordinating Mechanism (CCM), and PRs as the Round 10 grant starts. The USG will provide
technical assistance to strengthen national and regional laboratory and M&E systems, strengthen
procurement and supply chain management and technical assistance in health efficiency and
financing.

PEPFAR Ukraine’s technical emphasis between FY 2012 and FY 2013 is on improving the
organizational and technical capacity of Global Fund PRs to implement successfully Round 10
funding. Other areas of focus include increasing GOU involvement and capacity in key
populations surveillance and unifying what will be a national M&E system with data for decision
making in the public domain. Further technical assistance will focus on the decentralized
laboratory system, with emphasis on quality improvement and control for HIV and TB
diagnostics, and procurement and supply management (refer to the Care section). Assistance in
human resources for health will focus on strengthening the training and mentoring system in
adult treatment, and updating pre-training curricula. PEPFAR Ukraine will co-fund an efficiency
survey to look at harm reduction, MAT, ART, and integrated care.
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Country Engagement

The overall goal of GOU and PEPFAR /Ukraine partnership is to contribute to an increasingly
sustainable national HIV/AIDS response. This includes a five year strategic approach, codified
under the Partnership Framework that deepens cooperation, strengthens coordination, and
enhances collaboration on programming of technical and financial resources in concerted support
with other donors, including the Global Fund.

PEFPAR activities in Ukraine have been carefully designed with input and collaboration, as
appropriate, from the GOU, Global Fund, and major civil society partners, including the Global
Fund Round 10 PRs. PEPFAR Ukraine and GOU engagement has ranged from the most senior
levels to day-to-day consultation and advice. This partnership has been instrumental in
addressing serious and difficult issues, such as recent tensions between the priorities of public
health and drug control, and the reduction of legal and regulatory barriers to MAT. In addition,
PEPFAR Ukraine plays a key role in supporting governance of the national HIV/AIDS response,
such as helping to revitalize the previously dormant CCM and support to technical working
groups.

In FY 2013, PEPFAR Ukraine will continue to support the sustainability of the national
HIV/AIDS response. This includes the purposeful and careful alignment of USG investment with
GOU and Global Fund resources, and the delivery of measurable, value-adding technical
assistance designed to enhance capacity, systems, and sustainability. During this time period,
PEPFAR Ukraine anticipates progress in a more sustainable national HIVV/AIDS response. This
includes greater GOU ownership of HIV/AIDS activities targeted to key populations, an
increasingly functioning CCM, the inclusion of key public and civil society stakeholders,
including law enforcement, in decision-making fora, use of state-of-the-art service delivery, and
reduced barriers to integrated services.
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WESTERN HEMISPHERE

Caribbean Regional

Country Context

The United States PEPFAR Caribbean Regional program encompasses 11 countries and includes
Antigua and Barbuda, Bahamas, Barbados, Dominica, Grenada, Jamaica, St. Kitts and Nevis, St.
Lucia, St. Vincent and the Grenadines, Suriname and Trinidad and Tobago. The Caribbean
Region has higher HIV rates than any region outside sub-Saharan Africa. AIDS is the leading
cause of death among Caribbean adults 20 to 59 years of age and has orphaned approximately
250,000 Caribbean children. In 2009, according to UNAIDS, about 12,000 Caribbean nationals
died of AIDS, and an estimated 18,000 people were newly infected with HIV. An estimated
260,000 people were living with HIV, with 68 percent of those infected living in the Dominican
Republic and Haiti.

The HIV epidemic varies within countries and across the region. Though HIV data in the region
are unreliable, the best estimates show that HIV affects young women 1.2 to 3 times more than
young males in the Bahamas, Barbados, Belize, Guyana, Haiti and the Dominican Republic. In
Jamaica, Suriname, and Trinidad and Tobago the reverse is true. Men who have sex with men
(MSM) and female sex workers (FSW) continue to be disproportionately affected. MSM
prevalence varies from 6.7 percent in Suriname to 32 percent in Jamaica. FSW prevalence is
reported to be as high as 24 percent in Suriname. Targeted prevention programs continue to be
important in the region. Addressing stigma and discrimination and supporting legislative efforts
to protect the rights of people living with HIV/AIDS (PLHIV) and key populations are also
critical.

The 11 country Caribbean Regional Partnership Framework (PF)?, signed in June, 2010 and the
activities proposed in the 2012 ROP are expected to continue into FY 2013 share the priorities of
the Pan Caribbean Partnership against HIV&AIDS (PANCAP) Caribbean Regional Strategic
Framework (CRSF). The CRSF describes a shared regional vision that emphasizes:
strengthening HIV prevention services and resources; improving national and regional capacity
for surveillance, monitoring, and evaluation; strengthening national and regional laboratory
diagnostic and monitoring capacity; developing human resources for improved healthcare service
delivery; and supporting national governments’ capacity to implement effective, sustainable
national HIVV/AIDS programs.

® Originally 12 countries, including Belize, beginning in ROP 12 (FY 2012), Belize will be supported by the Central
America program, leaving 11 countries in the Caribbean region.
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Below is a table of PEPFAR Caribbean Regional’s budget representing its major program areas.

Carribean Regional Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 6,027,610 32%| $ 1,319,120 7%| $ 240,336 1%|$ 11,412,934 60%| $ 19,000,000
2010 $ 7,181,474 31%| $ 1,131,535 5%| $ 286,056 1%| $ 14,700,935 63%| $ 23,300,000
2011 $ 8,095,000 35%| $ 780,000 3%| $ 218,000 1%| $ 14,207,000 61%| $ 23,300,000
Total 2009-2011 | $ 21,304,084 32%]| $ 3,230,655 5%| $ 744,392 1%| $ 40,320,869 61%]| $ 65,600,000
2013 (est) $ 7,311,771 31%|$ 765,106 3%| $ 420,000 2%|$ 14,803,123 64%| $ 23,300,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Prevention
PREVENTION (FY09 - FY11) & FY13 Estimate
) N MTCT: HVAB: |\ v/op: Other | HMBL: Blood |HMIN: Injection| '2U% eSS | oy M| HVCT: Total,
Fiscal Year Operating Unit Abstinence and| . and non-Inj. . . . |Counseling and .
PMTCT L Prevention Safety Safety Circumcision X Prevention
Fidelity Drug Use Testing

2009 Caribbean Regional | $ 200,000 [$ 112,000 | $ 5,345,860 | $ $ $ - 18 - 1% 369750 |$ 6,027,610
2010 Caribbean Regional [ $ 200,000 | $ 190474 [$ 6,095,000 | $ $ $ $ - $ 696,000 | $ 7,181,474
2011 Caribbean Regional | $ - |$ - |$ 6885880($% $ $ $ - |$ 1209120 |$ 8,095,000
Totals FY09-FY11 [$ 400,000 |$ 302,474 [$ 18,326,740 | $ $ $ $ $ 2274870 | $ 21,304,084
2013 (est) Caribbean Regional $ 7,311,771

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Through the US-Caribbean Regional PF, the USG continues to leverage its expertise and
resources, along with other donor counterparts, including the Global Fund, to coordinate a
response aimed at reducing the sexual transmission of HIV. Currently there are efforts by
PANCAP to convene a small technical working group comprised of key partners engaged in
funding and supporting HIV prevention activities in the region. The key objectives for this
group are to review the characteristics of the current HIV prevention efforts in the region and
make recommendations for effective ways to move the response forward. The next meeting of
this group will take place in April 2012.

In FY 2012 and FY 2013 the prevention program will support the MoH in Trinidad and Tobago
and the Bahamas in reducing the number of new HIV infections by 1) increasing knowledge of
HIV status among People Living with HIV/AIDS (PLHIV) and their partners; 2) reducing risk of
HIV transmission from PLHIV; and 3) reducing HIV acquisition among persons at risk for
infection.

In addition, prevention programs will work to reduce vulnerabilities to HIV through access to
comprehensive prevention services; increase access to stigma free prevention, treatment and care
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services for key populations and PLHIV; and strengthen capacity and capability of national
partners and civil society organizations (CSOs) to ensure quality service and improve delivery.
In FY 2012 and continuing into FY 2013, prevention programming will also focus on supporting
militaries in ensuring they have current HIV policies, scaling up HIV prevention programming
using data from HIV surveillance and risk behavior surveys, strengthening monitoring and
evaluation systems, and reduction of risky sexual behavior and violence.

Treatment
TREATMENT (FY09 - FY11) & FY13 Estimate
Fiscal Year Operating Unit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
P g Drugs Treatment Treatment Treatment

2009 Caribbean Regional | $ - $ 240,336 | $ - $ 240,336

2010 Caribbean Regional | $ - $ 286,056 | $ - $ 286,056

2011 Caribbean Regional | $ - $ 218,000 | $ - $ 218,000

Totals FY09-FY11 | $ - $ 744,392 | $ - $ 744,392

2013 (est) Caribbean Regional $ 420,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The USG programs in the Caribbean have been relatively small in scope and have not focused on
treatment programs. This is mostly due to the fact that public sector treatment programs have
been largely funded by Global Fund grants to the Organisation of Eastern Caribbean States
(OECS), PANCAP and individual countries; World Bank loans; and self-financed by national
governments. All ART in Jamaica, for example, is covered by the Global Fund. In The
Bahamas, Trinidad and Tobago, and Barbados, all ART is covered by the respective national
governments. Though the USG has not been involved directly in provision of ART, USG
programs are contributing by improving access to quality HIV treatment and integrating
treatment programs into primary health care.

In FY 2012 and FY 2013, technical assistance (TA) will continue to be provided to Ministries of
Health (MoH) in the 11 Partnership Framework countries for national level adaptations to the
Caribbean Regional Treatment Guidelines* as needed and relevant. Training curricula used by
the Caribbean HIVV/AIDS Regional Training Network (CHART), for both in-service and pre-

4 The Caribbean Guidelines for the Care and Treatment of Persons with HIV Infection were originally developed by CAREC and
PAHO with technical input from I-TECH and CHART in 2007. The Caribbean Guidelines for the Prevention, Treatment, Care,
and Control of Tuberculosis and TB/HIV based on the recently updated WHO TB Guidelines and the revised International
Standards for Tuberculosis Care were published in 2010 through the technical leadership of the Francis J. Curry International
Tuberculosis Center, CHART and I-TECH, again in conjunction with CAREC and PAHO. Individual countries will be
supported by CHART to adapt the Caribbean Regional Treatment Guidelines to national levels as needed and relevant.
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service training, will reflect these regional or country specific guidelines to ensure consistent
messaging to health care workers and systems of care.

Care
CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS: Total

Fiscal Year Operating Unit Care and Pediatric Care |HVTB:TB/HIV| HKID: OVCs '

Care

Support and Support

2009 Caribbean Regional | $ 819,120 | $ $ $ 500,000 | $ 1,319,120
2010 Caribbean Regional | $ 1,131,535 | $ $ $ $ 1,131,535
2011 Caribbean Regional | $ 780,000 | $ $ $ - $ 780,000
Totals FY09-FY11 [$ 2,730,655 | $ - | $ - |$ 500,000 [ $ 3,230,655
2013 (est) Caribbean Regional $ 765106

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

The overall USG strategy for Care is to ensure that an enhanced package of effective care and
support services are available, accessible and sustainable in each country, focusing on the HIV
care of key populations and PLHIV. The strategy addresses the need for a holistic approach to
the management of PLHIV. This includes incorporating psychosocial, nutritional and adherence
support, and information on sexual and reproductive health into HIVV/AIDS care and support
programs. It also involves improving access to non-stigmatizing health services, creating an
enabling environment for prevention programs, strengthening the links between the private and
public sectors, and linking the public sector response to the community level. There will be an
increase focus on multidisciplinary care training, including physicians, nurses, pharmacists,
laboratory staff, social workers, nutritionists, other ancillary health care providers and PLHIV.
Training will also support the movement toward integration of HIV care into primary care. Key
components of the strategy are to strengthen Prevention with Positives (PwP) services, improve
access to effective PwP services, and integrate HIV/AIDS services into primary health care.
Improving data quality to inform programming and strengthening point-of-care laboratory
services are also important aspects of the USG strategy.

An example of one country where this holistic approach is being implemented is the Bahamas.
The Bahamas care and treatment program is one of their pillars of success against HIV
transmission. Through technical assistance from the PEPFAR, the Bahamas has expanded the
package of services for PLHIV to include assessment for STIs, family planning needs, and
partner testing. The Bahamas utilizes contact tracing (CT) nurses to follow-up with persons
diagnosed with HIV to ensure they are linked to care and treatment services. CT nurses often
make multiple home-based visits to individuals in marginalized populations to build rapport and
trust to ensure successful linkages to care and treatment services. The Bahamas is now taking a
more proactive approach to HIV testing and counselling with the implementation of community-
based testing events targeted towards key populations. CT nurses participate in these outreach
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events to ensure successful linkages from the community level to public care and treatment
providers.

Governance and Systems

GOVERNANCE AND SYSTEMS (FYO09 - FY11) & FY13 Estimate
. N HLAB: HVSI: Strategic | OHSS: Health HVMS: LGS,
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems -
Operations Systems

2009 Caribbean Regional $ 3,559,000 | $ 3,350,000 | $ 3,203,934 | $ 1,300,000 | $ 11,412,934
2010 Caribbean Regional $ 1,905,000 | $ 3,052,409 | $ 4,077,733 | $ 5,665,793 | $ 14,700,935
2011 Caribbean Regional $ 1,764,000 | $ 3,395,000 | $ 4,993,000 | $ 4,055,000 | $ 14,207,000
Totals FY09-FY11 $ 7,228,000 | $ 9,797,409 | $ 12,274,667 | $ 11,020,793 | $ 40,320,869
2013 (est)  |Caribbean Regional 3 14,803,123

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

While considerable progress has been made to improve access to HIV-related prevention, care
and treatment services for PLHIV, most Caribbean nations still lack strong health systems. HIV
services and support are primarily administered through a combination of public, private and
NGO partners. Currently there is not sufficient capacity in the health systems throughout the
Caribbean region to meet the estimated need for HIV prevention, care and treatment services and
based on WHO PLHIV projections, PANCAP anticipates that the demand for ART should more
than double between 2005 and 2015. There continue to be constraints in the areas of access,
coverage, quality and efficiency. The focus of the PFIP is to expand partner countries’ capacity
to plan , oversee, finance, and manage their national response to HIVV/AIDS and to deliver
quality services with the participation of local civil society, groups of persons living with
HIV/AIDS, and the private sector. Three of four PF goals fall under this area: Health Systems
Strengthening (HSS); Strategic Information (SI); and Laboratory Strengthening.

Under HSS the PF will continue to focus on addressing human resources for health (HRH)
challenges, greater HIV and health program sustainability and increased private sector
engagement. HRH assessments across the region identified a number of challenges and gaps
such as outmigration of qualified staff and weak human resource management systems. The four
main priority areas for HRH will be: strengthening of the HR management systems, training and
mentoring of health care workers in the public sector and with NGOs and CBOs, improving
quality and outcome of national and regional training and decentralization of HIV services for
integration in the primary health care system. The decentralization of HIV services creates a
need for training health care workers to provide basic health care and antiretroviral management
of PLHIV at the primary health care level.

The conceptual building blocks for greater HIV and health program sustainability and increased

private sector engagement include: the strategic leveraging of resources to increase the impact

and reach of PEPFAR funds; and capacity building (CB), carefully scrutinized for government
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leadership and buy-in, to strengthen health financing for long-term sustainability. Recent work in
the region shows a nascent understanding or inclusion of the private sector across all health
systems areas. Identifying strategies to systematically include the PS in public health planning
and policy processes, including building the capacity of the public sector to work with the PS
will strengthen the ability to strategically leverage PS resources. In order to address limited
regional capacity in collecting, analyzing and using health financing data , continued CB
opportunities will be provided for conducting National Health Accounts (NHA) estimations, and
strengthening existing institutions to routinely produce NHA data, as well as implement
household health expenditure surveys to measure out-of-pocket expenditures and quantify use of
private health sector services. Further support will also be provided for conducting costing
studies to understand the true cost of public sector service provision, including HIV services.

Sl activities will continue to focus on improving the quality and quantity of data to characterize
the epidemic and support the use of high quality data for evidenced-based decision making and
prevention programming. The USG SI strategy will also continue to support national efforts to
characterize the HIV epidemic and implement the SI priorities in the PFIP. This will include
strengthening surveillance and reporting, monitoring and evaluation, and HIS; and building
human capacity to systematically collect quality data and use the data for program management.
Assessing the incidence of HIV in high risk groups will continue to be a priority in order to
better target interventions and identify emerging issues. To achieve these goals and objectives,
demonstrating the use of high quality and scientifically sound data will be critical.

Laboratory activities will build on the significant achievements of the past year. The strategy is
based on the development of a comprehensive cross-cutting and integrated tiered laboratory
system for diagnostic and clinical monitoring services that are accessible and provide timely,
accurate and reliable results to support surveillance, prevention, care and treatment of HIV and
AIDS and other communicable diseases (CD). Specifically, the targeted laboratory effort will
focus on the following priority areas: 1) developing National Laboratories' Policies and Strategic
Plans, 2) strengthening a regional referral laboratory and sub-regional network and hubs,
including infrastructure and equipment upgrades, 3) increasing access to point-of-care laboratory
services, including expanded HIV rapid testing, early infant diagnosis, and clinical monitoring
testing menus to support adult and mother-to-child-transmission (MTCT) and combination
prevention programs, 4) enhancing Laboratory Quality Management System (LQMS) and
accreditation, and 5) supporting training, procurement, supply chain management systems, and
Laboratory Management Information System (LMIS).

Country Engagement

The Caribbean Regional PF has focused on country ownership and sustainability from the
program’s inception in 2009/2010. On January 12-13, 2011 the Caribbean Regional PEPFAR
program held its first combined annual meeting and Caribbean Region Chiefs of Mission
HIV/AIDS meeting in Barbados focused on country ownership and partnership with local
governments. Several areas for enhancing program coordination and implementation were
highlighted at the meeting including: promoting program integration with other development
programs, increasing public-private partnerships, and improving program communication with
both U.S. and local government partners. Country level meetings with Ministries of Health,
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National AIDS Programs and USG agencies will occur in FY 2012. These meetings will review
country specific transition plans for financially sustainable programs. The second Annual
Meeting on country ownership, with the goal of further transition planning with National AIDS
programs, will be scheduled for FY 2013. The expectation is that a number of the PF countries
will show substantial progress in their transition to more sustainable programming.
Additionally, annual operational plans are developed in close consultation with national
governments and regional partners to address HIV/AIDS in the Caribbean region. Prior to the
finalization of any USG Regional Operational Plan, in-country consultations are conducted by
teams of USG personnel with all 11 signatory countries and the two regional agencies, PANCAP
and the OECS in order to assess the importance of proposed activities in a country-specific
context and how best to implement the activities to achieve the PF goals and objectives.
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Central America Regional

Country Context

The Central America region is characterized by a concentrated HIV/AIDS epidemic with low
prevalence among the general population, but very high prevalence among certain subgroups
such as men who have sex with men (MSM); transgender persons, male and female sex workers;
clients of sex workers and their partners; certain ethnic groups such as the Garifuna and Kuna;
and mobile populations. According to UNAIDS (2009), HIV prevalence in adults in Central
America is highest in Belize (2.3 percent), followed by Panama (0.9 percent), El Salvador (0.8
percent), Guatemala (0.8 percent), Honduras (0.8 percent), Costa Rica (0.3 percent), and
Nicaragua (0.2 percent). These relatively low national percentages mask the concentrated
epidemic among the key populations. Belize, a country which geographically, politically and
culturally straddles both Central America and the Caribbean, is an exception with a prevalence
rate above 1% but still has an epidemic driven by the same high risk populations.

In FY 2013 the seven-country Central America USG team will continue to be guided by the
vision of the Regional Partnership Framework and Global Health Initiative (GHI) principles with
a clear commitment to country ownership and health systems strengthening. While most of the
principles and priorities outlined in the Central America Partnership Framework already
correspond to newly outlined PEPFAR global priorities, the USG has made some adjustments to
better address these areas. The top priorities for the Central America Regional program include
an even stronger focus on the highest risk and most vulnerable transgender and People Living
with HIV/AIDS (PLHIV) populations, a focus on comprehensive evaluation of the collective
regional interagency program, and a focus on sustainability and planning for the transition of the
funding for HIV services from donors to host government in light of the global economic
realities and the regional context.

Below is a table of PEPFAR Central America Regional’s budget representing its major program
areas.

Central America Regional Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total

PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ - 0%| $ - 0%| $ 0%)| $ - 0%| $ -
2010 $ 3,886,718 31%[ $ 430,548 3%| $ - 0% $ 8,269,734 66%| $ 12,587,000
2011 $ 2,806,933 22%| $ 1,005,209 8%| $ - 0%| $ 8,774,858 70%| $ 12,587,000
Total 2009-2011 | $ 6,693,651 27%|[ $ 1,435,757 6%)] $ 0%| $ 17,044,592 68%)| $ 25,174,000
2013 (est) $ 4,796,098 28%| $ 1,622,532 9%| $ 0%| $ 10,817,370 63%| $ 17,236,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed PEPFAR FY12

CAR became a regional program in FY 2010.

*** Central America Regional did not complete a PEPFAR Country Operational Plan until FY 2010.
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Prevention

PREVENTION (FY09 - FY11) & FY13 Estimate
) N MTCT: HVAB: | \1v/op: Other | HMBL: Blood [HMIN: Injection| "DV MECU | yp e g | HVET: Total,
Fiscal Year Operating Unit Abstinence and| . and non-Inj. . .. | Counseling and .
PMTCT - Prevention Safety Safety Circumcision 3 Prevention
Fidelity Drug Use Testing
2009 Central America Regional | $ $ - |8 $ $ $ - 18 $ - 18 -

2010 Central America Regional | $ $ $ 2905334 ($ $ $ $ - |3 981,384 [ $ 3,886,718
2011 Central America Regional | $ $ $ 1,962,968 | $ $ $ $ - |$  843965|% 2,806,933
Totals FY09-FY11 $ $ $ 4,868,302 | $ $ $ $ - |$ 1825349|$% 6,693,651
2013 (est) Central America Regional $ 4,796,098

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

*** Central America Regional did not complete a PEPFAR Country Operational Plan until FY 2010.

In Central America, the HIV/AIDS epidemic is concentrated and centered in key populations
which include transgender (male to female), MSM, sex workers (SW), and other vulnerable
populations, including mobile populations (migrants, uniformed services, including the military),
prisoners, and certain ethnic groups (including Garifuna and Kuna). These key populations,
along with PLHIV are the priority groups for prevention activities. After new data released this
past year and additional analysis by the USG team, the Central America USG team is
increasingly focusing on transgender and PLHIV populations. Recent USG supported studies
indicate that the transgender population has the highest prevalence rates of all populations. In
addition, both transgender and PLHIV populations engage in highly risky behaviors. Based on
this new evidence, the USG team considers these two populations to be the principal drivers of
the epidemic. Currently in the region, there are approximately 6,000 transgender, 220,000
PLHIV, 100,000 SW, and 350,000 MSM. The other vulnerable populations, while still
priorities, have both lower prevalence and more widely dispersed populations. In FY 2013
PEPFAR funds in the region will continue to target key populations as the main priority for
prevention as they are drivers of the epidemic. The definition of the minimum package for
prevention services for this population has been established and will now be shared to develop a
consensus with all the governments and other stakeholders in the region. The package includes
behavioral and biomedical HIV prevention components, which are linked to other
complementary services that address the specific needs of certain populations, including legal,
nutritional, and family planning services.

Traditionally, prevention services targeting key populations were restricted to educational
activities. In FY 2010 the USG team and partners shifted away from one-time educational
contacts to combination prevention; the need to address structural factors as part of the
prevention activities has emerged as a recurring priority. Some of the structural changes that
need to be promoted include advocating for policies and regulations related to diminishing
homophobia and stigma and discrimination across all areas of society. The synergy among USG
agencies and implementers for promoting needed policy or implementation changes will be
important for major achievements in this area. Many of the National AIDS Programs are aware
of the importance of addressing structural barriers as part of their prevention interventions and
agree and support the USG approach, including public announcements and other interventions
that target machismo as a negative force in society.
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Treatment

TREATMENT (FY09 - FY11) & FY13 Estimate
HTXD: ARV HTXS: Adul PDTX: Pediatri
Fiscal Year Operating Unit S: Adult ediatric Total, Treatment
Drugs Treatment Treatment

2009 Central America Regional | $ - $ - $ - $ -
2010 Central America Regional | $ - $ - $ - $ -
2011 Central America Regional | $ - |3 - |3 - |3 -
Totals FY09-FY11 $ - |$ - |$ - |8 =

2013 (est) Central America Regional $ -

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

*** Central America Regional did not complete a PEPFAR Country Operational Plan until FY 2010.

With national and Global Fund resources covering all the direct costs for ART in Central
America, PEPFAR does not provide any support for treatment related service delivery or
procurement of ARVSs, but the USG does support key crossing cutting areas to strengthen
systems that are essential for quality treatment and address some of the on-going challenges
mentioned.

In FY 2013 performance improvement strategies will continue to be implemented at treatment
sites with USG support to improve and maintain the quality of care. The USG is working to
strengthen supply chain management to ensure ARVs and other key commodities are available
for treatment as well as for prevention and care. The USG is building laboratory capacity in
areas such as genotyping and viral load testing to support treatment and accurately identify drug
resistance and treatment failure. The USG supports pre-service training to ensure that future
clinicians are properly prepared to provide quality treatment services.

With a concentrated epidemic, the USG continues to play a crucial role in addressing barriers
specific to key populations having access to treatment and the largest of those continues to be
stigma and discrimination. All USG pre-service and in-service training include components of
stigma and discrimination and other special needs of these at risk populations. The key initial
step to getting key populations on treatment is getting them tested and the USG continues to
work to expand access to counseling and testing for key populations, working together with
Ministries of Health and civil society to offer key populations friendly counseling and testing
services with referrals to care and treatment.
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Care

CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS: Total

Fiscal Year Operating Unit Careand | Pediatric Care |HVTB:TB/HIV| HKID: OVCs -

Care

Support and Support
2009 Central America Regional | $ - $ - $ - $ - $ -

2010 Central America Regional | $ 258,048 | $ - $ 172,500 [ $ - $ 430,548
2011 Central America Regional | $ 546,975 | $ - $ 458,234 | $ - $ 1,005,209
Totals FY09-FY11 $ 805,023 | $ = $ 630,734 | $ = $ 1,435,757
2013 (est) Central America Regional $ 1,622,532

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

*** Central America Regional did not complete a PEPFAR Country Operational Plan until FY 2010.

As a technical collaboration model program, the focus for USG support in care in Central
America in FY 2013 continues to be on strengthening national capacity to provide quality care
services, to strengthen human resources, to improve diagnostic and care related to TB/HIV and
to develop and maintain strong linkages between facilities and communities for a comprehensive
Continuum of Care (CoC). While the USG does not directly support service delivery, programs
work to support public health institutions and civil society through building capacity as they have
complete ownership and leadership over their care programs. Systems strengthening is the core
of all care related work in the region and includes improving the quality of existing public sector
programs, improving supply chain management for commaodities essential to care programs and
improving the ability of laboratories to perform key diagnostic tests.

Governance and Systems

GOVERNANCE AND SYSTEMS (FY09 - FY11) & FY13 Estimate
. N HLAB: HVSI: Strategic | OHSS: Health Al ULt
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems -
Operations Systems
2009 Central America Regional | $ - $ - $ - $ - $ -
2010 Central America Regional | $ 399,686 | $ 2,843,177 | $ 2,751,871 | $ 2,275,000 | $ 8,269,734
2011 Central America Regional | $ 558,750 | $ 1,886,410 | $ 4,650,898 | $ 1,678,800 | $ 8,774,858
Totals FY09-FY11 $ 958,436 | $ 4,729,587 | $ 7,402,769 | $ 3,953,800 | $ 17,044,592
2013 (est)  |Central America Regional $ 10,817,370

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

*** Central America Regional did not complete a PEPFAR country Operational Plan until FY 2010.
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Governance and systems represents the foundation for USG work in Central America. Three of
the four Partnership Framework goals fall under this area: Health Systems Strengthening,
Strategic Information, and Policy Environment. In FY 2013 USG investments in health systems
strengthening in the region will continue to be aimed at maximizing impact by improving the
ability of host countries to lead, manage and sustain their HIVV/AIDS response.

USG activities in systems strengthening will continue to public, private and military institutions
enabling them to provide quality prevention, care and treatment services at the clinical and
community level. The USG will continue to support the development of human resources for
health by training doctors, nurses, epidemiologists, laboratory technicians, logisticians, and
community health workers to enable them to respond more appropriately and effectively as a part
of the regional response to HIV/AIDS. A cross cutting theme for all work in the region is a
focus on key populations that are most affected by HIV in Central America’s concentrated
epidemic.

Country Engagement

With the majority of the USG investments in the region supporting technical assistance, country
ownership is at the heart of the PEPFAR Central America program. The USG provides support
to programs that are in many senses already ‘owned’ by countries or regions, whether USG
partners are working to improve the quality of HIV related services at a public hospital or
building the capacity of a key populations oriented NGO. In FY 2013 the USG team plans to be
more intentional regarding country ownership and articulate what this means in the context of
each and every USG supported activity. True country ownership of programs geared towards the
appropriate populations is still severely lacking, although the USG has played a key role in
supporting development of national and regional strategic plans in the last year that better reflect
the reality of the region’s concentrated epidemic. The USG is committed over the next year to
developing specific plans for each technical area to better identify how all activities are enabling
and supporting sustainable local ownership especially in relation to key populations.

All USG activities are reviewed and validated and often developed jointly with host country
government and civil society counterparts at different levels and all activities must clearly align
with national strategic plans in each country. At the country level, discussions are held with
Global Fund and other donors to ensure there is no duplication with USG supported activities.
While engagement on USG planning for activities happens throughout the year, in the past when
the time has come to develop USG specific documents like the Regional Operational Plan
(ROP), the usual approach was for the USG to work on the planning separately while also
carefully taking into account all the input from host country discussions. With the development
of the FY 2012 ROP, for the first time, the USG brought stakeholders together during a series of
technical meetings and later a full ROP Retreat to specifically discuss priorities and plans to
intentionally design together USG HIV plans for FY 2012 funds.
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Dominican Republic

Country Context

The Dominican Republic (DR) shares the Island of Hispaniola with Haiti. Its population is
approximately 9.7 million (2010 census), with an HIV seroprevalence of 0.8%, per the
Demographic Health Survey (DHS)/2007. This is slightly lower than the rate of 1.0%, per the
DHS/2002. The epidemic is largely driven by heterosexual practices, including multiple partners
and transactional sex. Men who have sex with men (MSM) and commercial sex workers (both
men and women) exhibit higher seroprevalence than the national level. Residents of Bateyes and
women with fewer than four years of formal education are affected by the epidemic out of
proportion to their percentage in the general population. UNAIDS (2009) estimates that 57,000
persons (adults and children) are living with HIV and approximately 2,300 deaths per year are
attributable to AIDS. Ministry of Health (MoH) data indicate that 19,434 persons (18,432 adults
and 1002 children) are on antiretroviral (ARV) therapy (MoH report, November 2011).

The Partnership Framework (PF) between the Government of the Dominican Republic (GODR)
and the USG was signed in November 2010. The PF supports the implementation of the National
Response (NR) to the HIV/AIDS epidemic, and especially the goal of mitigating the effect of the
epidemic. Program elements emphasized in the PF include: health systems strengthening,
strengthening of labs, strategic information, procurement and logistics, monitoring and
evaluation, surveillance and data for decision making, and human resources. PEPFAR focuses on
working with key populations to prevent new infections. Priority areas for PEPFAR include:

e Prevention of mother-to-child transmission (PMTCT): Redefine USG interagency
approach and work with the MoH technical group for PMTCT; redefine target hospitals;
focus on service delivery level and systems strengthening.

e Testing and counseling (T&C): Work with MoH service delivery facilities, as part of
PMTCT; expand testing coverage to include more pregnant women and involve more
men in HCT as part of the Gender Challenge Program; provide same-day delivery of
results to patients.

e Prevention among key populations: Continued support to NGOs which work with at-risk
populations, such as Commercial Sex Workers (CSW), MSM, youth, women, military,
and drug users. Priority will be placed on interventions targeting migratory groups, most
of which are of Haitian origin and/or descent.

e Systems strengthening (especially in procurement and logistics, HR, and information
systems): improve information and data collection and flow for more informed decision
making, preventing stock outs of drugs and reagents, focusing on increased GODR
procurement of reagents, rapid tests, and eventually antiretroviral drugs (ARVS); work
with the MoH on the HR audit and the personnel and policy implications.
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Below is a table of PEPFAR Dominican Republic’s budget representing its major program areas.

Dominican Republic Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 8,454,000 37%| $ 2,525,000 11%[ $ 525,000 2%| $ 11,412,934 50%| $ 22,916,934
2010 $ 7,978,800 51%| $ 2,800,000 18%|[ $ 747,882 5%| $ 3,973,318 26%| $ 15,500,000
2011 $ 5,790,909 37%[ $ 2,600,000 17%[ $ 750,000 5%| $ 6,359,091 41%| $ 15,500,000
Total 2009-2011 | $ 22,223,709 41%| $ 7,925,000 15%| $ 2,022,882 4%| $ 21,745,343 40%| $ 53,916,934
2013 (est) $ 6,567,503 43%| $ 2,666,164 17%| $ 853,083 6% $ 5,188,250 34%| $ 15,275,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Prevention
PREVENTION (FY09 - FY11) & FY13 Estimate
_ N MTCT: HVAB: [ {v/op: Other | HMBL: Blood [HMIN: Injection| DU MECiNg | cip e pgre | HVET: Total,
Fiscal Year Operating Unit Abstinence and . and non-Inj. . .. |Counseling and :
PMTCT - Prevention Safety Safety Circumcision . Prevention
Fidelity Drug Use Testing

2009 Dominican Republic | $ 2,181,000 | $ 1,480,000 [ $ 3,003,000 | $ 700,000 | $ $ $ $ 1,090,000 | $ 8,454,000
2010 Dominican Republic | $ 1,350,000 | $ 481,800 |$ 3675500 |$ 1,721,500 [ $ $ $ $ 750,000 | $ 7,978,800
2011 Dominican Republic | $ 1,032,809 | $ 100,000 [ $ 3,708,100 | $ 500,000 | $ $ $ $ 450,000 | $ 5,790,909
Totals FY09-FY11 |$ 4,563,809 | $ 2,061,800 | $ 10,386,600 |$ 2,921,500 | $ $ $ $ 2,290,000 | $ 22,223,709
2013 (est) Dominican Republic $ 6,567,503

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Prevention needs for key populations are addressed at a policy level through the newly revised
2011 AIDS law, which is the Dominican Republic’s chief policy on HIV and AIDS. However, as
with the case of the original AIDS law, enforcement will continue to be a key issue. In FY 2012
and continuing into FY 2013 PEPFAR will provide funding to NGOs representing the network
of persons living with HIV, and to a number of other NGOs representing women, sex workers,
men who have sex with men (MSM), migrant populations, in- and out-of-school youth, and drug
users (injecting and non-injecting). PEPFAR contractors will provide technical oversight to the
work of the NGOs. The DOD program will continue to work with prevention among military
staff and their families. Peace Corps programs will continue to work on HIV prevention and
other health seeking behaviors with their community youth groups through the “Escojo Mi Vida”
(I choose my life) program.

As mentioned in “Treatment,” PEPFAR has recently undergone an internal review of its PMTCT
activities, using data on the numbers of births and seroprevalence rates, where available, to make
program decisions. PEPFAR/DR is now focusing on 16 priority hospitals, providing assistance to
strengthen both their lab capacity and the quality of C&T services. The new approach will enable
PEPFAR to place resources more precisely at the points of greatest need throughout the country.
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With the encouragement of the PEPFAR/DR team, the MoH has established a PMTCT working
group that is currently coordinating the work of the donors working in this area and developing a
national PMTCT strategy. Other donors, some from the UN group, work in PMTCT in different
hospitals around the country. Most of these programs are “small,” limited to only one or two
hospitals each.

PEPFAR/DR has initiated a qualitative research activity to improve our understanding of the
HIV prevention and care needs of commercial sex workers (CSW) and MSM living with HIV,
under the “Positive Health, Dignity and Prevention” (PHDP) rubric. This project will be
implemented, in FY 2013 and 2014, by NGOs which work with CSW and MSM, and a private
health clinic which is also a BP for the Global Fund HIV grant.

Project activities will include: 1) HIV prevention and care service navigation: training CSW
“peer navigators,” who are living with HIV to accompany participants as they enroll in HIV
treatment and care services and to provide linkages to ongoing prevention and social support
services; 2) Clinical health care provider training: training health care providers in the HIV
clinics where CSWs receive care and treatment for HIV, to raise their sensitivity of the realities
of CSW living with HIV, decrease provider discrimination of HIV patients, and improving their
communication skills in topics such as sexual behavior, substance use, violence, and treatment
adherence; 3) Individual counseling and education: Clinical psychologists or social workers will
offer both individual counseling and health education topics, such as adherence to care and ARV
treatment, prevention (including condom use) with clients and regular partners, disclosure,
substance use, and partner violence; and 4) Community solidarity and mobilization: the project
will work with grassroots organizations which address the rights of CSW living with HIV and
which will sponsor monthly peer support groups. We expect that this project will serve as a
model for the MoH in PHDP prevention.
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Treatment

TREATMENT (FY09 - FY11) & FY13 Estimate
Fiscal Year Operating Unit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
P 9 Drugs Treatment Treatment Treatment

2009 Dominican Republic | $ $ 250,000 | $ 275,000 | $ 525,000
2010 Dominican Republic | $ - $ 697,882 | $ 50,000 | $ 747,882
2011 Dominican Republic | $ 100,000 | $ 500,000 | $ 150,000 | $ 750,000
Totals FY09-FY11 | $ 100,000 | $ 1,447,882 | $ 475,000 | $ 2,022,882

2013 (est) Dominican Republic $ 853,083

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2012 the PEPFAR team underwent an internal review of its PMTCT program. The result
was a reorientation of PEPFAR assistance to focus on 16 key hospitals, based on the number of
births attended and the seroprevalence rate. The revised PEPFAR program was presented to and
approved by the MoH. Building on these revisions, assistance activities for FY 2013 and FY
2014 at each hospital will strengthen lab capacity and expand the T&C component to all
pregnant women (and their partners, if appropriate). Improving PMTCT coverage is a priority for
the MoH and the Global Fund and a number of other cooperating agencies also work in PMTCT.
So the expectation is that the Government of the Dominican Republic (GODR) and other donors
will provide appropriate attention and funding to this program.

Issues of adult and pediatric treatment, including the appropriate ARV regimens, will be seminar
topics at the forthcoming Dominican Infectology Congress, which is partially supported by
PEPFAR. In the context of MoH attention to its patient and ARV information systems (see
below), the conclusions of this Congress will be important. PEPFAR will be involved in helping
to bring appropriate speakers and in working with the MoH to consider and implement the
recommendations, especially in terms of treatment regimens.

The MoH information systems, which provide data on numbers and location of patients, their
ARV regimens, inventories of ARVs, rapid and infant test kits, and reagents, and other key
information, have serious weaknesses. The MoH has convened a technical working group
(TWG), and specifically requested the participation of PEPFAR, to identify these deficiencies
and recommend improvements in the systems, including linkages between the information
system and the procurement process. PEPFAR will work with the MoH in FY 2013 and FY 2014
on this important component of the MoH’s program.

The USG has supported the National TB Control Program since 2002. With the reduction of

USAID TB funding, which was reduced from $1.3 million in FY 2011 to $0 in FY 2012,
PEPFAR funding in FY 2013 and 2014 will provide continued assistance in the procurement and
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distribution system for TB drugs and will work with the MoH to strengthen TB/HIV
surveillance.

Care
CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS: Total

Fiscal Year Operating Unit Care and Pediatric Care |HVTB:TB/HIV| HKID: OVCs el

Care

Support and Support

2009 Dominican Republic | $ 925,000 [ $ 500,000 | $ 350,000 | $ 750,000 [ $ 2,525,000
2010 Dominican Republic | $ 600,000 [ $ - $ 1,000,000 $ 1,200,000|$ 2,800,000
2011 Dominican Republic | $ 550,000 | $ 350,000 | $ 500,000 [ $ 1,200,000] $ 2,600,000
Totals FY09-FY11l |$ 2,075,000 [ $ 850,000 [ $ 1,850,000 | $ 3,150,000 [ $ 7,925,000
2013 (est) Dominican Republic $ 2,666,164

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

PEPFAR is the major contributor to care activities in the DR. For the GODR, care receives most
of its funding from the Global Fund. Other donors as well do not contribute significant resources
to this area.

In FY 2013 and 2014 nine NGOs, funded by PEPFAR, will continue to provide care services to
adults and children living with HIV. PEPFAR will continue to advocate for the integration of
early infant diagnosis testing and pediatric treatment and care services into the maternal-child
health services package offered in the maternity hospitals where PEPFAR provides assistance. A
USAID project will provide care and support services to orphans and vulnerable children (OVC).
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Governance and Systems

GOVERNANCE AND SYSTEMS (FYO09 - FY11) & FY13 Estimate
. N HLAB: HVSI: Strategic | OHSS: Health HVMS: Total,
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems -
Operations Systems

2009 Dominican Republic $ 3,559,000 | $ 3,350,000 | $ 3,203,934 | $ 1,300,000 | $ 11,412,934
2010 Dominican Republic $ 700,000 | $ 250,000 | $ 719,000 | $ 2,304,318 | $ 3,973,318
2011 Dominican Republic $ 1,046,500 | $ 775,000 | $ 1,504,824 | $ 3,032,767] $ 6,359,091
Totals FY09-FY11 $ 5,305,500 | $ 4,375,000 | $ 5,427,758 | $ 6,637,085 | $ 21,745,343
2013 (est)  [Dominican Republic $ 5,188,250

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013 and through 2014, the USG will continue to provide TA and support to the GODR to
develop and implement the National M&E Plan, part of the effort to define and establish a single
national M&E system. Concurrently, PEPFAR technical support to implement a unified
procurement and logistics system will continue. This assistance will include training of national
and regional health teams in the procurement system, and support a designated MoH
procurement office. This is a priority for the MoH, PEPFAR and the Global Fund.

PEPFAR supported the MoH in carrying out a human resources audit, which provides a snapshot
of the current HR situation. The results so far have uncovered dramatic perversions in the
system. The recommendations of the audit will be completed in FY 2013 and will serve as the
basis for a redesigned and restructured HR system, to be taken up by a new government in
August 2012. The European Union and the InterAmerican Development Bank, through the
GODR Social Cabinet (which is chaired by the vice president), have also contributed resources
to develop and operate a new HR computerized information system.

Since March 2011, the PEPFAR-supported lab accreditation process has trained three tutors and
eight mentors from MoH labs. The National Reference Lab and seven regional hospital labs are
currently enrolled in this program, and an additional 12 hospital labs will be enrolled in 2013.
The program seeks to improve lab capacity by implementing continuous quality improvement
processes for technical and managerial personnel, standard operational procedures, equipment
maintenance and calibration, and biosafety measures.
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Country Engagement

The USG has engaged collaboratively with the GODR and supported national programs since the
initiation of HIVV/AIDS-related assistance, in the late 1980s. The PEPFAR program
acknowledges the GODR as the leader of the NR. Civil society and other cooperating agencies
participate in and work through the Global Fund Country Coordinating Mechanism (CCM). The
CCM is chaired by an MoH Vice Minister, who is knowledgeable and involved in the National
Response. Over the past three years USG has carried out a number of consultation workshops
with five GODR Ministries and a number of non-governmental partners, prior to finalizing the
Partnership Framework, COPs, and the GHI strategic plan. These have resulted in excellent
dialogue which informed and ensured the alignment of USG programs with national priorities.
In FY 2013 and 2014 PEPFAR/DR plans to continue to engage the GODR at the technical and
policy levels. Public policy dialogue will revolve around enforcement of the 2011 AIDS Law,
especially regarding the reduction of stigma and discrimination against persons living with HIV.
Given the new reality of Global Fund assistance, we will dialogue with and encourage the
GODR to invest more of its own resources in the health sector generally and the NR specifically,
thus strengthening its financial ownership of its program. The GODR already exercises
managerial ownership over the NR.
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Guyana

Country Context

The HIV prevalence rate in Guyana has progressively decreased among the general population
over the last six years. At the end of 2009, UNAIDS estimated Guyana’s HIV prevalence to be at
1.2% with approximately 5,900 persons living with HIV. With a prevalence rate consistently
greater than one percent among antenatal women, the local epidemic is just above the minimum
threshold of a generalized epidemic. Locally, heterosexual contact is the main mode of
transmission and is driven by the high levels of multiple concurrent partnerships and casual
sexual relationships. HIV/AIDS is the leading cause of death in Guyana among people ages 25-
44, the most economically active population segment. The 2009 Biological and Behavioral
Surveillance Survey (BBSS) revealed decreases in HIV prevalence among female sex workers
(FSWs) and men who have sex with men (MSM) between 2005 and 2009. Prevalence among
FSWs declined from 26.6% (BBSS, 2005) to 16.6% (BBSS, 2009). In contrast, only a slight
decrease has been observed among MSM, from 21.2% (BBSS, 2005) to 19.4%.

As PEPFAR transitions from emergency response to promoting sustainable country programs,
support in Guyana is shifting from direct assistance for services to a limited technical assistance
collaborative model. To guide this transition, the United States has developed a vision statement
for the five-year period of 2012-2017, which takes into consideration the funding levels and
infrastructure that have evolved since 2003 and the need to transfer the costs of a sustainable
system to local public and private institutions and as well as other donors. This vision is linked
directly to Guyana’s level of country ownership along all four dimensions: political ownership,
institutional/community ownership, capabilities, and accountability. During this phase,
PEPFAR/Guyana will focus on establishing a framework for productive policy dialogue to
accomplish transition benchmarks for sustaining investments. FY 2012 will be marked by
finalizing the implementation strategy for the vision statement that details how the Mission will
transfer successful and critical PEPFAR activities to Government of Guyana, the private sector,
and other donors.

Below is a table of PEPFAR Guyana’s budget representing its major program areas.

Guyana Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE | % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS
2009 $ 6,154,680 30%| $ 3,191,879 16%| $ 5,346,862 26%| $ 5,838,154 28%| $ 20,531,575
2010 $ 4,820,128 27%| $ 2,399,582 13%|$ 3,590,295 20%| $ 7,371,570 41%| $ 18,181,575
2011 $ 3,215,926 22%| $ 1,988,115 13%|$ 3,277,331 22%| $ 6,400,203 43%[ $ 14,881,575
Total 2009-2011 | $ 14,190,734 26%)| $ 7,579,576 14%| $ 12,214,488 23%| $ 19,609,927 37%| $ 53,594,725

2013 (est) $ 2,090,305 27%[ $ 1,217,160 15%| $ 1,256,439 16%| $ 3,317,096 42%| $ 7,881,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.
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Prevention

PREVENTION (FY09 - FY11) & FY13 Estimate

HVAB: IDUP: Injecting HVCT:

. . . MTCT: . HVOP: Other | HMBL: Blood |HMIN: Injection _ | CIRC: Male X Total,
Fiscal Year Operating Unit Abstinence and . and non-Inj. . .. |Counseling and .
PMTCT - Prevention Safety Safety Circumcision . Prevention
Fidelity Drug Use Testing

2009 Guyana $ 59,488 |$ 1257735|% 1777291 |$ 1277642|$ 105,000 | $ - 18 - [$ 1140524 |$ 6,154,680
2010 Guyana $ 563792 |% 553,456 [$ 1,743,003 [ $ 477,109 | $ 401,646 | $ 2,000 | $ 3,000|$ 1076122|$% 4,820,128
2011 Guyana $ 597,750 | $ 204170 [$ 1,736,302 | $ 70,000 | $ - 18 2,000 | $ 3,000 [ $ 602,704 [ $ 3,215,926
Totals FY09-FY11 [$ 1,758,030 [$ 2,015361($ 5256596 | $ 1,824,751 [$ 506,646 | $ 4,000 [ $ 6,000 [$ 2,819,350 | $ 14,190,734
2013 (est) Guyana $ 2,090,305

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013, the USG prevention approach will focus on evidence-based approaches and
combination prevention strategies. Following the Guyana Prevention Assessment in February
2010, the USG interagency team worked to align activities and implement the technical team’s
recommendations, particularly in the prioritization of activities for key populations and other
vulnerable populations (OVP). Additionally, planning and implementation of strategies to
transition mature prevention activities to the Ministry of Health (MoH), Global Fund (GF), and
other stakeholders is underway and will intensify during FY 2013. The USG Team will increase
prevention programs to reduce new infection and further decrease the cost of care and
management of persons living with HIV/AIDS. Activities include expanding programs that aim
to reduce HIV prevalence within key populations and OVP, who are disproportionately affected
with high prevalence levels, strengthening PMTCT activities, continuing to support the safe
blood program, increasing access to voluntary counseling and testing (VCT) and provider
initiated testing and counseling (PITC) for high risk-groups, collecting and reviewing qualitative
data on high risk populations and improving prevention activities for PLHIV.

In FY 2013, the USG prevention program will build on current platforms for successfully
reaching key populations, incorporate innovative approaches to increase access and remove
barriers to services, and replicate and expand proven prevention models for key populations. In
keeping with PEPFAR guidance, the minimum package of services will continue to be offered to
both MSM and FSWs by USG-supported NGOs. These services are accessible when public
sector sites are closed and include: peer education and outreach to locations considered “hot
spots”, risk reduction counseling, condom and lubricant promotion and distribution, HTC, STI
screening and treatment, referrals to HIV care and treatment, including PMTCT, referrals to
mental health and substance abuse treatment services, and linkages to other health, social,
economic and legal services.
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Treatment

TREATMENT (FY09 - FY11) & FY13 Estimate
Fiscal Year Operating Unit HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
P g Drugs Treatment Treatment Treatment

2009 Guyana $ 2,192,864 | $ 3,153,998 | $ - $ 5,346,862
2010 Guyana $ 772,197 | $ 2,790,725 | $ 27,3731 % 3,590,295
2011 Guyana $ 2,121,954 | $ 1,098,760 | $ 56,617 | $ 3,277,331
Totals FY09-FY11 | $ 5,087,015 | $ 7,043,483 | $ 83,990 | $ 12,214,488

2013 (est) Guyana $ 1,256,439

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013, HIV care and treatment services will continue to be delivered by the Ministry of
Health (MoH) and faith-based organizations through a network of 15 treatment facilities, fixed
sites that are located in the higher prevalence regions and staffed by physicians trained in HIV
treatment. Extension of the treatment program to remote geographical regions has been enhanced
by a mobile unit. The treatment service received a boost when the Francis-Xavier Bagnoud
Center (FXB), through PEPFAR support, trained and mentored a number of MEDEX (medical
assistants) in the management of HIV. MEDEX are stationed in the hinterland regions and
supportive supervision is provided by the HIV trained physician staffing the mobile unit. The
national program was able to provide free-of-charge ARVs to all eligible patients. To help
sustain these accomplishments, adult HIV/AIDS treatment will be increasingly transitioned from
international NGOs to local partners.

The USG has transitioned treatment services to the MoH and will continue to support
institutional strengthening and capacity building for implementation of the new treatment
guidelines in a manner that is feasible and promotes equitable access. Continued technical,
programmatic and administrative support in future years will be necessary to ensure
sustainability and access to high quality treatment services by these local partners.
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Care

CARE (FY09 - FY11) & FY13 Estimate

HBHC: Adult PDCS: Total

Fiscal Year Operating Unit Care and Pediatric Care |[HVTB:TB/HIV| HKID: OVCs '

Care

Support and Support

2009 Guyana $ 1598458 |3 - $ 338,885|3% 1,254536|% 3,191,879
2010 Guyana $ 11486193 48,619 | $ 217,966 | $ 984,378 [ $ 2,399,582
2011 Guyana $ 1148917 |$ - $ 221,000 | $ 618,198 | $ 1,988,115
Totals FY09-FY11 [$ 3,895,994 | $ 48,619 | $ 777851 |$ 2,857,112 |$ 7,579,576
2013 (est) Guyana $ 1,217,160

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013, the PEPFAR programmatic vision is to transition from scaling-up services to
improving the quality of services, building capacity, shifting from direct service delivery to a
limited technical assistance model, and promoting sustainability.

Program priorities include: addressing stigma and disclosure to enhance uptake of care and
support services, particularly for key populations and OVP groups; supporting a comprehensive
package of care services delivered in facility and home-based settings through a family-centered
approach; strengthening linkages to PMTCT services, the cervical cancer program, and provider-
initiated testing in health care facilities; strengthening bi-directional referrals from the facility
into community-based programs and vice versa (emphasis will be placed on following up with
clients to ensure they are accessing the referrals and receiving needed services); monitoring the
quality and delivery of care services; strengthening case navigation to trace clients who have
defaulted from the program; establishing and/or enhancing partnerships with existing public
sector social services; strengthening referrals to reproductive health/family planning services;
strengthening the capacity of families and communities to provide care; and strengthening data
quality.
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Governance and Systems

GOVERNANCE AND SYSTEMS (FYO09 - FY11) & FY13 Estimate
. N HLAB: HVSI: Strategic | OHSS: Health HVMS: LD,
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems -
Operations Systems

2009 Guyana $ 992,788 | $ 1,374,743 | $ 1,300,860 | $ 2,169,763 | $ 5,838,154
2010 Guyana $ 823,566 | $ 945,099 | $ 3,167,780 | $ 2,435,125] $ 7,371,570
2011 Guyana $ 644,000 | $ 820,002 | $ 1,969,852 | $ 2,966,349 | $ 6,400,203
Totals FY09-FY11 $ 2,460,354 | $ 3,139,844 | $ 6,438,492 | $ 7,571,237 | $ 19,609,927
2013 (est)  |Guyana $ 3,317,096

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013, the USG will collaborate with the MoH to transition aspects of the HIV/AIDS
program, which has been catalyzed through PEPFAR support and assistance, to the GOG and
other stakeholders, including the Global Fund. Assessments will be made of each program area
for transition and detailed timelines and budgets will be developed to enable the transfer to occur
systematically. The overall aim is to work with the GOG through a limited technical
collaboration model. Such a model fosters country ownership, which is critical to ensuring the
sustainability of the national HIVV/AIDS response and infrastructure.

The PEPFAR program will shift its focus to building partner capacity to respond to HIV/AIDS
effectively and efficiently, thereby ensuring that the vision of intensified country partnership and
ownership is reflected in USG programs. PEPFAR strategies will be evidence-based to prioritize
the most important and effective HIVV/AIDS mitigation interventions and strategies while
simultaneously increasing local country capacity to develop and implement financially and
technically sustainable programs.
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Country Engagement

Guyana has owned the HIVV/AIDS epidemic from a philosophical, if not financial, perspective
and has clearly stated its strategic objectives in numerous national strategic plans; has convened
many stakeholder meetings, with the participation of the PEPFAR team; and has been very adept
at generating resources from the international community, including PEPFAR and GF. The
Government of Guyana is also leading the process in the sense that it defines its priorities and
finds the resources to implement them, rather than molding its priorities to those of donors.
Though the MoH has taken leadership in implementing and coordinating activities, these efforts
have not been entirely effective. Guyana also has not taken the necessary leadership role in some
areas that require greater attention: particularly disclosure of health information and addressing
the continued challenges of staff recruitment, retention and supervision.
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Haiti

Country Context

With an HIV prevalence rate of 2.2 percent, Haiti’s estimated 135,000 HIV positive individuals
constitute the greatest burden of HIVV/AIDS care and treatment responsibility in the Caribbean
region. According to the Ministry of Health, 50 percent of HIV infected individuals in need of
treatment are receiving it. Tuberculosis (TB) incidence, 132 cases for 100,000 inhabitants, is the
highest in the Americas. Haiti’s TB case detection rate is low; only as estimated 60 percent of
expected cases are being detected and 60 percent of TB patients are being tested for HIV.

Although transmission of HIV/AIDS in Haiti is primarily via heterosexual contact and from
mother-to-child, there are additional identifiable high-risk groups that warrant special attention.
Groups include: commercial sex workers and their clients and partners; uniformed personnel
including members of the police force and border and customs agencies; long distance truck
drivers; men who have sex with men; bus drivers; and migrant workers. Youth are also at high
risk as they often have an early age of sexual debut, multiple sexual partners, and often engage in
transactional sex as a means to pay for school or to support other family members. In addition,
discordant couples, where one partner is sero-positive and the other is sero-negative, have
become a growing concern in Haiti, where multiple, concurrent relationships are the norm.
Condom use is low among both youth and adults further complicating the problem.

Since 2005, the PEPFAR Haiti team has implemented a successful program that has contributed
positively to a decline in HIV prevalence in Haiti from 6.1 percent in 2001 to 2.2 percent in
2008. The PEPFAR program has supported a comprehensive package of HIV care and support,
and treatment services for People Living with HIV/AIDS in Haiti. Over the last two years, the
PEPFAR program has served as the foundation to launch a significant and immediate response
following the tragic earthquake and cholera outbreak in 2010.

In FY 2013, the PEPFAR program in Haiti aims to advance the Government of Haiti’s (GOH)
ownership and oversight of an adaptable and self-correcting public health sector in Haiti, and to
reduce its dependence on donor support over time. These goals are articulated in the Haiti
Partnership Framework, which is near completion as of March 2012. The Partnership Framework
objectives are: improving GOH leadership and oversight of the health sector; increasing access
to quality integrated health services with a focus on maternal and child health, nutrition, family
planning/reproductive health, HIV and other infectious diseases, and disabilities; improving
health information and supply chain management systems; and Rebuilding health facilities and
physical health infrastructure.
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Below is a table of PEPFAR Haiti’s budget representing its major program areas.

Haiti Program Planned Area Totals and Percentages
Fiscal Year % of Total % of Total % of Total | GOVERNANCE| % of Total
PREVENTION Fiscal Year CARE Fiscal Year TREATMENT Fiscal Year | & SYSTEMS |Fiscal Year TOTALS

2009 $ 29,321,488 22%| $ 35,312,346 27%| $ 35,032,679 27%[$ 30,867,500 24%| $ 130,534,013
2010 $ 24,209,664 15%| $ 24,447,246 15%| $ 35,735,629 22%[ $ 79,700,459 49%| $ 164,092,998
2011 $ 29,065,814 18%| $ 36,061,441 23%| $ 38,246,211 24%| $ 55,169,532 35%]| $ 158,542,998
Total 2009-2011 | $ 82,596,966 18%)| $ 95,821,033 21%| $ 109,014,519 24%)| $ 165,737,491 37%| $ 453,170,009
2013 (est) $ 27,052,252 20%| $ 35,893,244 27%|[ $ 29,456,615 22%|[$ 41,140,889 31%| $ 133,543,000

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Prevention
PREVENTION (FY09 - FY11) & FY13 Estimate
) N MTCT: HVAB: | vop: Other| HMBL: Blood [HMIN: Injection| DU MECiNG | ¢y p . ppare|  HVCT: Total,
Fiscal Year Operating Unit Abstinence and . and non-Inj. . .. |Counseling and .
PMTCT - Prevention Safety Safety Circumcision 3 Prevention
Fidelity Drug Use Testing

2009 Haiti $ 4,800,000 |$ 5172473 |$ 6,175000|$ 6,500,000 | $ 749,015 | $ - $ - $ 5,925,000 % 29,321,488
2010 Haiti $ 6,060,800 | $ 3,070,000 | $ 5,201,000 $ 3318482 |$ 850,000 | $ $ - $ 5709382 | $ 24,209,664
2011 Haiti $ 6,063,000 [$ 2505832 |$ 6,250,000 $ 5798482 |$ 1,200,000 | $ $ - |$ 7,248,500 | $ 29,065,814
Totals FY09-FY11 [ $16,923,800 | $ 10,748,305 | $ 17,626,000 | $ 15,616,964 | $ 2,799,015 [ $ $ - [$ 18882882 (3% 82,596,966
2013 (est) Haiti $ 27,052,252

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013, the prevention portfolio in Haiti includes prevention of mother-to-child transmission
(PMTCT), sexual prevention interventions and biomedical prevention programs (blood safety
and injection safety), much of it with the host government. U.S. government (USG)/Haiti has
defined a new strategy for prevention programming in Haiti, with emphasis placed on supporting
evidence-based, biomedical interventions. Additionally, a greater focus will be placed on
reinforcing the capacity and the leadership role of the National AIDS Communication Program
to facilitate the harmonization of all HIV prevention activities nationwide. Additionally, in
allocating resources to address the specific needs of Most at Risk Populations, USG/Haiti will
utilize results from the Hot Spot mapping exercises to inform programmatic activity planning.
The national Hot Spot survey was conducted in FY 2011 to identify these venues and better
understand the inner works of these high risk groups. The results of the survey and other surveys
underway are being used to inform the selection of appropriate interventions for a combination
prevention approach.

New infections are driven by unprotected transactional and commercial sexual activities,
especially the socially widespread practice of multiple concurrent sexual partnerships (MCP)
among the general population, which is often trans-generational. As a result, in FY 2013

256



PEPFAR will continue its consolidated and integrated approach to reduce sexual transmission by
a) promoting normative change and preventive behaviors among sexually active youths and
adults in the general population, particularly those engaged in MCP, and b) providing support for
a comprehensive package of intensified preventive interventions targeting most-at-risk
populations in venues with high prevalence of risky sexual behavior.

Treatment
TREATMENT (FY09 - FY11) & FY13 Estimate
. . . HTXD: ARV HTXS: Adult PDTX: Pediatric Total,
Fiscal Year Operating Unit
Drugs Treatment Treatment Treatment

2009 Haiti $ 4,600,000 | $ 27,012,679 | $ 3,420,000 | $ 35,032,679
2010 Haiti $ 6,000,000 | $ 26,224,679 | $ 3,510,950 | $ 35,735,629
2011 Haiti $ 6,270,000 | $ 27,782,961 | $ 4,193,250 | $ 38,246,211
Totals FY09-FY11 | $ 16,870,000 | $ 81,020,319 | $ 11,124,200 [ $ 109,014,519
2013 (est) Haiti $ 29,456,615

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Over the past year, the USG/PEPFAR team has worked to achieve a strategic shift in the
management of the PEPFAR program in Haiti. A focus on accountability and performance has
been intensified, with measures implemented to improve efficiencies and impact in PEPFAR-
supported programming. Implementing partners including the host government have received a
clear mandate to achieve ambitious goals related to scaling up access to quality HIV/TB-related
services.

To fast-track initiation of currently eligible clients for anti-retroviral therapy (ART) and
improved treatment coverage overall, the program will implement a series of key initiatives in
FY 2013 including: removing excessive adherence policies for ART enrollment, such as
eliminating identification of a treatment buddy or patient’s home visit by a community health
agent as an absolute requirement for ART initiation; setting up a flexible appointment system
and implementing improved patient flow protocols for drug dispensing to adherent patients in
order to reduce the burden of mandatory monthly visits; implementing immediate ART
initiation to priority groups (such as HIV positive pregnant women and co-infected TB/HIV
patients), regardless of CD4 cell count; improving access to CD4 testing through expanded
regional lab networks for automated CD4; improving lab management related to allocation of lab
personnel to appropriately reflect lab specimen burdens; and streamlining ART service delivery
through task shifting models centered on nurses (clinical nurses, nurse midwives, case
managers), paramedical, and non-medical personnel, particularly at smaller and newly launched
sites.
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Care

CARE (FY09 - FY11) & FY13 Estimate

. . . HBHC: Adult | PDCS: Pediatric . . Total,

Fiscal Year Operating Unit Care and Support| Care and Support HVTB:TB/HIV | HKID: OVCs Care
2009 Haiti $ 12,025,000 | $ 3,380,000 | $ 5,770,000 | $ 14,137,346 | $ 35,312,346
2010 Haiti $ 9,448,482 | $ 2,667,282 |$ 3271482 [$ 9,060,000 | $ 24,447,246
2011 Haiti $ 11,498,300 | $ 6,013,327 |$ 6,834,814 [ $ 11,715,000 | $ 36,061,441
Totals FY09-FY1l [$ 32,971,782 | $ 12,060,609 | $ 15,876,296 | $ 34,912,346 | $ 95,821,033
2013 (est) Hatti $ 35,893,244

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

Care activities in Haiti include counseling and testing (CT), basic care and support for adults and
children, TB and HIV integration, and support for orphans and vulnerable children (OVC). In
FY 2013, the USG team will continue to prioritize microcredit activities (i.e. community-based
savings groups) for key populations, expand nutritional-support activities (counseling and
assessment) to sites, with linkages to obstetric care, and scaling-up early infant diagnosis.

FY 2013 activities will also focus on increased HIV/AIDS testing and increasing individuals
enrolled in care and support. Cotrimoxazole (CTX) coverage has reached 71% of all PEPFAR’s
work and will continue to support stronger linkages between community-based service delivery
networks and PEPFAR supported facilities. This effort has been critical in patient retention as
linkages to job creation and livelihoods are enhanced. PEPFAR will work to increase the
percentage of patients screened for TB who have received at least one clinical care service. In
FY 2011, approximately 80% of all patients who received at least one clinical care service
(79,589) were screened for TB and 4,263 HIV positive patients started TB treatment. USG
efforts to support TB activities will focus on increased detection of TB among HIV patients and
expanded diagnosis of HIV in TB patients. The USG will continue to provide extensive support
for TB-related laboratory efforts, including for culture and drug susceptibility testing, expansion
of quality assurance for TB microscopy diagnostic services, and expansion of fluorescence
microscopy. Collaboration with the national public health lab and national TB program to
introduce Xpert, establish surveillance for drug resistance, and expand infection control activities
was also initiated in FY 2011.
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Governance and Systems

GOVERNANCE AND SYSTEMS (FYO09 - FY11) & FY13 Estimate
HVMS: Total
. - . HLAB: HVSI: Strategic | OHSS: Health S ot
Fiscal Year Operating Unit . Management and | Governance &
Laboratory Information Systems .
Operations Systems

2009 Haiti $ 10,885,000 | $ 8,400,000 | $ 5,812,000 | $ 5,770,500 | $ 30,867,500
2010 Haiti $ 11,524,382 | $ 6,680,000 | $ 55,166,950 | $ 6,329,127 | $ 79,700,459
2011 Haiti $ 13,832,964 | $ 8,389,500 | $ 22,903,968 | $ 10,043,100 | $ 55,169,532
Totals FY09-FY11 $ 36,242,346 | $ 23,469,500 | $ 83,882,918 | $ 22,142,727 | $ 165,737,491
2013 (est)  |Haiti $ 41,140,889

*Totals include planned funding for all accounts.

** FY 2012 programmatic funding levels are “To Be Determined” pending approval of all Country Operational Plans. Table 2 (pg.22) lists the
overall FY 2012 country planning funding levels. Upon approval of the FY 2012 Country Operational Plans, a detailed FY 2012 PEPFAR
Operational Plan will be issued that details each country’s programmatic allocations.

In FY 2013 USG’s investments, including PEPFAR resources, will continue to be used to rebuild
key components of the health system that were destroyed in the earthquake — physical
infrastructure, human resources, information systems — and strengthening the GOH’s skills base,
structures, and operational systems to increase its capacity to provide policy directions,
oversight, and coordination. For example, the accounting package used to track PEPFAR
resources at the facility-level will be expanded to track cost-recovery, allowing for a more
sustainable service delivery model. Additionally, we expect by FY 2013 to have a
comprehensive health resource mapping and outcome reporting database housed within the
Ministry of Health, allowing for more effective management, oversight and transparency of
health resources in Haiti. This will include strategic interfacing with the electronic medical
record (EMR) activities currently supported by PEPFAR in Haiti.

The Haiti national HIVV/AIDS response is still heavily dependent on donor resources. HIV/AIDS
program implementation remains very costly due to the indispensable, parallel cross-cutting
investments to develop the appropriate health infrastructure and systems to achieve expected
results. The USG team is implementing various measures to improve the cost-efficiency of HIV/
AIDS operations with the long term goal of making services affordable and sustainable for GOH
take over. A cost study analysis has been completed for the treatment services implemented by a
few major PEPFAR partners. This study will be supplemented with a new study to analyze costs
across the whole range of prevention, care and treatment services implemented by all partners.
The USG intends to leverage the new Partnership Framework (PF) to strengthen collaboration
with other donors and advocate for a more substantial participation of GOH and the Haitian
private sector in the financing of the overall health sector.
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Strategic Information

PEPFAR has been very successful in implementing a robust data reporting system to monitor the
HIV/AIDS programming and inform certain strategic decisions. This system is based on
advanced tools such as electronic medical records and a web-based operation to allow timely
aggregating of collected data. At facility level, infrastructure for health information systems such
as human resources and information technology (internet access and computers) have been
reinforced, allowing all institutions implementing HIV/AIDS services to report on service data
on time. Building on this information infrastructure, a system of Quality Assessment/ Quality
Improvement (QA/QI) has been successfully implemented at one third of PEPFAR supported
health institutions and new efforts are being initiated at the community level to capture care and
treatment related service data.

The HIV reporting system is serving as a foundation to build the overall health information
system by using the HIV infrastructure at departmental and national levels to collect and report
on general health statistics and to reinforce the national surveillance system. Through the PF, the
USG and GOH intend to work with other donors, particularly Canada, France and Brazil, and
multilateral agencies such as the Pan-American Health Organization (PAHO) and Global Fund
Principal Recipient, United Nations Development Program (UNDP), to support an integrated
health information platform own and managed by GOH. The effort will define a strategic
approach to develop a national information system architecture that integrates quality of service
data, epidemiology and active surveillance systems, and addresses issues related to the overall
integration and interoperability of the different vertical, single disease-focused health
information systems currently in use in the country.

Human Resources

The health sector in Haiti is experiencing a quantitative and qualitative shortage of qualified
personnel at all levels. Since inception, PEFPAR has focused on developing the human resource
capacity necessary to carry out its HIVV/AIDS prevention, treatment, and care activities. This
effort will continue in FY 2013 and seek to reinforce the performance of the multidisciplinary
teams of health workers now supporting these activities.

Significant resources have been allocated to developing human resources within the Ministry of
Health (MoH) at central and departmental levels for policy reforms, planning, coordination and
monitoring. The central offices of HIV/AIDS, epidemiology, service organization and planning
have received assistance with embedded external experts to help review/elaborate norms and
guidelines, and to provide technical support to define operational directions for programs
supported by these offices. All departmental offices have been reinforced with consultants
trained in monitoring and evaluation, HIV care and treatment and social mobilization to support
supervision, coordination, and monitoring of activities.

Pre-service training is in expansion. HIV education has been integrated in the curricula of health
sciences schools such as the Faculty of Medicine, School of Nursing, and Faculty of Social
Science of the State University. Teachers have been trained and training tools have been
provided to implement these curricula. This effort is now expanding to cover private schools of
medicine and nursing, using standardized curricula across the country. In-service training has
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expanded as well, based on operational need assessment and priorities. Specialized in-service
training centers have been established. Three training centers (including one managed by the
GOH) have been set up to provide continuing education in HIV care and treatment services.
Another specialized training center has been set up to provide continuing education in the areas
of HIV counseling and testing (CT), PMTCT, and social services integrated with community
health care.

Despite these efforts, the shortage of human resources is still compounded by low retention of
health professionals, particularly in the public sector — which creates the burden to constantly
train new professionals to support the HIVV/AIDS operations — and poor coverage in hard-to-
reach areas. In the new PF, the USG and GOH intend to put forward a plan for health workforce
development that will address incentives and salary scales as an attempt to retain health
professionals within the public sector and encourage professionals to work in rural areas. The
plan is also expected to 1) deepen the implementation of the existing task shifting strategy to
allow nurses to prescribe medicine and to formally integrate community health workers in the
continuum of services; and 2) incentivize GOH to increase the health sector’s share of the
national budget in order to progressively absorb the costs of more skilled human resources in the
health sector.

Laboratory Strengthening

PEPFAR is supporting the development of the lab infrastructure in Haiti, which is benefiting
both HIV/AIDS care and treatment services and all primary care services. In general all HIV
service sites have basic lab infrastructure — technical staff, equipment, and commodities — that
provides HIV basic testing, routine testing for TB smear, and blood chemistry and hematology at
Tier 1 and 11 levels.

A national reference lab serving as the main backbone of the lab system in Haiti has also been set
up. This reference lab has advanced equipment and human resources to perform advanced testing
in virology, parasitology and bacteriology, and mycobacteriology. It also serves as the national
training center and conducts most of the lab training related to HIV and other infectious diseases
of public health importance. Through the reference lab, a national quality assurance and quality
control system has been set up for HIV testing. With non-PEPFAR funds the system is now
being expanded to cover other diseases such as TB, malaria and cholera.

Moving forward, efforts will focus on strengthening Tier | lab services with better quality
services and building Tier Il labs at départemental (provincial) level with the capacity to do
advanced parasitology, bacteriology, mycobacteriology, and HIV testing, provide decentralized
lab training, and serve as a reference level for the network of labs within the département.

Supply Chain and Loagistics

In the absence of a functional national supply chain system for health commodities in Haiti, the
USG set up a vertical supply chain and logistics for HIV/AIDS and health commodities. The
system has successfully procured and actively distributed regularly all necessary HIV related
drugs and commodities to all points of service delivery. Moving forward, the USG and GOH in
collaboration with other major donors have initiated discussions on how to build on this
PEPFAR-supported infrastructure, particularly at the points of service, to develop a unified and
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decentralized supply chain management system. These discussions have focused on issues such
as updating norms and policies, improving physical infrastructure of warehouses (possibly
building a single Central Medical Store so that the 3 USG and 1 PAHO system who each rent
separate warehouses can be at least co-located if not integrated), and reinforcing human
resources and logistical capacities.

Country Engagement

PEPFAR is active in developing country ownership of the spectrum of the HIV response in Haiti.
Under the Partnership Framework, the USG and GOH are increasing resources allocated for
strengthening Haiti’s capacity to lead, manage, and sustain the national HIVV/AIDS response. The
Partnership Framework will ensure that the GOH is at the center of decision-making, leadership,
and management of Haiti’s health sector and related systems, and that the Partnership
Framework operational priorities are derived from national priorities.

There is a great dependence on the health sector on donors funding. Consequently, additional
efforts are necessary to further integrate the HIVV/AIDS response as part of a well- coordinated
national plan for the overall health sector. The fact that most PEPFAR resources are channeled
through non-governmental organizations (NGOSs) limits the capacity of GOH to provide effective
leadership over all HIV/AIDS programming in the country. Private sector funding to support
HIV/AIDS activities is nonexistent.

Existing country level platforms — such as the Global Fund’s Country Coordination Mechanism
(CCM) led by GOH with representations from different sectors of the government, other donors,
and key stakeholders — are being used to implement the USG’s approach. At the strategic level,
the Partnership Framework Steering Committee will be leveraged for further multi-sectoral
participation in the strengthening of the health sector. At the technical level, existing Ministry-
led technical working groups for maternal and child health (MCH), PMTCT, Behavior Change
Communication (BCC), and strategic information have started to refocus their technical
oversight on a more integrated package of services. The USG is encouraging a public-private
partnership model where NGOs continue to support service delivery through diversified sources
of funding while GOH takes greater responsibility for the overall governance and financing of
the health sector.

The USG and GOH are committing to build the capacity of MoH to improve its governance
functions through four steps: 1) develop a sector-wide resource planning process, 2) increase the
planning and budgeting capacity at central and departmental levels, 3) increase contracting and
procurement capacity of the government by creating a contracting unit within the MoH that will
manage resources of multiple sources, and 4) mobilize Haitian health financing for MoH’s
established priorities.

PEPFAR is already providing technical, financial, and logistic support to reinforce central MoH
Directorates, especially the ones that oversee HIV/AIDS, TB and malaria, epidemiology, service
organization, family health (that include maternal and child health), planning and coordination,
and pharmaceutical management. This support has leveraged GOH and other donors’ (e.g.,
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Global Fund, Canadian International Development Agency) technical and financial resources to
reinforce policy making and regulatory reforms for HIV/AIDS and other critical health issues.
As a result, the MoH has been able to update the HIV care and treatment, PMTCT, maternal and
reproductive health norms and guidelines. At the field level where these norms and guidelines
are implemented, PEPFAR is providing financial, technical, and logistical resources to reinforce
the MoH departmental offices in planning, coordinating, monitoring, and supervising HIV/AIDS
activities at the departmental and local level. With these resources, the MoH departmental offices
have put in place departmental forums through which stakeholders (NGOs, public, and private)
come together to plan, coordinate, and monitor HIVV/AIDS activities. As most PEPFAR
resources are channeled through NGOs, the reinforcement of the MoH departmental offices and
these forums have provided an excellent opportunity for integration of activities and the
reinforcement of MoH’s decision-making and coordination capacity at the operational level.

The USG is also allowing the GOH to manage directly PEPFAR resources. Through a
Cooperative Agreement, the USG is channeling 10 percent of PEPFAR funding through the
MoH’s MoH/PEPFAR unit. This is part of an experiential approach to building the MoH
capacity to integrate health services. These resources are used to support MoH central and
departmental offices for coordination, policy-making, and monitoring of HIV programming in
combination with other critical services in areas such as maternal and child care, TB, cholera,
and other critical diseases.
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SECTION IV: HEADQUARTERS OPERATIONAL PLAN
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Headquarters Operational Plan (HOP) Executive Summary

The Headquarters Operational Plan (HOP) includes all PEPFAR funding and activities not
currently planned by country or regional teams. The primary role of agency headquarters (HQ)
operations is to support field staff and country-level efforts towards PEPFAR goals. The HOP is
used to plan and approve PEPFAR-funded activities at the headquarters level, including the
Department of State (DoS); U.S. Agency for International Development (USAID); Department
of Health and Human Services (HHS) and its operating agencies; Peace Corps (PC); Department
of Defense (DoD); and Department of Labor (DolL).

FY 2013 Technical Oversight and Management Funds

Technical Oversight and Management (TOM) funds support direct and indirect expenses
including salary, benefits, travel, supplies, professional services and equipment for PEPFAR
implementing agencies. Calculations and request for indirect cost reimbursement are included in
each agency’s HOP TOM submission, where direct headquarters costs are currently detailed and
requested by the agencies for reimbursement by S/GAC. The total indirect cost per agency
changes each year based on changes in the cost variables.

Department of State (DoS): DoS includes several offices that are key players in PEPFAR,
including the Office of the U.S. Global AIDS Coordinator (S/GAC), Bureau of Intelligence and
Research (INR), and Western Hemisphere Affairs (WHA). The funds for Technical Oversight
and Management support direct expenses including salary, benefits, and travel.

U.S. Agency for International Development (USAID): PEPFAR HQ funding supports
program funds technical assistance and other activities to further PEPFAR policy and
programmatic objectives in the field, at headquarters and internationally. It utilizes existing
contractual mechanisms within USAID to the maximum extent possible. TOM funds support
direct and indirect expenses including salary, benefits, travel, supplies, professional services and
equipment.

Department of Health and Human Services (HHS): HHS includes several agencies that are
key players in PEPFAR such as the Centers for Disease Control and Prevention (CDC), the
Health Resources and Services Administration (HRSA) and the Substance Abuse and Mental
Health Services Administration (SAMHSA). HHS efforts are coordinated by the Office of the
Secretary/Office of Global Affairs (OGA). TOM funds support direct and indirect expenses
including salary, benefits, and travel, overhead, operation and maintenance of facilities, and
advisory and assistance services.

Peace Corps: Headquarters PEPFAR-funded staff members provide recruitment, placement, and
training support to PEPFAR-funded volunteers as well as technical oversight and management to
Peace Corps posts that receive PEPFAR (GHP) funding and are implementing PEPFAR
activities. TOM funds support direct and indirect expenses including salary, benefits, travel,
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supplies, professional services and equipment to strengthen the service of Peace Corps
Volunteers contributing to the HIV response in their overseas assignments.

Department of Defense (DoD): DoD’s primary goals under PEPFAR include supporting
military-to-military HIV/AIDS awareness and prevention education; developing military-specific
HIV/AIDS policies; providing counseling, testing, and HIV-related palliative care for military
members and their families; and, supporting clinical and laboratory infrastructure development.
TOM funds support direct and indirect expenses including personnel, equipment, supplies,
services, professional development, travel and transportation.

Department of Labor (DoL): DOL headquarters works with country teams where DoL
programs are receiving PEPFAR Funds, providing support and input to the PEPFAR team,
producing information on request, and acting as the main liaison with the implementers in the
country. TOM funds support direct and indirect expenses including salary, benefits, travel,
supplies, professional services and equipment. DoL programs build on its unique experience
bringing workers, employers and Ministries of Labor together to address workplace issues,
including HIVV/AIDS.
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