The CQUIN Learning Network
Second Annual Meeting Report

November 5-7, 2018
Addis Ababa, Ethiopia

15 ICA HIV LEARNING NETWORK

Vears  aman Sohoetof pubic Healt The CQUIN Project for Differentiated Service Delivery



Table of Contents

Resumo EX@CULIVO.....uuuueiiiiiiieieiiiiitiititeeeecccnnnteeeeee e sasssseseesssss s sssnnnns 2
L8 T L ot 1o R 7
AGENdA.cciiiiiiiiiiiiiiiiiinin s s ba s e s e e s es 9
Opening RECEPHION ...cuveviiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiieieeeieieeeeeieeeeeeeeeeeeeeeeessesssssmmeeeee. 1
DAY 1 ooerreeeeieeeeeeessesessasesessssssesesse et sssessss et s se s easesease et sases s s e sssenees 13
Setting the SCENE ... s 13
Monitoring DSD Scale-Up with DSD Review Meetings.........cccvuviiiiiiiiniiininiiinicsceescnen, 14
Peer Learning with South-to-South VISits.........cccceiiiiiiiiiiiicc s 15
Optimizing National DSD Scale-up Plans.........ccccoviiiiiiiiiiiiiiiccecnn, 16
DAY 2o 17
Monitoring DSD Scale-up with Routine M&E ..o, 17
Differentiated TeStING —PALt L.....couicuiiiiiiiiiiiicieiriicece e 18
Differentiated TeStING —PArt Z.....c.ccveuiiiiiiiiiiiiiiiniie s 19
Data for Decision-Making About DSD Scale-up ......ccoovieuiiiiiiinininiciniciiccecceseceneeennee 20
DAY 3 e 21
Country Stattus REPOILS ...cucuiuiiiiiiiiiiiicicii st 21
Are Recipients of Care Sufficiently Engaged in DSD Scale-up? .......ccoccuvviiiiniviicinninicniniicienes 22
Tools Lab and DemOnStrations ..o ssssssesssssans 23
Optimizing Scale-Up for DSD ..o 25
Closing RemarkKs .....cceeveeieieeeeeeeiiiiiiiiiimiiiiiiiiiiiiiiiiiiiiiiiiiims.. 25
PartiCiPantS ....ccvviiiiiiiiiiiiiiii e 26
POSTEIS ciiiiiittitiiieeeieicttee e e s s s e e e e s s s s snnnns 66
DS MOAELS ..ottt 66
National PrOZIAMmS ......cvviiiiiiiiiiiiiiiiic s 70
PALTNELS. oottt 31
VIAEOS «euuriieiiiiiiiieiictiieccctteeccntee e s s aa e e s s aaa e e e as 87

CQUIN is made possible with funding from the Bill &> Melinda Gates Foundation. The findings and conclusions contained
within this report are those of the authors and do not necessarily reflect positions or policies of the
Bill & Melinda Gates Fonndation.



Resumo Executivo

Contexto

Em Marco de 2017 o ICAP, da Universidade de Columbia, lancou a Rede de Cobertura, Qualidade ¢
Impacto de e sobre o HIV, ou CQUIN, para promover a difusao da prestagao de servigos
diferenciados (PSD) dera o HIV na Africa subsariana, com apoio da Fundagio Bill and Melinda
Gates. A primeira reuniao anual da CQUIN teve lugar em Maputo, Mo¢ambique, em Fevereiro de
2018. Reconhecendo que o més de Novembro era uma data mais propicia para reunir todos os
intervenientes, a CQUIN realizou a sua segunda reunido anual para 4 — 7 de Novembro de 2018 em
Adis Abeba, Etiopia. O workshop incluiu os onze pafses membros da rede (Costa do Marfim,
Essuatini, Etiopia, Quénia, Malawi, Mog¢ambique, Aftica do Sul, Tanzania, Uganda, Zambia e
Zimbabwe), bem como outros intervenientes globais e regionais.

A segunda reunido anual da CQUIN constitui o sexto workshop multinacional realizado pela rede
desde o seu langamento. A CQUIN realizou também trés reunides satélites em conferéncias
internacionais, apoiou seis visitas sul-sul para oito paises, convocou quatro comunidades virtuais de
pratica, as quais incidiram sobre a monitorizacao ¢ avaliacao de servicos diferenciados, a identificacao
sistematica de doentes com alto risco de progressao de doenca de HIV, a PSD para adolescentes e
coordenadores da PSD, e langou quatro projectos de investigacao catalisadores para colmatar as
lacunas nos conhecimentos relacionados com o envolvimento masculino nos grupos de
reabastecimento de TAR comunitario no Zimbabwe, as preferéncias dos adolescentes relativamente a
PSD no Quénia, modelos de PSD para o HIV e hipertensio em Fssuatini e reacgoes dos doentes e
prestadores de servigos aos intervalos entre consultas na Ftiopia. Além disso, a CQUIN endossou
coordenadores nacionais da PSD em ministérios da saude, apoiou reunides nacionais de revisao da
PSD, viabilizou assisténcia técnica focalizada e lancou um website, uma série de webinarios, um
boletim electrénico e um clube de jornais. A CQUIN introduziu ainda o Painel da PSD, uma
ferramenta de autoavaliagdo que ajuda os ministérios da saude e seus parceiros a descrever a fase de
difusao da PSD nos seus respectivos paises, e a priorizar as lacunas e desafios.

A segunda reunido anual permitiu que os pafses membros da CQUIN efectuassem uma revisio do
seu progresso em direc¢ao a difusao da PSD, partilhassem as melhores praticas e desafios,
estabelecessem as suas prioridades e planos para 2019, bem como novas metas para a cobertura da
PSD, e descrevessem a sua combinac¢io ideal de modelos de PSD.

Datas e Objectivos das Reunides

O Ministério Federal da Saude da Eti6pia realizou a segunda reunido anual da CQUIN no Hilton
Hotel em Adis Abeba, a 4 — 7 de Novembro de 2018. Os objectivos da reuniao foram os seguintes:

e Rever o progresso dos pafses membros em termos da difusao da PSD aos beneficiarios de
cuidados em estado “estavel”

e Tacilitassem o intercambio de conhecimento, melhores praticas, inovagdes, recursos e
estratégias para a difusdo de diferentes modelos de tratamento da PSD (MPSD)

e Discutir estratégias diferenciadas para as analises, bem como as melhores praticas, inovagoes
e recursos para alcangar os “primeiros 90”

e Identificar lacunas, desafios e oportunidades comuns para o futuro aprendizado conjunto,
para a cocriagao de ferramentas e recursos e para futuras visitas de intercambio sul-sul
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Participantes da Reunido

A reunido contou com representantes dos onze paises membros da rede: Costa do Marfim, Essuatini,
Etiopia, Quénia, Malawi, Mogambique, Africa do Sul, Tanzania, Uganda, Zambia e Zimbabwe. As
equipas nacionais incluiram representantes dos ministérios da saide (MdS), de agéncias e parceiros de
implementag¢ao do Plano de Emergéncia do Presidente dos EUA para Alivio do SIDA (PEPFAR) e
da sociedade civil. Além disso, o grupo de intervenientes globais e regionais incluiu representantes

do ICAP, Universidade de Columbia, da Fundacao Bill & Melinda Gates, dos Centros de Controlo e
Prevencao de Doengas dos EUA (CDC), da Organiza¢ao Mundial da Saude (OMS), do Programa
Conjunto da Organizag¢ao das Nagoes Unidas para combate ao HIV e SIDA (ONUSIDA), do Fundo
Global para o SIDA, tuberculose e malaria (GF), dos CDC Africa, dos Médecins Sans Frontiéres
(MSF), da Sociedade Internacional contra o SIDA (IAS), da Alianca Internacional de Preparagao para
Tratamento (ITPC), da Universidade de Boston e outros. O Apéndice contém uma lista completa dos
participantes.

Temas Principais

A reunido incluiu 13 sessoes, nomeadamente sessOes plenarias e apresentagoes em painéis, discussoes
moderadas, sessdes em subgrupos, um “laboratério de ferramentas” e revisdes de cartazes. Os temas
principais incluiram o progresso em direcc¢do a difusao de modelos de PSD para beneficiarios estaveis
de cuidados, desafios e inovagoes para a MeA de programas de PSD, debates sobre a combinagao
ideal de modelos de PSD e uma exploragao de servicos diferenciados de testes.

A reuniao anual salientou o progresso alcangado pelos paises da rede em relagdo a difusao da PSD
para doentes adultos estaveis, bem como os desafios enfrentados por cada pais. Cada pafs descreveu
sistematicamente, com a ajuda do painel CQUIN, a maturidade dos seus programas nacionais de
PSD, e apresentou o seu progresso em cartazes nacionais (consultar o Apéndice). Segue-se abaixo
uma lista das principais licoes extraidas:

e (Quase todos os paises fizeram um progresso consideravel em direc¢ao ao desenvolvimento
de politicas de apoio a PSD e de planos, directrizes e materiais de formagao para a difusao
dos servigos. Muitos dos pafses aumentaram também a coordenagao dos servigos de PSD,
por meio de coordenadores nacionais da PSD e de grupos técnicos de trabalho.

e Todos os paises progrediram em termos da difusio da PSD para beneficiarios adultos estaveis
de cuidados, tendo aumentado a cobertura a nivel individual e de estabelecimento. Alguns
paises estao também a trabalhar no sentido de difundir modelos de PSD para adolescentes,
populacoes-chave, populacées migrantes e méveis, homens e outros grupos, porém a maioria
destes modelos encontra-se na fase piloto.

e Muitos paises desenvolveram protocolos operacionais padronizados, auxilios de trabalho e
ferramentas de monitorizagao e avaliagao (MeA), embora a MeA completa da PSD continue a
constituir um desafio na maioria dos paises da CQUIN.

e As equipas nacionais consideram que fizeram um progresso consideravel no sentido de incluir
as pessoas a viver com HIV na implementacao da PSD; os membros da sociedade civil e
representantes de organizagoes nacionais de pessoas a viver com HIV acharam que ¢
necessario conseguir mais progresso neste sectof.

e (Quase todos os pafses consideram que os dominios da qualidade e impacto continuam a
precisar de mais desenvolvimento. Muito poucos paises desenvolveram normas de qualidade
para os servigos de PSD, e ndo se difundiu ainda a utiliza¢do de uma metodologia de
melhoramento da qualidade para aumentar os servicos de PSD. Nenhum pais avaliou ainda os
resultados ou impacto da difusao da PSD, embora a maioria considere isso uma prioridade.



Outro tema importante foi a importancia de envolver os beneficiarios de cuidados e a sociedade civil
no design, implementacio e avaliagao de modelos de PSD. A CQUIN organizou uma pré-reuniao de
representantes de redes nacionais de pessoas a viver com HIV, bem como varias apresentagoes e
painéis. Teve lugar uma discussio moderada, muito dinamica, sobre o tema, a qual sublinhou ser
necessario que os beneficiarios de cuidados tivessem voz, e nao apenas um “lugar na mesa”.

As discussoes em painéis exploraram diferentes abordagens a MeA da PSD, uma prioridade continua
da CQUIN. Embora muitos paises continuem a trabalhar no sentido de desenvolver sistemas
nacionais de MeE, utilizando para tal dados de registos médicos em formato electrénico ou em papel,
na maioria dos paises da CQUIN estes registos nao se encontram ainda na internet. Entretanto,
varios paises tém-se esfor¢cado por recolher dados numa base ad hoc, por exemplo em reunides de
revisao a nivel nacional ou provincial, a fim de adquirirem mais conhecimentos sobre a difusao da
PSD. Os Ministérios da Satde do Quénia, Essuatini e Zimbabwe comunicaram-nos as suas
experiéncias com reunides de revisao da PSD, as quais prestam apoio aos estabelecimentos de saide
para a realizacdo de recolhas de dados suplementares para avaliacio da cobertura de PSD. Estes trés
paises consideram que esta ¢ uma forma tutil de obter um “instantaneo” da percentagem de
estabelecimentos de saude que viabilizam a PSD e dos nimeros de beneficiarios de cuidados de
diferentes modelos de PSD. Os Ministérios da Satde da Etiopia, Uganda e Zambia comunicaram as
suas experiéncias de avaliacao da PSD, utilizando para tal dados de rotina de MeA, e as apresentagdes
dos Ministérios da Tanzania, Costa do Marfim, Malawi e Mo¢ambique contribuiram também para a
discussao sobre como acompanhar melhor a difusao e propagacao de modelos de PSD.

As sessOes em grupos deram-nos oportunidade para “mergulhar mais a fundo” nas questoes de
monitorizagao e avaliagao. As equipas nacionais proporcionaram feedback sobre uma versao
subnacional do painel da CQUIN, o que tinha sido requisitado em reunides prévias da CQUIN. As
equipas nacionais descreveram também as suas combinagées actuais de modelos de PSD para
beneficiarios adultos estaveis de cuidados, bem como o estabelecimento de metas de “combinacoes
modelo” para 2019. Por exemplo, o Zimbabwe pretende aumentar a propor¢ao de adultos a fazer
TAR que se encontram registados em PSD, de 35% em Fevereiro de 2018, para 80% em Dezembro
de 2019, bem como aumentar a propor¢ao de individuos na PSD, que se encontram inseridos no
modelo acelerado, de 20% para 50%.

Dois dos painéis exploraram a questao de testes diferenciados, salientando a importancia dos
“primeiros 90” para o controlo epidémico e a necessidade de conceber diferentes abordagens aos
testes para diferentes populagoes. As apresentagoes utilizam uma estrutura de decisGes sobre testes
diferenciados que foi desenvolvida pela International AIDS Society (IAS — Sociedade Internacional
do SIDA) para descrever ideias inovadoras para contactar homens, no Quénia, através de testes para
multiplas doengas, testes inovadores de base comunitaria na Tanzania, interven¢oes para aumentar a
conexao entre os testes e o tratamento no Malawi e Tanzania, e experiéncias iniciais com autotestes
na Zambia.

A reunido anual salientou também as actividades da rede CQUIN que foram concebidas para
aumentar o aprendizado, o intercambio das melhores praticas e o trabalho em conjunto a nivel sul-
sul. Os coordenadores da PSD do Uganda, Malawi, Essuatini e Mogambique comunicaram as
experiéncias e licoes aprendidas pelos seus pafses em visitas sul-sul a outros paises da rede. Muitas
destas visitas resultaram em modificagdes de politicas, adopcdes de novos modelos de PSD e
alteragoes de modelos existentes. Criou-se um “laboratorio de ferramentas” que permitird que os
paises e organizagdes comuniquem activamente as suas ferramentas de PSD. Nove equipas
apresentaram uma gama diversificada de ferramentas, incluindo auxilios de trabalho, registos,
manuais, videos e outras.
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Problemas e Desafios Comuns e Intersectoriais

e Tém-se estado a propagar modelos de PSD para doentes estaveis, mas nenhum pais
conseguiu ainda alcangar uma cobertura total. O financiamento da coordenagao e
implementagao especificamente para a PSD continua a ser limitado, o que impede a
implementagdo de actividades e planos priorizados. Os paises foram encorajados a advogar a
obtenciao de fundos do Fundo Global e do PEPFAR para apoiar as suas actividades.

e Os paises tém adoptado abordagens muito diferentes a2 combinagdao de modelos de PSD
oferecidos aos doentes estaveis, e alguns concentram-se num unico modelo, ao passo que
outros encorajam a propagacao de cinco ou seis modelos. Nenhum pais tinha dados sélidos
sobre a combinacio actual de modelos (p. ex., a percentagem de beneficiarios de cuidados em
cada modelo) e a reunido deu as equipas a oportunidade de reflectirem sobre os seus modelos
actuais e identificarem uma “combinacio ideal de modelos” para 2019.

e Os paises da rede tém feito um progresso consideravel no sentido de envolver os
beneficiarios de cuidados e a sociedade civil. Porém, os participantes, incluindo os
representantes da sociedade civil presentes na reuniao, consideraram que é preciso trabalhar
mais no sentido de aumentar um envolvimento genuino por parte da sociedade civil. Em
reac¢do a isto, a CQUIN vai langar, em 2019, uma nova Comunidade de Pratica para
Beneficiarios de Cuidados.

e A medida que os pafses vao difundindo a PSD, vai-se verificando mais interesse nos dados
para a tomada de decisdes. A maioria dos paises tem um nimero limitado de dados sobre a
cobertura, e muito poucos ou nenhuns dados sobre a qualidade, resultados e impacto da PSD.
E necessario trabalhar continuamente no sentido de aumentar os sistemas nacionais de MeA,
bem como adoptar abordagens mais “ageis”, tais como a recolha ad hoc de dados constatada
nas reunioes de revisao da PSD. A Comunidade de Pratica da MeA da CQUIN vai ter
continuidade em 2019, o mesmo se verificando com a assisténcia técnica viabilizada pela
CQUIN aos paises individuais que a requisitarem.

e Quase todos os pafses acharam que o Painel Subnacional da PSD vai ser uma ferramenta util,
e varios pafses tencionam pilotar a ferramenta no préoximo ano.

e Os testes e aconselhamento de HIV continuam a constituir o maior gargalo em termos de se
alcancar o controlo epidémico. Sao necessarias mais inovagoes e estratégias para testes, para
se conseguir chegar ao ultimo quilémetro dos primeiros 90. Até mesmo os paises que ja
alcangaram os primeiros 90 deixaram ficar para tras algumas populagdes-chave e prioritarias.

e Verificaram-se inconsisténcias entre os pafses no que se refere a nomenclatura utilizada para
os modelos de PSD. A defini¢ao daquilo que constitui a PSD, ou se a abordagem a prestagao
de determinados servigos constitui ou nao um modelo de PSD, varia de pais para pais. Em
2019, a CQUIN wai trabalhar no sentido de desenvolver uma abordagem mais normalizada a
descricio de modelos de PSD.

Resultados-chave

e Todos os paises submeteram um painel e um cartaz de PSD actualizados, documentando o
seu progresso na propagac¢ao da PSD.

e Todos os paises membros da CQUIN desenvolveram uma descri¢ao preliminar da sua
“combina¢ao modelo” de PSD, bem como metas para 2019.

e Os paises submeteram actividades prioritarias para 2019 e uma lista de actividades que vao
recomendar ao PEPFAR e ao Fundo Global.



e Todos os paifses submeteram sugestoes sobre as visitas sul-sul para intercambio da
aprendizagem, em linha com as suas prioridades de difusio para 2019.

Etapas Seguintes

e Comunicar aos participantes o relatério sobre a reuniao e as apresentagdes da mesma

e Refinar a nomenclatura da PSD utilizada pela CQUIN, para ajudar a harmonizar as defini¢ées
e interpretagao dos diferentes modelos de PSD nos paises da rede

e Finalizar o Painel Subnacional e comunica-lo aos paises da rede

e stabelecer uma comunidade de pratica para os representantes das redes nacionais de
PVHIV, para ajudar a melhorar o envolvimento comunitario na PSD

e Estabelecer uma comunidade de pratica sobre a qualidade relacionada com a PSD e o
melhoramento da qualidade, e planear um workshop sobre este toépico para 2019

e Acompanhar os pafses nas suas actividades prioritarias de PSD e apoiar a advocacia para
financiamento destas actividades por meio do COP 19 e do Fundo Global



Contexto

A Rede de Cobertura, Qualidade e Impacto de e sobre o HIV (CQUIN) foi lan¢ada em Margo de
2017 para promover a difusio da prestacio de servicos diferenciados de HIV (PSD) na Africa
subsariana. Implementada em escala e com fidelidade, a PSD oferece-nos a promessa de cobrir
melhor as necessidades e expectativas dos beneficiarios de cuidados, a0 mesmo tempo que aumenta
os resultados de saude e as eficacias dos sistemas de saide. A rapida difusio de programas de PSD de
boa qualidade é uma abordagem prometedora ao constante desafio para controlo epidémico do HIV

e a necessidade de acelerar a nossa resposta ao HIV, de forma a cumprir os objectivos 90-90-90 da
ONUSIDA para o ano 2020

A Rede de Aprendizado CQUIN foi concebida para acelerar a expansiao de modelos eficazes de PSD,
através do apoio prestado ao aprendizado sul-sul, a difusao de inovagao, a cocriacao de ferramentas e
conhecimentos praticos, a niveis focalizados de assisténcia técnica e a projectos de investigagao
cataliticos. Nos seus primeiros 18 meses, 11 countries' aderiram 2 Rede CQUIN, a qual organizou
cinco workshops multinacionais em grande escala e trés reunides-satélite em conferéncias
internacionais, tendo também prestado apoio a seis visitas sul-sul a oito paises, convocado quatro
comunidades virtuais de pratica e langado quatro projectos cataliticos de investigagao. A CQUIN
endossou também coordenadores nacionais de PSD em ministérios da satde seleccionados, apoiou
reunides nacionais de revisao da PSD, viabilizou assisténcia técnica focalizada e lancou um website,
uma série de webinarios, um boletim electrénico e um clube de jornais.

A CQUIN realizou a sua primeira reuniao anual em Margo de 2017. Os paises da rede serviram-se do
Painel da CQUIN para efectuar um processo sistematico de autotestes, identificando os seus pontos
fortes e as melhores praticas a comunicar aos restantes paises, e ainda os sectores em que era
necessario progredir no ano seguinte. Teve lugar uma troca dinamica de ligoes aprendidas, que
alimentou planos para subsequentes intercambios sul-sul, assisténcia técnica e advocacia de politicas.
Todas as subsequentes reunides foram transferidas para o més de Novembro, num melhor
alinhamento do ciclo de projectos da CQUIN e dos ciclos de financiamento de outros intervenientes
importantes.

A segunda reunido anual da CQUIN foi concebida para desenvolver workshops anteriores,
viabilizando aos paises da rede a oportunidade de reverem o seu progresso em direcgdo a propagacao
da PSD, intercambiarem as melhores praticas e licdes aprendidas, identificarem desafios comuns e
determinarem prioridades para o ano seguinte.

Obijectivos

e Rever o progresso dos paises membros em direc¢io a propagacio da PSD para doentes
“estaveis”

e Facilitar o intercambio de conhecimento, melhores praticas, inovagoes, recursos e estratégias
para a difusdo de diversos modelos de tratamento da PSD (MPSD)

e Discutir estratégias diferenciadas de testes, melhores praticas, inovagdes e recursos, a fim de
alcangar os primeiros 90

! Costa do Marfim, Essuatini, Etiépia, Quénia, Malawi, Mocambique, Uganda, Africa do Sul, Tanzania, Zambia, Zimbabwe
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e Identificar lacunas, desafios e oportunidades comuns para um futuro aprendizado conjunto,
para a cocriagao de ferramentas e recursos e para futuras visitas de intercambio sul-sul



Meeting Agenda

Sunday 4 November: Opening Reception

Dr. Wafaa El-Sadr, Global Director, ICAP at Columbia University

Dr. Miriam Rabkin, Director for Health Systems Strategies, ICAP

Ato Bayisa Chala, Executive Director, NEP+

Dr. Peter Ehrenkranz, Senior Program Officer for HIV Treatment, Bill & Melinda Gates Foundation
Dr. Kebede Worku, State Minister, Federal Ministry of Health

Monday 5 November

Session 1: Setting the Scene
Co-Moderators: Wafaa El-Sadr (ICAP) & Peter Preko (1CAP/CQUIN)
e DSD: The View from Recipients of Care — Solange Baptiste ITPC)
e DSD: The View from WHO — Nathan Ford (WHO)
e DSD: The View from the Global Fund - Ade Fakoya (GFTAM)
e DSD: The View from PEPFAR — Catherine Godfrey (OGACQC), presented by COUIN

Session 2: Panel Presentations | Country Status Reports: Monitoring DSD Scale-
Up with DSD Review Meetings
Co-Moderators: Rose Nyirenda (MOH Malawi) & Isaac Zulu (CDC Atlanta)

e Bill Reidy (ICAP NY)

¢ Nomthandazo Lukhele (MOH Eswatini)

e Tsitsi Apollo (MOH Zimbabwe)

e Lilly Muthoni (MOH Kenya)

Session 3: Panel Presentations | Peer Learning with South-to-South Visits
Co-Moderators: Siphiwe Shongwe (ICAP/ CQUIN) & Joseph Kabanda (CDC Uganda)

e Peter Preko (ICAP/CQUIN)

e Josen Kigegundu (MOH Uganda)

e Stanley Ngoma (MOH Malawi)

e Herve Kambale (MOH Eswatini)

e Sonia Chilundo (CDC Mozambique)

Session 4: Breakout #1 | Optimizing National DSD Scale-up Plans
Co-Moderators: Maureen Syowai & Baker Bakashaba (T ASO)

Tuesday 6 November

Session 5: Panel Presentations | Country Status Reports: Monitoring DSD Scale
Up with Routine M&E
Co-Moderators: Bill Reidy (ICAP NY) & Nicole Buono (CDC Malaw)

e Zerihun Hika (FMOH Ethiopia)

e Hudson Balidawa (MOH Uganda)

e Priscilla Lumano-Mulenga (MOH Zambia)



Session 6: Panel Presentations | Differentiated Testing — Part 1
Co-Moderators: Tanya Shewchuk (Gates Foundation) & Stella Kentutsi (Nafophann Uganda)
e Reaching the “First 90” — Wafaa El-Sadr ICAP NY)
e Update from WHO — Nathan Ford (WHO)

e A decision framework for HIV testing services — Anna Grimsrud (IAS)

Session 7: Panel Presentations | Differentiated Testing — Part 2
Co-Moderators: Anna Grimsrud (LAS) & Felix Mwanza (TALC Zambia)
e Reaching men with multi-disease testing — Rukia Aksam (JOORTH Kenya)
e Reaching men with community outreach — Peris Urasa (NACP Tanzania)
e Linkage from testing to prevention — Rose Nyirenda (MOH Malawi)
e Linking from testing to treatment — Neema Makyao (NACP Tanzania)
e Self-testing in Zambia — Izukanji Sikazwe (CIDRZ), Amenan Kouassi (RIP+ Cote d’Ivoire)

Session 8: Breakout #2 | Data for Decision-Making about DSD Scale-Up
Co-Moderators: Caroline Ryan (CDC Eswatini), Natalie Kruse-Levy (USAID Zinbabwe)

Session 8 continued: Breakout #2 | Report Back
Co-Moderators: Caroline Ryan (CDC Eswatini), Natalie Kruse-1evy (USAID Zimbabwe)

Wednesday 7 November

Session 9: Panel Presentations | Country Status Reports
Co-Moderators: Philippe Chiliade (CDC SA) & Greet Vandebriel (ICAP CI)
e Mastidia Rutaihwa (MOH Tanzania)
e Koffi Simplice Bohoussou (MOH Cote d’Ivoire)
e Stanley Ngoma (MOH Malawi)
e Aleny Couto (MOH Mozambique)
e Respondents: Tanya Shewchuk (BMGF) & Sthembile Gombarume (USAID South Africa)

Session 10: Moderated Discussion | Are Recipients of Care Sufficiently Engaged in Scale-
up?
(;E—L\'Todmzz‘am Tom Ellman (MSF) & Peter Godfrey-Faussett (UNAIDS)

e Solange Baptiste (ITPC)

e Izukanji Sikazwe (CIDRZ)

e Tonderai Mwareka (ZNNP+)

e Alain Somian (RIP+)

e Nelson Otwoma (Kenya National HIV Association)

e Stella Kentutsi (Nafophanu Uganda)

Session 11: Tools Lab / Demonstrations

Session 12: Breakout #3 | Optimizing Scale-Up for DSD

Co-Moderators: Peter Preko & Siphiwe Shongwe

Session 13: Closing Remarks and Way Forward

Dr. Peter Ehrenkrang, Senior Program Offficer for HIV Treatment, Bill & Melinda Gates Foundation
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Sunday, 4 November

Opening Reception

Setting the stage for the meeting, Dr. Wafaa El-Sadr, ICAP Global Director, reminded the audience
that while remarkable progress has been made towards HIV epidemic control, much more remains to
be accomplished. Using data from the Population HIV Impact Assessment (PHIA) surveys, she
highlighted and debunked important myths about HIV epidemic control, noting that CQUIN
champions interventions focused on the actual impediments, while providing collaborative thought
leadership in areas vital to achieving national and global goals.

Dr. Miriam Rabkin, CQUIN Principal Investigator and ICAP Director for Health Systems Strategies,
gave a brief summary of recent CQUIN activities. Since February 2018, CQUIN supported: three
south-to-south visits involving 11 country delegates; DSD review meetings in Kenya and Zimbabwe;
a four-country Quality Improvement (QI) for DSD workshop in Malawi (for Eswatini, Malawi,
Uganda, and Zimbabwe); updates to the CQUIN Dashboard and SOPs and development of a Sub-
National Dashboard; a multi-country workshop in Eswatini on DSD scale-up; and M&E technical
assistance visits to Zimbabwe and Zambia, among others.

The Executive Director of the
Network of Networks of HIV
Positives in Ethiopian (NEP+),
Mr. Baysia Chala Feyisa, stressed
on the importance of true
engagement of recipients of care in
developing DSD programs. He
cautioned that “Ttue success will
elude us if we do not make the
effort to ensure recipients of care
are at the table as respected
stakeholders from program
conceptualization, through
planning, implementation, and
evaluation of DSD”. He also
Dr. Kebede Worku, State Minister, Federal Ministry of Health in Ethiopia encouraged his colleagues leading
national networks and associations
of people living with HIV to be proactive in engaging with policy makers and national programs to
ensure they are not left behind, reminding them that true engagement is a two-way affair.

Dr. Peter Ehrenkranz, Senior Program Officer for HIV Treatment at the Bill and Melinda Gates
Foundation, encouraged participants to recognize that DSD addresses important concerns for
recipients of care and health care workers, and if delivered at national scale within the right context,
can deliver measurable benefits to both. He recommended prioritizing the rapid scale-up of evidence-
informed DSD models for stable adults, supported by right-sized monitoring and evaluation, regular
data reviews, and use of data for QI.
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The meeting was officially opened by the State Minister of Ethiopia’s Federal Ministry of Health,
who expressed the country’s appreciation to ICAP and the Gates Foundation for CQUIN’s support
of scale-up in Ethiopia. According to the State Minister, Ethiopia’s engagement with CQUIN has
enabled the country to identify additional DSD models which will increase the diversity of ART
services available to recipients of care in order to meet their needs and preferences. He emphasized

the need to address the issue of HIV-related stigma and discrimination and highlighted the role of
DSD in minimizing their impact.
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Monday, 5 November View the Presentations

Session 1: Setting the Scene

Moderators
Drs. Wataa El-Sadr and Peter Preko (ICAP at Columbia)

Presentations and Panelists

e DSD: The View from Recipients of Care — Ms. Solange Baptiste (ITPC)
e DSD: The View from WHO — Dr. Nathan Ford (WHO)

e DSD: The View from the Global Fund — Dr. Ade Fakoya (GFTAM)

e DSD: The View from PEPFAR — Dr. Catherine Godfrey (OGAC)

Summary (View the Presentations)

Ms. Baptiste shared I'TPC’s global insights on DSD from the perspective of recipients of care,
explaining that quality is the most desired trait of health care for people living with HIV. She
concluded by sharing the key elements needed to improve DSD scale-up.

Sharing the view of DSD from WHO, Dr. Ford gave
an update on the uptake of WHO DSD Guidance,
noting the ongoing challenge of service delivery for
patients with advanced HIV. Dr. Ford discussed
WHO’s next steps, including ongoing technical
support for countries and 2019 Guideline updates.

Dr. Fakoya discussed the Global Fund’s investment
in and impact on DSD, noting key observations on
progress toward 90-90-90 and recommendations for
DSD scale-up. A presentation delivered on behalf of
Dr. Godfrey closed the session, presenting the view
of DSD from PEPFAR, and highlighting the
different models of care in PEPFAR-supported
countries and their support of DSD for stable patients
and key populations with examples from Nigeria,
Rwanda, Vietnam, South Aftica, India, and Thailand.

Ms. Solange Baptiste, Executive Director, ITPC
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Session 2: Panel Presentations — Country Status Reports:

Monitoring DSD Scale-Up with DSD Review Meetings

Moderators
Drs. Rose Nyirenda (MOH Malawi) and Isaac Zulu (CDC Atlanta)

Presentations and Panelists

e Dr. Bill Reidy ICAP NY)

¢ Dr. Nomthandazo Lukhele (MOH Eswatini)
e Dr. Tsitsi Apollo MOHCC Zimbabwe)

e Dr. Lilly Muthoni (MOH Kenya)

Summary (View the Presentations)

Dr. Reidy discussed the status of “differentiated M&E” — e.g., monitoring and evaluation of DSD
scale-up — at the global, national, and program levels. He highlighted the potential of targeted
periodic data collection in the format of DSD review meetings as a means to bridging gaps and
solving challenges related to monitoring DSD.

Dr. Lukhele discussed Eswatini’s performance data for DSD coverage, quality, and impact, including
2017 regional results from DSD models in Eswatini.

Dr. Apollo highlighted the institutionalization of
DSD approaches and the challenge of change
management and task-shifting. She discussed the
DSD indicators on uptake, coverage, and outcomes
Zimbabwe plans to monitor, and provided an
overview of Zimbabwe’s M&E plan, which has been
supported by CQUIN.

Dr. Muthoni presented an overview of Kenya’s
implementation of DSD models at 400 health
facilities, the availability of ART patient data, as well
as DSD data elements collected in Kenya’s electronic
Dr. Nomithi Lukhbele medical record (EMR) system. She provided an
overview of their DSD Review Meeting in

August 2018 and best practices.
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Session 3: Panel Presentations: Peer Learning with

South-to-South Visits

Moderators
Ms. Siphiwe Shongwe (ICAP Eswatini) and Dr. Joseph Kabanda (CDC Uganda)

Presentations and Panelists

e Dr. Peter Preko ICAP at Columbia)

e Dr. Josen Kiggundu (MOH Uganda)

e Dr. Stanley Ngoma (MOH Malawi)

e Dr. Herve Kambale (MOH Eswatini)

e Dr. Sonia Chilundo (CDC Mozambique)

Summary (View the Presentations)

Dr. Preko opened the session with a presentation on CQUIN’s curated approach to south-to-south
learning exchange visits — including selection, implementation, evaluation, and follow-up. These are
prioritized by their potential impact on visiting country DSD scale-up. He discussed illustrative
impacts from the 12 completed visits, lessons learned, and next steps, and reminded participants of
the CQUIN poster on the south-to-south visits and their impact (see Appendix).

Dr. Kiggundu gave an overview of
Uganda’s experience and lessons learned
from a south-to-south visit to Eswatini in
June 2018. He and his team gained
important insights into early morning
refills, data collection, and ART outreach
and service delivery.

Drs. Ngoma (Malawi) and Kambale
(Eswatini) discussed what their country
teams learned during a south-to-south
visit to Uganda, also in June 2018. Both
teams learned about strategies for client
engagement, noting the high rates of
client satisfaction, involvement of
community leaders and champions, and
effective methods for community data
collection.

Dr. Chilundo concluded with a recap of
Mozambique’s visit to Malawi, where her
CQUIN south-to-south visits as of November 2018 jcearn gained .knowledge on DSD
implementation for adolescent clubs and
community ART dispensing.
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Session 4: Breakout Session 1 — Optimizing National

DSD Scale-Up Plans

This first breakout session challenged the eleven country teams to reflect on the progress made in
DSD scale-up over the past year using results from the October 2018 CQUIN Dashboard self-
staging. Following internal discussions, country teams comprised of stakeholders from ministries of
health, civil society, recipient of care networks, implementing partners, and donors met with
counterparts from other countries with similar staging results. Countries shared lessons learned,
discussed challenges towards scale-up, and identified best practices and priorities for the coming year.
Following is a list of shared priorities for scale-up:

Cote d’Ivoire, South Africa, and Zimbabwe

Strengthening comprehensive M&E system to collect routine DSD data
Ethiopia and Malawi

Developing quality indicators for DSD services

Eswatini and Tanzania

Improving DSD patient coverage

Kenya and Zambia

Boosting uptake for more than one DSD model

Mozambique and Uganda

Developing an impact evaluation for DSD activities
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Tuesday, 6 November View the Presentations

Session 5: Panel Presentations — Country Status

Reports: Monitoring DSD Scale-up with Routine M&E

Moderators
Dr. Bill Reidy ICAP at Columbia) and Ms. Nicole Buono (CDC Malawi)

Presentations and Panelists

e Dr. Zerihun Hika (FMOH Ethiopia)
¢ Dr. Hudson Balidawa (MOH Uganda)
e Dr. Priscilla Lumano-Mulenga (MOH Zambia)

Summary (View the Presentations)

Dr. Hika highlighted Ethiopia’s improvement in four domains of the CQUIN dashboard (DSD
scale-up, community engagement, diversity, and SOPs) compared to February 2018. He stated that
77% of ART facilities have enrolled 210% of eligible patients on DSD within their facilities, with
66% of all eligible clients enrolled in DSDM. He concluded by explaining the need for Ethiopia to
diversify DSDM and evaluation plans.

Dr. Balidawa discussed Uganda’s integration of DSD into their national HMIS tools. Uganda has also
developed new tools to capture DSD data for community models, adapted from other tools shared
by CQUIN countries. Uganda is currently planning to conduct a community DSD pilot for children
and adolescents, and a DSD cost and outcomes study.

Dr. Lumano-Mulenga highlighted Zambia’s improvement in five domains (scale-up plan, guidelines,
trainings, SOPs, and community engagement) — all outcomes of the establishment of the DSD Task
Force. She discussed Zambia’s challenges with assessing DSD coverage and impact, noting these
measures will be improved in 2019 with the rollout of new M&E tools, developed with support from
CQUIN and the CQUIN M&E Community of Practice.
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Session 6: Panel Presentations — Differentiated Testing

(Part 1)

Moderatotrs

Ms. Tanya Shewchuk (Bill & Melinda Gates Foundation) and Ms. Stella Kentutsi (Nafophanu
Uganda)

Presentations and Panelists

e Reaching the First 90 — Dr. Wafaa El-Sadr (ICAP at Columbia)
e Update from WHO — Dr. Nathan Ford (WHO)
e A Decision Framework for HIV Testing Services — Dr. Anna Grimsrud (IAS)

Summary (View the Presentations)

Dr. El-Sadr presented evidence on the “first 90 from PHIA surveys in ten countries, highlighting
that HIV testing is the foundation for achieving epidemic control and emphasizing the need to
engage key populations, men, and youth. She discussed new methodologies that may enable more
focused HIV testing including self-testing, index-based testing, and recency testing, which may allow
interventions to prevent transmission.

Dr. Ford stressed the importance of being
strategic in order to reach the greatest
number of HIV-positive individuals who
don’t know their status. He stated the
importance of considering and balancing
methods to make core testing more
efficient and to strategically expand
additional testing.

Dr. Grimsrud discussed how DSD applies
across the HIV continuum. She presented
the IAS Decision Framework for HIV
Testing Services and how it highlights the
principles of DSD to support a systematic
Dr. Wafaa Er-Sadr approach to reaching people living with
HIV who do not know their status.
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Session 7: Panel Presentations — Differentiated Testing

(Part 2)

Moderators
Dr. Anna Grimsrud (IAS) and Mr. Felix Mwanza (TALC Zambia)

Presentations and Panelists

e Reaching Men with Multi-Disease Testing — Dr. Rukia Aksam (JOOTRH Kenya)
e Reaching Men with Community Outreach — Ms. Peris Urasa (NACP Tanzania)

e Linkage from Testing to Prevention — Dr. Rose Nyirenda (MOH Malawi)

e Linking from Testing to Treatment — Ms. Neema Makyao (NACP Tanzania)

e HIV Self-Testing in Zambia — Dr. Izukanji Sikazwe (CIDRZ)

Summary (View the Presentations)

Dr. Aksam presented on Jaramogi Oginga Odinga Teaching and Referral Hospital’s (JOOTRH)
project to increase the uptake of HIV testing services among men in Western Kenya through a multi-
disease screening program. Kiosks outside of health facilities were used for drop-in testing for TB,
high blood pressure, nutritional status, and HIV — an appealing approach for men. Men comprised a
higher proportion of people tested for HIV with this approach than in either the inpatient wards or
outpatient clinics. HIV testing yield was 1.4%, similar to that in the outpatient setting.

Ms. Urasa discussed male engagement strategies for HIV testing with the Sauti Project in Tanzania,
including physical mapping of male hotspots and workplaces, sexual partner consultations, and
community engagement.

Ms. Nyirenda presented a case study from
Malawi’s designed to increase men’s knowledge
of HIV status and uptake of Voluntary Medical
Male Circumcision (VMMC) services,
highlighting that combining HIV self-testing
and VMMC increased the uptake of first-time
male testers by 68%, compared to 26% for
community-based testing.

Ms. Makyao discussed lessons learned
regarding community-level HIV testing and
ART initiation services from the FIKIA
project in Tanzania. FIKIA provides Ms. Neema Makyao

community-based testing and prevention

services, as well as same-day community-based ART initiation. She noted that early initiation at the
point of diagnosis in the community improves linkage to treatment. Dr Sikazwe concluded the panel
with a presentation on Zambia’s “Test Yourself Now”” Campaign, which targets men, adolescents,
and young adults 16-24 years of age, noting improvement in acceptance of HIV self-testing by the
community and reduced waiting times at facilities, as well as challenges including a lack of
standardized data collection tools.
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Session 8: Breakout Session 2 — Data for Decision-

Making About DSD Scale-Up

This breakout was designed to spark discussion around alternative sources of data for tracking DSD
scale-up in the absence of routine reporting on DSD from existing M&E systems. Countries met
individually to talk about challenges and opportunities, then paired up to share and reflect. A major
point of discussion for this session was the Sub-National DSD Dashboard, which is designed to
provide ministries of health with information on provincial or district progress in DSD scale-up.

Dr. Clorata Gwanzura of Zimbabwe participates in the second breakont session.

Country teams reviewed the draft Dashboard and developed priority recommendations. Following
the meeting, the ICAP-CQUIN team will work to incorporate this feedback and develop a final Sub-
National DSD Dashboard template which can then be adapted by countries to fit individual contexts
and priorities.

20


http://cquin.icap.columbia.edu/wp-content/uploads/2019/02/Sub-National_DSD-Dashboard_2018-10-30.pdf
http://cquin.icap.columbia.edu/wp-content/uploads/2019/02/Sub-National_DSD-Dashboard_2018-10-30.pdf

Wednesday, 7 November View the Presentations

Session 9: Panel Presentations — Country Status Reports

Moderators
Drs. Philippe Chiliade (CDC South Africa) and Greet Vandebriel ICAP Coéte d’Ivoire)

Presentations and Panelists

e Dr. Mastidia Rutathwa (MOH Tanzania)

e Dr. Koffi Simplice Bohoussou (MOH Cote d’Ivoire)

e Dr. Stanley Ngoma (MOH Malawi)

e  Dr. Aleny Couto (MOH Mozambique), presented by CQUIN

Summary (View the Presentations)

Tanzania, Cote d’Ivoire, Malawi, and Mozambique showcased the progress of their national DSD scale-up
initiatives over the past year, and their plans to implement program monitoring systems and strategies for
enhancing national scale-up in 2019.

Dr. Rutaihwa presented Tanzania’s
current DSD self-assessment, and
priorities for further DSD scale-up,
including completing national M&E
tools, developing electronic databases,
and launching the National DSD
Implementation Plan which will include
patient and facility coverage targets. Dr.
Bohoussou cited Cote d’Ivoire’s 2018
achievements, including completion of its
National Operational Procedures for
DSD. Cote d’Ivoire will make
development of M&E tools and
identification of indicators for program
monitoring a priority in 2019.

Session 9 moderators and panelists, left to right: Philippe Chiliade, Greet

Vandebriel, S tanley Ngoma, Koffi Bohousson, and Mastidia Rutaibwa Mr. N’goma presented Malawi’s
progress, which included the completion

of its National HIV Treatment Guidelines, noting that Malawi is currently drafting a strategy for M&E of

DSD. Dr. Peter Preko, the CQUIN Project Director, presented on behalf of Mozambique’s National

Program, whose scale-up plans for 2019 include expanding facility-based DSD models to reach 30% more

patients.
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Session 10: Moderated Discussion — Are Recipients of

Care Sufficiently Engaged in DSD Scale-up?

Moderators
Drs. Tom Ellman (MSF) and Peter Godfrey-Faussett (UNAIDS)

Presentations and Panelists

e Ms. Solange Baptiste (ITPC)

e Dr. Izukanji Sikazwe (CIDRZ)

e Mr. Tonderai Mwareka (ZNNP+)

e Mr. Alain Somian (RIP+)

e Mr. Nelson Otwoma (Kenya National HIV Association)
e Ms. Stella Kentutsi (Nafophanu Uganda)

Summary (View the Presentations)

This interactive panel included representatives from national associations of people living with HIV,
implementing partners, and the International Treatment Preparedness Coalition (ITPC). A show of
hands from the meeting audience indicated a consensus that recipients of care were not meaningfully
engaged in scale-up efforts — so moderators encouraged panelists to focus the discussion on how to
increase demand for DSD on the part of recipients of care.

Ms. Baptiste, ITPC’s executive
director, suggested that communities
should be involved in every stage of
DSD scale-up, but most importantly,
must be consulted in initial stages of
model planning and design. Panelists
observed that stigma remains a central
issue that varies by countty,
population, and setting; and that
national scale-up campaigns should
consider the context in which models
are implemented.

° W —
The Panel urged. poh'cymake.r s to Session 10 moderators and panelists, left to right: Peter Godfrey-Faussett,
consider evaluating the quality of Tom Ellman, Solange Baptiste, Stella Kentutsi, Izukanji Sikazwe,
current DSD services to inform Tonderai Mwareka, Nelson Otwoma, and Alain Sonsian.

future implementation. Another
common issue cited was a lack of
education and communication on
DSD models to communities.
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Session 11: Tools Lab and Demonstrations

The Tools Lab was an interactive session where nine representatives from ministries of health and
organizations presented practical resources that are being used in CQUIN countries to support DSD
implementation across the health system. Each representative presented their organizations tools to
colleagues in a timed live demonstration. Following are summaries of each presentation:

ICAP Cote d’Ivoire

Tools: Cote d’Ivoire DSD Registry

Presented by Dr. Franck Boraud
(pictured right), HIV Clinical Team
Leader

Tanzania MOH

Tools: Comprehensive Supportive
Supervision Tool, Revised National
HIV & AIDS Guidelines,
Operational Manual, Job Aides for
Comprehensive DSD (English and
Swahili), Dissemination Package, Dr. Franck Boraud presents during the tools lab
and the National Implementation

Plan

Presented by Dr. Mastidia Rutaiwha, Pediatrics and Adolescent Program Officer, National AIDS
Control Program (NACP)

Eswatini MOH
Tools: Community ART Group (CAG)/Treatment Club Registers

Presented by Dr. Herve Kambale, DSD Technical Advisor, Eswatini National AIDS Control
Programme (SNAP)

ICAP at Columbia University — MSPH

Tools: ICAP Viral Load Toolkit

Presented by Dr. Ruby Fayorsey, Deputy Director, Clinical and Training Unit
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ICAP Kenya

Tools: Utilization of Viral load Test Results: A Quality Improvement Collaborative Change Package

Presented by Ms. Redempta Mutei, Quality Improvement Coordinator

International AIDS Society (IAS)

Decision Framework Series

Presented by Dr. Anna Grimsrud, Lead Technical Advisor, and Dr. Helen Bygrave

International Treatment and Preparedness Coalition (ITPC)

ITPC Activist Toolkit

Presented by Ms. Solange Baptiste, Executive Director

TB/HIV Care South Africa

TB/HIV Care CareView Patient
Tracking

Presented by Dr. Laurene
Booyens, Care and Treatment
Programme Manager

Zimbabwe MoHCC

Tools: Data Collection Tool and
SOP for Periodic Monitoring of
DSD Implementation

Presented by Dr. Clorata
Gwanzura, DSD Medical
Officer

Dr. Laurene Booyens (far left), presents to the Uganda team during the Tools Lab.
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Session 12: Breakout Session 3 — Optimizing Scale-Up for

DSD

During the final breakout, individual country teams convened once more to determine the current
distribution of stable adult recipients of care among different models of ART services. Countries
used available data to estimate enrollment in each DSD model and the mainstream model of ART, or
the standard of care and discussed targets for DSD enrollment scale-up for November 2019. The
resulting “model mix” for both the current time period and 2019 targets were rendered as pie charts
and presented for discussion in plenary. This activity set off vibrant conversations around
determining optimal models for increased enrollment and strategies for demand creation. This
breakout session challenged countries to create action plans for the coming year with specific goals
and priority activities, such as south-to-south learning visits linked to scale-up.

Closing Remarks and Way Forward

Mr. Jeffrey Walimbwa, program manager at ISHTAR MSM Kenya, began the meeting recap by
emphasizing that DSD was not only a game-changer, but an opportunity to actively engage
community organizations and populations that are considered hard-to-reach.

Dr. Cordelia Katureebe Mboijana, National Coordinator for HIV Care and Treatment at the Uganda
MOH reflected that it is essential to ensure that quality is maintained as DSD services are taken to
scale, and that DSD activities are aligned with the preferences of the diverse groups that the Ministry
of Health aims to serve. She noted that it is critical to obtain data and to develop M&E systems. She
also stated that it is equally important to interpret that data and to present it in forms that everyone,
including recipients of care, can access and use. She urged the CQUIN community to continue to
think about the best way to invest, involve, and integrate recipients of care, and to define what
optimal engagement really looks like.

Dr. Peter Ehrenkranz, Senior Program Officer for HIV Treatment at the Bill & Melinda Gates
Foundation, thanked the Ethiopian MOH, USG partners, civil society, and the many international
partners who were actively engaged in the meeting. He encouraged participants to complete the
innovations, discussions, and action plans that were discussed, and to put them into action by seeking
funding from Global Fund and PEPFAR. He also highlighted the importance of clearly identifying
targets including, but not limited to, DSD coverage, including frequency of clinical and lab visits,
retention, viral suppression, and engagement of recipients of care.

Ms. Mirtie Getachew, HIV Team Lead at FMOH Ethiopia, concluded by thanking ICAP and
CQUIN leadership, the Bill & Melinda Gates Foundation, MOH representatives from CQUIN
Network counttries, UNAIDS, Global Fund, PEPFAR, CDC, USAID, IAS, and all other
participating organizations present. She stated that, through CQUIN, the MOH now has partnerships
to build a better health care system for the people of Ethiopia.
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Participants

Not Pictured

Not Pictured

Not Pictured

Mekonnen Alemu is the newly appointment Executive Director
of NEP+ Ethiopia.

Solomon Ahmed is a Care and Treatment Specialist at CDC
Ethiopia.

Irma Pascale Ahoba is the Deputy Coordinator, Care and
Treatment for the Programme National Le Sida (PNLS) in Cote
D’lvoire.

Rukia Aksam is a medical doctor in charge of Jaramogi Oginga
Odinga  Teaching and Referral Hospital (JOOTRH)
comprehensive Center in Kisumu, Kenya. She has been working as
a Medical Officer for five years and is currently implementation of
differentiated care models using a quality improvement approach.

David Allen is Deputy Director, HIV Southern Africa for the Bill
& Melinda Gates Foundation. Dr. Allen received his MD from the
New York University School of Medicine and his MPH degree
from the Johns Hopkins School of Public Health. He worked as a
pediatrician in Washington D.C. before joining the Centers for
Disease Control and Prevention (CDC) for a twenty-year career. At
CDC, Dr. Allen worked in a variety of public health areas including
infant mortality, homeless health, community health, epidemiology
training and HIV/AIDS. He served as an advisor to the South
African Department of Health, and as Director of the CDC Global
AIDS Program for South Africa, the Regional Director of the
Global AIDS Program for Southern Africa, and the Director of the
Global AIDS Program, Caribbean Regional Office before moving
to the Bill & Melinda Gates Foundation in 2006.

Worknesh Amdino is the Monitoring and Evaluation Department
Director at ICAP Ethiopia.
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Tsitsi Apollo is Deputy Director for HIV/AIDS and ST1Is at the
Zimbabwe Ministry of Health and Child Care. She is a medical
doctor and public health specialist who has been practicing in
Zimbabwe’s public health system for over 18 years. Dr. Apollo is
an active member of the Zimbabwe National Medicines
Therapeutics Advisory and Policy Committee and participated in
the 2013 and 2015 World Health Organization Guidelines
Development Group for Consolidated ARV Guidelines. She plays
an Advisory role to the WHO Director General as a member of the
Strategic and Technical Advisory Committee for HIV/AIDS and
Hepatitis. Dr. Apollo is also a member of the CQUIN Advisory
Group.

Tsegaye Argaw is the Director for Regional Program Support and
In-Service Training at ICAP Ethiopia. Mr. Tsegaye has led strategic
planning and expansion of HIV/AIDS programs and other and
health system strengthening interventions in Ethiopia and South
Sudan. He has keen interests in community involvement,
monitoring & evaluation, and stakeholder partnerships. Mr.
Tsegaye has co-authored papers and lectures in public health at
Jimma University.

Tamrat Assefa is the Director for Regional Programs at ICAP
Ethiopia. He has over 20 years of experience in public health,
specializing in health systems strengthening, HIV, and quality
improvement. Mr. Assefa received his MPH in health system
management and policy from Prince Leopold Institute of Tropical
Medicine in Belgium, an MPH from Addis Ababa University and a
BSc in Nursing from Jimma University. He is also a fellow of the
visionary leadership program funded by the Packard Foundation, a
fellow of the Management Development Institute at UCLA, and a
member of the Ethiopia Reproductive Health Leadership network.

Baker Bakashaba is the Regional Project Manager, Soroti Region,
for the AIDS Support Organization (TASO) in Uganda. For seven
years, Dr. Bakashaba has managed HIV/AIDS programs at TASO,
focusing on design and implementation of facility- and community-
based, client-centered projects, and health systems strengthening.
He’s contributed to the design of community ART models, such as
community drug distribution points (CDDP) and community-
client-led ART delivery (CCLAD), as well as other national-level
DSD models. He is currently the Regional Project Manager for the
Accelerating HIV Epidemic Control in Soroti Region project
funded by the President's Emergency Plan for AIDS Relief
(PEPFAR) via CDC. He received his Bachelor of Medicine &
Surgery Degree from Makerere University in Uganda, and is
pursuing his MS in Project Management at the University of SalD,
UK. Dr. Bakashaba is a member of the CQUIN Advisory Group.
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Hudson Balidawa is a Public Health and M&E Specialist/QI
Focal Person for the Ministry of Health, Uganda. He has
experience in design, monitoring, and research for public health
programs in resource-limited settings. He is a pediatrician who has
worked in design and implementation of public health
interventions for maternal and child health for the last 15 years. He
has supported scale-up of the public health approach to ART
management in Uganda, Namibia, Zimbabwe and Nigeria. He is an
Honorary Senior Quality Improvement Advisor for URC and has
supported HIV care quality initiatives that have spread to other
health services programs. He worked with the Global Fund
consulting teams on Program Quality Assessment (PQA) to
develop the Toolkit for Health Facilities Differentiated Care for
HIV and Tuberculosis. He currently monitors Global Fund-funded
interventions for HIV and TB, and heads the National Technical
Working Group for DSD Models (DSDM) in Uganda.

Solange Baptiste has worked with the International Treatment
Preparedness Coalition (ITPC) since 2008, when she was hired to
manage a small grant-making program called the HIV Collaborative
Fund. Over the past seven years, Solange has served as Program
Manager and Director of Global Programs and Advocacy, in which
she provided technical expertise and support in monitoring and
evaluation, treatment access knowledge building, health financing,
accountability projects, global advocacy and small grants.
Previously, Solange worked at John Snow Inc. in Boston,
Massachusetts, mainly on USAID-funded health and development
projects across Africa and Asia. Solange is constantly inspired by
the power of communities across the world to mobilize and
improve their own lives. As an activist, she is compelled to act
against injustice, and believes in the power of education and the
importance of evidence-informed advocacy to bring about change.
Solange has a Master’s degree in Population and International
Health from the Harvard School of Public Health and a Bachelot’s
of Science in Biology, from Tuskegee University. She has worked
in Pakistan, Ukraine, Tanzania, South Africa, and Trinidad.

Berhanu Shibru is the Regional Program Support Director at
ICAP Ethiopia.
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Teferi Beyene is a medical and public health specialist with 21
years of progressive experience in clinical and preventive medicine,
health systems strengthening, HIV treatment and care, PMTCT,
HIV prevention, quality improvement, and program management
in Ethiopia, Liberia and Malawi. He is currently the Medical
Manager at Baylor Malawi.

Koffi Simplice Bohoussou is an assistant in the Care and
Treatment Department of the National AIDS Program
(Programme Nationale de Lutte Contre le VIH-PNLS). He
coordinates all interventions and stakeholders working in Pediatric
HIV Care and Treatment. He also ensures the integration and scale
up of Pediatric HIV Care and Treatment interventions at all levels
of the health system and in all sectors (public, private and
community) according to national guidelines. Before his current
position, Dr. Bohoussou was a medical doctor at the General
Hospital of Tabou in the Sanitary District of Tabou. During this
period, he was in charge of the Pediatric Department of Tabou
General Hospital where he provided pediatric HIV care. He holds
a Ph.D. in Human Medicine and a Master’s degree in Business
Administration (MBA) with additional focus in Health Services
Management and  Management of Health  Programs.

Laurene Booyens heads the PEPFAR-funded Care and
Treatment Programme of TB HIV Care, which supports the South
Africa Department of Health in providing comprehensive HIV and
TB services to communities in three districts in the Eastern Cape
province, in addition to providing technical assistance as the official
support partner. Laurene is responsible for the overall strategic
direction and reporting of the programme. Laurene concluded her
MBChHB degtree at the University of Pretoria (SA) in 2008 and is
currently in the final stage of her Executive MBA at Henley
Business School, University of Reading (UK). Prior to joining TB
HIV Care, she worked as a clinician in both the private and public
sectors, involved in the disciplines of paediatrics, primary health
care, urology, emergency medicine and minimally invasive surgery.
She has been involved in the not-for-profit sector, in a senior
management capacity, since 2014, and has worked in various
programme areas, including VMMC and Key Populations. Laurene
is passionate about the optimisation of business management
principles within the complex context of the clinical sector, by
incorporating technical, operational and strategic perspectives. She
strongly identifies with the vision of attaining maximal and
sustainable impact for vulnerable and less fortunate populations.
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Franck Euloge Boraud, is HIV Clinical Team Leader at ICAP
Cote d’Ivoire. Prior to joining ICAP, Dr. Boraud was a physician
in the District Hospital of Agnibilekrou and the Health District
focal point for malaria, pediatric HIV, quality improvement and
nutrition. During this period, he supervised district health
providers implementing health services including HIV activities,

malaria, and nutrition. He has over 12 years’ experience in medicine
and public health and holds MD and MPH degrees.

Nicole Buono has over twenty years’ experience implementing
HIV prevention, care and treatment programs including 15 years
working on PEPFAR-supported programs in Africa. For the past
two years, she has served as the Health Services Branch Chief with
CDC’s Division of Global HIV and TB based in Malawi,
responsible for HIV and TB prevention and treatment services.
Her work focuses on developing, monitoring, and evaluating
PEPFAR programs to help accelerate and achieve HIV epidemic
control. Ms. Buono also serves as a member of the oversight
committee of the Global Fund Country Coordinating Mechanism.
Prior to joining CDC, Ms. Buono worked for the Elizabeth Glaser
Pediatric AIDS Foundation (EGPAF) as the Country Director in
Malawi and prior to that she served as the Project Director for
EGPAF’s Track 1.0 program which was implemented in five
countries, as well as a Program Officer supporting the initial scale-
up of HIV prevention and treatment services across numerous
countries in Africa. Ms. Buono was also a Public Health Institute
Fellow working on family planning and reproductive health
services at USAID in Washington, DC and West Africa, and also
served as a Mellon Foundation Fellow in Ghana at a Ministry of
Health Research Center.

Helen Bygrave trained as a physician in Cambridge and London
and continues to work as a GP in London. As an HIV/TB advisor
in MSF’s Southern Africa Medical Unit (SAMU), she has supported
programmes across Sub-Saharan Africa and Asia since 2005 and
now works as a consultant for the International AIDS Society and
WHO, developing international and national guidance on how to
provide differentiated service delivery models for HIV. Building on
the lessons learned from the scale-up of HIV care, she has just
started to work with the MSF Access Campaign as a technical
advisor on non-communicable diseases focusing on diabetes and
cardiovascular disease.
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Epse Aka Camara is the Deputy Director of Evaluation at
Direction de I'Informatique et de 'Information sanitaire (DIIS) in
the Ministry of Health and Sanitation in Cote d’Ivoire.

Yohanes Chala is a Medical Doctor and leads the Addis Ababa
Regional Health Bureau under the Federal Ministry of Health of
Ethiopia.

Stella Stephen Chale is the Interim Country Representative for
the International Training and Education Center for Health (I-
TECH) in Tanzania. In this capacity she oversees I-TECH’s
program in Tanzania, while also functioning as the Clinical
Programs Director. Before taking up this leadership position, she
worked with the department of Internal Medicine at Muhimbili
National Hospital, Tanzania for more than two decades and was a
lecturer at the Department of Internal Medicine of the Muhimbili
University College of Health Sciences and an active member of the
HIV Vaccine Research Group. She has previously held positions
with the Tanzania Country office of World Health Organization
and the National AIDS Control Program (NACP) of the Ministry
of Health and Social Welfare.

Philippe Chiliade joined CDC-South Africa as Senior Treatment
Advisor within the Care & Treatment Branch in June 2018, after
serving as Chief Medical Officer at DHHS/HRSA. In this role,
Philippe supervised the HIV treatment, TB/HIV, and HSS/HRH
teams, served as project officer for two large implementing
partners, and managed a multi-million-dollar portfolio that
supported HIV and TB prevention and treatment services in more
than 14 countries. In his 13 years working with PEPFAR, he
worked intensively with ministries of health and education to
expand quality ART services and strengthen the health care
workforce. Philippe is board-certified in Internal Medicine and
Infectious Diseases. He completed his medical training at the Free
University of Brussels, his Mastet’s in Health Care Administration
at Trinity University in San Antonio, Texas, and his fellowship in
Infectious Diseases at New York University, NY.

Sonia Chilundo is a medical doctor and holds a mastet’s in public
health. She is currently working for CDC Mozambique.
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Lastone Chitembo has over twenty years’ experience in public
health, including strategic planning, management, implementation,
monitoring, and tesource mobilization for HIV/AIDS and
maternal, newborn and childhood survival. He currently works at
the World Health Organization in Zambia as Technical Advisor to
the Ministry of Health on prevention, control and management of
HIV, TB and Hepatitis. His career includes clinical experience as
medical doctor in Poland and Zambia; District Director of Health,
Paediatrician, honorary lecturer at the University of Zambia School
of Medicine, and technical officer at UNICEF Zambia. He has also
worked in Sierra Leone and Sudan as UNICEF technical advisor
on paediatric HIV care.

Regis Choto is a medical doctor and public health specialist,
currently working as the National ART Coordinator for the
Ministry of Health and Child Care in Zimbabwe. He has MBChB
and MPH degrees from the University of Zimbabwe.

Aleny Mahomed Couto is a Mozambican physician with over
seven years of experience in public health. She is the head of the
HIV program at the Ministry of Health,and has experience in
management and implementation of national and provincial level
health programs with specific focus on HIV/AIDS, as well
designing policies, country guidelines, and strategic plans following
WHO guidelines. She has also worked at District level (mainly in
primary care) and implemented a wide range of public health
programs. Prior to 2011, Dr. Couto was a clinician in the local
hospital, treating HIV patients in the HIV Day Hospital. Dr. Couto
is also a member of the CQUIN Advisory Group.

Pamela Donggo is a specialist physician, having graduated from
the Makerere University College of Health Sciences in Kampala
(Uganda) and certified for medical practice in 2004. She currently
serves as the Deputy Chief of Party / Director Health Services
Delivery at the USAID Regional Health Integration to Enhance
Services-North Project. In this role, she spearheads the project’s
technical programs with the key aim to increase the effective use of
sustainable health services in nine districts of the Lango region of
Northern Uganda and contribute to measurable improvements in
key Ugandan national health indicators.
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Rumbidzai Dhliwayo is a medical doctor who has six years’
experience in HIV care and has been involved in differentiated
service delivery for three years, initially with Médecins Sans
Frontieres and currently with FHI360 Zimbabwe. Her role has
been mainly in offering technical support on DSD in HIV care to
implementing teams within the projects. She has special interest in
the role of differentiated service delivery models in assisting HIV
epidemic control in low resource settings and maintaining quality
of care in these models of care for the clients living with HIV.

Peter Ehrenkranz is Senior Program Officer for HIV Treatment
at the Bill & Melinda Gates Foundation. From 2010 to 2015, Drx.
Ehrenkranz worked in Eswatini with CDC, first as the PEPFAR
Care and Treatment Lead, and later as the Country Director. Prior
to that, he spent two years in Liberia with a joint appointment as
the senior advisor to the National AIDS Control Program and the
medical director for CHAI-Liberia. He earned an undergraduate
degree in history from Yale, medical and public health degrees from
Emory, and trained in internal medicine and completed the Robert
Wood Johnson Clinical Scholars Program at the University of
Pennsylvania.

Tom Ellman is Director of the Médecins Sans Frontieres (MSF)
Southern Africa Medical Unit (SAMU). Since first working for MSF
in Rwanda in 1995, he has over 15 years of experience in
humanitarian medical work, mostly with MSF. His focus has been
on HIV, TB, and malaria in Africa and South-East Asia, apart from
a three-year ‘break’ working on Chagas disease — the ‘AIDS of the
Americas’ — in Bolivia. Dr. Ellman received his medical training in
Edinburgh, has a Diploma from the School of Tropical Medicine
and Hygiene (Liverpool), and a Masters in Communicable Disease
Epidemiology from the School of Tropical Medicine and Hygiene
(London). He is a member of the Royal College of Physicians, UK
and a beekeeper.

Wafaa El-Sadr is the Director of ICAP, University Professor of
Epidemiology and Medicine and Mathilde Krim-amfAR Professor
of Global Health at Columbia University, and leads the Global
Health Initiative at Columbia’s Mailman School of Public Health.
Dr. El-Sadr’s interests include: HIV/AIDS, tuberculosis
maternal/child health, capacity building and health systems
strengthening. She has led research studies focusing on HIV
prevention and management and currently co-leads the NIH-
funded HIV Prevention Trials Network (HPTN). Through ICAP,
the center she established 15 years ago at Columbia University, she
has led efforts that enabled the establishment of large-scale
programs in 24 countries in Africa and Asia that link research,
education, training and practice with a focus on HIV, other public
health threats and health system strengthening.
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Through ICAP’s work, more than two million people have received
access to HIV programs around the world. This was accomplished
in partnership with ministries of health, academic institutions, non-
governmental and community-based organizations. ICAP has
championed the integration of research into programs and
investment in health system strengthening and quality
improvement. Dr. El-Sadr received her medical degree from Cairo
University in Egypt, a master’s in public health from Columbia
School of Public Health and a master’s in public administration
from Harvard University’s Kennedy School of Government. Her
scholarly work has appeared in leading scientific journals. She was
named a MacArthur Fellow in 2008 and is a member of the
National Academy of Medicine.

Ade Fakoya is a clinician and specialist in HIV and International
Health with over 20 years national and international experience in
HIV, STI clinical care, service management, and programme
delivery. He is currently Senior Disease Coordinator, HIV at the
Global Fund to Fight AIDS, Tuberculosis and Malaria based in
Geneva. Dr. Fakoya has previously held technical, senior
management, and research posts working in the UK and
Internationally. Over the last three years his team have provided
technical support and coordinated partner technical cooperation
which has seen the approval of over 5 billion USD in Global Fund
HIV grant approvals.

Dr. Fakoya’s areas of expertise include HIV clinical care and
treatment, prevention, and care, ARV scale up and provision of STI
clinical services. He has provided technical support to national HIV
programmes in Africa, Asia, Eastern Europe, and Latin America.
He has sat on several national and international advisory
committees, including those for HIV treatment guidelines,
prevention of mother to child transmission guidelines, and sexual
and reproductive health. He is currently a member of the Global
HIV Coalition working group, the International Grants Committee
for the UK’s Comic Relief Charity, and has previously held trustee
positions at the British HIV Associations and the Terence Higgins
Trust. His present interests include improving program quality by
using robust data to drive program effectiveness and efficiencies,
increasing access to ART and combination prevention towards
ending HIV as a public health threat, HIV and TB integration and
the role of disease-specific funding initiatives in health systems
strengthening.
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Peter Godfrey-Faussett is the Senior Science Advisor at
UNAIDS, a professor at the London School for Hygiene and
Tropical Medicine (LSHTM), and consultant physician at the
Hospital for Tropical Diseases. After training in clinical infectious
diseases and molecular genetics, he spent five years leading the
Zambian AIDS-related TB (ZAMBART) project, a collaborative
research programme between the LSHTM, Lusaka Urban District
Health Management Team and the University of Zambia.
Thereafter, he spent a year working with WHO’s Global TB
Programme, where he was responsible for developing strategies to
address the combined epidemic of TB and HIV. Following his
return to London, he has maintained an interest in global policies
around TB and HIV and served as chairman for the Technical
Review Panel of the Global Fund against AIDS, Tuberculosis and
Malaria. A regular member of WHO expert groups, his research
interests remain focused on the impact that the HIV epidemic is
having on TB control and on interventions to reduce both
diseases. He is currently seconded full-time to UNAIDS, where he
is the Senior Science Adviser with a wide-ranging portfolio
including HIV cure, ARV-based HIV prevention, HIV vaccines
and synergies between the HIV and the non-communicable disease
response.

Ruby N. Fayorsey is a pediatric infectious disease specialist, and
Deputy Director of the Clinical and Training Unit at ICAP
Columbia. She provides clinical and programmatic support to
ICAP’s programs in sub-Saharan Africa including those in Kenya,
Tanzania, Democratic Republic of Congo, Ethiopia, and South
Sudan. She has over 18 years of experience working with women,
infants, children, adolescents and young adults with HIV and
families in impoverished environments in the U.S. and sub-Saharan
Africa. Dr. Fayorsey has served as a consultant to the WHO on
several topics including IMCI, pediatric HIV disclosure, HIV
diagnosis in infants, children and adolescent HIV. She is also
involved in implementation science research to improve retention
of HIV-infected pregnant and breastfeeding women. Dr. Fayorsey
is an attending physician at Harlem Hospital, NYC, where she
provides HIV prevention, care and treatment to infants, children,
adolescents and young adults at the Family Care Center.

Bayisa Chala Feyisa is the Executive Director of NEP+,
Ethiopia. He has worked in HIV for over twenty years in various
capacities, including as a project coordinator, program officer, and
executive director. Mr. Chala holds an MSc. in International Trade
and Finance from Addis Ababa University.
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Nathan Ford is a Scientific Officer with the Department of
HIV/AIDS and Global Hepatitis Programme of the World Health
Organization in Geneva, and chair of WHO’s Guidelines Review
Committee. Prior to joining WHO in 2012, Dr. Ford worked with
Médecins  Sans Fronticres for 14 years supporting HIV
programmes in southern Africa and South-East Asia. He holds a
degree in Microbiology and Virology, a Master’s in Public Health
and Epidemiology, and a PhD in Clinical Epidemiology, and is a
Fellow of the Royal College of Physicians of Edinburgh. He has
published over 400 peer-reviewed publications and is an editorial
adviser for the WHO Bulletin and a member of the editorial boards
of JAIDS, JIAS, Tropical Medicine and International Health, and
Contflict and Health. Dr. Ford is also a member of the CQUIN
Advisory Group.

Ignace Gashongore is the Chief of Party at UMD Zambia. Dr.
Gashongore’s career in HIV care and treatment spans more than a
decade. He began his career in 2004 with the basic day-to-day care
of patients and has since worked at the district, provincial and
National levels, including as a member of the Zambian Ministry of
Health PMTCT and ART Technical Working Groups. Currently,
Dr. Gashongore is Chief of Party and Senior Technical Advisor for
the SMACHT-Plus and Z-CHECK projects of the University of
Maryland under PEPFAR (CDC) support. He is responsible for
managing all aspects of the projects including providing strategic
technical direction and overall guidance on implementation.

Mirtie Getachew holds an MPH degree and is HIV Team Lead at
the Federal Ministry of Health of Ethiopia. She has more than ten
years of clinical and programmatic experience in HIV and currently
works in the Disease Prevention and Control Directorate as the
HIV/AIDS Program Cootdinator. She was previously a Global
Fund M&E officer and IGAD regional HIV/AIDS prevention
partnership program coordinator for five years at Amhara Regional
State HAPCO.

Denis Giles is the Associate Director for Science and Systems at
CDC Mozambique.
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Not Pictured

George Githuka has over eight years’ experience in National
HIV/AIDS programmes management and coordination at the
National AIDS & STI Control Program (NASCOP), Ministry of
Health, Kenya. At NASCOP, he has coordinated HIV control
programs among key populations, HIV Testing Services programs,
Voluntary Medical Male Circumcision programs and currently the
Prevention of Mother to Child Transmission of HIV and Syphilis
Programs in Kenya. Dr. Githuka is a Medical Doctor with an MSc.
in Field Epidemiology.

Sthembile Gombarume is a Project Development Specialist —
Care & Support at USAID, South Africa. She has 18 years’
experience in managing HIV and AIDS Programs in the Southern
African region and has worked in Malawi, Mozambique, South
Africa, Tanzania, Zambia and Zimbabwe supporting community
development. She has worked for regional and international
NGOs, including FHI360, Save the Children UK, World ORT
International Cooperation and the Southern African AIDS Trust in
various capacities, namely program management, capacity building,
and monitoring and evaluation. Sthembile holds a Master’s Degree
in Development Studies from the University of the Free State, a
Master’s Degree in Business Administration from Nottingham
Business School, and a BSc. (Honours) from the University of
Zimbabwe.

Anna Grimsrud is the Lead Technical Advisor for the
International AIDS Society (IAS). Dr. Grimsrud focuses on
supporting the implementation of differentiated models of
antiretroviral therapy delivery in sub-Saharan Africa. She holds a
Master of Public Health and PhD from the University of Cape
Town, and has been involved in research with IeDEA-Southern
Africa Collaboration, the Desmond Tutu HIV Foundation and
Médecins Sans Frontieres.

Yoseph Gutema is a medical doctor and the Pediatric Technical
Adpvisor at ICAP Ethiopia.

Clorata Gwanzura, is the Differentiated Care Medical Officer:
HIV Care and Treatment at the Ministry of Health and Child Care
(MoHCC) Zimbabwe. With support from the CQUIN project, she
supports DSD projects in the AIDS and TB Unit, focusing on the
scale-up of DSD models nationwide. She has 5 years’ experience
working at various levels in the Zimbabwe MoHCC, implementing
and managing health programs including HIV programming.
Clorata is a medical doctor and holds an MPH.
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Dr. Zerihun Hika attended Medical School at Gondar University,
where he received his Doctor of Medicine degree in 2003 and
Master of Public Health degree in 2013. He practiced medicine as
a general practitioner in public hospitals for four years, and then
worked with international NGOs for more than 10 years,
supporting public health and HIV programs. He provided technical
support as a mentot, trainer and program coordinator and worked
for ICAP Ethiopia as a program officer. Dr. Hika was the medical
director of St. Gabriel Catholic health center and worked at Addis
Ababa Regional Health Bureau as the LLead Hospital Catchment
Program Coordinator for a CDC-funded HIV project. He is
currently working at Federal Ministry of Health with responsibility
of CDC- TB/HIV project coordinator and providing technical
support to DCPD HIV program.

Ivete Francisca Cuamba Joaquim is a general practitioner who
has worked for ICAP Mozambique as a Manager of Clinical
Systems in Nampula Province since 2014. She graduated from
Eduardo Mondlane University in Maputo and held several senior
positions at the district and provincial levels in Maputo and Sofala
Provinces before becoming a supervising doctor for Médecins Sans
Frontieres (MSF) - Belgium and later joining ICAP. She now
manages ICAP’s provincial portfolio in Nampula, including care
and treatment for adults and children with HIV, SMI/PTV
Tuberculosis, psychosocial support, monitoring and evaluation,
Quality Improvement and management of human resources. Ms.
Ivete’s international experience includes management training by
MSF - Brussels and a course in Leadership, Supervision and
Evaluation organized by CEGOC-Portugal.

Joseph Kabanda is an HIV Care and Support Specialist at CDC
Uganda where he provides technical assistance to the ministry of
health, implementing partners and health facilities, including the
development of national guidelines for differentiated service
delivery models (DSDM). Dr. Kabanda received his medical degree
from Makerere University College of Health Sciences and a Master
of Science in Public Health degree from Makerere University. His
current work includes providing support and input for
implementation manuals, job aides, and SOPs for implementation
of DSDMs in Uganda.

Beatrice Kafulubiti is one of the Clinical Directors of the USAID-
tunded Supporting an AIDS Free Era (SAFE) project being
implemented by John Snow Inc (JSI) in Zambia. She is based in
Central Province in Kabwe, Zambia and oversees the clinical
aspects of the project implementation across 107 facilities
supported by JSI SAFE in 11 districts. Dr. Kafulubiti graduated
with a Bachelot’s Degree in Medicine and General Surgery from
the University of Zambia in 1995. She worked for many years for
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the Ministry of Health including as District ART Coordinator,
District Health Director, Public Health Specialist and Provincial
Clinical Care Specialist. She recently worked as Project Coordinator
for the RMNCH Trust Fund under the UN agencies in Central
Province. She has been involved in HIV prevention and treatment
for the last 15 years at the community, facility, district, and
provincial levels. Some DSD models were piloted in selected
facilities in her province and the benefits of these models were
clearly seen by both the clients and the facility staff. She is looking
forward to leading her provincial team in scaling up and
implementation of DSD.

Hervé Nzereka Kambale is a Differentiated Care Advisor,
seconded to the Eswatini National AIDS Programme (SNAP) with
support from CQUIN. He is dedicated to scaling up DSD in
Eswatini, with a special interest in DSD for patients at high risk of
disease progression. Dr. Kambale has 8 years’ experience in HIV
clinical and program management, as well as five years of clinical
experience in general medicine. His major contributions include
health education and capacity building, mentoring and supervision,
and effective collaboration with the Ministry of Health and other
non-governments agencies in the following fields: Palliative Care,
Cancer Management, PMTCT, HIV/AIDS, Maternal and Child
Care. Dr. Kambale graduated with an MPhil, in HIV/AIDS
Management from Stellenbosch University in 2013, and an MBChB
from the Catholic University of Bukavu in 2005. He has previously
worked in Rwanda, DR Congo, Botswana, and Eswatini.

Wamaka Kaminyoge has been the Technical Advisor for Care
and Treatment for the Elizabeth Glaser Paediatric AIDS
Foundation (EGPAF)-Malawi since August 2017. In this role, he is
responsible for rolling-out differentiated service delivery models
and continuously refining their implementation. In addition, he is
responsible for providing input and coordinating all HIV-related
care and treatment activities for adults and children including EID,
PMTCT, VL scale-up, monitoring of treatment failure and
management of patients initiated on 2"*-line ART. Prior to his new
position, he was working for EGPAF as the district lead in
implementing the Accelerating Children’s HIV/AIDS Treatment
(ACT) Program, which aimed to double the number of children on
ART in sub-Saharan Africa over two years. Wamaka holds a
Bachelor’s degree of Medicine and Surgery from the University of
Malawi (2013).
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Muthoni E. Karanja is a Kenyan public health doctor with over
7 years of public health and clinical experience. She has strong
passions for infectious diseases as well as public health. Her current
professional position is at the Ministry of Health of Kenya as the
lead for TB/HIV co-infection management, as well as supporting
HIV care and treatment. She has participated in a number of
collaborations as pertains to policy formulation and providing
strategic direction to HIV, TB, public and private mix, and NCDs.
She played a key role in development of the National 2018 HIV
guidelines as well as the differentiated care operational guide; she
currently serves as the National CQI coach.

Prisca Kasonde is the Country Director for ICAP in Zambia. She
is an experienced Zambian medical doctor/Public Health specialist
with a career spanning over 25 years in the public and private health
sector as well as in international non-governmental organizations.
She has a Master’s degree in Public Health with a focus on
HIV/AIDS epidemiology as well as a Master’s degree in Medicine
specializing in  Obstetrics and Gynecology. Dr. Kasonde’s
experience includes both clinical as well as program management
in the area of HIV/AIDS, STIs, reproductive health, Obstetrics
and Gynaecology, and health systems strengthening. She has
successfully provided technical leadership and programmatic
guidance to the design, development, introduction, implementation
and monitoring and evaluation of HIV/AIDS prevention, care and
treatment programs in donor funded projects. Prior to joining
ICAP, Prisca worked on large PEPFAR/USAID funded
HIV/AIDS projects in Zambia (- ZPCT/ZPCTIIB) and has
experience implementing differentiated service delivery models.
She has co-authored over 20 different publications in peet-
reviewed journals.

Mathew Kawogo served as the Programme Manager for HIV and
AIDS for more than four years with HelpAge International in
Tanzania where he also served as the Coordinator of Capacity
Building to strengthen CSOs and Councils’ capacity on ageing, and
HIV programme management in more than 15 district councils and
100 villages. He previously worked with World Vision International
in various posts including designing, managing and coordinating
projects overseeing program developments for children of
Tanzania. He was appointed as the Country Director of Action on
Disability International in Tanzania for a year and a half and then
moved to UNAIDS to serve as a Programme Officer for Alliance
of Mayor’s Initiative for HIV and AIDS at Local Level
(AMICAALL) in Tanzania. Since June 2017, Mathew has served as
the Manager of Community Mobilization and Engagement with the
National Council of People Living with HIV and AIDS in Tanzania
(NACOPHA).
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Abrehem Kebede is 2 member of the National Network of
Positive Women in Ethiopia.

Stella Kentutsi is the Executive Director of the National Forum
of People Living with HIV/AIDS Networks in Uganda
(NAFOPHANU). Stella is an expert in HIV/AIDS programming
with over 15 years’ experience at different levels, ranging from
coordinating school HIV/AIDS activities to currently coordinating
networks of PLHIV across the country. She holds a Master of Arts
Degree in Development Studies and a Bachelor of Arts in
Education. She has expertise in design, implementation and
evaluation of HIV programs, research, capacity building, systems
strengthening, advocacy, community engagement, resource
mobilization and strengthening partnerships. Stella sits on a
number of committees that guide the national HIV/AIDS
response such as Joint UN Programme of Support on AIDS
(JUPSA) and Uganda AIDS Commission’s Message Clearance and
HIV Prevention Committees.

Lawrence Khonyongwa is the Executive Director of the Malawi
Network of People living with HIV (MANET+). He has worked
to improve the lives of communities living with HIV/AIDS for
more than 20 years with resilient and sustainable systems for health.
Skilled in program design and management, coordination and
networking, he is also a trainer of trainers in participatory
methodologies with a good understanding of gender and
development. He is currently managing the Global Fund project on
Sustainable and Resilient systems for health with the main aim of
achieving the UNAIDS 90:90:90 targets towards ending AIDS by
2030.

Gavin Khumalo is a community activist at the Eswatini Network
for People Living with HIV (SWANNEPA).
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Altaye Kidane has over 25 years of experience in HIV/TB
programs, In his current position as technical director for ICAP’s
TB/HIV care and treatment project in Eswatini, Dr. Kidane
supports ICAP’s technical assistance to strengthen local capacity to
deliver sustainable quality assured universal coverage of clinical
HIV/TB services in Manzini Region, and provides central-level
technical assistance to the National Tuberculosis Control Program
(NTCP) in the Kingdom of Eswatini with support from PEPFAR.
Dr. Kidane has worked in the implementation of TB/HIV
programs in Zambia, Tanzania, Ethiopia, Lesotho, and Eswatini.
He holds a medical degree and certificate of specialty in Internal
medicine from Addis Ababa University, an MSc in Infectious
Diseases Immunology from the University of London and a
diploma in Tropical Medicine and Hygiene from the Royal College
of Physicians of London.

Josen Kiggundu is the National Technical Advisor for DSD at the
Ministry of Health AIDS Control Program in Uganda. Dr.
Kiggundu is a public health professional with training and practical
experience in managing health programs within the public sector
and non-government organization setting, including district-led
health services, maternal and child health programs and
comprehensive HIV/AIDS programs. He worked with the Baylor
College of Medicine Children’s Foundation in Uganda as an acting
program manager, Care and Treatment Coordinator and Regional
Coordinator from 2014 - 2017. He was a Program Officer with
Protecting Families Against HIV/AIDS (PREFA) from February
2012 to March 2014, and a District Health Officer and Medical
officer with Manafwa District Local Government between August
2007 and February 2012. He holds a Master’s degree in public
health (Uganda Christian University), a post graduate diploma in
Project Planning and Management (Uganda Management Institute)
and a Bachelor of Medicine and Bachelor of Surgery (Makerere
University).

Bactrin Killingo is an independent consultant. Dr. Killingo is a
medical doctor by training, and has been involved in community
HIV treatment education and advocacy for the past 10 years. As a
palliative care practitioner, Dr. Killingo has been involved with
resource-poor communities facing severe challenges regarding
access to essential HIV medicines and has mobilized communities
to advocate for increased access to HIV-related services. In
addition, he has been instrumental in empowering communities
with the knowledge and skills needed to mobilize resources and
take charge not only of the small projects they run but also of their
own health.
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Edward Katto Kiranda is the Senior Community Linkages
Coordinator (West and West Nile Region) for the Infectious
Disease Institute in Uganda. He has seven years of experience in
HIV programs and holds an MPH.

Nathalie Krou Dahno is a Medical Doctor and the Program
Director at ARIEL, a CDC implementing partner in Cote D’Ivoire.

Delphine M’boh Achi Epouse Kouassi is the Deputy Care and
Treatment Branch Chief of health facility-based HIV programs at
CDC Cote d’Ivoire. She is a physician, health economist and public
health specialist with over 15 years’ experience in implementing
HIV prevention, care and treatment for national and international
companies at multiple levels.

Natalie Kruse-Levy is a public health expert with more than
twenty years of experience in HIV/AIDS, reproductive health and
gender programming. Currently Ms. Kruse-Levy is the Senior
Health Program Advisor for USAID/Zimbabwe where she is the
Team Leader for Prevention, Care and Support and a key member
of the PEPFAR inter-agency HIV team. Prior to joining
USAID/Zimbabwe in 2015, Ms. Kruse-Levy was the USAID
PEPFAR Program Director in Eswatini and lived and worked in
several countries in Africa and Southeast Asia including Cambodia,
Vietnam, Malawi, South Sudan and Madagascar. Ms. Kruse-Levy
has a Master's in Public Health from Tulane University and a
Bachelor of Arts in Anthropology from the State University of
New York at Geneseo.

Ivan Lukabwe is a statistician and Program Officer for
Monitoring and Evaluation with the STD/AIDS Control
Programme of Ministry of Health, Uganda. He has accrued over
ten years’ experience in management of HIV/AIDS data, serving
in several strategic information positions with the Government of
Uganda through the Ministry of Health; PEPFAR-supported
projects (Baylor College of Medicine, Infectious Diseases Institute,
Rakai Health Sciences Program & The AIDS Support Organization
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(TASO); and international organizations (KINCV Tuberculosis
foundation, GOAL). Mr. Lukabwe obtained a B.S. from Makerere
University, Kampala and a Masters in Statistics. He also holds a
Post Graduate Diploma in Monitoring and Evaluation from
Uganda Management Institute and is a registered Practitioner-
Projects in Controlled Environment (PRINCE 2).

Nomthandazo G. Lukhele is the National ART Coordinator at
the Eswatini Ministry of Health. Dr. Lukehele coordinates HIV
care and treatment services in Eswatini, and has extensive hands-
on experience in the delivery of HIV care and treatment services at
both clinical and programme level. She holds a Bachelor of
Medicine and Surgery Degree (MBCB) from Witwatersrand
University, South Africa (2006) and a Bachelor of Science Degree
from the University of Swaziland (2000). She is currently studying
for a Master of Public Health degree at Witwatersrand University,
majoring in Health systems strengthening. Dr. Lukhele is also on
the CQUIN Advisory Group.

Sileshi Lulseged is a Professor of Paediatrics and Child Health at
Addis Ababa University and Senior Associate Research Scientist at
Columbia University’s Mailman School of Public. He is also Senior
Advisor at ICAP Ethiopia. He has served as Head of the
Department of Paediatrics and Child Health and Director of
Clinical Epidemiology Service at AAU, Director of the WHO
Regional INCI Training Center, Associate Director for HIV
Treatment Program at U.S. CDC in Ethiopia, and Editor-in-Chief
of the Ethiopian Medical Journal. He has published extensively. He
is the recipient of the U.S. PEPFAR Lahya Shiimi Memorial Award;
the Ethiopian Medical Association Medal Award, and Certificates
of Merit from the Minster of Health of Ethiopia and U.S. Embassy,
Addis Ababa.

Priscilla Lumano-Mulenga is an Infectious Disease specialist
who is currently working as Technical Advisor to the HIV Unit at
the Ministry of Health, Zambia. She has been involved with the
National Anti-Retroviral (ARV) Program since its inception in
2002. In 2005 she joined the Centre for Infectious Disease
Research in Zambia (CIDRZ), where she held various positions
including that of Head — Quality Assurance/Quality Control
(QAQI) before moving to the Elizabeth Glaser Paediatrics AIDS
Foundation (EGPAF) as the Technical Director.
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Tonderai Mabuto is the Director for HIV Research within the
Implementation Research Division at the Aurum Institute in South
Africa. He is a trained Epidemiologist and Biomedical Scientist,
who holds a Master’s Degree in Epidemiology and Biostatistics
from the University of Witwatersrand. He is passionate about
pragmatic research that improves delivery of HIV treatment
services through routine public sector HIV programmes. In the
past decade, he has led several multi-site implementation research
studies to promote engagement of people living with HIV into
appropriate care and treatment interventions. His work in this area
also includes pioneering research on interventions to retain ex-
inmates on HIV treatment after release from correctional centres
in South Africa. In addition, Mr. Mabuto serves as Principal
Investigator on strategic information projects, notably bio-
behavioural surveys among key populations in South Africa and
evaluations of public-sector HIV programmes in districts
supported by the Aurum Institute. He is a member of the South
Africa National HIV Think Tank.

Neema Makyao is a trained socio-anthropologist and public
health specialist with robust experience in the behavioral and social
aspects of health, specifically on HIV/AIDS programmes in
Tanzania. She has been involved in community health programmes
and participated in HIV/AIDS research projects in Tanzania
targeting key and vulnerable populations as well as the general
population. She has been working in HIV/AIDS prevention
program since 2008 at the Ministry of Health’s National AIDS
Control Program (NACP) as coordinator of key population
programming and HIV Prevention at epidemiology and prevention
units. She has vast experience working with key and vulnerable
populations (KVP), both research and programming and
coordinated development of policy documents for HIV
prevention. She led development of KVP guidelines on HIV health
services provision and a training manual on stigma reduction to
increase access to HIV services among KVPs in Tanzania.

Edias Mandere is a Program Coordinator for the University of
Zimbabwe College of Health Sciences Clinical Trials Research
Centre (UZCHS-CTRC)/International Training Education Centre
for Health (I-TECH). Edias has 10 years of experience in the field
of TB/HIV in Zimbabwe with the Ministry of Health & Child Care
(MOHCC) and non-governmental organisations such as MSF-
Belgium and COMPRE Health Services.
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Joanne E. Mantell is a research scientist at the HIV Center for
Clinical and Behavioral Studies and a Professor of Clinical
Psychology (in Psychiatry), Department of Psychiatry, Columbia
University Medical Center. Currently, Dr. Mantell is the Principal
Investigator of a bar/club-based intervention for male and female
sex workers and their clients in Mombasa, Kenya, a qualitative
study of ARV-based prevention and treatment in high-risk women
in Durban, South Africa, an implementation science study on
integrating PrEP into primary care in New York City, and studies
on reducing health disparities in access to HIV prevention among
women of color in New York City, and decision-making around
PrEP among providers in different practice settings in New York
City. She also is a Co-Investigator on studies of HIV testing and
engagement in HIV care in Kenya’s Lake Victoria region, a
combination strategy for HIV prevention among young female sex
workers in Kisumu, Kenya, differentiated HIV service delivery in
Zimbabwe, and an intervention for miner-friendly services for
integrated HIV/TB care in Lesotho. Other recent studies included
HIV self-testing among male truck drivers in Kenya, medical male
circumcision in South Africa, female condom promotion among
South African university students, a national evaluation of South
Africa’s female condom program, integration of sexual and
reproductive health services into HIV care in Cape Town, South
Africa, and pathways to care for people living with HIV in the

Durban area.

Munyaradzi Paul Mapingure joined ICAP in Zimbabwe in
January 2016 as the Strategic Information Coordinator responsible
for research and SI activities. He was previously Director of
Research, Metrics and Information Systems at Population Services
International and held similar senior positions and UNICEF, RTI,
Letten Foundation and also taught at the University of Zimbabwe
College of Health Sciences. He has authored 35 scientific public
publications.

Haruka Maruyama is ICAP’s Director of Prevention Services in
Tanzania. In this role, she leads the technical and programmatic
components for ICAP’s projects, currently overseeing a five-year
CDC PEPFAR-funded project on provision of comprehensive
community-based HIV prevention, linkage, and retention services
reaching key populations, adolescent girls and young women, and
other vulnerable populations — known in Tanzania as the “FIKIA”
project. She initially joined ICAP in Tanzania as a Research Advisor
working on the Bukoba Combination Prevention Evaluation
(BCPE) research project and the community-based key populations
service delivery projects. Prior to joining ICAP, she worked for the
University of Texas Health Science Centre based at the Muhimbili
University of Health and Allied Sciences in Dar es Salaam,
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Tanzania, managing a project delivering HIV services and
medication assisted therapy to people who inject drugs. Haruka
holds a Master’s degree in public health from the University of
Texas Health Science Center in Houston, and a Bachelot’s degree
in African Studies from Rice University.

Takura Matare is the Senior Monitoring and Evaluation Officer
for the Ministry of Health and Child Care, AIDS & TB program in
Zimbabwe. He has more than 7 years of university teaching
experience in health sciences. He received his Master’s of Public
Health degree from the University of Zimbabwe in 2014. He holds
a Bachelor’s degree in Occupational Therapy and a Postgraduate
Diploma in Project Planning and Management from the University
of Zimbabwe. Mr. Matare also holds a Master’s of Science in
Disaster Management from the National University of Science and
Technology.

Eva Matiko is the CDC Tanzania Clinical Services Branch Chief.
She leads a team of eight public health professionals providing
strategic and technical support for HIV clinical services across the
cascade of identification, care and treatment including facility-
based HIV testing, comprehensive HIV care and treatment, TB-
HIV integrated services, PMTCT and EID as well as related
scientific endeavors. She had direct responsibility over four core
implementing partners and several collaborators supporting
comprehensive HIV care and treatment services in Tanzania,
working in collaboration with government stakeholders and
development partners. Differentiated service delivery of ART is
among the initiatives under her leadership. Dr. Eva joined CDC
Tanzania in September 2009 as Key Populations Programs
Specialist, also providing leadership support at Deputy Branch
Chief for Prevention until 2017. Dr. Eva Matiko’s academic
credentials include MD from the University of Dar es Salaam and
MPH from Columbia University Mailman School of Public Health.

Sikathele Mazibuko is the Care and Treatment lead for PEPFAR
Swaziland. A medical doctor by training, he graduated with an
MBChB from the University of Zimbabwe in 2000 and later
received training as a Clinical Epidemiologist at the University of
Pretoria, South Africa. Dr. Mazibuko has extensive HIV
management experience and has worked as an HIV clinician at the
facility level and a program officer at provincial and national level
before joining CDC Swaziland in his current position.
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Lawrence Mbae has 12 years’ experience in health care systems
management having worked across the public (MOH) and private
for- and not-for-profit sectors. He has robust experience in HIV
programming, quality improvement and service integration. Dr.
Mbae is currently the Technical Advisor for DSD at ICAP Kenya.
He previously worked for FHI (Goldstar) and PSI and consulted
on quality improvement for Aga Khan University and JHPIEGO.

Jean-Jacques Kouassi M’bea is the Senior Strategic Information
Manager at ICAP in Cote d’Ivoire. Under the oversight of the SI
Director, he coordinates M&E activities, including data collection,
reporting, analysis, dissemination, and quality improvement. He
liaises with the Ministry of Health (MOH) to provide training and
mentorship of Data Managers for M&E of HIV/AIDS-related
services. He works closely with programmatic and management
staff to increase and enhance the quality and use of health
information at site, district and regional levels to support informed
program decision-making. Prior to his current position, Jean-
Jacques spent five years as Head of Service in charge of Monitoring
& Evaluation at the MOH National Child Health Program. During
this time, he was actively involved in national child survival
processes. He was also member of a research team within the
Epidemiology & Statistics Unit of the Cote d'Ivoire National
Institute of Public Health before he joined the National Child
Health Program.

Cordelia Katureebe Mboijana is a pediatrician and child health
specialist currently working as a National Coordinator for HIV care
and treatment at the Uganda Ministry of Health AIDS Control
Program. She has over 15 years’ experience in clinical care, strategic
planning, and implementation of programs addressing HIV care
and treatment for pregnant women and children infected with HIV.
In the last three years, she has been the MOH coordinator for
adolescent HIV services, developing and reviewing adolescent
HIV-related program policies and monitoring their implementation
and evaluation. Her recent work has focused on the roll-out of
standards of care for adolescent HIV services across the country
with the aim of improving retention and viral load suppression
among adolescents living with HIV. Dr. Katureebe has just
completed a short course on public health policy and aspires to be
a leader in HIV care and treatment across all populations.
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Zenebe Melaku is ICAP’s country director in Ethiopia. He has
over 20 years of clinical, academic, programmatic, and managerial
experience in medicine and public health in Ethiopia. In his current
role, Dr. Melaku oversees the planning and implementation of
comprehensive and high- quality HIV/AIDS care and treatment
services at ICAP-supported sites in eight regions of Ethiopia. He
provides technical and managerial oversight to program activities
at the national, regional, and site levels and liaises with the Federal
Ministry of Health and other project partners and collaborators.
Before joining ICAP, Dr. Melaku was an associate professor of
internal medicine at Addis Ababa University and served as the
technical advisor for HIV/AIDS Care and Treatment at the U.S.
Centers for Diseases Control and Prevention (CDC) in Ethiopia.
His areas of expertise include HIV/AIDS, tuberculosis, health
systems strengthening, program management, organizational
development, and strategic planning. He holds a medical degree
with a specialty in internal medicine from Addis Ababa University,
a certificate of fellowship in neurology from the University of
Limoges (France), and certificates in rheumatology, advanced
epidemiology, and research methodology and clinical field trials
from the University of Bergen (Norway).

Ambachew Minda is the Addis Ababa City Administration
Project Director for Project Hope on a USAID-supported project
in Ethiopia.

Alemtsehay Abebe Wolde Micheal is the Senior HIV Program
Officer at Ethiopia’s Federal Ministry of Health (FMoH). She is a
nurse with a MPH and has over 14 years of experience in
HIV/AIDS programs. She is currently the HIV Cate & Treatment
Focal person for differentiated service delivery and provides
technical and managerial oversight to program activities at the
national, regional, and site levels. Mrs. Abebe is an active member
of the Ethiopia Public Health Association.

Luckyboy Edison Mkhondwane (Lucky), is the Prevention and
Treatment Literacy Training Coordinator at Treatment Action
Campaign, and represents South Africa on the CHAI (Clinton
Health Access Initiative) Optimal ARV Project Community
Advisory Board. Lucky has been openly with living with HIV after
being diagnosed in June 2002, which prompted him to become an
access to treatment advocate. He has a great passion for HIV and
TB treatment literacy and community education. Lucky has worked
as a Prevention and Treatment Literacy Trainer, Capacity Building
Officer, and Policy, Communications and Research Coordinator at
TAC Gauteng, amongst other positions, since joining in 2002.
Lucky has written articles for community newspapers and Eqgual
Treatment, the TAC magazine, on living with HIV and issues around
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treatment literacy. He used to co-present present “Siyayinqoba Beat
1t”, a South Africa television talk show on HIV, health and human
rights, and is a former ambassador of a South African Positive
Living Campaign “Positive Heroes”.

John Waiharo Motoku is a medical officer who has spent the last
10 years engaged in clinical care of PLHIV and TB patients at
EDARP a faith-based organization operating in the eastern slums
of Nairobi, Kenya. He is a member of various National and County
Technical working groups primarily focused on HIV treatment and
prevention. He is currently involved in implementing differentiated
service delivery at all 14 EDARP facilities.

Martin Msukwa is the Project Director for ICAP’s HRSA-funded
OpCon Project and a Regional QI Advisor based at ICAP South
Africa. He has BSN and MPH degtrees, and has spent the past 16
years designing, developing, and implementing large-scale public
health programs, including eight years in senior management roles
in a number of countries in sub-Saharan Africa (Cote d’lvoire,
Kenya, Lesotho, Malawi, Mozambique, South Sudan, Swaziland,
Uganda, Zambia and Zimbabwe). He has worked extensively in:
health systems strengthening to deliver quality HIV diagnosis and
treatment, sexual and reproductive health, leading diverse teams
through change, capacity building, fundraising, and managing large
USG grants and private funds from individuals and foundations. In
his current role, he oversees a portfolio of OpCon projects, and
supports “QI for DSD” activities within CQUIN network.

Mpande Mukumbwa-Mwenechanya is a Technical Advisor at
the Center for Infectious Disease Research in Zambia (CIDRZ).
She has over five years of experience in clinical pharmacy, including
in managing large-scale surveys and healthcare facility audits, health
promotion, design and delivery of training materials,
implementation, and monitoring and evaluation. She currently
leads a mixed methods study on ART pick-up and retention
monitoring funded by the Bill & Melinda Gates Foundation. The
study seeks to determine the best strategies to implement
decentralized community group-led HIV services and assesses
various domains of healthcare facility management to determine
how, for example, clinic patient flow and supply chain management
impact retention and viral load suppression. She holds a Doctorate
Degtree in Clinical Pharmacy from the University of Zambia and is
currently pursuing a Masters in Epidemiology at the London
School of Hygiene and Tropical Medicine. She is a part-time
lecturer at the University of Zambia School of Medicine for
undergraduate Pharmacy students.
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Redempta Mutei is a Quality Improvement Coordinator at ICAP
Kenya. She has eleven years of experience in HIV prevention, care,
and treatment. Ms. Mutei holds a BSc. in Clinical Medicine and
Surgery and an MPH in Health Systems Management.

John Nkengasong is the Director of Africa CDC. A veteran of
more than 20 years at the CDC, Cameroon-born Dr. John
Nkengasong was appointed director of the newly created Africa
CDCin early 2017. Previously, Nkengasong served as acting deputy
principal director for the CDC's Center for Global Health in
Atlanta. He began his career at the U.S. CDC in 1995 as head of
the virology lab in Abidjan, Cote d’Ivoire. Nkengasong earned
master's degrees in tropical biomedical science and in medical and
pharmaceutical sciences from institutions in Belgium, and has a
doctorate in Medical Sciences (Virology) from the University of
Brussels.

Lilly Nyagah is a Medical Doctor with a postgraduate degree in
Applied Epidemiology. She works at the National AIDS & STI
Control Programme (NASCOP) at the Kenya Ministry of Health
where she heads the Surveillance sub-branch in the Strategic
Information Unit. She has spearheaded several HIV surveillance
initiatives including a pilot of Case-Based Surveillance and eventual
roll out plans at national scale including development of National
Case-Based Surveillance Strategy guidelines, implementation of
Longitudinal Care and Treatment Surveillance activities and
planning and implementation for nationwide population-based
surveys including KENPHIA and the IBBS.

Beatrice Matanje-Mwagomba is a Public Health Physician with
a Medical Degree, an MSc in Epidemiology and over 10 years of
experience in health management, including 5 years (2012-2017) as
National NCD Control Program Manager for Malawi. She is
currently (since March 2017) a Medical Director at Lighthouse
Trust in Lilongwe, Malawi and also a PhD Fellow in a joint Global
Health Implementation Program at University of St Andrews,
Scotland and College of Medicine, Malawi.
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Felix Mwanza is the National Director of the Treatment
Advocacy and Literacy Campaign (TALC), a leading civil society
organization in Social Mobilisation in Zambia that promotes
equitable access to HIV treatment for people living with HIV. He
is an international HIV/AIDS activist and has vast experience in
mobilizing resources for program implementation at national and
international levels. He holds a Diploma in Computer Science and
a BA in Social Work and previously worked as an Information

Technology (IT) Specialist.

Tonderai Mwareka is a social scientist who has supported
HIV/AIDS programming since 2003. Mtr. Mwareka has experience
in program design, implementation, management, M&E, research
and resource mobilization. He is currently a Programme Officer
with the Zimbabwe National Network of People Living with HIV
(ZNNP+) and is responsible for coordinating and representing the
interests of PLHIV throughout Zimbabwe. Mr. Mwareka’s DSD
work includes working with PLHIV and ZNNP+ Provincial
Coordinators to roll out models of care such as Family Centered
care, appointment spacing, fast-track and facility adherence clubs.
In 2018, he led research on community monitoring/sutveillance on
enablers and barriers to differentiation of service. Mr. Mwareka has
a BSc. in Psychology from the University of Zimbabwe and is
currently pursuing a Master’s degree in Child Rights and Childhood
Studies at Africa University.

Keith Mweebo is a Public Health Specialist in PMTCT/ART at
CDC Zambia. He works with implementing partners to support
adult HIV treatment, including DSD; is lead activity manager for
two CDC-funded treatment partners; and is a member of the DSD
committee. He spent six weeks as experiential attachment at TASO
Uganda to implement DSD (Community Drug Distribution).

Afework Negash served as program officer since 2006 at different
international  Non-Governmental — Organizations for the
implementation and scale up of comprehensive HIV AIDS services
in Ethiopia. Since 2009, he has been serving at a capacity of
HIV/AIDS care and support advisor at USAID/PEPFAR.
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Bibole Ngalamulume is a Senior Project Officer at ICAP New
York. She specializes in project management and serves as the
primary project interface between ICAP's field operations in
selected countries and the organization's technical, grants
management and administrative support platform in New York.
She provides broad managerial support to the development,
implementation, and evaluation of diverse health projects in Sub-
Saharan Africa. Prior to her current role, Ngalamulume spent two
years as Program Quality Manager at Catholic Relief Services.
During this time, she provided technical and operational support
to the health program portfolio in eastern DR Congo. She has a
MPH and over 15 years of experience in public health disease
intervention program development, implementation, monitoring,
and reporting and documenting best practices in developing
countries.

Stanley Ngoma studied at the Warwick Medical School. He has 8
years of experience in HIV program management and is presently
working in the Malawi Ministry of Health Department of HIV and
AIDS, where he is a program officer for HIV treatment, care and
support. He is a focal point person for Differentiated Service
Delivery Models (DSDM). He is a member of the National HIV
Technical Working Group and has participated in the development
of national HIV guidelines, policies, tools and job aides/SOPs to
promote and standardize good clinical practice within the national
HIV treatment and care program.

Boniface Nguhuni is a medical doctor who graduated from
Muhimbili University of Health and Allied Sciences (MUHAS) in
Dar es Salaam, Tanzania in 2008. He also holds a Mastet’s of
Science in Infectious Diseases from the LLondon School of Hygiene
and Tropical Medicine of the University of London. He has over 8
years’ experience in clinical practice as a general practitioner and an
HIV physician. He has also been involved in a number of
operational research studies on HIV, TB, emerging and re-emerging
infectious diseases and healthcare-associated infections. He has
worked as Project Coordinator for the Italian National Institute for
Infectious Diseases, Lazzaro Spallanzi. Currently, he is a Program
Coordinator for HIV/TB and the Global Fund at the Division of
Health — President’s Office Regional Administration and Local
Government in Tanzania.
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Brooke Nichols is a health economist and mathematical modeler
with 10 years’ experience in HIV research. She is currently a
Research Scientist in the Department of Global Health at Boston
University and is based at the Health Economics and Epidemiology
Research Office (HE2RO) in Johannesburg, South Africa. She
holds a Master’s of Science in epidemiology from the University of
Massachusetts Amherst, and a PhD in mathematical modeling and
health economics from the Erasmus Medical Center in the
Netherlands. Her area of expertise is in the combination of local
data with optimization modeling for both improved program
delivery and policy decisions, within the HIV testing, PrEP, viral
load scale-up, and differentiated care spaces.

Frehiwot Nigatu is a medical doctor and the Community Service
Delivery Director at Project Hope in Ethiopia. Prior to joining
Project Hope, Dr. Nigatu worked for the Ethiopian Federal
Ministry of Health as the National HIV/AIDS focal. Dr. Nigatu
attended medical school at Jimma University.

Rose Nyirenda is the Director of the HIV Treatment Unit in the
Ministry of Health in Malawi. She is a Community Health and
Interprofessional Health Care Leadership Specialist. Currently a
PhD candidate at the University of Malawi, her previous
assignments include working as a Director of Mzuzu Referral
Hospital in the northern region of Malawi, heading the Ministry of
Health’s Community Health Nursing program, and acting as Nurse
Educator and Principal of a Nursing College. She is a researcher
and was a Principal Investigator of the EARNEST ART clinical
trial; she is currently a member of the National Health Research
Ethical Review Board in Malawi. Her achievements have been the
accreditation of the Mzuzu Central Hospital laboratory (SLIMTA)
with 3-star status, and accreditation of the hospital in Standards-
based Infection Prevention and Reproductive Health Standards. She
received a special award of recognition on Leadership in Quality
improvement from JHPIEGO in 2013. Ms. Nyierenda is also a
member of the CQUIN Advisory Group.

Velephi Okello holds a degree in Medicine from Mbarara
University in Uganda and a MPH degree from Harvard University.
She is currently the Deputy Director of Health Services in charge
of clinical services at the Eswatini Ministry of Health. Dr. Okello
was in charge of the HIV Care and Treatment Programme at the
Eswatini National AIDS Programme (SNAP), where she
spearheaded policy changes to ensure access to quality ARV
medicines for people living with HIV (PLHIV) in Eswatini.
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Nelson Onekalit is the Community Coordinator for the URC
Acholi Project in Uganda.

Dennis Osiemo is a medical doctor working for Aya Ziwani as the
Senior Technical Advisor Care and Treatment, TB, and PMTCT.
His organization is a PEPFAR/USAID-funded program working
in five counties in the Nyanza region in Kenya. Dr. Osiemo has 10
years’ experience supporting programs implementing HIV service
delivery and support. He has a MSc in Public Health (Health
Services Management) from the London School of Hygiene and
Tropical Medicine.

Nelson Juma Otwoma is a long time AIDS and TB advocate with
keen interest in TB and HIV prevention and treatment. He
advocates for better, safer, cheaper HIV and TB diagnostics and
medicines. He has over 15 years’ experience working with networks
of people living with HIV (PLHIV) and the affected communities
in Kenya. He is currently the Executive Director, the National
Empowerment Network of people living with HIV/AIDS in
Kenya (NEPHAK) where his main role is to provide strategic,
accountable and committed leadership to ensure the visibility and
voice of PLHIV and affected communities in the response to HIV.
He belongs to a number of national, regional and global bodies and
structures that work to reduce the spread of HIV and TB. He is
member of the Kenya CCM to the Global Fund as well as member
of the Kenya HIV Tribunal.

Sara Page-Mtongwiza is a Health Education- Health Promotion
Specialist with over 17 years” expetience in the field of HIV/AIDS
prevention, care and treatment, gender and development in sub-
Saharan Africa. As a writer, facilitator and researcher, she has
developed and contributed to a wide range of regional policies,
programs and publications related to HIV prevention, treatment
literacy, and care, as well as food security/nutrition, maternal and
child health, and sexual and reproductive health. In her previous
capacity as Deputy Director of SAfAIDS (Southern Africa HIV
and AIDS Information Dissemination Service), Sara led the
development, management and mobilisation of resources for a
range of national and regional health and development programs.
She is passionate about using new media and information
technologies for improved health promotion, development,
knowledge management, behavior change communication. In her
current post as Director of Programs with OPHID Trust, Sara
manages a consortium of partners providing technical support in
HIV Care.
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Peter Preko is the Project Director for ICAP’s CQUIN Learning
Network. Dr. Preko started his career in HIV work as the CEO
and co-founder of AIDS ALLY, a local NGO that provided care
and treatment in Ghana before national HIV treatment programs
started in Africa. Prior to his current role, he was with 'TECH —
University of Washington, seconded to the Malawi Ministry of
Health as the Senior HIV Care and Treatment Advisor. Dt. Preko
worked with CDC Eswatini from 2011 to 2016 as the PEPFAR
Eswatini Care and Treatment Lead. Before joining CDC, he was
the Senior Care and Treatment Specialist at ICAP in Eswatini. In
Ghana, before moving to Eswatini, Dr. Preko was the Senior
Program Manager (HIV/AIDS) at AED-SHARP and Engender
Health respectively. Dr. Preko obtained a BSc in Human Biology
and medical degrees from the Kwame Nkrumah University of
Science and Technology and an MPH from the London School of
Hygiene and Tropical Medicine.

Miriam Rabkin is the principle investigator for the CQUIN
project at ICAP. She has worked in the field of HIV/AIDS for 20
years, focusing on strengthening health systems to improve the
delivery of prevention and treatment services for underserved
populations. Dr. Rabkin is an associate professor in epidemiology
and medicine at the Mailman School of Public Health, and director
for health systems strategies at ICAP. At ICAP, she focuses on
strengthening health systems, improving access to HIV services in
resource-limited settings, and the design, delivery, and evaluation
of chronic care programs for HIV and non-communicable diseases.
Dr. Rabkin’s current research focuses on implementation science,
and on ways to leverage the successes and lessons of HIV scale-up
to strengthen broader health systems, to enhance the quality of
programs for HIV, maternal/child health, non-communicable
diseases, and infection prevention and control (IPC) in sub-Saharan
Africa, and to improve refugee health services in Turkey, Jordan,
and Lebanon.

Angela Ramadhani is the Program Manager at the Ministry of
Health and Social Welfare and National AIDS Control Program in

Tanzania.

Bill Reidy is a Senior Strategic Information Advisor at ICAP and
an Assistant Professor of Epidemiology in the Mailman School of
Public Health at Columbia University. He has more than 15 years
of experience in HIV/AIDS program implementation, reseatch,
and evaluation. Dr. Reidy’s work has taken place in the United
States and internationally—primarily in sub-Saharan Africa—with
a wide range of populations. In his current role at ICAP, he is an
investigator or collaborator on numerous studies and projects with
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aims to optimize HIV/AIDS programs, and has provided key
support for implementation of large-scale or targeted government-
led HIV/AIDS programs in countries including Eswatini,
Myanmar, South Africa, Tanzania, and Kenya. As a collaborator
on several US Government-funded grants, he worked extensively
on designing and implementing efforts to use routinely-collected
data from health records to assess the performance of HIV
programs, including HIV testing and care and treatment,
prevention of mother-to-child HIV transmission, and HIV
prevention, including HIV pre-exposure prophylaxis services.

Sydney Rosen is Research Professor in the Department of Global
Health of the Boston University School of Public Health and the
Co-Division Head of the Health Economics and Epidemiology
Research Office (HERO) of the Wits Health Consortium at the
University of the Witwatersrand in Johannesburg, South Africa.
She is a health economist and policy analyst who has conducted
research on the outcomes, costs, and benefits of health
interventions in resource-constrained countries in sub-Saharan
Atfrica for 16 years. In collaboration with HERO and colleagues at
BUSPH, she leads an interdisciplinary team that is carrying out a
set of studies on HIV/AIDS care and treatment, tuberculosis case
finding and treatment, and noncommunicable chronic diseases.

Mastidia Rutaihwa is the Pediatrics and Adolescent Program
Officer at National AIDS Control Program (NACP) under the
Ministry of Health, Tanzania. At NACP, Dr. Mastidia is a focal
point for the implementation of policies, guidelines and standards
for comprehensive HIV/AIDS services for children and
adolescents. Dr. Mastidia also leads the development of guidelines,
operational manuals and job aides for the rollout of national
DSDMs. She previously worked as a research scientist and principal
investigator in clinical trials at Ifakara Health Institute, which is
affiliated with the Swiss TPH in Basel, Switzerland. She was
formerly a District Chief Medical Officer and holds a masters in
Internal Medicine from Muhimbili University and Allied Sciences.

Caroline Ryan is the Country Director at CDC, PEPFAR in
Eswatini.
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Ruben Sahabo has been the country director for ICAP in Eswatini
since 2011. Previously, he was the ICAP country director in
Rwanda, where he led the rapid expansion of care and treatment
activities, overseeing technical and financial assistance to over 50
urban and rural clinics that enrolled over 50,000 patients enrolled
in HIV care and treatment. He also supported the start-up of
ICAP’s programs in Cote d’Ivoire in 2008 and the Democratic
Republic of Congo in 2010. Dr. Sahabo has managed numerous
program evaluations and research studies in Rwanda and Eswatini.

Aji-Mallen Sanneh is a Project Specialist-HIV Program Quality
and Efficiency with the Global Fund to Fight AIDS, Tuberculosis
and Malaria, where she coordinates the design, application,
evaluation and improvement of program quality and efficiency by
supporting the roll-out of differentiated service delivery models in
Global Fund priority countries. She also serves as the coordinator
and focal point of the HIV Situation Room to leverage technical
and programmatic support with partners such as PEPFAR,
UNAIDS and the WHO for the implementation of Global Fund
grants. Prior to joining the Global Fund, Ms. Sanneh served as
Senior Manager for the American Society for Clinical Pathology
(ASCP), managing quality improvement programs in laboratories
across PEPFAR countries. Preceding ASCP, she worked for
Management Sciences for Health (MSH) to support Principal
Recipients and Country Coordinating Mechanisms in managing
their Global Fund activities at the country level. Her interests
include HIV quality improvement, health financing, maternal and
child health and health system strengthening. Aji-Mallen holds a
joint master’s degree in Health Policy, Planning & Financing from
the London School of Hygiene and Tropical Medicine (LSHTM)
and the London School of Economics and Political Science (LSE).

Andrea Schaaf is a Strategic Information Specialist at ICAP in
New York, where she supports CQUIN’s portfolio of
“differentiated M&E” activities. In addition to coordinating a
facility-level survey of DSD scale-up in 11 countries, Andrea works
with the CQUIN M&E team to provide technical assistance on
M&E of DSD to ministries of health, and to backstop provincial
DSD review meetings. Andrea joined the CQUIN project
following her graduation from the MPH program at the Mailman
School of Public Health at Columbia University.
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Tanya Shewchuck is a Senior Program Officer for Integrated
Delivery at the Bill and Melinda Gates Foundation. Prior to joining
the foundation, she was one of the Project Directors for
ACTwatch. Before that, Tanya was responsible for Somalia’s
Global Fund Malaria Control Program (2005-2009) through
UNICEF, and managed the transition to artemisinin-based
combination therapy and rapid diagnostic testing services amongst
by collaborating with a variety of governments, research bodies and
non-governmental organizations. From 1997 to 2003, she worked
for MSF in various capacities including as country director in
emergency and post-conflict settings such as DRC and South
Sudan. Over the course of her career, she has also provided
consultant support to projects and organizations mainly in Hast
Africa including Oxfam and VSF. She holds a joint MSc from the
London School of Economics and the London School of Hygiene
and Tropical Medicine.

Siphiwe Mabaka Shongwe is a CQUIN Clinical Advisor based at
ICAP Eswatini. She has a Master’s degree in international public
health from the University of New South Wales, Australia and a
nursing degree and midwifery certificate from the University of
Swaziland. She has worked in different non-governmental
organizations and also for the Ministry of Health, providing clinical
services including HIV  prevention and treatment and
comprehensive sexuality education, as well as working in public
health research. From 2009 — 2012, she worked for the MOH at
the Mbabane public health unit as a nurse and midwife, then joined
the World Bank as a project officer for the Maternal, Neonatal and
Child Health project. She joined World Vision Eswatini as a
TB/HIV project cootdinator in 2015 before joining ICAP Eswatini

as a research advisor.

Chimuka Sianyinda is currently working at the Zambia Ministry
of Health as a Strategic Information Officer. He holds a Bachelor
of Arts in Demography and Economics and a Master of Arts in
Demography both obtained from the University of Zambia. He has
received several professional certificates in topics such as
monitoring and evaluation, quality improvement, quality assurance,
and spectrum estimates. He has been involved in HIV programs
ranging from HIV case-based surveillance to self-testing.
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Izukanji Sikazwe is the Chief Executive Officer at the Centre for
Infectious Disease Research in Zambia (CIDRZ). Dr. Sikazwe
earned her medical degree from the University of Zambia, School
of Medicine in 2002. She completed Internal Medicine specialty
training at the Good Samaritan Hospital in Baltimore, Maryland
and Infectious Disease specialty training at the University of
Maryland. She has a Master’s degree in Public Health from
Michigan State University. Dr. Sikazwe has worked for several
years providing direct clinical patient care to people living with HIV
and other infectious diseases in both urban and rural communities
in Zambia. She continues to practice clinical medicine at the Adult
Infectious Disease Centre of Excellence at University Teaching
Hospital. She served as the technical advisor to the Zambian
Ministry of Health National ART program from 2010 - 2012. In
addition to her executive management role as the CEO of CIDRZ,
Dr. Sikazwe is the Principal Investigator of a PEPFAR/CDC-
funded HIV Care & Treatment cooperative agreement focused on
transitioning HIV programs to the Ministry of Health. Dr. Sikazwe
has special research interests in HIV and seizure disorders as well
as implementation research focused on improving access and
outcomes of patients in ART care and treatment programs.

Khulekani Similane has 10 years of experience overseeing
Monitoring and Evaluation (M&E) aspects of HIV/AIDS
prevention and treatment programs in eSwatini. He joined URC-
CHS in September 2018 where he holds the position of M&E
Advisor. Previously, he worked as the Associate M&E Advisor for
Elizabeth Glazer Pediatric AIDS Foundation (EGPAF) in
eSwatini, Mr. Simelane leads reporting efforts, supports data quality
and validation initiatives, and supervises Regional M&E
Improvement Officers and Health Information Management
Associates in carrying out clinic-level data collection activities. Prior
to working for EGPAF, Mr. Simelane worked on PEPFAR
projects under The Diocese of Manzini/Roman Catholic Church
as well as Save the Children Swaziland. Under the Roman Catholic
Church, he supported HIV data collection activities as an M&E
Officer. Prior to this, Mr. Simelane worked as an M&E Assistant
for Save the Children in eSwatini, where he supported the M&E
team to design, direct, implement, and evaluate PEPFAR initiatives
across the nation, ensuring regular communication across field
offices and staff levels.
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Maureen Simwenda is the Director of Clinical Services on the
USAID funded Supporting an AIDS Free Era (SAFE) project being
implemented by John Snow Inc (JSI) in Zambia. She graduated
with a Bachelor’s Degree in Medicine and General Surgery from
the University of Zambia in 2006. She also specialized and
graduated with a Master’s Degree in Pediatrics and Child Health
from the same university. Prior to joining JSI, she worked for the
Ministry of Health as a medical officer and pediatrician and was
involved in clinical research. She also worked for the Elizabeth
Glaser Pediatric AIDS Foundation, where she served in different
positions including Research Advisor, Clinical Advisor and
Country Program Manager. Maureen is currently a member of the
DSD task force, a subcommittee of the National HIV Technical
Working Group.

Hiwot Solomon is a Director at the Disease Prevention and
Control Directorate of the Federal Ministry of Health in Ethiopia.

Alain Somian is a lawyer by training and has been involved in the
fight against HIV and AIDS since 2006. He is one of the first
community actors to form an HIV alliance and to contribute to the
national response in Cote d'Ivoire. He has been a representative of
QAYN in Céte d'Tvoire for the mapping of social justice advocacy
actors in West Africa and Cameroon, and a member of the National
Committee on Research Ethics in Cote d'Ivoire. At present, he is
the Executive Director of the Ivorian Network of Organizations of
People Living with HIV and coordinator of the Project RIP +
Alliance CI NMF2 Global Fund.

Cleopatra Sokhela is Head of Strategic Information, University of
Witwatersrand: Wits Reproductive Health and HIV Institute (Wits
RHI). Cleopatra has 16 years of combined experience in the health
care sector and HIV/TB programmes, setving in various capacities
within government, the private sector and NGOs in South Africa.
Cleo leads the Strategic Information, Decanting and
Pharmaceutical team under the Wits RHI Health Systems
Strengthening (HSS) project, funded by USAID PEPFAR with the
aim to improve HIV/TB outcomes in South Africa. Cleo has
contributed to streamlining of the HSS project’s primary
interventions which include the provision of technical and direct
service support as well as capacity building to the Department of
Health (DOH) at province, district and facility level. Recently, Cleo
has been part of the CQUIN P@HR community of practice team
that developed the CQUIN P@HR CoP Tool, and suppotts the
National Department of Health Care and Treatment programme.
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Martin Ssuuna is a Ugandan Public Health Specialist with over
eight years’ progressive experience in supporting health system
strengthening efforts towards HIV/AIDS epidemic control. He is
involved in design, implementation and monitoring of large-scale
HIV/AIDS care programs in rural and urban settings in Uganda.
He is the current Regional Manager for the PEPFAR/CDC-funded
Kampala HIV project at the Infectious Diseases Institute,
Makerere University. He’s charged with leading day-to-day project
implementation efforts in line with standard guidelines, policies and
scientific  evidence; supporting efficient and data-driven
programming of comprehensive HIV/AIDS setvices through
District, health facility and community efforts; guiding capacity
building initiatives (including operational research) and
development of service delivery models that address improvements
in the overall HIV/AIDS care continuum. He is involved in several
outreach programs directly supporting over 200,000 HIV/AIDS
patients spread across 17 Ugandan districts including Kampala

City.

Maureen Syowai is a HIV Care and Treatment Advisor at ICAP
Kenya, where she supports the OPTIMIZE project, a consortium
using innovation and partnership to accelerate the introduction of
better, less expensive antiretroviral treatment (ART) regimens for
HIV patients in low- and middle-income countries. Dr. Syowai is a
physician and public health specialist. In her previous role at ICAP,
she worked to support the Kenyan Ministry of Health National
AIDS Control Program to design, implement, and monitor DSD
for HIV in Kenya. Within CQUIN, Dr. Syowai supports south-to-
south learning and knowledge exchange focused on the
implementation of differentiated care programs.

Anani Tesfaye is a member of the National Network of Positive
Women in Ethiopia.

Peris Urasa works for Tanzania’s Ministry of Health, Community
Development, Gender, Elderly and Children. She is a public health
professional and a Programme Officer for HIV Testing Services at
the National AIDS Control Programme (NACP). She provides
leadership and oversight of the HIV Testing Services programme
for diverse population groups. She has led and provided guidance
for introducing new initiatives in HIV Testing Services
programming that included provider-initiated testing and
counselling (PITC) and Community HIV Testing services, and is
now introducing Non- Health HTS providers to support HTS,
Index testing, and Partner notification services. She also
coordinates HIV Self Testing Implementation Science in the
country and its TWG.
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Marilena Urso is the HIV Treatment Teal Lead at CDC
Mozambique.

Greet Vandebriel is a medical doctor specialized in tropical
medicine and public health with advanced training in TB and
TB/HIV management and quality improvement. She has 20 years
of experience providing clinical health care in Africa, serving for
five years as a medical officer at the General Reference Hospital in
Walungu in the Democratic Republic of the Congo, for five years
as a resident technical advisor to the Ministry of Health in Rwanda
responsible for integration of TB and HIV programs and services,
supported by both ICAP at Columbia University and the Damien
Foundation. For 5 years she served as the Technical Director for
ICAP in Rwanda and since 2014 has worked as the Technical
Program Director for ICAP in Cote d’Ivoire.

Sambu Vereyh is a Strategic Information Specialist for the Ministry
of Health in Tanzania.

Jeffery Walimbwa is the Program Manager at ISHTAR MSM
Kenya. Mr. Walimbwa has been working at ISHTAR-MSM, a
community-based organization that advances the sexual health
rights of men who have sex with men. ISHTAR MSM aims to
reduce stigma and discrimination for MSM by advocating for their
rights to access health care, including STI/HIV and AIDS-related
care and treatment. ISHTAR-MSM is a member group of The Gay
& Lesbian Coalition of Kenya (GALCK). As Program Manager,
Mr. Walimbwa has taken part in various activities on advocacy,
policy and strategy formulation, and analysis. He is experienced in
evidence-based HIV and sexual health programming and has sat on
a variety of technical working groups at the national level. He has a
keen interest in community research and is a Co-Chair of the G10
a research agency at the Gay and Lesbian Coalition of Kenya.

Rebecca Wangusi is a Medical Doctor working at UMD in Kenya.
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Bilaal Wilson is an HIV Support, Care, and Treatment Senior
Program Officer in Malawi's Ministry of Health. He is part of the
team that formulates; implements, and monitors HIV/AIDS policy
in Malawi. Dr. Wilson is also part of the team that provides support
and clinical guidance on HIV/AIDS related issues and has
previously worked as a general practitioner in Malawi's main central
hospitals (QECH, KCH).

Anteneh Worku is currently the Senior HIV Treatment Advisor
within the HIV Team at USAID Malawi. Before joining USAID
Malawi, Dr. Worku worked in various capacities at the Botswana
Ministry of Health, USAID Ethiopia, and the University of
Gondar. He is a Medical Doctor and has an MSc in Information
Science.

Isaac Zulu is a Medical Epidemiologist on the Adult HIV
Treatment Team, HIV Care and Treatment Branch (HCTB) of the
Division of Global HIV/AIDS and Tuberculosis at the U.S.
Centers for Disease Control and Prevention (CDC) in Atlanta,
Geotgia. He joined the Division of Global HIV/AIDS in 2012 and
co-leads the Service Delivery Unit of the HCTB. Dr. Zulu is also a
member of the Epidemic Control Leadership Team under the
Oftice of the Global AIDS Coordinator. Before moving to CDC-
Atlanta, Dr. Zulu was the Branch Chief of the Prevention, Care and
Treatment Branch at CDC Zambia. Dr. Zulu trained as a medical
doctor graduating with a Bachelor of Medicine and Surgery
(MBChB) degree from the University of Zambia in 1989, has
specialty training in internal medicine with a Master of Medicine in
Internal Medicine (MMed) degree from the University of Zambia,
and a Doctor of Medicine (MD) degree in Gastroenterology from
Queen Mary College, University of London, United Kingdom
(2008). He obtained a Masters’ degree in Public Health (M.P.H.) at
the University of Alabama, at Birmingham, USA, in 2002. Dr. Zulu
served as Clinical Chair (2004-2006) and Consultant (Attending)
Physician (1999-2000) in the Department of Internal Medicine,
University Teaching Hospital (UTH), Lusaka, Zambia. He is an
internationally recognized public health leader, clinician and
researcher who has co-authored more than 50 articles in peer
reviewed scientific journals. Dr. Zulu is also a member of the
CQUIN Adpvisory Group.
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Paul M. Zulu is an infectious and tropical diseases physician at the
University Teaching Hospital in Lusaka, Zambia. As an Infectious
and tropical diseases physician his duties involve follow up of
patients with infectious diseases including HIV, Malaria, other
neglected tropical diseases. He actively serves on various infectious
diseases programs including the running of the HIV third-line
antiretroviral clinic at University Teaching Hospital. He participates
in the national epidemic preparedness committees and is currently
doing research on the treatment outcomes of multi-class ART-
experienced HIV patients on third-line ART. He is a member of
the national task force for the implementation and scale-up of
differentiated service delivery models of HIV to improve patient
treatment outcomes in Zambia.

Khozya D. Zyambo is a paediatrician, researcher and manager of
primary health care services in Zambia’s Lusaka district, composed
of 52 health facilities. He is involved in overall supervision and
coordination of the HIV program and the different partners
implementing DSD models within the district. He is currently
working as a research physician on the SHINE multicentre trial
"short course therapy for minimal TB in children" and is a GBV
and adolescent health care advocate involved in policy formulation,

care, and capacity building.
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Measuring Uptake of ART Scholar Model in 3 Provinces in Zambia.
An Analysis of Differentiated Service Delivery
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BACKGROUND/INTRODUCTION RESULTS, continued

* In Zambia, the aggressive scale up of ART to achigve the 30-90-20
global targets has resulted in owver 800,000 adults and children
accessing HIV care and treatment services™, Unfortunately, in the
expansion of ART programs, adolescents and children remain an
underserved priority population™ resulting in significantly higher
rates af lass to follow-up from HIV care and treatment oom pared to
adults, which contributes to their comparatively poorer health
outcomes®

*  The Ministry of Health is promoting implementation of
Differentiated Services Delivery in this population to better mest
their needs and for better engagement by removing age-related
barriers to care, developing new HIV testing modalities and
improving management of transition from pediatric to adult care!®!

+ Retaining young people in care reguires strategies that target
warying needs among adolescents and children while abiding by
national HIV guidelines and health systems goals.

*  The Scholar model i3 a facility-based model that operates within the
ART clinic after regular clinic hours between 4-6PM during the week
and Saturday and Sunday mornings when most scholars are out of
regular schoal.

* This rmodel offers its services in conducive environments free of
adult patients, allowing providers to dedicate their time to this
population. Clinicians are available to conduct symplom screening,
patient assesiments and provide on-going treatment plans induding
miedication pick-up based on the scholars” needs and schedule. The
miodel i designed to improve patient adherence and outcomes

* DBIECTIVE: To describe uptake of the Scholar model in Zambia using
an implementation cascade for individuals offered.

Setting: From April 2018, we began implementing the Scholar model in
mediurn and high ART patient load [>1500] facilities in Lusaka, Eastern and
Southern Provinoes.

= Population: All school going children and adolescents (6-19 years) who's
schoal schedules interfere with adherance to clinic appaintmants.

- Dih.f.lndlptsz We recorded number of persons that were: {a) Oftered
the madel |b) enrtolled inte the model {c) Attended first pick up. We

characterized uptake by documenting uptake to the model by age group [B-

14years and 15-19 years) and sex [male and femala)

RESULTS

* From April o September 201E 19 facilities had began model
implernentation in Lusaka (11}, Eastern (5} and Southern (3] Provinces.

Figure 1. Overrall Uptake by Provinoe
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Figure 2. Uptake by Province and Age Range

1500 100
S
oo %9
e
1500 %9
[T Lo
1000 _— s
1% e
=00 S

1 -
% 1%

= - = H_ =
=1 (2T 1518 [ar] 18 Ear]
e Fursm Loy Lunsicn Surhem  Searham
mifersd giemlsd s Uponis %
Figure 3. Uptake by Prowince and Gender
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DISCUSSI0ON

= Among the 5097 offered the model, 1624 [32% | enrolled by Sept 201E.

* Enrollments are ongoing, with Lusaka Province in the lead (1225, 75%)

= Enrollments were highest among girls [ranging 52-609%)

* Arceptance varied by age group (range 25-93%), with highest aceptance
among 6-14 years olds

* Uptake was similar in Eastern and Lusaks Provinces (range 29-36%)

= Scholar uptake was lowest in Southern Province, as implementation only
began in July 2018.

= Scholar model has demonstrated gradual but heterogeneous uptake
across health Facilities in Zambia.

= Further operations research is required to investigate age-specific
challenges with patient acceptance of the Scholar model to enhance the
public health benefits of this model at scale

MEXT STEPSI/WAY FORWARD
= Scale Up of enrolments within implementing facilities and expand

coverage of the model by rolling to other facilities.
= Strengthen MEE systems o meaiure the impact of model at scale.
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BACKGROUND/NTRODUGTION

The Kampala Caphal Clty Authonty (KCCA) 15 Me goveming Dody of the Capital City
and agminlsters Kampala on b=half of the Uganda cenfral government. KCCA s
I'ESPDI'IBIUE for P“]'IHEII'I of soclal services o all L‘ﬂ}' dwellers. The Infeciious
Diseases Institute (ID1) Is the lead PEPFAR/COC-unded Impementng parner
rezponsibie for sirengthening health systems for provision of comprehenshe
HIVAIDS care In Kampala. Ower § years, both KCCA and IDI have successhully led
effonts towards the scale wp of qualty HIVIAIDS services within publlc HFs. This
coupled with the steady supply of antiretrowiral medicines has led to @ significant
Incraase In the number of HIV+ patlmts Sl.l"ﬂ‘ﬂﬂg and SEENHQ chronle care. This
SUNge siraing the already Imited resources (Infrastruciurs and HR) resuking In high
patiant-provider ratios, congestion, and long cinlc walting tme. These affect client
reiention and adherence to treatment. The stable PLHIV do not need frequsnt review;
50 the convenlence whh which they access ART needs 1o be confinuously improved
to guarantee favourable treatment outcomes. The |D-KCCA community phamacy
ART refll program Involves the use of selected private phamacies to comveniently
provide low frequency high quallty HIV sendices (Including ART refil for qualtying
stable cllents under IDKCCA care. The parner pharmacies are; typically located
along easy access routes, have operational licenswre by the national drug regulatory
bodies, are spacious to accommodats patient traMe, and securs enough to guard
against burglary. Formal parmnershigs are guided Dy MoUs witn cear roks andg
responsibiities and the mode! ks regulany supervised by MoH and KCCA.

Each patients medicines Is sourced from thelr resgective primary KCCA health
faclity and dellvered to the community pharmacy by IDI loglstics t2ams. A total of four
high volume HFs (=55300 aclive PLHIV) are linked to & phammacies that are
conveniently located within the City. Each phamacy ogens dally untl lats In the
2W2niNgs and over the week2nds and pubilic NONIEYS.

AL thelr respecive communly pharmacy, each cllent Is attended fo by an DI
supposted nurse dspenser who:

- Reflis free bimoninly dos2s of antiretroviral medicings for all clients

- Provides routine Neaith education messages and sensitization

- Elcits madical complalnts, sereens for danger signe and manages minor aiments
- Appropriately refers clients for specialised canz and managemeant In HFs

- Tracks client appointments and follows up with those wiho miss scheduled vishs

- Manages all program-retatad data {Including Inventory) and reporting actiities.

Individizals vish thelr parent clinic every & months for cllnical review and routine labs

Visit 1 Reviawed inclusion criteris, doctor visit, counsaliar '.l'si‘t{r:ﬁurul'ns refill
program and unh:r:nc:]. received refusoie PfHI:FI-J'tI-Un |:2 minnths 5l.|p:|r,-|

Wisit2 Community Pharmacy refill visit [2 months supply]

Wisit 3 Community Pharmacy refill visit [2 months supply]

Visit 4 Doctor visit, Iab frwuﬁsa.ﬁnn. received refilable pr\es:rf:ltium:l months
sunpy)

Visit5 Community Pharm refill wisit [2 months suopdy)

VisitE Community Pharmacy refill visit (2 months supphy)

RESULTS

Orwer a period of 21 months, 3 total of 620 (25538 males) PLHIV hawve been ennolled
ontp this ART refill model. 95.4 % of all scheduled clents have swccessfully been
abie to reflll thelr meadicings, and 12-month retention In care for cllents on this moded
Is 95%. Over 9% of clents on this modal are 50l virally suppressed.
FIQURE 1: IDI COMMUNITY PHARMACY ART REFILL PROGRAN
CUMULATIVE MONTHLY ENROLMENTS
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The IDI-KCCA Community Pharmacy ART Refill Program
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RESULTS, continued

M
Iﬂ?’ 1136 B 1?' 251 1119
220 338 3 29 217 909
446 733 2 7 444 Ta6
=40 1044 T 17 533 1027
558 1087 7 15 551 1072
507 1264 10 25 497 1239
2558 262 35 10 2523 8152
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The Community Fhamacy program has addiionally addressed saveral I5sues;

- The case Ioad per Health care worker per day has been reduced.

The level of patlent congestion within the KCCA health faciiiies has reguced
Average patient walting time has decreased from =3hrs o less than 1.5 hrs
Has allowed for clients with confliciing work-clinic schedules to access chronlc
care. Such Include; securty personnel, bankers, shop atiendants ete

Improved adherence to cinic appointments among the PLHIV attending facliity-
based cara

FRIURE 4: PROFOATION OF CLIENTS ACTIVE ON ART

ERRGLLED G THE AR REFILL PROGRAM FIGURE 52 REASCHG FOR DROFAND
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DISCGUSSION

This model of ART delivery demonstrates the enomous potential that exlsts In
leveraging the private sector through public partnerships to accelerate efforts towards
HIV epidemic coninol. Urban HIV care within resource-iimited settings can stll ba
optimized through contimuous Innowatlons and non-conmventional mult-sectoral
engagements. Approval and suppor for simpifed HIV care Is @ universal desirs
among policy makers, program managers, HCW, leaders, patlents and their tamilles.
The rapld Increase In number of stable PLHIV enmlied onto this model over 21
monts InMcates Nigh accaptatiity levels and Nexiblity among Densfclanes towards
newer care approdches. Proporionately, e statie men have signiy highes
preferenca (29%) for the ID-KCCA communily phamacy ART reflll program. This
mP"BE that conlinuows modification of Eﬂﬁﬂﬂg sanvice M"’I‘El}' models can aliow for
customization to meet the I.II'IK]I.IE HIV care needs of dificult urban EII.‘I-PWleI'IE.
DI.IE"!' of cane can be rﬂFll'I:NEﬂ. and adherence to standard treatment gUHE"ﬂEB
maintained through community-tased service delivery models. Beneficlanies on the
ID-KCCA communily phamacy ART refll program have exhiblted favorable
treatment cutcomas Including sustained wviral suppression (=95%), 12-month cohort
ratention ratas of =38%, and apoolniment adharenca levels of 99% and above. With
the right measures In place, qualty HIV care can stil be made readly accessible to
stable patient groups through diferentiated urban community models led by
sUpenvised low cadre health cars providers.

NEXT STEPS/WAY FORWARD

Work with all key stakeholders to broagen the sarvice package within the 1D
KCCA community pharmacy program fo Include congom distribution, Family
planning commodities, chronkc MCD care and medication, IMH proghylasis, HIVST
Klis, PREP services, and emergency PEFR.

Integraie mHealth iechnologles to faclliale real-ime transmission of data betwesn
faciity, community pharmacy, and the clients to Infarm tmely patiant management.
Usa this sxperence to develop hybrid communiy care models to attend to the
unkque nesds of Wiban key pogulations for HIV prevention, care and treatment.
Continue to engage with key stakenolders i0 address existing HR, policy, and
reguiatory obstackes that have slowed e scale wp efors of such nom-

canveniional care models

KCCA

[Tt =

PEPFAR
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s Uptake of HIV services among Men who have sex with

\\ Men (MSM) at Ishtar MSM. Nairobi County -

Authors: Jefiray Wallmbwa; ISHTAR- Kenya. Emall: jwalimbwa@ishtarmsm. org
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RESULTS, continued

BACKGROUNDJ/INTRODUCTION

ISHTAR MSM weliness Cenfre Is a communily uran ciinic with aiverse sarvices
such as free, confidential, non-jusgmental routine HIV testing and counseliing, STI

screening and treatment, health education, condom and judricants distribution and 2061 2036
psychosocial support for Men who have Sex with Men in Nairodl County. The centre

provides 3 clinical consultation and senvices at the community level that forms a

building biock for differentiated care model for key populations. UE] (3%) UE] (4%) E] (1.5%) LUE] (0.7%)

Jan-March ri-june  July-Sep 2017 Oct-Dec 2017
Objective: To scemonstrate upiake of HIV testing services among MSM In Nalrodi 2017 Mzow L2

HTS services

mNumbder Tested m Number Tested postive

METHOD3

lshtar has 3 robust peer education model that creates demand for heaith ST1 Screening & Treatment
services, conduct information education for thelr peers, and distribute communication 2832 2829 2913 2915
materials and commodiies at both community and weliness level. Moonlight
outreaches were conducted by the cinic at igentified hoispots within Nairobl County. A
ALUE]3.1%) ALUE]3.4%) ALUEN2.2%) UE]2.9%)

comprehensive package of care that Included HIV testing services, provision of e S

o Quarter { Jan- Quaner 2Apr+-  Quarter 3 July-  Quarter 4 Oct-
condoms and iubes, and STI screening and ireatment was provided where Inkage 2017 onda=ler = Sep 2017 TR

and enroiment for HIV positives was done. Senvices were documentad In standard
MOH tools and where referals gone 3 follow-up Internal tools were used. A review of
records of MSM accessing HIV tesling services at the ISHTAR weiliness centre 3

Condom and lubricants uptake
between January and December 2017 was done. 180758

135865
107382 125631

Quarer 1 Jan- Quaner 2Apri- Quarter 3 July-  Quarter 4 Oct-
Mar 2017 June 2017 Sep 2017 Dec 2017

mCondoms mLubricanis

B Number screened for STI B Number Screenad Positive for STI

Positivity among MSM still remains a chafienge In HIV pravention. A robust
peer model, clinical service provision at the community, Is critical to
Increase accass to HIV and SRH senvices 10 the key popuiations In public
heaith facikties.

RES

In quarter 1 Jan-March 2017, 2061 MSM wers reached with HTS services where
£1{3%) tested positive; In quarter 2 Apdil-June 2017, 2087 MSM were reached with
HTS services where 33(4%) tesied positive; In quarter 3 July-Sep 2017, 2586 MSM
were reached with HTS services whers 385(1.5%) tested positive; and in quarter 4
(Oct-Dec) 2017, 2036 MSM were reached with HTS services where 14{0.7%) tested
positive.

Mabiis uze 0 a0 curaach

' UHAI Kenya
% Red Cross

Noverebes 2048
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The implementation of iIACT clubs
in South Africa

Improving patient Antiretroviral Treatment (ART) outcomes through the implementation of IACT clubs in an Inner

Cify healthcare facility, Johannesburg, South Afnca

Aufhors: Magvilg Naome Mberd' | Cleopgiig Sokhelg”, Mefanie Bisnauth’, Gomelfius Natfey®, Glora Maimela’, Lee Failie!, Sthembile Gombarume?

1. Witz Beproductive Health arad HIV Instituse [Wits RHI), University of the Witwatersrand, Jehannesburg
2. Heslth Economics and Epidemislogy Research Office [HEZRD), University of the Witwatersrnd, Johanresburg

3.U.5 Agenoy for Intematiorsl Develooment [USAID)

Background

Results Cont.

ART adherence and retention in care are faciors associated with viral
load suppression (WLS) and are essendial for sustainable HIV epidemic
cantrol, however, they remain a challenge globally -4 Confidence and
selfefiicacy have been found fo be associated with greater medication
adherence.1 The Integrated Access to Care and Treatment (LACT)
program is 8 curmculurm- based support group  strategy which aims fo
empower newly diagnosed HIV infected indhiduals to effectively self-
manage and actively engage with HIV healthcare services for betier
health cutcomes.® This study aims to assess the effects of introducing
IACT clubs on ART patient oulcomes.

Method

Patients who fested HIV-positive and consented to join iIBCT clubs were
taken through iACT cumiculum in the first six months of taking ART, and
managed as a club cohort for another six months (Fig.1). Pafients that
did not enrcl indo WWCT were managed according to standard dlinic
praciices. Programmatic Tiernet pafient visit data, was exported to Excel
and Stats and analysed. Odds ratios were calculated for variows pafient
outcomes, and variables that were significanily associated with various
patient outcomes were included in a multivariate logisiic regression
model.

A total of 4588 preliminary pafients’ data was included in the analysis.
The study populafion consisted of 68.2% females (2085/4569), with
27.7% (1248/4560) of the study population enrolled in iACT dubs.
Regression results showed that the odds of being transferred out were
higher in non iACT patients (OR: 2.64, p=0.040) while the odds of
being “in care and on treatment” (OF: 0.24, p=0.000} and having VLS
(OR: 0.55, p=0.001) were significantly higher in pafients that were
enrolled in IACT groups

Conclusion

Preliminary data suggest that iACT program implementation results in
improved retenfion and viral load ouicomes in patients that ennod into
the program. More robust siudies are recommended to further
strengthen this evidence. More patients enrolled in iACT clubs were
retained in care and on treatment than non iACT patients.

Mewly Diagnosed HIV
positive patients

ay baseline

Minor ailments
Vitamina +/- CPT

Patlents Diagnosed prior
to 1 Septamber 2016
Ruefarral:
= Self
= PHC Clinician
= Tracer

Figure 1; BCT Process Flow, HOHG.
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Implementing and secaling-up Differentiated Service Delivery requires Multi-sectoral Coordination Approach

BAGCKGROUND/INTRODUGTION

The Kingdom aof Eswatinl Is one of the few countries which has developed spechic
Guidelings and Standards Operating Procedures (SOPs) for Diferentlated Senvice
Delivary (DSD). Baslde the fact that tese specific documents ars In place and used
In health faciitiss, 1t has been coserved Mrough a baseline assessment conducied In
Decemoer 2017 that clients are not actvely enmolled Into DSD, and a number of
facliities prefemed Impiementing oniy one DSD modal, Imitng o constraining cients
to @ particular DS mogel. Scaling up DSD reguires rigonows planning and Innovative
SONNONG 10 enswre Nigh coverage and provision of nigh-quallty s=mvices Tor people
Iving with HIV [PLHIV). In October 2017, The Ministry of Health [MOH) recrulted a
focal person to coordinate the Implementation and scale-up of DSD In Eswatinl
through a National DSD Sub-Technlcal Working Growp drawn from the existing
National Care and Treatment Technical Working Group [TWG), the team meets
quarterly or 35 per reguest [rafer io Figwe 3). The DSD Sub-TWG had Hs first

involving Collaboration Ameng Various Stakeholders including the
Ministry of Health, Civil Society, and Implementing Partners

Here N Kambaie’, Nomihanoazo Lukheie’, Nobanie Mthethwa’, 2ingy Matse’, Nomplo Gwebu”, Thembie Diaminl’, Lydia Mpange?,
Bridget Mugisa?, Vichora Masuky?, Zororayl Madavimshe?, Lormaine Pasipamine?, lan KasayoS, Gavin Khumalko®, Allle Hughey®
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RESULTS, continuad

- DSD Indicators are routinely reporied at reglonal and national data review meetings
- DSD modues have been Included In Pre-service and In-service ralning curriculum
- DED gualky standards have been finalized and a pliot assessmants have been
conducied In s2lectad faciltes before rodl-put
The Eswatinl ART Progmamme has also Infllaied Cualty Improvement inftiatives
consisting of In-country Leaming Exchange fo shies with high patients coverage of
DSD with good owicomes. This Inklative Is targeting slites with low coverage of DSO,
and mentors from Impiementing Partners. The first leaming exchange visit was
conducted for FHI 360 mentors: Interasied to learn how to conduct Outreach for KPs,
and the second leaming exchange fargeted Doclors, Murses, Pharmacists, and
Mentars from two ICAP supponed sites interested to leam about Integration of NCDs
management Imto DSD. Detalls of the visiis are provided In Table 1.
Tabia 1: In-country Learning Exchange site visit

me2ing In Nowember 2017, and was 1asked [0 conduct a Daseine assessment o [Gale  [viciBngisam |Hoci 3l [Fof T —
gulde the design and Implementation of & Mational D50 scale-up plan. The feam Participants |Goa
Incuded regresentatives from the following depanments: Eswatinl Mational AIDS  [TSmeeis [becmr Nose—|eimres 2 e et
PIOgramme (SMAR), Phamacy, Laboratary, PLHIV represeniatives, and Parmers. ana HTE ot weonouct [ mtomea
The figure below shows the proportion of DSD Sub-TWE Mmembers accorang o el e x:::" e e
ngiutions kP Unit Cutrescn

= . . maodel

u Figure 1: D50 Sul-TWG Z50/Z018 |Doctors, Hurses [Wnizngana |13 o ieam how | To deveiop Taciiy

= MOH-GRAR and (o} T=al to integrate specific 80Ps o

» o Pharmacists (Cemire MNCDs and guide the Integration

p— [trom, RFM & DeD of NCDs

, B Eotaratacy Mankayane management In ED

" Bimziamarting Parnam Hospitals, snd modeis

‘ l = SWANMEFHA, (PLITY Ratwces |CAP meniors

: 1 1 1
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METHODS
Cross sectional review of exisiing DSD Sub-TWG mesting reports, and basaling
assessment and folow-up programme data as of September 2013

REBULTS

Through the work of the DSD Sub-TWG the Eswalinl ART Programme has achleved
the following:

Davalpped a national seale up plan with targets to be achleved by March 2019,
Including the Raoll-cut of four DSD models cuding speciic models for Key
populations, CVC and AGYM.

Developed Indicators to be used for routinely monitorng DSD coverage and
patlents ouicomes twice a year.

PLHIV natwork (Swannepha) have been Included In DSD Sub-TWG and are
actively engaged at all Implementation phases Inciuding, policy development,
design of models, design of IEC materials and training cwmiculum, community
mablization and dissemination, I'I1CII1|1IH1I'tg and evaluathon.

All key Implemanting partners (IPg) are actvaly involved In the Sub-TWG.

Paper based DSD regisiens Nave been panted ang disimouted to al Implementing
Faclitles and the Electronie System [CMIS) have besn upgraded fo include DSD
models.

Figure X In-couniry Leaming
Exchange site visit participants

¥
:
.
:
I . : ;
; — —

impiementation and scale-up of DSD models showd be coordinated by a mult-
sectoral t2am, Me leadersnip role of he Minksiry of Heaith s K2y In the process, out
the Involvemeni and engagement of Implementing partners and PLHIV networks
should 3z ba conslderad a5 a priodty .

NEXT STEPSIWAY FORWARD
Eswatinl through the DSD working grown has plannad to conduct a elients and HCWs
satlsfacion EUTVEY, this wil Incude assessment of DSD cost ve malnstraam care.
Scdle wp In-country DSD Leaming Exchange she vish aciviies targeting low
perfarming sies.
Senslize Reglonal Health Managemant Teams and the fowr key reglonal parmers on
Ds0
Expand Q1 for DST project to all Hosphals and Health Centres, and two High volums
Cinles

Figure 3: DSD Core Team Milsatone Chart
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BACKGROUND
The national Implementation of DED In Cabe d'lvoire bagan In Aprll 2017 following the

compistion of national guidancs on diferentlated senvice dellvery (DSD) by le
Programme Mational g2 13 Lutie Confre k2 Sida [PMLS). The national guidalines
pumantly recommand e Implementation of faclity based models, datalied b2iow, for
stable patients. The PMLS 15 supporing the Implementation and scale-up of DSD
through a phased Implementation approach that |s moniiored thiough training and
continuows medical education at the regional, distict, and fachlily levels. To maximize
the Impact of natisnal Implemantation, the PNLS has enabled recipients of care io
actively engaged In the development of DS0 guidelines, a5 wel as In DSD demand
greation, through participation In national and sub-national DD mestings.

Al e mmmunlty lewel, n!cplents of care hawe been Instrumental in mdmﬁng
patiant education Inftiatives, Including sensiization on the avallabiity of DSD models.
At tha facity level, patient education on avallabiity of DSD models ks routinaly
onductad folowing a positive HIV tast or during routine elinic follow-up vish. The
PNLS has developed and ntegrated DSD related imformation Into the national HIV
monitoring and evaluation paper-based system parficulany In the clinical check-lst,
monthly patient follw-up toal, DSD ragister as well 3s In the supervision shest. Cote
ivoire has 20 regions encompassing 36 dstricts which through sunport from PHLS
and seven Implementng parners have successfully began the natonwide
|I'I"||HEI‘I1EI11311IH"I and ac-de—m of DSD. Mon-standard HPFI'D“'IBE are undertaken io
asEess patlent and provider satisfaction at the facliny level.

The DSD models fEcomMEnded by PNLS for Implementaton Include Me faciity-
based Indvidual mode, Dlspensation Acelsrée ARV (Fast Track ART Reflis). The
featuras of this model Include a reduction In the frequancy of clinical visits to twice
year, with shortensd hospital wating times for ART refll vishis. The other model that
has been adopted are the facllity-based group model, Club Observancs (Faclity
Adherence C|I.‘IS:- whene members attend health care woker-led group I‘I'IEE'UI'Igi at
the health facliity for ARV reflll pickup, sympiom scresning, and psychosocial and
adherznce support. The PHLS Is reviewing the feasibilty of Infroducing community-
based ART groupe In C:ie dTvolre .

AR wi Columbis Limvarsly, L

D30 COVERAGE
Az of end of June 2018, 356 out of 1,7532 [£49% ) haalth faciities In Cote @ivolre were
Implemeniing D50 GErvices.

e

1733
1500
10 Bk [}
) I
]

Figure 1: Facllity Coverags of DSD for ART

ART Failities

D=0 Fasilities"

Faoilibes with = 10% of cligible
patents enralled in CEOM

The Patients ellgibée to be enrplled In a D50 model were 41,071 and of these, 30,518
[74%) had been enrolad In either Me facilty fas! frack or agnerence cludp DSD
models of care.

Hme HeA

0l o

158,008 . ART alients

108 08 . ART alients eligisle for D30
52 oe 41,071

518 Clients enralied in DE0M

Flgure 2: Patlent Coverage of DD for ART

Taking Differentiated Service Delivery to Scale in Céte D’lvoire:
Phased Implementation to Achieve Impact
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The CQUIN DSD Dashboard was used by Cote divolre to monitor the country's
maturing DS0 program. Across 13 domaing, a five-siep color scale was wsed to rank
progress and pesformance—from red, indicating no actvity, to dark green, Indicating
significant and rooust Impiementation.

In 3 systematic, Mousve staging
process  undertaken In Oclober
2013, Code d'volre was found o
maet the standards far the nighes:-
possible ranking, dark green, In 1 of
ihe 13 domains (Figure 3) and light
green In an asditona domann.

‘While C8ie d'lvalre remains In the
early stages of DSD  program
{IE\'E|WH1EI'I1 and scal&up. the
country Nas mage great stoes In
recant montng, as described In Figure 4, which shows the staging of elght key
gomalns In  Movember 2017 and Cctober 2015. In the domains  of
National Guldelines, Diversity of DSD
Services, and S0OPs, M2 county
alvanced two  Stages,  Indicating
advancement from very eany siages of
gevelopment to a3 high lewsl of
acflevement. Addtionaly, In the Scale-
Up Pian and Training domains, the
country made progress by advancing one
stage.

As Cote divolre contues to make
progress, repeated assessments using
the DSD Dashooand will provige valuable
nformation on  achievements reached
and highlight areas where challenges
may requirs targeted attzntion.

LESS0ONS LEARNED

A number of lessons have been KMentfled that PNLS belleves could be of beneft to
other countries Just beginning to scale up DSD or thoss facing simiar challenges.
Cde dlvoire found that the need for 3 structuned approach to DSD Implamentation
could not e overvalued. The counry recently finallzed the national DSD standand
Operatng proceduras (SOP) o SUPROT NEaltn care providers In the Implementation of
DST, a process which was streamiined Mrough 3 structured approach. As part of tis
strategy, upcoming capacty bulding activities for health care providers have been
Henifad as necessary o be sustained fo achleve the goals and objectives of DSD.
The need far @ natonal scale-ug pian 1s 350 0emonsirated oy the country's sUccess.
As of Jume 2013, 49% of the country’s facliities were Implementing the recommended
DED models according to the natlonal 0S50 guldelines. These advances could not
have been possible wihout scalng up the recommended models to asditonal
faclifties and patients.

Finally, while there Nas Deen active community pamicipaton In the development of
policles, guidelines, and Impiementation, ongoing engagement [s necessary. Tnem
are opportunities to expand engagement through Involvement In community ART
serdice delivery, reguiar assessment of the quality of care, and providing feedback at
the national and sud-national levels.

NEXT STEPS/WAY FORWARD

In coming monihs, PHLS Is leading a review on the implementation of DSD through
the engagement of stakeholders by reviewing the recommended DSD modeis and
considenng expansion to other modeis, especialy community based modeis of DSD.
A D3D orentation program In addition to the national fraining of falners Is In
development and other next steps Include the development of @ DSD Implamentation
sirategy and national scale-up plan. Cote divoire wil confinue fo engage In the
CQUIN network, 35 It has a keen Interest In leaming best praclices In the
Implementation of community D50 models and how other countries are undertaking
MAE for D:E0.
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Figure 3. Coie dlvolre DSD Dashboard
staging domains by stage, October 2018

] e

Figure 4: Radar chart of Cite
d'lvolre DSD Dashboard staging,
Mowember 2017 and October 2018
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BACKGROUND

The Kingdom of Eswatinl has made significant progress In the fight against
HIVIAIDS, Increasing the number of pecgle living with HIV (PLHIV) on antiratroviras
therapy |ART) to 174,103 (35%) with 91% viral suppresskn In 2047 (MCH 2017).
The Eswalinl Ministry of Heallh [MOH) through the Eswatinl Mational AIDS
Programme (SMAP) launched differentiated service delivery [DSD) In 2014, via pliot
projects supported by Medecins Sans Fronfierss and ICAP. The MOH then
gevalopad and disseminated the Mational Polley Guldelines for Community-Centared
Models 0T ART Service (COmMART) Dellvery In June 2016. A DSD technical warking
group (TWE) has also been established In Movember 2017, guiding and overse=ing
DSD Implementation In the Kingdom of Eswatinl, developing tools for monfonng and
evaluation (MLE} of DSD, Information education communication (IEC) materials and
DSD pratocols.

The tralning matenals have begun to b2 used o frain health cars workers, Including
expert clients, to dellver high qually DSD services. As se=n In Figurs 1, 73% of
nurses and 53% of Expert Clients {ECs) from ART unks have besn traked io
Impiement DED traatmeant modets.

Ninm Flgurs 1.
D50 training status of
health care workers

by cadrs
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DSD MODELS OFFERED
Eswatinl offers both faclity-based and communfy-based DSD treatment modeis
(DSDM). Faclity-based DS0OM Include Fast Track, Tesn Clubs, Faclity Treatment
Clubs for Aduits, and the Family Centsrad Modsl. Community-oased models
Inzlude Community-Based Art Groups and Owirsach Models. In Eswatinl,
outreach modeis provide both ART Inltiation and ART reflll services outside the facilty
In loeations chosen to best reach and me=t the needs of the specific population
group.

D30 UPTAKE AND COVERAGE
DEDM Is cumrently avallable In all 4 reglons of Eswabinl. The country has 153 ART
faclities eligiole to provide DED and 123 of thess (EQ%) offer DSD. ANl 123 DED HF
{100%) have enrolied at least 10% of DED-ellgibie clents In a DSDM. Some Taclities
offer mare than one DSDM, but faciity wptake of DSD model vanes Dy model type,
with more facliies offering faclity-based models than community-based models
{Figurz 2). The most commonly-implemented moded Is the Facliiy Treatmeni Club,
which s avallable at 97 facliies, followed by Fast Track, ofered at 71 facllities.
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Figure 2. Facliity uptaks by DSM

Out of an estmated 134,006 clients ligikie for DSD In the country, 20,880 {15.5%)
are enrciied In @ DSOM. Figure 3 oescroes client uptake of DSD by mogel type,
llustrating that thers |s more client uptake of facilty-based models than community-
based and far more clients have enroled In Fast Track (11,634 clients) compared to
any other modal ype.

Figura 3. CHent uptake by DSDM
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D3D DASHBODARD

The COQUIN DS0D Dashooand measures DD SDEE—IJP across 13 domains, I.IS|I1g a
five-step color scale to rank progress and performance—from red, Indicating no
aciivity, to dark green, Indicating significant and robust Implemantation. The Cotober
018 staging process showed that Eswatinl nad e highastpossible ranking, dark
green, In elght of the 13 domains (Figure 4), which refiacts the nigh leved to which ihe
country has advanced D30 Implementation.

Whlle Eswatinl has loentifed mres
domains that are still I the eary
stages  of  scale-up  (orange),
progress has Deen made since ihe
last DSD stagihg was completed In
Februzary of 2013. Flgwe 5
describes the staging of eight key
domains at two different time P{I"‘ITS
clght monthe apart. This chart
nighiights the exteni to which
Ezwatinl  has achleved recent
progress In ihe Scale-Up Plan and

Figura 4. Eswatinl DSD Dashboarg
ataging domalna by stags, Octobar 2016

Community Engagement domalns.

Wenile 1t doES appear that thare has besn a
regression In progress for the Tralning and
Impact domains, Nness mECTEpancies ars
atifacts of recent Improvemenis to the
staging process and are not refieciive of
actual  backwards movement by the
Eswatinl DSD program.

Wih ongoing, reguiar asssssmants using
the updated DSD Dashboard staging
procedures, Eswatinl wil b= able o better
maonitar the progress made In scaling up
DSD, highight the achievements made,
and ldentity areas whese remaning
challenges may require targeted sirategies
to reach goals.

[ [ —

Figure 5. Radar chart of Ezwatinl
D50 Dashboard staging. February
and Ociober 2018

OPPORTUNITIES FOR CRO33-BORDER LEARNING

While Eswatinl has made great progress In further refining the operations of Its DSD
program, SMAP recognizes that it stands fo benefit from the experence of other
countries. To that end, three aneas where Eswatinl hopes to l2am from other CQUIN
memoer countres have been (dentfed.

Egwatinl faces challenges In enmiling clients with non-communicable diseasss
{NCDs) on DSD and would be eager to leam and explore best practices from
countries that have Impiemenied S0 models Tor non-stabie clients. On a related
note, DSDH for key populations (KF) ks another area where Eswatinl would llke to l2arn
mare, particulany how challenges related to the Implementation of DSD for KP can be
ovarcame.

Finally, Eswatinl has leamed thal some couniries have Impiemenied drug distnbution
points to alow clients to collect ART refllis outslde of the heakh facilty. This service ks
not cumently offered In Eswatinl and SMAP would be grateful Tor the opportunity to
leam more about this from a country that has Implemented 1.

NEXT STEPS/WAY FORWARD

Following participation In 3 recent COUIN-SUpponed DSD qually Improvement [21)
workshop In Malawl, Eswatinl will plat 3 @1 project In 3 high-volume ART clinles with
ihe aim to Increase the proportion of eligitie ART clients enrviled In 0SD. Other Q-
relaied Iniiatives Inciude plans to conduct an In-country leaming exchange 10 sltes
with high patient coverage of BSD.

In upcoming research Intiatives, a protocol has been drafied o survey patient and
heaith worker satlsfaction with regard fo DSD Impiementation and models oferad.

Howernber 2048
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Taking Differentiated Service Delivery to Scale in Ethiopia:

A Focused Approach Leads to Rapid Expansion
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BAGKGROUND

Ethlopla‘s Faderal Ministry of Health (FMOH) launched national difierentiated service
delivery (DS0) In Octobar 2017 with 3 focus on a single faciilty-sased DSD model for
stadle patients. D50 oversight ts provided by a technical working group (TWS) of the
Mational HIV Prevention, Care and Treaiment team winin FMOH. Representatives
of people Iving with HIV (PLHIV) are members of the DSD TWG and have been
Invoived with policy development, guideling and standard operating protocol (SOF)
HE’-‘HDFII'I’\EHL demand gmemtlﬂn and adhersnce suppnrt at the m:-rnmunrt)' lewel

DSD MODELS AND GOVERAGE

In contrast to countries In which mutiple D50 modeis (DS0M) were launched at the
same fime, FMOH decided to prioftize one model, Appointment Spacing, pliot 1 at
six hospitals, and then take It to scale nationwide. Ethloplas appointment spacing
DSDM ks designed for stable patients, who ane offerad ihe opbion of having twice-
yeany elinical visits, and to receive 3 sl months' supgly of ART at each visit
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D30 DASHBOARD

Ethiopla complebed a CQUIN saif-assassment dashboard exercise In Ociober 2018,
The dashboand Inciudes 13 domains, and a five-step color scale |5 used o rank
progress and performance—fom red, Indicating no aciivity, to dark green, Indicating
EigniMcant and robust Implementation.

Ethlopla’s performancs was assessed as “dark gresn™ or Tight green” In 10 of 13
domains (Figure 4). The domain assessing diversity of DSOM models fel Into the
“yellow" zone, and the absence of data on quallty or Impact resulted In “red” scores In
those domains, 35 It 0oes In most CQUIN netwark countries.

Figure 5 compares the staging of
gignt  Eey  domams  fom
assassments taken at two different
tme points: Movember 2017 and
October, 2018. The grealest
progress was found In the SOPs
domain, with Emiopla advancing
from the yellow stage o dark green
In oniy eight months. Other

advances were found In four
domains during this pariod: the

Figure 4. Ethiopla DSD Dashboard
taging domailns by stage, October 2018
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Figure 1: Enrcliment In appointment spacing pliof projsct at & hospitalz

The pliot project was supported by ICAP at Columbia University with support from
COC, and Included systematic development of guideines, fraining materials, job
aldes and cieni education materals, facifty readiness assessments, orug
quarmncanan exercisas, revisad adhensnce Dﬂ.lﬂB-E"l'Ig gl.lﬂE-'ﬂBE. and Eﬂmtﬂﬂﬂn of
MA&E foois.

By Ociooer 2017, aimost 7,200 patients had enrded In DSO0 3t s hospitals (Figure
1), and FMOH decided to take the approach to scale. By Ociober 2018, appolniment
spacing was offered at 1,210 heaith faclifies In all 11 provinces (Figurs 2).

1408 1,389 Figura 2: Facility-level DSD
. 1,30 coverage, September 2018
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DSD coverage al the patlent level has expandsd equaly rapidly. Although the latest
nUmBers are estmates, they suggest that more than 117,000 patients — 26% of all
patlents on ART In Ethiopla — had transitionad to the appoiniment spacing model as
of Ocbober 2018 (Figure 3).

o Figure 3: Patient-evel DSD

- coverage, September 2018
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In Sepiember 2018, a pliot of a second DSOM was launched, supporied by Project
Hope Ethiopla. This commumity-based group model consists of Community
antiretroviral Groups (CAGS] managed by Urban Heaith Extenslon Workers
[UHEW .

d|'l'EI'-E|t}’ domaln has advanced from
arange 1o yellow; e scale-up plan and
community engagament domaing have
advanced from light to dark green; the
tznlng domaln has advanced from
yellow 1o Ight green.

As EIMVOPIA CONUNUES 10 M3ke Progress
In scaling up DSD and Improving the
national  DSD program,  reguiar
AssEsEmEents l.IBlI'rg the DED Dashboand o b agema
will provige waluable Information on ] v
achlevements reached and  highlight
areas where challenges may requirz
targeted attention.

Flgure 5: Radar charf of Ethlopla
D50 Dashboard ataging, Novembar
2017 and October 2018

LESS0NS LEARNED | NEXT 3TEPS

Ethicpia 15 unique amongst COUIN natwork counirias In s choice to launch a singie
DSOM and take It to national scake prior to diversifying models and approaches.
Practical advantages of this strategy Included the abllity to create @ comprehansive
and standardized portfollo of guidalines, standard operating protocols, training
materials and job aldes, client education materials and MAE tools for use nationwide.
This standardization, combined with effective engagement of recipients of care at
poth the polisy and Implementation levels, faciiated rapid scale-up, and the
anmliment of more than 223,000 peopls on ART In the appointmant spacing DSOM.

Key lessons leamed Included:

% Afocused and standardized approach enabled rapid scale-up;

% Mot all cllents were Interested In appolniment spacing. In the pliot project, nearty
25% of eliglphe clients declined enroliment, with e most common reason being
concems about storage of slx months’ worth of ART. Concems aoout this Included
fear of Inadvertent disclosure and'or the safety and storage of this much medicine
for prolonged perods of ime.

Haxt siepe Include diversiication of DSDM, Inciuding the Bunch of UHEW-led CAGS.
A qualiative research study exploring clent and provider reaction fo appalntment
spacing will be condusted In 2019 with support from CQUIN.
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Taking Differentiated Service Delivery to Scale in Kenya:
Improving HIV Service Delivery for All
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BACKGROUND

The Kenya Ministry of Health through the Mational AIDS and STI Controd Program
[MASCOP), provided guidance for the national Implementation of @ferentiated
service delivery (DSD) In July 2016, Populations priorized to recelve DSD mosdets of
gare Incluge adult patients on antiretroviral therapy [ART): stabie chiliren; and
adolescents.

NASCOP nas Invested neavly in raining haaith care providers on D5E0 and leading
@iscusslon of DSD actvitles during regional technical working group meetings and

D3D DASHBOARD

The CQUIN DSD Dashboard was used by Kenya b manitor the country's matusing
D3SO program. Across 13 domains, a fMve-step color scale was used 1o rank prograss
and performance—irom red, ndicating no activity, o dark green, indicating signinicant
and robust |I'I1FIEI"I1EI'IE'HIZII'I.

In a systematic, Indusive staging process undertaken In Cclober 2018, Kenya was
foumd to meat the siandards for the highest-possiie ranking, dark green, In five of
the 12 domalns (Figure 3) and light green In an additional three domains.

faglitty muitl-disciplinary team meetings. MASCOP also hosts annual DSD experl
Ehﬂ'll'rg fora and a DSD S}THFOSIIJITI at the KEﬂ:fE annual HIV sclentific conference. In
addition to govemment engagement in the DS0 program, there |6 active Involvement
of the community of peopie Iving with HIV {FLHIV) under the Mational Empawerment
Metwork of Peogle Living with HIWAIDS In Kenya (NEPHAK). Community
I'EFII'EGEHIEU'I'EG are Involved In the ﬂeslgn. |ITIFI|E|'TI entaton and munn::-mg of D30,
D50 demand creation hinges on the health care provider proviging the necassary
Information and guldance to the patients. Gngoing capachy-bulding actvitles for lay
nealn care provigers fake piace duing scheduled ART refil appointments and aiso
serve 35 the link between the Taclify and commimnity.

DSD MODELS OFFERED

Kenya cumently recomments a total of four national-approved DSD models (DSOM)
Inciuding Faat Track, which features reduced walting times to plck wp ART reflis and
only two cinical conswitations per year. and Six Monthly Appoiniments (SMA),
which spaces out both ART plckups and cinical wisls. There are also two group
models, Facllity ART Groups (FAG), led by 3 health care provider, and Community
ART Groups [CAGE), which can ba led by a peer or 3 heakh care provider.

D3D COVERAGE

The Kenya health management Information sysiem (HMIS) supports poth paper and
glacironic toois to help measure DSD uptake, coverage, outcomes, and Impact
Thessa Ej'S‘lEmS hiave basn auaphedm Ingluge DSD vanables and work to |I'I1|:ITB'I'E the
gl=ctronic medical record (EMR) Is almed at obdaining more granular DSD data.
Ki2nya has 47 semi-autonomous counties, all of which {100%) have suppart for DSD.
With an average of four Implementing pariners [IF) per county, an estimated two 1Ps
per county {50%) support the Implementation of DSD at the health facilty (HF) level.
There are a tofal of 3,546 HF providing ART services In Kenya. OT thess, 1,454 (41%)
offer at least one model of D50 for ART (Figune 1). As part of Kenya's DSD scale-up
pian, modeis will be rolled out to all faciilties providing ART June 2013.

o Figure 1: Facllity-Jevel DD
158 cowerage, Oclobar 2018
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There are about 1.2M PLHIV In Kenya racelving ART sanvices [Figure 2). While an
exact astimaite of the number of clienis ennalled In DS0 nationwide Is not avallable, In
a sUrvey of 400 high-voiume HF, 162,627 (14%) cllenis were found fo be recalving
ART services trough a DSDM.

A i Figura 2: Cllent-level DSD
1208000 1,200,500 coverage, Octobar 2018
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While Kenya has kentfled four
gomains thai hawe yet o be
addressed or are Ul In the eary
stages of scale-up (red and orange),
progress has been made In the
gight months since  the DSD
Dashboard  staging was  last
completed. Figure 4 descrbes the
5tagng of eight K&y domans In
February anmd Oclober, 2013,
Progress In the Scale-Up Plan has
resulted In that domain  having
achieved the level of dark green and Me country has Increased the level to which
community members are engaged, moving from orange bo yellow In this domain.

While It appears that the staging has s
regressed I the doman of SOPS, this
discrepancy |5 an artfact of Improvements
In the Process Used o cOMplete e
staging and Is not Indicative of an actual
reduction In the staging of the cowntry In
fhis domaln.

As Kenya continues to make progress In
scalng up DSD and Improving the national
DSD program, reguiar assessments wsing
the DD Dashboard wil provide valuable
Infarmation on achisvements reached and
nighlight areas where challenges may
require targeted atiention.

GHALLENGES AND SUGCESSES

Kenya nas Taced a numoer of chalengee In susiaining the pace of DSD scale-up,
some of which have required the formulation of nowvel approaches and targeted
Interventions.

One chalengse, Which 5 COMMon 10 Many cOuntres, 1§ a shorage of Taned neatn
care woskers. Kenya found that rapid DSD scale-up was being thwared by sian
turnover and lack of staflf skilied In DSD Implementation. Onslta 51T traning and
meniorEnlp has been employed and, once a critical number of health care providers
are trained and skilled In provision of D3S0, this challenge will diminish.

Low demand for DS0 amaong cllents due to lack of knowladge was anoter challenge
Kanya has recenily adoressed, Thiough NASCOP SUDROR for capacity bulding, ciear
Information Is prowided to patients on DSD options and assoclated Denefs.
Thereaftar, the patient Is empowered fo make a voluntary cholce of modals.

Figure 3. Kenya DSD Dashboard staging
domalns by atage, Octobar 2018

| i ]

Flgure 4. Radar chart of Kenya DSD
Dasnbeard staging, February and
October 2018

NEXT STEPS/WAY FORWARD

With the 2013 national ART guidalines, which highlight DD as integral to routine HIW
care and freatment, ongoing DSD Implementation will focus on scaling up cllent-
focused demand creation aciiviles as well as national- and faclify-level data
collection and analysis. Continuous mentorship io health care workers Is critical.

In agdition, a DSD costing study and a patient and provider satisfaction survey are
planned to launch In eary 2019 with the aim of understanding the economic and
programmatic efciencies galned when DSD I6 implemented thiough a gqualty
Impravement collaborative ve routine DSD Implementation approach.
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Taking Differentiated Service Delivery to Scale in Malawi
Expanding Promising Models to Address Gaps
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BACKGROUND
Malaw! Introduced differenilated sanvice delvery (DSD) In 2006 as part of a national
strateqy to bulld a robust national HIV program around the nesds of the country's
iversa papulation of peopie Iiving with HIV (PLHIV]. Strong poliical support for DED
EC-E|E-|.IFI has created an Enal:nlng envinonment for the DSD sub-technical 'mrhlng
group [TWE) 1o work with stakehalders to mainstream DSD.
Engagement with civil socisty and the PLHIM community has been cruclal to the
success and EC-EIE—I.IP of OS50 In Malawl. To |I'I'IP|'D'I'E breatment ouicomes amaondg
adolescents and young people, e Teen Club DSD model {DS0M) has been scaled
up aeross priorty districts wih support from the Giobal Fund. Task-shifting has baen
a focus of Malaats stratagy to @fferantiate HIV s2ndcas sinee 2005, when nurse-led
ART Intiation was Intoduced, and the B-CII.I'IIII}' I now scallng up nurse-led
community-based ART refills.
As an active member of the CQUIN Leamning Network, Malawl has hostsd saveral
south-io-south wishs to share best practices, Inciuding the Teen Club model and
nurse-led community ART refill model, with other network counires. Malawl also
hosied the recent COUIM Quallty Improvement for DSD Woekshop, which bullt
capacity amongst network Members to 3pply qualty Improvement (1) memods 1o
|ITI|H'€I'I'E DS0 serdces.

Left Malawl's Lighthouse
Clinlc hosts a team from
Mozambique to share
Iegaons on nures-led
community ART dellvary
modal. Mozamblgue has
since adopted the model.

D30 MODELS OFFERED

Cumantly, Maiawl offers five DSOM: 3-Month ART Refills for stable patients, first
Institutad In 2008, the highly successhul Teen Club model and the Extended-Hour
ART Reflll model (Figure 1). The Hurss-Led Community ART Refill and Drop-in
Center models are the newsst models all:Ipted In Malawl, both of which were
endorsed In 2018, In addition, a Fast Track pllot project Is ongoing, with plans o
ofMcially adopt the modsl In the near future, and E-month ART refiis Is baing
evaluated.

Endorsed and Implemarbad

Flgure 1. Graphlc repressntations of the modslz of Differentlated Service
Dellvery currently iImplemented, in pliot phaze, and under conslderation in
Malawl, November 2018

D3ED UPTAKE AND COVERAGE

D30 s supported In all 2B disticts In Malawl. Additionally, 6 of the 12 [30%)
Implementing pariners curmently supporting antiretroviral therapy (ART) services In
the country are also supporiing DS0 Implementation.

A total of 740 faclities In the country provide ART services, all of which (100%) also
offer at least one DEDM. The 3-Month ART Refll model has been widely
Impiemenied among clients, with =20% of eligible cllenis enrpdled In this model.

Fast Track Dispensing and CAGS are plioted at 5% and 10% of sites, respectively.
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D3D DASHBOARD

The CQUIN DED Dashioard was ussd by Malawl [0 monior the couniry’s matunng
D50 program. Across 13 domains, a five-step color scale was used to rank progress
and parformanca—Tfrom red, Ingicating no activity, to dark green, Indicating significant
and robust implementation.

Preliminary results of 3 systematiz, Inclusive staging process undenaken In October
2013, Indicate Malawl has met the standards for the highasi-possible ranking, dark
green, In five of the 13 domains (Figure 2) and light green In an additional domaln.
Whike Malawl has Identified thres
domains that hawe yet i be
asdressed or are stil In the early
stages of scale-up (red and orange),
progress has besn made In e
elght monthe sihce  the DSD
Dashboard  stagng  was  last
completed. Figue 3 describes the
staging of eight key domalns In
February and Oclober, 201E. The
Diversty —doman  staging has
advanced from light graen—DSDM
ar=  avallaole  for  adult  and
adoiescent patients and one addijonal patient group—io dark green, Indicating that
DSOM are now avallaole for two or more additional pabient groups. Additional
progress has besn made In the Scale-Up Plan and Training domains, whish have
g2en Improvement from orangs to light
green and orangs to yeliow, respectively.
While | appears that the staging has
regressed  In some  domahs,  these
discrepancies ars artifacts of
Improvements In the process usad fo
complete the staging and  Increased
ungerstanding of the siaging criteria.

A5 Malawl continues to make prograss In
scaling up DS0 and Improving the national
DSD program, regular assessments using
e D50 Dashboard will provide valuaole
Infarmation on achievements reached and
nigniight areas whers challenges may
reguire targatad attention.

Ddo,"* Rose Nylrenda'
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Figure 2. Preliminary Malawl DSD
Dashboard staging domaine by stage,
October 2018

[ B

Flgura 3. Radar chart of Malawl DSD
Dashboard staging. February and
Dctobar 2018+

ity may

Malawl compieted @ fomal quanttative and guantitative evaluabon of DSD In 2016.
This showed that most of the patential eMclency and cost savings had already been
realizad through successful natonal Implementation of 3-Month ART reflls. Howavar,
there were challenges with accurate patient differentiation, prodably due to the
sayere HRH constraints at most sites. To address this challenge, Malawi—with
Global Fund suppor—has Instiuted 3 Masier Mentor program, fo traln and
capacitate a 10-person 2am of mentors to complement the centralized ART trainings.
Tnese Master meniors are avalladle to De 0sDioyed o faciites In all 26 mstncts of
Malawl

The FI|3"II'IE{| Inbroduciion of M|LI1‘.EF\'|I'-DESEU ART lEg|I1'I!-I1$ and new routine
diagnostic tooss [wine-LAM, s2rum Crag) wil require closer ciinical follow-up In 2018,

NEXT STEPS/WAY FORWARD

EBuliding on the successtul enroliment of =505 of eligitie ART clients enrolled In the
F-Month ART Refll moded, the scale up the Tesn Club and Nurse-Led Community
ART Refll models will continue. The adoption of further extended refill Intervals and
e fast track modal will be Informed by the evaluation of plat indings.

The ongoing rapid deployment of electronic medical reconts sYSiems o cover =T0%
of the national ART patient cohort will b2 used to establish routine detalled repoiting
on DSD without adding more workload to the sies.

&\ I-TECH
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Taking Differentiated Service Delivery to Scale in Mozambique
Evidence-Based Expansion of Community ART Groups

Aleny Couto’, Irénlp Gaspar', Helder Macul *
1. Ministry of Heal®, Mozambique

BACKGROUND

Mozambigue's 2008 plot of communify-basad services for people Iving with HIV
{PLHIV) has bacome a foundational case exampie for the Impact of diferentatad
sanica dellvery. Recant data from Medecing Sans Frontiénes shows a high retention
In care afier patients (75.4%) were enrolied In community-based group modeds for 10
years (Haida, 2018). Mozamblgue's Minlstry of Haalth (MoH) Nafional IV and AIDS
Respanse 2013-2017 Strategl Acceleration Plan prioriizes enroiment of more
people Iving with HIV (PLHIV) on antretroviral tharapy (ART).

The MoH has Identified that Insumclent health systams resources and Infrastruchure;
waak monftoring systems; demand creation; stigma and discrimination; patent-fow
nn_;anlzatlnn; communication between health faclitles and communities; and wiral
load monitoring and coverage are all challenges o the scale-up of DSD models
{DSDM).

D30 MODELS OFFERED

Mozambigue currently offers both faciity-based and community-based DSDM, with
the national guidelines recognizing three distinet models: Three-Month Drug
Distributien; Slx-Month CHmlcal Visit Spacing: and Community Adhersnce
Support Groups, aiso known by the Poruguese acronym, GAAC. The adoption of
multiple models ensures each health faclity can Implement a sulable DSDM based
on s resources and challenges. In addition, services tallored for speciic patient
populations—the Family Approach and One-Stop models—ofer customized
oppartuniiies for plieking up ART reflis that reduce the burden of accessing care.
While Mozambique has long Impiemenied some standard DSDM, the MoH Is
Interested In Me experence of oiher countries, such as Malawl In mplEementng
diverse DSDM. To expand the understanding of modeis Implemenied by other
countries, representatives from the MoH have taken advantage of south-to-south
leaming opportunities o meet with thelr counterparts in other countries to learm and
share experiences.

Abowve: Repressntatives from the Mozamblque MoH visit the Balaka District
Hoapital Teen Club In Matawl for a south-to-south exchangs In June 2017.

D3D GOVERAGE

As of October 2018, provision of DSDM ks supporied In all 11 provinces of
Mozambigue {Figure 1). Additonally, 10 of the 12 {83%) Impiementing parners
supposting ART services also support DSOM and 1,377 of the 1,407 (98%) ART
faclitias In the cowntry provide at least one modal of DSD.
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s
™
™
=
g araneg Faman.
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Flgurs 1: Support for ART Services and DSDM by percentage among
Provinces, Implementing Partners, and ART Faclltles
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DSD DASHEOARD

The CQUIN DSD Dashboary measwes DSD scale-up across 13 domans, using a
fwe-step color scale to rank progress and perfwmance—from red, Indicating no
actwity, to dark green, Indicating skgnficant and robust Implementation.

In 3 staging process conducied by the MoH In October 2016, Mozamblkque was found
to mest the standards for the highest-possiole ranking, dark gre=n, In four of the 13
domains (Figune 2) and Ight green In an additional two domains.

Whils Mozamolgue has igenttfed
thres domaings that have yet to be
addressed or are stil In the sany
stages of scale-up (Commumity
Engagement, Faciify Coverage, and
Impact], progress has been mads
since February 2018 when the last
D=0 staging was completed. Figure
3 gescribes the staging of eignt key
gomains from these two time
perlods, highlighting the progrees
made In ihe domalns of Mational

Flgure 2. Mozamblgus DSD Dazhboard
staging demains by stage, October 2018

Guidelnes, Scale-Up Plan, Community
Engagement, and Traming. Whlie &
appears that the staging nas regressad In
some domains, tis 15 mesely an artfac
of Improvements that have been made In
the staging proves and the understanding
of the staging critera.

45 Mozamblgue continuss o make
progress I scaling up DSD  and
Improving the national DSD program,
regular assessments using the DSD

=R

pows
Dashboard  will provide waluabie

Information to the MoH on achisvemenis Flgura 3. Radar chart of
reached and Rnighiight areas where  Mozambigue D50 Drashboard

chaliengas staging, February and Cctober 2018

attention.

may require  targeted

LESS0NS LEARNED
A number of lessons have been ldeniified that the MoH belleves could b= of benefit io
other countries [ust beginning to scake up DSD or those facing simllar challenges.
one such |esson 15 the nesd for strengthening communily capacty when
Implementing GAACS. Although GAACS have made an efective Impact, communiies
arz the key to achieving Impacts. To meat this challenge, MoH s engaging raciplents
of ¢are In the Implementation of D50, With plans 1o continue this engagement as
DSD senvicas are expantad fo Include peer suppon and delivery of madication by
providing supponive supendsion.
& second lesson Involved MAE for D30, Mozambigue's MEE system did not allow Tor
the coliection of DE0-speciic data. This Is cumently being addressed through a new
MAE framework and updates to the lectronlc patient tracking system (EPTS) and
program evaluation pians.
Finally, Mozamblgue has found that setfing amolfious retention goals can help
motivate scale-up of DED, a5 demonsirated through the recent data showing long-
term retention Tom GAACS. Mozambique will continus 10 5&t goals 10 Improve patient
ouicomes through the monitodng of DS0 coverage and Impast.

In the next &-12 months, Mozambique will conduct 3 phassd Implementation of
outreach wih ART Inittation. The Ministry also plans to identify data on DEDM on
EPTS to closely follow Implementation of DSOM. Cther priorities inciude establishing
targets for DSOM, IMvesting In meniorehip In health faciifies, and (sunching and
I1|55EI'I'I|I'I-H|"]Q new DSDM QUHE"I'IES. In addithon, with the |I'I'I|HEI'HEI'II.31HH'1 of the new
scale-up plan, Mozambique plans 10 esiablish minimum targets for the numoer of
stable patients enrolied In DSOM, which may encourage higher uptake.

Howember 2348
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BACKGROUND

Souln ATrica has te wWonds largest HIV epldemic, With more han 7 million aduks and
chiidren Iiving with HIV, and an adu! HIV prevalence of almost 19%. HIV case
gatection and provision of antresroviral treatment (ART) has expanded dramatically
In recent years, with £.4 milion people Iving with HIV (PLHIV) on ART In 2018 and a
national goal of Inftiating an addiional 2 millon PLHIV on ART by 2021. To Improve
the effectiveness of health senvices for PLHIV and ather pnpulailnﬂs. the South Africa
national department of health (NDOH) Intoducsd national adherence guidelines
[AGL} for chronlc diseases In 2015. The AGL Inclides standard operating procedures
for the st of nationally-implementad diferentiated sarvice delivery (DSD) models for

D30 MODELS OFFERED

With a eliniclan's confirmation, DS0 models are offered io stable patients, defined as
those =13 years who have been on the same ART regimen for at least 12 months,
have two consecutive undetectable viral load (VL) results, two consacutive normal
results for diabetes and hyperiension, and no medical conditions requiring regular
clinical consultations, swch as TB.

Patients enrolled In the Spaced and Fast Lans Appointmeants [SFLA) recaive &
months” preseription for thelr medication, and must atiend the dinle once a year for
clinical assessment and |aboratory iesting. Faclilles offering SFLA mainiain a
gedicated fast lane pick up point at the pharmacy for a specified perod decided by
each facliity. Patient files and pre-packaging of medicines for patients are prepared a
day In advance of scheduled visits 1o facllitate the fast lane system.

Adherence Clubs [AC) conslst of no more than 30 patients, wha meet every 2
months as a group for approdmately 1 40 1.5 howrs. Clubs may meet at health
faclities during standard ciinie howrs of extended hours, of In communilty kcations
such as a patient's home or 3 community wenue such as NGO or church. Pre-packed
ART medications are provided io elub members by a faclifator. AC members are
required to visit the health faclity annually for lab tests and clinkcal consuitations.
Lastly, under the Ceniral Chronlc Medicine Dispensaing and Distribution (CCMDD)
model, eligile patients choose a community-Dased pick-up point (PuP), such as a
retall pharmacy, from which they recelve ART. Paients may also nominate a person
1o collest the medicine on thelr behall. The patient ks provided prescrptions for 6
months, with drug refils at the PuP occuming every 2 moaths. Af the point of refill, the
person distributing the ART parcel |s expectad to Inquire about the patient's freatment,
and request patient io retm to their originating health facility If they are not feeling
well or percelved unstable.

South Africa has successiully Introduced D50 models Tor ART across all 3 provinces
nationally, with each of approximataly £,000 health faclities prowding ART enroling
at least 10% of elglble ART patients In 3 DSD model. Both facilty-based and
community-oased D30 options are common, with more than 200,000 patients
recelving SFLA and over 700,000 recelving ART refllls In community sefings via
CCMDD (Figure 1) In addiion, nearly 275,000 patlents are enrpldied In ART
adherance clubs, a slight majority of whom belong to fadiity-based clubs.

Spaced and fast lane
appoiniments
[Tasl-irack)

Community-based
ART distribution
[CCMDD medal]

ToZ, 108

Facility-hased
wdhenncs dubis

B e

W Facirtybessd modd
Communiy-besed model

Community-based

wdhuramnss clubs 120814

] 500,000
Murmbsar e AFT palianis

1,000,000

Figure 1. Numbers of patients enrciled In DSD models for ART, South Africa

Taking Differentiated Service Delivery to Scale in South Africa:
Leveraging Diverse Resources for Diverse Patient Needs

Tshepo Molapo!, Lilan Diseko, Zuklswa Pininl
| Fiicrsl Cipmsom o

D30 DASHBOARD

The COUIN DSD Dashboard sel-assessment was used bo quantify progress belng
made as South Africa rolls out Its national DSD program. Across 13 diiersnt
domains, a nl'E-E‘lEﬂ calor scals was used to rank [proegress and pEI'fﬂI'I'I'IEﬂC‘-E- fram
red, idicating no achvity, to dark green, Indicating signficant and robust
Implementanan.

In a prelminary assessment
undertaken In  October 2018,
South Africa was found to meet
the standards for dark green In
four of the 13 domalns (Figure 2}
and ||g|'lt gresn In an additional
four domains.

only one domaln, Qualty, was
ciassifed as red, Indicating that
South Afca has  progressed
peyond the earliest stages of DSD
program dE-'l'El'OPI'I'IEﬂt In the
majc-rlty of domains.

Flgure 2. Preliminary South Africa DSD
Dashboard staging domaina by stage.
October 2018

Figure 3 describes the staging of & key
gomains In Febfuary 2013 and ihe
preliminary data from Ocipber 2013
Vislole progress has been made In the
Training domaln—in which Zouth Africa
has moved from yellow to dark gresn—
and Community Engagement, with
Improvement from arange to yellow. Whille
It appears that the staging nas regressed
In some domains, these discrepancies are
arifacts of Improvements In the process
wsed to complele the staging and

[E

Increased understanding of the staging
criterta.

Fegular DSD Dashooard assessments wil
provide valiable Information fo the NDOH
on achlevemenis reached and highlight
ar=as that may require targetad att=ntion.

CASE STUDYIBEST PRACTICE

The NDOH—with the Word EBank, Bosion Unbversity & HEZRO—recently
evaluated the Impact of eary Implemeniation of AGL Interventions for PLHIV,
Including DSD ART models. The avaluation was conducted In 24 faclilles across
four provinces: Gauteng, Kwa Zulu Matal, Lmpopo and Morth West. Data collection
oCcurmed In Mree phases, INclumng an inibal formative qualtative ressarnch phase
and refroEpecive COMPArative analysls phases. ResuRs of Me evalation are

pudlicly avallable at the wed locations lisied belpw.
s Noparknewiedgn werldsan k orgf el DRSBTS

NEXT STEFS/WAY FORWARD

WOOH Is designing a standarized Advancad Clinical Care [ACC), with 3 national
1.IE|I'I|I1g curriculum under dE\'!-KIFII'I'IEI'I‘I and plﬂ"li 1o convens a natlonal WDI‘IEI'IW
on ACC underway. Uitmatsly, MDOH s planning b implement the ACC approach in
ans P[B’l’h(ﬂi.

In addition, South Africa plans to focus efforts on strengthening MAE for DSD by
standardizing toals, such as registers used for DSD modets and documentation for
referrals. Furtner, the NDOH plans to explore creative ways to Incomorate DS0
M&E Indicators Inta routne health management Information systams (HMIS)
Incluging the TIER.Net patient electronic ART medical recom, and the aggregate
faclity-level reporis maintained i the national District Health Information System
{DHIS2). It 16 envislonad that the updated MAE system will be wilized io capture
and passioly compdle data for reporting In ebectronic national HMIS.

el iy

Flgura 3. Radar chart of South Afrlca
DSD Dashboard staging, February
and October 2018*
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e Taking Differentiated Service Delivery to Scale in Uganda
Diverse Models for HIV Care and Treatment

Josen Kiggunou' Cordella Katureebe *, Hudson Salldawa”, Ivan Lukabwe”,
1. Ministry of Health AIDS Contol Program, Uganda

]
BACKGROUND

The AIDS Controd Pragram (AGP] of the Minlstry of Health (MOH) Uiganda has made
a significant Impact In the country's fight against HIV. However, desplite ongaing
swccess, [Mesaving antirstoviral herapy (ART) services are not yet avallaole to &l
peopie Iving with HIV {PLHIV) In Uganda and health outcomes vary by geography as
well 35 across sockety by ecanomic, demagraphic, and soclal charactaristics.
According o the resulis of the 2016 Uganda Population HIV Impact Assessment
[UPHIA), 6% of adults aged 15-64 years In Uganda are Iving with HIV.' Of the
estimated 1.2 milllon aduits aged 15-54 Iving wih HIV, 73% ane aware of thalr HIV
slatus, 90% of Mose aware of el sialus wer2 recelving ART, and §2% of thoss on
ART were virally suppressed [Figure 1). Comparing these results to the UNMAIDS 90-
£0-30 goals, | s clear that Uganda has made great progress. In order to continus the
pace of this progress, the Uganda Mational Consoiidated HIW Prevention, Care and
Treatment Guldelnes of 2016 and 2018 Identiflied a number of strategles to enable
liganda to meat these goals—of which, diferentlated service delivery [DSD) Is an
Important component.

AS part of the sbrategy to scale up DSD, a DSD Technical Working Group (TWG) was
formed to lead the country In aciivities such as Incarporating DST Into national palicy
guidelines, developing implementation guides and tralnings, revising exlsting heaith
management Information systems (HMIS) tools and developing new fools, pre-1esiing
DSD Implementation packages, and overseeing capacity-bullding effors at all levels
of the health system.

Figure 1. Uganda achlevement of
the 50-30-30 goals among HIV-
positive adults, by sex*
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DSD MODELS OFFERED

DST was first adopted for national implementation In Uganda In 2015, but standalons
middels have long bean ofered by Implementing parners such as TASD, RHITES
Southwest, IDI, and others. Under Uganda's National Guidalinas for Differentiaied
Senvice Dellvery Modets, five nationaly-sndorsed modess of DSD have been adopied
and all PLHIV In the country are aliginle for at l2ast one model.

Clients who have newly started ART, are not virally suppressed, or have other risk
factors for disease progression are prioriized for the Faclity Bassd Individual
Management (FBIM| moded, otherwise known 3s Comprehensive Clinical Evaluation
[CCE]. which |5 analogous to the standard of care. The othar two facliity-based
mddels are the Facliity Based Group (FSG) and Fast Track Drug Refll (FTDR)
models. Two communlty based models complete the package of DSD models
[DSDM) offered In Uganda: Community Clisnt Led ART Delivery (CCLAD) and
c Ity Drug Distr Points {CODP).

DED COVERAGE

\\ganda is cumently In the process of scaling up DSD modals (DSDM) In e country,
While DSD Is cumenily avallable In 82 (64%) of the 128 districts In Uganda where
ART I5 offered and 19 {05%) of the 20 Implementing parnars who support ART
sETvices are supporting DSD, overall Tacllity uptake of DSD cumently stands at 40%
(7347 1,832 facillties).

Of the 1,140,850 PLHI

| B
recaliing ART In Uganda, —
580,104 (51%) are enrlled In a oo
DS0M. Of all D50 clients, most oown
(338,100; 58%) are enmlled In [ e

FEIM {Figura 2). The modal with
the second-nighest wptake |s
FOTR, In which 140,955 [24%)
of DSD clients have enrolled.

Figure 2. Patient uptaks by DSD modsl

D30 DASHBOARD

The CQUIN DSD Dashboard measures D50 scale-up across 13 domains, using a
five-step color scale to rank progress and pesformance—from red, indicating no
activity, to dark green, Indicating signiicant and rooust Implementation. The October
2015 staging process showed that Uganda had the highest-possible ranking, dark
graen, In seven of the 13 domalns (Figure 3) and light green In an addiional three
damains. Cnly one domaln, each, was found to be unaddressed (red) of In the eary
5tages of scalke-up [orange).

Figure 4 describes the staging of
gight Key domans a1 two dierent
fime points {February and Ochober
3018} for comparison. This chart
nighights the highdevel progress
made by Uganda In most domaihns
and the recant progress the country
has made In the Cnmml.nlt]r
Engagement domaln—maving from
yelow to dark green In only eignt
mionths.

Figurs 3. Uganda DSD Dashboard staging
domaina by atage, October 2018

While It may appear ihal staging of the
Impact domaln has regressad, Mis Is an
arfifact of recent |I'I'|P|'HVEI'I'IEI'I1E In the
process used 1o complete the staging
and Increased ungerstanding of the
staging exitera.

AS Ugmda continues 0 make progress
In szaling up DE0, regular assessments
using the DSD Dashboard wil provide
valuable Information on achlevements
reached and highiight areas where
remalning  challengss  may reguire
targetad attsntion.

] *ermn

Flgure 4. Radar chart of Uganda
DD Dashboard staging, February
and Octobar 2018

LESS0NS LEARNED

Anumber of lessons leamed by the Liganda MOH have been identifed as of potential
benefit 10 other counfries Just beginning to scale up DSD or those facing simllar
challengss.

As highlightad by Uganga's HIV guidelnes, the Importance of 0SD fo reaching the
20-30-30 goals cannot be discounted, particularty when it comes to the critical first
2q, which highlights the nesd for diferentiated testing senvices.

EIP!I'II.HQ DE0OM i all clients, Induﬂng thase not stable on ART I nacassary fiar
enzaring the needs of al PLHIV are addressed. Addiionally, this strategy provides
additional support to promata retention and viral suppressian.

Finally, the nesd for targeted mentorship a5 a supplement to raining Is necessary for
SUPPOMing Nealtn C3re Workers Quring the roll-out of DSDM

NEXT STEPS/WAY FORWARD

As Uganda s continually adapting the DSD program to betier sarve all PLHIV In the
country, the MOH has plans to pliot 3 community-basad care and freatment program
gesigned specifically to betisr meet the needs of children and adolescents.
Additionally, deveiopment a national toolklt for DSD for key populations and
adolescent gifs and young women Is slated for the near future.

Upcoming research projecis In e country Include an assessment of ihe cosis and
guicomes of DSOM, which |5 being Implemented by EQUIP with support from USAID
and a study on the use of qualty Improvemeni models to maximize Impact and
efMclency of DSD Implemeniation, which ks being Impiemented by the Makerere
University School of Public heasth with funding fram the Global Fund.

1. Frefimisery Findings, Lipands Popuistios HIV impact A==sssment [UFHIA), 3118 Howermbes 2715
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Taking Differentiated Service Delivery to Scale in Zambia:

A Coordinated Strategy to Increase Coverage

Prisclllia Lumano-Mulenga', Danlel Mwamba®, Maureen Simwenda®, Emest Mwiia®, Ivin Chibanda®, Fellx Mwanza®,

Chimuka Slanyingda’, Mohammed Limbada’, Linah Kamplimba Mwango®, Mpande Mukumbwa Mwenechanya®,
1. Zevtine Minatry of Hesily fMoH), 2 CORZ 3 581 USA0 S4FE 4. J61 UMD DESCOVER Healh, & ECUIF, £ Treatman! Advexecy Lileescy Campaige (TALC), 7. ZAMEART 4. University of Marpierd

BACKGROUND

Ciferentiated Sendos Delvery (DSD) was introduced to Zambila In 2013 In the form
of standalkone models and pliot projects offered by Implementing pariners. Since then,
DSD has become a fundamental senvice ﬂE"l'EI"' mechanlsm Tor the MWathonal
HIW/ART program. The formation of Zambla's Matlonal DSD Task Force, led by a
National DS0 Coordinaton, has been a dynamic contributing factor to DSD scalk-up
through Interagency collaborabion. The Task Force has developsd key national
guldance documents for Impliementation, Including the DSD Framework that was
recentty launched by the Minister of Health at the annual National ART Technical
Updata Conference In October 2018,

To mesl e nesds of the Nealncare system, Zamola Kentfes me nationwide
avallablity of DSD services as a priority objective. The national program sesks 1o
gxpand access to DSD models (DSDM) for stable clients, as well 35 prortizing
modets for adolescents. Zambla routinely engages peaple Iving with HIV (PLHIV)
and civil society organizations In all aspects of the DSD Implementation process
through their Incluslon on the DSD Task Fors.

D30 MODELS OFFERED

Cumently, nine main DEDM for ART are avallable In Zambia, Inciuging thres faciiity-
based models—Fast-Track, Muli-Month Scripting, and Urban/Rural Adherence
Groups (UAG}—and fow communify-based models—Community Adherence
GroupsiClubs (CAG), Chronlc Centralized Medicines Dlspenaing & Distribution
[CCMDD), the Community [Retall) Pharmacy model, and Health Poat (HP) Modal
Dlspensation—plus two outreach models—the Moblle ART Distribution Medel and
Home ART Delwery. In additon to these models, Zambla also offers a specialty
adherence group model for adolescents and young adults, known as the Scholars
[Adolascant] Model.

D30 UPTAKE AND COVERAGE

As of October 2018, DSD Is supporied In all 10 provinces of Zambla and DSDM 15
provided by 7 (B3%) of the & Implementing pariners (IP) supporiing ART services In
the country. Overal, there are 2,951 faclliies In Zambla that provide ART and, of
those, 303 (10%) offer at least one DSDM.

Data on the faclify and client uptake of specific DSOM 5 avallable for soma select
modals. With results for seven of the nine avallable models and 303 fachities
pm-ddlng DSD, R ks chear that most of these facliies offer more than one model. The
most commonly-oflered model |5 the HP Model Dispensation, at 224 facilites,
followed distantly by the CAG model at 75 faclities and he UAG model at 46 fadities
{Figure 1).

Whean leoking at client uptaks by DSDM, we can again sea that uptake of HP Model
Dispensation far outpaces the uptake of al oiher models, wih 61.002 clhants
cumently enrolisd (Figurs 2). While upiake of the CAG modsl among clenis agaln
gcomes In second, with 17,081 clents enrolied, the third-most commanly anrolled
mosdel |5 Fast-Track, with 6,128 cllents.
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Flgure 1. Facility uptake of DSD In
Zambla by DSDM, Cclobar 2018
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Flgure 2: Client uptaks of DSD In
Zambla by DEDM, October 2018
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D30 DASHBOARD

The CQUIN D50 Dashboard measures DSD EOE|E—|.IFI across 13 domains, LlE|I'Ig a
five-5tep color scale to rank progress and performance—from red, indicating no
activity, to dark green, Indicating significant and robust Implementation. The October
2018 staging Tound that Zambla had the highest-possibia ranking, dark green, In six
of the 13 domalns (Figurz 3) and had achleved light gresn In an addiional two
gamains. The flve remznlng domains were found to b2 unaddressed or I the Eﬂﬂ"
stages of scale-up.

Flgure £ describes the progress
Zambla has achieved bebasen
Feoruary and October of 2018,
with advancements In five of the
i gight key domains highlighted hers.
While It may appsar that thers was
@ regression In progress under the
Impazt domaln, this discrepancy
[ ! has been Mentfled as an artiact of
recent |I'I1Fer'|'Eﬂ1EI'IB In the procass
used o0 compiste the DSD
Dashooand staging.

Flgurs 3. Zambla DED Dashboard staging
domalns by stage. Octobar 2018

Az Zamola continues to make prograss
In scaling up DSD, reguiar asssssments
using the Improved CQUIN DSD
Dashboand will  provide waluable
Information on  achievemenis reached
and highlight areas where remaning
challenges may require  fargeted
attention.

Flgura 4. Radar chart of Zambla DED
Dashboard staging. February and
Octobar 2018

LESGS0NS LEARNED

As Zambla Nas made eNOMMOUS SINGES I rEC2nt MONNG, 3 number chalengss
addressed by the Ministry of Health (MoH) have provided the opportunity o kenty
les50ns leamed that may beneft other countries In the early stages of DSD scale-up
or those facing similar challenges.

FIrst, Zamtda has l2amed that the Impontancs of oversiht from a DS0 Task Foroe
cannot be understated. In Zambia, the Task Foncs nnmpnses diverse stakehalders
with an Interest in S0 and FlI'D\‘H:lEG e dnﬂng force o ensure timelines ane met
and the DE0 seale-up plan s1ays on track.

Second, 1 s Important to nest the DSD program whhin the national HIV treatment
program. In Zambla's experiencs, this s Important for coondinating with the Mational
HIV Program and Incluges proviging regular updates to the central HIV Technical
Wm"‘lg GNIJP for the endarsement of new DSD actvites. This proc2ss s terathve
and ensures that Input can be given before polcies are endorsed by senlor
leadersnip within MoH.

Finally, Zambla recommends Implementing DSOM within existing structures by taking
advantage of the pre-=xisting community and faciity-bassd ART delivery struciures.
This strategy promates national ownership, maximizes acceptance from providers
and community volunteers, and fosters program sustainability.

NEXT STEPS/WAY FORWARD

The Immediale pojective of e Zambi@ MoH |5 1o scale wp DSD natonwide. By
putting to us2 the lessons |leamed from many years of IP4mplemented standalone
modeis and throwgh the leadership of the DED Task Force, Zambéa s looking forward
10 3 rapid and systematic scale-up of the DSD program.

Howembes 2312
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BAGCKGROUND

The Govemnmant of Zimbaowe and s Ministry of Health and Child Care (MOHCT)
have champloned the scale-up of Diferentiated Service Dellvery (DSD) as a way 1o
promote MOHCC priorities, such as enatiing patients on antirebroviral theragy (ART)
to provide psychosoelal support to one another, reducing the workload of health care
WOTKErs [HCW), and SEparating simpie dneg refill processes from chnlcal care.

As DSD scale-up continues, one focus area for MOHCC has been training diferent
cagres of HCW to capacitate and empower them to provide high-gualty DSD
services. Tmugh sensitization trainings, HIV Integrated Traling (HIT) blended
leaming, and mentorship platforms, HCW In Zimbaowe are better able bo ensure that
all patlents recelve high-gualty sarvices, whather they acesss services In the facllity
o the community. To ensure that HCW are supported and engaged In the scale-up of
DSD, support and supenvisory visits are conducted periodically, and HCW experience
and satisfaction |5 also assassad.

Throughout the process of developing, Implementing, and scaling up the national
DSD program, the MOHCC has engaged members of the community of people Iving
with HIV (PLHIV) and representatives from civll society organizations (CS0).
Community members Influence palicy dewvelopment through Involvement In the
national DSD technical working group (TWE), national Communlty TWG and are
active In conducting site support visits and promating peer-to-peer suppor.

DSD MODELS OFFERED

DSD was first offered In Zimbabwe In 200% when the Ministry of Health and Child
Care (MOHCC) launched the Cuireach model nationwide. At the same tme,
Impiementing parners (IP} began plloting the Community ART Refll Group
[CARG) model. Curently, Zimbabwe's national models of DSD for ART Include the
Fast Track Refll, Faclity Clut Refll, CARG, and Outreach modals.

In addition to these standard model types, Zimbabwe aiso oflers the Family Refil
Model, which allows one memioer of a family of multiple adults recelving ART senices
to colect medication reflls for all family members, and the Zvandin Model for
adolescents and young people. Finally, there is one model cumently being plated In
one distict: Out of Faclity Communify ART Distnbutien (OFCAD).

ELPPORTIRG THE CONTINDAH OF CARE FOR
CHROALH MO ADDLESCENTS WITH MY

Figure 1. The Zvandirl Approach (Plcture adopted from the Zvandirl Case

D3D UPTAKE AND DEMAND CREATION

DSD Is supported In all €5 disiricts In ZImbabwe's 10 provinces whers ART senvices
are provided. Of 20 Implementing parners cumently supporing ART services, 8 are
alzo supporting DSD. 1601 haalth faclities In the country proviga ART and, of thoss,
501 (56%) have been capaciated 1o provide at least one DSD model {DSOM).
Information about avallable DSOM Is disseminated to the community through
community haalh care cadres, expert clients, and training offered via tha HIW
Literacy Manual used for cient edwcalion in the community. These Informatonal
activities and continuows promodion of DSD thowgh health talks In e communlty
and tha faciity, mean that dzmand ks continuously Being bulkt for DED senvkes.

To ensure S0 are meetng patient needs and expectatons, #55es5ment of patlent
experience and satisfaction have recently been Initiated with the leamning shes and
ihie plan Is have them condueled pariodically at seale. MOHCC has also worked with
COUIN to explore make engagement In DSD, and with cumently ICAF ta explore the
praferencas of urban PLHIV for diferent DSDM.

$o .
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Taking Differentiated Service Delivery to Scale in Zimbabwe:
Building on a Strong Foundation

Tsitsl F\.FCI"IZI Clorata Gwanzura’, Nylkadzino Mahachl®, Danleda Belen Garone?, Ann Sel DEI'g Chiwedzere Mzou®, Taladzwa BEFEB
4. A, 5. Zimisibow Astoclation of Chuch i Hosplais, & GPHD

D30 DASHBDARD

The CQUIN DSD Dashboard was used by Jmbabwe to monlor the counbry's
maturing D50 program. Across 13 domalns, a Tve-step color scale was used io rank
progress and performance—irom red, Indicating no activity, io dark green, Indicating
slgnifizant and robust Implementation.

In @ sysiematic, Inciuslve staging process undertaken In October, 2018, Zimbabwe
was found to meet the standards for the highest-possible ranking, dark green, In sk
of the 13 domains (Figure 2) and Ight green In an additional domain.

While Zimbabwe has Kentifled five
domalns that have yel fo be
3garessed or are stll In me eany
_ stages of scale-up, progress has
= been made In the =ight manths since
the DSD Dashooan staging was I35t
completed. Figure 3 describes the
stagihg of eight key domains In
February and Ocipber, 2018, The
Tralning domain  staging  has
advanced from  yellow—natonal
cumcula are In development but
have not yat heen impiemented—io light green, indieating that the training cemcula
have peen finallzed and are In use s In-service HCW raining.

Whilz It appears that the stagng has
regressed  In some  domans, these
@iscrepancles are, In fact, anfacts of
Improvements In the process used fo
complete  the staging and  Increased
understanding of the staging critera.

As Zimbabwe continues o make pogress
in scalng up DSD and Improving the
national D50 program,  regular
agsessments using the DSD Dashboard wil
provide valuable Information to the MOHCE
on achlevements reached and highlight
areas  where challengss may require
targated attention.

Figura 2. Zimbaly DED Dashboard
staging domaing by stage, Octobar 2018

[

Figure 3. Radar chart of ZImbabwe
D50 Dashboard staging. February
and October 2018

OPPORTUNITIES FOR CROS3-BORDER LEARNING

As counfries work separately to scale up DSD, there are benefits to sharing
knowledge, best practices, and research findings. Zimbabwe has ldentified three
priority areas for s2eking input from oiher countries In the coming year.

First, the CARG mode| Is aiready being Implementad In Zimbaowe, but only for agult
populations. There Is Interest In expanding the moded to children, adolescents, and
yOUNg 3dWts (Iving With HIV; however, the country |5 s2eKing the perspective of
pihers that have comducted research or have experence Implementing similar
programs.

Secondy, ZImbabweans are very moolle—particulary those between the ages of 19
and 24—and adherence and loss to follow-up are greatly affecied by this. The
MOHCC |5 wery Inieresied [0 leam more from other couniries facing simllar
challenges of Implementing modsls for modlle populations—miners, In particular.
Finally, the couniry would be Interested fo leam how others may have used
commumity-oased PMTCT adherence clubs to address poor retenfion amaong
miothers recalving PMTCT sanicas.

NEXT STEPS/WAY FORWARD

The Zimbabwe MOHCC Is looking forward to conbinuing to bulld on progress aiready
made, with additional focus on aspects of scale-up that have proven challenging,
such @6 the slower than expected pace of deweloping MAE tools and low
acceptanlity of the Fast Track Refll model among HOW. Strategles pianned to
address gaps include the adopiion of an intermitient data review process to allow for
the collection of DSD data whie the national MEE system Is stll In development. The
MOHCC Is also planning best practice sharing meetings and exchange wisits to
encourage buy-In among HCW and ensure conslsient implementation of DSD
nathonwide. Kavember
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Accelerating DSD Scale-Up With
South-to-South Learning Exchange Visits

View All

HIV LEARNING NETWORK
The CAUIN Pregect dee Differentisted Service Deliery

Authors: Peter Preko, Siphfwe Shongwe, Mifam Rabkin

BACKGROUND
The CQUIN l2aming network |s designed 1o accalerate the scale up of Righ-guality
HIV diffierentiated senvice gelvery (DSD). Peerto-pesr demonsiration of succassid
Impiementation strategles ks known to be a high-Impact approach, and |5 therefore a
core element of Me CQUIN ramework (Figure 1). Se2ing s believing, and south-io-
s0Uth (S25) leaming wisits are a powerful way to exchange Information, review data,
and create the 'E!PEI"EI'I‘“H evidencze” that EMpowers 525 pa‘ﬂcparﬂs o advocale
faor |I1'IP|EI'I1EI'I1E'H'H"I and Eﬂapﬁ'ﬂﬂl’l of new EPﬂI’OEMSm thalr home semnga.
programmeais

» ”

APPROACH

Salection of 525 Exchanges: CQUIN member coundries formally propose 525 visits
based on DSD-related best practices they wish to obeerve; often they learn of these
opportunities at CQUIN workshops and meetings. Country feams submi concept
notes, Incleding visit objectives, proposed activities and expected outcomes; these
are reviewsd by CQUIN leadership and prioritized based on alignment with visiting
couniry D30 action plans, lkelihood that the trp wil contribute to 05D scale-up, and
balance amongst NEWork members.
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Planning and Preparation: S25 vislts are planned o maxmizs Impact, with an eye
to enswring the comect particlpants on both visiing and hosting teams. Activiles are
aligned wih proposad ogjectives. To date, nominations for specific travelers have
been made by minkstries of heakth andior PEPFAR agencles.

Implementation: CQUIN staff partiipate In all 525 ishs, accompanying visiors,
*curating” activiies, focusing strategic discussions on visk oojectives, Identifying
opportuniiies for joint leaming, and supporting loglstics.

Evaluation and Follow Up: After each tip, the visiting country team submits an
acion plan, which s sysiematically tracked by CQUIM over Ome. In 2018, CQUIN
also plioted a post-vist evaluation survey for visiing teams; this was us=d for a
leaming vistt by Eswatini, Malawl and Kenya to Uganda.

OUTCOMES

Between Marnch 2017 and Sepiember 2018, CQUIN country teams made 29 requesis
for 525 vishs. Of these, 17 were approved and 12 of those have been completed, 10
are pending 3 final decislon, and 2 were not approved (Figure 2). The most
commanly-raquesied destinations were Eswatinl, South Africa, Uganda, and Kenya,
althowgh bureawcratic requirsments have tus far prevented visits to South Africa,

The 525 proposals focused on
@iverse DSD-related toplcs and
leaming objectves. The most
commion area of Inleras! was
MAE of DSD (30%), folowed by
community-ased MAE models
[22%) [Figure 3}

Figure 2: Status of 525 Requests

= Approved - visit completes
Approved - visit pending
m Decision pending

W Hot approved

Figure 3: Topics of Inferest for 525 Visit Requests
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OUTCOMES, continued

To date, CQUIN has supported 12 525 wisits for
gight countries (Figure 4):

v Mkl besied Eysaiin in June 2007

+  Ewaiini horsted Zirnba b in July 2017

+  Edwaiini horsted Mozamises in August 2017

+ Mkl beuied oramiigus in August 2017

+ Uigarein heibed Makivd, Evatini and Kanve in June 2018

+  Ewwalin tosted Cote Soecive, Walewi Lgande, Zamtia and
Zimibsabsaa i i 2018

Figure 4. Map of compleied S5 visits

Thes2 vislis generated 40 acilon Rems. OF these, 50% an2
complete, 37% are indenaay, and 13% have nat yet stared b
[Figure 5). Flve of the vieitz have already resulted In
changes to policies andior guldalings (Figure €.

Figure &: Impact of 525 Visit an

Figure 5: Status of 525 Adtion [bems e
Policy/Guidelines
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Csanaiors

Examples of compieied action Bems nclude:

4 Ecwatinl fo Malawl (June 2017 Eswatinl Teen Chivs upgraded fo Treatment S, relevant
Indicators added to CMIE module, systems o transition adolescents o adull care completed.

4 Mozambigue fo Balaw] (August 2017 Mazambigue natonal D20 guideines adapied to
Include ART refils during Teen Club sessions

4 Mozambigue fo Exwatind {August 2017 Mozambigue ks plioting the Outreach Refll mode],
Wi plans i scale up In FY19

4 Uganda to Ecwatinl (Jun= 2018 Uganda national S0 guidelines reviesed, and
Impiementation of Early Moming Reflll mode! was darfled

4 Zamibla fo Ecwatind [June 2013k Early Morming Reflks added o Zambla's National DED
framawork.

- —

Fiipers 7 {left o right): Mozambigus in Malosd; Ugsnds in Eswating; Eswatisl, Eairps asd Palaw s
Ugaenda; Ugands, Malawi, Zessbia and Zismbalves in Eswatini

LESS0NS LEARNED

4 Well-organized 525 visits are an eMeciive way to exchange Implementation knaw-
haw, and to catalyze Implementation of new or adapied DSD models.

% It 15 crifical to have principal decision makers — or ihelr representatives — on 525
viglts. If Indviduals with the senlority fo change policles and practice are not
engaged In planning and visits, post-ip action plans may not move forwand.

% Focusing 525 visits with the wse of consensus-basad scopes of work and clear
oibjectives 15 Imporani o awold distraciions and ad hoc requests for activites
unrelated to DSD scale-up.

% In some countries, protocol-related bureaucracy has hindered exchange wisits.
This |6 especially proolematic when Intemnational travel requires approvals from
outside the minkstry of health. Visits to and from these cowntries require 3 much
longer planning tmeframe.

NEXT STEPS/WAY FORWARD

< Refing 525 salecton criteria for poth visits and paricipants

< AEsess uility of the post-vish evaluation sunvey and expand to all visis, f ussful

< Continue to follow-up on individual country acion plans and provide catalytic
tachnical assistance as needed, to MProve post-rip uptaks of DSD best practicas
andsor change In D50 policles and guidelines.

Hovember 2518
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A SYSTEM-WIDE LOOK AT ALTERNATIVE MODELS FOR DELIVERING HIV TREATMENT
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Author: Stella Kentutsi; Executive Director, National Forum of People Living m
with HIV/AIDS Networks in Uganda (NAFOPHANU), Uganda

Challenges faced by PLHIV in Uganda with the DSDM Model

BACKGROUND/INTRODUCTION

The Implementation Guidelines for Differentiated Service
Delivery (DSD) Models of HIV Services in Uganda (2017)
led to the roll out of DSD to enable stable People Living
with HIV (PLHIV) to serve them better but also remove
unnecessary burdens on the health care as part of a
deliberate move for retention in care and adherence to
effective treatment.

METHODS

Open discussion was applied in a formal meeting
between the PLHIV Coordinators, expert clients and
service providers. Forty (40) PLHIV were selected from
thirteen (13) PEPFAR implementing districts
representing three (3) regions. Data was collected in
September 2018.

November 2018

RESULTS

PLHIV in the 13 districts of Kayunga, Kamuli, Mayuge, Bugiri, Where as the DSD models have worked effectively in a community
Busia, Mbale, Pallisa, Kumi, Mityana, Luwero, Kalangala, Mpigi where drugs are available, health workers facilitated to follow up on
and Bushenyi revealed that DSD had been introduced in the their patients and PLHIV living in a stigma free environment, alot
districts.The PLHIV were accessing treatment largely through remains to be done especially in a country where sporadic stock outs
Community Drug Distribution Points (CDPPs), Community ART are common, internal stigma is still high and there have been no
Group, Community Client-led ART Delivery(CCLAD) and deliberate efforts to increase domestic funding of the HIV & AIDS

Fast-track drug pickup. response

The main challenges highlighted included high levels of
stigma and discrimination that stop PLHIV from accessing the
drugs from the nearest distribution point, sporadic stock outs
of drugs, complacency to visit health facilities as required to
check on viral load suppression, minimal monitoring of clients
by health workers as DSD limits health worker-client
interaction, limited primary health care funds to enable health
workers follow upon their patients, treatment illiteracy and
supply chainrelated issues such as the National Medical Stares
supplies ART following atwo month cycle yet PLHIV are meant
to refill atleast after 3 months,
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Comparing the Male
Attrition Rate

Comparing the Male Attrifion Rate for Differentiated Care versus Facility ART Patients in

Sub-district F. City of Johannesburg.
Authors: Sarah

1. Wits
2 LS. Agency for Intemnaional Development {USAID)

Background

a1, Cleopatra Sokhela’, Melanie Bisnauth', Josephine Oichere-Darko?, Gloria Maimelal, Sthembile Gombanume?.
Reproduciive Health and HIV Insfitute: (Wits RHI), University of the YWiwalersrand, Johannesburg, South Afiica;

Results Cont.

South Africa has made significant progress in improving the provision
of care for H'V-posifive pafients. However, retention of pafients in care
s still a challenge in South Africa, with males accounfing for only
20.8% when compared to females 70.2% of ART patients that were
refained in care in the Johannesburg Health District (JHD) in 20171
Research suggests that offering differenfiated care fo stable ART
pafients does improve adherence fo treatment and retenfion in care
when compared fo facility based ART services. Differenfiated care
(DC) is offered fo eligible patients based on the following criferia:
Abowe 18 years of age and stable on ART with two consecutive vira
oads suppressed, mo opportunisfic infecfions and on the same
regimen for 12+ months. DC patients are rewarded with an opportunity
to choose a convenient collect point for medication without seeing a
clinician for six months.  Facility care (FC) is defined as ART services
offered at & facility to patients also eligible for differentisted care but
who have not yet been offered DC. We sought to analyse confimed
loss to follow-up (cLTFU) betwesn the two groups (DC and FC) and
compare the difference in atiriion between the two groups for both
males and females to beiter wnderstand if DC offered fo patients
lowered the atirition rate particularly for males at 13 prmary healthcare
clinics at Sub-district F in JHD

Method

Far a 3 year period from January 2015-December 2017, data from
TIER.Met was exdracted to compare a) We examined a) fotal number
of DC and FC pafients across 13 clinics in JHD;  b) fotal eLTFU for DC
versus FC: ¢) tofal number of male versus female oL TFL, and d)
cLTFU for males offered DC versus FC and for female offered DC
versus FC. clTFU was compared befween males and females to
determine the highest aftrition rate per age and gender for DC and FC
patients.

Diffesantioted Cara vi. Facilily ART Patlests with Conliemad Lok to Follew.-up ke both Male: and Femalss

In January 2015-December 2017, a total of 13 clinics in JHD Sub-
district F had a 22% atirfion rate. A fotal of 21,782 patients were
offered OC and a fotal of 48,811 were FC (Fig.1). OF these, 7011 (32%)
males were offered DC versus 18,020 (323%) receiving FC. For female
pafients, 14,771 (38%) were offered DC and 32.581(67%) received
FC. cLTFU was lower for pafients offered DC: 774 (3%) compared o
10,529 (22%) for FC patients. Of males offered DC, fewer: 188 (3%)
were oL TFU compared fo males receiving FC treatment: 3179 (30%).
Similarly, there were fewer females offered DC LTFU: 578 (4%)
compared to fhose receiving FC: 7420 (70%). The highest atirition rate
for males was 54%: amongst the age group of 36-48 years: DC = 108
(54%) and FC = 1425 (45%). In comparison, females between the age
group 25-35 years old had fhe highest atiition rate: DC= 226 [46%)
and FC = 4328 (58%).

The rezults revealed there was only a difference between

DC males and females indicating that prﬁwiding DC improved

male retention.

Conclusion

Through comparing the clLTFU for males wversus females in both
groups of DC versus FC patients, there was a higher attrition rate
amongst FCs for both males and females when compared fo DC. FC
patients require more attention to strengthen their retention in care by
offering DC fo all patients, especially males in accessing care. Further
research is needed to analyse the reasons wiy the age group of 35-48
year old men are primarily defaulters from ART at the Sub-district lewvel.
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Leaving no one behind, reaching hard to reach populations

Muhau Mubiana' Mpands Mukumbwa-Mwenechanya® Clement Moonga®Helen Bealya Mulenga! Mwarnza Wa Mwanza! kukanjl Slkazwe! Carolyn Bolton-Moore®
gentre for Infectious Diseases Research in 2ambla “University of Alabama at Birmingham, US

BACKGROUND/INTRODUGTION

- The 2016 UNAIDS gap report showed that globally, there were over 2 million

new HIV infections in 2015,

-Members of key populations [KPs):
fermale sex workers [FSW) , men who have sex with men [M5M), people
wihe inject drugs, ransgender, prisoners

and their sexual contacts accounted for 45% of the new infections B

- Despite the high incidence of HIV infections among KPs, specific sub

populations liing with HIV are

- underrepresented in the HIV care cascade /=%
- hiawe bow access to treatment, face challenges in remaining on treatmeant,
are faced with lack of adherence, stigrma, low retention and insecurity in
accessing health services
-are disproportionately at risk of HIV acquisition, attributable to both
behavior and specific legal and social barriers that further increase their
vulnerabilivg.

- The 2017-2021 Zambian Mational strategic framework recommends
a public health approach for all sup population to be part of the HIV
responde if the 90-90-90 UNAIDS sets goals are o be achieved
embracing existing opportunities for the multi-sectoral HIV national
response that includes among others: Expanding service coverage 1o reach
geographical areas with highest burden of HIV and groups that have
historically been marginalized, underserved and neglected to ensure that
“no one is left behind” .

=l My 2018, with the support from PEPFER through COC, we implemented

activities to:
- Provide HIV services 1o KP
- Highlight our experience, lessons learnt and challenges

In Zambia where sorme key population activities are illegal and unacceptable

[socially, religious, cultwrally and politically).

Setting:
6 Health Centers in Lusaka District.
= Mobilization and demand creation for HIV services in communities:

- Networking and collaborating with Civil Saciety Organizations|C50s)
waorking with KPs
- Mapping ‘Hot spots/safe rones’ [bars, brothels, homes) to identify .

operation areas with KP comrmunities.

- Monthly community visits by a team of trained health care providers
[Murse, Pharmacist, Clinical Officer, Lay Health Care Warker and
Labaratory Technologist) for case identification, screening and follow up

visits (drug dispensation, symplom screening, condom distribution and .

adherence counselling) of clients already enrolled in care,
Linking screened clients to Health Centers with Health Care Providers

trained to provide KP iriendly services, .

- Fast-tracking clients referred to the dinic through Lay Health Care

Wiorkers Lo eade access Lo health services .

Implementation period: May —Seplamber 2018

DatafAnalyses: We recorded number of KPS that were: () reached b} .

tested for HIV (2] linked to HIV services depending on HIV status.

REBULTS

& densely populated urban communities v
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RESULTS, continued

Figure 2: Continuurm of care among FSW and MSM
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Figure 3: Curnulative numbers on PrEP among FSW, MSM, TG, PWID
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DISCUSSION
Of 354 KP reached,
= 273 (77%) seli-identified as FSWs and B1 (23%) MSM.
+ 278 (7E.5%) agreed to HIV testing
= Refusel rate for testing was sirmilar for both the FSW%s and the
MSM (range 21-73%)
Fram 278 people tested,
+ 59 21%) tested positive with a higher positivity rate among FSW
{215 )
Owverall linkage was 95%; 3 people (5%) did not link o care as they
required further time to adjust to their new HIV status.
Armong 219 (79%) testing negative,
= 144 [6E%) were pul on Pre—Exposure Prophylads (PrEP) services.
= 75 did not fit the eligibility criteria or refused.
Partmering with C50 working with these populations was key for networking
and community mobilization with KPs.
Hawing trained Peers was cardinal in the identification of the safe spaces as
comvenient locations for KPS to actess services within reach.
In addition, training health care workers in provision of services for this
population increaied KP confidence to seek cane .

P NEXT STEPSIWAY FORWARD

= Strengthen follows up of:

Figure 1. Positivity yield among KP screened
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+ PrEP patients Lo ensure retention

+ KPs testing positive who refused to be linked into care

+ Support the development of ok o strengthen the MEE amang this
population
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BACKGROUND I

The 11 couniries In the CQUIN network ane ploneers of HIV differentiabed sandce delivery [DSD
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DISCUSSION

Taking DSD Services to Scale:
Strategic Decisiuns, Paths _and Priorities

Pater Preko’, Lawra Block', And
| = AP

HI¥ LEARMING METWDRK
The GAUIN Project dar Bileentintsd Service Delwery

rerikranz®, Mirlam Rabkin'

D) Impiemeniation at scale. Recognizing that differentiaied HIV sarvices must be

dellvered at scale and with Nidelity — e.g., that both coverage and quallty are required Tor lTlpﬂI:-‘t - network members face a simllar set of strateglc decisions about how Dest
to design, iImplement and monitor large-scale DSD programs. In August 2018, the CQUIN team reviewed data collected from member couwntries In the context of south-to-

south visiis, workshops, and routine calls wih national

e

03D coord

nators. Table 1 shows 3 preliminary synthesls of key sirategic declslons, commonly-selecied opllons, and

llusirafive counbry examples. Thasa are likely to be useful to ather countries scaling up DSD sanvicas.

TABLE 1: STRATEGIC DECISIONS FOR DSD SCALE-UP

Strategic Decisions Common Options

ansdor oversight of
netionasl DSD guidelines
and implementation
strategies be organized?

Count ¥ EIHITIE!-

" mmmmmm=mmm=m—mmm r@lﬂlffwﬂrﬂ}phmigmmwuhm

DS Technical Achisors

OIS0 Task Foros = Eswatini, Malzwi, ann'nhiql.: and Kenya have task teams that work on soedfic tasks and report to & main TWIE.
D50 Coordinator » Eswatini, Usanca, Zambis and Zimbabwe hiave dedicated DSH coordinstors.

® Kenym, and Cote o' hwoire heree tachnical ackisors from other onganizations who support the ministry of health in develoning
Gocuments ning DSD and traini

MoH Officers with sdded DSD ieht

-MMMmmmmmmummmmmm pned sdded y = DD bencis

Wil the roll-cut of DSD
models be

Simultaneous nstion-wice implementation of
civerse models

= Eswattini, South Africa, Zamidia and Zimbabwe are scaling up muliple faciity-bazed and mmmuﬂ?—m:ﬂ m.RTrrnd:Bfnr
stabie patients nationwide.

implemented using s (Phased approach with initial prioritization oy |» Cote d'lvoire and Ethiopia are scaling up fadlity-based models (only] natioraide.
phesed approach? |gEosmphy and,for DART model
Hlll‘bﬂ-d approach, fmule'nerrh'rg some models |» Kenym Prinrih'zu naticenal rol-out of uppu'ntrm ;pacinﬁ mnd fast track models, and is phu;inE n cnmrruru‘br—nasad models
simuitaneously netionwide and phesing in based on B reaciness asseszment toci.
others = Pinlawi, Exwating, Zimbabwe, Uganda and Kerys ans implemertini models for unskabls Pul:i:l'llsin 2 phased manner, slm'h'rﬁ
with referming facilities.
" Mmmbiq.beis smins uz q:\nﬂiTt'T}ﬂTtSPﬂirE mnd fast track LEI-I'E B giodal approach, but usinE & phased approach fior
commumity outreach and faclity-besed adherence clubs for sdults and adolescents.
Hicew will cotarntrias Dﬂehprmdnm-spedﬁ:mwmp: Imlhph.hhulfi Mmmbique mﬁiw anﬁamﬁnmmmmmﬁmmwu@mumnﬂy
determine if noll-owt of rbuu'rgmiinrmdllianrhigm el hmmmmmmmmmmwdmwﬂamBﬂlirupﬂ:lwﬂfh!':mlurmm E:hmpm
D50 has been ‘o reach 53% of health Sacilities by 2048.
successhal Whatare  (Deveionment of DSD-spacfic covernme tarpets |» 2ambis, and Lizanda sre smons the countries with patient level coverape targats. Zamois plans to enroll 20% (34,800] of stable
the relevant goals and  (focusing on % of eliginle patients receiving FLHIV iin DED community models by Decemiber 2045, whils Uganda is targeting 0% of all ART patients in DSD by 2048
targets? DsD
Use of existing progrmmimatic tarpets = Kenym and South Africa oo not have DSD specific targets. They will use existing targets for testing, linkage, retention and virsl
In acdition to the Intemational partners * Intemational PEPFAR implementing partnars play a critical role in DSD implemeantation and scale-up in & 10 countries.
Ministry of Health * In some counkries, [Fs ane inkensively sunporting all 15D models. For sxamiple, PFEFFAR IPs are leading scaie up of diverse DSD
(national and meadels i all fur FEE‘iDﬂS of Exwatini. In other countrias, IF support is fooused on ST for pﬂh'm‘ts =] hi5I1 risk of disasse

subnational levels),
wihilch organizations,

progression |FEHR], adolescents, key populations, and other sroups with more complex needs.

Domestic partners:

® ISHTAR Kemys implements spedific DSDMs for M5M

» MANRELAT In Mk has invohesrd faith-Dased lenders in D50 demand restion and implamentation activties.

= TASD iin Liganda is involved in the training and capacty buiiding of expert dients, providers, and commeunity hesith workers
wha play = key role in DSD rollout.

= The Global Fund is supparting national PLHIY networks (2= ZNMP4 in Simbabwe and FIF# in Cote d'lvoire| to scale up
commumity-based adherence groups

* Lighthouse and CAPRISA ars MOH Malawi and DOH South ‘o scaile up DSD models for PEHR.

D50 redewnnt

institutions will

imiplement OSD rodl

cut?

'What strategy will be AMFI‘I:ILI:inE MEE tools to collect DSD deta
implemented for on all patients

* South Africe, Ugands, Kemys, Zimbabwe and Exwating have updsted paper-based DSD registers I are in the process of
updating their Electronic Medical Records [EMRS).
= Minl=wi pians to updste only electronic medical reconds.

Epizacic duta collection [Review Mzstings|

" Zinbnhwe..I:ullranndMdmmhp&nﬂm‘wpﬁﬂmmﬂnummmimmiﬂ-

dataon D50 be
collected and reported?

monitoring and Ievel DSD cata
on [M&E] data? South Africa has Cusarterly Review s in Districts and Provinces where DSD data and p performance are
e heow often will Sdtﬂledp-uind:r:pu'ﬁrﬁ[eﬁ. mnraal, Mmmbtq.n,hr\u. muamummummmmmm.eunﬁs wt which nsumau g i

queartarty, monthiy)

mnd other wuuprnﬁmmpmuﬂum'lllmrpnrm DED cats
Eimrlhuse'm-unﬂ.ﬂ ml'lEI'mbEhnF!Ihch DD date will be reporied.
Ethiopia has 8 paper-based registar on which appointment spacng date is collected by the Resional Heafth Bureau monthly
and shared with MoH.
South Africa coliects Cuuarkerly Provingal deta on D5D and prosyam perforrmance.

(Ag hog reqaests

mrn&:mmhmdmuﬁm‘i:mmn:wmueﬁrf.
IFsin and coempile D50 data when requested by MOH andfor PEPFAR

How will recipients of
care be imvohved in

Farticpation in DSDN TW'S or Task Tesm

South Africa inciudes Doth PLHIVS snd specifically youth lfving with HIV in their DSD TWES.
Eswaitini, Kanys, Uisands, Maawi, Zimbabwe, and Zamisia all inciede PLHIVS in their D50 TWSS whene DSD planning,
coordinetion and program evaluation are disosssed

I|||'|-|'J.|'|)r :uh.hngl:a:
SeTvices?

Demand Crastion snd Patisnt Education

» Eswatini and Malwsi mmwmmmwummm,mhummm
* Upands enEazes PLHIV b0 conduct ir Itmracy © =S And ¢ y health talks

Seriice Deivery

Eswatini, Ethiopia, Ugands and Zambis use spert dients mﬂur peer sauCEtr 0 cefiver diverse 0G0 remma senvices,
inchuding adherence monitoring and patient tracking.

|MEE

* PLHI in Cobe cfvoine monitor D50 service sveiiability in the context of [TPC's Com|

Hovw will countries
support and monitor
DsD quality?

wia routine national quality assumnce
LUt

® Im Eswatini, the nationsl q.ulrt'r' management program and the D50 task tesm have developed DSD quuli‘hll Stmndards which
will be added to the nationsl HIV senvice essessmenk tool to mondtor DSD service guality

m_lone quality =zuEnce [Qa] and/or
e I

Inanhiumdmllm,lhprwicﬁ'EHWmﬁ:H uwhmapmj:d:
Cote o' voiire engages PLHIV via the coondination of an early “earty waming system™ for ART stock outs.
Zimbabwe has intesrated DSD quslity review into naty quality CE misetine.

Mnﬁ Hmticoal l:;nit'r' Assurance Meﬂ:inF
ond DSD review meetings

Kenyz, Eswattini and Zimoabwe hewve review mestings at which deta on D5D implementation fidelity will b2 monitonec.

IEE L SEM=E ===
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Videos

Videos about innovative DSD models and solutions from CQUIN partner organizations were
featured at the marketplace and before plenary sessions. Following is a listing of all the videos
displayed:

Adolescent Treatment Coalition
A series of animated films launched at AIDS 2018 discussing DSD and young people

Vincent from Sao Paulo

Poon from Bangkok

Namusoke from Kampala

Jane from South Africa

Center for Infectious Disease Research in Zambia (CIDRZ)
Community ART for Retention in Zambia (CommART) study (video series
Gates Notes

Tom Ellman: Leaving No One Behind

ICAP at Columbia University

Teen Clubs in Eswatini

International AIDS Society (IAS)
#IASYouthVoices seties

What is Differentiated Care?

The Power of Peers

The Difference is in Delivery

Médecins Sans Frontieres (MSF)
Short films focused on MSF’s community and award-winning ART adherence club models

Community Model for HIV Treatment

Join the Club

Join the Club (extended)
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https://www.youtube.com/watch?v=cV_uvkTAiCo
https://www.youtube.com/watch?v=cV_uvkTAiCo
https://www.youtube.com/watch?v=eFiDSkncoUE
https://www.youtube.com/watch?v=eFiDSkncoUE
https://www.youtube.com/watch?v=gOVBbHb7_8s
https://www.youtube.com/watch?v=gOVBbHb7_8s
https://www.youtube.com/watch?v=uvWRgruNfkg
https://www.youtube.com/watch?v=uvWRgruNfkg
http://www.cidrz.org/wp-content/toolkits/commart/resources.html
http://www.cidrz.org/wp-content/toolkits/commart/resources.html
https://www.youtube.com/watch?v=TWsM25CsQWs
https://www.youtube.com/watch?v=TWsM25CsQWs
https://www.youtube.com/watch?v=VEHlKpVNSPI&t=1s
https://www.youtube.com/watch?v=VEHlKpVNSPI&t=1s
https://www.youtube.com/watch?v=9MxGgXvtUMM&index=5&list=PLjP62mGJ21ILnycphCaFhvqUxUIaB14mx&t=25s
https://www.youtube.com/watch?v=9MxGgXvtUMM&index=5&list=PLjP62mGJ21ILnycphCaFhvqUxUIaB14mx&t=25s
https://www.youtube.com/watch?v=LqIBAtYUOUg&index=3&list=PLjP62mGJ21ILnycphCaFhvqUxUIaB14mx&t=10s
https://www.youtube.com/watch?v=LqIBAtYUOUg&index=3&list=PLjP62mGJ21ILnycphCaFhvqUxUIaB14mx&t=10s
https://www.youtube.com/watch?v=bVDnobbSR9Q&index=4&list=PLjP62mGJ21ILnycphCaFhvqUxUIaB14mx&t=15s
https://www.youtube.com/watch?v=bVDnobbSR9Q&index=4&list=PLjP62mGJ21ILnycphCaFhvqUxUIaB14mx&t=15s
https://www.youtube.com/watch?v=bq6kCnf-CwU&feature=youtu.be
https://www.youtube.com/watch?v=bq6kCnf-CwU&feature=youtu.be
https://www.youtube.com/watch?v=2JV5KVcRx68&feature=youtu.be
https://www.youtube.com/watch?v=2JV5KVcRx68&feature=youtu.be
https://www.youtube.com/watch?v=dP3V1_3OeV8&feature=youtu.be
https://www.youtube.com/watch?v=dP3V1_3OeV8&feature=youtu.be

Right to Care

Africa's First "ATM Pharmacy' Set Up in Jo'burg to Aid Treatment Access

Pharmacy Dispensing Unit (PDU) in Alexandra with All Sponsors
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https://www.youtube.com/watch?v=k-fPgnh0-GQ
https://www.youtube.com/watch?v=k-fPgnh0-GQ
https://www.youtube.com/watch?v=o63C6sEu_rY
https://www.youtube.com/watch?v=o63C6sEu_rY

HIV LEARNING NETWORK
The CQUIN Project for Differentiated Service Delivery

§1 Il

:

www.cquin.icap.columbia.edu

CQUIN is made possible with funding from the Bill & Melinda Gates Foundation. The findings and conclusions
contained within this report are those of the authors and do not necessarily reflect positions or policies of the
Bill & Melinda Gates Foundation.
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