P . iind

Delivering High-Quality
Differentiated HIV
Services at Scale

A CQUIN Learning Network Workshop

June 23-26, 2019
Nairobi, Kenya

Columbia University HIV LEARNING NETWORK
Mailman School The CQUIN Project for Differentiated Service Deli
Of PUblIC Health [ I'Ojec or virrerentiate ervice be lvery



Table of Contents

EXECULIVE SUMIMAIY... . iiiiieeeeeeeeeeee s e e et s e e e e e e e e e e e e e et it b r e e e e e e e e eaeeeeesnnnnnnneeas 15,
a0 To [FTox 1 o] o IR PR L AT
(@] o1t a1l To T S L=To =T o] (o] o TR PSRRI 8&1l.....
Session 1Framing Remarks andKeynote PresentationQuality HIV Services................ 12-14

Session 2Defining DSD Quality StandardsPanel.................oviiiiiiiiiiiiiiiece e 14:16......
Session 3DSD Quality Standards and Challenges Breakout Groups.........cccccvvveennnn.. 1623

Session 4: Measuring DSD QualitPPand..............uuuiiiiiiiiiii e 2421...........
Sessionb: KeynoteAddress: Using QI to Enhance HIV Services..........ccccvvvvvvcciiiiieeeeeeee, 28......
Session6: Quality Improvement Case Studies Panel.............ccceevvvvevviiiiiiiiee e, 28:32......
SeSSIONT:TOOIS Lab......ueie e 3233,
LUNCHN DISCUSSION. ....cttttiiiiee et ee ettt e e et e et e s e e e e e e e e e eeeetaabbna e e e e eeaeeeeeeensnnnns 3334,
Session8: Root Cause Analysis of Priority Quality Challenges Breakout Groups........ 3538

Sessiond: Keynote Address: Recipient of Care Perspective.........ccoovveveeevvveveeviinnnnnnnnn. 3940....

Session Q@: Achieving Quality for Specific DART ModelsBreakout Groups...................: 40:43

Session 1:Individual Country Team Strategies Breakout GroURS...........ccovvvveeiivvnnnnnnn 44:45.

[0 o To o T B Yo L1 [ TR . NTOTOTPTPOPPPP
Session 2: Closing Remarks and Way FOrward...............uuoiiiiiieieeiieiiiiiiiiis e eeeeeeeeeeanenns 46.............
APPENIX A: PartiCIPANTS. .. .uuuiiii i e e ieeeeeeeiie s e e e e et e e e e e e e e e e e eeaaeaan e e e aeeeaeeeneneed A78L.ccccceee

CQUIN is made possible with funding from the Bill & Melindda@atesRe findings and conclusions contained
within this report are those of the authors and doefteateuessani/or poliwes of
Bill & Melinda Gates Foundation.



Executive Summary

Background

In March 2011CAP at Columbia UniversityCAP)launched théllV Coverage, Quality and

Impact NetworK CQUIN), a learning networdesignedo improve the coverage, quality, and impact
of HIV services by accelerating the agalef differentiated service delivery (DSD). With the
support of the Bill & Melinda Gates FoundatiGAP supportsCQUIN member countries to

adopt, implement, and expaifictive DSD models by enabling experience stsminigto-south
exchangeand collaborative problem-solving, and by providing targeted, demanéahmnieal t
assistance and support.

In order to achieve the ambitious goals of DSD scale-up, highdijfiatentiated services must be
delivered at scaleQUIN’s June 201&orkshop on th&cience and Practice of Saalexplored

the challenge of increasing coverage while maintaining qddidgléy,an ongoing themaf

CQUIN network activitieSCQUIN member countries have demonstrated remarkable pnogress i
scaling up DSD services, but most note that they lack information on DS DEguility
programmatic experiermso highlights the need for close attention to qualiggngeincluding
imperfect use of DSD eligibility criteria; suboptimal utilization of vir@Vlogdhta; changes to
program design that discourage enrollment; and lack of fidelity to DSD guidefsponse,
CQUIN launched a community of practiceued oD SD quality and quality improvemé@t) to
engagnetwork participants in a series gbémsormeetingand an ongoing virtual collaboration.

FromJune23-26,2019,|CAP convenethe CQUINIearning network to further explore the issue of
DSD quality. The meetinBelivering HiGality Differentiated SBfvices at Seals held in

Nairobi, Kenya, andasattended bynultidisciplinary teanfi®m 11 CQUIN membecountries.
Themeetingexploredhe three elements of the classic “Juran Triad” as theyor&l&te quality
planning (what is the quality standagi@)jty assurance (Q@ye we meeting the standard?); and
QI (how can we continuously improve performance?).

Meeting Goal andObjectives

The goal of theneetingvasto enable CQUIN country teams to develop plans to define DSD quality
standards, monitor and evaluate DSD quality, and implement contextually tepp®prspecific

QI projects. Each country teavasasked to meet in advance of the CQuidetingand identify

priority quality challenges related to DSD. Key participamtsntry-level discussions included
representatives of ministries of health (M@&tjpnal networks of people living with Hike U.S.
President’'s Emergency Plan for AIDS Relief (PERRAdRE10bal Funtbr AIDS, TB andMalaria

(GF), implementing partners, and other stakeholders. Countryvier@nasked tioring these
challenges-and supporting datate-the meetingand explore relevant lessons learned and best
practices with countries facing similar quality challenges.

The agenda for thmeetingvasdesigned to foster intensive, sdateeuth consultation on DSD
quality ad QI, and to catalyze progress within each country tD8&rdpecific quality planning,
QA, and QI. Soecific objectives inclutte

x Review frameworks and best practices related to quality and QI

x Describe current DSD quality standards, QA strategies, aragjeQtp

x Collaboratively explore barriers and facilitators to DSD quality
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x Facilitate soutto-south consultation regarding DIty initiatives, including pairing
countries to give one another feedback and suggestions

x Share QA and QI tools, resources, and jab aid

x Develop and refine countspecific roathaps towardational DSD quality strategies

x ldentify common gaps, challenges, and opportunities for fututegonirtg, careation of
tools and resources, and future stoHuth exchange visits

Meeting Participants

Approximately 80 participantattended the meetingcluding global experts and teams from each
of the 11 countries in the CQUIN Netwo@ountry teams included MOH, national networks of
people living with HIMPEPFAR agencidsplementing partners, civil society, and educational
institutions. Additional participamsluded representatividd CAP, WHO, UNAIDS, thé&sF, the

Bill & Melinda Gates Foundatidhe International AIDS Society (IA8)e International Treatment
Preparedness Coalition (ITPG§U.S.Centes for Disease Control and Preven{iobC) the

United States Agency for International Develop(s$AID), and other experts.

Meeting Content

The CQUIN meetingopened on the evening of Sunday, Juhei#iBapanel of speakers
moderated bpr. Mark HawkenlCAP country @rectorin Kenyafollowed by an opening reception.
Framing remarks were given bykKbayaMOH, PEPFAR, and the national association of people
living withHIV, as well as technical presentations by the ICAPDReamy the subsequethiree
days, theneeting showcas#deeplenary presentations, three pdiselussiondour breakout
sessiongndahandsen “tools lab” demonstration session.

Day One

On Monday, June 24Dr. Miriam Rabkin, CQUIN principal investigadpened the meeting with
framing remark&heemphasized thele and importance of quality in health and its direct and
indirect outcomes on health; discusisedknowledge gaps relate@dSD quality within the
CQUIN network;and described the most frequent challenges that emerged imtbetprg-survey
and how thesehallengemformed the meeting design.

Dr. Charles Holmes theieliveredh keynote address on quality HIV serviteitg thaefforts to
meet 2020 targets for HPélated mortality are not on track #reklear relationship between HIV-
related mortality and quality. Dr. Holmes discussed thenstigttibetween quality, access, and
impact; outlined enablers of quality HIV services; emphasized thenrepafrfstiententered
care; discussed how HIV quality services improve otherdegaitiesbriefly discussed the link
betweemuality care and HIV drug resistance, and closed his presentation askirmtestaudi
reflect m their “quality blind spots.”

The next session was a panel presentatiosed ordefining DSD quality standards and what is meant
by “high quality” DSD. Panelisiiscussethe CQUIN QHor-DSD community of practice (Mr.

Martin Msukwa, from ICAIA South Africa); recipient of care preferences for DSD modeksaim
ZimbabwgDr. Clorata Gwanzura from thenistry of Health and Child Care (MoHCC) in

Zimbabwe); and the recipient of care perspective (Mr. Nelsom@fromNationalNetwork of

PLHAs NEPHAK) in Kenya).



In a breakout sessiarountry teams paired tepdiscuss DSD quality standards and challenges
Each country describedtional DSD scalép, focusing on coverage and modelpnictities
related to coverage anddel mix for the next 12 months; and nevdelgo prioritize moving
forward.Next, countries worked in pairs to report back to the broader groupextehio which
each countrizasdefinedquality standards specifiadifferentiated antiretroviral treatm@aRT)
and DART mode|ghe dataach country uses to assess the quality of their DART pradigesiois
three DARFrelated quality challenges for each cguantid what the countries lesfrom one
another.

Following the breakout sessiarpanel of speakers presented perspectives on measuring DSD
quality and how tdetermine the delivery mfjhquality DSD. DrHervé Kambale frorthe

Eswatini National AIDS Program presented Eswatini’'s DSD QMtodbsen Kiggundu from the
Uganda MOH described a supportive supervision approach. Ms. Stella Kentiatidnain
Forum of Peopleiving with HIV AIDS in Uganda&NAPHOFANU) discussed measuring and
addressing stigma. Mr. Valentin Keipo from ITPC ia €idoire gavan werview of ITPC
community treatment monitoring i8t€ d’lvoire Finally, Mr. Tonderai Mwareka fréme

Zimbabwe Nationdlletwork of People Living with HNZKNNP+) in Zimbabwe provided the
recipient of care perspective.

Key Takeaways from Day Oa

X CQUIN countries (and the largrrblic health community) continue to lack data on the quality and
fidelity of DSD services

X The continuing high rates of HPélated mortality suggest a quality challenge with HIV tneéatme
programgenerally (not DSD programs specifically)

x There is an important interplay betwguality, access to care, and uptake of services. Recipients
care cannot access services that are physically or financidtpleraarad they may not wish to
utilize services they perceive as low quality, culturallppragip, or nosufficiently person-
centered

X The recipient of care perspective is crucial, as recipieatenody have different quality standards
than healtltare provider®Ve all have quality “blind spots” to consider.

x DSD-specific qualitghallenges mentioned by CQUIN country teams include: levagewf VL
testingvariable community education and demand creation; impexfeED®D eligibility criteria,;
occasional challenges with documentation; and the needdasaneaningful engagement of
recipients of care in program design, implementatidrevaluation.

x Many CQUIN memberountries lack detailed and specific quality standardfef@entidited ART
programs

Day Two:

Mr. Ivan Teri from the ElizabeGlaser Pediatric AIDS Foundation opened the second full day of
the meeting with a keynote address on using QI to enhance\lti¥sdde provided a definition

of QI; discussed the growing field and appreciation of Ql; described QI priQtifpdedity, and
common QI tools; and providedidencéased examples of how QI has been used to improve the
guality of DSDHe closed with a discussion on how to harness QI for DSD.

Next, speakers in a panel discussion provided different perspectivesabund@lg improving the
fidelity of DSD models in Kenya (Ms. Maureen Inimah from the KetipaalAIDS and STls



Control Programm@&ASCOB); using an electronic information system to improve the Central
Chronic Medicine Dispensing & Distribution (CCMDD) model in South Africa §bsskl Courey
from CDC South Africa); improving the quality of adherence clubs in Cape Towb @hditand
club champions group) (Ms. Aysha Ismail from the City of Cape Town Chty, Heitdling a QI-
for-DSD learning network in Zambia (Dr. Nancy Zyongwe from the Zd#); using QI
methods to maximize DSD impact and efficiencies in Uganda (Dr. JohDdeoeatirafrom the
Department of Disease Control and Environmental Hatthkerere University School of Public
Healthin Uganda); optimizing VL utilization in Malawi (Dr. Michael Odo from theviNA&@H);

and improving VL coverage in Ethiopia (Dr. Barhizgkle fromCAP in Ethiopig.

In ahands-on and dynamic Tools Lab, participants viewed demonstrations of tools usedtin diffe
contexts to help improve and accelataligery of higlguality DSD at scale.

Following the Tools Labr. Peter Ehrenkrarfizom the Bill & Melinda Gates Foundation led a
lunchtime discussion on defining DSD and how to measure coverage. He emphasized the
importance of using standardized definitions within the CQUIN networkhusergonth multi-
month prescribing as an example.

Participantshen joined one of five groups in a breakout sessiiiscussommon DSD-related

guality challenges, explore their root causes, and consider possibleoméerhenthallenges

explored includ&) lack of categorization of clients on DSD mg@¢lack of adequate updated
information and education for DART models provided to recipients @)ddwegxperience of
recipients of care in DART modefish unmet family planning needs and poor management of non-
communicable diseasggnconsistent and incorrect use of specific DSD monitoring and evaluation
(M&E) tools; and) lack of routine VL testing offered to recipients of care enrolled in.DART

Key Takeaways from Dayfwo

X Quality improvement (QI) holds great promise as a way toatisttyrenhance the quality and
fidelity of DSD services.

X Itis important not to conflate quality assurance (QA) andhi@ke-are two congphentary
activities

x The CQUINQuality and @ommunity of Practice has catalyzed the sharingfof-QISD
experiences and tools.

x The DSD standards developed by the CQQUdlity and @ommunity of Practice are a great
starting point for countries looking to develop quality standards for DSD programs.

x Using standardized definitions and approacliestoibeéhe mix of DSD models in each country is
extremely important for the CQUIN network

X  Threemonth Multi-month ScriptingMMS) is a DSD modeél

Day Three:

The third day of the meetingmmencedvith a keynote addresstbe recipient of care perspective
by Mr. LawrencKhonyongwdrom the Malawi Network of People Living with HIV. He described
thecritical role of recipients of cardhe overall delivery bflV servicesn terms ofassuring both
demand from recipients of care and supply of high-qoatfitgxtually appropriate servidéssxt,

Mr. Khonyongwa provided an overviewitdd CQUINRecipient of Gamgagem&@ammunity of



Practiceand its expected resull. Khonyongwa concluded by shaangsion of quality service
delivery and highligtdthe role of recipients of care in this vision.

Participantshen joined one of four groups in a parallel breakout session to discuss achigving qualit
for specific DART model&ilitybased individual models; facility-based group models; community-
based individual models, and commurased group modgl&roups discussed different aspects of
their assigned model, includiviiether there are quality standards forreadel; the quality

challenges most relevant to eacdel; what should be done to address these quality challenges; and
whatshould be the next steps to optimize the quality and fideléghofiodelat scaleEach group

reported back to the group in plenary.

Next, countries divided into teams in a breakout session to reflect on the meetingralupto de
individual country action plans to strengthen the quality of DSD implementaimnrespeo/e
countries. Each country had five minutes to report back on: important lessedsnd¢his
meetingany planned (or tentative) changes in DSD nomenclature and/or calculation of DSD
coverageaction steps with regards to quality standlardise nek12 monthsaction steps with
regards t@QA in the next 12 months; and action steps with rega@dsTbe session was-co
moderated bipr. Peter Prekérom ICAP andMs. Siphiwe Shongwe from ICAP in Eswatini

Ms. Fatima Tsouris from ICAP and Ms. Siobhan Malone from the Bill & Melinsl& Giatéation
then led a lunch discussion to describe the Evidence for Contraceptive OptionsQunid dhiés
(ECHO) Trial primary results.

The meeting clodevith remarks from Dr. Miriam Rabkin from ICM?; Mathew Kawogo from
the National Council of People Living with HIV/AIDS in Tanzania; Dr. Bacthinggilfrom ITPC
in Kenya; Dr. Kenneth Masamé&mm CDC Kenya; Dr. Peter Ehrenkranz from the Bill &ridel
Gates Foundation; and Dr. Barbara Mambo from NASCOP in Kenya.

Key Outputs

x Individual country team strategies were submitted byvbie E@QUIN countries in
attendance to document next steps related to meeting outputs

X Meeting report



Introduction

Background

In March 2011CAP at Columbia UniversthCAP)launched théllV Coverage, Quality and

Impact NetworK CQUIN), a learning networdesignedo improve the coverage, quality, and impact
of HIV services by accelerating the agalef differentiated service delivery (DSD). With the
support of the Bill & Melinda Gates FoundatiGAP supportsCQUIN member contries to

adopt, implement, and expand effective DSD models by enabling experiagcs@i#to-south
exchangeand collaborative problem-solving, and by providing targeted, demanéahmnieal t
assistance and support.

Each year, CQUIN convenssveral alietwork meetings addition taopicspecifianeeting for
smaller groups of countrigs.June 2019, ICAP convened multidisciplinary teams from the 11
CQUIN membercountries to address the issue of quality andf@%Dpractical, hands meeting
Delivering HiQuality Differentiated HIV Services ah8gadetingexploredhe three elements of
the classic “Juran Triad” as they relate to-B&mality planning, QA, and QParticipantincluded
teams fronCote d’lvoireEswatiniEthiopia, KenyadylalawiMozambique, South AfricBanzania,
Uganda, Zambia, ad@mbabwe, along with diverse regional and global experBEPFAR
agencies, national networks of people living with HIV, implementingspartriesociety, and
educational institutions. Additional participants included representd@®AR, sWHO, INAIDS,
the GF the Bill & Melinda Gates Foundati, ITPC,CDC, USAID, and other experts.

In order to achieve the ambitious goals of DSD scale-uguailify-differentiated services must be
delivered at scaleQUIN’s June 2018 workshop on thelence and Practice of Saalexplored

the challenge of increasing coverage while maintaining qddidgléyan ongoing thema

CQUIN network activitieCQUIN member countries have demonstrated remarkable pnogress i
scaling up DSD services, but most note that they lack informad&bogualityEarly

programmatic experieraso highlights the need for close attention to quality challenges, including
imperfect use of DSD eligibility criteria; suboptimal utilizatddh déta; changes to program

design that discourage enroliment; and lack of fidelity to DSD guidelinpsnsetgSQUIN

launched a community of practice focusddSi quality and)l to engag network participants in

a series of #persormeetinggnd an ongoingjrtual collaboratian

FromJune23-26, 2019, ICAP convened the CQUIN network to further explore the issue of DSD
guality. The meetinBelivering HiQluality Differentiated ISBfvices at Seads held in Nairobi,
Kenya, anavasattended bynultidisciplinary teanfiom 11 CQUIN membecountriesThe

meeting exploreithe three elements of the classic “Juran Triad” as they rel&e:tquality

planning (what is the quality standa€®)are we meeting the standard?)drtlow can we
continuously improve performance?).

Asa demandiriven network, CQUIN convenéte meeting “Delivering HiQluality Differentiated
HIV Services at Sdaleesponse to the priaesof CQUIN membercountries. The goal of the
meetingvasto enable CQUIN country teams to develop plans to define DSD quality standards,
monitor and evaluate DSD quality, and implement contextually appropriaeedb QI

projects. Each country teamasasked taneet in advance of the CQUIiheetingwith key

participants to identify priority quality challenges related tokegparticipants these country-
level discussiomscludedViOH representativesational networks of people living with HIV,
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donors suchsaPEPFAR and th8F, implementing partners, and other stakehol@eustry teams
then broughthese challengesand supporting datato the meetingand explogrelevant lessons
learned and best practices with countries facing similaraiadiges.

The agenda for theeetingvasdesigned to foster intensive, sdotkeuth consultation on DSD
quality and QI, and to catalyze progress within each country@&iasgpecific quality planning,
QA, and QI.

Objectives:

Review frameworks and best practices related to quality and QI

Describe current DSD quality standards, QA strategies, arajeQtp

Collaboratively explore barriers and facilitators to DSD quality

Facilitate souttp-south consultation regarding DSD quality initiatives, including pairing
countries to give one another feedback and suggestions

Share QA and QI tools, resources, and jab aid

Develop and refine countspecific roathaps towardational DSD quality strategies

x ldentify common gaps, challenges, and opportunities for fututegonirtg, careation of
tools and resources, and future staiuth exchange visits

X X X X

xX X



Opening Reception

Dr. Mark Hawken
Countrirector, ICAIR Kenya

Dr. Mark Hawknwelcomed patrticipants to the meeting and
thanked those traveling from other countregsesentatives
from the Kenya MOH, anthe CQUINIleadership angam

- that organized the meetikte noted that the meeting)
CQUIN'’s eighth mukcountrymeeting sinctihe project
commenced in 2017. Acknowledging that CQUIN has
expanded from six to eleven member countréestroduced
each of the country teams present at the mddéng.
encouraged participants to participatearwide-ranging
programcoveringdifferent aspects of DS&hd to learn,

- enjoy, and discuss progress and plans related to DSD in its
broadest sens@thin respective countri€y. Hawlen

olamia e . concluded by introducitige opening speechfesm the

o , CQUIN team NASCORP and th&kenya MOH.

I

Dr. Peter Preko
Project Direc@QUIN, ICAP at Columbia University

Dr. Peter Preko opened his presentation with an overview of
the CQUIN Learning Network, a soutisouth learning
network designed to advamx®D to improve HIV epidemic
control. He describedQUIN activitiesexplanedhow the
network worksand gave an overview of CQUiNmber
countries as of June 2019.

] Dr. Preko discussed the importance of convening a meeting

(j o il - about DSD quality and emphasized how quality is at the heart

iy L of service deliverfHehighlightedhat CQUIN members
HOY LN NETHOR s have identified this as a priosiyce th017launch
meeting, anthat CQUIN countries have consistently rated
themselves as needing improvement in determining the
: guality of DSDservicesHe showed the CQUIN Dashboard

Quallty Domairand presented pnaeetlng survey results, which indicated that while prisgress
underwaythere is a lot of room for improvement in this area. Dr. Preko discussed timewiagh
the CQUIN network Asbeen working oshaimg lessons and resourfresn its community of
practiceHe emphasizeithe opportunity presented by this meeting for participants to share with the
larger CQUIN community.




Dr. Prekoconcluded bgliscussgthe meetingagenda (its emphasis on quality standards, quality
measurement, aql) andthe meetingbjectivesHe emphasizethe mportance of active
engagement, the voices of recipients ofaratdhe action-oriented nature of the meegiagh(
country will leave the meeting with an action plan and will report trednatal meeting in
Novembey.

Dr. Miriam Rabkin

Director for Health System StrategiasCl@#Rbia University

Dr. Miriam Rabkiopened her presentation with a reflection on quality
health services and what tlemk like atheindividual, facilitygnd

population levels. She explored how quality health sareidetined

and discussed the raled impacbf quality in healteystems

highlighting a quote from t2@18LancetGlobal Health Commission on

High Quality Health Systerfi¥he right to health is meaningless without good
quality care, betemadh systems cannot improve health without it

Dr. Rabkinpresentedtey findings of the Commission, including:
x Poor qualitjhealth services aszemmon across countries and
conditions, and the most vulnerable populatioaeshi@ worst.

x Poorquality care is lethalore than eighmillion people in lowand
middle-income countries die from conditions that are treatable, amdeimere deaths
due to poor quality than to naiitization of services.

x Improving the quaiitof health services could save millions of lives eaah lpearand
middle-income countries.

x Providing health services without guaranteeing a minimuof pvality is ineffective,
wastefyland unethical.

x Quality is insufficientiyjonitored andyhen it is assessed, there is often a éocus
measuring inputs, which do wotrelate with quality of care

Dr. Rabkimoted that quality challenges affect the health systems of both high-income and low-
income countries, discussing how quality is embedded in the Sustainable Develajsnaet G
WHO's push for countries to develop national quality policies and sti@ltegesphasized thiat i

is important to consider that we are working within complex health systénad addressing one
component has ripple effects on other aspects of the agstamy quality challenges are multi
factorial. She highlightetthe importance of a systems approach to systems problems.

Next,Dr. Rabkirreviewedheresults othepre-

meeting surveyhichconfirmedthat there is a paucity|
of data collected on DSD and quality. She emphasi] quaiity Pianning Quality Assurance
that CQUIN membeicountriesanensure that quality | " sandere” e we meeling the
is incorporated at all levatsthey bring DSD to scale
and previewed the meeting focus on defining quality
standards, discussing how to assess quality, and sk Quality Improvement

“How can we change practices to H ICAP

examples d| approaches and tools. meet or exceed the standard?”
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Mr. Nelson Otwoma

Executive Director, Nattomnpbwerment Network of People Living with HKEAYRS

Mr. NelsonOtwomaopened his presentation with a
discussion about the importancéhefengagemeat
recipients of car@ndcommunitiesn the HIV response. He
explainedhatit is critical for recipients of care to be enlisted
in DSD scalaup efforts from the point of policy
development implementatioandevaluationMr. Otwoma
stressed that MOkhust embrace, invest in, and build
capacity for this approach to achieve epidemic gontrol
notingthat while recipients of care afien engaged to
some extenn policy formulatiorthey areften excluded
from program implementation and evaluation.

Mr. Otwomaemphasized the importance of sensitizing and imparting knowlealgenimnities and
people living with HIV to know how to take chagmciliesand in commurigsso they can
screen fospecificconditionscommunicate potentiakalth concernadvocate for themselves, and
ultimatelyreduce deaths. He atederatedhe importance of resourcing netwakgeople living
with HIV. Herelayed a call from recipients of casupport anadapacitateetworks of people
living with HIVso they can engage in dialogues and delitfezicgpalsof ensuring that people are
both enrolled and retainedcare.

Dr. Evelyn Ngugi

Deputy Branch Chefitegs for Disease Control and Ffevantion

Speakingn behalf of PEPFAR in Kenyar. Ngugiopened her speech .3
with the suggestidhat while the 20tltentury emphasized the doctor, thi
21st centurghould focus on the patiebt. Ngugi discussdtbw DSD '
modelshave remained a PEPFAR priosityce 2016, whé?EPFAR
collaborated with MOtldnd NASCOP to integrate DSD irkenyas
national guidelineBr. Ngugi relayed howwith support frorPEPFAR
ICAP,the GF, and other partnersNASCOPdevelopdoperational
guidelines and performance indicdmr®SD modelswhich are critical
for M&E. Examples of DSD models for specific populations in Kenya incleréawvclinicanale
adherence clubs, differentiated care for adolescents and youngupedgreihcenteredSD care
models.

Dr. Ngugistatedthat according to programmatic data, Kenyans enrolART models had non-
inferior outcomes compared to those in the nambemsivestandard camnodels Whilegreat gains
have been realizeshe acknowledged tmbre needs to be dorfriorities include

x Ensuring that all sites provide recipients of care with choices of DARS model

X Ensuringhat all patients are categorized appropriately

X Supporting documentation of both process and impact outcomes

x Expanding DART models for different populations, including adolescents and children

1C



Dr. Ngugi urged participars learn from each other, share best practices, identify chall@hges
areas of improvemerand find “African solutions for African problems.”

Dr. Kigen Batrtilol

Head dASCOR Ministry of Health, Eeny

Dr. Bartilol thanked the prior speakers and summarized their key
points. He highlighted howm, 2016 and 2018, Kenya integrated DSD
into its National Guidelines for HIV Care and Treatment and put in
placestandard operatimyocedures (SOPa)d M&E tools to prepare
thehealthsystemDr. Bartilol emphasized the neeadt¢celerate and
make suréhis isdone everywhete implement DSDHewelcomed
everyone to Kenya attthnked the 11 country teafmscomingto

the meetingand the CQUIN team for organizifgclosingDr.

Bartilol wécomed and introduced Dr. Simon Kibias, the evening’s
guest of honor.

Dr. Simon Kibias, Guest of Honor
Head Directorate of Hetdtidards, Quality Assurance and RegulatiohHitisieyy

Dr. Kibias opened his speech by thanking the previous speakers and
welcoming everyone to the meeting on behalf di@té Director
General and Cabinet SecrefaryKibias, whose directorate is in
charge oQA, emphasized the importance of quality tarheal

outcomes and the achievementri¥ersahealthcoveragen

Kenya which will improve access to headtte and include access

to quality HIV care and treatment.

Dr. Kibiasrelayed how Kenya first adopted DSidsia016National

: HIV Guidelineswhich werdurther revised in 201Ble described
how these gwdellnase aligned with the MOH1assionof providing the highest standard of health
for all Kenyansand highlighteche importance of DSD at this stag&efhya'sesponse to the HIV
epidemicDr. Kibias noted thatince the introduction of DSD in 20Xkenya has conducted a
countrywide mapping of DSD seafe developed DSBOPsandscaleup plan; updated national
M&E tools to better capture reporting on DSD implementateord began scalgp and
implementation of DSD models

Dr. Kibias describeldenyas participatiom CQUIN learning activitiesuch ameeting and
communities of practice. He alstiected omow Kenya’participation in these activities has aided
the MOH tocontinue to refine its guidance and implementation of DSD in Whilkgdaaking DSD

to scaleHe noted that the Kenyan governnegmtreciattCQUIN’s collaboration and suppdar
DSD scalaup, whichalignswith national policies and strategies to combatatidfexpressethe
government’'excitenentto be part of this important network.
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Monday, 24 June View the Presentations

Session 1: Framing RemarksQuality HIV Services

Dr. Miriam Rabkin
Director for Health System St@gigi@sColumbia University

Dr. Miriam Rabkin provided framing remarks for the
keynoteaddress, recapping key points from the openi
receptiondr participants that were not able to be ther
Sheemphasizethe role and importance of quality in
healthandthe fact that quality hasth direct and _—
indirect outcomes on healbr. Rabkimoted thatthe =
selfstaging that CQUIN member countries perform e: @
year highlights the lack of data about DSD quality ant
fidelity. Mbst countries staged themselves in the red,
orange, or yellow domainsflecting that the qualiby
DSD is unknown-which presentan obvious challenge.

Dr. Rabkin also discussed the results of thexgeging

survey, in which respondents were asked whichr&&Bd quality challenges they fadesl. T
quality concernaisedmost frequently incledVL testing coveragaccurate documentation
(M&E) when patients are in multiple locations; the impertdreampowering recipients of care to
increase demarahd integration of TB/HIV services. She close@Wgvingthe meeting agenda
and introducinghe keynote speaker, Dr. Charles Holmes.

Quality Concerns related to DART

NCD services I

Provider attitudes
Stockouts for MMS
Fidelity to visit schedules
Ascertaining eligibiility
Family planning
Adherence & retention
TB/HIV services
Demand Generation
M&E

VL testing

o
-
e
w
IS
E
N
®
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Session 1: Keynote Addresuality HIV Services
Dr. Charles Holmes

Faculty @oirector of the Center for Global Health & Quality, Geimeysignvedical Cent

Dr. Charles Holmes opened his presentation by notil
that althougtHIV -related mortality has decreased fra
its peak in 2008 e global community ss$ill not on

track to meet it2020 targetResearch shows a clear
relationship between quality indicators and martality
suggesting that at least part of the challenge is deliv
low-quality HIV treatment servicé¢edescribed the

U.S. \olenceAgainsChildren 8rveysYACS)data on «
quality of care, which found that people who receive
more tharB0percenbf interventions had a p&rcent
decrease in mortality over a periosixofearsHe also | |
described data from the Centre for Infectious Diseas
Research in Zambi@lDRZ), which found highly
variable mortality rates amongst ditesdyduesitelevel Pl i
factors and quality drivers. Dr. Holmes pointed out that it is important to congidler dfffailure
to provide the advanced care pact@mgeople who need it

Columbia University
Mailman Sehool
of Public Health

mmmrwwmm

Dr. Holmeshighlighted the Upstream quality affects access and impact

importance of looking at Prevention

disaggregatequality data across | e

the cascade. Poor outcornasbe ccess eoverage) x qualty U | S L7 UBlty st prograns (e, ot

related tdupstream” qualitissus \nloge s trestment itistion

like poor quality testing serviaes Recess (coverage) x quality ,,/;2;;;0;\

well as “downstream” issues like bunced corepalate ‘\5‘\?33:"6;;,;;\; .

programs thadreinsufficiently Retention

person-centered and do NOt retair] | restsin greater access o care and ‘ Aecess ‘g’“'v'vl o

people in care Acces (coverage) xquality v _
Qualit upstream i the public health casadiecontributes tolaer access to sevice

Next, Dr. Holmes discussel@ments of quality HIV servicete highlighted the WHO: Enablers of
Quality HIV Services diagram, which depicts four key enadaieison of HIV quality into national
policy and program frameworks; integration of QA and QI into management ang afeiiv

care at health facility and community levels; community eeggdiéenacy, advocaeynd demand
creation; and the availability of a defined package of HIV care amehtreatvices.

Dr. Holmes alluded to tf#16WHO consolidated HIV treatment guideljrvasichprovided

guidance on higguality HIV clinical servigaacluding concepts suchpassorcentered cayeafe,
acceptableand appropriate casfficient and effective use of resoyraed neasuring the
“demandsidé to ensure persetentered quality health servielesemphasized the importance of
understandingecipient of carpreferenceand describea discrete choice experim@nZambia
thatexploredhe preferencesf those who had disengaged from care and found that recipients of
care preferred less frequent visitsantportantly—respectful provider€lientswere willing to

wait 19 hours or travel an extra 45 km to $eed vs.‘rude” providerThe study found that
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improving the patient experience req@iystematic measurement of patient experience, provider
morale and satisfaction, and likely requires ongoing training and support for providebldsat e
them to enhance their practice aspecentered care, along with feedback of actionable data to
site andhigherleveldecisiomnakers.

Dr. Holmeshighlighted the link between quality care and HIV drug resistance (HIVDR) and noted
that we often forget (or don’t make explicit) the connection between low qualitgadtient
programs and HIVDRHoweverhe reminded the audience, the HIVDR agenda is a quality agenda

Dr. Holmes closed his presentatioragling the audience to reflecttwir quality blind spagts
asking them to consider four key questions:

X Are there above sitevel factors that are leading to suboptimal quality at theedite le

X Are patients and communities providing systematic feedback abouttyhef gealices
provided?

X Is your care persarentered?
x Does our quality focus need to be refocused?

Session 2Panel Presentations

Defining DSD Quality Standards: What do we mean when we say “high quality” DSD?

Dr. Ade Fakoy&rom theGF and Mr.Nicolas Sewigom NASCOP Kenyao-moderatedhe first
panel. Panelists provided perspectives on defining DSD quality stgnalagdeesentations aihe
CQUIN Quality and @ommunity of Practice; recipient of care preferences for D&&sn urban
Zimbabwe; and a recipient of care perspective from Kenya.

Panelists
X Mr. Martin Msukwa, Project Director and Regional Advisor, IG@Bouth Africa
x Dr. Clorata Gwanzura Differentiated Care Medical Officer, MOHZ{nbabwe

X Mr. Nelson Otwoma, Executive Director for the National Empowerment Network ablBe
Living with HIV/AIDS, Kenya

Key Takeaways

The CQUIN Community of Practice for Quality andQI

X A community of practice is a group of people with a shared passion or concern related to
DSD. They pool their resources and knowledge, interacting regularly and preducing
tools to improve their work.

X CQUIN hasmultiple opt-in communities of practice focused ondseieprioritized by
member countries. One of these iQbality and Qlommunity of Practice

X To date, etivitieshave includedeveraQI-for-DSD workshopstheexchange of QA tools,
andtheco-creation of DSD quality standards.

X The group focused ateveloping quality standards because these are largely facking fo
differentiated ART modelsdtional guidelines rarelykeaguality standards explicit
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X Next steps include further feedback on draft standards; finalization ohénie™¢@ol;
adaptation at country level (and/or program level); and use of quality standeettspto de
QA tools and inform QI projects.

Recipient of Care Preferences for DART Models in Harare, Zimbabwa:Discrete Choice
Experiment

X Zimbabwe haive DSD models for stable adults on ART.

X Review of patient coverage in October 2018 resbaleet uptake of DART in urban than
rural Zimbabwe
x Evaluation explored
o Which characteristics or attributes of ART service dalivggople on ART in
Harare prefer?
0 How does that relate to their interest in the available DART #hodels
0 What does that imply for DART seafein urban Zimbabwe?
x 500DART-eligible clients (stable adults on ART but not in DART model) were shown
“choice cards” illustrating two different scenafitealthcare/HIV services

X Preferences were consistent, with little variation basesl @nsag. Thstudyfound
statstically significant and relatively strong preferences for:
0 Respectfuksnot respectful providers
0 Individualvsgroup models
0 Health faciligbasedsscommunity or homebased services
0 Cost less tha®3 per visit

x The preferred attributes weansistent with two of the five current DART moddiast

Track and Family ARFwhich suggests that these two models should be taken to scale in

urban settings arateconsistent with emphasis on scalingixamonth MMS in COP19.

Recipient of Care Perspective
X Appointment spacingan involvemiscommunication betwelbealth workers andcipients

of care Health workersee appointment spacing as a great service to patients and know the

benefits, but this needs to be communicateztipi@ts of care

X Somerecipients of care may @@ncerned about not goitggthehealth facilityas often and
may feel neglected by the health wovikeo must explain to patients why they do not need
to come to thdealth facilitas oftenClearcommunication will improve quality

X Quality challenges perceived by recipients of care include:
o0 Rushed service delivery and lack of eye contact/interaithidreaith workers
o Slow delivery of VL test results
o Drug stockouts
o Lack of consistency between what is offered at differentfaeditiesby different
implementing partners
X The way recipients of caiew quality is n@lwayshe same abke perspective of
implementing partnetsealth workers, and policy makacdively seekingut recipients of
care perspectigean increase uptake, adherence, reteatidroutcomes.
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Top left: Dr. Clor&a&anzura presents recent data from a study condtstefdcarthin
urban Zimbabwe. Top right: Dr. Ade Fakoya moderates the panel.

Session 3: Breakout Session

Country Teams Paired to Discuss DSD Quality Standards aZhallenges

In this sessionpantry teams were paireddiscus®SD quality standards and challenges. The
discussion focused on national DSD scalprigpities related to coverage and model mix for the
next 12 monthgnd which modelsould be prioritized moving forwaAfter discussingountries
summarized their work in a plenary sesssimgthe following questioras a guide

X To what extent has each country specified quality standaifistsgpART models?

X Wha datado each country use to assess the quality of their DART programs?

x Whatarethe top threeDART-related quality chehgesn each country?

x What did the countries learn from one another?

Dr. Tendai Nyagura from USAID Zimbabwe and Ms. Thembie Dlamini fromviherE810OH
co-moderated theeportbacksessionwhich is summarizedTiables 1and 2below.

Feedback from countries revealedttietllcountries are at differestagesvith respect to
implementing DSD qualigpecific standardSx countries haminimal/very general/low fideljty
DSD qualityspecific standards in plaitegee countries kastandards for both models and
programs in place, and two countrie® ha standards in place. Countries articulated numerous
challenges related to DSD quality standah@ddlenges that emerged across multiple countries
includedvL coveragentegration of HIMvith other services, correct categorization of DSD
eligibility, education and demand creation, correct use of M&E tools, @indfoleengagement of
recipients of cargee Table 2)
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Table 1:Description of National DSD Scale-up, Focusing onCoverageand Model Mix

Country | Status Update

Cote d’lvoire

X

X
X

X

25-
DSDM.
2YHU RI HOLJLEOHeg@&d inkh@BDW. KD Y H

4XDOLW\ VWDQGDUGYV IRU '6'0 KDYH QRW EHHQ GHIL
development.

$V RI ODUFK WKH PDMRULW\ RI UHFLSLHQ Wrsckr |
model (73%) and a conventional model (22%).

RI KHDOWK IDFLOLWLHY SURYLGLQJ $57 KIDQW \H

QHG DQG

FDUH ZHU

(VZDWLQL

X

X

More than RI KHDOWK IDFLOLWLHV SURYLGLQJ $57 K[
patients in a DSDM

25- RI HOLJLEOH SDWLHQWY KDYH HQUROOHG LQ D
$W OHDVW RQH HYDOXDWLRQ RI '6' SURJUDP TXDOL
QDWLRQDO TXDOLW\ VWDQGDUGY EXW WKH DM WX
met

$V RI '"HFHPEHU WKH PDMRULW\ RI
conventional model (76%) and the fast-track model ( )

UHFLSLHQWYV

'6'0
N\ KDV EH
MQ GR QR\

Rl FDUH

Ethiopia

Over 75% of health facilities providing ART have HQUROOHG - RlI HOL
in a DSDM

- RI HOLJLEOH SDWLHQWY KDYH HQUROOHG LQ D
1IDWLRQDO TXDOLW\ VWDQGDUGV IRU '6' SURJUDPV
GHILQHG EXW QR HYDOXDWLRQV RI TXDOLW\ XVLQJ
$V Rl 2FWREHU WKH PDMRULW\ RI UHFLSLHQWYV

FRQYHQWLRQDO PRGHO DQG DSSRLQWPHQW VSI

'6'0

DUH LQ Gl
QDWLRQL
RI FDUH Z

Kenya

I1DWLRQDO '6' LPSOHPHQWDWLRQ LV SODQQHG EXW
LQIRUPDWLRQ LV DYDLODEOH WR HVWLPDWHRWHKB LI
patients in a DSDM.

I1DWLRQDO '6' LPSOHPHQWDWLRQ LV SODQQHG EXW
LQIRUPDWLRQ LV DYDLODEOH WR HVWLPDWH MXHS
DSDM.

NationalquaO LW\ VWDQGDUGV IRU '6' SURJUDPV DUH LQ
GHILQHG EXW QR HYDOXDWLRQV RI TXDOLW\ XVLQJ
completed.

$V RI 2FWREHU WKH PDMRULW\ RI
FROQYHQWLRQDO PRS- WUDBPYE®RGHO

UHFLISHHQWYV

URORUWLI

KDV QRW
DRSRUWLI

GHYHORS
QDWLRQL

RI FDUH Z

oODODZL

More than RI KHDOWK IDFLOLWLHY SURYLGLQJ $57 K[
patients in a DSDM.

2YHU RI HOLJLEOH SDWLHQWV.KDYH HQUROOHG L
4XDOLW\ VWDQGDUGYV IRU '6'0 KDYH QRW EHHQ GHIL
development.

$V RI 2FWREHUPDMRVMKMW\ RI UHFLSLHQWYV RI
UHILOOV DQG D FRQYHQWLRQDO PRGHO

Fodntd Z

QD '6'0
QHG DQG

HUH HQUF

OR]DPELT

X

More than RI KHDOWK IDFLOLWLHY SURYLGLQJ $57 K[
patients in a DSDM.

25- RI HOLJLEOH SDWLHQWYV KDYH HQUROOHG LQ D
I1DWLRQDO TXDOLW\ VWDQGDUGYV IRU '6' SURJUDPV
GHILQHG EXW QR HYDOXDWLRQV RI TXDOLW\ XVLQJ
completed.

$V Rl $SULO WKH PDMRULW\ RI
model (34%) and three-PRQWK GUXJ GLVWULEXWLRQ

'6'0
DUH LQ Gl
QDWLRQLI

UHFLSHHRROW RQWL BB X® U

South Africa

X

X

More than RI KHDOWK IDFLOLWLHV SURYLGLQJ $57 K[
patients in a DSDM.

- Rl HOLJLEOH SDWLHQWYVY KDYH HQUROOHG LQ D
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Xx 1IDWLRQDO TXDOLW\ VWDQGDUGYV IRU '6' SURJUDPV
GHILQHG EXW QR HYDOXDWLRQV RI TXDOLW\ XVLQJ
completed.

QDWLRQL

xAsof 2FWREHUWKH PDMRULW\ RI UHFLSLHQWmRUNBDUKH ZHUH HC

GUXJ GLVWULEXQA RPVW ODQH DYSRLQWPHQWYV

Tanzania X 1DWLRQDO '6' LPSOHPHQWDWLRQ LV SODQQHG EXW
LQIRUPDWLRQ LV DYDLODEOH WR HVWLPDWHRWHKB LIURSRUWLI
patients in a DSDM.

x 1DWLRQDO '6' LPSOHPHQWDWLRQ LV SODQQHG EXW KDV QRW
LQIRUPDWLRQ LV DYDLODEOH WR HVWLPDWH MVKHESDRSRUWLI
DSDM.

Xx 1lDWLRQDO TXDOLW\ VWDQGDUGYV IRU '6' SURJUDPV DUH LQ GI
GHILQHG EXW QR HYDOXDWLRQV RI TXDOLW\ XVLQJ|QDWLRQI
completed.

X There are eight different models of DSD in Tanzania.

Uganda X - RI KHDOWK IDFLOLWLHY SURYLGLQJ $57 K®LYHHQMN
care in a DSDM.

X - Rl HOLJLEOH SDWLHQWY KDYH HQUROOHG LQ D|'6'0

Xx $W OHDVW RQH HYDOXDWLRQ RI '6' SURJUDP TXDOLW\ KDV E&F
QDWLRQDO TXDOLW\ VWDQGDUGY EXW WKH DMWXEHHWQ GR QR\
met.

x $V RI ODUFK WKH PDMRULW\ RI UHFLSLHQWrs#ckRl FDUH ZHU
PRGHO or WKH FROQYHQWLRQ.DO PRGHO

=DPELD X 25-49% of health IDFLOLWLHY SURYLGLQJ $57 KDYH HQURO
DSDM.

X 25- Rl HOLJLEOH SDWLHQWY KDYH HQUROOHG LQ D|'6'0

X 4XDOLW\ VWDQGDUGYV IRU '6'0 KDYH QRW EHHQ GHILQHG DQG
development.

x $V RI 2FWREHU WKH PDMRULW\ Rl UHFLISHHKMHWOWKFDUH 2z
SRVW PRGHO DQG FRPPXQLW\ DGKHUHQFH JURX

=LPEDEZH x More than RI KHDOWK IDFLOLWLHY SURYLGLQJ $57 KD
patients in a DSD model (DSDM)

X 25- Rl HOLJLEOH SDWLHQWY KDYH HQUROOHG LQ D|'6'0

Xx 1DWLRQDO TXDOLW\ VWDQGDUGYV IRU '6' SURJUDPYV DUH LQ GI
GHILQHG EXW QR HYDOXDWLRQV RI TXDOLW\ XVLQJ|QDWLRQI

Xx $V RI 2FWREHU WKH PDMRULW\ Rl UHFLISHHQWYV |[RI FDUH Z

conventional model (65%) and fastt WUDFN $57 UHILOOV
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Table 2:Description of Country Quality Standards,Challenges, and_essonsL earned

Country

Quality
standards

developed for
DART?

Used to assess
the quality of
DART
programs ?

Top three challenges

Lessons learned from one another

Cote d’'lvoire | -No quality -Program routine | -Ensuring assessment of and -We all do not have quality standards for DART
standards data support for adherence and -Fast-track model scale-up in Cote d’'lvoire
retention is routinely provided to -Community-EDVHG DQGEDWVWHG L0 KDYH VLPLODU
everyone in DART models good treatment outcomes
-Providing information and -/RZ FRYHUDJH RI UHFLSLHQWMERYVYHRBUH LQ FF
education to recipients of care/ DSD models
communities to improve demand -6WDQGDUG RI FDUH SDFNDJH IRU WHHQ FOXE
for DART models -Community engagement is present at national level (e.g.
-Ensuring that visits to health WHFKQLFDO ZRUNLQJ JURXSYV
facility and/or meetings in
community occur at the correct
IUHTXHQF\ DQG LQWHUYYDOV H J
fidelity to visit schedules)
(VZDWLQ *HQHUDO Q -DSD quality -$FFHVVY FRYHUDJH D| -Similar M&E challenges Z K H &ystems need
model-specifi F standards of VL testing improvement to respond to evolving DART needs
EXW ZRtd NL Q-Assessment tool | -Inconsistent and incorrect use of -1HHG WR HQVXUH 9/ FRYHWUidteni ® FFHVV DQG
develop model- for the DSD M&E tools right at the start
specific VWDQGDU G| amegration of other services like -1HHG WR KDYH JRRG VWDQGDUGV IRU SURFH
standards developed - 4 family planning non-FRPPXQLARDPGMWHPHQWDWLRQ SDWLHQW DQG KHDOWK |
assessments G L V H DaXHMB screening WDNLQJ LW E\ PRGHO DQG E\ VXESREXODWLR
done in 3 WUDQVODWH WR JRRG FOLQLFDO RXWFRPHYV I
facilities -Role of MOH is key to defining DART standards
-Clients and -, PSRUWDQFH RI VWDQGDUGL]LQJ GHILQLWLR
KHDOWK 'ZRIUNHUYV -Clinical quality vs. program quality standards needed to
satisfaction ensure good clinical outcomes
survey protocol -4XDOLW\ SDFNDJH VKRXOG PHHW RU H[FHHG
finalized meet minimum standards
=L P ED E Z| Standards for -Standards -5HGHILQH '$57 HOLJLELOLW\ FULWHULD WR G
ERWK WKH Pd#e&eedand standards to and monitor standardization and adherence
and program yet to start the of quality standards
assessment -Quality of services still dependent on Z K Bhe provider is
using the DQG WKH WLPH WKH SDW IcHit@tkackkhDV WR EH LQ
standard performance along these parameters
-Standards

Assessment tool
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J $57 DUH

HV

Ethiopia -Quiality -Patient -Correct categorization 5DSLG VFDOH XS EHWZHRQEOHG
standards not satisfaction -Education and demand creation -Regular supportive supervision
defined in detail; -Viral -Consistent and correct use of DSD | -Revision of guidelines to incorporate DSD training
-Implementing suppression tools -Support from high-OHYHO JRYHUQPHQW OH
six-month multi- -Retention Technical Working Group setup
month -Case managers giving health education to clients
prescription -2QO0\ SDWLHQWYVY QHZO\ LQLWLDWLQ
model only -Good community engagement in changes (e.g. DTG)
Kenya -Quality -Routine MOH -0 ( WRROV DQG UHSRYy-0XOWLSOH PRGHOV LPSOHPHQWHG
standards laid out | reporting to national coverage data -Community ART groups; nRPDGLF FRPPXQLWL
in the DSD capture viral -Education and demand creation SDVWRUDOLVWY ILVKHU IRON
Guidelines and V XS SUHV YV L|RQorrect categorization -Need for structured and meaningful community
Operational retention in care -,PSOHPHQW HiwelityrR Q Z L Weldgagement
manual E XW (need a YDULDWLRQVY RQ RSHUDWLRQDOL]DWLRQ
fidelity needs to IUDPHZRUN|IGUVFRQQHFW EHWZHHQR 3WKHRUHWLFDO’
EH VWUHQJWHKéteptH G '$57 PRGHOV DQG 3DFWXDO
-'RLQJ ZHOQ elekhen® ofcare) | RSHUDWLRQDO™ '$57 PRGHOV
LW FRPHV W ReeWionkitaH -Integration of other (non-HIV)
vs. XQV W D E O|uppXe®sion; not | services to into community ART
F KD O O HQ JH) \usiag pdtient groups
other models IHHGEDFN [XB&%tdiNthe preferences of
(e.g QHZ data specific populations preferences
SDWLkeQ WV (e.g. adolescents and key
populations) populations)
ODODZL | -No quality -Program routine | -Meaningfully engaging recipients
standards data and PHIA RI FDUH SHRSOH OLYLQJ ZLWK +,9 LQ
data '6' SROLF\ SODQQLQJ

implementation and/or evaluation
-Providing adequate and updated
information and education to
recipients of care/communities to
improve demand for differentiated
ART models

-Delivering high-quality HIV testing
and linkage services
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OR]DPEL

-Quiality standard
indicators
HVWDEOLVK
need to include
involvement of
recipients of care
-Need to assess
process

indicators for

DSD models

-Viral load
suppression
HReteroO\

care

-Uptake of
services
-$YDLODELQC
diversity of DART
-Prevention
indicators
(demand
creation)
-(OLJLELOL
DART

-TB screening in
community (still
lacking)

-Client
perspectives
(special surveys)

-Demand for human resources
(e.g. pharmacy personnel in fast-
track models)

-Non one-stop models may lack in

quality (H J &$* YV 62&
-Standards not defined

LW\ RU

W\ IRU

-Involvement of recipients of care

South Africa

-Has identified list
of priority quality
VWDQGDUG
implemented

-&$5*6
Adherence to
VSR EH

-Meaningful engagement of
recipients of care in policy and
planning

-Systematically providing TB
screening

-Keeping fast-track visit fast
-Providing sufficient medication/
avoiding drug stockouts
-Integration of services including
TB screening

-The automated drug deliveries

-&&0'"" FKURQLF FRQGLWLRQ PHGLFI
GLVSHQVLQJ LV EDVHG RQ ZKHUH G

L QHV GL\
UXJV DUH
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DQL]DWLF

Tanzania -Minimum quality | -Indicators have -&DWHJRUL]DWLRQ RI ' -Tanzania is interested in seeing Uganda’s supportive
standards for UHFHQWO\ E-MIHt€sting supervision tool
DSD revised -Lack of model-specific standards -Neither country routinely measures recipient of care
-Developing -.QRZOHGJH RI TXD O L W satstadiidp;&Bddda Viabsdme ad hoc data collection at a
supportive the facility level IHZ VLWHYV
supervision tool -The countries have different approaches to involving the
UHFLSLHQW RI FDUH XPEUHOOD RUJ
Uganda -Minimum quality | -Routinely- -&DWHJRUL]DWLRQ RI "
standards for collected data -Demand creation (recipient of care
DSD -Ad hoc data information and evaluation)
collection like -Ensuring that M&E tools are used
data calls or correctly and consistently
supportive -VL testing
supervision -Lack of model-specific standards
(comprehensive
DSD supportive
supervision tool
has W Z18D
indicators and
DSD-specific tool
has 25
indicators)
=DPELD |-)UDPHZRUN]| -VL suppression | -Standards not defined hencehard | -ORQWKO\ DVVHVVPHQWYV R |IDFhealthW

H [ LV W YualiyX
standards are in
development
-Need to assess
process

indicators for

DSD models

WRetention in
care
-Uptake of
services
-$YDLODELQC
diversity of DART
-TB screening in
community (still
lacking)

-Client
perspectives
(special surveys)

to assess quality

-Supply chain variations may affect
implementation (e.g. MMS)
-'DWD TXDOLW\ YDULDE
cleakly Rdsess quality.

facilities
-ePlatform in health facilities implementing DSD

rOH DV RI QRZ WR
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Left Dr. Michael Odo fleenMalawlOH shares experiencegieithilire. Right: Dr. Maureen Syowai froldeé@yePfatilitates knowled
sharing between Kenya and Ethiopia.
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Session 4Panel Presentations

Measuring DSD Quality: How Do We Know I f We’'re Delivering High-Quality DSD?

Dr. Vindi Singh from WHO and Dr. Annie Mwila from CDC Zamfwalerated fls panel focused

on measuring DSD quality and how to know if we are deliverirguhlgir-DSD. Panelists
discussedountry DSD QA tools, supportive supervision approaches, measuring and addressing
stigma, ITPC community treatment monitoring, and theemgtogdicare perspective.

Panelists

x Dr. Hervé Kambalg Differentiated Care Advisdtational AIDS Program, Eswatini

x Dr. Josen Kiggundy National Technical Advisor for DSD, AIDS Control Progh®iH,
Uganda

X Ms. Stella Kentutsj Executive Director, National Forum of People Living with HIV/AIDS
Networks Uganda

X Mr. Valentin Keipo, Monitoring & Evaluation and Research Assistant, W& Afica
Cote d'lvoire

X Mr. Tonderai Mwareka Program Officer, Zimbabwe National Network of People Living
with HIV, Zimbabwe

Key Takeaways

Eswatini’s DSD QAT ool

X The nost commorDSD models in Eswatini are farstck (71%); teen clubs (17%); and
community adherence groups (6%).

x DSD quality standards were develop&®dl1%ecausef poor enrdment in DSDand the
absence of any standards in provision of DSD.

X It was a challenge to observe if quality was maintained both arfidatidgnmunity lels;
there wasack of uniformity of existing tools used to measure quality.

X Standards and tooleredeveloped throughprocess that included appointing a Task Team
to lead the process; presentimigadt tothe DSDCare & TreatmerstubTechnical Workig
Groups; piloting the draft toolatthreehealth facilitiegresenting the standardghe
Swaziland Standards Authority (SWASA); and incorporatingtih@ational HIV Service
Standards.

x The QA pol is adapted from the PEPFAR Site Improvement Through Monitoring System
tool and contains threere essentiadements andix dandards used to assess the availability
of facilityspecific DSD SOPs asgstems

X Next steps include rolling out to 2&Mhfacilitiesincluding all bspitalshealthceners, and
high-volume clinics

Uganda: SupportiveSupervision Approach
X Objectives included) To assess level of adherence to the DSD implementation standards at
theimplementing partngtistrict and health facilities levels; 2) To determine the extent to
which TB services have been integrated into ART servioesanméxt of DSD; 3) To
explore client experiences and perspectives about RBDK);, To document promising
practices in DSD implementation
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X Methodology involved two preparatory meetings; implementation; visiing, reg
implementing partners, districts, hadlth facilities; supervisiassessinmplementing
partner DSD standards; assessing district DSD standards; and heaéhdiaglitypSD
standards.

x Positive and negativeeflback and recommendations were provided by recipients of care

x Conclusions include:

0 Supporitve supervision visits are critical in monitoring adherence to standards

o Greatprogress has been made in the implementation of DSD in Uganda, but quality
gaps exist at all levetsflementing partnedistrict andhealth facility

o TB/HIV integration in the context of DSD needs to be strengthened.

o0 Recipient of care engagement is critical for successful imptemef DSD

Uganda: Measuring andAddressingStigma
x Stigma is a social process that occting icontext of powetft distinguishes and labels
differences; associates negative attributes; separdtesri'tigiem”;andresults in status
loss and discrimination.

X It can be experienteperceived, anticipated, and internaéinedesults in uttiple negative
impactsincluding failure to seek medical attention/honor appointments.

X It can be rrasureavith the people living with HIV Stigma Ingd&tigma Index 2.0

People Living with HIV Stigma Index

Describes the stigma and
discrimination as
perceived by PLHIV

Measure and
document stigma to
develop evidence-
based, responsive
strategies
Provides for evidence-
informed advocacy, policy
reform and service
delivery

Broadens understanding
of the extent and forms of
stigma and discrimination

X Internaizedstigma across CQUIN countrisslifferent. Foexamplein Ugandastigma is
high; fears associated wiéittcesag services

X Key populations often face double stigma from HIV and belongikgygapulations
group.

X Itis important to address stigma to achieve quality care

x Can use the “protect, include, empower, and edéreabeivork
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ITPC Community TreatmentMonitoring in West Africa
x A Community Treatment Observat@@1O)is a communitled approach to systematically
and routinely collecting aadalyzingjualitative and quantitative data about HIV service
gualitythat can operate at different levels
x In HIV, CTOs monitor communiglefined issues along the HIV caseadehave four key
components: education, evidence, engagement, and advocacy.
X The ITPC CTO operates in 11 countries in West Africa
x Key findings:
o Interviews yielded qualitative data on acceptability amthbifity
0 Revealed service quality challenges asuside effects, distance to ART facility,
expenses, ART stockouts, and unfrigmeliyth workers
o Revealed lack of information to recipients of care about VL (acorgjern),
long turnaround times for VL results, lack of VL availability, and expense

What do Community Treatment Observatories monitor?

What
prevention
services
avallable?

of co-morhidities Speed and use
(HCV, HBV, TB)? of result for
ART management?

VIRAL
SUPPRESSION

Quality of .
testing & 1
counselling?

(*h-

i—g’g

Quality and Adherence
process of & social
linkage to support?

care?

What are Availability &
management Inclusion frequency of
counselling? criteria? How viral load

long? What Eests?
reglmens?

Who is left

uality of risk
behind? 2l ¢4

How are structural barriers, such as stigma and discrimination, addressed?

Zimbabwe: Recipient ofCare Perspective

€ How do you know you are delivering rqghtity DSD?

€ Who defines quality?

€ How to bring in the recipient of care point of view when approaching QI strategies/
determining goals; commuretygageme#nt

€ Service providers should be evaluated/provided feedback by recipientlémare
satisfaction surveys.

€ Stigma is a major barrmrcause it impacts uptake of services and outddraedigma
index is an important tool because stigeeals to be assessed and tracked
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€ Community development model happens in different countries (South\Vrdlavei,

Zimbabwe) in addition to &8t Africa

€ Quality services comes from teamwioidudingrecipients of care
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audience on ITPC’s experience in treatment mor
in West Africa.

Bottom: Dr. Vindi Singh from WHO moderates th
Q&A session.



Tuesday, 5 June View the Presentations

Sessionb: Keynote Address- Using QI to Enhance HIV Services
Mr. lvan Teri

Global Quality Lead, Elizabeth Glaser Pediatric AIDS Foundation

Mr. Ivan Teriopened his presentatiby arguing that only a
qualityfocused approach usi@g methodswill enable
effectiveDSD implementatiarHe cited his preferred
definition of QI:

Ql isa specific methodology designed to enhance performance to n
exceed agugenh standards. QI also is part offagoesise

generally applied by health facility teams within a national QI progr:
designed todatriven changes in program services and measure tt
effects of those changes to improve clinical petformance and heal
outcomes over(ivk€O Quality Brief 2019

Mr. Terinoted thatoverthe past 15earsQI has
increasinglipeen used in sub-Saharan HivgramsHe
describedeyQI principles, including patiecentered care
fostering teamwork and collaboratimanaging and using

data improving aystemand |nst|tut|onallzmg procesdés. Teridefined fidelity a$he degree of
exactness with which something is copied or reprotianddemphasized its importatcéhe
successful scal@ of DSD programs.

Mr. Teridiscussed common QI to@sd asked the audience to consider how well are they used and
adapted to improve performance. He provslgdencéased examples of how QI has been used to
improve the quality of DSIMr. Tericlosed with key points on how QI can be harnessB&ior

in terms of leadership, culture, governance, anaytesce and best practicakption,

resourcesand idelity

Session6: Panel Discussion
Quality Improvement Case Studies

Dr. Anne Marie Dem Niacadie from tBéte d’'IlvoireMOH andDr. Bactrin Killingo from ITPC in
Kenya moderated a panel discussion that exgdi€fezdnt case studiesQn.

Panelists

X

x

Ms. Maureen Inimah, Focal Person for Program Quality and Efficiency for Differehtiate
Care, NASCOMOH Kenya

Dr. Marissa Courey Chief of the Health Systems Strengthening, CDC-South Africa
Ms. Aysha Ismail Subdistrict Pharmacist Tygerberg Subdistrict, Cape Town, Smath Afr
Dr. Nancy Zyongwe, Senior Advisor for Ql, MOHZambia
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Dr. Ddamulira John Bosco MayanjaLecturemwith the Department of Disease Control
and Environmental Health, Makerere University School of Public Health, Uganda

Dr. Michael Odo, TechnicaAdvisor for HIV Care and Treatment in the Department of
HIV/AIDS, MOH, Malawi

Dr. Berhanu Tekle Senior QI Advisor for ICAR Ethiopia

Key Takeaways:

Improving the Fidelity of DSD models in Kenya

X

DSD was first introduced into Kenyagumidelines in 20X61d a toolkit was introduced in
2017 to facilitate implementation

There wer@ersistent gaps in indicators and measurement, and structured continuous
improvement withiDART waslimited

A program quality and efficiency initiativBART implementation was introduaa017
with support from a technical support unit established within NASCOP to produce evidence
that DARTcan lead to efficiencies when implemente®ineavironment.

The initiative compared outcomes in counties with DSD ddlivethe usual wag.
counties in which DSD was delivered with support from QI methods.

The national program is currently collating findings from 70 sites to btegratsanater
date

Key lessons includeSD implementatior QI has strengthedthe entire health system in
the facilities;antinuous mentorship of service providers and tegdtiteracy fopeople
living with HIV of different DSD models critical andreluctance by sonpeople living

with HIV to join DSD models due to stigma (especially in group modeti&)r fear of
detachment from the health sys{especially in visspacing models).

Using an Electronic I nformation System tol mprove the Central Chronic Medicine
Dispensing & Distribution (CCMDD) Model in South Africa Synchronized National
Communication in Health (SyNCH)

X

In South Africa, @proximately 1.3 milligpgeoplereceie medicines through CCMDR

programhat wasmplemented to improve access to essential chronic medicines in the public
health sector.

Through CCMDD, publlg funded and procured chronic medicines are packaged by external
service providers and delivered/dispenseettpients of can@gypicallyon asixmonth

cyclept either an external commuiigsed pick up poirg.g, pharmacy, library, etc.) or an
internal pick up poine(g, fast laneppointment at a health facility).

CCMDD is papebasednd therefore subject to process inefficiencies. SyNGhibseso

the CCMDD process from prescription transmission to CCMDibnglcg service providers
(dispensing and distribution), to collection of patient medicine parceailt gxteup

points.

SyNCHis awebbased system designed to improve process flows and transparency, monitor
medicine collection status, and promote rational prescribing of esseiciiasne
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Improving the Quality of AdherenceClubs in Cape Town-the Club Audit and Club
Champions Group

x Facilitybased adherence clubs meet every second month; open to adults that nyeet stabilit
criteria; and involve 280 people coming to clinic for a group appointmemhich they are
weighed and scresaffor TB and eceivepre-packaged medications.

X In December 2018, there were 64 ART facilities in Cape Town with 38 clubs

X An audit toolwasused to evaluate performance and plaihéduture It includes four
sections: clinic systems, paper registercajatiaing, and folder review.

X It resulted in auditors who were not familiar with the club prog@ming aware of its
requirements and having a tochssest; results from auditsave provided measurable
outcome®f gaps in club care systems

x Club champions (steering committeee established close gaps in cldare identified
through audits.

x From the first club champion meetifjgy’ in the workplace and leadership principles were
included on the agenda; the concept dgsisted with teabuilding.

Building a QI -for-DSD Learning N etwork in Zambia

x Approved DSD models in Zambia include various facility and community-mao@gjed m
with differentcombinations being implementedifferent partnesupported regions.

X The MOH has shown political will and strong leadership for &bD thesupport of
PEFPAR and ICAP, thégrmed a DSD learning network with the MOH and all DSD
implementingpartners to drive the DSD agenda

X The learning networkas establishdxhsed on theeed foraplatform for partners to
network, learn from each othand share lessqtise drive by all implementets improve
quality of DSD serviceand theneed to incorporate quality perspectives of recipierteof ¢

X ICAP supportethe MOH to identify and engadd DSD implementing partneisshare
anddiscuss the various DSD models that were being employedamtiian health system
and howQIl methods could be used to improve the services provided.

X Meeting outcomes includeeation of a DSD Taskforo@mnsensus ostrategies to improve
quality in DSD; identifying challenges in DSD implementatiomprasehsus on how MOH
and implementing partnean work together

x The learning network is a good innovation that will foster more collaboratgnpariners
and provide a platform for learning aecipients of caieput and feedback on services.

Using QI Methods toMaximize DSD I mpact andEfficiencies in Uganda
x The Uganda MOH recommesdDSD implementatioim the 2017national guidelines.
X A study was conducted wsasshe current state of DSD implementatigaply QI to
address quality gapsid @dcument best practices, treatment outcomespand

X Study involved two phases: 1) Phase 1: Understand DSDM implementatiomprocess a
quality gapsand 2) Phase 2: QI application, best practices, and cost.

x Phase 1 key preliminary resulth kevel of migategorization a&cipients of carenstable
recipients of cameceiving mukimonth drug refijlaub-optimal VL testingoveragesub-
optimal VL suppression; and sagiimal efficiency waiting timeandrecipienof care
satisfaction
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X

Next stepsnclude: enhanced @ttivities, with a focus emghtfacilities; dllow-up for 12
months measure effeaquality of services, treatment outcomesgastcanddocument best
practices

Optimizing VL Utilization in Malawi : Lessons fromthe Balaka VL Quality Improvement
Initiative

X

Malawis HIV treatment guidelines specifytine VL testingRVLT)to assesgient on

ART and intensive adherence counsgllix@) followed by retesting for those with
unsuppressedL resuls.

In four highvolume site§1percentof ART clients had theRVLT doneand78percent

of those with unsuppressed VL were being routinely enrolled in IAC.

A QI project was launched to imprd®LT for eligible ART clien{rom 61%-90%)and
increas@AC enrollment forclients withunsuppressedL (from 78%-95%)in four high-
volume ART sites in Balaka district

Multi-faceted QI process implemented

Effective change idefs increasing VL testing demand: 1) flagging the patient cards to
signal a pending Mkst; 2) patient empowermerttevelop specific VL messages for routine
patient education at ART clinic; and 3) improving turnaround time.

Effective change idefs improving results utilization: hf@ce appointment of VL focal
persons at eveART site 2) fcilitylevel data revienwd) tagging higNL results on patient
cards 4) dear division of lalvat site (egriallyjdocumentation in VL registers)use of
expert client to track clients with high VL reg)Rrompt pagnt tracking system for clients
with unsuppressed VL.

Scaling upVL Coverage in Ethiopia A Quality ImprovementCollaborative

X

X

Despite the availability of a national strategic plan, coveRAgeldh Ethiopia was
suboptimalwith fewer than 5@ercenof eligible patients receigRVLT at many health
facilities

A QI collaborativevas launched, with the following aim stateresett: site will aim to
increase the proportion of clients on ARTnfiore tharsixmonths who receive routine VL
testing from baseline to Pércenbver the next 12 monthEhe Qlcollaborativalso aimed
to decrease sample turnaround @nedecrease sample rejection.

Major achievements includadincrease in RVLT coverage from a baseline median of 25
percento 84perceniat the end of 19 monthimprovement ispecimenurnaround time
sample rejection negligible; service interruption negligible; cliemd denR\VLT

improved; staff capability and motivation improved; and communication improved.
Lessons learned inde:1)it is possible to implement a €lllaborativén a busy health
service environmerdQIC requires proper planning, close followaad,timely
interventionsthe QIC is an effective learning foramplification is the way to sucgess
QIC work when effectivenotivates staff to engage in other QI warld documentation

and holding meetings are challenges
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Left:Dr. Nancy Zyongwe from ICAP/MH Zambia presents on QI for DSD in Zambia.
RightDr. Irenio Gaspar from MoH Mozambique addresses the panel with a question.

Session7: Tools Lab

In the Tools Lab, participants viewed demonstrations of tools used in diffeexts ¢oritelp
improve and accelerakeivery of higlyuality DSD at scafsee Table 3Through this session,
participants had a hands-on opportunity to explore new technologies, servicgg ipnoaltects,
and progress in technology.

\ AR L L e

Abovdvan Teri demonstrates the EGPAF QI and DSD monitoring tool to team Kenya.
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Table 3:Description of Tools Presented in Tools Lab

Title of Tool Presented Organization that Developed Tool Presenters ‘
Service Quality Assessment Tool ICAP/ =D P EM@H Dr. IDQF\ =\RQ
2. Electronic Medical Records for DSD | Monitoring and Evaluation Technical  [Dr. Edgar Kansiime
DVVLVWDQFH 0(76 SURJUDP 6FKRRQ
SXEOLF +HDOWK ODNHUHUH 8QLYHUV
3. 4XDOLW\ ,PSURYHEHQV Cityof Cape 7TRZQ 'HSDUW P HPDr. Aysha Ismail
Health
4. Appointment and Tracking Tanzania National AIDS Control Mr. Dennis Mzaga
Registers Program
5. (VZDWLQL V '6' 4XDOLV '6' 6XETHFKQLFDO :RUNL|'U +HUYH .DI
Assessment Tool 02+ (VZDWLQL
6. Ql and DSD monitoring using (OLIDEHWK *ODVHU 3HGLUMr. Ivan Teri
OLFURVRIW 3RZHU%L Foundation Quality and Informatics Unit
7. Pediatric HIV DSD &OLQWRQ +HDOWK $FFH Ms. Memory
Assessment Tool 6 D P E R NNR.
Felton Mpasela
Electronic Checklist (QA Tool for MOH WKURXJK WKH 1DW L{Dr. Hélder Macul
‘6" ,QVWDOOHG RQ 7D|EOrHQWZEWIKQWKH VXSSRUW|RI WKH 1DWL
ODK Platform Technical Groups for QI and Care and
7TUHDWPHQW OR]JDPELTX
9. DSD Quality Standards CQUIN me P E Hbuntries Mr. ODUWLQ 0V
Ms. Redempta Mutei

Lunch Session: Redefining DSD and How to Measure Coverage
Root Cause Analysis of Priority Quality Challenges

Dr. Peter Ehrenkranz
Senior Program Officer for HIV Treatment at the Bill &teleulm@ation

R
LW\

RQDO

Dr. Peter Ehrenkranz from the Bill & Melir@lates Foundation led a lunch discussion on defining
DSD and DSDcoveragéseehis presentatiohers.

In the discussion, meted several critical points.
For the purposes of cross-country comparisons, it is critical that CQUINrroeuamibees use

1.

2.

thesame definitions of “DSD” an

d “DSD models.”

Remembering that DART includes models for people who are just initiatjnueédid who
are stabland doing well on ART, and people who are ill or not virally suppressed, it ihelpful

think aboumorintensiandlesmte

nSiPART models

People in mor@tensive models include:

X
X

Those newly initiating ART
Those who have indications for closmmoring (illness, comorbidities, active

opportunistic infections, unsuppressed VL, psychosocial challengeenengestc.)

evaluated/transitioned
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Those who are eligible for lesnsive models but have not yet been screened/


https://www.dropbox.com/sh/wr299e16kuapq2d/AABFFy_HxQ-jvegUZ0LoOBR2a?dl=0

4. People in lesstensive models include:
x  Those who are eligible for and have transitioned iotiessive models
X  Those who areoteligible but have mistakenly been transitioned {otessive models

In past years, CQUIN member countries have used a pie chantbe desic lesgtensive “model
mix.” The denominator used for thesegharts is all recipients of care known to be Hnessive
models:

* This pie chart
describes the mix of
people in less-

® 6-month MMS intensive models
3-month MMS + FT * The denominator =
 Clubs total number of
CAGS people known to be in
QOutreach less-intensive DART

* The “slices” = number
of people in specific
less-intensive DART

The COUIN Learning Netwark mOdels

However, by including all patients on ART in the pie chayvgee how many people are in
moreintensive DART models. This may be a more useful way tbel&® scalap.

e This pie chart
describes the mix of
all DART models

e The denominator =
total number of

B 6-month MMS
3-month MMS + FT

Club
M people on ART (1x_curr)
CAGS :
* The “slices” = number
Outreach

of people in each

® More-intensive models
model

Dr. Ehrenkranz also highlighted a model that different countries are dedifieloergly three
monthMMS Following discussion and debate, meeting participants agrimedeheinth MMSs
a lessntensive differentiated ART model.
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Session8: Breakout Session

Root Cause Analysis of Priority QualityChallenges

Participants joined one ofd groups to think about amiiscus€ommon DSDBrelated quality
challenges, explore their root cglead consider possible interventibasger groups were divided
into smaller groups eix to eighpeople and developed fishbone diagrams with assistance from
facilitators.

The broader group then discustbedishbone diagramareas of agreement and disagreearaht
possible intervemns using the following questions as a guide:
x What were the leading root causes that you identified?
x Did everyone agree on the root causes?
X What were the priority interventions (change ideas) thaegofied?
X What are barriers to implementing these change ideas? (Whwbailezady
piloted/implemented these interventions?)

Dr. Cordelia Katureebe from the UgandaHvand Dr. Miriam Rabkin from ICA@®-moderated
the session.

Results of reportback:
Challenge1:Misclassification of clients as eligible/ineligible for DART

.QRZOHGJH JDSV D HFPEH KZHRDN Reinforcement of facility-level continuing medication
education (CME) R®RE WUD lcantir@dusD Q G
PHOWRUVKLS SURYLVLRQ DQG UHLQI
Limited financial and human resources &ORVH DWWHQWLRQ WR VFKHGXOLQJ
RWKHU LOWHUYHQWL-B®MeALOO EH DW
7RROV WKDW DUH XQDYdh&D| -RLQW UHYLHZ RI +0,6 WRROV EHDAHNZH

DSD elements departments

/IRZ 9/ FRY Hoddxudrirbround time for 4, SURMHFWV WKDW LQFOXGH ODERU
results

Inadequate F O L QL F D&3sessinéhtH Z Reinforce facility-level &0( RR®RE WUDLQLQJ D(

PHQWRUVKLS SURYLVLRQ DQG;UHLQIRUFHPHOQ\
LPSURYH ODE SKDUPDF\ dh¥dvddrrent WR|GHOLYHU
data at right time

6XERSWLPDO KHDOWrkcigien®Wéfy SWUXFWXUHG KH Dpgyethésokidb supdonV LIRRIX S
care local media platforms
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Challenge#2: Lack of adequate and updated information and educatiofhEC) for recipients
of care

Leading Root Causes Priority Interventions

x Lack of a standard system/procedure for x  Development of formal human resources VA\VWHP Z
provision of IECand EHKDYLRU F KD Q J$DPS for task-shifting and performance management
communication systems

X High stigma levels x  Simplify and standardize messages

X Lack of standard communication strategy X Enhance community-EDVHG WHVWLQJ

Challenge#3: Recipients of care in DART models experience unmet family planning needs
and poor management of norcommunicable disease

Leading Root Causes Priority Interventions

Religion Engage religious leaders in family planning discussions;
offera UDQJH Rl SURYLGHUV VR SDWLHQWYV FDQ J
referring patients WR D QHWZRUN RI IDFLOLWLHY WKD\
services; provide information to patients

'RQRU SULRULWLHYVY GR QRW | Convene relevant stakeholders in country to determine if
priorities WKHUH LV SRWHQWLDO WR ILQG DUHDV WR QHJ
conduct nationaF-OHYHO DGYRFDF\ Zdn#igcaWKH GRQRUYV
government to support family planning/non-FRPPXQLFDEOH

diseases

Lack of curriculum Develop a curriculum

Lack of family planning EHFD XV H R1 P\| Lack of family planning EHFDXVH RI P\WKV DQG

traditions TDUJHW WUDGLWLRQDO OHD GaHenwseE WK KHDOW
myths

Perceived potential Earriers to implementing X [/RVV WR-URORRZF XU ZKHQ UHIHUUL

thangeiGHD V' QHWZRUN RI IDFLOLWLHVY WKDW SURYLGH WK

approach is not client-centered

X There is a risk that in-country stakeholders may not
UHDFK FRQVHQVXV ZKHQ FRQYHQH|G

x Lack of resources for curriculum development
processes

X )DL O XUHBXR fioin @he traditional leaders.
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Challenge#4: Inconsistent and incorrect use of specific DSD M&HEools

Leading Root Causes X Too many indicators on DSD and models
X  Misinterpretation of indicators
x Lack of skills and training
x Patient overload
X Multiple roles for staff
X Inadequate M&E tools specific for DSD
x Lack of planned supervision
X Inadequate SOPs on DSD data collection
X  Priority not given DSD
X Lack of utilization of DSD data at the facility level
Too many indicators on DSD and models X Integrating DSD indicators into the Electronic Medical
Record (EMR) system
Lack of skills and training X 7UDLQLQJ P HwoadbivgK LS
Multiple roles for staff X Orientation prior to rotation
Inadequate M&E tools specific for DSD X Use of EMR
Lack of utilization of DSD data at the facility X 5HJXODU GDWD UHYLHZ [héenh fadiityG E
level staff

Challenge#5: Lack of routine VL testing offered torecipients of careenrolled in DART

Leading Root Causes Priority Interventions

Equipment -related: GRAQLPH VWRF]
DJHQWYV HOHFWULFLW\ VXSS
W H V Wpkdnllized operation

x Back-XS SRZHU VXSSO\
K\ Is¥rVvice ldontraktHoRaluipmént | H G

Process -related: lack of SOPs for identifying
HOLJLEOH FOLHQWYVY SRRU G

x Develop SOPs
Rt XUpHae W EttrohiRtRAckiRg B fstems

FKDOOHQJHV PLJUDWRU\ JU

VXERSWLPDO DSSRLQWPHQW,| %\ VadhdHrovize patient visit

X Simplify supply chain procedures
Provider -related OLPLWHG VWDII § x Training
LQDGHTXDWH VNLOOV DEVHQWHHEIERting QG ZRUN
overload X Mentorship
Recipients of care -related: t reatment x Develop literacy Material
LOOLWHUDF\ PLVVHG DSSRLQX Riuted¢VMode@ DQFLDO

R X SeVeypdex B D O HS/ Y RIEVH O vV

Environment -related GLIILFXOW
JHRJUDSK\ SRRU URDG QHWZ
DQG ODFN RI S Réensitizatieiddd Z L ¢

X Introduce outreach services
RUN DUPHG FRQIOLFW
DO RU

policy makers
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Participants froée@'lvoire and Malawi worki
through the Fishbone Diagram for QI

38



Wednesday, 26 June View the Presentations

Sessiond: Keynote AddressRecipient of Care Perspective

Lawrence Khonyongwa
Executive Director, Malawi Network of People Living with HIV

Mr. Lawrence Khonyongwa opened by emphasizing that his
presentation was on behalf of recipients of ziage,
highlighted theicritical role in the overaklivery of HIV
serviceshrough assurance of supply and derofhi)h
guality contextually appropriate servibkext, he described
the CQUINRecipient of Bmgagem@ammunity of
Practicewhich aims teontribute tahe scaleip of high-
quality DSD programs through exchanging best practices;
identifying opportunities to @yeate resourcdsstering
demand for DSD services at the commdeitgl;and

working to strengthen networks of peers to promote

ongoing cross-country learning

Mr. Khonyongwa described the expected results of the community of, mfaecteeh all CQUIN
countries are membeasiddefined the principles of community engagement. He des$ouibed
different categories of roles for recipients of care, including in poligmpdegign, program
delivery, anM&E. Mr. Khonyongwalescribed key bottlenecks to achiethgarticipation by
recipiens of care including dwindling resources to national networkgipfents of car@nd
community level structuresd donors and international NG@atbypass national networks and
work directly with the communities without involveapients of caréle also discussed
opportunities to engagecipients of caysuch asngaging them sommunitylevel interventions
ease the burden dealth workersand how investmentiiacipient®f carecansupport
implementation afiniversal health caretiatives.

Mr. Khonyongwa shared a vision of quality service delivery that iredipdest of care
participation at all staggelicy,design andM&E); onestop service cegrs lesgtime spent
accessing and receiving cgmgropriate, timely, and standardized feedback mechaedmsd pill
burden €.g. DTG and 3HR)health care worker professional praatmgpienpf caresatisfaction
as measured bgcipients of camnd service providerescribed parameteadributes of quality
integration with HIV/TB/non-communicabliiseaséamily planning quality of health facilities
including sanitation; human rightsed approachisaddress quality of DSBtics, privacy,
confidentiality, non-discrimination); aesipecfor the views ofecipients of care.

Mr. Khonyongwa also discussed theipients of cameeed innovative DSD models $pecific key
populations and sudroups such as prisoners, children, and esfitgeprovided recommendations
that included the need to investdaipients of catbat are delivering services to communities
provide support in collaboration with natlowworks ofecipients of carprovide funding for
training programs)crease the rangeinhovative DSD models in whigtipients of camre fully
involved ilfmodel developmerdtandardize payment of incentj\asdset up appropriate, timely,
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and standardized feedback mechanism managed by recipientseebf/ogsg in collaboration with
service providelg.g, toll-free lins or platforms.

Mr. Khonyongwalosedhis presentation by emphasizing that achieving quality standards in DSD
requires the meaningful participatiorecfpients of camall stages.

Session @: Breakout Session

Achieving Quality for Specific DART Models

Dr. MastidiaRutaihwa from the Tanzania MOH and Dr. Mohamud Mohamed from NASCOP in
Kenya cemoderated fs sessiorn which @rticipantgoined one of four groups discuss achieving
quality for specific DART modelhe models explored includ&tilitybased individual models
(cofacilitatedoy Dr. Samson Haumba frasmiversity Research Co. LE€watini and Peter
Ehrenkranz from thBill & MelindaGates Foundatigrfacilitybased groumodels (clubs) (eo
facilitatedoy Dr. Anna Grimsrud from IAS aridr. Maureen Syowai from ICABmmunitybased
individuaimodels (cdacilitated byr. Baker Bakashabam The AIDSSupport Organisation
(TASO) in Uganda anllls. Fatima Tsiourifom ICAP), andcommunitybased group modédt®-
facilitaed byDr. Marcelo Freitasom ICAP in Mozambique and DGreet Vandebriétom ICAP

in Cote d’lvoire).

Each group discussed the following questions:

X Is everyone familiar with this DSD model? If not, could someone volunteer motepdhi
give an example?

x Are there quality standards for this model? If so, what are they?

x Thinking about the earlier discussions during the meeting, what are ytehglletiges
most relevant to this model?

X What should be done to address these quality challenges? What are bésNenactices
ideas?

x Are we missing information? Do we need better QA and/or M&E? Implementation
research?

X What should the next steps be to optimize the quality and fidelity of this nuadieP at s

Each group reported back on the following questions to the broader group:
Thinking about “your” differentiated ART model:

X Whatarethe priority quality challenges?
x What are the priority interventions to address these challenges?
X Is there a priority research agenda related to this issue?Hayass ¥he key questions?
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Results of reportback:

Facility-based individual models (focused on less intensive modefasttrack, refill visit, and
multi-month prescribing)

Priority quality

X

(QVXULQJ HIILFLHQF\ DWWGDNHWHSD@W:IDVW

interventions

different model if needed (including attentiveness to incident pregnancy)
Improving facility environment and supplies—LQIUDVWUXFWXUH FO
prevention and contr RO HWF

006 PRGHOV PD\ KDYH PRUH FKD O OusQNEddto2h3m& G
FRQVLVWHQW VXSSO\ DGHTXDWH VWRUDJH DSSU

challenges X (QVXULQJ D EDODQFH EHWZHHQ HIILFLHQF\ DQG FRPSUHKHQ"
x Ensuring adequate information and education for recipients of care
x (QVXULQJ WKDW SHR S OHgalfhkarility ReBsHreguiBntiwrikddive
3ZUMURXQG™ FRXQVHOLQJ DQG VXSSRUW VHUYLFHYV LQ WKH
SURYLGHUV KDYH L QIRHé&tbfactlitRQardJdRmEnRivE)K
Priority x Need to systematicallyre-DVVHVYV SHRS-GH IDHQUEHQMALD WH"~ W

HDQOLQHV\

UXJ VWRFN
RSULDWH C

x Ensuring equity DUH ZH 3GLVFULPLQDWLQJ  DJDLQVW SHRSOH ZKR
prioritizing people infast-t UDFN LQ TXHXHV HWF "
Priority Research None discussed
agenda
Facility-based group models (clubs)
Priority quality X Itis time-consuming
challenges x Recipients of care arriving at different times
X Reduced confidentiality ~ stigmatizing
X Some individuals DUH QRW VRFLDO DQG FDQTW EH SDUW| RI WKH JU
X 6RPH GRQTW DGKHUH WR WKHLU URXWLQH FOLQLFDO YLVLW)
X *URXS RSHUDWLQJ SURFHGXUHV KRZ GR \RX MRLQ WKH JUR>
X Meeting space for the group
X M&E for group activities
X South Africa XVHVY D FOXE UHJLVWHU WR PRQLWRU JURXS DFWLYL
X Missed health events due to limited screening during group visits
Priority X ClearSO3V RQ KRZ WR VHW XS PDQDJH D JURXS LQF
interventions X Routine recipients of care HQJDJHPHQW WR JHQHUDWH IHHGEDFN DERX

xX X

intervention

&RQWLQXHG WUHDWPHQW OLWHUDF\ IRU ERWK SDWLHQW DQ

Continued engagement of staff on quality of group care
BUHSDUDWRU\ FKHFNOLVW ZKDW LV WKH WR Sthé
previous challenges)

KRZ PDQ\ D

Priority Research
agenda

Does the facilty-EDVHG JURXS UHGXFH SDWLHQW ZDLWL
Are recipients of care VDWLVILHG ZLWK WKH VHUYLFHV SU
(YLGHQFH EDVHG hohHAKPMREQ LRFD E O ¥ FBULWHONV®I ZL
model

Cost effectiveness of the facility- E D V gt@ups to the recipients of care

RYLGH WKU
WKLQ WKH
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Community-based individual models (e.g., PODI, outreach, CCMDD)

Priority quality X  Tools for registration and reporting (M&E)
challenges x Information giving (psychosocial support)
X Stigma
x Expensive MR ELOH E thortidy@thxierly)
X 6XVWDLQDELOLW\
X  Quality standards (not set)
X Proper categorization
X )J)OH[LELOLW\ RI UHILOOV
X VL monitoring
x  Definition of threshold distance from facility
X (QVXUH GUXJV DUH UHFHLYHG E\ WKH FOLHQW
X__Inclusion of adolescents
Priority x Development of SOPs
interventions X Minimum requirements
X Minimum package
x  Criteria of inclusion in the model
X  Quality standards
X Mechanisms
X Adapting M&E tools
X Supervision and mentorship
X 6WLJPD LQW peerXap@ansupp@t integrating other services (savings
and loans groups)
X _Integration of family approach
Priority Research X )J)HDVLELOLW\ RI FOLQLFDO DVVHVVPHQW RQFH D
agenda X CostEHQHILW DQDO\VLV
X 3RVVLELOLW\ RI LQFOXVLRQ RI DGROHVFHQW DQG(

Community-based group models (e.g., CAGS)

Priority quality X Integration of services like non-FRPPXQLFDEOH GLVHDVHV 7%
challenges S O D Q Q L@aphyfesés
X Scheduling for VL testing
x  Stigma and discrimination at community level (confidentiality issues)
X 7UDQVLWLRQLQJ WR 7/' FDQ EH GHOD\HG
X 6XSSRUW DQG FDUH SURYLGHG E\ D SHHU DW FRP
X TB screening
x  Educating other clients
X +RZ WR PHDVXUH DGKHUHQFH LQ FRPPXQLW\ VHW
X Limited M&E system to collect data at community level
Priority X Standardize educational materials
interventions X Minimum services package for integration
X Supervision and mentoring for group leaders and recipients of care
X ORGLI\ LPSarndBxpapdM&E systems to collect community-level data
X Utilization of existing groups for community ART group models
Priority Research x  Client satisfaction
agenda x Integration of other health services
X Outcomes comparing those in community groups vs. individual facility models or
other models including conventional care (i.e opportunistic infections UHWH
adherence and viral suppression)
X Health care experiences in implementation of community- E D V g§t@ps
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Community-basedadherencegroups

Priority quality
challenges

X
X

x

Lack of policy support for CAG implementation

1R TXDOLW\ VWDQGDUGYV K@erdivdirel iadpzan@H Q B/Q DLZH G
EVZDW lggnta) 8

,QVXIILFLHQW WUDLQLQJ DQG FDSDFLW\ VWUHQJV
Weak consent to participate in groups and sharing HIV status among group
PHPEHUV JURXSV GLVVROYH TXLFNO\
Disclosuretonon-JURXS PHPEHUV WKURXJKpRAAHWLQJ LQ
6RPHWLPHY GHOD\ L-XF QDOATVK RR GtDRKB Sdreeh RIE.

&

VKHQLQJ RI

SXEOLF

Priority
interventions

X X X X X [X X

Continue dialogue at national level for policy approval for CAGs

Identify detailed quality standards for the CAG model

Develop training VXSSRUW WRROV IRU &$* PHPEHUYV

Use the existing support group model to initiate the CAG

Strengthen information on disclosure and privacy protection/ confidentiality for
JURXS PHPEHUV

Enhance supervision to the groups from the facility (ensure strong OLQN EH |
facility and groups)

VZHHQ

Priority Research
agenda

Retentionrateand VL VXSSUHVVLRQ UDWH DPRQJ &%* PHP
J)DFWRUV FRQWULEXWLQJ WR TXDOLW\ RI JURXS -V

XSSRUW EF

VRFLDO VXSSRUW LQFRPH XHQHUDWLQJ DFWLYLW

Bottom Rigbt.. Baker Bakashaba, Manager, Medical Services at the AIDS &iqupOrAS@aniz

facilitates a group discussing facility based individual models.
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Session 1: Breakout Session

Individual Country Team Strategies

Participants divided into country teams to reflect on the meeting and to dewvédolicduntry
action plans to strengthen the quality of DSD implementation in their respmaotivies.

In teams, countries were asked to discu$sliihwwing questions about their context:

1. What is your current thinking about D§fecific quality standards? Are there any gaps or
needs in this domain?

2. What is your current thinking about DS§ecificQA (measurement)? Do you have all the
tools you need?

3. What are your current plans with regardl for DSD? Will you be launching any new QI
projects in the coming year?

4. Reflecting on our discussions about defining DSD and which denominators to use when
discussing model mix, will this have any impact on your country’s DSD nara@nclat

5. Is your country interested in continuing the “DSD definitions” discussion, fptesxam
virtual discussions?

Next, country teams were asked to complete five slides ta prdsenminutes addressing the
following points:
» Slide 1: List three important lessons learned in this meeting

» Slide 2: Describe any plannedédntative) changes in DSD nomenclature and/or calculation
of DSD coverage

» Slide 3: In the next 12 months, what are your action steps with regardy staqards?
» Slide 4: In the next 12 months, what are your action steps with reQ#@s to
» Slide 5: In the next 12 months, what are your action steps with reQé®ds to

Dr. Peter PrekandMs. Siphiwe Shongwe, both from ICAP in Eswatimmoderated the report-
back session
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Participants at the June 2018 CQUIN Workshop in Mairobi, Ken

Lunch Session: The Evidence for Contraceptive Options and HIV
Outcomes (ECHO) Trial Primary Results
Ms. Fatima Tsouris

Deputy Director of the Clinical and Trainil@ARit at
Ms. Siobhan Malone
Senior Program OdfceirellV Teamat the Bill & Melinda Gates Foundatid

Ms. Fatima Tisuris from ICAP and Ms. Siobhan Malone from the Bill & Melinda Gates Foundation
led a lunch discussion to describe the ECH& primary result¥hey describegkrior evidencehe

most recent WHO guidance, the ratiehat the trial and its objectives, the methodology, and
resultsSlides from their presentation can be fdand.

45


https://www.dropbox.com/sh/d3c9tjdkgiuczo1/AADWkv5Mom5yrE0XhmazoXCWa?dl=0

Session 2: Closing Remarks and Way Forward
Dr. Miriam Rabkin

Director for Health System Sti@#egies,

Dr. MiriamRabkinbegarher closing remarky reiteratinghatthe right to healtls meaningless
without quality because without quality, health systems cannot improvéNeetkhe reflected
on words from the week that Haekn echoingonnecting, and coming baach dayDr. Rabkin
mentioned “standards,” understanding collectively what the community—imekigiegts of
care—mean bygood quality care” and googuality DSD. She noted the phrase tiat Charles
Holmes used: “quality blind spots” and highliglgedrrenthemes such apérsoneentered cate
and ‘meaningful engagement of recipients of’care

Dr. Rabkin reflected on the impact of stigma and discrimination asafiewchallenges come up
as we change where, when, who, and how we deliver health Sae/iweted that when thinking
about QI, there isgpeementhat itservess ongotentialsolution to a systems challemye.
Rabkinemphazedthe importance aicknowledgg the tension between persemteredare and

a public health approaahdconsidering how to practically deliver services at scask&h¢he
audience to reflect dne questiorfhow can we be aspirational andtpralcat the same tinie?

In closing, Dr. Rabkin reflected on all of the meetings that CQUIN has cosineréts inception.
She highlighted that CQUIN isleepnetwork that touches people in so many ways (through
webinarssouthto-south learningetc). She alsdescribedext stepsncluding:
X Sessions at upcoming international conferences:
o IAS2019Satellite session B&D for people with advanced HIV
0 IAS2019Satellite on DSD and HIV and TB
0 ICASA2019 Satelliten DSD for people with advanced HIV
X CQUIN’s 3¢ Annual Meeting whichwill be inNovember2019in Johannesburg, South
Africa
X Workshop report
x Further work on tools (generic standards tool for country adaptation and sub-naiomal ver
of CQIUN dashboard)
X Revisitof nomenclature table to more feasibly compare across countries

Closing remarks were also provideMbyMathew Kawogo frottihe National Council of People
Living with HIV/AIDS in Tanzania; Dr. Bactrin Killingo from ITPienyaDr. Kenneth
Masamardrom CDC Kenya; Dr. Peter Ehrenkranz from the Bill & Melinda Gates Founaladion;
Dr. Barbara Mambo from NASCOP in Kenya.
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Participants

Alemtsehay Abebe Wolde Micheak a Senior HIV Program Officer

at Ethiopia Federal Ministry of Health (FMoH). She is a nurse with an
MPH and has over fourteen years of experience in HIV//
programs. She is currently the HIV Care & Treatment Foc
differentiated service delivery (DSD) and provides technic:
managerial oversight to program activities at the national, regidnal
sitelevels. Mrs. Abebe is an active member of the Ethiopia
Health Association. Contagbialem71@gmail.com

Steve Akothis a Quality Improvement Data Officer at ICAP in Kenya.

He develops indicators and collects and analyses data on adolescents and
young people QI (QI) collaborative in Lower Eastern Kenya. Mr. Akoth
also provides mentorship to health facility (HF) staff on QI. Previously,

in the same capacity he participated in a successful calaboratiult

viral load test result utilization. Mr. Akoth is a mathematics graduate of
the University of Nairobi. Contasikoth@icapkenya.org

Rukia Aksam is a mdical doctor ircharge of JOOTRF
Comprehensive Center in Kisumu, Kenya. She has been working as a
Medical Officer for 5 years and is currently spearheadiogusip
implementation of differentiated care models using a ¢
improvement approach. Coritayikur2001@yahoo.com

Amos Kibisu Amadivais a Medical officer at Kakamega Col
General Referral Hospital and Deputy of Kakamega Coun
CASCO. Contacemadivakibisu@gmail.com
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Patricia Aserois the Chair of International Community of Wor
Living withHIV for NEPHAK ICW-Kenya.
Contact: patriciaasero@gmail.com

Demissew Assefais a Public Health Specialist in the Care
Treatment Branch at CDC in Ethiopia. He has worked with CDC in
Ethiopia since 2008 and in public health and HIV/AIDS programming
since 2002. Mr. Assefa focuses on HIV/AIDS care and treatnhent, Q
health systesn strengthening, and human resources informr
systems. He has an MA in Sociology. Comtde® cdc.gov

Tamrat Assefais the Director for Regional Programs at IGAl
Ethiopia. He has over 20 years of experience in public
specializing in health systems strengthening, HIV, and QI. Mr. Assefa is
a fellow of the Visionary Leadership Program funded by the Packard
Foundation, a fellow of the Management Developnmstitute at
UCLA, and a member of the Ethiopia Reproductive Health Leadership
network. Mr. Assefa received his MPH in health system martagemen
and policy from Prince Leopold Institute of Tropical Medicir
Belgium, an MPH from Addis Ababa UniversityaB&c in Nursing

from Jimma University.

Contactta2302@cumc.columbia.edu

Robinah Babirye is a Programs Assistant at the African Y
Positives Network and volunteers with several networks of
people living with HIV. As a young woman living Wit and former

Miss Y+ (2015/2016), she is an advocate and role model for young
people, especially adolescent girls and young women, living with HIV.
She supports them to realize their potential. Ms. Babirye ha
platforms, such as radio, television talk shows, social media,dint me
and community and school outreaches, which provide the opportunity
to articulate the issues that affect young people living with
especially adolescent girls and young women, both local
internationally. Coatt:brobinah13@gmail.com
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Baker Bakashabais the Regional Project Manager for the S
Region for the AIDS Support Organization (TASO) in Uganda. Dr.
Bakashaba has managed HIV/AIDS programs at TASO for seven years,
focusing on the design and implementation of faaiitycommunity

based, clig-centered projects, and health systems strengthening. He has
contributed to the design of commuRT models, clieded ART
delivery, as well as other natidenadl DSD models. He is currently the
Regional Project Manager for the Accelerating HIV EpidemimCont

in Soroti Region Projeet a regional project funded by PEPF
through CDC. Dr. Bakashabaceived his Bachelor of Medicine
Surgery Degree from Makerere University in Uganda, andnflycurre
pursuing an MSc in Project Management at the University of SalD in the
UK. He is a member of the CQUIN Advisory Group.
Contactbakashabab@TASOUGANDA.ORG

Hudson Balidawa is a Public Health and M&E expert with \
experience in design, monitoring, aedearchfor public healtr
programsin resourcéimited settingsHe is a pediatrician who h
worked on the design and implementation of public health interventions
for maternal and child health for the last 15 years. Dr. Balidawa has
supported scale up of the public health approach to ART management
in Uganda, Namibia, Zimbabwe, and Nigeria, using the adapted WHO
IMAI, IMPAC and IMCI guidelines. He is an Honorary Senio
Advisor for URC and has supported HIV care quality initiatives that
have spread to other health services programs. Dr. Balidantycur
monitors Global Funélunded interventions for HIV and TB and heads
the National Technical Working Group for DSD Models in Uganda.
Contacthbalidawa@gmail.com

Kigen Bartilol is the Head of NASCOP at the MOHKenya.
Contactkigenbrms@yahoo.com
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Refissa Bekelds the Oromia Regional Director for ICAP in Ethic

where he has worked for more than 10 years on HIV/AIDS prevention,
care, and treatment. Mr. Bekele has rich experience in HIV.
prevention, care, support, and treatment and previously worked in the
government MOH health system in Ethiopia for more than 25 years in
different positions at the district, province, regional levels. He received
a BSc degree in public health from Gondar Public Hedldge€an

MSc. in Public Health from Faculty of Graduate Studies M
University, Bangkok, Thailand; and multiple certificates from different
HIV/AIDS program trainings. Contachg2135@cumc.columbia.edu

Koffi Simplice Bohoussouis an Assistant in the Care and Treatr
Department of the National AIDS Program (Programme Nationale de
Lutte Contre le VIFPNLS). He coordinates all interventions
stakeholders working in pediatric HIV care and treatment. Dr.
Bohoussou also ensures the integration and scale up of pediatric HIV
care and treatment interventions at all levels of the healthasydiam

all sectors (public, private and community) according to ni
guidelines. Before his current position, Dr. Bohoussou was a medical
doctor at the General Hospital of Tabou in the Sanitary Disti
Tabou where he was in charge of the Pediatric Department of Tabou
General Hospital and provided pediatric HIV care. He holds a Ph.D. in
Human Medicine and an MBA with additional focus in Health Services
Management and Management of Health Programs.
Contactbohoussou.simplice@pmissom

Franck Euloge Boraudis an HIV Clinical Team Leader at ICIAP

Cote d’lvoire. 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, QI, and nutrition. During this period
supervised district health providers implging health service
including HIV, malaria, and nutrition activities. He has over 12 years of
experience in medicine and public health and holds MD and
degrees. Contabfe2102@cumc.columbia.edu
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Not Pictured

Hugben Byarugabais a Technical Advisor for Healthcare, QI,
Organizational Development, at the University Research Co. LLC in the
Kingdom of Eswatini. In this role he provides QI technical support to
the Eswatini National AIDS Program Quality Assurance Ur
implemen a national QI collaborative on HIV viral load res
utilization and DSD coverage. Mr. Byarugaba has worked w
Eswatini National AIDS Program to develop HIV Service q
standards, conduct HIV service quality audits at HF, and mentor QI
teams @ implement QI projects to improve service delivery pescess
for better patient outcomes. He holds a Bachelor's deg
Community Psychology and is currently finalizing his research for an
MPH from the University of Roehampton-UK.

Contat: HughenB@ursa.com

Horé&cio F. Calicheis Provincial QI Advisor and Manager for ICAI
Mozambique. In this role he liaises between the MOH Provincial Health
Directorate and ICAP for QI activities; coordinates witMthel and
Provincial Health Directorate to implement a QI strategy;stafhef

the Provincial Health Directorate and HF Providers in QIHIV strategy;
and monitors the implementation of strategy in 60 HF in Nampula
Province. Dr. Caliche’s previous experience includes M&E Provincial
Manager in Zambézia working for the Mozambique MOH {Z156)

and District Medical Chief leading several public health psc
including pilot study of QI implementation in Moedbhanbézia (2010
—2014). He is a general pitamer and studied at the Medicine Faculty

in Eduardo Mondlane University (2009) and has an MPH from Atlantic
International University (2016). Contaftf2190@cumc.columbia.edu

Elizabeth Mulanga Chafwais on the QI Team of the MOH i
Zambia. Contacémchafwa@yahoo.co.uk

Bayisa Chala Feyisds the Executive Director of NEP+, Ethiopia. He
has worked in HIV for over twenty years in various capacitigdinigcl

as a Project Coordinator, Program Officer, and Executive DiMcto
Chala holds an MSc in International Trade and Finance frosn Addi
Ababa University. Contabtiyisachala@yahoo.com
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Acucena ChaucaMD, is Technical Director of the Community HIV
Project, Hlayisa, for N'watiMozambique. She is a physician with over
11 years of experience at all levels of the health systelmau2a Gas
worked directly with HIV for more than 10 years, held tecl
leadership roles in several projects and organizatiomsyried at a
senior policy level. In her previous role as Director of the Elimination 8
project, Dr. Chauca monitored project performance and liatke
senior officials at the MOHSs in the eight project countries to ensure
project success. Her previous experience includes sinfydarical
practice; Pediatric HIV/AIDS Care and Treatment TechnicaeOiffic
Tete for the CHASSMT project; and Provincial Technical Coordinator
for Tete. Dr. Chauca also developed a grbwemking publiprivate
partnership, achieving policy change at the national and provincial levels
through her advocacy effo@®ontactichauca@pathfinder.org

Brown Chiwandira is an HIV Programme Officer undéhe
Department of HIV & AIDSatthe MOH in Malawi. He is a qualified
clinician withthirteen yearsf healthcare experienBe. Chiwandira has
served in leadership rolexluding heading a district HIV treatment
program in one of Malawi’s oldest district HIV treatment programmes
Thyolo DistrictHis professional backgrouisdn clinical medicinend

he has studied public health. Contattiwandira@hivmw.org

Marissa Coureyis a Chief of the Health Systems Strengthening Branch
of CDG-South Africa.She held various roles at CDC, incluc
Prevention Branch Chief, Surveillance Lead, and Associetier fore
Science for the CDC/DGHT office in Central Asia Region (Kazakhstan,
Kyrgyz Republic, and Tajikistan). Dr. Courey completed her doctoral
trainingin health economics and epidemiology at the Univers
WisconsifMadison School of Medicine and her MSc in Demography
and Economic Development at the London School of Economics and
Political Science. Contactc5@cdc.gov

John BoscoDdamulira, MBChB, ADHSM, MPH is a Lecturer with
Department of Disease Control and Environmental Health at Makerer
University School of Public Health in Uganda. Hevea4O0 years of
experience teaching, conducting research, and evaluatmgeaithii
programs. Dr. Mayanja hasipported and managed numero
PEPFARfunded HIV programs. His background also includes working
for the local government for five years as Medical Officédemdy
Director of District Health Services. Currently, Dr. Mayanja |
Principal Investigator of the countrywide MOH/MakSPH Global Fund
funded study “Implementation @SD Models of HIV Service:
Assessment of Current Status and Use of QI Models to Ma
Impact and Efficiencies.” Contgdtlamulira@musph.ac.ug
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Anne Marie Dem Niacadieis the Deputy Director of the Organizat

and Care and Promotion of Quality, a body under the supervision of the
MOH of the Cote d’lvoire . As part of her duties, she participates in the
development of the National Strategic Plan for QI in hospitaBemr.
Niacadie and her team regularly organize quality audit missiefls, as w
as training seminars, for senior managers. In addition to her position as
Deputy Director, she is the national coordinator of medical care for the
victims of political crise®r. Dem Niacadie has worked as a physician
since 1990 and holds a DESS in Public Health.
Contactdem.annemarie2@gmail.com

Thembie Dlamini is the HIV Quality Coordinator for the Eswatini
National AIDS Program under the MOH. She works with all
thematic areas to ensure quality HIV service delivery; heahiobar
compliance with HIV service standards; and the developmeht of Q
projectsusing data generated at the facility level. Ms. Diamini
Diplomas in General Nursing and Midwifery and a BA in Community
and Health Psychology. Contaéthembiem@gmail.com

Stephanie Dowlingis an Associate for the eMT@&Ad Pediatric HI\
Programs at the Clinton Health Access Initiative, Inc. In this role she
supports programmatic and strategic work in pediatric HIV case finding,
initiation, and retention in Zambia and Malawi. Ms. Dowling has a BA
in Global Affairs fronYale University and an MPH in Health Policy and
Global Health from Yale University.
Contactsdowling@clintonhealthaccess.org

Alice Dube works with the HIV Care and Treatment Program of the
Zimbabwe Association of ChusBelated Hospital, funded
PEPFAR/ CDC. Contactlubea@zach.org.zw
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Sylvain Ehoumanis Technical Advisor for QI at ICAP in C¢
d'lvoire. In this role, he strengthens the capacity of the regional and
district teams, including focal points and ICAP support tear
coordination and supervision of QA approaches, data analysis, planning,
ard reporting. Dr. Sylvain also provides direct support to si
develop strategies for implementing QI activities relatety/toalre.

His previous experience includes: Technical Advisor for Ca
Community Support at SEVCI on the NESSEMON projesthifical
Advisor HIV Care and Services at URC on the USAID/ASSIST Project;
Technical Manager of Key Populations for ESPACE CONFIDENCE;
and participating with the MOH on the development and revision of the
PEC/HIV policy documents, notably on the national policy document
for improving the quality of health care and services in Cote d'lvoire and
on the National Strategic Plan for Improving Hygiene and
Quality. Dr. Sylvain is a doctor with an MPH and an Interna
University Diploma on HIV infection and other STIs in countries with
limited resources. Contax#2470@cumc.columbia.edu

Peter Ehrenkranzis Senior Program Officer for HIV Treatment at the
Bill & Melinda Gates Foundation. From 2010 to 2ZDA% hrenkranz
worked in Eswatini with CDC, first as the PEPFAR Care and Treatmen
Lead, and later as the Country Director. Prior to that, he speens

in Liberia with a joint appointment as a Senior Advisor to the National
AIDS Control Program and Medical Director for the Clinton Health
Access Initiativeiberia. Dr. Ehrenkranz earned an undergrac
degree in history from Yale, medical and public health degrees from
Emory, and trained in internal medicine at the Universi
Pennsylvania, where hompleted the Robert Wood Johnson Clinical
Scholars Program. Contaedter.ehrenkranz@gatesfoundation.org

Ade Fakoyais the Senior Disease Coordinator, HIV at the Global

to Fight AIDS, Tuberculosis and Malaria based in Geneva. In the past
three years his team has provided technical support and coo
partner technical cooperation which has seen the approvat &fe

billion USD in Global Fund HIV grant approvals. Dr. Fakoya is a
clinician and specialist in HIV and international health with over 20 years
national and international experience in HIV, STI clinical easegs
management, and programme dglivele has provided techni
support to national HIV programmes in Africa, Asia, Eastern Europe,
and Latin America and sits on several national and international advisory
committees, including those for ARV treatment guidelines, prevention
of mother to child transmission guidelines, and sexual and reproductive
health. Dr Fakoya previously held technical, senior managerdent,
research posts working in the UK and internationally.
ContactAde.Fakoya@thkxdpalfund.org
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Marcelo A. Freitasis the Clinical Director at ICA®PMozambique. He

is a medical doctor and public health specialist. Dr. Freitasespen
years at the MOH in Brazil working on HIV/AIDS Programs as the
HIV Care and Treatment Coordinator and more recently as [
Director. He holds a Master’s Degree iadtibus Diseases.
Contactmaf2280@cumc.columbia.edu

Stephen Mwangi Gachigiis Head of the HIV/AIDS/STIs Prograr

in Nyandarua County. Prior to this, he served as Deputy for CASCO for
Nyandarua County and headed Chamuka Dispensary in Oljorerok sub
county. Mr. Gachigi studied community health nursing and received a
higher national diploma in critical care nursing. He has a BS in Public
Health from Jomo Kenyatta University of Agriculture and Technology
and a Master’s Degree in Publicltideom Kenyatta University.
Contactgamwangis@yahoo.com

Irénio Gasparis the STD and HIV/AIDS Programn&&upervisor at

the Maputo City Branch/Directorate of the MOH, where he hag@ork
since 2015. Due to the nature of his work, as well as the country's high
HIV prevalence, Dr. Gaspear works mostly with the general populat
with special focus on higiskgroups: the LGBT community, prisoners,

and sexworkers. He is a medical doctor and qualified at Ed
Mondlane University. Contactniogaspar@gmail.com

Mirtie Getachewholds an MPH degree and is currently the HIV T

Lead at the FMOH 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 Prog
Coordinator. 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.
Contactmirtieyid@yahoo.com
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Peter GodfreyFaussettis a Senior Science Advisor at UNAIDS.
Contactfaussettp@unaids.org

Anna Grimsrud is the Lead Technical Advisor for the Internati
AIDS Society. Dr. Grimsrud focuses on supporting the implementation
of differentiated models of ART delivery in-Sabharan Africa. Sl
holds an MPH and PhD from the University of Cape Town, and has
beeninvolved in research with leDERouthern Africa Collaboration,

the Desmond Tutu HIV Foundation, aviédecins Sans Frontiéres
Contactanna.grimsrud@iasociety.org

Clorata Gwanzura,is the Differentiated Care Medical Officer: |

Care and Treatment at the MOHCC in Zimbabwe. With support from
the CQUIN project, sheupports differentiated care projects in

AIDS and TB Units and focuses on the agalef DSD models
nationwide. Dr. @anzura has five years of experience worki
various levels in the Zimbabwe MOHCC and implementing
managing health programs, including HIV programming. Dr. Gwanzura
is a medical doctor and has an MPH degree.
Contactcloratag@gmail.com

Samson M Haumbais the Country Director for Eswatini for t
University Research Co., LLC's where he leads the dewmglc
coordination, and execution of the URC’s country strategy in support of
URC projects funded by CDC and the US Department of De
HIV/AID Prevention Program. Dr. Haumba is also URC’s Centre for
Innovation and Technology Africa/Asia Regional Director for HIV, TB,
health systems, and NCDs. Dr. Haumna has 23 years of experience in
clinical medicine, public health, research, health care mahaasinen
health development assistance. Dr. Haumna graduated as a
Doctor in 1996 from Makerere University in Uganda and obtained
Masters of Medicine degree in Internal Medicine in 2001 and an MPH
in 2008 from the same University. Dr. Haumna holds afabdegree

in Health Studies from University of South Africa.
ContactSamsonH@ursa.com
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Mark Hawken is the Country Director for ICAP in Kenya where
provides technical oversight on the design, implementatiot
evaluation of all HIV/AIDS, reproductive health, and TB se
delivery projects. He has been involved in HIV operatioraictesad

HIV programming for over 15 years. Prior to joining ICAP, Dr. Hawken
was the Director of the International Centre for Reproductive Health,
where he was responsible for the overall management of |
research program, serving as principal investigator ore$earch
projects and contributing to several others. He was also responsible for
leadership and supervision of 50 program, research, and support staff.
Contactmhawken@icapkenya.org

Charles B. Holmesis the Faculty CDirector of the Center for Glalb
Health & Quality and a Visiting Associate Professor in the Department
of Medicine at Georgetown University Medical Center. Hetlye
served a fouyear tenure as CEO of CIDRZ and was previously Chief
Medical Officer and Deputy U.S. Global AIDS Coatdin for
PEPFAR, where he was also founding Director of the Offi(
Research and Science. Dr. Holmes is currently on leave Hran
Hopkins University, where he is Associate Professor ofindeain
International Health. He trained in internal mesli@nd infectiou
diseases at Massachusetts General Hospital, Brigham and \
Hospital, and Harvard Medical School, and served on the faculty at
Harvard Medical School as part of a health policy group. Dr. Holmes
obtained a BA from Kalamazoo CollegeM&n from Wayne Stat
University and an MPH degree from the University of Michigan.
ContactCharles.Holmes@georgetown.edu

Ergabus Idaeis an HIV Expert (Regional Lead Hospital Mentor and
HIV QI Team Subunit) for the Oromia Regional Health Bure:
Ethiopia. Contactrgabusidae@yahoo.com

Aysha Ismail Smithis a subdistrict pharmacist in Tygerberg subd

in the city of Cape Town in South Africa. She is extensively involved in
the planning, implementation, and ensuring the availability of ART at
Cape Town HFs. Ms. Ismail has worked for the City of Toape in
different communities for ten years.
ContactAysha.lsmailSmith@capetown.gov.za
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Not Pictured

GraceKamauis the Regional Coordinator for the African Sex Wo
Alliance. She identifies as a female sex worker and has worked in the
field of HIV and key populations for eight years. Ms. Kamau previously
worked at Bar Hostess Empowerment Programme as a Rodficam

and later joined KESWA a consultant to offer support on organizational
development. She has also worked as a consultant with the
Network of Sex Work Projects. Ms. Kamau'’s passion has been working
key populations on issues of HIV preventiommnan rights, an
movement building. Shelds a Bachelor Degree in Sociology
Political science from the Catholic University of EastenaAfri
Contactkamaugrace85@yahoo.com

Hervé Nzereka Kambaleis a Differentiated Care Advisor, secor

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 progteBsi
Kambale has 8 years of experience in HIV clinical and pr
management, as well as five years of clinical experiencerah
medicine. His major contributions include health education and capacity
building, mentoring and supervision, and effective collaboration with the
MOH and other nofgovernments agencies in the following fi
palliative care, cancer management, PMTCT, HIV/AIDS, and 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.
Contacthervekambale@gmail.com

Harrison Kamiru is the Director of M&E at ICAP in Eswatini. |

leads the M&E Department in providing monitoring, evaluation, and
informatics technical assistance to ICAP in Eswatini for e
funding streams including TB, HIV care and treatment in M;
region, natinalievel laboratory quality management improvement, and
research grants. Dr. Kamiru also provides direct techni¢ahesdis

the MOH in strategic information and health system strengthening. He
has extensive experience working in public health iatygpat
monitoring and evaluation of HIV/AIDS care and treatment, maternal
neonatal and child health, and TB control programs. Dr. Kamiru holds
a doctorate in public health (DrPH) from the University of Texas School
of Public Health, where he completéwgarty Fellowship through the
Fogarty International Center of the U.S. National Institutes of Health’s
AIDS International Training and Research Program. He pre\
earned a dental degree from the University of Nairobi and an MSc in
dental public healfhom the University of Western Cape, South Africa.
Contacthk2533@columbia.edu
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Edgar Kansiimeis the HIV epidemiologist/Project Coordinator, }
CaseBased Surveillance at the School of Public Health, Monitor|
Evaluation (METS) Program, Makerere University in Uganda. He
project implemented in partnership with the Uganda Ministry tf.Heal
Dr. Kansiiméholds an MPH from the School of Public Health, Mal
University and a Bachelors of Medicine and Surgery from |
University. He also holdsPast Graduate Diploma in Monitoring
Evaluation from Uganda Management Institute.

Contat: ekansiime@musph.ac.ug

Prisca Kasondas the Country Director for ICAP in Zambia. Shen
experiencednedical doctoand public health specialist with a career
spanning over 25 years in the public and private health seetetls, as
as in internationdNGOs. Dr. Kasonde’s experience includes |
clinical as well as program managemerd aréfa of HIV/AIDS, STIs,
reproductive health, obstetrics and gynaecology, and hstalths
strengthening. She has successfully provided technicahileaated
programmatic guidance on the design, development, introd
implementation, andM&E of HIV/AIDS prevention, care, an
treatment programsrior to ICAP, Dr. Kasonde worked on lar
PEPFAR/USAID funded HIV/AIDS projects in Zamb
(ZPCT/ZPCTIIB) and implementing DSD models. She has co
authored over 20 different publications in-p@a@ewed journals. Dr.
Kasonde has an MPH with a focus on HIV/AIDS epidemiology as well
as a Master's degree in Medicine specializing in Obstedri
GynecologyContactpk2587@cumc.columbia.edu

Elizabeth Katiku is an Adult Treatment Technical Advisor for
western Kenya branch of CDC, which she joined in April 2018. Dr.
Katiku has 13 years of experience in both clinical and public
practice with a focus on HIV/AIDS and TB programs implementation
in the &st eight years. She has broad experience both in dirext servic
provision and donor program implementation and has workel
county and subounty health management teams offering tecl
leadership. Dr. Katiki's prior experience includes work wath th
Maryland Global Initiatives Cooperative as a Senior Technisalr Adv
for the PACT Timiza Program in Kisii county and work with CARE
Kenya as the Technical Lead for Care and Treatment TB/HIV in the
same county. She has served ashawoof the Kisii county HIV/TB
Technical Working Group and is a master trainer of trainers (TOT) in
many HIV training courses, including the NHITC. Dr. Katiku received
her M.B.Ch.B in 2006 from the University of Nairobi in Kenya and her
MPH in 2016 from Moi UniversiKenyawhere she specialized

Epidemiology. Contacinn9@cdc.gov
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Cordelia Katureebeis a pediatrician and child health speci
currently working as a National Coordinator for HIV Care
Treatment for the AIDS Control Program at the Uganda MOH. She ha
over 15 years of experience in clinical care, strategiogylamd
implementation of programs related to HIV care and treatment for HIV
positive pregnant women. Recently, over the last threge Drec
Katureebe was assigned as the Coordinator fdestédat HIV
Services. Her recent work has focused on the roll out of the standards
of care for adolescent HIV across the country to improve cal
treatment outcomes of retention and viral load suppression
adolescents living with HIV. Contaetureebecordelia@gmail.com

Mathew Kawogois the Manager of Community Mobilization
Engagement for the National Council of People Living with HIV/AIDS
in Tanzania, a role he has assumed since 2017. Mr. Kawt
abundant experience with communities, PLHIV groups, (
government ministries, eplartments, and parliamentarians
HIV/AIDS, children, ageing, and disability. Prior to serving it
current role, he was the Program Manager for HIV/AIDS for more than
four years with HelpAge International in Tanzania where he adsb serv
as the Coordator of Capacity Building to strengthen CSOs
Councils’ capacity on ageing and managed HIV/AIDS progra
more than 15 district councils and 100 villages. Mr. Kawog
appointed as the Country Director of Action on Disability International
in Tanzaia for a year and a half and then moved to UNAIDS to serve
as a Program Officer for the Alliance of the Mayor’s Initiativ
HIV/AIDS at Local Level. Contagiathewk@nacopha.or.tz

Valentin Keipo is aMonitoring & Evaluation and Research Assistant
atITPC-West Africa where he previously workedheRegional
Community Treatment Observatmpject Officein Cbte d’'lvoire at
the lvorian Network of People Living with HIV (RIP+) (May 2017 to
April 2019) and as an Mé&fSsistant also involved in the issue of DSD
and PLHIV healthcare quality (since 2016). Mr. Keipdbeen
member of several technical groups in the national HIV res
including the National Strategic Plan Review, initiation of DTG in Cote
d’'lvoire , PrEP Technical Guide Development, andes¢iig guide
development. Heas aJaster's degrée Human Rights an
Humanitarian ActiorContactyvkeipo@itpcwa.org
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Stella Kentutsiis the Executive Director of the National Forurr
People Living with HIV/AIDS Networks in Uganda, an umbi
organization that coordinates 13 national and 116 district networks of
people living with HIV. Ms. Kentutsi is an expert in HIV/AI
programmingvith over 15 years of experience in HIV work at different
levels ranging from coordinating schools’ HIV/AIDS activitie
currently coordinating networks of people living with HIV across the
country. She holds a Master of Arts Degree in Developmeat Stodli

a Bachelor of Arts in Education.Contaiettla. kentutsi@nafophanu.org

Bekezela Khabdeads the QI portfolio for TB/HIV for the Zimbabw
MOHCC since 2013. He serves on several technical working groups,
including one focused on DSD. Dr. Khabo, in collaboration with a DSD
Medical Officer, has developed draft National Quality Manag
Standrds for DSD, and is currently piloting a QI for DSD Project in
Murehwa. He is a medical doctor by training and has also studied public
health. Contacttrkhabo.b@gmail.com

Judy N. Khanyola is a Kenyan Registered Community He
Nurse/Midwife and the Africa Regional Nursing Advisor for ICAP at
Columbia University. She is a member of the National M
Association of Kenya and the East, Central, and Southern College of
Nurses, where she wes on the Education and Scientific Commi

She has previously taught at the University of Manchesteray
Uganda and the Kenya Medical Training College. Ms. Kh
previously worked as a staff nurse at the Aga Khan University Teaching
Hospital n Nairobi; as a Senior Training Manager for Mildmi
Kampala, Uganda; as a consultant curriculum specialist for paediatric
HIV in Kigali, Rwanda; and as a palliative care consultant in Gaborone,
Botswana. She holds an MSc. In advancing healthcare prantite
University of Manchester, UK. Contgdianyola@icapkenya.org

Lawrence Khonyongwais the Executive Director of the Male
Network of People Living with HIV. He has worked to improve the
lives of communities living with HIV/AIDS for more th2hyears with
resilient and sustainable systems for health. Skilled in program desig
and management, coordination and networking, Mr. Khonyon

also a trainer of trainers in participatory methodologies with ¢
understanding of gender and devetagnHe is currently managing the
Global Fund project on Sustainable and Resilient Systems for Health
that aims to achieve the UNAIDS 90:90:90 targets towards ending AIDS
by 2030. Contadawrencekhonyongwa@yahoo.co.uk
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Gavin Khumalois a Coordinator for the National Network of Pec

Living with HIV and AIDS in Eswatini. He is the founding member of
the People Living with HIV Network and served as a board treasurer in
the first board. Mr. Khumalo is the National Coordinatah&€Centre

for SocieEconomic Rights and Development in Eswatini and the Focal
Person for the Recipients of Care. He is a human rights activist and has
a diploma in Business Managen@mtactkhumalogavin@gmail.com

Gladys Kibetis a clinical officer currently coordinating HIV «
services in Lunga Lunga. She is also a DSD QI coach for heskis facili
Contactbmakenzi0l@yahoo.com

Altaye Kidaneis Technical Director for TB/HIV Q& and Treatmer
Project in Eswatinin which he supports ICAP’s technical assistance to
StrengthenLocal Capacity to Deliver Sustainable Quality As
Universal Coverage of Clinical HIV/TB Services in Manzini Region, and
provides échnicalassistance to the National Tuberculosis Co
Program in the Kingdom of Eswatini under PEPFAR. Dr. Kidase
over 25 years of experience in HIV/TB program$asdvorked in the
implementation of TB/HIV programis Zambia, Tanzania, Ethiopia,
Lesotho, and Eswatini. He holds a medical degree and certifi
specialty in internal medicine from Addis Ababa Universibpiathan

MSc in Infectious Diseases Immunology from University of Lo

and a Diploma in Tropical Medicine and HygienetirerRoyal College

of Physicians of Londo@ontactak3463@cumc.columbia.edu

Josen Kiggunduis the National Technical Advisor for DSD at the
AIDS Control Program in the MOH in Uganda. Dr. Kiggundu

public health professional with experience in managing health programs
within the public sectoPrior tohis current role, Dr. Kiggundu worked

with Baylor College of Medicine Children’s Foundation in Uganda as an
acting Program Manager, Care and Treatment Coordinatc
Regional Coordinatola Program Officer with Protecting Fami
Against HV/AIDS ; and a District Health Officer and Medical Officer
with Manafwa District Local Government (20012). He holds
Mastes degree in Public Health (Uganda Christian University), a post
graduate diploma in Project Planning and Maeage(gand:
Management Institute), and a Bachelor of Medicine and Bact
Surgery (Makerere University). Contadyjgundu@yahoo.com
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Not Pictured

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 palliat
practitioner, he has worked in rescpma communities facin
insurmountable challenges regarding access to essential idivemed
and has mobilized communities to advocate for increased access to HIV
related services. In addition, Dr. Killingo has been instrumel
empowering communities with the knowledge kifid secessary to
mobilize resources and take charge of their own health andallhe sm
projects they run. Contakkillingo@itpcglobal.org

Rachael Kiuna is the Deputy for CASCO in Nakuru CountiKenya.

She is a community health epidemiologist with 12 years afreogir

HIV care and treatment and her previous experience includes work as a
County DC Coach for Nakuru County; a County Master TOT for ART
guidelines; and County ART/ HTS Program officer. Ms. Kiuna holds a
BSC in Community Health and an MPH in Disease Prevention and
Epidemiology from Kenyatta University in Kenya.
Contactpagere@yahoo.com

Emily Koech is the Country Director for the University of Maryland,
Baltimore Programs in Kenyhere she provides strategic leadership in
the design, implementation, and evaluation ofgbigity projects in
Kenya and ensures that they are implemented toward desired goals and
in alignment with national and international best practices. She has 14
years of experience implementing public health prograncsilgrdyti

HIV programs from clinical patient care, implementation, monitoring of
donorfunded largscale HIV programs, and developing policies and
guidelines on HIV management at the national IBv. Koech was
previously the Deputy Country Director and Program Directc

PACT Endeleza, a CBGnded program supporting 48 facili
providing HIV services in a complex urban population in Ne
County. She also worked as the Director of Fnsgia ICAP, where

she successfully oversaw the planning, design, implementati
monitoring of HIV programs. Dr. Koech has a Masters in Medicine
from the University of Nairobi, School of Medicine, Kenya and Masters
in Public Health (Epidemiology) fra@olumbia University, Mailman
School of Public Health in New York. Cont
EKoech@mgic.umaryland.edu

Djahoury Mathurin Kouadjale is the Head of Service for Care i
Treatment for PNLS in Céte d’lvoire.
Contactkouadjale.mathurin@ prdseom
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Maureen Amagove InimahMPH, is currently serving as coordinator
for Quality Improvement in the National AIDS/STI Control Program
(NASCOP) within the Ministry of Health in Kenya. Maureen has over
10 years of extensive, hands on experience as a healthreeitiare p
and in providing capacity building coaching and mentoring to Ministry
of Health staff in different communities in Kenya. She has facilitated
numerous trainings and mentorship opportunities for health workers on
Quality Improvement and Monitoring and Evaluation (M/E) ART data
tools. Maureen has worked closely with other branches of government
in the development of key policy documents for Quality Improvement,
including: The Kenya HIV Quality Improvement Framework (KHQIF),
The Kenya Quality Model of Health (KQMH) Training Curriculum for
in-service Training, and The Differentiatédre Toolkit. Contac
maureen.amagove@gmail.com

Edward M. Machageis the Deputy Branch Chief of HIV Care and
Treatment for CD&anzania in which he oversees the pediatric and
adolescenportfolios across CD6upported implementing partners

He is a pediatric physician and public health specialist and has ove
year of pediatric clinical and public health experience. Dragd
obtained a global health fellowship in project/programagement
before he joined CDC in 2015. He is a public speaker in child health and

parenting. Contaaify4@cdc.gov

Hélder Macul is the QI Focal Person for the National STI, HIV/AII
Control Program at the Mozambican MOH. He was previously the focal
point for the HIV Control Program in Inhambane Province (M
2015May 2017) and a physician and focal point for the TB and HIV
Programs at the Cumbana Health Center in Jangamo Dis
Inhambane Province (June 2013 to March 2015). Dr. Macul is currently
pursuing a Master's Degree in Public Health at Eduardo Mo
University in Maputo, Mozambique).

Contacthelder.macul@gmail.com
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Violet Makokha is the QI Advisor for CIHEB Kenya Western Reg
—PACT TIMIZA programme She is a clinician and a public he
specialist with over 8 yearsperience in HI\programming. Dr
Makokha previously worked withiversity of Maryland where she has
served as a QI OfficandQI Lead and Clinical Improvement Specialist
During this periogshe played a critical rolenarking with the MOH

to establish a countigd QI program. Dr. Mokokha is currently pursuing
her MPH with a specialty in epidemiology and disease aodtish
Member and Fellow and ISQUA.
ContactVMakokha@mgic.umaryland.edu

Christopher Makwindiis a Technical Director for the Elizabeth Glaser
Pediatric AIDS Foundation in Eswatini. He is a medical doctc
public health specialist with more than 10 years of experience
management of HIV/AIDS and TB. He has worked in various countries
in Southern Africa. Contactnakwindi@pedaids.org

Rickie Malaba is a Senior Program Manager at the Interna
Training and Education Centre for Health (ITECH) in Zimbabwe where
he leads the QI, DSD, viral load monitoring, defaulter trackin
retention in care for people living with HIV under the Zimba
Partnership to Accelerate AIDS Control (ZImPAAC). He is a |

health specialist with over a decade of experience within tladwanb
Health Delivery System. Dr. Malaba’s experience spandaqraisisct

and private health systems including the management of extensive and
complex high impact intervention programs within the government and
non-governmental sectors. At the core of his skitlss the ability to

steer the prevention and control afbjic health epidemics a
navigating complex health systems. Additionally, Dr. Malaba is a proven
leader in the design and startup of innovative and efficient approaches
to the provision of quality health services to the most vuln
communities undeesource limited settings. He has a keen interest in
public health research as well as scaling up of evidence-based models to
sustainable outcomes for better quality services.
Contactrmalaba@itechimbabwe.org
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Siobhan Maloneis a Senior Program Officer on the HIV team at the
Bill & Melinda Gates Foundation. Since joining the foundati
January 2005, Ms. Malone has focused on a breadth of aree
foundation’s HIV portfolio—spanning upstream HIV product research
and deelopment to downstream HIV service delivery efforts. She has
worked to bridge the foundation’s HIV and Family Planning program
strategy work, especially as it relates to adolescent girlsuram
women, and was recently based in Tanzania for two yednsating

and planning investment strategies from a cdewgly perspectivi

Prior to joining the foundation, Ms. Malone worked at the HIV Vaccine
Trials Network. In 1998 she received a Fulbright grant to work in Cote
d’lvoire with the National AIDS Ryam and a negovernmental
organization focused on AIDS prevention activities among wc
empowerment groups throughout the country. Ms. Malone received her
Bachelor of Science at Georgetown University in 1997 and legs Mast
of Public Health in Epidemiology at the University of Washington in
2003. Contac8iobhan.Malone@gatesfoundation.org

Barbara Wanjiku Mambois a Clinical Care Consultant for NASC

in Kenya. Her major role is clinical case management of c
treatment failure cases, giving patient and clinician support for decision
making using a toll free line, capacity building of health caezswor

and guideline review, dissemination and implementation. Dr. Mambo
holds MD (RUS), MSc TID (UON), DTMH (LSTMH) degrees.
Contactiuongee@gmail.com

Kenneth Masamarois a Treatment Advisor for CDC’s Division

Global HIV-AIDS and TB Health Service DelivBranch in Nairobi,
Kenya. He focuses on ideation, implementation, and evaluation of HIV
treatment programs for CDC’s support to the MOH and implementing
partners. One of Dr. Masamaro’s focus areas is scaling up idiféerent
care in Kenya. He previousgrved as a Lead for case surveill:
implementation science, and treatment programs in Keny
Masamaro has a Bachelor of Medicine and Bachelor of Surgery from the
University of Nairobi and an MSc in Global Health Science from Oxford
University. Comict:lun3@cdc.gov
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Victoria Masuku is a Senior Advisor for Community Grants
Partnerships at URC. She is a public health specialist wittrs 2% year
experience in clinical and community health care settings r@mdy
oversees the implementatioh DSD models in collaboration wi
communitybased organizations to roll out patenitered HIV care.

Ms. Masuku participates in various technical working groups and has
supported development of key national guiding documents. She recently
participated in the development of the Swaziland Nati
Differentiated Care Guidelines, Standard Operating Protéaturel,

and supports capachiyilding for HFs and community partners
implement ART service delivery models.

ContactVictoriaM@uresa.com

Allan Mayi is the Deputryroject Director and Technical Advisor
Care and Treatment at EGPAF Kenya. He oversees
implementation for EGPAF on the CDC funded Timiza90 Project.
Contactamayi@pedaids.org

Sikhathele Mazibuko,MBChB, MSc. is the Care and Treatment Lead
for PEPFAR Swaziland. Dr. Mazibuko has extensive HIV management
experience that includes work as an HIV clinician at the liaxditgnd

a program officer at the provincial and national levels before

CDC Swaziland in his current position. 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. Contanfu4@cdc.gov

Lawrence Mbaeis the Technical Advisor for DSD at ICFKenya.

He has 12 years of experience in health care systems management and
has worked across the public (MOH), private, angnadib sectors.

Mr. Mbae has robust experience in HIV programming, QI, and service
integration. He previously worked for FHI (Goldstar), PSI,
consulted on QI for Aga Khan University and JHPIEGO.
Contactimbae@icapkenya.org
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Munamato Mirira, MBBS, MBA, MSas a Senior Clinical Advisor
USAID Swaziland. He receivBdchelor of Medicine & Bachelor of
Surgery Degrees from the University of Zimbabwe, a Mt
Biostatistics and Epidemiology from the University of
Witwatersrand, and an MBA from Hekidatt University.
Contactmmirira@usaid.gov

Luckyboy Edison Mkhondwane is the Prevention and Treatm
Literacy Training Coordinator at Treatment Action Campaign |

and represents South Africa on the Clinton Health Access In
Optimal ARV Project Community Advisory Bbavr. Mkhondwane

has openly lived with HIV since his diagnosis in 2002, which prompted
him to become an Access to Treatment Advocate. He has a great passio
for HIV and TB treatment literacy and community education
Mkhondwane has worked as a Prewmenand Treatment Litera
Trainer, Capacity Building Officer, and Policy, Communicatior
Research Coordinator at TAC in Gauteng amongst other positions since
joining in 2002. He has written articles on living with HIV and issues
around treatment liteey for community newspapers and E
Treatment, the TAC magazine on living with HIV. Mr. Mkhondwane
used to cgresent “Siyayingoba Beat It,” a South Africa television talk
show on HIV, health, and human rights. He was formerly ambassador
of a South Afagan positive living campaign “Positive Heroes.”
Contactjuckyboy@malil.tac.org.za

Mohamud Mohamedis theDC Coordinator, for NASCOP in Keny
Contactmudmoha09@yahoo.com

Not Pictured Lydia Mpango is the DSD Focal and Senior Clinical Advisor fol
Elizabeth Glaser Pediatric AIDS Foundation in Eswatini.
Contactlydia mpango@sz.jsi.com
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Felton Mpaselais the Program Manager for the Clinton Health Ac
Initiative’s Pediatric HIV Program in Zambia. He leads a team that is
working to support the MOH to achieve the 90/90/90 goals by 2020.
Mr. Mpasela is also part of the technical team helping the M@3&l to

the evidence generated to develop national guidance on comprehensive
strategies such as DSD models for keeping children in care and ensuring
they have viral load suppression.
Contactfmpasela@clintonhealthaccess.org

Sophia Msiskais a medical damt that has worked for the Zamt

MOH for over 14 years and is currently the Clinical Care Symdiadis
Lusaka Provincial Health office. Her work focuses on management of
clinical and diagnostic health services in HFs in Lusaka Province. Dr.
Msiska isalso a consultant paediatrician and has worked in
delivery both at the University Teaching Hospital and Levyaliasm
University Teaching Hospital. Dr. Msiska also has a backgrc

public health.

Contactsophiataonga@gmail.com

Martin Msukwa is a Project Director and Regional Advisor for IC

He has more than 15 years of experience in the design, development,
and implementation of largeale international development programs

in subSaharan Africa. Mr. Msukwa supported the establishment of a
Quality Management Department within the MOH in Ma
supported the recent revision of MOH QI Guidelines in Lesotho, and
has provided direct TA for the creation of quality management policy,
strategy, guidance, and support across humerous projects, organizations,
and countries. Mr. Msukwa has worked extensively with
international donors such as CDC to provide overarching technical and
guality assurance (QA)/QIl leadership to MOHSs in the fight against HIV.
Contactmkm2209@cumc.columbia.edu

Simangele MthethwaHleza is the National ART Coordinator for t
Eswatini MOH and oversees the ART unit within the Eswatini National
Aids Program. Among her responsibilities in this role, she oversees and
coordinates HIV prevention, care, and treatment services withn
natonal guiding documents; organizes quarterly meetings for the review
of ART program data and presents this to the TWG for Treatment, Care,
Support and policy formulation guidance; and conducts research within
the National ART Programme. Dr. Mthetkfilaza lolds an MSc in
Epidemiology from the University of Pretoria; a MBChB fromr
University of Kw&ulu Natal; a post graduate diploma in occupational
and environmental health; and a BSc degree.
Contactsbhleta@gmaibm
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Nicholas Muindi is works for CASCO in Machakos County.
Contactnicholasmuindi@yahoo.com

Orlando Munguambeis a Senior QI Manager for the National STI
HIV/AIDS Program in Mozambique, where he provides tech
support to develop QI SOPs, training packages, and data collection and
reporting tools. In 2008, he started working-fdeCH Mozambique

as an M&E Manager, using his expertise as a frontline healthavorker t
adapt the clinical mentoring tools that were subsequently approved and
rolledout by the MOH in all country sites. The MOH selected him to
join a multidisciplinary team to finalize the National QI Guidelines. Mr.
Munguambe developed the current QI data platform, which is used in
more than 500 HFs, covering more than 85% of ART patients in the
country. He is a psychologist with a post graduate degree in public health
and has vast experience in monitoring and evaluation in a low resource
settings.Contactorlandom@itech-mozambique.org

Chiedza Mupanguri is the Deputy ART Coordinator in the H
Department in MOHCS in Zimbawe.
Contactdrchiedzamupanguri@gmail.com

Musonda Musondais a Community ART Advisor at USAID Zaml
where her role is to supptt8AID-supported implementing partners
to increase retention to care and treatment and improve
outcomes for patients on HIV treatment through facility
communitybased ir@rventionsMs. Musonda is a member of !
National DSD Task Force under M®H, which has develope
national guidelines and other key documents to-ugcalbe
implementation of DSD interventions in the courfryor to joining
USAID, Musonda workedifthe Centre for CIDRZ, where she was the
Head of the Community Department. She holds a Bachelor's Degree i
Social Sciences in Development Studies from the Univer:
KwaZuluNatal and an MA from London Metropolitan University.
Contactmmusonda@usaid.gov
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Godfrey Musukais ICAP’s Country Director in Zimbabwe. He i<
HIV/AIDS, M&E, and public health expert with 20 years of experience
in implementing health interventions in Zimbabwe, Botswan:
Nigeria. He has worked for UNICEF and ACHAP (the partne
between the @/ernment of Botswana, the Gates Foundation, Merck &
the Merck Company Foundation) in the areas of HIV/AIDS, TB, and
immunization. Dr. Musaka’s key areas of interest include s
information and program management. He is a Doctor of Veterinary
Medicire and holds MPhil and MSc degrees.
Contactgm2660@cumc.columbia.edu

Blessing Mutedeis the Technical Director for Population Serv
ZimbabweHIV in the Last Mile Program. He has more than 10 years of
experience in HIV program development and implementati
Zimbabwe. Dr. Mutede’s prior roles in the public and private sectors
includeserving as a physician, a medical officer with the MOHCC, and
Senior Technical Advisor for EGPAF. His work across mt
geographic districts has given him a deep understanding of tl
landscape and challenges to epidemic control. Dr. Mutedesalso ha
extensive experience supporting the development and adoption of new
approaches in HIV and TB programming in accordance with national
guidelines and contributing to supportive policy. Dr. Mutede earned an
MPH and a BS Medicine and Surgery from the UnhnarZimbabwe.
Contactbmutede@psi.org.zw

Redempta Muteiis a QI Coordinator at ICARKenya. She has elev

years of experience in HIV prevention, care, and treatmentutdis. M
holds a BSc. in Clinical Medicine and Surgery and an MPH in Health
Systems Management. Contaatiei@icapkenya.org

Immaculate Mutisyais a Technical Advisor for CDC Kenya.

Contactyryl@cdc.gov

Mukuka Mwamba is a Senior QI Advisor at ICAP in Zambia. He
worked in various capacities for organizations that include F

MSH, and REPSSI. In his free time, Mr. Mwamba enjoys waticiing r
union and listening to audiobooks. He holds a MSc degree in M&E and
is currently studying for a degree in public health.

Contactmm5291 @cumc.columbia.edu
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Felix Mwanzais the National Director of the Treatment Advocacy
Literacy Campaign, a leading social mobilization civil y¢
organization in Zambia that prom@® equitable access to F
medication for people living with HIV. Mr. Mwanza 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 Compter Science and a BA in Social Work. Mr. Mwanza
previously worked as an Information Technology Specialist.
Contactfelimwa@yahoo.com

Tonderai Mwarekais a Program Officer for the Zimbabwe Natic
Network of People Living with HIV (ZNNP+) and responsible
coordinating and representing the interests of PLHIV throus
Zimbabwe. He is a social scientist who has supported HIV/
programming since @8. Mr. Mwareka’s DSD work includes working
with people living with HIV and ZNNP+ Provincial Coordinators to
roll out models of care such as fawcglytered care, diary spacing; fast
track, and facility adherence clubs. In 2018, he started |lessinthre
on community monitoring/surveillance on enablers and barri
differentiation of services. Mr. Mwareka has a BSc. in Psydiraiog
the University of Zimbabwe and is currently pursuing a Masteze Deg
in Child Rights and Childhood Studies at Affiugersity.
Contactmwarekatm@gmail.com

Annie Mwila is the Branch Chief for Prevention, Care, and Trea
at CDC in Zambia.

ContactxIn7@cdc.gov

Denis Mzaga is a Monitoring and Evaluation and QI Officer .
Global Fund M&E Focal Person for the National AIDS Cot
Program in Tanzania where he has worked for more than si
providing both programmatic and in clinical direction in implementation
of monitoing and evaluation activities. A medical doctor and |
health specialist, Dr. Mzaga develops and reviews QI gsiji
assessment tools, training material;, coordinates QI reports
coordinates supervisions and mentorships; writes QI cantpand
orients QI TOT national teams. Dr. Mzaga is part of Task Force that
prepared the whole process of writing the new TB/HIV Global Fund
Concept note and member of the writing team of the new Global Fund
concept note. Contactimzaga@gmail.com
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Juliana Nabwireis a Senior QI Advisor with URTHS Uganda. St

has over 10 years of experience implementing QI both in aatidical
programing setting to build capacity of frontline health workel
communities to apply QI. In her current role, M&wviie collaborates

with the MOH in Uganda to implement the National QI initiative and
works with over 1000 ARdroviding HFs to address gaps and-sgale

best practices to improve early retention in HIV care andowit
suppression for HIV patients. eShas lead implementation of
initiatives for several focus areas, including HIV prevention, care, and
treatment, orphans and vulnerable children, palliative care, and chronic
care. Ms. Nabwire is passionate about empowering commur
advance sociahd health improvement.

Contactjnabwire @UREHS.COM

Doris Naitore is a public health professional with over 22 yee
experience in the field of Health Systems Management andBisv/A
focusing on improving demand, access, and quality of prevention, care
and treatment services for underserved populations. As a p
Director of various high impact public health initiatives; having led the
design, implementation, and evaluation of the first comprehdigiv

care and treatment program in-Salharan Africa; and having worked
with the MOH National AIDS and STI Control Program in Kenya, she
has vast knowledge of health in Africa. Ms. Naitore’s work focuses on
ways to leverage the successes and lessons of HI\ $oaleengthen

health systems and to enhance the capacity of the MOH an
implementing partners. She is recognized as an international expert in
health systems strengthening; HIV care and treatment; ai
published numerous peaewriewedarticles. Ms. Naitore holds
Diploma in Clinical Medicine, BSc in Health Sciences, and dsMaster
Degree in Public Health. Contattdera@icapkenya.org

Jonas N’'gbananis a Treatment Senior Technical Advisor at Health
Alliance International in Cote d’lvoire where he has worked since 2009
in positions that include Regional HIV Project Manager; Pediatric and
Adult Care and Treatment Technical Advisor, and Senior Technical
Advisor. He is a public health specialist with 16 years of mogamie
public health and HIV service management and provides
managerial support to the development, implementation
monitoring and evaluation of care and treatment activities|\VIB/
coinfection activities, and DSD. Dr. Jonas participates irattuad

HIV Technical Working Group and he provides HIV technical support
to the MOH in Cote d’lvoire. Mr. N'gbanan has a Master’'s Degree in
Health Economics. Contaginas.ngbanan@haierg
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Stanley Ngomais a Program Officer for HIV Treatment, Care,
Support and Focal Point Person for Differentiated Service D
Models for the Department of HIV for the MOH of Malawi. He has
eight years of experience in HIV program management. Mr. iSta
memberof the National HIV Technical Working Group and
participated in the development of National HIV guidelines, pi
tools and job aids/SOPs to promote and standardize good
practice within the National HIV Treatment and Care Progral
studed at the Warwick Medical School.
Contactngomastanley4@gmail.com

Evelyn W. Ngugi is the Deputy Branch Chiéfdult Treatment Lea

for the HIV Service Delivery Branch, Division of Global HIV &arB

CDC Kenya. In this role Dr. Ngugi provides technical leadership to the
Adult HIV Care and Treatment Team to participate in the design and
implementation of impactful structural care and treatment pro

with other partners in Kenya and in accordance with-[ZEKT,

MOH, and PEPFAR priorities. She directly manages the MOH and care
and treatment implementing partner cooperative agreemehigud

is currently leading the clinical VL scale up team in CDC is
member of the national VL TWG and the Clinical Interagency Taechnic

Team. Contactys7@cdc.gov

Frehiwot Nigatu is a medical doctor and the Community Se
Delivery Director at Project Hope in Ethiopia. Prior to joining Pi
Hope, Dr. Nigatu worked for the Ethiopian FMOH as the Nat
HIV/AIDS Focal Person. Dr. Nigatu attended medical school at .
Universty. ContactENigatu@projecthope.org

Tendai Nyagurahas worked with USAID/ Zimbabwe since 2015 as a
Public Health Specialist (HIV Care and Treatment). Previshus
worked in various roles for the MOH, including: District Me
Officer, Provincial Epidemiology and Disease Control Officer
Medical Oficer for ART within the AIDS & TB Unit. Dr. Nyagura is a
qualified medical doctor with a MPH from the University of Zimbabwe.
She is an active member of the Zimbabwe Public Health Phy
Association and has interests in epidemiology and enjoys teaching public
health topics. Conta¢tyagura@usaid.gov
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Ponesai Nyika is a Public Health Specialist (Care, Suppori
Treatment) at CDC Zimbabwe, focusing on ART and PMTCT
previously worked as the Director, Performance Monitoring
Evaluation, and as Deputy Director of National Health Information and
Surveillance, both in the MOHCC in Zimbabwe. Dr. Nyika has 12 years
of experience in the health sector and has worked at variausflevel
health services delivery (i.e. facility level, district level, provincial level
and national level.) Dr. Nyika managed PEPFAR and Global
budgets as well as coordinated implementing partners at national level,
spearheading the identification, adoption, and adaption
implementation of innovatitechnologies in HMIS. He also led the
successful introduction and roll out of DHIS, mobile Health (mHealth),
Electronic Patient Management Systems (ePMS), and Lat
Information Management Systems (LIMS) among others in Zimbabwe.
Dr. Nyika supervisethe ZImHISP (Zimbabwe Health Informati
Support Project). Contaptpg0@cdc.gov

Justine Jelagat Odionyijoined the Elizabeth Glazer Pediatric #
Foundation (EGPAF) as a Senior Pediatict Adolescent Technical
Advisor in 2016. Shkeordinates and provides technical, leadership and
management support to implementation of high quality PN
paediatrics, and adolescent HIV care and treatment service:
EGPAF Kenya projectBr. Odionyi is a Consultant Paediatrician with

a vast experience in provision of quality HIV care with spémiasi

in pediatric and adolescent health. Before joining EGBésgtine
worked with Partnership in Advanced Care and Treatreertre of
Excelence (PACICOE), University of Nairobi as the Proj
Paediatrician where she had varied responsibilities including provision
of technical support for the PMTCT program at Kenyatta Na
Hospital (KNH) and Pumwani Maternity Hospital. Dr. Odionyi
graduate of the University of Nairofachelors in Medicine al
Bachelors in Surgery (M.B.Ch.B) and Masters in Paediatricddand Chi
Health (M.MED). Contagbdionyi@pedaids.org
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Michael Odey Odois a Technical Advisor for HIV Care and Treatr

in the Department of HIV/AIDS for the MOH of Malawi. He is an
experienced HIV physician with 23 years of impactful pradtiealth
systems strengthening and service delivery, and over 14 geas o
progressive management experience in needs assessnramh, prog
development, implementation, and evaluation of HIV/AIDS services.
Dr. Odo is the former Technical Team Lead in HIV/AIDS and TB care,
treatment, and support under the $450 million USAID cewitey
Global HIV/AIDS Initiative Nigeria Project and the @3#illion
follow-on Strengthening Integrated Delivery of HIV/AIDS Serv
Project in Nigeria. He is a medical graduate of the UniversatglodC
Nigeria, and Public Health from the University of Liverpool, UK.
Contactmodo@itechmalawi.org

Momanyi Ogetois an HIV Care and Treatment Technical Advisor
based in JOOTRH, Kisumu. He has worked at various levels of HIV
and TB management for the last seven years. Dr. Ogeto has a medical
degree (MBChB) from the University of Nairobi and is currently
pursuing an MPH. Contacipgeto@icapkenya.org

Tondoh Olivier N'guetta-kan is a Health System Strengther
Advisor at USAID Cote d'lvoire. He is the Agreement Of
Representative for the Private Sector Health Project, imiddnbg

Abt Associates, which provides HIV services in the privajgpfibr

sector in Cote d’'lvoirélrior to his current position, Dr. Olivier was a
physician in the Regional Hospital of Abengourou for 8 years and Health
District Director of Daloa for 4 years in the MOH. He holds Medical
Doctor and MPH degrees. Contactyuetta@usaid.gov

Levitan Ombima is the County DC Coach for the Ministry of Health,
Nairobi Contactiombima@yahoo.com
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Gladys Omboiis aProgram Officer for ICAP in Kenya since 2017
where much of her work focuses on DSD. She was formerly a Clinical
Officer for Medecins Sans Frontiers in Belgium (ZIWE5); a Clinical
Officer for Nazareth Mission Hospital (2@0®5); and a Clinic
Officer for Zam- Zam Medical Services (22WD2). Dr. Omboi holds

a Diploma in Clinical Medicine and Surgery from Kenya M
Training College; a BA in Sociology and Psychology from the University
of Nairobi; and a Masters’ in Community Health and Development
Monitoring and Evaluation (M&E), and International Health -
Great Lakes University of Kisumu. Contaataboi@icapkenya.org

Consolata Opiyois anAdolescent Advocate for NEPHAK in Keny
Contactp consolata@yahoo.com

Nelson Juma Otwomais the Executive Director for the Natiol
Empowerment Network of People Living with HIV/AIDS in Kenya
where his main role is to provide strategic, accountable, anittedm
leadership to ensure the visibility and voice of people living with HIV
and affeted communities in the response to HIV. He is a long

AIDS and TB advocate with keen interest in TB and HIV prevention
and treatment. Mr. Otwoma has over 15 years of experience working
with networks of people living with HIV and the affected comesiniti

in Kenya. He belongs to a number of national, regional, and global
bodies and structures that work to reduce the spread of HIV and TB.
Mr. Otwoma is member of the Kenya country coordinating mechanism
for the Global Fund as well as member of the Kenya HIV Tribunal.
Contactnelsonotwoma@gmail.com

Christopher Oumais a Regional Director in Nyanza for ICAP wi

he supports the management of a mature HIV program with over 6,800
patients at Jaramogi Oginga Odinga Referral and Teaching |

since 2017. He also oversees the implementation of the QI Collaborative
that was run jointly with CDC, CHS, and Siaya County. Dr. Ouma is a
Public Health physician with over 20 years of experiencegwortkia

public and private health sectors. His past experiencesnstuiting
closely with and supporting NGOs and civil society inrélated
advocacy and policy; more than two years in clinical and stagiica p

in the public health sector; more than two years providing ca
treatment for HIV and TB patients with MSF; over ten years working in
PMTCT,; and two years vkang to promote maternal and neon

health. Dr. Ouma has Bachelor's Degrees in Medicine and Surgery; a
PostGraduate Diploma in HIV and STIs from the University
Nairobi; advanced training in management of tropical disease:
Macerata General Hospital in Italy; and a certificate in Healthrfginanc
from LSHTM. He is currently pursuing an MPH from Moi University.
Contactcouma@icapkenya.org
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Milembe Fabian Panyaa Regional QI Advisor at ICAP. She i
medical doctor with further training in paediatric and child health and
business administration. Dr. Panya has over 10 years of cc
professional experience in clinical medicine, HIV/AIDS pro
management, and HIV clinical research. She was fc
PMTCT/Pediatric advisor and RCH advisathiwi ICAP Tanzanie
Prior to joining ICAP in 2010, Dr. Panya worked with FHI as a Project
Director in Maternal and Pediatrics Health. She also serveddys a st
physician in a PMTC research with Muhifhrlailiard collaboration and
later as Medical officaxchPediatrician at Muhimbili National Hospital.
Contactmp2984@cumc.columbia.edu

Luisa Isabel Fernandes PereiraMD, MPH, is an ART Site Advis

for the CDC, a role in which she works to coordinate QI actaiiiies
perform site visits. Before starting her current position, Dr. F
worked with Médecins Sans Frontieres (MSF) in DRC, Kosovo, and
Angola, and serdeas a Medical oOficer with the Internatic
Organization for Migration in Nauru, providing care to asylum seekers
from Afghanistan and Syria. From 20051, she worked as a medical
doctor with ICAP irMozambique, coordinating the support prexid

by ICAP in this health area and providing medical consultations. Dr.
Pereira obtained her medical degree from “Medicinski faat
Beogradu” in Yugoslavia in 1999, her Certificate of tropical medicine
from Prince Leopold Institute of Tropical MedieamBelgium in 2004,

and her MPH from the LSHTM in 2000.

Contactvkj6@cdc.gov

Peter Prekois the Project Director for ICAP’s CQUIN Learn
Network. Prior to his current role, Dr. Preko worked witBCH —
University of Washington, seconded to the Malawi MOH as the Senior
HIV Care and Treatment Advisor; with CDC Eswatini from 20:

2016 as the PEPFAR Eswatini Care and Treatment Lead; as a Senior
Care and Treatment Specialist at ICAP in Eswatini; andeamra S
Program Manager (HIV/AIDS) in Ghana at ABSBIARP anc
Engender Health, respectively. Dr. Preko began his careénoi|

as the CEO and dounder of AIDS ALLY, alocal NGO that provided
care and treatment in Ghana before national HIV treatmegmam®
started in Africa. He obtained a BSc in Human Biology, a n
degrees from the Kwame Nkrumah University of Science
Technology, and an MPH from the LSHTM.
Contactpp2332@cumc.columbia.edu
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Miriam Rabkin is the principle investigator for the CQUIN project at
ICAP. She 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 strengthenitig heal
systems, improving access to HIV services in rediauted settings,

and the design, delivery, and evaluation of chronic care programs for
HIV and norcommunicable diseases. Dr. Rabkin has worked

field of HIV/AIDS for 20 years, focusing on sg#rening healtl
systems to improve the delivery of prevention, care, amdetre
services for underserved populations. Her current research focuses on
implementation science, and on ways to leverage the succe
lessons of HIV scalgp to strengtherbroader health systems,
enhance the quality of programs for HIV, maternal/child health, non
communicable diseases, and infection prevention and contro! in sub
Saharan Africa, and to improve refugee health serviceeyy Jaréan,

and Lebanon. Contacr84@cumc.columbia.edu

Moses Raum Ringois a Clinical Services Manager with Ariel Glaser
Pediatric AIDS Healthcare Initiative (AGPAHI). He is a publithheal
specialist with over nine years of experiencdB and HIV
interventions. Dr. Ringo has six years of experience in PEohR
projects in Tanzania. He holds an MD degree and an MPH
Muhimbili University and Kilimanjaro Christian Medical Cc
University. Contaataringo@agpabhi.or.tz

Mastidia Rutaihwais a Pediatrics and Adolescent Program Offic
National AIDS Control Program under the MOH in Tanzanie
NACP, Dr. Mastidia is a Focal Point forithplementation of policies,
guidelines, and standards for comprehensive HIV ar@lg&iDices for
pediatrics and adolescents and DSD models. Dr. Mastidia le
mapping process and the development of guidelines, ope
manuals, and job aids for the rollout of national DSDMs. She has over
five years of experience and worked as a research scientistigadl pri
investigator in clinical trials at Ifakara Health Instvdieh is affiliated

with the Swiss TPH in Basil Switzerland. She was formerly a District
Chief Medical Officer and holds a Masters Degree in Interfialride

from Muhimbili University and Allied Sciences.
Contactkrutaihwa@yahoo.com
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Ruben Sahabois the Country Director for ICAP in Eswatini sii

2011. Previously, he was the ICAP Country Director in Rwdneata,

he led the rapid expansion of care and treatment activities aad over
technical and financial assistance to over 50 urban andniosalhelt
enrolled over 50,000 patients in HIV care and treatment. Dr. Sahabo also
supported the start-up of ICAP’s programs in Cote d’lvoire (2008) and
the Democratic Republic of Congo (2010). Dr. Sahabo has m
numerous program evaluations andarebestudies in Rwanda &
Eswatini. Contacts2462@cumc.columbia.edu

Memory Sambokas an Associate for CHAI's Paediatric HIV Program

in Zambia, a program is focused on closing the treatment gagnfisr inf

and children through the age of 14 years. She is on a team that is working
to support the MOH to achieve the 90/90/90 goals by 2020
Samboko works closely with the 40 priority facilities to ensure that they
are prioritizing paediatric HIV scale iaterventions. She is alsc
member of the Zambia National DSD taskforce and her wor
contributed to ensuring that paediatrics are not left behind in DSD
model coverage. Contaotamboko@clintonhealthaccess.org

Andrea Schaalfis a Strategic Information Specialist at ICAP in

York, where she supports CQUIN'’s portfolio of differentiated |
activities. In addition to coordinating a facility level survey of DSD scale
up in 11 countries, Ms. Schaaf works with the CQUIN M&E tieam
provide technical assistance on M&E of DSD to MOHs and to backstop
provincial DSD review meetings. She joined the CQUIN p
following her graduation from the MPH program at the Mailman School
of Public Health at Columbia, where she worked with ICAP.
Contactals2331@cumc.columbia.edu

Nicholas Seweis a QI Specialist supporting the demonstratic
program quality and efficiency though implementation of differentiated
care using a QI approach at NASCOP in Kenya. Mr. Sewe has been
involved in supporting different levels of healthcare to build tgtgap

of health care workers to be able to identify healthcare systeand

use QI concepts to analyze those gaps and generate ideas thadwould le
to improvement. Mr. Sewe holds a BASc in Public Health and |

Public Health from Jaramogi Ogingan@d University of Science and
Technology in Kenya. Contagtsewe@gmail.com
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Winnie Shena,a Continuous Quality Improvement (CQI) expert for
since 2015, an in Country Laboratory African Regional Collab
(LARC) Faculty since 2018 to date. A deputy national f
coordinator for FIGGKOGS in implementing Family planni
initiative in Keng since 2014. Immediate past president of the Nurses
Association of Kenya and former director advocacy Kenya health care
federation. An alumni of Global Nursing Leadership Institute Geneva,
she holds a Masters’ Degree in community health and heattis syste
from Great Lakes University of Kisumu (GLUK) Graduate degree in
Nursing and Midwifery from the Agakhan University. A LARC mentor
and trainer in the CQI methodology and the implementation «
DMAIC framework with a focus on cross cadre collaboration. She has
supported over 13 PEPFAR sites to successfully implemer
initiatives that produced: scalable, cost effective aicdbiegptesults

not only for the site of implementation but also for other ho:
departments. Contagtinnieshena@gmail.com

Siphiwe Mabaka Shongwes theCQUIN Clinical Advisor based
Eswatini. Shbasa 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.&hedrked

in different norgovernmental organizations and also favithistry of
Health, providing clinical services including HIV prevention
treatment and comprehensive sexuality education, as wwetiras iw

public health research. She worked for the MOH at the Mbabane public
health unit as a nurse and midwifeses009, then joined the World
Bank as a project officer for the Maternal, Neonatal and Child Healt
project in 2012. She joined World Vision Eswatini as a TB/HIV project
coordinator in 2015 before joining ICAPEswatini as a resear
advisor.

Contactss5212@cumc.columbia.edu

Boniface Silvanis a Program Officer for Care and Treatment for the
NACP in Tanzania. Contabtinifacesilvan604@gmail.com

Satvinder (Vindi) Singhis a Medical Officer and TB/HIV and Quality

of Care Lead within the HIV Department at the WHO in Ger
Switzerland. She is an HIV clinician, family physician, and public health
specialist with over twerftye years of experience providing clir
sewices and public health management in the areas of HIV, tuberculosis,
primary health care, women’s health, and pediatric/adolescent health, in
a range of urban and rural settings in Africa, USA, and Garada.

joining WHO, Dr. Singh worked with CDC in the Division of Gl
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HIV and TB as the Senior Medical Officer within the HIV Care
Treatment Team in South Africa; as Deputy Director for ClI
Programs in Rwanda; and Associate Director of Clinical Programs in
Nigeria. She has also worked a$i#v clinician in Lesotho, as an HIV
mentor in Liberia, and a clinician training consultant for UNICE

East Africa.Dr Singh has degrees from Harvard College, Cambridge
University, McGill University, and the Cote d’'Ivoire.
Contactsinghv@who.int

Alain Somianis the Executive Director of the Ivorian Network
Organizations of People Living with HIV and Coordinator of
Project RIP + Alliance CI NMF2 Global Fund. He is a lawyer by training
and has been involved in the fight against HIV/AIDS since 2006. Mr.
Samian is one of the first community actors that formed by Allince-
and the RIP+ to contribute to the national HIV response in
d'lvoire. To this end, he was selected by the organizing committee for
Scientific Days (CCGHI) to present "Stigma and Distnation: the

Role of PHAS" in June 2010. Mr. Somian has been a representative of
the Queer African Youth Network in Cote d'lvoire to map social justice
advocacy actors in West Africa and Cameroon, and a member of the
National Committee on Research EtimcCote d'Ivoire.
Contactrip_ci@yahoo.fr

Lourenco Sumbanes an HIV Program Officer and Communicat
Advisor for Social Behavior Change in Mozambique. He is involved in
the coordination and communication of the civil society platform for
Health and Mozambiq®t ASOCM. Mr. Sumbane has in dej
experience in aamunity mobilization, governance, and work with key
populations. He specializes in the management and monitoring of DSD
quality. Contackumbaneariso@gmail.com

Maureen Syowaiis a HIV Care and Treatment AdvisoiGAP in

Kenya, where she supports the OPTIMIZE progecgnsortium using
innovation and partnership to accelerate the introduction of better, less
expensive ART regimens for HIV patients in bovd middlencome
countriesDr. Syowai is a physician and puldaith specialist. In her
previous role at ICAP, she worked to support the Kenyan
National AIDS Control Program to design, implement, and mu

DSD for HIV in Kenya. Within CQUIN, Dr. Syowai leads stath

south learning and knowledge exchange focused on the implementation
of differentiated care programs. Contast.owai@icapkenya.org
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Berhanu Tekleis a Senior QI Advisor for ICAP in Ethiopia where he
leads the organization to conduct single facility and collabora
projects in all ICAP Ethiopsupported regions. Dr. Tekle joined ICAP

in 2014 as the Regional Director for the ICAP and supg
HIV/AIDS program in Addis Ababa. He is a an accomplished medical
professional and health manager with more than 31 years efiservic
Ethiopia that include different positions in the public sector (Clinical
Practitioner, Hospital/Facility Medical Directand Regional Heal
Bureau Head). Dr. Tekle served in the FMOH as a member
National Central Joint Steering Committee and in a number of TWGs
influencing policy decisions. After leaving the public sector, he joined
an international humanitariarg@nization where he was assigned as a
medical department head overseeing more than 20 clinics spread ov
three regions in the country for three years. Dr. Tekl®opeaed a
private clinic, which he ran for five years. He holds a Doctoral Honor’s
Degiee in Medicine from Charles University in Prague, CzecHi®kepub
and a MPH from the University of Gondar in Ethiopia. Dr. Tekle is a
member of the Ethiopian Public Health Association, Ethiopian Medical
Association, and the Medical Association of PhysiciaRsivate
Practice in Ethiopia. Contact: Contatd382 @ cumc.columbia.edu

Ivan E. Teri is the Global Quality Lead at EGPAF, where he ove

the implementation of quality health programs and services in nearly 5,00
HFs in 19 countries. For the past four years, his role has involved guiding
the quality of work of the Foundation’s staff anduring that th
Foundation maintains a culture to continuously improve service delivery
to the nearly one million clients currently on ART, including 7
children. He holds a BSc (Hons) Medical Genetics degree
University of Leicester (UK) and M&ernational Health from Queen
Margaret University (UK). Dr. Teri has previously held positic
PharmAccess Foundation (Tanzania), All Africa Global Media (USA),
and Institute of Cancer Research (UK).

Contactiteri@pedaids.org

Agness Thawanis a Monitoring, Evaluation, and Research Mana
Lighthouse Trust in Malawi. She has more than nine years of experience
focused on building monitoring and evaluation systems for HIV and TB
programs, including conducting operational research. Ms.nil$iawa
work ensures proper data management systems are in place

quality data is available for program monitoring and informed decisions.
Her work also includes building capacity of Lighthouse staff
models for QI in order to ensure quality of care and improved patient
outcomes. Ms. Thawani has a MSc in biostatistics.
Contactathawani@lighthouse.org.mw
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Fatima Tsiouris is the current Deputy Director of the Clinical
Training Unit at ICAP at Columbia University and leads ICAP’s work
on PMTCT, HIV nutrition, and global health student training programs.
She has more than 15 years of experience designing, manal
coordinating major health development projects in the areas of PMTCT,
maternal child health, QI, and training. Ms. Tsiouris also serves as the
co-Chair for the START Free Working Group which was launched in
2016 by UNAIDS and PEPFAR to build on the achievements of the
Global Plan towards the elimination of new pediatric HIV infections.
Contactfao2001@cumc.columbia.edu

Greet Vandebrielthe Technical Program Director for ICAP in C

d’lvoire since 2014. She is a medical doctor specialized in tropical medicine
and public health with advanced training in TB and TB/HIV management
and QI. Dr. Vandebriel has 20 years of experience proliidoag health

care in Africa. She served for five years as a Medical Cffiegzeneral
Reference Hospital in Walungu in the Democratic Republic of the Congo
and five years as a Resident Technical Advisor to the MOH irmRwand
responsible for integfion of TB and HIV programs and services for both
ICAP and the Damien Foundation. She previously served as the Technical
Director for ICAP in Rwanda for five years.
Contactgv2124@cumc.columbia.edu

Lauren Walkeris a public health professional with extensive expe

in the development, implementation, and evaluation of tec
assistance projects in HIV prevention, care, and treatment throughout
subSaharan Africa, Asia, and the United Statdéricurrent role as
Senior Project Officer with ICAP in New York, Ms. Walker stgpor
the implementation of ICAP’s programs in Angola, Burma, Kenya and
Zimbabwe, in addition to ICAP’s global QI portfolio. She oversees the
development of program wetlns, budgets, progress reports,

project monitoring to ensure achievement of targets and objectives. Ms.
Walker has developed strong collaborative partnerships
governments, implementing partners, and donors to improve the quality
of health care seces in resourdenited settings.
Contactiw2673@cumc.columbia.edu

Rebeccah Wangusis the Deputy Program Director of the PA
EndelezaHIV/AIDs and TB Program in Nairobi, Kenya. In this role,
she leads in the implementation of program activities and pi
oversight, technical assistance, and capacity building to the t
team and other health care workers based in 48 suppulitezsfaDr.
Wangusi has nine years of experience implementing HIV programs i
Kenya. ContacRWangusi@mgic.umaryland.edu
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Teklu Weldegebreals the Deputy Infectious Diseases Team Les
USAID Ethiopia. In his current role, he oversees the HIV,
Neglected Tropical Diseases, and GHSA program portfolios
Weldegebreal's previous experience includes Project Mant:
Specialist (HIV/AIDS Deputy Team Leader) for USAID Mission in
Ethiopia; SenioPublic Health SpecialldtV/AIDS Adult Care and
Support Program, CDC; HIV/AIDS Program Advisor for
University of California San Diego Ethiopia; Principal Investigator for
randomized clinical trials with the Drugs for Neglected D
initiative (DNDi); and clinician and Deputy Medical Director at /
Minch Hospital. Dr. Weldegebreal is alsehair of Global Func
Oversight Committee, an alternate CCM member, and member of the
National HIV/AIDS Advisory Group. Dr. Weldegebreal received his
Doctor of Medicine degree from the University of Gondar and an MSc
in Tropical and Infectious Disease from University of Liverpool.
Contactiweldegebreal@usaid.gov

Jennifer Zechis a Project Officer at ICAP in New York. She supj

OpCon, a global initiative led by ICAP and funded by PEPFAR through
the U.S. Health Resources and Services Administration. Of
designed to support innovative, flexible, anditmgact projectshat
contribute to improved HIV program outcomes, equity, efficiency, and
sustainability. OpCon can assist countries in addressing the challenges
they face in reaching epidemic control, sustaining achieyeane
exploring innovations to measure progress.
Contactjz2973@cumc.columbia.edu

Gerald Zombais aPediatric HIV Specialist for USAID Malawi since
2016. Prior to this he worked briefly with ActionAid Malawi as an HIV
Technical and Advocacy Coordinator for the TB/HIV Global F
Project. He is a member of USAID Malawi’s HIV Treatment and Care
Team respusible for the pediatric and adolescent portfolios.
Zomba's professional career started in 2003 as an ART Clinic
Médicins Sans Frontieres (MSF) in the Chiradzulu HIV Project. Two
years later, he was appointed as a Tuberculosis Program Manager, a
position he held for five years. Dr. Zomba holds a Master of Public
Health (Malawi), Bachelor of Science (Namibia) and Clinicah&edic
Diploma (Malawi)Contactgzomba@usaid.gov
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Paul M. Zulu is an infectious and tropical diseases physician
University Teaching Hospital in Lusaka, Zambia. He actively se
various infectious diseases programs, including the running of the HIV
third-line ART clinic at University Teaching Hospital. Dulu
participates on the National Epidemic Preparedness Committee and i
currently doing research on the treatment outcomes otlas#tiART
experienced HIV patients on thinde ART. He is a member of the
national task force for the implementationsaadeup of differentiated
service delivery models of HIV to improve patient treatmtatnoes

in Zambia. Contaatirzulupm@gmail.com

Nancy Zyongwe is a Senior Advisor for QI seconded to MOF
Zambia for ICAP. She is a public health professional Wikars of
health system strengthening, policy, QI, and clinical s#elncy
experience. Dr. Zyongwe has worked in various public arnd non
governmental organizations, where she has gained experi
management, capacity strengthening, collalgoséttirvarious partners

and donors, and establishing and monitoring quality assurance and QI
in service delivery. She has served in different capacitesthr
management, project management, research, and has develaad pract
managerial competencies. Dr. Zyongwe is a passionate resedrcher
has presented several papers at both local and internatiorahcesife
Contacthancyzyongwe@gmail.com
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