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What 6s New i m® COP/ ROP2

COP22 guidance emphasizes themes of Completing the Mission (95/95/95), Building Enduring
capabilities, and Building Lasting Collaborations. COP22 shifts language from ftlient-centeredo

to fperson-centered. ©

Equity has been added to Accountability, Transparency, and Impact as a guiding pillar for
PEPFAR and a key theme for COP22. Persistent inequalities experienced by children, key

populations, and adolescent girls and young women are prioritized.

Language. In this document, PEPFAR has begun to modify languageto movefrom 6 ¢l i ent

centeredd towandeacdpeendepedpl eri entati on.
alignment with the UNAIDS Global AIDS Strategy and with operating principles noted in Section
1.3, and it emphasizes recognition that individuals served by PEPFAR-supported partners are
not only clients with HIV as a single condition to be addressed in visits related to diagnosis and
treatment: they are people who make their own decisions and deserve to have their rights and
preferences respected with differentiated services adapted to their life course and social

context.

Minimum Program Requirements are updated to demonstrate progress in equity, stigma,
discrimination, and human rights, to add KP-led and women-led organizations among local
partners, and to include infection prevention and control activities with quality assurance and

continuous quality improvement functions and increase flexibility for targeted assessments.

Quality Assurance standards supported by SIMS will be updated to better translate Minimum
Program Requirements into site standards and increase flexibility for targeted assessments.
(Section 3).

Testing guidance is updated, highlighting the need for a strategic mix of testing modalities that
adapts as countries approach treatment saturation and takes into account positivity rate, cost,
number of positives, and epidemiologic impact. Safe, ethical index testing should be offered to
all who are eligible, including newly diagnosed PLHIV. Case finding for undiagnosed children

living with HIV is a high priority requiring specific planning and investment.

Sustainability Guidance is updated as more countries are at or near 95/95/95 benchmarks,
underscoring PEPFARG6s need to move toward a

adaptations moving toward sustainability will be incorporated into COP22 planning.
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Technical Considerationshave been updated, asndNewwodg hdrieghitnsc loufd

the beginning of each section. Selected highlights included here.

1 Approach to CD4 testing revised to allow identification and improve management of
advanced HIV disease (6.4.2.1)

Intensified TB case finding among PLHIV: 2021 WHO updated guidelines (6.4.3)
Updated cervical cancer screening and treatment guidelines and algorithm (6.4.4)

Key Populations Approach and Strategy consolidated and updated. (6.5)

= =4 4 =4

New Gender Equality section (Section 6.6.2) and added guidance on clinical enquiry for
Gender Based Violence and Violence Against Children (6.6.2.1)

1 Behavioral health content reorganized into two sections: Mental lllness and Psychosocial
Support (6.6.5.1, 6.6.5.2)

COP Planning Steps (Section 7) is updated with analytic recommendations and examples for

programs that are approaching epidemic control.
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EXECUTIVE SUMMARY

PEPFAR Country/Regional Operational Planning for FY2023 (COP/ROP22) planning
represents a momentous and pivotal twentieth year for PEPFAR implementation. As PEPFAR
teams have worked with country governments and other stakeholders to scale HIV services,
nearly 20 million people living with HIV are now sustained on lifesaving, continuous antiretroviral
treatment, and 94% of those tested are virally suppressed. Globally, over 20 PEPFAR-
supported countries are at, or approaching, UNAIDS targets that represent conditions of
epidemic control of HIV, where the number of new cases falls below the declining number of
deaths among people living with HIV. We recognize this great accomplishment has been made
possible by the generosity and commitment of the people of the United States, Congress, as
well as the passion, dedication, and partnership of many organizations and individuals around

the world.

PEPFAROGs unprecedented achievement has progressed
COVID-19 across the world. PEPFAR teams, partners, and health systems have substantially

helped country governments respond to this new pandemic, while adapting PEPFAR

interventions in important ways to sustain and advance HIV prevention, care, and treatment

efforts in the context of COVID-19.

COP22 guidance for program implementation in FY2023 highlights themes proposed for the
PEPFAR Strategy for 2021-2025, which is under development, moving PEPFAR countries
toward sustained epidemic control of HIV by supporting equitable health services and solutions,
building enduring national health systems and capabilities, and establishing lasting

collaborations.

Key areas for focus as stakeholders approach planning for COP22 guidance for implementation
in FY2023 include the following:

1 PEPFAR must focus on equity across the PEPFAR enterprise and use an equity lens to
ensure services are tailored for those who have not yet fully experienced the benefits of

HIV epidemic control, including key populations,* children, adolescent girls and young

1Key populations are defined here and elsewhere in COP guidance as: LGBTQI+ populations, men who have sex
with men, transgender people, sex workers, people who inject drugs, and people in prisons and other enclosed
settings.
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women, and other priority populations. Specific resources, program design and
leadership by members of impacted communities, and accountability to the people being
served are key elements of planning.

1 PEPFAR teams will plan for sensible adaptations and changes in program design as
PEPFAR transitions from broad and rapid scaling to sustaining effective, efficient
prevention and treatment services.

T Pl ans should ensure that PEPFARGOGs actions are
systems and capabilities. That is, people and systems that serve the PEPFAR mission,
but are trained and designed to be resilient public health assets for a long-term public
health response to HIV, which can be adapted for responses to other public health
threats and emergencies.

1 PEPFAR programs will actively connect and seek to align efforts of funders, country
governments, communities, and other stakeholders to advance a unified strong and
effective multi-sector national vision to support HIV prevention, care, and treatment

efforts.

Much work remains in completing PEPFAROS mission.
represents an opportunity to reinforce the gains and progress to date, redouble efforts to ensure

equity, and lay groundwork for long-term, sustained control of the HIV epidemic and a world

without AIDS.

Notes on Language

I n this document, PEPFAR has begun -tenmedéedd 1 awg
O6percemt eredbé-centépedpPpl!l eri entation. This change i g
AIDS Strategy and operating principles noted in Section 1.3, and it emphasizes recognition that

individuals served by PEPFAR-supported partners are not only clients whose preferences about

services matter: They are people who make their own decisions and deserve to have

differentiated services adapted to their context, where their rights and preferences respected.

PEPFAR believes that using more inclusive language can be a powerful way of ensuring that
people are respected, and services are inclusive and welcoming. We also acknowledge that
PEPFAR works with many stakeholders and using fully inclusive language in COP guidance
and throughout PEPFAR will require some time as stakeholders achieve consensus and move
together. In the meantime, PEPFAR partners are expected to plan and implement services that
are fully inclusive and welcoming for all people PEPFAR serves, at all sites, and in all

communities.
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1.0 PEPFAR MANDATE AND PRINCIPLES

1.1 Background

The United States Government (USG) | aunched
Relief (PEPFAR) in response to the global AIDS crisis in 2003. Congress passed, with strong
bipartisan support, the United States Leadership Against HIV/AIDS, Tuberculosis, and Malaria
Act of 2003 (US Leadership Act), which became law just 4 months after President George W.
Bush issued a call to action in the State of the Union Address that year. In the 19 years since its
inception, PEPFAR has invested more than $100 billion in the global AIDS response, the largest
public health effort against a single disease by any country in history, saving more than 20
million lives, preventing millions of HIV infections, and accelerating progress toward controlling

the global epidemic.

1.2 Mandate and Authorities

The PEPFAR Extension Act of 2018 extends PEPFAR provisions in the Leadership Act through
2023. The Office of the U.S. Global AIDS Coordinator and Health Diplomacy (S/GAC) is housed
within the U.S. State Department under the Secretary of State and provides oversight of
PEPFAR. The U.S. Global AIDS Coordinator is a presidentially appointed position with advice
and consent of the Senate and holds the rank of Ambassador-at-Large. The U.S. Global AIDS
Coordinator position leads S/IGAC and oversees the entire PEPFAR program, including the
implementation in the field by U.S. government implementing agencies as further overseen by
the U.S. Chiefs of Mission.

The U.S Global AIDS Coordinator leads all U.S. Government (USG) international efforts to
combat HIV and AIDS. In this capacity, the U.S Global AIDS Coordinator transfers and allocates
funds to relevant executive branch agencies for the purposes of combatting HIV/AIDS globally
and provides grants to or enters into contracts with non-governmental organizations (NGOS) to
carry out such work. The Global AIDS Coordinator provides oversight and coordination of all
resources and international activities of the USG to combat the HIV/AIDS pandemic, including
all programs, projects, and activities of the USG relating to the HIV/AIDS pandemic under the
U.S. Leadership Act. Specific duties include:

COP/ROP22 Guidance for All PEPFAR-Supported Countries Page 12 of 780

t

he



1 Ensuring program and policy coordination among relevant executive branch agencies
1 Ensuring alignment of program activities with agency expertise and for program success
1 Coordinating interagency efforts related to HIV/AIDS program implementation

1 Resolving policy, program, and funding disputes among the relevant executive branch

agencies
9 Avoiding duplication of effort

91 Directly approving all activities of the United States (including funding) related to
combatting HIV/AIDS in the countries in which the United States is implementing

HIV/AIDS programs as part of its foreign assistance program

9 Establishing due diligence criteria for all recipients of funds appropriated for HIV/AIDS
assistance pursuant to the authorization under the U.S. Leadership Act and all activities

necessary to assess the measurable outcomes of USG HIV/AIDS activities.

Many of these duties are administered through the annual Country Operational
Planning/Regional Operational Planning (COP/ROP) process. The COP/ROP is developed as

part of an annual assessment, planning, budgeting, and monitoring cycle led by S/GAC.

1.3 Principles

During the process of drafting the PEPFAR Strategy for 2021-2025, which is under

development, and in harmony with the emphasis of the UNAIDS Global AIDS Strategy, it

became clear that Equity should be added to Accountability, Transparency, and Impact as a

guiding pillar in PEPFAROGs approach to HIV Epi dem
discussions and listening sessions with PEPFAR team members and stakeholders led to the

development of ten Core Operating Principles and Values listed below, which describe how we

aspire to conduct our work as a PEPFAR enterprise.
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Figure 1.3.1 PEPFARG6s 4 Guiding Pillars
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PEPFAR Core Operating Principles and Values

1. Local Ownership: Support an HIV response that is owned and led by partner governments,

communities, local partners, and people impacted by HIV.

2. Person-Centered: Ensure that HIV and other health services are delivered with people at the
center, recognizing and responding to what is important to people receiving PEPFAR-supported

services and affirming of their human rights.

3. Evidence-Based: Drive expansion of HIV prevention and treatment interventions that are
firmly grounded in the latest scientific and programmatic evidence base, to ensure optimal

health outcomes.

4. Data-Driven: Ensure program and policy decisions are driven by the most robust, granular,
and transparent data available to reach those with the greatest need and at highest risk, with
the capacity to rapidly adapt to optimally meet the needs of clients and respond to emerging

threats.

5. Diversity, Equity, Inclusion, and Accessibility (DEIA): Uphold, promote, and advance
DEIA principles and practices across all PEPFAR programs, business practices, and workforce.
Support zero tolerance for exploitation or discrimination based on sexual orientation, race,

religion, disability, age, or gender.
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6. Gender-Responsive: Work to ensure PEPFAR programs support gender equity and
equality, and are gender-affirming, including by preventing and combating discrimination on the

basis of gender identity or sexual orientation.

7. Collaboration and Partnership: Strengthen cooperation, coordination, and shared
responsibility with partner country governments, civil society (including faith-based, key
populations-led, women-led, and other community organizations), the private sector, multilateral

institutions, and people living with HIV.

8. Agility and Adaptability: Maintain agility and adaptability in the face of emerging threats,

changing conditions, and new opportunities.

9. Resilience: Foster the resilience of countries, communities, partners, and individuals to

confront and overcome adversity and sustain long-term impact.

10. Linkage and Integration: Where beneficial and appropriate, link to and integrate HIV
services with other related U.S. government health investments and development priorities to
support progress toward achieving UN Sustainable Development Goal (SDG) 3 while also

advancing other interdependent SDGs.

1.4 Roles of S/IGAC Staff

PEPFAR Chairs. To execute S/ GACO6s authorities, each
senior S/IGAC representative for an assigned Operating Unit (OU). Each Chair facilitates high-
level programmatic strategy for that OU and guides technical, financial, and operational matters,
in accordance with all applicable law, regulations and policy guidance, on behalf of SIGAC, with
the overall goal of achieving sustained epidemic control. Responsibilities include overall
strategic direction of the PEPFAR program and business processes for assigned OUs, directing
and monitoring PEPFAR-funded activities with the field interagency team and headquarters
Country Accountability and Support Team (CAST). Chairs also convene and guide staff
engaged in that OU, such as the PEPFAR Program Manager, S/IGAC Intra-office Liaisons and
Implementation Subject Matter Experts (ISMEs), plus establish and maintain productive working
relationships with key USG and non-USG stakeholders engaged in the PEPFAR program. See

Section 5.8 for information on the CAST model.

PEPFAR Program Managers (PPM). To support the execution of
PEPFAR Program Manager serves as the day-to-day point-of-contact for an assigned OU. The

PPM works alongside the Chair on the programmatic strategy for that OU, including work on
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technical, financial, and operational matters, in accordance with all applicable law, regulations
and policy guidance, on behalf of S/IGAC, with the overall goal of achieving epidemic control.
PPMs are responsible for coordinating and facilitating collaboration among Field and HQ staff
involved in the ongoing implementation and management of PEPFAR activities in the assigned
OUs; supporting the PEPFAR Chair to establish and maintain productive working relationships
among stakeholders; and managing, coordinating, and facilitating the implementation of the

PEPFAR program and PEPFAR business processes for their assigned OUs.

S/GAC Liaisons. To facilitate program review and planning processes, S/IGAC has assigned
Liaisons from the S/IGAC Program Efficiency Team (PET), Data Use for Impact Team (DUIT),
and Management and Budget Unit (M&B) to each OU. Liaisons work with the Chair and PPM,
providing analytic and data visualization assistance, reviewing, and summarizing COP/ROP
tools, databases, and budgets to facilitate completion of key business processes and support
decision-making. Liaisons also work with OU field teams to help address questions and
troubleshoot with SI and finance colleagues during COP, POART, OPU and end of year

reporting activities, particularly providing technical assistance and expertise on COP/ROP tools.

1.5 Roles of PEPFAR Country Coordination Offices

PEPFAR Coordinators. Each PEPFAR OU has an in-country PEPFAR Coordinator or
designated Point of Contact for coordination, and some larger programs also have a Deputy
Coordinator. The PEPFAR Coordinator reports to the Deputy Chief of Mission (DCM) or U.S.
Chief of Mission (COM) who has primary country-level oversight of the PEPFAR program for
that specific country. The PEPFAR Coordinator also may supervise other PEPFAR Coordination
Office staff. PEPFAR programs are planned in country and thus the U.S. Ambassadors in
country are the | ead of that respective countryods
among Embassy sections, including in country USG implementing agency staff. The role also
communicates directly with the PEPFAR Program Manager and PEPFAR Chair at S/IGAC and
facilitates interagency planning, reporting, and other external engagement to help ensure
optimal complementarity of PEPFAR-funded interventions with other programs in country, such
as those of the Global Fund to Fight AIDS, Tuberculosis and Malaria (Global Fund).

COP/ROP22 Guidance for All PEPFAR-Supported Countries Page 16 of 780



2.0 PEPFAR STRATEGY AND PRIORITIES

2.1 Global Update

2.1.1 Progress Towards Epidemic Control

HIV treatment and prevention services have had a dramatic impact on new infections and all-
cause mortality among people living with HIV. Many PEPFAR-supported countries are at a point
now where the number of people needing HIV treatment services is not increasing year after
year, HIV prevalence is decreasing, and incidence and mortality have been cut in half over the
last 10 years. These are important markers of progress for the HIV pandemic i reducing death
and illness and reducing its long-term financial impact. In countries that have reached HIV
epidemic control, it was accomplished without a vaccine, through implementation of prioritized
programs to reach the UNAIDS 2025 Global Targets of 95-95-95. Implementation of effective
programs in an equitable manner has been pivotal in this effort to control HIV, to save lives, and

to have a stabilizing impact on financial and health systems.

Over the course of several devastating surges, the global COVID-19 pandemic has tested the
resilience and durability of the PEPFAR program. Communities have continuously adapted in
response to COVID-19 over the past 22 months. With partner country governments, PEPFAR
programs have adapted, using granular data to proactively respond to COVID-19 and to ensure
HIV prevention and treatment services are available in an accessible and safe manner.
Understanding potential changes in HIV incidence and demographic shifts, particularly in the
under 35-year-old population, is a priority for PEPFAR to mitigate the impacts of COVID-19 on
HIV disease burden.

The Population-based HIV Impact Assessment (PHIA) surveys continue to measure critical
epidemiologic and program outcomes at subnational levels, providing data on progress by
population and geography as well as information on gaps in routine health information data. The
Lesotho and Zimbabwe PHIA surveys, completed in 2020 prior to COVID-19 surges, showed
the impact of focused implementation of treatment and prevention services over the past 5
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years. Data from the second round of PHIA surveys in Botswana, Uganda, Malawi, and Zambia
later this year will provide a more comprehensive understanding about successes and

remaining gaps in each of these countries.

Zimbabwe, Lesotho, Namibia, Eswatini and Rwanda have reached over 73% community viral
suppression for all adults (Figure 2.1.1.1), reflecting achievement of the UNAIDS 2020 90-90-90
viral suppression target. Zimbabwe and Lesotho have shown that population and geographic
focus can also achieve this milestone by age/sex bands (Figure 2.1.1.3 7 Figure 2.1.1.5). In
order to continue to maintain epidemic control, the 15- to 24-year-old population must be a
focus for 95-95-95 (Figure 2.1.1.3). Reliable, timely, disaggregated routine health data from
laboratories, clinical facilities, and pharmacies are critical for day-to-day patient and program
management. As treatment and prevention programs have effectively scaled, the data systems
have also been scaling and should be institutionalized as enduring capabilities in partner
countries.

Figure 2.1.1.1: Progress towards 95/95/95 across select countries in Southern, East and West
Africa
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Figure 2.1.1.2: Projected progress towards 95/95/95 across select countries in Southern, East

and West Africa
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Figure 2.1.1.3: Progress towards 95/95/95 among 15- to 24-year-olds across select countries in

Southern, East and West Africa?

95 8 as -
95 93 93 93 92
85 86 85 86
8288 g1 81 81 83 83
79 77
75 i 74 75 7
72 72
59 71
63
S
o 54
a 48 50
5 46
g
]
a
31
Lesatho Namibia Zimbabwe Rwanda Kenya Eswatini Ethiopia Malawi Uganda Tanzania Zambia Nigeria
Ages 15-24 Ages 15-24 Ages 15-24 Ages 15-24 Ages 15-24 Ages 15-24 Ages 15-24 Ages 15-24 Ages 15-24 Ages 15-24 Ages 15-24 Ages 15-24
(2020) (2017) (2020) (2019) (2018) (2016) (2018) (2016) (2017) (2017) (2016) (2018)
m Aware of HIV Status ~ ®Treated ® Virally Suppressed  ==Virally Suppressed, all PLHIV

2Progress Towards 95/95/95kkes, including 1&24-year-olds and adult males and female3gurce: PEPFAR PHIA;
Note: Those treated are shown as a percent of those aware of their HIV status; those virally suppressed are shown

as a percent of those treated

COP/ROP22 Guidance for All PEPFAR-Supported Countries

Page 19 of 780



Figure 2.1.1.4: Progress towards 95/95/95 among adult men across select countries in
Southern, East and West Africa
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Figure 2.1.1.5: Progress towards 95/95/95 among adult women across select countries in

Southern, East and West Africa
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PEPFAR defines national HIV epidemic control as the point at which the total number of new

HIV infections falls below the total number of deaths from all causes among individuals with

HIV? (the classic Ro to Riapproach to infectious diseases), with both new infections and deaths

among people living with HIV low and declining. Country graphs starting at 2.1.1.24 show time
trends which al |l ow u sepidemic t@jactosy gna clinicaleascadeulow HIM e s 6

incidence alone may not be sufficient for sustained epidemiologic impact: for example, countries

3 PEPFAR Strategy for Accelieig Epidemic Control, 2012020.
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that have demographic shifts such as a 6édyouth

HIV infections without major increases in incidence.

Figure 2.1.1.6 shows the relationship of trends for all-cause mortality among people living with
HIV (PLHIV) and new HIV infections in Zimbabwe, a country that in 2004 had 18% HIV
prevalence, nearly 100,000 new infections annually and devastating HIV-related mortality.
Through treatment and prevention services Zimbabwe now has fewer than 25,000 new
infections annually. HIV prevalence is now 13%, and people living with HIV are benefiting from
treatment and thriving.

Figure 2.1.1.6: New infections vs total deaths among PLHIV in Zimbabwe
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Globally, since 2010 there has been a 34% reduction in new infections (Fig. 2.1.1.7). The
largest declines in new infections are in East and Southern African (ESA) countries with
declines of 43%, while new infections in Eastern Europe and Central Asia increased in the same
time period. People in South Africa and Mozambigue experienced nearly half of the 670,000
new infections in the ESA region, followed by Zambia, Tanzania, and Uganda. New infections in
West and Central Africa declined by 37%, in the Caribbean by 28%, and in Asia by 21%.
Reaching 95/95/95 in these countries is essential to control the global HIV pandemic.

Despite the youth bulge in ESA, dramatic decreases in new infections among young people are
also occurring. Countries achieving epidemic control have also demonstrated dramatic declines
of over 50% in new infections among adolescent girls and young women, and in Zimbabwe the
decline for adolescent girls and young women was 65% (Figure 2.1.1.8 - Figure 2.1.1.11).
Despite this remarkable impact, great disparities still exist between 15- to 25-year-old males and
females, where new infections among young males are half those of young females. Males in
Zimbabwe had a 75% decrease in new infections over the 10-year time period (Figure 2.1.1.10).
This pattern is seen across all countries in East and Southern Africa. Further driving down
incidence among adolescent girls and young women is a critical challenge, particularly with the
growing population of adolescent girls and young women resulting from the youth bulge. New
infections in countries not at epidemic control are sustained at high levels and similar to 2010
(Figure 2.1.1.9 and Figure 2.1.1.11).

Figure 2.1.1.8: New Infections among Females 15- to 24-years-old in countries at Epidemic
Control*
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4 Source: UNAIDS 2021 Estimates
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Figure 2.1.1.9: New Infections among Females among 15 to 24 years old in countries not at

Epidemic Control®
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Figure 2.1.1.10: New Infections among Males 15 to 24 years old in countries at Epidemic

Control®
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5 Ibid.
8 Ibid.
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Figure 2.1.1.11: New Infections among Males 15 to 24 years old in countries not at Epidemic

Control”
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Results from the 2020 Zimbabwe PHIA demonstrate that an equity-driven approach, using
granular data to identify gaps and continually make real-time program changes, can lead to
effective and sustainable progress towards epidemic control. Zimbabwe demonstrates nearly
optimal ART coverage reflected in their national numbers, with 96% of men and 98% of women
who know their status on ART in 2020, compared to 88% and 89% coverage, respectively, in
the 2016 PHIA. To reach these high levels of coverage, Zimbabwe evolved their broad case
finding program to concentrate on closing gaps in particular regions and among particular
population groups, including key populations and children. Zimbabwe also shifted their focus
from new treatment initiation to maintenance of people living with HIV on continuous treatment
with high levels of viral suppression. By triangulating site-level data and SIMS-based monitoring,
Zimbabwe adjusted and improved sites for better client care. Impressively, Zimbabwe was able
to impact the epidemic trajectory for young adults, reducing the annual HIV incidence among
25-34-year-olds from 0.81 (PHIA 2016) to 0.5 (PHIA 2020), with improvements in the clinical
cascade for 15-24-year-olds, moving from 87% (PHIA 2016) to 95% (PHIA 2020) of young
adults who know their status on ART and increasing from 43% to 58% in population VLS.

7 Ibid.
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This definition of epidemic control does not suggest near-term elimination or eradication of HIV,
as may be possible with other infectious diseases, but rather suggests a decline of persons with
HIV in a population, achieved through the reduction of new HIV infections when mortality among
people living with HIV is steady or declining, consistent with natural aging. This can be observed
through a comparison of the general population pyramid and the HIV population pyramid. In
Zimbabwe, the general population shows a higher proportion of the population among younger
age groups while the HIV population pyramid shows HIV infections primarily among older age
groups (Fig 2.1.1.12).

Figure 2.1.1.12: Zimbabwe general population pyramid and HIV population pyramid
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As shown in the Population and HIV Epidemiologic pyramid, the growing number of people over
50 on ART is remarkable. This trend is also seen across all PEPFAR-supported programs: Over
20% of the PEPFAR HIV treatment population is above 50 years old. In line with UNAIDS,
PEPFAR has expanded its MER indicator age groups to effectively monitor progress and serve
people as they age with HIV.

Overall, total new infections are drastically lower in countries at epidemic control, and the
majority of new infections in these countries are among people under 35 years of age (Figure
2.1.1.13). Strategies that reach young people to achieve 95/95/95 in all age/sex strata are
critical to maintain control. In addition, prevention programs must be appropriately focused and
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targeted to prevent an increase in new infections in these groups. PEPFAR recognizes that
there is a lack of epidemiologic information on key populations: size estimates, prevalence,
incidence, burden, and understanding risk behaviors are vital parameters which are needed to
provide equitable services. HIV prevention and treatment cascades for KP have been
established by PEPFAR, but they only reflect beneficiaries. Denominators for KP and members
of key populations living with HIV have not been as available as they are for general population.
Addressing this vast information gap is a priority for PEPFAR. As a starting point, understanding
the risk profile of new infections, including the proportion of new infections among key

populations, can help inform programming decisions.

Figure 2.1.1.13: Distribution of new infections by age/population and country
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Of the 5.7 million people living with HIV not on ART in PEPFAR-supported countries, 75% of the
need is in South Africa, Mozambique, Nigeria, Zambia, and Tanzania (Figure 2.1.1.14). As ART
coverage increases, the ratio of new infections to people not on treatment gets closer to 30%
(Figure 2.1.1.15). Effective strategies to mitigate increasing infections and scaling the

surveillance strategies to control an infectious disease is vital at this stage.
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Figure 2.1.1.14: Distribution of PLHIV not on ART by age/population and country
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Figure 2.1.1.15: Ratio of new infections to people not on ART by country
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Focusing on pediatric infections, we see similar declines in new infections by region (Figure

2.1.1.16). Fewer babies are now born with HIV due to effectively scaled PMTCT programs, and
the population of children living with HIV is aging (Figure 2.1.1.17). However, the clinical

cascade for children demonstrates lower performance than the cascade for adults. The second
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95 is low in South Africa, Mozambique, Zambia and many West African countries and viral load
suppression is substantially lower than it is in the adult populations across most countries
(Figure 2.1.1.16). Updating service delivery models to make ART services convenient for
children and their parents and ensuring transition to optimal regimens are of paramount
importance. Thirteen countries account for 75% of the Global HIV Treatment gap for children
totaling 780,000 children in need worldwide (Figure 2.1.1.18).

Figure 2.1.1.16 Trends in New HIV Infections Among Children by Region
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Figure 2.1.1.17: Age Distribution of Pediatric Infections®
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8 Ibid.
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Figure 2.1.1.18: Estimated Pediatric Clinical Cascade®
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Figure 2.1.1.19: Countries Account for 75% of the Global HIV Treatment Gap CLHIV Not on
Treatment Globally
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9 Ibid.
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also in their age distribution (2.1.1.20): over half of orphans are aged 12 to 17, followed by 6 to
11 years old. OVC programs continue to evolve to meet the needs of older orphans and
vulnerable children with supportive and relevant services. Focusing support and prevention
services through programs like DREAMS mitigates HIV risk. Estimated orphanhood remains
high in countries that have not achieved 95/95/95 (Figure 2.1.1.21).

Figure 2.1.1.20: Trends in Orphanhood in Countries at Epidemic Control©
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Figure 2.1.1.21: Trends in Orphanhood in Countries not at Epidemic Control**
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Figure 2.1.1.22: Age Distribution of Orphans and Vulnerable Children*?
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Figure 2.1.1.23: Sub-Saharan Africa Country Example of Epidemiologic Trends and Program

Response
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When the remaining undiagnosed individuals represent less than 20% of total people living with
HIV, we know from the PHIA (Figure 2.1.1.3) that asymptomatic, younger individuals and those

2 |bid.
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with recent infections are more likely to be undiagnosed. In order to reach these individuals, HIV
case finding must be active, through safe and ethical index testing, targeted testing, and self-
testing. Fewer and fewer individuals should be diagnosed with symptoms in the facility years
after infection. Children living with HIV who may have been missed through PMTCT programs
should also be found through a robust and safe index testing program. In countries with 70%-
80% ART coverage, effective, safe, and ethical index testing is critical to epidemic control

maintenance and should be offered to every person newly diagnosed with HIV.

As countries reach 95/95/95 goals and achieve epidemic control, they must adapt their plans
and design their activities and policies to sustain epidemic control for the long term. Epidemic
control maintenance will require disease-specific surveillance, the capability to detect and
investigate outbreaks using relevant tools, including recency infection surveillance, treatment
literacy of patients, and continued excellence in ART services to achieve continuous
treatment, durable viral load suppression, and rapid return to treatment of those whose

treatment is interrupted.

Analysis of site level inputs to maintain epidemic control is pivotal to ensure investments are
aligned where the need is the greatest. The first round of human resources for health (HRH)
data will allow us to examine the types of health care workers and other technical capacity

needed to (1) effectively sustain clients on lifelong ART (clinical and community) (2) provide
prevention services (3) manage and maintain reliable data and surveillance, lab, and supply

systems.

Over the past six years, general population approaches have evolved to targeted
implementation strategies by age/sex and will need to continuously be refined based on new
infections. Understanding the proportion of (1) key populations in each of these age groups, (2)
targeting those adolescent girls and young women at higher risk with DREAMS services, (3)
defining needs for PrEP and scaling services to deliver PrEP in highest risk populations, (4)
zeroing in on VMMC gaps, (5) closing the pediatric gaps with effective and well-tolerated
regimens (6) applying innovative case-finding approaches to rapidly identify people with new
and undiagnosed long-term infections and (7) ensuring people on ART who do not have
sustained viral load reductions are identified early for ART optimization. Detailed data analysis
examples described in Section 7 support planning that aligns resources to maintain epidemic

control and addresses remaining gaps, key focus areas for COP22.

With COVID-19, country programs must work with partner governments to adapt these

programs to ensure continuity and maintain critical supplies while complying with government
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directives or policies for social distancing. Thus, emphasis is placed throughout this guidance on
optimizing program and systems investments to support, achieve, and sustain epidemic control,

even under the extraordinary circumstances of a parallel pandemic.

Country charts presented in Figures 2.1.1.24 through 2.1.1.28 are organized by progress
towards HIV epidemic control and 95/95/95. Understanding and addressing the remaining gaps
and barriers to achieve both of these program goals in light of COVID-19 are priorities for
COP22.

Figure 2.1.1.24: Countries that are at Epidemic Control and 73% community viral load

suppression
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Figure 2.1.1.25 Countries that are at epidemic control but not at 73% community viral load
suppression
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Figure 2.1.1.26 Countries near epidemic control and near 73% community viral load

suppression
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Figure 2.1.1.27: Countries with declines in new infections and mortality but not at epidemic

control or 73% community viral load suppression
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Figure 2.1.1.28: Countries with increasing new infections or mortality
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2.1.2 Program Updates

COVID-19 continued to test the resilience of the country systems that PEPFAR built to provide
HIV prevention and treatment services including surveillance, laboratory, human resources, and
supply chain. PEPFAR teams have worked with partner country governments and other
stakeholders to scale HIV services for nearly 20 million people living with HIV who are sustained
on lifesaving, continuous ART and 94% of those tested are virally suppressed. PEPFAR
demonstrated that epidemic control is achievable through focusing and prioritizing the most

impactful programs, now the priority is to ensure the systems can operate in a routine manner to
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maintain this level of epidemiologic success and address the remaining population gaps.
PEPFAR has prioritized programs to reach the 1% and 2" 95 and now must tighten focus of that
work on the populations that remain off treatment and turn its broader attention to the 3™ 95 and
ensuring program requirements to sustain epidemic control are fully implemented and
institutionalized. These achievements were realized through the use of granular population and
geographic data i countries must utilize individual level data to close the remaining population

level gaps.

Since March 2020, PEPFAR has provided weekly COVID-19 adaptation technical guidance to
country programs considering epidemiologic data, methods of HIV service delivery, site safety
including considerations for health care workers and beneficiaries. Country teams have followed
COVID-19 epidemiology along with HIV data to ensure that relevant practices are adapted to
maintain HIV services and help respond to COVID-19. Figure 2.1.2.1 demonstrates the detailed
monitoring by PEPFAR Mozambique for effective and safe program implementation. All
PEPFAR-supported countries have made similar adaptations. These adaptations have led to

maintaining nearly 19M people on ART (Figure 2.1.2.2).

Figure 2.1.2.1: HIV Program Adaptations due to COVID-19
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Despite the COVID-19 pandemic, in FY21, HIV services around the globe have not only been
protected, but they have accelerated. PEPFAR has supported at least 20 countries to achieve
epidemic control of HIV or reach the 90-90-90 HIV treatment targets. HIV treatment services
were provided to 18.96 million men, women, and children (compared with 17.2 million last year).
PEPFAR reached 2.9 million adolescent girls and young women with comprehensive HIV

prevention services (compared with 1.6 million last year). PEPFAR supported 1.0 million people

COP/ROP22 Guidance for All PEPFAR-Supported Countries Page 39 of 780



to newly enroll on antiretroviral pre-exposure prophylaxis (PrEP) to prevent HIV infection
(compared with 312,000 million last year).
Figure 2.1.2.2: Trends in COVID-19 Cases (Select Countries) and Total HIV Treatment Services
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Over the past 12 months through COVID-19, patient-centered services have continued to
expand, multi-month dispensing is a critical policy and activity to make ARVs accessible in a
convenient and safe manner. Prior to COVID-19, governments were cautious on adapting their
service delivery models and health care systems to allow for this type of access but now realize
that this is a necessity for continuity of life-long HIV services. Effective management of
commodities is essential to maintain MMD options for clients, some countries are reverting in

access (Figure 2.1.2.3).

COP/ROP22 Guidance for All PEPFAR-Supported Countries Page 40 of 780



Figure 2.1.2.3: MMD Implementation Changes 2020 to 2021%3
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Despite the overall increase in the number of people on ART globally, there continues to be
losses of patients from treatment this year as in the last 3 years. All PEPFAR programs
continued to bring new patients into treatment even with COVID-19 challenges, but many
country programs had fewer patients on treatment at the end of the year than expected,
implying treatment interruption of many short- or long-term patients. This is the challenge that

PEPFAR must continue to address to maintain epidemic control.

One critical component to sustain epidemic control is to ensure all patients are tested for viral
load annually and results are available for effective clinical management (i.e., suppressed viral
load). Viral load testing coverage is as low as 50% in some high disease burden countries
(Figure 2.1.2.4). Even though the PHIA results demonstrate over 72% community viral load
suppression, the routine clinical and laboratory systems are not testing all HIV patients or
making these data available in the patient record i this must be addressed in COP22. Of those
who are tested, adults over 30 years have the highest suppression; of concern are younger
populations, calling for specific strategies for pediatric populations and 15- to 30-year-olds
(Figure 2.1.2.5). While continually improving services for younger populations, PEPFAR
continues to adapt particularly as the overall treatment population ages i and addresses unique

needs to maintain these populations on ART (Figure 2.1.2.6). In 2018, PEPFAR announced it

13 Source: PEPFAR Panorama, Treatment: Global Dossier, MMD ChaptemdithtiDispensing Trends Page
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would provide TB Preventive Therapy for all ART clients to reduce morbidity, since then 2.8
million people on ARTs have completed TPT (Figure 2.1.2.7), completion rates vary by country.

Figure 2.1.2.4: Viral Load Testing Coverage by Country*
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Figure 2.1.2.5: Viral Load Suppression by Age Group *°
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14 Source: PEPFAR Panosaiiral Load: Global Dossier, All Populations Chapterg Bu@bbell Chart Page
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Figure 2.1.2.6: Treatment Current by Age Group at FY21Q41¢
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Figure 2.1.2.7: TPT Completion Rates for ART Clients
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PEPFAR continues to optimize HIV testing strategies t o combat the todayds HI
maximize effectiveness of testing efforts requires a strategic mix of testing modalities, including
safe and ethical index testing offered to all newly identified people living with HIV and social

network testing as important methods to control infectious disease and asymptomatic

16 Source: DATIM
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transmission, as well as link people at risk to prevention services, including PrEP. Testing
strategy should take into account an assessment of the positivity rate (percent of tests that are
positive, sometimes called yield), the cost per infection detected, the productivity (number of
infections detected), and the epidemiologic impact (proportion of people identified who have a
recent or asymptomatic infection). Figures 2.1.2.9 and Figure 2.1.2.10 show the modalities
where HIV positive males and females were identified in FY21. Countries at epidemic control
and 90/90/90, must continuously use data on where new infections are coming from to refine
active case finding to prevent rising infections (Figure 2.1.1.13). Testing methods should be
continuously realigned with the changing epidemiology and new infection data. Yield by
modality should inform testing effectiveness for epidemiologic impact. Over the 12 months
ending in September 2021, approximately 2.5 million HIV positive individuals were identified,

resulting in about 2.4 million new people on treatment and 1.6 million net new overall.

Understanding the proportion of the 2.5 million people that are retesting for reengagement in
treatment is pivotal at this stage in the epidemic. Adjusting treatment programs to minimize loss

and reduce barriers for reengagement will help clients stay on life-long ART.

Figure 2.1.2.8: Proportion of HIV positive results by Modality for Males, FY21 Q171 Q4
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Figure 2.1.2.9: Proportion of HIV positive results by Modality for Females, FY21 Q1 i Q4
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HIV Testing of pregnant women and ART coverage is high across most PEPFAR-supported
countries, closing the EID gap in the countries remains a priority. Figure 2.1.2.11 highlights the
countries where there is low EID coverage and ART coverage. These gaps persist primarily in

countries that have not reached epidemic control or 95/95/95.

17Source: PEPFAR Panorama, Clinical Cascade: Globat,b6ESi Modalities Chapter, Testing & Yield by Modality
Page
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Figure 2.1.2.11: PMTCT ART Coverage by Proxy EID 2-Month Coverage by Select Countries,
FY21 Q1-Q4®
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As noted in Figure 2.1.1.14, the number of children living with HIV has decreased over the past
10 years; as such, programs and targets have been adjusted accordingly (Figure 2.1.2.12). The
change in the MER indicator age bands in FY19 provided the specificity needed to address
remaining gaps for the 15 and 2"¢ 90. Addressing the issues in VLS for children may be related
to service delivery models or using NVP based regimens (Figure 2.1.2.13). Enduring service
delivery models for HIV-positive children and their parents are still evolving. Maintaining HIV-
positive children on ART as they become teenagers and young adults is complex as they are
also going through adolescence. Identifying the gaps in programs for children requires detailed

pediatric cohort analysis.

18 Source: PEPFAR Panorama, PMAEIT Global Dossier, HEXposed Infant (HEI) Chapter, Transmission Risk
Bubble Graph Page
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Figure 2.1.2.12: Number of children (<15) newly diagnosed in PEPFAR programs by age band*®
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Figure 2.1.2.13 7 Trends in Viral Suppression and coverage for children <15 years old*
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Key Population programs for prevention and treatment services continue to scale despite
COVID-19 pandemic. PrEP services are scaling for all key populations; however, without
specific denominators we donét know the exact nee:

clinical cascade including linkage and viral suppression is improving across the program.

Figure 2.1.2.14: Trends in PrEP Scale Up Among Key Populations??
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Figure 2.1.2.15: Clinical Cascade among Key Populations, FY21 Q1-Q4??
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21Source: PEPFAR Panorama, Prevention: Global Dossier, Chapter 2: PrEP Chapter, KP New on PrEP Page
225ource: PEPFAR Panorama, Treatment: Global Dossier, Treatment & KP Chapter, Treatment Cascage by KP P
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Figure 2.1.2.16: Trends in ART Scale Up Among FSW and PWID?3

Figure 2.1.2.17: Trends in ART Scale Up Among MSM and Transgender People?*

28 Source: PEPFAR Panorama, Treatment: Global Dossier, Treatment & KP Chapter, TX_NEW/TX_CURR Trends by
KP Page (TX_CURR)

24 Source: PEPFAR Panorama, Treatment: Global Dossier, Treatment & KP Chapter, TX_NEW/TX_CURR Trends by
KP Page (TX_CURR)
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Figure 2.1.2.18: Trends in Pre-exposure prophylaxis (PrEP_NEW) Scale Up Among Key
Populations?®
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Cumulatively, PEPFAR has supported over 28 million voluntary medical male circumcisions
(VMMC) in Eastern and Southern Africa to help protect men and boys from HIV infection (Fig
2.1.2.19). COVID-19 restrictions on gatherings in most of the PEPFAR-supported countries over
the past 12 months caused a pause in VMMCs (2.1.2.20), but they are rebounding. Using data
through FY21, PEPFAR will assess the setbacks on the VMMC program due to COVID-19.
PEPFAR is working with UNAIDS to generate coverage estimates for VMMC by age at the

subnational level to facilitate program planning.

25Source: PEPFAR Panorama, Prevention: Global Dossier, Chapter 2: PrEP Chapter, Trends by KP Page
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Figure 2.1.2.19: Cumulative VMMCs by OU FY07 i FY21
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Figure 2.1.2.20: VMMC Planned FY21 Targets and Results by OU
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The DREAMS program continued to be impacted by COVID-19 with partial lockdowns and
restrictions on in-person gathering. DREAMS continued to adapt programming to meet local
gathering requirements which often resulted in delivering remote or virtual prevention. We do

not know the impact of virtual prevention services and continue to assess delivery methods. In
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FY20, PEPFAR observed continuing declines in new diagnoses among adolescent girls and
young women (Figure 2.1.2.21) through the middle of FY20 before lockdowns. Encouraging
PrEP results in FY21 included doubling the number of adolescent girls and young women newly
accessing PrEP (PrEP_NEW) - a critical prevention service for this vulnerable population
(Figure 2.1.2.22).

Figure 2.1.2.21: Declines in New Diagnoses Among AGYW
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Figure 2.1.2.22: Trends in PrEP Scale Up Among Females across all OUs?®
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26 Source: PEPFAR Panorama, Prevention: Global Dossier, Chapter 2: PrEP Chapter, AGYW on PrEP Page

COP/ROP22 Guidance for All PEPFAR-Supported Countries Page 52 of 780



Establishing triangulation of routine data from surveillance, program, laboratory, pharmacy, and
recency surveillance provide essential real-time guidance for changing program direction, which
survey data can only provide periodically. The Zambia recency surveillance system (Figure
2.1.2.23) found that in 2020, 1 in 12 newly diagnosed individuals acquired HIV within the last
year and 15- to 24-year-old individuals and women had a higher prevalence of recent infection.
These data were collected through program implementation where HIV testing is occurring and
not a probabilistic-sampling frame. Recency surveillance provides information about new and
chronic infection patterns (cutting edge of the epidemic), insights on where recent infections
may be diagnosed, and demographic patterns i including age, sex, and geography. These data
can also help identify where there are gaps in the clinical cascade from diagnosis to viral
suppression, population, and geography. Recency data are even more needed in light of
COVID-19 to identify pattens in recent infections.

Figure 2.1.2.23: Characteristics of persons enrolled in Zambia recent infection surveillance
program, 20202’

Table 1. Characteristics of persons enrolled in
Zambia recent infection surveillance program, 2020

Clients with Clients with
confirmed confirmed
long-term recent

infections (%) | infections (%

Sex
Male 748 (94.4) 44 (5.6)
Fermale 1,025 (89.3) 123 (10.7)
Age group
15-24 299 (84.5) 55 (15.5)
25-34 737 (91.4) 69 (8.6)
35-44 517 (94.0) 33 (6.0)
45+ 220 (95.7) 10 (4.3)
Province
Lusaka 1,065 (90.0) 118 (10.0)
Copperbelt 708 (93.5) 49 (6.5)
Testing modality
Index 175 (94.1) 11 (5.9)
PMTCT 506 (92.0) 44 (8.0)
VCT 641 (91.7) 58 (8.3)
PITC 192 (90.6) 20 (9.4)
VMMC 6 (85.7) 1(14.3)
Other 253 (88.5) 33 (11.5)
Total 1,773 (91.4) 167 (8.6)

27 hitps://theprogramme.ias2021.org/PAGMaterial/PPT/1666 4330/IAS 2021 recency poster.pdf
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2.2 COP22 Vision and Implementation Themes

COP22 guidance for program implementation in FY2023 includes themes from the draft
PEPFAR Strategy for 2021-2025, which is under development. The vision is for sustained
epidemic control of HIV by supporting equitable health services and solutions, enduring national

health systems and capabilities, and lasting collaborations.

Ongoing assessment of PEPFAROGs progress recogni ze:
PEPFAR-supported countries toward 95-95-95 targets for HIV epidemic control, as well as the

paramount importance of recognizing inequalities that are posing barriers to success and

advancing equitable services and solutions. This
consistent efforts to target and adjust PEPFAR activities in order to reach 95/95/95 benchmarks

of epidemic control, not only in aggregate OU-wide measures, but particularly for populations

that are disproportionately impacted by new infections and/or not reaching benchmarks for

epidemic control. Evolving goals of the PEPFAR Strategy have been used to develop

Implementation Themes for COP/ROP22, listed below:

Goal 1is to Accomplish the Mission i that is, to achieve and sustain epidemic control
using Evidence-based, Equitable, Person-Centered HIV Prevention and Treatment
Services. As countries approach and attain the 95-95-95 goals, it is important to adapt the
program from one focused on rapid scaling of ART coverage and other services to one that
consistently and effectively supports continuity of treatment and person-centered services for all
people living with HIV. This takes a public health approach to identify and specifically support
populations falling short of the benchmarks or populations where new transmission is occurring
by utilizing public health systems aligned with national or subnational public health entities for
case surveillance and recency. Person-centered care recognizes that the cohort of persons
living with HIV is aging and require attention to improving quality and breadth of care to lower
mortality of those in treatment. COP22 plans will continue to mark OUs reaching epidemic
control of HIV, focus increasing attention on populations experiencing gaps, and support

needed adaptations of the program as it moves from scaling to sustaining HIV impact.

Goal 2 is to Build Enduring Capabilities i Resilient and Capacitated Country Health
Systems, Communities, Enabling Environments, and Local Partners. As PEPFAR
succeeds in supporting countries to attain the UNAIDS 95-95-95 goals, it has been building and
strengthening systems and infrastructure for health services, including laboratories, specimen

transportation networks, health workforce, supply chain infrastructure and systems, health
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records and national data systems. In many cases these systems have been a lifesaving
infrastructure for support of COVID-19 public health response from testing to vaccination. In
large part, these systems were designed to become a long-term asset of the partner country
health care and public health system. In some cases, they needed strengthening and adaptation
to support COVID-19 in addition to HIV. COP22 plans will address how health systems built and
supported by PEPFAR are sustained and rooted as capabilities owned, integrated, and
delivered in the country. Country teams will review and address barriers to local responsibility
for the HIV response. Recognizing the important role of community-led efforts as critical to
sustain HIV impact, COP22 will also address support for community systems and capabilities
and creating enabling environments to address discriminatory policies, gender-based violence,

and other inequities that stand in the way of progress and human rights.

Goal 3 is to Build Lasting Collaborations: Strengthen Cooperation and Coordination for
Greater Impact, Burden Sharing, and Sustainability. PEPFAR was brought into existence as
an emergency plan to respond to the global HIV/AIDS crisis. As more and more countries
achieve epidemic control of HIV and with time and support are able to sustain it, we must
broaden the base of support, to catalyze and support aligned national programs where country
government, PEPFAR, Global Fund, other multilateral partners, and civil society play to their
strengths in support of a unified, nationally-aligned program. COP22 plans will provide evidence
of movement toward cooperation, coordination, and accountability across U.S. government,
donors, country government leaders, community leaders representing HIV-impacted

populations, and multilateral institutions in the design and leadership of HIV services.

2.2.1 Focusing on Equity

Health Equity can be defined as the absence of unfair and avoidable or remediable differences
in health among population groups defined socially, economically, demographically, or
geographically.?®¢ While equality extends the same services to everyone, equity tailors services

and advances policies to achieve optimal outcomes for all.

Equity Lens or Inequalities Lens can be described as an approach that prioritizes actions that
reduce inequalities and advance equity, including actions to address the underlying social

determinants of inequality.

28World Health Organization. (2021). Social Determinants of Healibs://www.who.int/health-topics/social
determinantsof-health
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Like other pandemics and health problems, HIV thrives on the margins. Poverty, lack of access
to services, discrimination, and marginalization create conditions where protection from HIV
acquisition is not present, where diagnosis is delayed, and where people face substantial

barriers to services and uninterrupted treatment.

Some definitions of health equity emphasize the ways in which health outcomes are grounded
and intertwined in social, economic, and political advantage or disadvantage. Disadvantage and
inequities advance when human rights are denied, and effectively addressing inequities requires
focused and sustained efforts to protect and advance human rights. The COVID-19 pandemic
has demonstrated the vulnerability of poor and marginalized people around the world, as the
impact of SARS-CoV-2 was most pronounced on people who were disenfranchised,
marginalized, and financially vulnerable. HIV demonstrates a similar disproportionate impact on

disenfranchised, stigmatized, and marginalized populations.

The UNAIDS 2021-2026 Global AIDS Strategy?°® recognizes that inequalities are central to the
global delays and gaps in accomplishing the goals of HIV Epidemic Control, and that addressing
inequalities will be essential to success. Prominent inequalities impacting global and PEPFAR
progress can be found among children, adolescent girls and young women, and key
populations.®® For each of these population categories, substantial focused attention and
investment has been made in provision of HIV services, yet it has not been of sufficient scale
and impact to achieve intended outcomes. A substantial gap in identification of children living
with HIV has led to over 800,000 children living with HIV not on treatment, a gap which persists
even as unacceptable HIV-related mortality among children <5 years of age continues. In sub-
Saharan Africa, adolescent girls and young women experience 25% of new HIV infections, while
representing only 10% of the population. Worldwide in 2020, 65% of all new infections occurred

among key populations and their sex partners, reflecting unrealized opportunities for prevention.

PEPFAR has championed a data-driven approach and accountability for results. This requires
that as OUs approach and even attain epidemic control as determined by national aggregate
measures, PEPFAR country teams and national programs must take deliberate and specific
action to identify and address gaps in coverage for testing, treatment, and viral load suppression

among populations that are not meeting those benchmarks.

29UNAIDS (2021) Global AIDS Strategy 20261 End Inequalities. End AIDS. www.unaids.org/en/GlébBIS
Strategy2021-2026

S0UNAIDS (2021) 2021 UNAIDS Global AIDS Upda@enfronting inequalities Lessons for pandemic responses
from 40 years of AIDSvww.unaids.org/en/resources/documents/2021/202flobataidsupdate
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An equity lens for sustaining epidemic control of HIV for the long term must also recognize that
public resources are inherently constrained and that those limited funds must support the most
vulnerable and disadvantaged. From a sustainability perspective that wants to ensure equity, we
have to explicitly ensure that donor and public spending are targeted where the needs are the

greatest.

It is imperative that USG teams as well as implementing partners are cognizant of populations
that are not achieving 95/95/95 objectives of HIV epidemic control, and also equipped to actively
address barriers faced by these populations. Equity does not only mean equal access to the
same services as others. It means that services are tailored to the unique needs of populations
facing unique risk of new HIV infection, delayed diagnosis, or treatment that does not
successfully achieve durable viral suppression. In many cases, including that of key and priority
populations, this requires that impacted communities are engaged in the design, leadership,

implementation, and monitoring of services.

Pediatric outcomes have lagged significantly below adult outcomes in most PEPFAR
partner countries. COP resources must be allocated with an equity approach to close gaps in
pediatric HIV care. PEPFAR programs should set goals, objectives, and targets for eliminating
vertical transmission and ending pediatric AIDS. Accountability for reaching these goals and
targets will be addressed in budgeting and expenditure analysis, HRH planning, program
management, and monitoring and evaluation. Programs with significant gaps will conduct
dedicated, regular review and monitoring of pediatric and PMTCT programs in quarterly focused
meetings or calls. Impacted families should be included in program design, and community-led
monitoring should address child and family-centered care. Pediatric partners should work
closely with OVC partners to ensure that case management and socio-economic support are

provided to mothers of infants and children at greatest risk of poor outcomes.

In PEPFAR partner countries, the gender gap remains a critical inequality for new
infections and other HIV-related outcomes. Gender inequality can impact individuals of all
gender identities and expressions. To close gaps for Gender Equity, PEPFAR programs will
expand evidence-based, gender-transformative programming across the HIV clinical cascade
and HIV prevention outside of DREAMS PSNUSs. Programs will engage men and boys as allies
and stakeholders in preventing violence and changing harmful gender norms. To address
gender-based violence (GBV), programs will identify and respond to GBV (case identification,
first-line support, clinical care) and link survivors to evidence-based HIV prevention, including

PrEP, or provide active linkage to HIV treatment services. A new section addressing gender
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equality has been added COP/ROP22 Guidance (Section 6.6.2). Programs should integrate
sexual and reproductive health services (e.g., family planning, STI testing and treatment) into
HIV prevention, care and treatment, and MCH clinical services and ensure service platforms are
adolescent- and youth-friendly and are gender-affirming. The Minimum Program Requirement

on local partners is updated to include women-led partners.

Members of key populations face risks of HIV acquisition many times higher than the
general population. To close gaps for key populations, PEPFAR programs will continue to
focus on what has worked well, including scaling of PrEP services and KP-specific differentiated
service delivery across the cascade. With COP/ROP22 guidance, updated Minimum Program
Requirements will advance funding to KP-led organizations and raise expectations for progress
in an enabling policy environment to address structural barriers for key populations. PEPFAR
wil |l continue to promote regular key populations si
planning cycle in all countries, and plan for a sustainable approach to address gaps in size
estimates and bio-behavioral data collection. PEPFAR will also expand community-led

monitoring specific to key populations.

PEPFAR will need to apply an equity lens as it strategically approaches sustainability strategy
as well, as key and priority populations facing gaps in coverage continue to require tailored,
community-led services and programs. In some cases, services for key and priority populations
might be slower to engender political will and public commitment, so USG support and
alignment with multilateral and private sector donors and sponsors may need to be sustained as
partner countries assume increasing responsibility for leading and supporting other elements of

an aligned National HIV strategy.

In keeping with its principles, PEPFAROGs approach
services are most readily tailored and measured by PEPFAR teams, and they must be

designed, implemented, and monitored with an equity lens. However, beyond programs are

policies and systems that, intentionally or not, create inadequate outcomes for key and priority

populations and children, and pose major barriers to progress, including laws that criminalize or

marginalize members of key populations or criminalize HIV, and a lack of political will to provide

equitable services to at-risk communities. Engagement and advocacy with Ministries of Health,

as well as other government sectors, and civil society are necessary. In some cases, CSOs that

represent affected populations may be helpful allies and may also need support to build

advocacy capacity; in some cases, strategic alignment with human rights priorities of the U.S.

Embassy or partner government will help advance more equitable policies and systems.
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2.2.2 Stigma, Discrimination, Violence, and Human Rights

New in COP22, PEPFAR has introduced a new Minimum Program Requirement: Evidence of
progress toward advancement of equity, reduction of stigma and discrimination, and promotion
of human rights to improve HIV prevention and treatment outcomes for key populations,

adolescent girls and young women, and other vulnerable groups (see Section 2.6).

HIV-related stigma, discrimination, and violence, reduce access to, and use of, essential health
services, and undermine efforts toward effective responses to HIV/AIDS. In contrast,
inclusiveness, equal treatment and respect for all, along with evidence-based policies and
practices that reflect those principles, all facilitate uptake of essential health services and bolster
effective responses to HIV/AIDS. The UNAIDS 10-10-10 targets require focus on removal of
societal, including legal barriers (specifically stigma, discrimination, punitive policy
environments, and violence) that limit access to or utilization of HIV services.>! PEPFAR is
committed to joining other institutions (multilateral, global and local) to end stigma,
discrimination, and violence and to foster an enabling environment that will increase access to,
and uptake of, HIV prevention, treatment, and care services for all people living with and
affected by HIV/AIDS; especially adolescents, young people, persons with disabilities, women,
and key populations (e.g., men who have sex with men, transgender people, sex workers,

people who inject drugs, and people in prisons and other closed settings).

Notably, President Biden issued the Memorandum on Advancing the Human Rights of Lesbian,
Gay, Bisexual, Transgender, Queer, and Intersex Persons Around the World, which includes
directives to U.S. government agencies to ensure that United States diplomacy and foreign
assistance promote and protect the human rights of LGBTQI+ persons. Specifically, this
directive includes strengthening existing efforts to combat the criminalization by foreign
governments of LGBTQI+ status or conduct and expanding ongoing efforts by agencies
involved in foreign assistance, to promote respect for the human rights of LGBTQI+ persons

and advance nondiscrimination.3?

Below are a list of actions, considerations, and requirements that, taken together, are all part of

a framework to promote human rights and eliminate HIV-related stigma, discrimination, and

31 https://www. unaids.org/sites/default/files/2025AIDST argets en.pdf
32 https://www.whitehouse.gov/briefingroom/presidentiatactions/2021/02/04/memorandurradvancineghe-
humanrights-of-lesbiargaybisexualtransgendergueerand-intersexpersonsaroundthe-world/
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violence by creating an enabling environment that amplifies the successful implementation of

HIV prevention, care, and treatment services.

Stigma, Discrimination, and Violence

Stigma can be described as a dynamic process of devaluation that significantly discredits an
individual in the eyes of others, such as when certain attributes are seized upon within particular
cultures or settings and defined as discreditable or unworthy. When stigma is acted upon, the
result is discrimination. Discrimination can refer to any form of arbitrary distinction, exclusion or
restriction affecting a person, usually (but not only) because of an inherent personal
characteristic or perceived membership of, or an association with, a particular group.® At times,
this discrimination can lead to violenced behavior involving physical force intended to hurt,

damage, or kill someone or something.3*

To control the epidemic, it is imperative that OUs identify and understand the often-complex
dynamics driving HIV-related stigma, discrimination, and violence, and implement innovative,
evidence-based, community-led approaches to address the specific types of stigma
(experienced, perceived, anticipated, internalized, compound or layered, or intersectional and
secondary) at all points in the HIV service-delivery cascade. Findings from a programmatic
assessment of PEPFAR implementing partners found that the majority of surveyed IPs saw
stigma and discrimination as a barrier to accessing HIV services at primary healthcare facilities,
and that significant portions of all cadres of health facility staff had witnessed stigmatizing
behavior.®® The same assessment found that implementers reported gaps in the availability of
written and posted policies regarding patient rights, related enforcement procedures, formal
systems for patient advocacy, and robust processes for recording and responding to patient
complaints,*® despite thesebei ng i ndi cators of quality for
Monitoring System (SIMS).*’

33 UNAIDS UNAIDS Terminology Guidelines (2015).
https://www.unaids.org/sites/default/files/media_asset/2015 terminology guidelines en.pdf

34 https://www.un.org/sites/un2.un.org/files/udhr.pdf

35Rodriguez, E.M., Wells, C. (2019, July 23). Interventions and Best Practices to Eliminate Stigma and
Discrimination in PEPFAR Programs: Results from a Programmatic Assessment [Conferenegiqmgsksth IAS
Conference on HIV Science, Mexico City, Mekiitp://programme.ias2019.org/Programme/Session/51

36|CAP Global Health. (2028)iminating HIMfelated Stigma andiscrimination: Global Lessons from PEPFAR
supported Programsittps://icap.columbia.edu/tools resowes/eliminatinghiv-related-stigmaand-
discriminationrglobatlessonsfrom-pepfarsupportedprograms/

37 hitps://www.state.gov/wp-content/uploads/202103/MASTER SIM&1-Site Tool 8March2021.pdf
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Additionally, there is a need to address the structural- and policy-level barriers that perpetuate
discrimination as it relates to HIV. Stigma, discrimination, and violence are frequently targeted at
people living with HIV and TB, and key and other vulnerable populations, including young
people and women. Yet the impact reaches beyond these populations. Other key stakeholders,
including health providers, supportive community members, human rights defenders, and
supportive religious and political leaders, can also suffer from the effects of these systemic and

structural barriers.

Any post-violence care provided by PEPFAR implementing partners should take into account

WHO guidelines and sensitivity training to reduce violence-survivor stigma among healthcare

wor ker s. More information on PEPFARGO6s approach to
the Gender Based Violence and Violence Against Children section of the Technical

Considerations (Section 6.6.2 and 6.6.2.1).

PLHIV Stigma Index 2.0

The PLHIV Stigma Index 2.0 is a tool to measure stigma and discrimination among people living
with HIV and to chart progress in reducing occurrences.® Since the 2008 launch of the PLHIV
Stigma Index, shifts in the HIV epidemic, growth in the evidence base on how stigma affects
different populations, and changes in the global response to HIV have highlighted the need to
update the Index. The PLHIV Stigma Index 2.0 provides field teams adapted questions
distinguishing experiences by gender identity, population, and individuals born with HIV. It
examines varied experiences of sex workers, men who have sex with men, lesbians,
transgender individuals, and people who inject drugs. It provides an expanded healthcare
section with an emphasis on the HIV care continuum. The PLHIV Stigma Index 2.0 utilizes a
standardized methodology incorporating existing validated scales to measure internal stigma
and mental health with an additional scale to measure resilience of people living with HIV. This
revised U.S. government-compliant version supports baseline data collection about experiences
of stigma and discrimination of people living with HIV and will be helpful for evaluating the
impact of interventions on reducing stigma and should be used to inform future HIV program

planning.

PEPFAR teams are required to either support partner country PLHIV network-led
implementation of the revised PLHIV Stigma Index 2.0 or complement Global Fund or another

donor financing implementation of the PLHIV Stigma Index 2.0. OUs in which a PLHIV Stigma

38 https://www.stigmaindex.org/abouthe-stigmaindex/the-peoplelivingwith-hiv-stigmaindex2-0/
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Index has not been conducted within the last three years are required to commit funding to its

implementation in COP22.

ThePLHI V Stigma I ndex 2.0 must be carried out in c.:
I nternational Partnership, 06 composed odtheGNP+, | CW

following principles:

Leadership of PLHIV networks involved in all phases of implementation
2020 standardized methodology

3. Sampling frame inclusive of all subpopulations, with specific attention to ensure the
inclusion of populations that often encounter barriers to their access to health, including
women, young people, people who use drugs, sex workers, gay men and other men who
have sex with men, and transgender people.
Quality assurance and reliability of data using the official review process
Data security and sharing that follows ethical standards and appropriate written
agreements

6. Dissemination of analyses, reports and presentations that include authors from networks

of people living with HIV and according to the parameters of the national network

At the country level, coordination should include routine meetings with all in-country
stakeholders, including PLHIV networks, key populations groups, and civil society organizations,
to discuss project goals prior to implementation, assess implementation progress, and discuss

findings.

Implementation of the PLHIV Stigma Index 2.0 is required every three years; and during interim
years, focus should be on concerted action to address findings. Completion of the PLHIV
Stigma Index 2.0 should be accompanied by a response/action plan that is discussed and
agreed upon by all stakeholders. The response/action plan should directly address findings and
clearly outline necessary responses and action steps, with an emphasis on community
leadership. This response/action plan should be completed within a reasonable timeframe that
allows enough time for proper redress of highlighted issues in advance of the next iteration of
the PLHIV Stigma Index 2.0 in the OU. In many contexts, COVID-19 has interrupted
implementation of the PLHIV Stigma Index 2.0; nonetheless, implementation of the revised
PLHIV Stigma Index 2.0 remains a PEPFAR priority. All PEPFAR OUs must ensure
implementation of the PLHIV Stigma Index 2.0 (whether through PEPFAR or other funds), within

the required three-year timeframe, taking care to be attentive to local COVID-19 conditions.
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Human Rights

PEPFAROGs human rights guiding principles include

rights, thus affirming the dignity of people living with and vulnerable to HIV, and supporting an
enabling environment that promotes access to information and services. Affected populations
have the right to be heard in all matters affecting them, in addition to rights and freedoms to

appropriate information, thought, and expression.

UNAIDS and others have identified specific laws, policies, and practices®® that discourage
equitable, accessible services, especially for populations that are particularly vulnerable and

being left behind in the global response:

1 Criminalization of HIV non-disclosure, exposure, and transmission

1 Laws that fuel harmful gender norms

1 Criminalization of key populations, and other practices that leave key populations
vulnerable to unethical treatment, discrimination, and human rights violations (e.g.,
forced anal exams)

1 Age of consent laws for service access

Analyses have shown that countries where key populations are criminalized see lower levels of
HIV status knowledge and HIV viral suppression; conversely, countries with laws advancing
non-discrimination, human rights institutions, and gender-based violence response saw

significantly better knowledge of HIV status and viral suppression rates.*°

Approaches to better address policies, laws, human rights might include:

1. supporting civil society organizations to reform national policies
supporting partner governments to reform and implement policies
3. monitoring policies and their implementation, with partners (e.g., SID, National

Commitments and Policies Instrument).

In addition, UNAIDS*! has previously identified seven key program areas to reduce stigma and

discrimination and increase access to justice in national HIV responses:

! Stigma and discrimination reduction

39 https://www.unaids.org/sites/default/files/media asset/2020 globaidsreport en.pdf

40Kavanagh, M. M., Agbla, S. C., Joy, M., AnejRjllikhger, M., Case, A., Erondu, N. A., Erkkola, T., & Graeden, E.
(2021). Law, criminalisation and HIV in the world: have countries that criminalise achieved more or less successful
pandemic responseBMJ Global Healil6(8), e006315https://doi.org/10.1136/bmjgh2021-006315

41 https://www.unaids.org/sites/default/files/media _asset/KeyHuman Rights Programmes en May2012 ®.pd
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1 Training for health care providers on human rights and medical ethics
f Sensitization of lawmakers and law enforcement agents
7 Reducing discrimination against women in the context of HIV
1 Legal literacy
1 Legal services
1 Monitoring and reforming relevant laws, regulations, and policies
WHO has also identified a series of critical enablers and recommended policies or practices to
define a comprehensive HIV response for key populations.*? See also technical considerations

for key populations (Section 6.5).
COP/ROP Requirements

Recognizing the important role of community-led efforts as critical to sustain epidemic control,
COP22 will also address support for enabling environments to address discriminatory policies,
gender-based violence, and other inequities that stand in the way of progress and human rights
that impact HIV services.

The below are requirements for PEPFAR countries to support a sustainable, non-discriminating,
enabling environment. OUs should detail how they will meet these requirements during COP22
strategic planning meetings and ensure they are coordinating with existing efforts of other
partners and stakeholders such as the Global Fund and UNAIDS. Specific activities and

budgets must be delineated in COP22 submissions.

0. Develop a plan, timeline, and resource allocations to measure, document, and mitigate

HIV-related stigma, discrimination, and violence. This plan should:
a. reflect regular CSO engagement and review of CLM findings.

b. demonstrate coordination with relevant existing working groups, including
PEPFAR interagency, other U.S. Mission sections, U.S. Department of State
Bureaus, and community representatives, including key populations. This is
particularly important in countries where the Chief of Mission has identified
concerns about human rights violations and abuses and about on-going
repression of key and priority population communities and CSOs as these relate
to service provision for HIV. Plans should demonstrate, in light of the Presidential

Memorandum referenced above (to strengthen existing efforts to combat the

42\WHO. (2016, July IG.onsolidated guidelines on HIV prevention, diagnosis, treatment and care for key
populations World Health Organizationttps://www.who.int/publications/i/item/9789241511124
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criminalization by foreign governments of LGBTQI+ status or conduct abroad, to
promote respect for the human rights of LGBTQI+ persons and advance

nondiscrimination), close coordination with Human Rights Officers at post

c. demonstrate coordination with related initiatives in-country supported by other
donor, multilateral organizations, and partners (see further below on
assessments). Overall, PEPFAR teams should work collaboratively with other
partners to ensure coordinated, concerted action at the country level to fund and
implement recommended, comprehensive programmatic strategies to address
stigma and discrimination at scale and promote partner government leadership;
ensure technical support and assistance is provided (both to government and
civil society) at country level for development of funding applications, national

plans and their implementation and monitoring; identify key gaps and priorities

d. consider activities to promote undetectable = untransmissible (U=U) messages,
trainings for healthcare providers, violence response mechanisms, and other

interventions.

e. be captured in the FAST, Table 6, and other applicable COP tools. Additionally,
teams should ensure coordination with the UNAIDS Global Partnership for Action
to Eliminate all forms of HIV Related Stigma and Discrimination and the Global

Funddés Breaking Down Barrié&rs Initiative, W

1. Include a section on non-discrimination in the design and administration of programs in all
PEPFAR trainings, including but not limited to, trainings held for implementing partners

and other direct service providers receiving PEPFAR funds.

2. Reinforce that all PEPFAR-funded implementing partners have zero-tolerance policies in
place that protect participants from all forms of abuse, unethical behavior, and
misconduct (i.e., sexual, physical, emotional, and financial abuse, discrimination,
coercion, exploitation, and neglect), to be assessed during contract negotiations, in
accordance with local and U.S. laws, regulations and policies. (See also Section 4.0

Agency Partner Performance and Management Guidance).

3. Work with I Ps to maimBiailinod RoghedonPariaest ad e

languages for all to understand) in all common areas within all facilities and community

43 See alsohttps://www.unaids.org/sites/default/files/media_asset/globg@artnership-hiv-stigma
discrimination en.pdénd https://www.theglobalfund.org/media/1213/crg breakingdownbarriers ga_en.pdf
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sites. Note, this requirement and associated redress mechanisms is a SIMS
standard/CEE.

4. Designate an in-country, interagency point-of-contact (POC) whose responsibility will be
the coordination of human rights-centered programmingd actively liaising and
coordinating efforts with local human rights leaders and champions, rights-focused CSOs,
government, and other development partners (e.g., UNAIDS, GFATM, other diplomatic
missions, Department of State or other USG human rights funding, USAID DRG/DDI

mission colleagues, among others).

5. Maintain an in-country, interagency point-of-contact (POC) whose responsibility will be
the oversight of the PEPFAR USG staff Gender and Sexual Diversity (GSD) Training and
ensure that a system is in place to track PEPFAR USG staff compliance with this training
requirement at the OU level. At the headquarters level, each PEPFAR implementing
agency must also identify a POC to carry out the same functions. In 2018, the GSD
training was updated to be more inclusive of GSD issues among all key populations.
Each new PEPFAR USG staff member, both field and headquarters, must complete the
online version of the GSD training within two months of their hire date. The training is
available for all PEPFAR USG staff and IPs at PEPFAR Virtual Academy, and also at
USAID University (for USAID staff). Alternatively, trainers via implementing agencies and
other partners such as HP+ are available to conduct face-to-face trainings. However,
resources to facilitate and host GSD in-person trainings must be covered by the OU and
in consultation with agency HQ staff. For IPs, especially those IPs serving KPs, it is highly
recommended that similar GSD trainings are offered, strengthening commitments to

reduce barriers for people accessing services.

6. In addition, once a year, the GSD POC is required to convene a panel(s) to discuss
PEPFAROGsSs engagement ar oun dgag8SBigexualitransgerder,i ve of
and intersex (LGBTI) individuals; key populations; people with mental health concerns;
and adolescent girls and young women. Teams should consult HQ for additional
guidance and resources. Teams should aim to support panels that are as diverse and
inclusive as possible. Ensure that legal environmental assessments (LEAS), or similar
assessments, are conducted every three years and data are gathered to develop
effective strategies to optimize patient care, improve program monitoring, and strengthen
access to and quality of services provided while engaging other relevant embassy

staff/sections in these analyses. LEAs identify barriers to accessing prevention,
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treatment, care, and support services, and inform action to address these barriers, with a
focus on access to justice and the reduction of stigma, discrimination, and violence. OU
teams may use the UNDP Legal Environment Assessment Tool as a guide, or other
methodologies as appropriate. Other methodologies include HP+ Policy Assessment and
Action Planning (PSAP) process, UNAIDS National Commitments and Policies
Instrument, CDC AIDS Law Briefs, and Global Fund assessments of human rights-related
barriers to HIV services (see below). UNAIDS Fast Track Guidance on Human Rights

may also serve as a useful tool.*

PEPFAR OUs should ensure that LEAs are coordinated with and not duplicative of other
initiatives, such as the Global Fund Breaking Down Barriers Initiative, and efforts of other
embassy staff/sections, such as the Political and Economic sections. The Global Fund
will continue scaling up of programs to reduce human rights-related barriers to HIV
services in 20 countries, including the following PEPFAR OUs: Benin, Botswana,
Cameroon, Democratic Republic of Congo (provi nt
Honduras, Indonesia (selected cities), Jamaica, Kenya, Kyrgyzstan, Nepal, Mozambique,
Philippines, Senegal, Sierra Leone, South Africa, Uganda, and Ukraine. In these
countries, the Global Fund has supported research teams to conduct detailed baseline
and mid-term assessments of human rights-related barriers that should be shared with
PEPFAR field teams, when available. These assessments, as completed, are available
publicly and serve as the basis for national plans for a comprehensive response to

human rights-related barriers.*®

If an LEA, Global Fund Breaking Down Barriers assessment and plan, or similar activity
has recently been conducted, OU teams should support or participate in processes to
review findings, identify gaps, chart strategic priorities, determine next steps, and monitor
progress. In countries where policy, legislative or other framewaorks further entrench
inequalities and marginalization, it is important to support dialogue between national and
local governments, members of populations impacted by the epidemic, and other key

stakeholders, while seeking to ensure safety and confidentiality as appropriate.

44 https://www.unaids.org/sites/default/files/media_asset/JC2895 Fast
Track%20and%20human%20rights Print.pdf
45 hitps://www.theglobalfund.org/en/fundingmodel/throughoutthe-cycle/communityrights-gender/
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A country-by-country overview of various HIV related laws and policies is now available online
from UNAIDS.“® In addition, the HIV Policy Lab*’ systematically gathers and monitors laws and
policies around the world, inclusive of some human rights-related laws and policies. OUs should
review their count r § oassdsGB Ft@QimenRoécpre human @hats d
protections for LGBTQI individuals and to inform the COP requirements outlined in this section.
Further information about addressing stigma, discrimination, violence, and human rights specific

to key populations can be found in Section 6.5.

2.2.3 Attaining Epidemic Control: Approaching 95/95/95

To approach achievement of national 95/95/95 goals for HIV diagnosis, care, and treatment, is a
remarkable public health accomplishment, but not an occasion to lessen commitment to
persons living with HIV and to effective programming. A number of adaptations and changes
should be anticipated and planned and programmed for, in consultation with stakeholders.
Stakeholders should begin discussing and anticipating adaptations of the program well in
advance of achieving the 95/95/95 benchmarks, so that adaptation to a program reaching

treatment saturation may be tailored to the country context. A few examples are included here.

1. Aggregate achievement of these goals may not be experienced in all areas and for all
populations. Careful assessment of accomplishment among districts, demographic
disaggregated age and sex strata, and key and priority populations must be done to
identify groups needing tailored services for testing, prevention, and treatment. Any
populations that have not met 95/95/95 benchmarks, including children, adolescent girls
and young women, and key and priority populations, should have specific, targeted, and
budgeted plans.

2. Testing strategies should be assessed, adjusted, and tailored to ensure safe, effective,
and ethical testing of those at high risk, as well as populations where people are at
particular risk from delayed diagnosis (e.g., children of people living with HIV). Testing
strategy should be assessed for its success in finding new cases, in connecting high risk
individuals to prevention services, and potentially as a path to reengagement in

treatment for persons living with HIV with a prior positive test.

46 http://lawsandpolicies.unaid.org/
47 https://www.hivpolicylab.org/
48 http://globalequality.org/reports/internationalpublicationson-lgbt-humanrights/267
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3. Treatment programs should be designed to optimize long-term, continuous treatment,
and address re-engagement of clients who have experienced treatment interruption as
well as those who are newly diagnosed. Functions of partners may evolve or specialize
based on need and capability. For example, partners who are successful at efficiently
and effectively sustaining a stable cohort of patients on continuous treatment might not
be the same partners who excel at case finding and engaging populations where new
cases are occurring.

4. Government public health authorities aligned with HIV prevention, care and treatment
efforts may build capacity to conduct public health surveillance for new infections,
investigate and target case finding resources for outbreaks of recent infections, and to
track individual treatment outcomes.

5. HIV prevention programs, including PrEP and other biomedical interventions, will need
to be scaled and optimized, especially for adolescent girls and young women and key

and priority populations where the rate of new infections remains substantial.

Additional adaptations of PEPFAR programs to treatment saturation may be developed as
stakeholders carefully assess the current state of the HIV epidemic and consider the trajectory

of HIV prevention, care, and treatment toward sustained epidemic control.

2.2.4 Sustaining Epidemic Control: Building Blocks of Sustainability

PEPFAR-supported countries are reaching epidemic control, the first step in fulfilling the vision
to combat HIV. Now PEPFAR must turn to the next, critical task: sustaining HIV impact.
Sustaining HIV epidemic control will require joint efforts between PEPFAR, partner
governments, civil society, private sector partners, and other stakeholders such as the Global
Fund and other donors operating in each country. While PEPFAR will remain a priority of the
U.S. Government, it will not remain in the forefront of delivering HIV services worldwide forever.
PEPFAR expects countries to assume greater leadership and functional responsibility for their
national HIV responses, including shaping and integrating service delivery, building technical
capacity, and increasing |l evels of financi al resp
transform from a direct funder of services, into an accountability partner, supporting
governments and communities to sustain services to all citizens. PEPFAR will focus on its role
as a catalyst, broker, advocate, and investor in emerging innovations in HIV/AIDS control, while

being available to support countries if there are unexpected setbacks as well.
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Sustaining epidemic control within this context requires that countries have the functional and
financial capacity to maintain key programs at scale. This includes effective and efficient
services, systems, and input required to equitably control the HIV and AIDS epidemic, while
providing adequate financing. In the face of reductions of financial, managerial, and technical
assistance from external donors. sustained epidemic control of HIV is achieved when partner

governments and communities and other local actors:

9 Program Characteristics
o Can maintain the total number of new HIV infections below the total number of
deaths from all causes among people with HIV (RO < 1)
o Viral load suppression of 85% for all ages, genders, and population groups
0 Have a robust public health capacity to monitor and track HIV outbreaks as well
as other existing and emerging health threats
0 Have an environment that fights stigma and discrimination, and promotes human
rights and equity in the HIV response
1 Management Characteristics
o Ensure an enabling/nimble policy is in place to support sustained HIV outcomes
0 Possess sufficient technical and human capacity to manage and maintain the
scale of key programs, services, systems, and resources stewarded by local
institutions, communities, and other local actors
0 Possess technical and human capacity to introduce and adapt effective and
efficient models and programs
o Invest sufficient domestic financial resources that are used efficiently and
effectively to sustain essential HIV services and meet emerging needs.
0 Possess management and monitoring capacities to deliver quality assured HIV

services and commodities

Ensuring sustainability is at the forefront of planning. COVID-19 has affected coun
economic growth and strained health systems, diverting resources and attention to urgently

addressing the repercussions from repeated COVID-19 waves. The projected long-term

negative impacts of COVID-19 on PEPFAR-supported countries may make discussing

sustainability seem unrealistic, and something that should be delayed until the world has

recovered. However, sustainability planning is an opportunity to strengthen the systems that will

sustain HIV service delivery, as well as underpin disease surveillance and rapid response
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efforts. Building capactyand sel ectively transferring responsib
responses to COVID-19, and future health threats.

Figure 2.2.4.1
Chart 1 Chart2
Ballooning debt (1970-2019) Growth and debt (2010-19) . _
During the past decade, total debt in emerging market and developing economies Accompanied by higher debt in emerging market and developing economies, growth
rose to a historic peak. has repeatedly disappointed.
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Sources: International Monetary Fund; Kose and others (2020); and World Bank.

Note: Aggregates are calculated using current US dollar GDP weight and are shown as a
three-year moving average. Dashed lines show debt, excluding China. The vertical lines
represent the beginning of debt waves in 1970, 1990, 2002, and 2010.

Sources: International Monetary Fund; Kose and others (2020); and World Bank.
Note: Total debt (in percent of GDP) and real GDP growth (weighted by GDP at 2010
prices and exchange rates) in emerging market and developing economies.

Preparing for a strong, resilient transformation takes time, and seizing the opportunity, now, to

begin the work will allow PEPFAR-s upported countries to | everage PE
towards greater strengthening of their health system for sustained epidemic control. Beginning

transformation in the midst of COVID-19 may seem daunting but will allow countries to rapidly

identify and address what is required for resilient health systems. The following are guiding

guestions to support the initial stages of transition planning:

1. Are there misalignments or gaps between investments in program areas required for a
sustainable response sustainability and related outcomes?

2. Are there areas that would be relatively easy and straightforward to transition to the
host-partner country government and/or local partners to take on greater responsibility?

3. How will countries teams begin engaging with the partner government during COP22
implementation to ensure sustainability of core elements of the HIV response?
Does the country have a history of supporting transitioned programs?
Are certain communities receiving HIV services criminalized and do they face
persecution/ a lack of service in a transition?

PEPFAR can support this transformation by recognizing that such efforts will be buffeted by

repeated COVID-19 waves, constricted by economic landscapes, and future unknown threats.
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Above all, now is the time for countries to plan, transform, and establish capacity for a
sustainable and resilient system that can sustain epidemic control despite constantly changing

circumstances.

Sustainable epidemic control places sustainability at the same level of priority as
epidemic contro. PEPFARO®G s s i n g ul9s95 hds beerutransformati@al in reaching
epidemic control. The smaller disease burden present once epidemic control is reached makes
sustainability more attainabled making epidemic control a precondition for sustainability.
However, epidemic control is not a requirement for program transformationd countries can, and

should, embark on transformation while still striving to reach and maintain 95-95-95.

Under PEPFAROGsSs new strategy cur rsappdrtédycountriesler devel
must make an intentional shift to balance both attaining 95-95-95 and building capacity to
sustain epidemic control of HIV. Concurrently supporting both goals require a new look at
planning models, investment priorities, and ways in which success and outcomes are
measured. At times there will be an inherent tension, as transformation is expected to be
complex and sometimes be messy and may have a temporary negative impact on the 95s.
Recognizing this tension allows intentional decision-making with long-term goal of durable
sustained epidemic control at the forefront. In order to sustain them for the long-term, partner
country governments may want or need to structure their HIV programs differently than how
PEPFAR currently structures the programs. For many countries, incorporating HIV into primary
service delivery will be the most realistic method for maintaining services. Recognizing and
accepting this likelihood allows PEPFAR programs to start planning for how to minimize the

risks of that transformation to the quality of services delivered.

Sustainability efforts should focus on financial and functional responsibility.
Sustaining epidemic control requires myriad responsibilities of the partner country. These
responsibilities can be broken into two broad categories: Functional and Financial. Functional
responsibility consists of an enabling environment, locally-led HIV services and systems, and
domestic resources, while financial responsibility consists of adequate resource mobilization,
budgeting and financial monitoring, resource alignment, and understanding and managing

cost. See above.

Principles of transformation. Inherent in long-term sustainability planning is the
unpredictability of how transformation will occur. It is impossible to predict the myriad factors,

including PEPFARG6Gs future funding | evel9sand pol i ti c
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local disturbances such as natural disasters or unrest, that will impact the timing and

composition of PEPFAROG6s transformati on.

However, even in an environment of uncertainty, PEPFAR programs can and should follow

several guiding principles to build trust and shared responsibility between all stakeholders.

9 Inclusion: Cast a broad net to identify and include stakeholders in all discussions on the
transformation process, from inception through execution.

1 Equity: Ensure that as transformation occurs equity remains a key goal to ensuring
health services to all citizens.

1 Transparency:Be honest with what we know and donot
changes as they occur. Make sure all stakeholders are clear on timing and reasoning.

1 Predictability: Strive to introduce predictability wherever possible. Agree upon
timelines. Use program outcomes and impact as benchmarks for transformation.

1 Flexibility: Stay agile in case of sudden changes in context, program, or funding.
Transformation never goes as planned; agility is central to success.

1 Commitment: Commit to the outcome. Actively identify threats and prospects.
Sequence actions to address risks and take advantage of opportunities. Acknowledge

failure as part of the process and commit to trying again.

Figure 2.2.4.2 Strategic Planning for PEPFAR Investments

Sustainable Epidemic Control:

Strategic Planning for PEPFAR Investments
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Transformation requires durable partnership. Every PEPFAR OU is responsible for managing its

relationships accordingly.

All plans must be tailored to local context, and thoughtfully sequenced. Each PEPFAR-
supported OU has a unique context and is in a slightly different position to epidemic control.

PEPFAROGs sustainability pl acripiieandstatit.t her ef ore, cann

Rather than focusing on a prescribed order, PEPFAR programs should focus on the attributes
required for transformation. These attributes include investing in co-creating transformation
plans, building functional and financial capacity, harmonizing funding sources, finding
efficiencies, and making sure data systems are institutionalized into routinized government
business processes. Focusing on defined attributes allows PEPFAR programs to have a shared
transformation framework and language, while customizing plans, timelines, and sequencing to

each OUbds wunique circumstances.

PEPFAR has a host of resources and tools already in use to inform sustainability planning, as
shown in Figure 2.2.4.3. These tools, while each useful on its own, are most powerful when
intentionally used in concert to contextualize and holistically plan for sustainability. For detailed
information on how to leverage these tools to begin planning for sustainability, as well as more

information on the attributes of transformation, see Section 6.6.9.

Figure 2.2.4.3: Achieving HIV epidemic control and ensuring a sustainable response

Achieving HIV Epidemic Control and Ensuring a Sustainable Response
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2.3 Goal 1. Accomplish the Mission i Achieve Sustained
Epidemic Control of HIV through Evidence-based, Equitable,

People-Centered HIV Prevention and Treatment Services

2.3.1 HIV Testing Services: Reaching & Maintaining Epidemic Control

PEPFAR has made great strides in HIV testing and supporting partner countries to achieve the
first 95, with FY21 Q4 results exceeding program case finding targets for many OUs. Across
PEPFAR-supported countries, there are 5.7 million people living with HIV and who are not on
ART; 75% of this unmet need is in Tanzania, Zambia, Nigeria, Mozambique, and South Africa.
While a number of countries have achieved the first 90 benchmark, notable gaps persist among
demographic and geographic subpopulations (Figure 2.3.1.1), viral suppression among all
people living with HIV is less than 80% (Figure 2.1.1.1), HIV incidence and new infections
continue, and some individuals cycle in and out of treatment for different reasons. Although
many sub-Saharan African countries report that > 80% of people living with HIV know their HIV
status (Figure 2.3.1.2),%° these achievements are not evenly distributed across all
subpopulations, ages, and sexes (Figures 2.3.1.1 and 2.3.1.4). Gaps in the testing of infants
and children exposed to HIV have left more than 40% of children living with HIV undiagnosed;
many were not tested for HIV during early infancy, presenting significant challenges with
pediatric HIV case finding.*® Additionally, in many PEPFAR partner countries, a greater
proportion of adult males living with HIV remain undiagnosed (Figure 2.3.1.5). Section 2.1

reviews epidemiologic Figures 2.1.1.24 71 2.1.1.28.

49Giguere, K., Eaton, J. W., Marsh, K., Johnson, L. F., Johnson, C. C., Ehui, E., Jahn, A., Wanyeki, I., Mbofana, F.,
Bakiono, F., Mahy, M., & Mahésgiroux, M. (2021). Trends in knowledge of HIV status and efficiency of HIV testing
services in ssaharan Africa, 20680: a modelling study using survey and HIV testing programme Tada.

lancet. HIV8(5), e284e293.https://doi.org/10.1016/S23523018(20)30315%

50 UNAIDS. (20212021 UNAIDS Global AIDS Updat€onfronting inequalities Lessons for pandemic

responses from 40 years of AID&ps://www.unaids.org/sites/default/files/media_asset/202¢lobalaids

update en.pdf
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Figure 2.3.1.1 Countries Reaching the HIV Treatment Cascade Targets, 2020°!
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Figure 2.3.1.2 Achievement of 90-90-90 Cascade among PHIA Countries®?
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Figure 2.3.1.3 National Estimates of Knowledge of Status in sub-Saharan Africa, 2020°3
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Figure 3: National estimates of knowledge of HIV status in sub-Saharan Africa, 2020
Bars show the proportion of people living with HIV who know their HIV status, with 95% credible intervals represented with vertical lines. The horizontal dashed line
represents a threshold of 90% knowledge of status.

52|CAP PopulationBased HIV Impact Assessment. PHIA Prdjépt:/phia-data.icap.columbia.edu/

53 Giguere K., Eaton, J. W., Marsh, K., Johnson, L. F., Johnson, C. C., Ehui, E., Jahn, A., Wanyeki, |., Mbofana, F.,
Bakiono, F., Mahy, M., & Mahésiroux, M. (2021). Trends in knowledge of HIV status and efficiency of HIV testing
services in susaharan Africa,0-20: a modelling study using survey and HIV testing programme Tiaga.

lancet. HIV8(5), e284e293.https://d0oi.org/10.1016/S23523018(20)30315%
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Figure 2.3.1.4 Distribution of New HIV Infection and of the Population, by Age and Sex, 2020°%
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54 UNAIDS. (20212021 UNAIDS Global>$ Updata Confronting inequalities Lessons for pandemic responses
from 40 years of AID8ttps://www.unaids.org/sites/default/files/media asset/202dlobalaidsupdate en.pdf
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Figure 2.3.1.5 Achievement of the 15t 95 and 2" 95 Targets by Sex®®

HIV testing services represent an essential pathway to identifying two important subgroups of
individuals: 1) Persons living with HIV in need of initial linkage or re-engagement to treatment,
and 2) individuals who are HIV negative, yet at high-risk, and therefore will benefit from
evidence-based prevention interventions. It remains imperative to apply a person-centered
approach with every person who receives HIV testing services. Individuals should receive
positive, consistent counseling on the benefits of timely HIV testing, treatment, and prevention

services.

Programs need to strategically implement case finding approaches and modalities to maximize
case detection, and these strategies should be tailored to the target population(s) that must be
reached to close ART gaps. In almost all countries, gaps in case-finding for men,
children/adolescents, and marginalized populations are disproportionately high (Figure 2.3.1.4).
Effort should be given to developing innovative and efficient ways to close these gaps and

include strategic partnerships with communities and subpopulations PEPFAR serves. (See

Section 6.3.1.9 for additional guidance on community engagement.)

S5|CAP. (201:2021).PopulationBased HIV Impact AssessmdritllA Projechttps://phia-data.icap.columbia.edu/
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