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Upcoming publications on priority setting

Final stages — “Sustaining HIV, viral
hepatitis and STI priority services in a
changing funding landscape:
Operational guidance” — First Edition —
June 2025

This is a ‘living document’ and future
editions are planned in 2025 to
respond to feedback from countries,
communities and partners
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Under development — Interim
guidance on priority-setting
processes to respond to shocks
across disease areas — HFE Q3 2025
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Sustaining HIV, viral hepatitis and STl priority services in a

changed funding landscape: An operational guidance

Funding gaps for human resources WHO guidance to support Ministries of Health, communities
and commodities for service countries to identify, prioritize, and and civil society,
delivery sustain essential HIV, viral hepatitis, donors, development and
and STl services in a implementing partners

changed funding landscape

Operational Guidance provides two elements:

1. Prioritization Process Guidance
e Guidance to support countries in prioritizing HIV, viral hepatitis, and STl services to sustain under reduced funding.

2. Baseline Service Prioritization Exercise

e A structured ‘starting point’ list of prioritized services and interventions for countries to adapt based on global
review.

* An example of an approach to rapid priority setting that can inform countries to set up their own procedures, until
further guidance is issued.



The impact of suspensions and reductions in health official
development assistance on health systems (7IViarch-2 April 2025)



https://www.who.int/publications/m/item/the-impact-of-suspensions-and-reductions-in-health-official-development-assistance-on-health-systems

The ASK: WHO Prioritization

Process Guidance

1. WHO Health System
Framework Building Blocks

GOVERMANCE
The guidance
adopts a systems :f[[:':ﬁ::: R
approach, HEALTH DELIVERY

recognizing that
service delivery
decisions occur
within and
affect broader
health system FORCE
functions.
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3 Foundational Pillars

2. Primary Health Care (PHC) strategic
and operational levers

Political commitment and
leadership

Governance and policy frameworks
Funding and allocation of resources
Engagement of communities and
other stakeholders

STRATEGIC
LEVERS

Models of care

Health and care workforce

Physical infrastructure

Medicines and other health products
Engagement with private sector
providers

. Purchasing and payment systems
. Digital technologies for health

. Systems for improving the quality
of care

. Primary health care-oriented
research

. Monitoring and evaluation
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3 Foundational

Pillars

3. Priority-setting steps
PRIORITE framework

Prepare the groundwork

Refine the scope

Implement the assessment

Organize the appraisal

Recommend actions

Implement decisions

Translate and uphold
entitiements

. Evaluate and sustain

progress

Identify the guiding committee and secretariat.

Provide technical support as needed.

Establish the overarching policy framework.

Ensure high-level policy support, alignment with core health policy goals.
Consider existing institutionalization of priority setting.

Conduct a situation analysis of core capacities.

Define the scope of services/interventions to be assessed.
Establish criteria and methods for assessment.
Identify technical expert communities for assessment and appraisal.

Collect and analyze evidence on services/interventions.
Use agreed-upon criteria (e.g., burden of disease, cost-effectiveness, budget impact, equity).
Assess how well each service/assessment meets these criteria.

Facilitate transparent and inclusive appraisal of options.
Arrive at a prioritized list of services for decision makers/payers.

Develop evidence-based prioritization recommendations.

Ensure recommendations are legitimate, aligned with values, and policy relevant.

Authorities make decisions and communicate them, including to health workers and populations.
Allow for appeal of decisions.

Operationalize decisions via revised guidance, essential medicines/products lists, implementation plans.
Integrate decisions into financing instruments, public financial management, and procurement.

Clearly communicate guidance, plans, and access conditions.
Establish mechanisms for accountability.

Monitor delivery and spending against plans.
Generate insights for revision.
Ensure long-term financial and programmatic sustainability and improvement.




The ASK: WHO Prioritization
Process Guidance

Ethical Principles

Substantive principles:

* Efficiency,

* Equity,

* Social and economic
impact,

* Feasibility

Procedural Principles:

e Transparency,

e Participation and
inclusion,

¢ Evidence and
responsiveness,

e Accountability

These form the moral and
decision-making backbone
of the guidance. They
ensure that all
prioritization decisions are
fair, non-discriminatory,
and based on values like
equity, efficiency, and
transparency.

Prepare the groundwork

Governance

(Strategic and Operational
Enablers for Prioritization)

Services

Prioritization

(Scoping, Assessment,
Appraisal and
Recommendations)

Refining the Scope

Assessment Methods and
Results

¢ Defining Prioritization
Criteria
e Scoring Process

Organization of Appraisal

e Stepwise Prioritization
Approach

¢ Ensure all population
groups (Common barriers
to maintaining
engagement)

Formulating and Finalizing

Decisions

® Engaging in Follow-up
Stakeholder Consultation

¢ Ensure Accountability and

Integration of Appraisal
Results

Implement decisions

Systems,
Strategic and
Operational
considerations

Integrating priority-
setting into broader
health systems
resilience strategies.

Integration of service
delivery within PHC
person-centered
models of care

Health Workforce and
Systems Resilience

¢ Sustaining Community
Health Workforce

Medicines and other
health products

Health Financing
Considerations:

* Urgent, Medium to longer
term actions

Communicate
Decisions

Document and Disclose
Decisions

Communicate clearly
and Strategically

Use multiple channels
and trusted messengers

Ensure accessibility and
Clarity

Support Health
Providers

Enable Feedback and
Accountability

7 ﬁ;\:" World Health
¥/ Organization

Evaluate and
Sustain Progress

Data and Monitoring
Systems Support:

* Monitoring
implementation
progress using simple,
actionable indicators.
Evaluating priority-
setting outcomes and
system performance.
Using disaggregated,
integrated data systems
to guide adaptive
decisions.

Documenting and sharing
lessons, tools, and good
practices for learning

Continuing to work
toward a sustainable
response
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Process Guidance

. Prepare the groundwork

i e oo | AS programmes adapt due to funding changes,
51:;115.12::; I:jIBSE]f_TEStS and Antiretroviral Drugs p h a r m a cy- b as e d tes ti n g a n d
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means that innovative strategies are needed. We modelled the 5., 5o

b Grecperare oo and LD tmelot oo Recent modelling across regions shows pharmacy-based
T testing can be highly cost-effective compared to standard

Methods: We used an established individual-bazed mode :HI\ Objective: -

setting-scenarios _rEPrESEH:i.ng diversity i.n SEﬂ.h_g Charaderisﬁ Poil:t-of-care-testing (POCT) for HIV at community pharmacies can enhance care linkage compared I a b -bas e d o ptl O n s

Informed by studies of barriers to accessing dlinics, communit with self-tests and increase testing uptake relative to standard lab testing. While the higher test

Background: The acute funding erisis for HIV services in ECSW AIDS

pharmacies/communities to enable self-care, compared with o Abstract

is assumed to lead to an incresse in testing (from median 4.9% uptake may increase testing costs, timely diagnosis and treatment can reduce downstream HIV

P"r3”""-"‘tl"fb‘:‘12-'&?6':5-3%'21-1%333“‘:' ""_‘“f‘e_it-'"f"ﬁi“'- treatment costs and improve health outcomes. This study provides the first evidence on the cost- o In Africa, broader pharmacy'based HIV Self-cal"e (iﬂClUding Self'
+2.236)) and in retention on ART for people with diagnosed HI' effectiveness of pharmacist-led POCT vs. HIV self-testing and standard lab testing. . 0
d e s testing) could cut programme costs by 7% and avert DALYS and to
Findings: The assumed effects of the policy on PrEP/PEP use, ¢ esign:
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incidence over ].-0 yefrs_ Ov_era|, .|-ﬂe policy is predicted to CUtF_ Methods: - H_‘
to be cost-effective at a cost effectiveness threshold of $300 pe

We compared three HIV testing strategies: POCT at community pharmacies; self-testing using HIV
self-test kits; and standard lab testing. Analyses were conducted from the Canadian health system
perspective over a 30-year time horizon for all individuals aged 15-64 years in Canada. Costs were
measured in 2021 Canadian dollars and effectiveness was captured using guality-adjusted life-
years (QALYs).

Interpretation: Intreduction of community self-test/ARV acces:
for prevention and treatment is very likely to be cost-effective i
incidence declines to be sustained at reduced cost. Policy-maki
health worker organisations leaders who wish to consider such

their own country settings. Results:

Compared with standard lab testing, POCT at community pharmacies would save $885 million in
testing costs over 30 years. Though antiretroviral treatment costs would increase by $190 million
with POCT as more persons living with HIV are identified and treated, these additional costs would
be partly offset by their lower downstream healthcare utilization (savings of $150 million). POCT at
community pharmacies would also yield over 5000 additional QALYs. Compared with HIV self-
testing, POCT at community pharmacies would generate both higher costs and higher QALYs and
would be cost-effective with an incremental cost-effectiveness ratio of $47 475 per QALY gained.
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https://papers.ssrn.com/sol3/papers.cfm?abstract_id=5259835
https://pubmed.ncbi.nlm.nih.gov/36928760/#:~:text=Compared%20with%20HIV%20self%2Dtesting,%2447%20475%20per%20QALY%20gained.

PHC and HIV -

Fig. 1. Primary health care theory of change
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health literacy and
care seeking
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. Engagement with private sector
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. Systems for improving the quality
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research
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Multisectoral policy
and action

Improved determinants
of health

The WHO/UNICEF PHC Operational Framework offers a coherent pathway

to select, implement and then learn from PHC and HIV convergent actions
https://www.who.int/publications/i/item/9789240017832

u Implement decisions

Shared Principles, Common Challenges, Convergent Actions

Scaling up high-quality people-centred
services through a PHC approach can be
critical for achieving both disease-
specific and broader health aims.

Sustained success requires that all
members of all populations can access
health services and benefit from health
system resources free from stigma and
discrimination.

Wherever we are in the health
ecosystem there is value in focusing on
convergent actions - there is a clear
common agenda that can be achieved.

https://www.who.int/publicati

ons/i/item/9789240077065

{g"glﬁi‘g; World Health
pNsii74

e —

Organization


https://www.who.int/publications/i/item/9789240077065
https://www.who.int/publications/i/item/9789240077065
https://www.who.int/publications/i/item/9789240017832

Rapid Global Assessment Exercise

(adapted version PRIORITE)

Objective: Provide indicative global exercise on priority-setting for HIV,
viral hepatitis, and STl services

Scope: Global-level analysis based on WHO normative guidance, using 6
criteria

Process: Conducted rapidly by WHO with global expert input, without
direct implementation planning.

Focused on one scenario:

* Generalized epidemic,

* High-burden,

* LMIC)

Output: Consolidated, indicative global priorities to inform—but not
dictate—country decisions.

Limitations of the Global Exercise (Adapted PRIORITE)

I Not directly implementable: Global results must be adapted to local contexts—
countries should not adopt them as-is.

I Limited local nuance: The global assessment does not fully capture country-
specific challenges, resources, or social/political dynamics.

I Omits full set of criteria in the global scoring, which are vital at country level.

I No operational plans: The global process stops at prioritization—it does not
address implementation, financing, or monitoring for countries.
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Think of the global prioritization exercise
findings like a basic cake recipe—it gives you the
structure, but you still need to choose your own

ingredients.

What works in one country or sub-national level might
be too sweet, too dry, or missing key flavors in another.
The real art is in using local ingredients, tailoring to
different tastes, and what’s available in your pantry.



Roles and Responsibilities

WHO Global
Programme on HIV,
Hepatitis and 5Tls

Dept. Health
Financing and
Econmomics & Ethics
group at WHO

Expert Group

Peer Review Group

WHO 5teering Group

Manages and oversees
the process

Designs the process,
with inputs from ethics
and WHO experts

Conducts the

assessment, the

appraisal and makes
recommendations
Reviews the full guidance,
including the results of the
assessment and appraisal

Informed by expert group
recommendations, makes
final decisions

Refine the scope

|
o)

»J| Recommend actions

Implement the assessment

Organize the appraisal

Expert Engagement

28 Selection Process

Al

AN

* 24 experts confirmed interest and participated in the process. Identified reference groups,
and expression of interest

* 5 ministries of health, 6 civil society/CBOs/NGO, 8 academic/ research/clinical institutions,
5 implementing partners

Participation

17 joined initial consultation (methodology discussion)

14 completed assessment exercise (intervention scoring)

10 joined deliberation meeting (review/prioritization)

10 provided peer review of the draft guidance
Representation

* Gender: 14 women, 10 men
* Regions: AFRO (11), EMRO (4), AMRO (3), EURO (3), SEARO (3), WPRO (1)
* 3 contributors openly from the PLHIV community

. Areas of Expertise

* 24 engaged in some level of the HIV cascade (prevention, testing or treatment)
* Including areas of expertise related to the mapped activities: STls, Viral Hepatitis, Mental
Health, Service Integration/DSD, Key Populations, Harm Reduction, Strategic information,

Health Systems. T ‘!)fx‘\i World Health

(&9 Organization




* Prevention of mother-to-child transmission

* Blood banks

* Opioid Agonist Maintenance Therapy

* Harm reduction services, including needle

* Provision of condems and lubricants

Key Steps

1. Mapping & Framework
Development

Description

Refine the scope
Implement the assessment
Organize the appraisal

Recommend actions

Developed a rapid prioritization framework (adapted from PRIORITE) based on WHO guidance and health technology assessment
principles. Used to map and assess interventions.

2. Expert & Stakeholder Consultations

External expert group from all WHO regions—including community reps, governments, and partners—reviewed mapped interventions
to ensure relevance, feasibility, and alignment with country realities.

3. Ethics & Governance Review

The WHO Ethics and Governance Steering Group reviewed the framework to ensure consistency with ethical principles.

4. Evidence-Informed Deliberative
Assessment

Interventions were scored using six criteria: health impact, cost-effectiveness, equity, feasibility, budget impact, and social/economic
impact. The scoring guided (not prescribed) initial tier assignments.

5. Consensus-Building & Peer Review

1a. Mapping Services and Interventions
PREVENTION TESTING
* Differentiated HIV Testing Services (HTS)

*  Facility-based HTS
*  Follow-up of syphilis-exposed newborns +  HIV self-testing (HIVST]

of HIV, hepatitis B and syphilis

*  Post-exposure HIV prophylaxis (PEP)

*  Network-based testing services

*  Pre-exposure prophylaxis (Prer)

* Linkpage to care

* Facility-based testing for syphilis
(OAMT) to treat and monitor opioid
dependence, and provision of naloxone * Facility-based testing for viral hepatitis

*  Community- based testing for HIV, viral

and syringe programmes
SVringe prog hepatitis, and syphilis

*  Voluntary medical male

circumcision (VMMC)

World Health

Organization

+ Tracing and Re-engagement support

TREATMENT AND CARE

4448
1

- Routine ART for Adults, adolescents and pregnant, breastfeeding

women

+ Routine ART for Children

+  Preventives and diagnostics for patients with advanced HIV

disease (AHD)

* TB-HIV coinfection services
+ Management of Mpox (essential for outbreak control)

* Reduced frequency of ART refills 3- to 6-month - Multi-month

dispensing (MMD) and Differentiated service delivery (DSD) for
HIV treatment models

+ Routine screening for people with HIV

* ART treatment monitering

+ Viral hepatitis treatment and monitering

+ Syndromic management of STis (genital discharge; ulcer disease)
+ Tasksharing

* Prevention and continuation care of common comorbidities in

HIV infection Cervical cancer screening and treatment

+ Adherence and Psychosocial support for HIV treatment and care

5

1b. Setting Criteria for prioritization

Disease Burden,
Epidemiological
Impact, Progress
Towards Global
Targets

Cost-Effectiveness
and Resource
Optimization

Ethical and

Feasibility and
Health System

Equity Readiness
Considerations
Social and Acceptability and
Economic Community
Impact Engagement

WHOQ's Economic Evaluation and Analysis Unit led deliberations. Trade-offs were reviewed and consensus on tiered priorities was
achieved with input from all WHO regions.

1c. Stepwise Three-Tier Prioritization Approach

* Must continue to fund.

* May not be able to fund at this time due to limited
funding, but important to reevaluate in the short term.

* Not possible to continue to fund until additional
resources become available.



Review criteria Criteria
“information sheet” Health impact | Cost-Effectivene| oo on & | gquinyg _ Sociel and
N Health System ) Budget impact Economic
where available & effectiveness % Capacity | VUnerebity impact
Green Green Yellow Yellow Green Green
Green Red Yellow Yellow Yellow Yellow
Yellow Yellow Yellow Yellow Green Red
Yellow Yellow Yellow Green Yellow Yellow
Green Cannot score Green Yellow Cannot score Green
Review best Green Yellow Red Green Green Red
- Green Green Green Yellow Yellow Green
aval Ia ble Graen Grasn Vallw Vall Cannat arnrs Grasn
evidence
———

Provide scoring based

on evidence and
judgment

The scoring sheet @)

RAPID PRIORITIZATION SURVEY FOR HIV, VIRAL HEPATITIS AND STI INTERVENTIONS g_&‘} World Health
" 4.7 Organization
Scoring Sheet "'
Itroduction
Dusto ste ¥ AMICs) foca a
IV, il e,
hepatitis, . Thegoal s to
The
[ —— v
stacing i

Consult definitions of criteria
and interventions

1
L ‘ :

Instructions  ([ETENTSNYNSY | Explanation of citeria | Scoring thresholds | Intervention definitions

Evidence to inform scoring of
cost-effectiveness criterion

Where you enter the scores for
each intervention and criterion

Use consensus and summarize the
scores, flagging areas of disagreement to

WHO Rapid Global Assessment Exercise:

Methodology

inform dialogue on formulation of
recommendations

Consultative expert group
meeting: deliberative appraisal
using the consensus scores and
make recommendations on the

3-tiered list

Does the intervention sco i Yes
on cost-effectiveness a
equity?
No

Does the intervention score at Yes
least moderate on cost- Tier 2
effectiveness and equity ?

* Must continue to fund. }

* May not be able to fund at this time due to limited
— funding, but important to reevaluate in the short term.

* Not possible to continue to fund until additional
resources become available.

-

Criteria Summary of scores Overall score

Green Yellow Red Cannot score
Health impact & effectiveness 3 11 0 0
Cost-Effectiveness 4 7 3 0
Feasibility & Health System Capacity 4 6 4 0
Equity & Vulnerability 11 2 1 0 ®
Budget impact 3 4 7 0
Social and Economic Impact 7 6 1 0

Preliminary assignment to tier: Tier 2

Notes for deliberation:

- 3 experts indicated that this intervention is not cost-effective. Furthermore, 7 experts determined that this
intervention had a high budget impact, and 4 determined that it had a low feasibility. Do these considerations
affect the tier assignment?

WHO steering Group: Make
decisions on the final list of

interventions to be retained
in each tier




Preliminary
results:
Expert group
deliberation +
WHO steering

group
refinement

PREVENTION

v,

Y, World Health
Y Organization

TIER 1: ESSENTIAL

Prevention of mother-to-child
transmission of HIV, hepatitis

B and syphilis (includes PrEP)

HIV Post-exposure prophylaxis

(PEP)

Blood product safety and
health care infection control

Harm reduction services
(including OAMT, needle and
syringe programmes and
naloxone provision for opioid
overdose management)

Provision of condoms and
lubricants

Interventions

Critical for elimination of
vertical transmission;
integration enhances service
delivery.

Critical intervention, not
limited to occupational
settings & delivered through
community networks

Foundational component of a
functioning health system

=)

Moved to Tier 1 in countries
where already implemented;
interruptions carry significant

risk.

Important for primary
prevention, especially among
key populations.

Key Rationale and

Decision-Making Notes

TIER 2: IMPORTANT

Pre-exposure
prophylaxis (PrEP) —

including Long-Acting
PrEP

Voluntary Medical Male
Circumcision (VMMC)

Prevention and
continuation care of
common comorbidities
in HIV infection

Vaccination for HBV

Interventions

Should be made available and
accessible, particularly for key
populations, and those
already on PrEP. Delivered
through community networks

Rec for 15 high-priority
countries in East/South Africa;
Tier 2 overall, elevated to Tier

1in priority contexts

Important for holistic care but
often outside core HIV
package and constrained by
resources

Birth vaccination should be
prioritized; adult catch-up
tailored to context and
resources

Key Rationale and
Decision-Making Notes

“ Indicates movement between tiers depending on
contextual and population needs factors



TIER 1: ESSENTIAL

Preliminary
results:
Expert group
. . Reclassified as Tier 1 due to its
+
dellbel‘atIOI.l Facilitv-based HIV Testin central role in case finding,
WHO steering Syervices (HTS) & especially when guided by
group epidemiological data and health

system capacity.
refinement v —

Prioritize for underserved/high-
risk populations; self-testing
and peer-delivered options

Community-based testing for
HIV, viral hepatitis, and syphilis

encouraged.
Facility-based testing for Reinforced due to links with
syphilis maternal health outcomes.

Key Rationale and
Decision-Making Notes

Interventions

Y, World Health
Organization

TIER 2: IMPORTANT

=)

Tier 2 overall but may be
elevated to Tier 1 in countries
with high burden and
program capacity.

Facility-based

testing for viral
hepatitis

To be considered by countries
as upcoming evidence that
contributes to integration and
leveraging resources.

Multiplex Testing
approaches —_—

Interventions Key Rationale and
Decision-Making Notes

Indicates movement between tiers depending on
contextual and population needs factors



Routine ART ( ALL children,
adolescents, adults,
pregnant, breastfeeding
women and key
populations)

ATTENTION
PLEASE !

Preliminary
results: ART treatment monitoring
’ (viral load monitoring)
Expert group
deliberation + ROtIJtingt;cLelsr}icngIor .
. people wi an
WHO steering other screening tests)
group

Advanced HIV disease
refinement (AHD) management
TB screening, diagnosis,

treatment and prevention in

TREATMENT AND |, PLHTY

Adherence for HIV
treatment and care

MMD 3- to 6-month ART
(Reduced Frequency of ART

pick-up)

Tracing and Re-
engagement support

Syndromic management of
STls (genital discharge;
ulcer disease)

Cervical cancer screening
World Health
Organization

Interventions

TIER 1: ESSENTIAL

Universal access is foundational to HIV treatment
programs & access tracking through CLM.

In resource-limited settings, reduced frequency
may be applied to ensure cost-effectiveness.

Moved to Tier 1; interruptions carry significant risk
to AHD identification.

Early identification and comprehensive
management is required for effectiveness.

Early identification and management prevent TB
mortality among PLHIV

Classified Tier 1 as an integral part of ART
programs.

Improves client convenience, reduces HF burden,
and supports adherence, part of Community led
services. Depends on commodity availability

Tracing is going to be important and cost-effective
for some but not all. Should be prioritized,
especially for AHD, pregnant women, and

children.

Key Rationale and
Decision-Making Notes

TIER 2: IMPORTANT

Viral hepatitis

treatment and
monitoring

Mental health
support for HIV
treatment and care

Prevention and
continuation care of
common
comorbidities in HIV
infection

Management of

Mpox (essential for
outbreak control)

Interventions

Tier 2 overall but may be
elevated to Tier 1 in countries
with high burden and program

capacity.

Valuable and increasingly
recognized; should be
integrated with differentiated
service delivery, depending on
available resources.

NCD treatment in people living
with HIV should be continued.
Important for holistic care but
often outside core HIV package
and constrained by resources.

Should be prioritized where

relevant, based on outbreak

dynamics and national/WHO
guidance.

Key Rationale and
Decision-Making Notes

“ Indicates movement between tiers depending on
contextual and population needs factors
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Meaningful community engagement must inform all decision making: roles for WHO, UNAIDS, GF & partners to
ensure engagement. Including safe-guarding CBO tools and interventions (e.g. CLM and Stigma Index)

Ethics must remain central: Prioritization processes must explicitly safeguard marginalized and high-risk populations,
grounded in ethical principles.

Country-specific context is key for meaningful prioritization: the global results can be seen as a starting point,
however, plans must reflect local disease burden, existing coverage, and implementation readiness.

Disaggregation enables more precise and effective decision-making: Global-level interventions grouping obscured
critical distinctions; countries must disaggregate (e.g. pop. specific) and assess activities individually to ensure
context-appropriate prioritization.

Within Tier 1, prioritization may still be necessary: Limited resources will require hard decisions, prioritize high-
impact Tier 1 interventions, document and communicate the rationale.

Transparency strengthens adaptation and planning: Clear narratives help justify prioritization, build stakeholder
trust, and guide operational action.

Many Complementary tools: UNAIDS, PEPFAR Sustainability Plans (Part A, RAFT & Part B) & Global Fund Guidance.
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and Malaria, Switzerland), and Suilanji Sivile (Ministry of Health, Zambia).

WHO Ethics and Governance Steering Group contributors: Maxwell J. Smith
(Western University, Canada) who drafted the section with inputs and reviews from
Andreas Reis and Katherine Littler (WHO Health Ethics & Governance, Research for
Health Department), Sharon Kaur (Universiti Malaya, Malaysia), Anant Bhan
(Yenepoya University, India), Voo Teck Chuan (SingHealth, Singapore), Ehsan
Shamsi (Monash University, Australia), Owen Schaefer (National University of
Singapore, Singapore):, Keymanthri Moodley (Stellenbosch University, South
Africa), Ezekiel J. Emanuel (University of Pennsylvania, USA), Ross Upshur
(University of Toronto, Canada) who additionally co-chaired and presented at the
expert group consultation meetings.
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Department of Global HIV, Hepatitis and Sexually Transmitted Infections Programmes:

WHO Headquarters

This guideline process was coordinated by Clarice Pinto, with guidance from Nathan Ford and under the leadership of Meg Doherty, Director of
the Department of Global HIV, Hepatitis and Sexually Transmitted Infections Programmes. Other technical staff also contributed to these
guidelines, including Wole Ameyan, Antons Mozalevskis, Magdalena Barr-Dichiara, Ismail Maatouk, Mateo Prochazka Nunez, Carlota Baptista
Da Silva, Cheryl Case Johnson, Elena Vovc, Ajay Rangaraj, Marco Vitoria, Boniface Dongmo Nguimfack, Cheryl Johnson, Olufunmilayo Lesi,
Daniel Low-Beer, Niklas Luhmann, Morkor Newman Owiredu, Ivy Kasirye, Annette Verster, Adriana De Putter, Francoise Renaud, Hiwot
Haile-Selassie, Ivy Kasirye, Busisiwe Msimanga, Celine Lastrucci, Diana Faini, Maeve Brito de Mello, Nandita Sugandhi, Annelise Monroe-
Wise, Harilala Nirina Razakasoa, Pascal Jolivet, Michelle Rodolph, Remco Peters.

WHO Regional and Country Offices: These individuals contributed to the development of the first drafts of the document. Dr. Ménica Alonso
Gonzalez (Pan American Health Organization), Akudo Ezinne Ikpeazu and Agnes P. Adilakshmi Chetty (Regional Office for Africa), Kiyohiko
Izumi (Western Pacific Regional Office), Po-lin Chan (SEARO), Lastone Chitembo (Zambia), Kafui Senya (Ghana), Arouna Tena and Daniéle
Simnoue Nem (Cameroon).

WHO HHS Steering Group: These individuals contributed to the development and finalization of the indicative list and document.Stela Bivol
(Regional Office for Europe), Georges Perrin (Regional Office for Africa), Tiara Mahatmi Nisa (Western Pacific Regional Office), Muhammad
Shahid Jamil (Regional Office for the Eastern Mediterranean), Andy Seale, Po-lin Chan (SEARO), and Omar Sued (Pan American Health
Organization).

Other WHO departments that contributed to this operational guidance

WHO Department of Health Financing and Economics Department: Under the leadership of Kalipso Chalkidou, these experts provided
valuable guidance and inputs on the overall methodology, process, and health finance and economics contributions. Contributors included Susan
Sparkes and Helene Barroy (Financing and Policy for Health unit), Anna Vassall, Altea Sitruk, Filip Meheus, Andrew Mirelman, and Vittal
Mogasale, and Karin Stenberg (Economic Evaluation and Analysis unit).

WHO Health Workforce Department: Under the leadership of Pascal Zurn, Giorgio Cometto, and Onyema Ajuebor, the department
contributed expertise on health workforce considerations throughout the guidelines process.

Global HHS and HF Technical support
focal points

WHO HHS and UHL/HF
e Clarice Pinto, pintoc@who.int

« Cheryl Johnson: johnsonc@who.int

« Busi Msimanga: msimangaradebeb@who.int

« Alfea Sitruk, cicoa@who.int

« Susan Sparks, sparkess@who.int
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Questions from the
presenter to the Audience

* Are there elements in this guidance that are
similar to activities or prioritization
processes already underway in your
countries?

* What would be some risks if countries tried
to apply global prioritization results directly
without adaptation?

* Inyour setting, what additional steps would
be needed to tailor these global results into
something practical and relevant for your
national and sub-national planning?

Clarice Pinto, pintoc@who.int
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Sustaining HIV, hepatitis and STIs services amid declining health aid

https://www.who.int/news/item/27-02-2025-protecting-key-
populations-from-abrupt-disruptions-to-essential-hiv-services

2% World Health
i,, Organization

Health Topics v Countries v Newsroom + Emergencies v Datav. About WHO +

trom essentlal HIV services

Home / Newsroom / Questions and answers / Guidance on handling interruptions in antiretroviral treatment due to

Guidance on handling interruptions in antiretroviral treatment
due to HIV service disruptions, drug shortages, or stockouts

10 April 2025 | Questions and answers

Sustaining HIV, hepatitis
and STIs services amid b : I g
declining health aid _ e

A key priority is preventing the interruption of current HIV treatment and prevention medicines. This Q&A outlines
advice when this is not possible.

Protecting key populations from

I ict is " - - -
The global health responses to HIV, hepatitis, sexually transmitted infections and other communicable diseases - such fmpact Frangais ‘ Pycckni Espaiiol abrupt disru ptlons to essential
as malaria, tuberculosis, vaccine preventable diseases and neglected tropical diseases - have been severely impacted by f ..
the recent suspensions and reductions in afficial development assistance for healin. 75 out % 106 ! Why is this update needed? HIV services
surveyed countries
Over 20 million pecple are at risk of losing access to life-saving HIV medications, while critical heaith services are facing
major disruptions. These interruptions threaten the continuity of essential health services, leading to setbacks in reported disruptions in at least one 27 Februsry 2025 | Departmental update |eading time: 2 min (621 words) Related
preventing new infections and increasing the risk of a resurgence in epidemics, potentially reversing decades of essential health service area.
rogress | . ) . alNepatits and sexsally
preg What are WHO'’s recommended antiretroviral treatment regimens? @ wer the past two des Glabal HIV, Hepatis and 5Tis Programmes
This page provides links to key data and updates on reported disruptions in health service delivery, aswell as technical m o h
resources, guidance and recommendations to help countries, ministries of health and communities sustain the
provision of essential services during this challenging peried. News
It also offers practical information for communities and most vulnerable people on managing potential treatment What can you do if you face disruptions in your access to HIV medication? @
interruptions due to service disruptions, drug shortages or stackouts. WHO statement on potentlal
global threat to people living with
Our collective efforts focus on ensuring the continuity of care, minimizing setbacks and warking toward sustainable, HIv pre-sxposLre pr v
long-term solutions to protect the heaith of vulnerable populations. Fammes han w 28 january 2025
Can you share medicines with friends or family members? @
Is it safe to skip some days to make my pills last longer? @
News . . .
What will happen if I stop taking ARVs? @
What should you do if you are pregnant or breastfeeding? @
Acknowledgement
7May 2025 | Departmental update 22 April 2025 | Departmental update 10 Aprl 2025 | News refease 26 March 2025 | Departmental update WHO would like to thank HIV i-Base for their work on HIV treatment literacy and advocacy and for inspiring this update.
Low-cost, quality-assured HIV WHO's rapid response to sustain Countries are already New study highlights the
tests to sustain access to life- HIV, hepatitis and STI services experiencing significant health potential impact of funding cuts
saving services system disruptions - WHO on the HIV response

https://www.who.int/news-room/questions-and-
answers/item/guidance-on-handling-interruptions-in-
antiretroviral-treatment-due-to-hiv-service-disruptions--
drug-shortages--or-stockouts

s
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https://www.who.int/activities
/sustaining-hiv-hepatitis-and-
stis-services-amid-declining-
health-aid

27 February 2025 | Departmental update 28January 2025 | Statement
Protecting key populations from WHO statement on potential
abrupt disruptions to essential global threat to people living with

HIV services HIV
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Precipitated aid transition in health — priority actions for low-and-middle income-
countries

H(;m; to r_nék_e budgets work
for health?

Héléne Barroy, Susan Sparkes, Kalipse Chalkidou (WHO/HQ)
With contnibutions from Chiistabel Abewe (WHOrUganads), Kingsley Addai Frimpong (WHOYEthiopia), Georgina Bonet (WHOYAFRO), Riku Elovainio (WHGCY

Democratic Republic of Congo), Sophie Faye (WHOVAFRQ), Jayendra Sharma (WHOYSEARQ), Tsolmongere! Teilagfav (WHO ieinam), Anna Vassall MHO-HQ,I;’
Ding Wang (WHO/ Cambodia), MyMai Yungraffanachai (WHOWHG). ;{
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for-lowandmiddle-incomecountries es/publication/8878fb m/9789240044982 9789240049666
d9-879d-43d4-ab1f-
ecaedl1a4576a
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Annexes

1. WHO Department
Health Financing and
Economics
Pollcy and Methods

2. WHO Testing services
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Navigating the health financing emergency

1. Fiscal capacity

Engage with finance and
parliament to address
underlying revenue
generation

3. Political advocacy
domestically and
globally for health

Continue to make the case
for prioritization of health
in budgets

2. Efficiency and
priority setting

Improve public financial
management (PFM) systems,
reducing duplications,
improving alignment, strategic
integration, deliberately
setting priorities within
boundaries

4. Different approach
to donor funding

Align with domestic PFM
systems, supporting
institutional development
(not replacing), avoiding
recurrent costs, aligning to
country priorities 24



System-wide actions to navigate the health financing emergency




Resources to support global and country-led priority-setting

m

Interim guidance on
priority-setting
processes to respond
to shocks
Evidence-informed
Participatory

Aligned with
ethical principles

Contact: whochoice@who.int

N

Methodological
support

Synthesizing and
using economic
data for priority-
setting

S

Real-world
examples

Practical application
on global
prioritization of HIV
interventions

Upcoming country
sector-wide
applications

Ay

South-south
exchange

Exchange of
knowledge,
experience and data


mailto:whochoice@who.int

Th . h . g’@)@\\; World Health
& SCOI’Ing sSnee W& Organization
RAPID PRIORITIZATION SURVEY FOR HIV, VIRAL HEPATITIS AND STI INTERVENTIONS fﬂ}f\g World Health
. WY Organization
Scoring Sheet =
Introduction

Due to a sharp decline in external assistance, including the withdrawal and substantial reduction of ODA and other donor funds, many low- and lower-middle-income countries (L-LMICs) face a

severe financing crisis. HIV, viral hepatitis, and STI services that were previously well-funded through external sources must now be covered through constrained domestic budgets.

Objectives and expected outcomes of the global prioritization exercise

This rapid pricritization exercise aims to support countries in identifying which HIV, viral hepatitis, and STl interventions should be protected or scaled back under these conditions. The goal is to
ensure continued access to essential services — particularly for the most vulnerable — while acknowledging that not all services can be maintained at previous levels in the short term. The

exercise will result in a reference list of interventions. Countries will still be encouraged and advised to conduct their own context-specific prioritization, using the outcome of this exercise as a

starting point.

Consult definitions of criteria
and interventions Evidence to inform scoring of
Where you enter the scores for cost-effectiveness criterion

each intervention and criterion t .
. A |
| 1 | 1

Instructions Prioritization Matnx Explanation of criteria Scoring thresholds Intervention definitions CE evidence summary CE evidence details +




Criteria information sheets exist for two criteria to g:‘e \) World Health
g\ 7

¥/¥ Organization

facilitate a consistent understanding

COST-EFFECTIVENESS INFORMATION SHEET
for Rapid Global HIV/Hep/STI Prioritization

Why it matters

Cost-effectivensss analysis explores which interventions deliver the greatest health benefit to populations
within a budget or resource constraint. It is commonly used for determining how to use public funds for
health system investments and spending. This is especially important in contexts with limited budgets,
where difficult choices may have to be made.

Cost-effectivensss is not the same as choosing the lowest cost' intervention. Rather, it identifies which
options offer the highest value, in terms of providing the most health for the resources available,

What is cost-effectiveness?

» Cost-effectiveness compares the additional cost of an intervention to the additional health benefit it
delivers.
+ Results are summarized using an ICER (incremental cost-effectiveness ratio).

+ ThelCER is usually expressed as cost per DALY averted, representing a reduction in population disease
burden.

* The ICER is a comparison to alternatives such as the ‘current standard of care’, or ‘nointervention’,

To calculate this, analysts:

+ Define a comparator and intervention and consider how services are, or weuld be, delivered for the
population in need;

+ Choose a perspective (e.g. health system or societal), which determines what costs and benefits are
included;

» Use summary health outcomes like DALYs or QALYs, which combine mortality and morbidity. For this
exercise, DALYS are the focus given that they are more commonly used in LMICs.

+ Estimate costs and health outcomes over a sufficient time period to capture all important costs and
effects for the analysis.

Interpreting results

+ Alower ICER value {changs in cost divided by change in effect) means better value for money.

+ Toestablish whether the ICER value is cost-effective in a given context, a cost-effectiveness threshold
is used. The threshold establishes whether the intervention is good use of funds, given what is currently
being provided in that context.

* Another conclusion from a cost-effectiveness study can be that it is “cost-saving”, meaning that the
intervention provides better health at a lower cost. In this situation, the decision to adept cr maintain
the intervention would be very strong based on the cost-effectiveness.

BUDGET IMPACT INFORMATION SHEET

for Rapid Global HIV/Hep/STI Prioritization

What is it?

This critarion assesses whethar an intervention can be financed and maintained within the country's
health budgat, eapecislly in contexts where external donor support is uncertain or declining.

It aszesses the implication for the health budget, now and in the future. In principle all interventions that

are cost-effective should be afforded. However, in some cases where intervantions take up large
proportions of the budget, there may be concerns sbout sustaining funding.

Budget impact exemines finencial resource requiremants, now and in the future compared to budgat
availability (i.e., what is the intervention’s total cost comparad to available financial resources?). Itis
concarning that, when prioritising &n intervantion requires rapid reallocetions, it may not be feasibla to
aasesE budget impact with high confidencea.

It focusas on:
# The cost of the intervantion et scals, though pericds of scale-up can be included and should be
specified;
# The relative size of the resources usad compared to aveilable health budgsts;
# Inthe case of transition from axternal to domestic spending, impact will depend onwheather the
intervention is already domestically financed, co-financed, or fully donorfexternalty-financed. In this
cess, additionel cost to domestic budgets may also be considered, rather then overell total cost.

Key concepts

Budget impect rafars to the cost of implamenting an intervention (uswslly at scale), and its relative size
compared to the totel heslth budgat, which can be estimeted by looking et the domestic governmeant
health epending (per capita) and the ehare of spending covered by extarnal sid.

A high budget impact signals that an intervantion mey:
»  Crowd out other more cost-effective interventions before full re-pricrisation can be considerad,;

# Bz infeasibla in terms of adjusting public financial managemsent systems.

Budget impect anabysis (BIA) is typically conductad from the budgst holder's perapective (in this cess the
Ministry of Health, Ministry of Finence, Social Sacurity Agency, or Governmant Health Insurance Agency),
and includes costs end savings, but not haelth outcomes.

How to essess budget impact



Implementing the assessment

| Count of Traffic score Column Labels | ~
Row Labels |=) High Moderate Low #N/A (

= Adherence and Mental health support for HIV treatment and care 2 2

Ap p roa Ch : ARV adherence interventions: Intervention comprised of elimination of ART copayments, Provision of free Ol medications, increased training of healthcare workers, reimbursment of trans 1
| ARV adherence interventions: Link4Health intervention y
. . | ARV adherence interventions: Two types of interventions: (1) risk reduction, (2) outreach: re-link 1

b EVI d e n Ce - I n fo r m e d b u t | ARV adherence interventions: Weekly interactive SMS interventions 1

| =/Advanced HIV disease (AHD) management 1

Advanced HIV disease (AHD) management 1

delibe rative- = Cervical cancer screening and treatment

8
Cervical cancer screening and treatment 2
1 One-off vaccination and treatment 2
* Involves expertjudgmentand  JTIIIII oot 1
. | PPAP, every 5yearsfrom age 20 until age 65+ vaccination +treatment 1
d I a I og u e | screening by visual inspection with acid+vaccination + treatment 2
¢ = Community-based testing for HIV 6 7
. . . / Community-based HIV self-testing Adult men 1
[ ] R p d d y t h Community-based HIV self-testing WTS 1
a I eVI e n C e S n e S I S * | Community-based HIV self-testing Young 1
| Community-led HIV self-testing 1
HIV self-testing/Community-based self-test followed by confirmatory testing and counseli ng Adult men, (25-49 years) 2
HIV self-testing/Communitv-hased self-test followed hv confirmatory testing and counseling - Women havinstra ictional s 2

f Goal: Guide—not dictate—
O prioritization decisions.

SN Key Considerations:
Basis: Ethical principles + health -Q- * Rapid yet structured
technology assessment norms - * Inclusive of local context and expert
insight
e Supports fair, transparent, and

@L@ World Health evidence-based decision-making
NS
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\
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Criteria for consideration

Health impact

Cost effectiveness

Financial sustainability and budget impact
Equity

Feasibility

Social and economic impact

Financial risk protection

Acceptability

e Criteria should be:
e explicit
* |ocally-defined and
relevant to context

* They are primarily derived
from two pairs of health
system objectives:

* to improve population
health and access to
services

e to distribute health and
health services fairly

30



Scoring system Scors | Wnatitmeans Crtare

Consistant evidence suggasting an incremantal cost per

@ Hi Strong valua for mon
eh € = DLy averted < 0.5x GODP per capita or cost-5aving

Simple color-coded for each criterion

Consistent evidence suggssting an incrameantal cost per

Indicating high, moderate, or low Moderate | Acceptable value DALY averted between 0.5 and 1x GDP per capita

performance on that criterion. ®L Waak valus fo Limited avidence of an incremental cost per DALY
- H |g h o Bl vallis Tor maney avarted < 1x GDP par capita or dominated

Moderate
® Low

Criteria

: : H Services and ntenventions Healthimpact&|  Cost- H:Tr:zmtr:m EQuity & | g aetim i:coli:::
Cutoffs defined for each criterion. effectivencss | Effectivencss | "Ll L | vunerapity | MO R0
Prevention of mother-to-child transmission of HIV, hepatitis B and syphilis [select] [select] [select] [select] [select] [select]
. . . Vaccination for HBV [select] [select] [select] [select] [select] [select]
FaCtSheetS and |nStru Ct|0ns pr0V|ded to HIV Post-exposure prophylaxis (PEP) [select] [select] [select] [select] [select] [select]
HIV Pre-exposure prophylaxis (PrEP) [select] [select] [select] [select] [select] [select]
1 1 1 H Blood product safety and health care infection control [select] [select] [select] [select] [select] [select]
aSSISt In the assessment Of the Crlterla a nd Prevention and Harm reduction services for people who use drugs [select] [select] [select] [select] [select] [select]
H . Provision of condoms and lubricants [select] [select] [select] [select] [select] [select]
del.l be ratlon. Voluntary Medical Male Circumcision (VMMC) [select] [select] [select] [select] [select] [select]
Differentiated HIV Testing Senvices (HTS) [select] [select] [select] [select] [select] [select]
. . Facility-based testing for syphilis [select] [select] [select] [select] [select] [select]
U Se SCO r'| ng Sh eets & p| Iot te Sts Differentiated testingfor viral hepatitis [select] [select] [select] [select] [select] [select]

- : crteria | summaryofscores | Overall
Individual scoring = group consensus SuTmATy o seores

Green Yellow Red Cannot score
. Health impact & effectiveness 14 0 0 0 @
Document reason|ng fOI‘ transparency Cost-Effectiveness 10 2 0 2 @
Feasibility & Health System Capacity 6 8 0 0
Equity & Vulnerability 11 3 0 0 @
Budgetimpact 7 6 1 0
1 0 0 o

W0r|d Health Social and Economic Impact 13
rganization
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Organizing the appraisal

Does the intervention score high

ApproaCh on cost-effectiveness and Yes

equity?

* Uses consensus scoring to inform—not replace—
dialogue on formulation of recommendations.

* Deliberation via consultative meetings. Does the intervention score at Yes
least moderate on cost-
» Scores highlight strengths/weaknesses; qualitative effectiveness and equity ?

nuances considered.

* Decision rules may also be established.

* Documentation of decisions, stakeholder views, and
disagreements is critical.

Stepwise Prioritization

. . .
S ’ Key Considerations e Structured approach aligned with national priorities and context.
'O‘ * Focus on maintaining equity—avoid widening « E.g. Three-tier model based on funding necessity.
A disparities.
w ;
* Time-bound deliberations to avoid delays in planning. * Must continue to fund. )
* Adaptable to country-specific contexts and evolving + May ot be abie to fund at this tme due to limited
needs. funding, but important to reevaluate in the short term.
Vl//%"l? \\{J 0I‘|d Health » Not possible to continue to fund until additional
\\/‘ I y resources become available.
NS Organization



Prioritizing Low-Cost and Effective
Differentiated HIV Testing Services

Adapting HIV testing services in the context of reduced and declining funding

June 2025

WHO/HQ
Global HIV, Hepatitis and STI, TPP

orld Health
rganization

=




Objectives

Provide practical guidance for countries to sustain HIV testing
services.

Address the impact of reduced international funding on national HIV
programs.

Promote the implementation of cost-effective and differentiated HIV
testing strategies.

Ensure continued access to HIV testing as a gateway to lifesaving
treatment.

Support efforts to prevent new HIV infections through sustained
testing services.

=
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Presentation outline

(DPrioritize & adopt low-cost HIV Testing services.

@D Leverage HIVST to mitigate limited stock and limited human
resources.

@& Additional strategies to support cost-effective HIV testing.
@ Prioritize populations for HIV testing when resources are limited.

e Optimize HIV retesting strategies to improve efficiency and impact.

eAdapt community-based testing services in response to funding
constraints and changing feasibility.

6 Continue HIV testing for PrEP and PEP programs.

Q Maintain HIV screening protocols for blood donations. S Viorld Health
g@« 2/ Organization



Reduced funding and policy shifts impact

HIV services Key findings from WHO rapid country assessments

Key disruptions to health system POSt policy and funding shifts:

Substantial programme disruptions, but variable by

Sudden and major Jll Essential health country and.reg‘llon ' ' |
cuts to health and |l services disrupted » Many adopting ‘integration of HIV into PHC
HIV funding (including HTS)

» Focusing adaptations to maintain ART for PLHIV

» Other areas such as HIV testing and prevention under
Reduced and

shrinking HRH, D'Sguhpatﬁ]dasnudpply review and/or being deprioritized
and loss of

technical partners eI « Finding cost-savings is essential

It is critical to meet the moment and provide strategic
Lab and sample

transport insight and guidance
networks ruptured

Disrupted data
systems & access

» Webinar focuses on some strategic adaptations for HIV

testing services
Opportunities to achieve global

HIV goals reduced




Understanding HIV Testing programme costs

HIV testing is generally <10% of previous HIV testing programme cost
national HIV budgets* categories
Testing is ‘small, but mighty’ service that enables access to: 11%
» life-saving treatment 7% = Commodities,

_ _ Consumables,
* high impact prevention Reagents
* simple and routine surveillance

m Personnel
HIV treatment
HIV prevention +1 billion HIV RDTs were procured in 101 LMICs 2015-2023.

18% increase in HIV RDTs procured from 2021 to 2023*.
Main HIV testing costs are personnel (testers) and commodities (test kits)

HIV Focusing on these two areas is a strategic way to cut costs

surveillanc | HIV
e testing

W\E#Y Organization g@ World Health
lliistrative figure based on data and reporting from UNAIDS 2022; *5-7% of budgets in many African countries due to wide-scale RDT use W2# Organization




1> Prioritize & Adopt low cost HIV Testing services

Current opportunities in the WHO catalogue
« HIV RDT: +21 PQ’ed ($0,53-%$2,79)

Weighted Average Price per Test
$2.00

$1.80
$1.60 NS0 ST g S48 « 5 manufacturers have tests <$0,70-0,75
3140 $1.1/ : % (Premier, Meril, SD Biosensor, Abon and
$1.20 . .
$1.00 $0.84 $0.88 $0.84 $0.85 $0.86 $0.84 $0.92 Trl n ItY)
5080 * 4 manufacturers have tests <$0,70
:::Z HIV-only RDTs (Wantai, Wondfo, KHB and InTec)
$0.20 —=—Dual HIV/Syphilis RDTs

s 2016 2017 2018 2019 2020 2021 2022 2023 * All with A1 characteristics

Source: WHO-Eureka Procurement Database
« HIV/Syph RDT: 3 PQ’ed ($0,90-$0,95)

Average weighted price of HIV tests remains high, yet - SD Bionsensor, Abbott (SD Bioline) and

low-cost quality-assured options are available Premier

« HIVRDT: $0,90

« HIV/syphilis RDT: $1,31 « HIVST: 7 PQ'ed ($1_$3,29)

« HIVST: $2,00

5%, World Health « 2 manufacturers have tests <$1,50 (Wondfo

YV, . .
Ve 13{',- nﬂﬁ}gﬁﬂlﬂﬂﬁ%s cost of accessories per WHO sources and catalogue as of 5§ May 2025 and Ab beﬂt)on — owned by Abbott ¢, World Health
Reference information: EIC/WHO 2024, WHO catalogue 2025; WHO tool kit 2021; Global Fund 2025 ** SD Bioline — subsidiary of Abbott R organization
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https://intranet.who.int/tools/wcat/Categories.aspx?catid=71738
https://www.who.int/tools/optimizing-hiv-testing-algorithms-toolkit
https://www.theglobalfund.org/media/2ffcrcra/psm_hivrdtreferencepricing_table_en.pdf

1 Prioritize & Adopt low cost HIV Testing services

Low-cost first test (A1) in algorithm
will have greatest impact on savings

Number of test kits used
HIV testing strategy, positive HTS programme cost Two-test strategy Three-test strategy
predictive value (PPV)
100% ————— Testing strategy “ o
¢ —_—
= Two-test i’ E
99%1 7% — Three-test : 2 4 “
S E
98% 1 b = e
* = |
- “ % $10m §
B 97%- “~ 2 22
g —
06% | QO $5m E
959% 1 s0m 01 i . i . i . . . . i
2000 2005 2010 2015 2020 2025 2005 2010 2015 2020 2025 2005 2010 2015 2020 2025 2005 2010 2015 20200 2025
3-test strategy remains best buy Strategic savings by focusing on first test
« Removing 3™ test does not lead to sufficient savings « Cost of the first test drives HIV testing
|(cost virtually the same) programme costs
!,m\~«» misdiagnosis and cost of unnecessary « Changing to low-cost delivery and test kits
s SRR R i mains criti | i i
U Titel R AR fmains critical for countries (A1) will lead to greatest saving




2 ) Leverage HIV self-test (HIVST) to mitigate limited stock and

limited human resources

A e HIVST could lead to savings if replacing provider testing

on differentiated
HIV testing services

« WHO recommends facility-based self-testing (2024)

« HIVST filled important gaps during COVID-19, especially in
facilities

« HIVST provides flexibility — enables triage model

« HIVST can fill gaps in work force and save health worker time

HIY SELF-TESTING AT
WORKFLACES: APPROACHES

10 PLEMENTATON 4D — Additional adaptations can further enhance savings

« Continue task-sharing testing wherever incomplete

« Revamp delivery to include pay for virtual services, convenience
models, private sector, workplace, and pharmacy for population

segments and settings where feasible

/72DRN
Source: WHO 2024, WHO 2021, WHO 2023, WHO 2015 gf :62& g%gfl i';'gggn
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2’ Leverage HIV self-test (HIVST) to mitigate limited stock ari
limited human resources

HIVST is recommended as a “test for triage”

» Countries need flexibilities now due to limited HRH
capacity and stock-outs

* When needed (awaiting stock) use HIVST as A1
» Prioritize quality-assured HIVST Kkits

 Prioritize confirming all reactive self-test results
with available A2 and A3 (per WHO 3-test strategy)

* Do not start ART based on a single reactive test

» Substantial risk of misdiagnosis and
unnecessary ART initiation

Adapted HIV testing strategy implementation considerations

HIVST as
' optional A1

v
Al-

Report HIV-negative

[
-—
—

.

Al+; A2+; A3+
Report HIV-positive

A4

e
=

Al+; A2+; A3- Al+; A2-,
Report HIV-inconclusive, Repeat Al-
retest in 14 days Report HIV-negative

Al: Assay 1 (first test); A2: Assay 2 (second test); A3: Assay 3 (third test).

}

Al+; A2-, Repeat Al+
Report HIV-inconclusive,
retest in 14 days

Source: WHO 2024




2 ) Leverage HIV self-test (HIVST) to mitigate limited stock and

limited human resources

Modelling on the cost-effectiveness of using HIVST AT (el
in facilities to fill HRH gaps shows: Total cost, by component, of HIVST vs provider-testing scenarios
» At least 15% cost-saving — up to 23% savings if
using $1 WHO PQ HIVST z
. . . = 100 Cost Component
* Up to 85% reduction in staff-time E B conrhvss
a providerused e
* If considering local economic impact (putting $$ =] =§°ﬁ'3m;ﬂ:§*
. ey B 5.0
toward jobs versus commodities) 3
« Return of investment (ROI) is the same at $1.50
but is favorable with high ROI at $1 o S - - -
Scenarios cenarios cenarios
° COSt Of Change and scale-up? A: Total of 5 million B: NeSwART C: NsewARTinitiations
. . tests allocate initiations equalized  equalized and reduction in
° COStS St'" 15_30% |OW€F, and tOta| Staﬂ:'tlme fOI" ' ‘ toScenarioc‘: HcI‘VSTpriceto$1

testing still .falls. by 40% and 80% respectively, Country-facing calculator in development for local

when considering scale-up costs planning for optimal savings for HRH and HIVST
g"’@ World Health

BV Organization

e 77N
Source: WHO 2024, Nichols, Edun, Imai-Eaton, Bernsteyn, Johnson 2025 in preparation; for copy of the country calculator that is in beta-testing email johnsonc@who.int &:@@j 8’,‘;2‘:',.2‘;?.1}{:



mailto:johnsonc@who.int

Key WHO actions on HIV testing commodities

& Cut costs without cutting quality  Support flexibility to maintain testing services
— Stick to the 3-test strategy to avoid misdiagnosis and — Support policies that include the use of HIVST to
unnecessary treatment. avoid additional disruption

— Discontinue other complex and costly testing practices — Highlight benef!ts of HIVST. it's flexible, fills staffing
gaps, allows private sector use and worked well as

and products (e.g. use simple RDT) critical adaptation during COVID-19
— Focus on adopting lower cost tests: HIV RDTs: <

$0.70, Dual HIV/syphilis RDTs: < $0.95, HIV self-tests

(HIVST): < $1.50 & Optimize resources to maintain testing services
- : .. — Review staffing plans and HIVST data to find right
« Support rapid country transition balance based on country needs and gaps due to
— Focus on switching out A1 for greatest and most reduced personnel and testers
immediate savings — Review and use WHO country calculator (for details
— Use policy waivers to accelerate importation and contact johnsonc@who.int)
implementation — Share HIVST data with WHO to help update
guidance

— Push industry to fund training and QA/QC in new
agreements and tenders.

. Coordinate for bigger impact in longer-term
— Share data and experiences with WHO to inform
. . 57k R,
updates to operational guidance () o et
— Work with key partners to increase access to low-cost


mailto:johnsonc@who.int

‘ Additional strategies to support cost-effective HIV testing

* Task-sharing to trained lay providers and community health workers, who can provide
these services at a low cost and with little infrastructure, per WHO guidance;

* Discontinue the use of recency assays, western blot/LIA, NAT (RNA or DNA) for routine HIV
testing

* Reserve NAT for infant diagnosis (< 18 months of age);
* Adopt serial testing algorithms and discontinue parallel testing, which is more expensive;

e Streamline quality systems by using rapid assessments, simplified verification studies with
data collection during or after algorithm transition;

* Further simplify testing — such as HIVST for PEP and PrEP (initiation, continuation and re-
initiation);

 Utilize virtual platforms and private sector partnerships (including workplace and
_pharmacies).

=AY e NN e N
= J \lﬁf%ffg%; World Health
&R Organization
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3 ) Additional strategies to support cost-effective HIV testing

Pharmacy-based testing and self-care can be cost-effective

Sustaining Progress in HIV in Africa Through Enabling ) )
of Self-Care: Model-Predicted Effects of Local Free « Pharmacy-based testing and self-testing can reach those

Provision of HIV Self-Tests and Antiretroviral Drugs m ISSGd by eX|St| ng SerVICGS

24 Pages - Posted: 28 May 2025

Andrew M. Phillips

* Recent modelling across regions shows pharmacy-based
s testing can be highly cost-effective compared to standard lab-

African Community Advisory Board EPIDEMIOLOGY AND SOCIAL

Estimated cost-effectiveness of point-of-care testing in based option S

Abstract community pharmacies vs. self-testing and standard _ ) ) _
Background: The acute funding crisis for HIV services laboratory testing for HIV O In Afrlca, broader pharmacy-based HIV Self'Care (lnCIUdlng Self‘testlng)
means that innovative strategies are needed. We mods . 3 . N , a .

SonARY mceee, ot th provitom of e 1 s 12 Setas el Deboraf ughes,Cristin ok Bohdan': Thavon, K Ngwyen il could cut programme costs by 7% and avert DALYS and to be cost-

PrEP (pre-exposure prophylaxis) and TLD (tenofovir-la) Author Information . .

pha"l;F;cies,":nm'nJiiﬁ:s ‘to enable sehr-c;E, compare AIDS 37(7):p 1125-1135, June 1, 2023. | DOF: 101097/ QAD.0000000000003526 eﬁe Ctlve at a COSt effe Ctlveness th reShOId Of $300 per DA LY

Methods: We used an established individuzl-based me =oe

setting-scenarios representing diversity in setting char ' '

Informed by studies of barriers to accessing clinics, co
is assumed to lead to an increase in testing (from med Abstract
per 3 months to 12.6% (6.8% - 21.1%]) and modest in
+2.2%]) and in retention on ART for people with diagn Objective:

Point-of-care-testing (POCT) for HIV at community pharmacies can enhance care linkage compared
with self-tests and increase testing uptake relative to standard lab testing. While the higher test
uptake may increase testing costs, timely diagnosis and treatment can reduce downstream HIV
treatment costs and improve health outcomes. This study provides the first evidence on the cost-
effectiveness of pharmacist-led POCT vs. HIV self-testing and standard lab testing,

Findings: The assumed effects of the policy an PrEP/PI
resultin a median 19% (3% - 35%) lower number of F
incidence over 10 years. Overall, the policy is predictec

to be cost-effective at a cost effectivenass threshold of

Interpretation: Introduction of community sehc—testl."AF Design'

for prevention and treatment is very likely to be cost-=

incidence declines to be sustained at reduced cost. Pol Dynamic transmission model

hea.|:h worker arga n'ls?ﬁo ne leaders who wish to consi Methods:
their own country settings.

We compared three HIV testing strategies: POCT at community pharmacies; self-testing using HIV
self-test kits; and standard lab testing. Analyses were conducted from the Canadian health system
perspective over a 30-year time horizon for all individuals aged 15-64 years in Canada. Costs were

"? \ , . ; . anac ;
: \J Wor HE measured in 2021 Canadian dollars and effectiveness was captured using quality-adjusted life-
b \VA years (QALYs).

et Q002 e Source: Phillips 2025; Mital 2023
\\l\ll@l‘ bll/ Organization Compared with standard lab testing, POCT at community pharmacies would save 5885 million in ource. HipS ’ na .

testing costs over 30 years. Though antiretroviral treatment costs would increase by $190 million



https://papers.ssrn.com/sol3/papers.cfm?abstract_id=5259835
https://pubmed.ncbi.nlm.nih.gov/36928760/#:~:text=Compared%20with%20HIV%20self%2Dtesting,%2447%20475%20per%20QALY%20gained.

a» Prioritize populations for HIV testing when resources are

limited

* Focus on facility-based HIV testing along with ensuring easy access and availability of HIVST.

* Populations to be prioritized for testing are:
» Sexually active adults and adolescents (15+) with HIV-related symptoms or risks, including key populations, at any clinic/hospital;
* Sick children in high HIV burden (>5% HIV prevalence) at any clinic/hospital;
* Pregnant women at first antenatal visit, or catch-up testing at earliest possible time if missed (if feasible use dual HIV/syphilis RDT)
* HIV-exposed infants at 6 weeks and at 6-9 months if breastfeeding;
* Individuals with TB, HCV and STI co-infection (tailored based on HIV/TB burden);
* Sexual and injecting partners, and biological children, of newly diagnosed PLHIV;

* Network-based testing for individuals from key populations or other risk networks.
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shtimize HIV retesting strategies to improve efficiency and impact

* Discontinuing general “window period” testing (3.g. every 3-months);

» Stopping general and high frequency maternal retesting as it is not cost-effective,
particularly in low HIV burden settings;

* Reserving maternal retesting to only high HIV burden settings (>5% HIV prevalence) or women is from a
key population;

* Implementing only one additional test after 15t ANC visit during the third trimester/labour and delivery
(and if missed, one catch-up test can be considered);

» Stopping quarterly retesting for all key populations and focusing on annual or biannual
testing if resources are available;

* Focusing on annual or less frequent re-testing of sexually active people in high HIV
prevalence settings (>5% HIV prevalence);

* Continuing retesting as part of reengagement in care among people with HIV who have
Jallen.out. of .care may continue as it is a simple and affordable welcome back service Eh%H .
supports the treatment programme.

‘\ Yy Organ ization



Adapt community-based testing services in response to funding
oll

Where community testing is no longer feasible, programmes should consider:

. - Network-based HIV testing strategies focused specifically on key and high-risk
7m\
nv,@.‘* 0 Q populations outside of healthcare facilities.

\C/

e suarcgies tailored to local needs and priorities, such as:

~

1nirrpiIcIn

)
LICY BRIE
irtual int
HIV, se
ctions
|

- Collaborating with community stakeholders to plan periodic (1 to 3 years)
outreach testing activities based on latest epidemiology;

e Offering workplace testing for men in high-risk industries through financing and
partnerships with the private sector;

Promoting virtual service delivery and expand HIVST access through pharmacies
and user-paid delivery options.

Source: UNAIDS and WHO Policy brief, 2022
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* For PEP, oral PrEP and the dapivirine vaginal
ring: Use RDTs and/or HIVST, including for
initiation, continuation, and re-initiation;

* Testing time points should also be aligned to the
most feasible and affordable option according to
refill or injection visit schedule, as well as the
PrEP service delivery approach used, e.g. multi-
month dispensing, TelePrEP.

Long-acting PrEP new upcoming recommendatic »

Rapid diagnostic tests may be used for HIV testing for
Initiation, continuation and discontinuation of long-acting

PrEP.
(strong recommendation, very low certainty of evidence).

New recommendation: Self-testing for PEP and PrEP

oren

o it HIVST for PrEP initiation
d of PEP

[ HIVST for PrEP re-initiation/continuation ]

HIVST for
PEP/PrEP
demand
creation

|
=
PrEP |

J

“

0

==
&

0

0o

|

As prescribed: every 3 months (often linked to refilling)
1 4 7 10
As needed: can be used for stopping and re-starting PrEP

0 —@—

1 4 7 10

As desired: can be for testing between recommended visits/refills

1ant aut aml gt ot gt

0

Months since PrEP initiation

1 4 7 10
Slide adapted from Katrina Ortblad

Source: Consolidated guidelines on differentiated HIV testing services

aidsmap

HIV testing requirernents must be simplifisd for
injectable PrEP to have a future

W%’ER‘V World Health
%) Organization
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https://www.who.int/publications/i/item/9789240096394

*  WHO recommends systematic screening of all blood donations for HIV, as well as hepatitis B, hepatitis C, and syphilis among others, before use in clinical
care.

* This is generally a high impact investment and should be maintained.
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WEBINAR SERIES

TEST. ADAPT. DELIVER.
HIV Testing Services in

a Shifting Landscape

Mavigating change, driving innovation and delivering
impact in HIV testing services and beyond.

)
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Fea

Each session will be conducted with simultaneous interpretation in English and in French.

May 12, 2025
12:30 pm - 2 pm CAT/CET

May 15, 2025
2 pm = 330 pm CAT/CET

June 12, 2025
2 pm = 3:30 pm CAT/CET
June 26, 2025
2 pm = 3:30 pm CAT/CET
July 9, 2025
2 pm = 3:30 pm CAT/CET
August 7, 2025
2 pm = 3:30 pm CAT/CET
September 4, 2025
2 pm = 3:30 pm CAT/CET
October 9, 2025
2 pm = 3:30 pm CAT/CET
November 13, 2025
2 pm = 3:30 pm CAT/CET

Prioritizing High-Quality, Low-Caost Diagnostics to Sustain HIV Testing
Services

Elimination: Maximizing the Impact of HIV Testing for Pregnant and
Postpartum Women

Operationalizing Facility-Based HIV Self-Testing: Launch of the
Implementation Toolkit and Training Modules

Launching of Budgeting and Resource Planning Guidance for Implementing
Virtual Interventions as Part of HIV Responses

Closing the Gaps: Launch of a Network-Based Testing Toolkit to Expand
HIV, Hepatitis, and STI Testing Reach

Innevating with HIV Self-Testing for Impact In Southern Africa: Lessons
Learned from the STAR (Self-Testing Africa) Initiative

Supporting PrEP Access: HIV Self-Testing in Uptake and Scale-Up

Advancing Testing Quality: Launch of the WHO Management System
Toolkit for Non-Laboratory Settings

Delivering HIV Testing Services in a Changing Environment: Planning,
Prioritization, and Maintaining Access

For mare information about this webinar series,

Save the date!

More content available and coming soon

More WHO webinars on strategic adaptations for efficiency
and savings for HIV testing

Reqister here

Need more support?

— Connect with the testing team
johnsonc@who.int
* msimangaradebeb@who.int

barrdichiaram@who.int

baptistac@who.int

73X World Health
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https://us02web.zoom.us/webinar/register/WN_w7Yq1aE5Sb2yOQAd5CKl8g#/registration
mailto:johnsonc@who.int
mailto:msimangaradebeb@who.int
mailto:barrdichiaram@who.int
mailto:baptistac@who.int
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Source: WHO cataloque 2025; WHOQO tool kit 2021

Clinical Clinical .
No. |[Product name Manufacturer Sensitivity (%) | Specificity (%) Price per test
1 |MERISCREEN HIV 1-2 WB Meril Diagnostics Pvt. Ltd. 99.4 99.9 USS$ 0,74
STANDARD Q HIV 1/2 Ab 3-Line Test SD Biosensor, In USS 0.72
2 QHV1/ ' osensor, fn¢ 100 99.3 >
First Besponse HIV1-2.0 Card test Premier Medical Corporation Private Limited UssS 0,75
3 |(Version 2.0) 100 100
ONE STEP Anti-HIV (1&2) Test InTec PRODUCTS, INC USS 0.55
4 HHIV (182) 100 100 >
One Step HIV1/2 Whole .
5 |Blood/Serum/Plasma Test Guangzhou Wondfo Biotech Co., Ltd 100 100 USS 0.68
6 |Genie Fast HIV 1/2 Bio-Rad 100 98.5 EUR 1.2
Diagnostic kit for HIV (1+2) antibody . . . .
(colloidal gold) V2 Shanghai Kehua Bio-engineering Co., Ltd USS 0.70
7 100 100
WH O cata I og u e Determine HIV Early Detect Abbott Diagnositcs Medical Co. Ltd. USs$ 0.9
8 100 99.4
p ri ces M ay 2 02 5 9 |DPP HIV 1/2 Assay Chembio Diagnostic Systems Inc. 100 99.9 USS 2.75
) OraQuick HIV 1/2 Rapid Antibody Test OraSure Technologies, Inc. USs 3.0
10 99.1 99.8
Rapid Test for Antibody to HIV (Colloidal o . .
11 |Gold Device) Beijing Wantai Biological Pharmacy Enterprise Co. 100 98.5 USS 0,53
12 |SURE CHECK HIV 1/2 Assay Chembio Diagnostic Systems Inc. 99.8 99.9 Uss 2.1
ABO.N HIV1/2/0 Tri-Line HIV Rapid Test ABON Biopharm (Hangzhou) Co. Ltd. USS 0.71
13 |Device 100 99.7
INSTI HIV-1/HIV-2 Antibody Test Biolytical Laboratories, Inc. uss 2,79
14 100 99.7
15 |Bioline HIV-1/2 3.0 Abbott Diagnostics Korea Inc 100 99.7 USS$ 0.82
16 |Uni-Gold HIV Trinity Biotech Manufacturing Ltd. 99.8 99.9 EUR0.71
17 |HIV 1/2 STAT-PAK Chembio Diagnostic Systems Inc. 99.5 100 Uss 1.2
Determine HIV-1/2 Abbott Diagnositcs Medical Co. Ltd. USDS 0.90
18 100 98.9
l 19 Geenius HIV 1/2 Confirmatory Assay Bio-Rad 100 973 EUR 17.5
, v World Health : —— : :
\\‘l ‘|) Ol’ga nl Zatlon 20 [TrinScreen HIV Trinity Biotech Manufacturing Ltd. 100 100 uUsDS 0.75
\.\
Panbio HIV Abbott Rapid Diagnostics Jena GmbH Uss 1,2
21 100 99,7



https://intranet.who.int/tools/wcat/Categories.aspx?catid=71738
https://www.who.int/tools/optimizing-hiv-testing-algorithms-toolkit

What is a quality-assured HIV test?

Key background and terminology

Test shown to meet performance and quality standards by a
recognized and responsible regulatory authority and/or WHO
prequalification

Test meets minimum international standards
—  Minimum 99% sensitivity and 98% specificity

— Can be used together to achieve 299% positive predictive
value

Additional resources

— WHO PQ Reports: htips://extranet.who.int/prequal/vitro-
diagnostics/prequalification-reports

— WHOPQTSS:
https://iris.who.int/bitstream/handle/10665/341653/9789240020801-eng.pdf

— Global Fund QA Policy for IVDs:
https://www.theglobalfund.org/media/hc5hxug2/psm qa-medical-
devices policy en.pdf

—  GHTF: https://www.imdrf.org/sites/default/files/docs/ghtf/final/sg1/procedural-
docs/ghtf-sg1-n045-2008-principles-ivd-medical-devices-classification-
080219.pdf

— IMDREF: https://www.imdrf.org/

72X World Health
# Organization

What does A1, A2, A3 mean?

« A1 = First test in testing strategy and algorithm

— These tests are optimized for sensitivity to ensure
they detect a high number of people with HIV

— These tests “rule in” potential infection
— After A1, confirmatory testing is essential

« A2/A3= Second and third test in testing strategy and
algorithm

— These tests are optimized for specificity to ensure
that the people diagnosed truly have an HIV
infection

— These tests “rule out” HIV infection

— 3-tests have been shown to be needed based on
current HIV epidemic to achieve minimum positive
predictive value for all people being tested

 Additional resource
—  WHO 2024: https://www.who.int/publications/i/item/9789240096394



https://extranet.who.int/prequal/vitro-diagnostics/prequalification-reports
https://extranet.who.int/prequal/vitro-diagnostics/prequalification-reports
https://iris.who.int/bitstream/handle/10665/341653/9789240020801-eng.pdf?sequence=1&isAllowed=y
https://www.theglobalfund.org/media/hc5hxug2/psm_qa-medical-devices_policy_en.pdf
https://www.theglobalfund.org/media/hc5hxug2/psm_qa-medical-devices_policy_en.pdf
https://www.imdrf.org/sites/default/files/docs/ghtf/final/sg1/procedural-docs/ghtf-sg1-n045-2008-principles-ivd-medical-devices-classification-080219.pdf
https://www.imdrf.org/sites/default/files/docs/ghtf/final/sg1/procedural-docs/ghtf-sg1-n045-2008-principles-ivd-medical-devices-classification-080219.pdf
https://www.imdrf.org/sites/default/files/docs/ghtf/final/sg1/procedural-docs/ghtf-sg1-n045-2008-principles-ivd-medical-devices-classification-080219.pdf
https://www.imdrf.org/
https://www.who.int/publications/i/item/9789240096394

	Slide 1: WHO Operational Guide:  Prioritizing the HIV package of care aligned to the national context 
	Slide 2: Upcoming publications on priority setting
	Slide 3: Sustaining HIV, viral hepatitis and STI priority services in a changed funding landscape: An operational guidance 
	Slide 4
	Slide 5: The guidance adopts a systems approach, recognizing that service delivery decisions occur within and affect broader health system functions. 
	Slide 6: 3. Priority-setting steps  PRIORITE framework
	Slide 7
	Slide 8: As programmes adapt due to funding changes, pharmacy-based testing and  self-care can be cost-effective
	Slide 9:  PHC and HIV –  Shared Principles, Common Challenges, Convergent Actions 
	Slide 10
	Slide 11: Expert Engagement 
	Slide 12
	Slide 13
	Slide 14: TIER 1: ESSENTIAL
	Slide 15: TIER 1: ESSENTIAL
	Slide 16: TIER 1: ESSENTIAL
	Slide 17: Lessons Learned and key aspects to consider
	Slide 18:   Global HHS  and HF Technical support focal points 
	Slide 19: Thank You!
	Slide 20: Questions from the presenter to the Audience
	Slide 21: Resources:
	Slide 22: Resources:
	Slide 23: Annexes
	Slide 24: Navigating the health financing emergency
	Slide 25: System-wide actions to navigate the health financing emergency
	Slide 26: Resources to support global and country-led priority-setting
	Slide 27: The scoring sheet
	Slide 28: Criteria information sheets exist for two criteria to facilitate a consistent understanding
	Slide 29: Implementing the assessment
	Slide 30: Criteria for consideration
	Slide 31: Scoring system
	Slide 32: Organizing the appraisal
	Slide 33: Prioritizing Low-Cost and Effective Differentiated HIV Testing Services 
	Slide 34
	Slide 35
	Slide 36: Reduced funding and policy shifts impact HIV services
	Slide 37: Understanding HIV Testing programme costs
	Slide 38:     Prioritize & Adopt low cost HIV Testing services 
	Slide 39:  Prioritize & Adopt low cost HIV Testing services Low-cost first test (A1) in algorithm  will have greatest impact on savings
	Slide 42:             Leverage HIV self-test (HIVST) to mitigate limited stock and limited human resources  
	Slide 43:             Leverage HIV self-test (HIVST) to mitigate limited stock and limited human resources  
	Slide 44:         Leverage HIV self-test (HIVST) to mitigate limited stock and limited human resources  
	Slide 45:  Key WHO actions on HIV testing commodities 
	Slide 46:      Additional strategies to support cost-effective HIV testing 
	Slide 47:        Additional strategies to support cost-effective HIV testing Pharmacy-based testing and self-care can be cost-effective
	Slide 48:       Prioritize populations for HIV testing when resources are limited
	Slide 49:     Optimize HIV retesting strategies to improve efficiency and impact
	Slide 50:         Adapt community-based testing services in response to funding constraints and changing feasibility 
	Slide 51:     Continue HIV testing for PrEP and PEP programs   
	Slide 52:    Maintain HIV screening protocols for blood donations   
	Slide 53: Save the date!
	Slide 54
	Slide 55: WHO catalogue  prices, May 2025
	Slide 56: Key background and terminology 

