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Strategic HIV Service Prioritization
for Impact in a Changing Financial Context

From Prioritization to Sustainability

Tuesday, Septemlber 30, 2025




Welcome/Bienvenue

* Be sure you have selected the
language of your choice using the T
“Interpretation” menu on the bottom English

French

of your screen.

Mute Original Audio

e Assurez-vous d’avoir sélectionné la

langue de votre choix a I'aide du menu § @x
nterpretation
Dr. Maureen Syowai <<Interprétation>> en bas de votre
Program Director )
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Housekeeping

* 90-minute webinar with framing presentations followed by a panel discussion with Q&A
* Please type questions in the Q&A box located on the toolbar at the bottom of your screen

e If you would prefer to speak, please use the “raise hand” function on the toolbar and we
will unmute you so that you have control of your microphone

* If you are a French or English speaker, please ask your question in your language of choice
and the interpreters will translate as needed

e Slides and recordings will be available on the CQUIN website (cquin.icap.columbia.edu)

Raise Hand

THE

The HIV Network for Coverage, Quality and Sustainable Impact icqp Global SEQWUOIRhKl


http://www.cquin.icap.columbia.edu/

Agenda

1. Introductory Remarks: Maureen Syowai, ICAP in Kenya

2. Framing Remarks: Findings from the preliminary analysis of HIV service
prioritization across CQUIN member countries — Onyekachi Ukaejiofo,
ICAP/CQUIN

3. Country Spotlight:

- Nigeria: Jonathan Modugu - NASCP, Ministry of Health, Nigeria
- Kenya: Newton Omale - NASCOP, Ministry of Health, Kenya

4. Panel Discussion/Q&A

5. Closing Remarks
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Presenters/Panelists

o~ %

Onyekachi Ukaejiofo Jonathan Modugu Newton Omale
Regional Clinical and QI DSD/AHD/ART Specialist Manager- Partnerships &
Advisor ICAP in Nigeria NASCP, Nigeria Grants

NASCOP, Kenya
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Findings from the preliminary
analysis of HIV service prioritization
across CQUIN member countries

Dr. Onyekachi Ukaejiofo
Regional Clinical and QI Advisor
ICAP in Nigeria




Ouvutline

* Overview of HIV Service Prioritization

* Tools in Support of HIV Service Prioritization
* Prioritization Findings

* Emerging Themes

* Additional Considerations

* Country Next Steps
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HIV Prioritization:
Overview
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Overview: Why this, why now?

e Jan 2025: Executive Stop-Work Order (SWO) issued. %

* Feb-present: Impact: System-wide disruptions I

*  Workforce: At least 140,000 HRH layoffs/redeployments RE;JFI\‘I'JI%U[?%"I[‘T% [ﬁgﬁ}}]{{ﬁ#}qﬁﬂgﬁ
« Data systems: Delayed HIV reports; EMR halted o o ’

* Supply chain: Forecasting delays; last-mile breaks; sample transport disruptions;
ARV stock-out risk

* Service delivery: KP testing paused; HIVST distribution down; rapid ART st s T Ut S e s e o
initiation delayed; 6MMD downgraded to 3MMD to protect ARV stock; VL I v e e v oot e ety i
testing coverage/frequency reduced

* June 2025: Response

« CQUIN convened member countries to design resilient minimum HIV | mismmme
service packages through a structured HIV service prioritization exercise. s G Ao <o 4
 Countries used a 0% & 50% external funding scenario. Of note-countries B g Raapgetarvaaal ity .
made these decisions before knowing what their HIV budgets will look like
as a proactive approach to sustaining essential HIV services amid fiscal e s e i

uncertainty.
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Global Tools to Support Couniry Response

UNAIDS Resources

HIV Response Sustainability

Holistic framework to sustain impact of the HIV
Response by and beyond 2030

Five Domains to guide identifying transformations
required to sustain impact

Sustainability approach starts by knowing your epidemic

Careful consideration of current accomplishments,
future needs

A tailored response will be critical to identify the human,
political, programme, policy and financial resources
required

Adopting a principle of removing inequalities in all
services and systems allow HIV programmes and
other programmes achieve their targets

Country-led, participatory with communities and people
living with HIV at the center of design and
implementation

SERVICES AND
SOLUTIONS.

All countries engage in sustainability discussions —
transformations take time and resources

UNAIDS, 2024)

Rapid AIDS Response Financing Tool
(RAFT)

UNAIDS Guidance for Developing an Emergency Plan During the 90-
day Pause on all U.S Foreign Assistance and Accelerating
Implementation of the National HIV Response Sushinability Roadmaps

Working Draft for Discussion
26 February 2025

WHO operational guidance

@) i
Sustaining HIV, viral
hepatitis and STI priority
services in a changing
funding landscape:
operational guidance

Department of Global HIV, Hep: nd Sexually
Transmitted Infections Programmes

Component

CQUIN Modified TIER Tool

HIV TREATMENT SERVICES

Intervention

‘With 0% external funding s current e

Keep or | plamnedr
drop  [wfundeaby
rormuse o

(ART continuity

Provide Uninterrupted ART treatment to ALL people who are already on ART, all populations and
all regimens

Provide a minimum of 3MMD for all, unless cinically unwell (including re-engaging clients) with
6MMD preferred for those estabiished on ART (for all over 5-years of age)

annual qualty dlinical review f established on ART and virally suppressed with
longest scripting period allowed 6-12

Enroll eligible dients in less-intensive DSD models

Sustain individual DSD models based at facilties

Sustain individual DS models for key populations not based at facilties

‘Sustain group DSD models managed by chents

‘Sustain group DSD models for adolescents managed by healthcare workers

Susatin individual DSD models not based at facilties

Sustain group DSD models managed by healthcare workers

‘Actively support transfer all dients from faciities that are dosing to preferred public sector fadi
with same day continuation of ART, minimum 3MMD, offer less-intensive DSD model without
required transfer

Contnuity OT
brophylaxis

Provide cotrimoxazole prophylaxis to adults Stage 3 and 4 or CD4 <350. Note recommendation
when to stop

Provide cotrmoxazole tp adults in settings where malaria and/or severe bacterial infections are
highly prevalent, co-trimoxazole prophylaxis should beinitiated regardiess of CD4 cell count or
ote.

Provide cotrimoxazole to patients living with HIV and T8

Provide to children living with HIV; Note on when to stop

Provide cotrimoxazole to HIV exposed infants; Note recommendation when to stop

Provide secondary fluconazole prophylaxis (maintenance); Note recommendation on when to

RT Eton (and

stop
Initiate children under 5 years

Initiate pregnant and breastfeeding women

Initiate those with dinical signs and symptoms of HIV/AIDS or CD4<200 if known (AHD)

Initiate all people testing positive for HIV (new and re-engaging) and transferring

Tnitiate all people testing positive for HIV - stage 3 or 4 or f CD4 known or baseline CD4 (CD4
nadir) below 200/350/500

Initiate all people testing positive for HIV - stage 1 or 2 or if CD4 known or baseline CD4 (CDA
i2dir) above 200/350/500

ViralToad
monitoring

Provide VL testing for those presenting with signs and symptoms of treatment failure

Provide VL testing clents with a previously elevated viral load (VL>1000 copies/m), perform viral
load after 3 months

rovide first viral load to ensure resul is avalable by 6 months on ART enabling earlier DSD

The PATHS:
The Planning and Action Toolbox for HIV

Sustainability

Global Fund Reprioritization

GC7 Reprioritization
and revision of grant activities

The Global Fund is working with Country Coordinating Mechanisms (CCMs) and Principal
Recipients (PRs) to reprioritize grant activities in Grant Cycle 7 (GC7) to safeguard and enable
lifesaving interventions.

Due to the current challenging funding landscape for global health, GC7 allocations are being
reduced to adjust to this new reality, requiring PRs to go through grant reprioritization and
revision exercises. Some countries may need to reprioritize beyond Global Fund grants,
planning health programs holistically. Reprioritization decisions must be made considering all
sources of funding available: domestic and external

These decisions are an opportunity to build momentum on integration, cost effectiveness and
sustainability of HIV, TB and malaria programs, in support of countries' primary health care
services and health and community systems.

GC7 reprioritization and revisions will build a solid foundation for Grant Cycle 8.

To ensure meaningful stakeholder engagement in this process, the Global Fund is
encouraging CCMs to plan meetings with all members to discuss reprioritization

The IAS TIER tool:

Tool for Intervention Evaluation and Ranking

The PATH - Planning and Action
Toolbox for HIV Sustainability

What is it?
+ Arapidly deployable compendium of
resources

Who is it for?
» National governments

What'’s the objective?

* Support responding to unexpected
reductions in HIV funding by enabling
swift reassessment and reorganization of
HIV systems and services

The TIER tool - Tool for Intervention Evaluation and Ranking

« Astructured framework for prioritizing components of an HIV programme, including HIV
testing, treatment and prevention

+ Includes illustrative examples of prioritization in four scenarios:
Scenario 1: A high-burden country in Eastern or Southern Africa achieving 95-95-95 targets across all
populatians

Scenario 2: A high-burden country in Eastern or Southern Africa achieving the targets but nat across all
populations
Scenario 3: A high-burden country in Eastern or Southern Africa achieving the targets but not across all
populations

Scenario 4: A low-burden country in Western Africa not yet achieving one or more of the 95-95-95
targets

+ For each scenario, a suggested prioritized list of interventions is provided
across key programme areas

+ Each intervention is rated as NN, Standard or BEtimal

7




Method

Prioritization Resources:

UNAIDS Resources: UNAIDS Sustainability Road Map and UNAIDS Rapid AIDS Response Financing
Tool (RAFT)

WHO Operational Guide: Prioritizing the HIV package of care aligned to the national context
Global Fund GC7 Grant Reprioritization resources
IAS PATHS: The Planning and Action Toolbox for HIV Sustainability

IAS TIER tool: Tool for Intervention Evaluation and Ranking

§

CQUIN-modified TIER tool
ICAP list of streamlined M&E indicators and prioritization worksheet

Funding Scenario approach: Mainly two external funding scenarios - 0% and 50%

HIV Service Interventions: Service interventions across prevention, testing, and treatment
Decision categories:

Keep (no change): maintain scope, cadence, and platform

Keep (modify): defined adjustments such as cadence of lab tests
Drop: discontinue the service

Not applicable: not in national scope / not offered
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https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fsustainability.unaids.org%2F&data=05%7C02%7Cks3265%40cumc.columbia.edu%7C670f3ef8089c405c773e08ddb7defc8c%7Cb0002a9b0017404d97dc3d3bab09be81%7C0%7C0%7C638868890595305502%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=699RPE6N3Cupuntk3SJWlOrNKHLbsEA7o%2B9gAabyj3w%3D&reserved=0
https://cdn.who.int/media/docs/default-source/hq-hiv-hepatitis-and-stis-library/sustaining-hiv--viral-hepatitis-and-sti-priority-services-in-a-changing-funding-landscape_pre-launch.pdf?sfvrsn=a7d3ea3f_6&download=true
https://cdn.who.int/media/docs/default-source/hq-hiv-hepatitis-and-stis-library/sustaining-hiv--viral-hepatitis-and-sti-priority-services-in-a-changing-funding-landscape_pre-launch.pdf?sfvrsn=a7d3ea3f_6&download=true
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fresources.theglobalfund.org%2Fen%2Fupdates%2F2025-06-06-gc7-grant-reprioritization%2F&data=05%7C02%7Cks3265%40cumc.columbia.edu%7C670f3ef8089c405c773e08ddb7defc8c%7Cb0002a9b0017404d97dc3d3bab09be81%7C0%7C0%7C638868890595326399%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=trLG18XcGYnRXLeRIa8WIrUoz18mnUl%2FrMNuBxA1OJ4%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.differentiatedservicedelivery.org%2Fwp-content%2Fuploads%2FPATHS_26June.pdf&data=05%7C02%7Cks3265%40cumc.columbia.edu%7C670f3ef8089c405c773e08ddb7defc8c%7Cb0002a9b0017404d97dc3d3bab09be81%7C0%7C0%7C638868890595443258%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=uEWm3TzYSio%2BL19i8AahMr%2FkoJwAY%2BgDZJcIifvM2u0%3D&reserved=0
https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.differentiatedservicedelivery.org%2Fwp-content%2Fuploads%2FTIER_version-26-June-2025-1.xlsx&data=05%7C02%7Cks3265%40cumc.columbia.edu%7C670f3ef8089c405c773e08ddb7defc8c%7Cb0002a9b0017404d97dc3d3bab09be81%7C0%7C0%7C638868890595465118%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=66cDu1%2F6tGWDcb91PBsMCoxVUsbEmqAA0b51BiuTCEY%3D&reserved=0

Network Couniry Participation

Network Participation

* Submitted outcomes - 16 countries

 Completed prioritization, but yet to submit the findings - 3 countries
* Not yet conducted prioritization - 2 countries

External funding scenario selection:

e 14 out of 16 countries completed the 0% scenario (exceptions: Kenya
and Liberia)

* 14 out of 16 countries completed a scenario with 250% scenario
(exceptions: South Africa and Zambia)
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Prioritization Analysis

e Data submission and review: Country submissions were systematically
collated, cleaned for consistency, deduplicated to remove overlaps, and
validated for accuracy.

e Gap identification: Any missing entries were flagged to preserve
transparency and highlight areas requiring follow-up/clarification.

* Visualizations: The analysis was visualized and summarized through
multiple lenses to support interpretation.
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Prioritization Findings
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Infant PEP HR 0-6w
Infant PEP HR 6-12w
Infant PEP LR

Facility PEP (guidelines)

Facility condoms/lube
KP condom points

Facility PrEP KP 3MMD/6m
Facility PrEP PBFW 3MMD/6m
Facility PrEP others 3SMMD/6m
Annual PrEP review

PrEP review 6-monthly
Facility PrEP DSD-indiv
Out-facility PrEP DSD

Virtual PrEP refills
Adherence/risk counselling

Start PrEP PBFW self-ID
Start PrEP PBFW at-risk
Start PrEP KP

Start PrEP others self-ID
est post-start 1-3m

PrEP demand creation

Continue DVR PrEP

PrEP start education
Facility-first NSP+naloxone

Continue OAMT refills (PWID)
Initiate/continue OAMT (PWID
argeted VMMC scale-up

Results: All countries- Prevention

External Funding Scenario: 0% (N=14) External Funding Scenario: 250% (N=14)

BUR CAM ESW ETH GHA LES MOZ NIG SEN SL SA TZ UG ZAM BUR CAM ESW ETH GHA KEN LES LIB MOZ* NIG SEN SL TZ UG
Infant PEP HR 0-6w

| Infant PEP HR 6-12w ]
] Infant PEP LR ]
Facility PEP (guidelines)
Community PEP (GBV/KP)
Facility condoms/lube
KP condom points
Community condom points
Facility PrEP KP 3MMD/6m
Facility PrEP PBFW 3MMD/6m
Facility PrEP others 3SMMD/6m In both external fundi ng

Annual PrEP review

PrEP review 6-monthly scenarios, countries show
Facility PrEP DSD-indiv . . . e
Out-facility PrEP DSD confidence in maintaining
Virtual PrEP refills prevention services. Most
Adherence/risk counselling .
Continue DVR PrEP countries reported few
deprioritized prevention
services, except for one

Continue LAI PrEP
Start PrEP PBFW self-ID
country.

Start PrEP PBFW at-risk
Start PrEP KP

Start PrEP others self-ID
est post-start 1-3m
PrEP demand creation
Continue DVR PrEP
Continue LAI PrEP
PrEP start education
Facility-first NSP+naloxone
Community NSP+naloxone
Continue OAMT refills (PWID)
Initiate/continue OAMT (PWID
argeted VMMC scale-up

THE
oy Global CQU I N

[Drop |
qu Heath NETWORK
| MissingData |



Blood product screening
Symptomatic testing (entry)
ANC first test

ANC late retest

Postnatal PBFW 6-monthly
HEI 6w/6-9-18m EPI

B clients (newly diagnosed)
TB clients (presumptive TB)
STi clients (new STI)

Hep B/C (new)

Inpatient (new admission)
Children in malnutri

EPI child post-screen

FP initiation clients

FP <25 init+annual

FP init+biennial+change

Self-initiated HIVST (annual)
VCT/HIVST any frequency
PrEP users im+6m

PrEP users 1m+3m

PN EPN +HIVST/FBT

PN APN +FBT (virtual)

PN APN +community test
Female index: child FBT/HIVST
Female index: child CBT

PN EPN +HIVST (VL>1000)

PN EPN +HIVST FP/ANC<25
PN EPN +HIVST (FP/ANC)

Results: All countries- Testing

External Funding Scenario: 0% (N=14)

BUR CAM ESW ETH GHA LES MOZ NIG SEN

SL

SA

Tz

UG

HEbithtest |
PNAPN

PN EPN +HIVST (FP/ANC)
K

External Funding Scenario: 250% (N=14)
BUR CAM ESW ETH GHA KEN LES

LIB MOZ*

NIG SEN

SL

Tz

UG

In both external funding
scenarios, countries express
confidence in maintaining
testing services. Most
countries reported only a few
deprioritized prevention
services, except for two
countries in 0% external
funding scenario.

Keep (No Change)
Keep (Modify)

Not applicable
| [MissingData |
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Results: All countries- Treatment

External Funding Scenario: 250% (N=14)
SO M A R CAM ESW  ETH  GHA KEN  LES

External Funding Scenario: 0% (N=14)

BUR CAM ESW ETH GHA LES MOz NIG SEN SL SA 12 UG LB MOZ* NIG SEN

ART contin

prophylaxis

o
<
=
S

2
c
S
S

°
@

o

©
=

s

AHD package anagement

Integration

Tracking and

Psychosocial

support/
Counse

g

Enroll less-inten: DSD
Maintain community DSD-indiv
n

Ini
Initiate symptomatic/AHD

[ Home tracenignrise |
[Home trace >28amisses |

Psychosocial

Tracking and

ART continuity

anagement]

support/ Integration | AHD package

Counselling

= (= [
2 (8|8
s |3 |3
2 (8 |8
ENENES
2 2
< 5 |2
= 2|8
% |53
a 3
ES

tracing

errupted ART for all

Annual clinical review

nroll less-intensive DSD

laintain facility DSD-indiv
laintain community DSD-indiv KP
laintain client-managed groups
laintain adolescent groups (HCW]
laintain community DSD-indiv
laintain DSD groups (HCW)

ctive transfer same-day 3MMD
TX adults $3/4/CDA4<350

TX for HIV/TB

TX for CLHIV.

TX for HEI
luconazole secondal

2 K
£ o
B &
A £
o @
© =
2

2

S

nitiate PBFW

L for suspected failure
Repeat VL at 3m

irst VL by 6m

rst VL (no prior)
Pregnant: VL at ANC/3m
Pregnant: VL 34-36w
B VL 3m+6mly

= ESENES
3|5 [
2 (2 [
el e
S [6 (2
NINES
cIERH
SI2R

28

= |5

z |5

=

1=
S
£
£l
8

2 |2

<

=

@

L annuall

5
4
K
2

Resistance test per guide!
pert for symptomatic
B treatment
per regimen
RAG for symptomatic
ptococcal treatment
AM S3/4 seriously ill
RAG S3/41PD
D4 53/4 new or >90d
D4 51/2new or >90d
AM $1/2CD4<200
RAG $1/2 CD4<200
luconazole pre-emptive
PV screen never-screened
pertension integration

amily planni

IAC annually WLHIV
onfirm contacts each visit
Phone trace abnormal labs

Phone trace >28d missed

4 4 EEAES
H 5 5 = >
o g s
= ] 2
H i H
i 5 s
= EX I

= <

3 i3

= H

B ] 2
= H g
B H

B z

3

lome trace abnormal labs

v

N
%
14
2

RT start literacy

\dherence assessment visits
L and DSD prep

AC for high VL

hild disclosure suj

Countries have the most
confidence in sustaining
Treatment services, as shown
by more dark green indicators
in both funding scenarios
compared to prevention or
testing. De-prioritized
treatment services remain
limited, except in two
countries under the 0%
external funding scenario.

Keep (No Change)
Keep (Modify)

Not applicable
| [MissingData |
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HIV PREVENTION SERVICES

Distribution of outcomes by domain- Prevention

External Funding Scenario: 0% (N=14)

oy
[~

[
'

External Funding Scenario: 250% (N=14)

HIV PREVENTION SERVICES

e Funding Stability: Countries plan
to keep prevention services
despite a lack of external funding.
e Impact of More Funding: More
services are prioritized as funding
grows to 50% and beyond.

* Deprioritized (Dropped)
Services: The count of
deprioritized prevention services
drops by 52% with higher funding
>50%.

Keep (No Change)
Keep (Modify)
Drop

Not applicable
Missing Data

iCGp CQUIN



Distribution of outcomes by domain- Testing

External Funding Scenario: 0% (N=14) External Funding Scenario: 250% (N=14)

HIVTESTING SERVICES

1

2 3 4 5 6 T 8 8 10 11 12 13 14 1 F 3 4 5 6 7 8 9 10 11 12 13 14

HIVTESTING SERVICES

e Prioritization: Most countries
kept testing services a priority.

¢ Increased Funding: A 50%
external funding boost led to more
testing services being prioritized.

e Deprioritized (Dropped)
Services: Deprioritized testing
services fell by 49% with increased
funding.

Keep (No Change)
Keep (Modify)
Drop

Not applicable
Missing Data
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Distribution of outcomes by domain- Treatment

External Funding Scenario: 0% (N=14) External Funding Scenario: 250% (N=14)

3 4 5 & 7 a8 -] 10 11 12 13 14 5 -] 7 a8 k-] 10 11 12 13 14

e Treatment is the most
protected domain in all
funding scenarios.

e Deprioritized
(Dropped) Services: The
count of deprioritized
treatment services
dropped by half (82 to
41) with higher funding
>50%.

HIV TREATMENT SERVICES

HIV TREATMENT SERVICES

Keep (No Change)
Keep (Modify)
Drop

Not applicable
Missing Data
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Prevention: What Countries Are Prioritizing

Facility PEP (guidelines)
Infant PNP HR 0-6w

PrEP start education

Infant PNP HR 6-12w
Adherence/risk counselling
Facility condoms/lube

Test post-start 1-3m

Start PrEP KP

Facility PrEP PBFW 3MMD/6m
Start PrEP PBFW self-ID
Facility PrEP DSD-indiv

Start PrEP PBFW at-risk

PrEP demand creation
Facility PrEP KP 3MMD/6m
Targeted VMMC scale-up
Infant PEP LR

Continue OAMT refills (PWID)
Annual PrEP review

Continue LAI PrEP
Initiate/continue OAMT (PWID)
PrEP review 6-monthly
Community condom points
Continue LAI PrEP

Start PrEP AGYW self-ID
Community PEP (GBV/KP)
Qut-facility PrEP DSD

KP condom points

Continue DVR PrEP
Community NSP+naloxone
Facility-first NSP+naloxone
Start PrEP others self-ID
Continue DVR PrEP

Facility PrEP others 3SMMD/6m
Virtual PrEP refills

HIV Prevention Services
Ext. Funding Scenario: 0% (N=14) Ext. Funding Scenario: 50% (N =14)
— G ) I | A
I  § | I | I B
(1)) 0] I
({0 i 2
D) | I 5]
(1) N 0 11
(1)) I
()] I
()] I
()] I
1) I
(1)) I
D) ] I
(D) | (]
(1) D]
(D) | I
() |
1)

()
(3]
I () I

(0]
D]
I\
(3} |
L [0)
I ) -
(3]
(3]
L [J)
L (4)
(0]

Keep (No Change)
Keep (But Modify)

Top 5 interventions prioritized by countries
(0%/50%)
Facility-based PEP:
Infant prophylaxis (high-risk, 6w):
PrEP education & risk-reduction at initiation: f{eJAN!
Infant prophylaxis (high-risk, 6—12w):
Adherence/ Risk counselling:

Top 5 de-prioritized interventions (0%/50%)
Community condom points (all populations):
Out-Facility PrEP DSD:

Facility PrEP others 3SMMD/6m:
Community NSP+naloxone: ¥

Facility-first NSP+naloxone: ej§
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Prevention: What Countries Are Prioritizing

Most Prioritized HIV Prevention Services (Top 5)

Top 5 interventions prioritized by countries
Ext. Funding Scenario: 0% (N =14) Ext. Funding Scenario: 50% (N =14) 0% 50% )

Facility-based PEP:

Infant prophylaxis (high-risk, 6w):

PrEP education & risk-reduction at initiation: f{eJAN!
Infant prophylaxis (high-risk, 6—12w):
Adherence/ Risk counselling:

Top 5 de-prioritized interventions (0%/50%)

Facility PEP (guidelines)

Infant PNP HR 0-6w

Community condom points (all populations):
Out-Facility PrEP DSD:
Facility PrEP others 3SMMD/6m:

Community NSP+naloxone: ¥

PrEP start education I (10) 11

Infant PNP HR 6-12w o | | . Facility-first NSP+naloxone: EJ

Adherence/risk counselling H (7) 12 ‘ THE

icap s ST




Prevention: What Countries Are De-

Prioritizing

Most De-Prioritized HIV Prevention Services (Top 5) o] erventions pric aC

Community condom points

Out-facility PrEP DSD

Facility PrEP others 3MMD/6m

Community NSP+naloxone

Facility-first NSP+naloxone

Ext. Funding Scenario: 0% (N =14) Ext. Funding Scenario: 50% (N =14)

Drop g ®
PrEP ed on & ed 0
4 DIrop 2 0

O PrEP DSD: ¥zl

PrEP othe D/6
/ 0 b+naloxone: EY&
P+naloxone: B



Testing: What Countries Are Prioritizing — RERRCHIEEAN LU TR
Symptomatic testing (all entry points):

PR :m . ANC first test: jlNE]
< I e PRTHIVST Blood product screening: -13 JAEY(UG missing at

HIV Testing Services
Ext. Funding Scenario: 0% (N =14) Ext. Funding Scenario: 50% (N =14)
[ ]

Female index: child FBT/HIVST

EPI child post-screen (1) 2 *
Children Insn::l::r::ftl:::t: :e:‘:::sl - : 0 % )
PMEPN +HIVST/FBT [ 11} |
B i — . Female index: child testing (FBT/HIVST): FPNEE
PNEPN +HIVST (VL>1000) 9] 0 [l
ereAPNSTET it — i : 5. EPI child post-screen: iKWaWi

PN APN +communitytest |

S nbieted VAT et e i . pp— . STI Clients (New STI): WK}

ANC late retest {1} )
Prisoners: Onentry/discharge L] _ﬂm—uu
AGYW SNT +HIVST (2} |
KP SNT+HIVST I - -
et e —— — Frequently de-prioritized (0% / 50%
Postnatal PBFW 6-monthly (1) | (1]
AGYW targeted outreach Ll — .
all outreach sites I —u+— — . RecenC teStln :
KP hig—ulollu me ou:'reLch I _— |2 | y g /
uAPRSFRT g ———— p——— . Men targeted outreach:
PN EPN +HIVST (955 STl-neg) I ] (1]
PN EPN +HIVST FP/ANC<25 1) ] _— (1] .
PIEP users imem S —— PN APN +community test:
TB clients (presumptive TB) . I -1
Children targeted outreach 3] - =
Menwofkplacetestlng - - I P r E P u Se rs 1 m +3 m :
Men targeted outreach

HIVST digital outreach

PN EPN +HIVST (STI-neg)
PN EPN +HIVST (FP/ANC)
ABYM targeted outreach
Prisoners entry/annual
CB HIVST points >15

FP <25 init+annual

FP initiation clients
Inpatient (new admission)
Recency testing

CB HIVST points 95-gap
FP init+annual

HEI birth test

VCT/HIVST any frequency
FP init+biennial+change

Female index: child community testing (CBT):
KP all outreach sites:

. ‘ THE mmm
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Testing: What Countries Are Prioritizing

Symptomatic testing (entry)

ANC first test

Blood product screening

Female index: child FBT/HIVST

EPI child post-screen

STl clients (new STI)

Most Prioritized HIV Testing Services (Top 6)

Ext. Funding Scenario: 0% (N =14) | Ext. Funding Scenario: 50% (N =14)

- : e d (0% / 50%
ptoma s 0 < oJe 14 / 14
A ™13 /13
Blood prod Tnllaldl13 / 13 g 3
0%
emale inde d testing (FB 12 /13
g d pc Y11 /12
S s 11/13
0 ge-pria o MU0/ U0
Rece esting: NS
en targeted outreach: S
PN AP 0 est: AR
PrEP use 4/3
emale inde d co esting (CBT): A}
P all outre M4 /3



Testing: What Countries Are De-Prioritizing  uelR il -8 LML EIEL
Symptomatic testing (all entry points):

Most De-Prioritized HIV Testing Services (Top 6) . ANC first test: jlE]
Ext.Fubaing Scendrio: 04 (N 14 xt. Funding Scenarlo: 50% (N =14) . Blood product screening: iEJEEI(UG missing at

0%)
Female index: child testing (FBT/HIVST): iRA/AE!

EPI child post-screen: (KW
STI Clients (New STI): (KIAE,

Recency testing

Men targeted outreach

Frequently de-prioritized (0% / 50%
Recency testing:
Men targeted outreach:
PN APN +community test:
PrEP users Im+3m:
Female index: child community testing (CBT):
KP all outreach sites:

PN APN +community test

PrEP users 1Im+3m

Female index: child CBT

KP all outreach sites

. ‘ THE mmm
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Top 6 Treatment Services prioritized (0% / 50%)
IR i 14 / 14

Treatment: What Countries Are Prioritizing

HIV Treatment Services

Ext. Funding Scenario: 0% (N =14) Ext. Funding Scenario: 50% (N =14)

TB treatment

Uninterrupted ART for all
Initiate all positives

Initiate symptomatic/AHD
Initiate <5 years

Annual clinical review
Initiate stage3/4 or CD4 low
Initiate stage1/2 (CD4 high)
Fluconazole pre-emptive
Cryptococcal treatment
CTX for HEI

CRAG for symptomatic
Enroll less-intensive DSD
MH screening high VL

LAM S1/2 CD4<200

CRAG S3/41PD

TB Xpert for symptomatic
Maintain DSD groups (HCW)
Maintain client-managed groups

Adherence assessments (review visits): jEFaY

ART start literacy:

Uninterrupted ART for all:

Initiate all positives (incl. re-engaging):
Confirm contacts each visit:

Frequently de-prioritized Services (0% / 50%
Maintain community DSD-indiv (KP):
Maintain community DSD-indiv (all):

Repeat VL at 3m LLV: repeat VL at 3 months: iy
CD4 S3/4 new or >90d — p
CRAG S1/2 CD4<200 m——— —

Phone trace high-risk

Active transfer same-day 3SMMD
Pregnant: VL at ANC/3m

Maintain adolescent groups (HCW)

VL annually if suppressed ——
Pregnant: VL 34-36w —c — —
-

Home trace >28d missed -

(3

Fluconazole secondary proph na
L (1) )
Breastfeeding: VL 3m+6mly v
L (3

PAP smear never-screened
LLV: repeatVL3m
Maintain community DSD-indiv KP

(D)

HPV screen (never-screened):
Home trace high-risk:
Home trace abnormal labs:

. ‘ THE mmm
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Treatment: What Countries Are Prioritizing Top 6 Treatment Services prioritized (0% / 50%)
TB treatment:

Most Prioritized HIV Treatment Services (Top 6 . Adherence assessments (review visits): {EFAE!
Ext. Funding Scenario: 0% (N =14) Ext. Funding Scenario: 50% (N =14) . ART start |iteracy; 13 / 14

TB treatment Uninterrupted ART for all: il

Initiate all positives (incl. re-engaging): IEFAE]
Confirm contacts each visit: [V
Adherence assessment visits
Frequently de-prioritized Services (0% / 50%
Maintain community DSD-indiv (KP):
Maintain community DSD-indiv (all):
LLV: repeat VL at 3 months:
HPV screen (never-screened):
Home trace high-risk:
Home trace abnormal labs:

ART start literacy

Uninterrupted ART for all

Initiate all positives

Confirm contacts each visit

. ‘ THE mmm
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Treatment: What Countries Are De- Top 6 Treatment Services prioritized (0% / 50%)
Prioritizing . TB treatment:
Most De-Prioritized HIV Treatment Services (Top 6) . Adherence assessments (review visits):
Ext. Funding Scenario: 0% (N =14) Ext. Funding Scenario: 50% (N =14) . ART start literacy:
Uninterrupted ART for all:
Initiate all positives (incl. re-engaging):
Confirm contacts each visit:

Maintain community DSD-indiv KP

Maintain community DSD-indiv

Frequently de-prioritized Services (0% / 50%
Maintain community DSD-indiv (KP):
Maintain community DSD-indiv (all):
LLV: repeat VL at 3 months:

HPV screen (never-screened):
Home trace high-risk:
Home trace abnormal labs:

LLV: repeat VL 3m

HPV screen never-screened

Home trace high-risk

Home trace abnormal labs

. ‘ THE mmm
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Harm reduction PrEP

Focus Areas: KP

Start PrEP KP

Facility PrEP KP 3MMD/6m
Facility-first NSP+naloxone
Community NSP+naloxone
Initiate/continue OAMT (PWID)
Continue OAMT refills (PWID)
KP condom points

Community PEP (GBV/KP)

KP SNT +HIVST
KP all outreach sites
KP high-volume outreach

CB HIVST points KP

Maintain community DSD-indiv KP

HIV PREVENTION- KP
Ext. Funding Scenario: 0% (N =14) Ext. Funding Scenario: 50% (N =14)

Top 5 most Deprioritized KP services in 0% and 50%

External Funding Scenarios:
Treatment: Maintain community DSD-indiv KP: SlAe;
- Testing: KP high-volume outreach:
2
Testing: KP all outreach sites:
Testing: KP SNT +HIVST:
Prevention: Facility-first NSP+naloxone:
(4]
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Focus Areas: VIP

Continue LAI PrEP

Start PrEP PBFW at-risk
Infant PEP LR

Start PrEP PBFW self-ID
Facility PrEP PBFW 3MMD/6m
Infant PEP HR 6-12w

Infant PEP HR 0-6w

HEI birth test

PN EPN +HIVST (FP/ANC)
Postnatal PBFW 6-monthly
ANC late retest

EPI child post-screen

Children in malnutrition clinics
HEI 6w/6-9-18m EPI

ANC first test

HIV PREVENTION- VTP

Ext. Funding Scenario: 0% (|

=14} Ext. Funding Scenario: 50% (N =14)

HIV TESTING- VTP

Ext. Funding Scenario: 0% (N =14)

Ext. Funding Scenario: 50% (N =14)

Deprioritized VT Prevention services in 0%

scenarios:

1. Infant prophylaxis (AZT or NVP); Low riskipya

Deprioritized VT Testing services in 0%/ 50%

scenarios:

1. New family planning/ANC client all: Sexual partner
testing utilizing enhanced passive notification with
HIVST kit/s provision:

HIV exposed infants additional birth testing:

rioritized VT Treatment services in 0%/ 50%
scenarios:

1. Conduct home tracing if not response to phone calls:
those with active Ols, (re)started ART stage 4, CD4
<200, children and adolescents, pregnant and
breastfeeding women:

For all pregnant women: Provide VL testing at 34-36
weeks of pregnancy (or latest deIivery):

. ‘ THE mmm
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Focus Areas: VTP (contd)

Breastfeeding: VL 3m+6mly
Home trace high-risk
Pregnant: VL 34-36w

Pregnant: VL at ANC/3m
CTX for CLHIV

Initiate PBFW

CTX for HEI

Initiate <5 years

HIV TREATMENT- VTP

Deprioritized VT Prevention services in 0%

scenarios:

1. Infant prophylaxis (AZT or NVP); Low riskipya

Deprioritized VT Testing services in 0%/ 50%
scenarios:
1. New family planning/ANC client all: Sexual partner

testing utilizing enhanced passive notification with
HIVST kit/s provision:

HIV exposed infants additional birth testing:

rioritized VT Treatment services in 0%/ 50%
scenarios:

1. Conduct home tracing if not response to phone calls:
those with active Ols, (re)started ART stage 4, CD4
<200, children and adolescents, pregnant and
breastfeeding women:

For all pregnant women: Provide VL testing at 34-36
weeks of pregnancy (or latest deIivery):

. ‘ THE mmm
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Focus Areas: AHD
HIV Treatment Services: AHD

Ext. Funding Scenario: 0% (N =14) Ext. Funding Scenario: 50% (N =14) Deprioritized AHD services (0%/ 50%):

1. Conduct LAM for those with Stage 1 and 2 CD4 <200:
CD4 §1/2 new or >30d 2) T

. Provide LAM for those with Stage 3,4, seriously
CD4 S3/4 new or >30d @ ® unwell IPD:

Conduct CD4 testing for those with Stage 3 and 4
(newly diagnosed and more than 90 days late) : PAYAI

Conduct CRAG for those with Stage 1 and 2 CD4 <200:

LAM S3/4 seriously ill 2) (10) 8 . 2/1

LAM $1/2 CD4<200 ) 8

Conduct CD4 testing for those with Stage 1 and 2
(newly diagnosed and more than 90 days late) :

Provide CRAG for those with Stage 3, 4, IPD:
. Provide fluconazole for pre-emptive treatment :

CRAG S$1/2 CD4<200 (2) ) 7 1

CRAG S3/4IPD

Fluc pre-emptive treatment
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Results: All countries- M&E Indicator Prioritization

_ 0% External Funding Scenario. n=14 50% External Funding Scenario. n=14

Program Area
Ist ANC attendance

N
]

B diagnosis
Initiated on TPT

Completed TPT
PrEP_NEW

Received PrEP

Received PEP

Received condoms

i.l III IIII

Keep [But Modify]

iCGp Gkl NCE(T)wl‘(':)IRht!

2|9 =
== @
> |0 o]
=l =

Not Prioritised
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Couniry Updates
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tion services in a 50% external funding scenario:
Kenya

ity PrEP maintenance (through existing and maintained out-of-facility
bns), including refill collection and HIVST

rough virtual delivery models

50% Scenario 50% Scenario

50% Scenario

ng services in a 50% external funding scenario:
ST collection available (limit to annual/specific risk exposure)

t: Sexual partner testing utilizing provider-assisted notification for
(consider centralized/virtual notification and HIVST collection at ART

ale client: Biological children, facility-based testing, or HIVST by

munity-based HIVST collection points after self-managed HTS virtual
0 annual)

-volume outreach points and drop-in centres run by community-based

HIV PREVENTION SERVICES
HIV TESTING SERVICES

ich HTS (congregant settings - transport hubs, bars)

HIV TREATMENT SERVICES

pach HTS (educational facilities, youth centres)

ment services in a 50% external funding

D models for key populations not based at facilities

Keep (Mo Change)
Keep (But Madify) ‘ THE B

Mot applicable CQUIN

[ ]
Drop Global
MissingData |qu Health NETWORK




bn services in 0% and 50% external funding scenarios:

ailability - GBV services, maintained community-based KP services

Nigeria

ints for condom (and lubricant) for key populations

T ints for condom (and lubricant) for all populations

aintenance for other populations with regular use - minimum 3MMD
ths (including with HIVTST)

ght virtual delivery models

and naloxone for collection in the following order: facility-based services,
pf-facility DSD collection points or KP services

bes and naloxone in the following order: Community locations where
collect and distribute, community outreach locations

arvices in 0% and 50% external funding scenarios:

sting interventions were deprioritized at both funding scenarios

ent services in 0% and 50% external funding

HIVTESTING SERVICES

odels for key populations not based at facilities

HIV PREVENTION SERVICES

HIV TREATMENT SERVICES

ose who have never been screened

)r those who have never been screened

Keep (Mo Change)
Keep (But Modify)
Mot applicable
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Emerging themes
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What We Are Seeing

Prevention

Community condom pickup points halted
Facility oral PrEP maintenance for some populations deprioritized

Sterile needles, syringes, and naloxone access both in the facility and community for
PWID are deprioritized.

Testing

Index testing for sexual partners/biological children with community components
reduced.

Family Planning-based case finding scaled down.
HIVST distribution declines (facility, community, KP).
KP outreach/DICs paused in several countries.

Male ABYM/men appear underserved.

Recency testing broadly deprioritized

Treatment

Deprioritized community-based DSD models (KP, individual, HCW-managed).

Scaling back of active tracking/tracing - abnormal VL, AHD/Stage 4, missed
appointments.

Potential Implications

Prevention: Deprioritizing condom and PrEP use while
leaving sterile needles, syringes, and naloxone
unaddressed increases the risk of new infections and
mortality in priority groups (KP/PWID), undermining
prevention efforts.

Testing: Case finding may shift

toward symptomatic/ANC/EPI entry points; risk of
missing males and KP, and fewer low-contact case
detection opportunities through HIVST- late diagnosis of
HIV

Treatment: As community DSD and tracing decrease,
expect higher IlIT, lower retention, and reduced VL
suppression, especially among KP, Men, and ABYM, and
highly mobile clients.

. ‘ THE mmm
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Considerations
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Additional Considerations

1. Costing: What is the unit cost for each “Prioritized/ modified”

service? HIV Program Minimum
_ Package Service Quality
2. Targets: How do changes influence progress toward 95-95-95 Assessment Toolkit

and Epidemic control?

HIV LEARNING NETWORK

3. Operationalization: What are the exact components of the The COUNProjct o iferentated Seic Delvery

modified packages (Frequency, coverage, population,

processes..)?

4. Implementation readiness: What are your plans and

timelines to update training curricula, SOPs, M&E tools, and

national guidelines? A PUBLIC HEALTH FACILTY TOOLKIT

5. Quality: How will service quality be assured/monitored post-

i ? Key Population Friendly Services Quality Management
changes (HSQA/SQA alignment): . Services A
6. Dissemination: How and when will changes be I
THE

communicated (providers, community, partners)? s CQUIN

L ]
Access link lcqumltl* NETWORK



https://cquin.icap.columbia.edu/resources/key-population-friendly-services-quality-management-toolkit/
https://cquin.icap.columbia.edu/resources/key-population-friendly-services-quality-management-toolkit/

" 8

Couniry Next Steps
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Next Steps

* Reassess and Refine Prioritization Decisions: Conduct a targeted review and adjustment of HIV
service interventions and M&E indicators and align with the current national HIV response funding
landscape (both domestic allocations and external donor contributions).

* Sustain Strategic Engagement with Donors and Implementing Partners (IPs): Facilitate ongoing
dialogue with donors and IPs to harmonize their technical and financial support with the nationally
endorsed prioritized services, indicators and frameworks.

e Operationalize Prioritized Interventions:

* Strengthen HRH Capacity - orient health workers to the national prioritization decisions to
ensure coherence across facility, district, and national levels. Equip them with the
necessary tools and resources.

*  Monitor Implementation Trends to Safeguard Treatment Continuity - track progress
against the prioritized indicators, flag service delivery gaps, and proactively address
disruptions, especially those affecting continuity of treatment and retention in care.

* Review and Strengthen System Adaptations to Support Prioritized Services and
Indicators: Assess and address necessary adjustments in health systems including HMIS,
and supply chain management to ensure they are responsive to and capable of sustaining
the prioritized HIV services and indicators.

THE
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Background: Country Profile

* Nigeria has an estimated Progress to 95-95-95 target: Total Population
population of 218 million, with

an HIV prevalence rate of 1.3%
(NAIIS 2018).

* Approximately 2 million people
are living with HIV, with about 1.7
million currently receiving
antiretroviral therapy (ART). Progress to 95-95-95 target: (CLHIV)

e More than 2,000
healthcare facilities provide
comprehensive ART services
nationwide.

98 96

87 88
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Nigeria’s Immediate Response to the Funding Pause

e Established AIDS, TB and Malaria (ATM) TWG, led by the Health Minister, with an
ongoing technical analysis team.

* Developed immediate and long-term action plans (one-month to three-year action
plans).

* Prioritized essential services for uninterrupted care.
e Committed N4.8B initially and secured $200M for local manufacturing.

e Guided State AIDS Programme Coordinators (SAPCs) on gap mitigation and engaged
medical directors to sustain services.

* Strengthened client linkage and retention through hub-and-spoke analysis.
* Temporarily capped multi-month dispensing (MMD) at three months post-SWO.

THE
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Prioritization Planning and Meeting (1)

In response to the Stop Work Order and declining donor support, Nigeria authorized the

HIV service prioritization exercise to ensure sustainability and continuity of essential care.
* Secured approval from NASCP leadership for pre-prioritization strategy.

* Invitations extended to government MDAs, donors, implementing partners and

community leaders.

* Meeting supported by CQUIN and held on the 11th of August 2025

THE

CQUIN
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Key stakeholders: over 30 key and relevant stakeholders

were in attendance for the session.

Prioritization Planning and Meeting (2)
NASCP (Head, TCS, PMTCT Lead, M&E Lead),

The Nigerian Primary Healthcare Development

- H|V TREATMENT SERVICES With 0% external funding [vs. current year)

Keep or| planned Funding Source (if continuing) Agency (N PHCDA),

Component Intervention drop  [sfunded by [%funded by % domestic | % funded by
PEPFAR/USG |GF other

ART continuity zﬂoruggﬁﬂir;igterrupted ART treatment to ALL people who are already on ART, all populations and Nat|ona| Agency for the ContrOI Of AI DS (NACA)

Provide a minimum of 3MMD far all, unless dinically unwell (including re-engaaing clients) with
6MMD preferred for those established on ART (for all over 5-years of age)

Conduct an annual quality clinical review if established on ART and virally suppressed with DO nor agenC|eS . US CDC US De pa rtm e nt Of State
. ’

longest scripting period allowed 6-12 months
Enroll eligible clients in less-intensive DSD models
Sustain individual DSD models based at facilities
Sustain individual DSD models for key populations not based at facilities Implementing partners, and technical support
Sustain group DSD models managed by clients

Sustain group DSD models for adolescents managed by healthcare workers
Susatin individual DSD models not based at facilities

Sustain group DSD models managed by healthcare workers

ith ey continuation of ART, minimem SMMD, offe \ess-Intensive DED model wienott ECEWS, CHAI, EGPAF.
required transfer documentation

organizations: APIN, IHVN, SFH, ICAP, PATA, M2M,

Continuity 01 Provide catrimoxazole prophylaxis to adults Stage 3 and 4 or CD4 <350. Note recommendation
prophylaxis when to stop

Provide cotrimoxazole tp adults in settings where malaria and/or severe bactenal infections are
highly prevalent, co-trimoxazole prophylaxis should beinitiated regardless of CD4 cell count or
WHO stage; Note recommendation when to stop

Provide cotrimoxazole to patients living with HIV and TB
Provide cotrimoxazole to children living with HIV; Note recommendation on when to stop
Provide cotrimoxazole to HIV exposed infants; Note recommendation when to stop

Prioritization Processes:

Integrated VTP and Treatment arms to streamline

E{g;ide secondary fluconazole prophylaxis (maintenance); Note recommendation on when to a nd pr|or|t|ze act|V|t|eS

ART initiation (and [Initiate children under 5 years

re-initiation) Initiate pregnant and breastfeeding women . .
Initiate those with clinical signs and symptoms of HIV/AIDS or CD4<200 if known (AHD) Focused (0]1] COSt-effeCtlve services tO preserve
Initiate all people testing positive for HIV (new and re-engaging) and transferring
Initiate all people testing positive for HIV - stage 3 or 4 or if CD4 known or baseline CD4 (CD4 . .
nadir) below 200/250/500 previous gains.
Initiate all people testing positive for HIV - stage 1 or 2 or if CD4 known or baseline CD4 (CD4
nadir) above 200/350/500

Viral load : : : . r

o4 Provide VL testing for those presenting with signs and symptoms of treatment failure HH s g
monitaring Provide VL testing clients with a previously elevated viral load (VL>1000 copies/ml), perform viral Utl I|Zed the CQUIN'mOdlfled TI ER tOOI for the

load after 3 months THE HE |

Provide first viral load to ensure result is available bv 6 months on ART enabling earlier DSD CQU I N
Global
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Deprioritized Prevention services in 0% and 50% external funding
scenarios:

1. Community-based PEP availability - GBV services, maintained community-
based KP services

2. Community collection points for condom (and lubricant) for key
populations

3. Community collection points for condom (and lubricant) for all populations

Facility based oral PrEP maintenance for other populations with regular
use - minimum 3MMD with testing every 6 months (including with
HIVTST)

5. Provide PrEP refills throught virtual delivery models

Sterile needles, syringes and naloxone for collection in the following order:
facility-based services, existing maintained out-of-facility DSD collection
points or KP services

7. Sterile needles and syringes and naloxone in the following order:
Community locations where community members can collect and
distribute, community outreach locations

HIVTESTING SERVICES
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HIV TREATMENT SERVICES

Deprioritized Testing services in 0% and 50% external funding scenarios:

1. A total of 26 out of 50 testing interventions were deprioritized at both
funding scenarios

Deprioritized Treatment services in 0% and 50% external funding
scenarios:

1. Sustain individual DSD models for key populations not based at facilities

_ 2. Conduct PAP smear for those who have never been screened
|

. .
3. Provide HPV screening for those who have never been screened
| |MissingData |




Overview of the HIV Services Prioritization Outcomes

Prevention:

* Prevention services had major modifications.
* PrEP/PEP/Condoms deemed essential

* KP services deprioritised

Testing
* Testing services also had major changes,

* Testing at multiple entry points at facilities, Testing for PBFW and children non-
negotiable.

* Many outreach services deprioritised, to be implemented as funding permits.

Treatment
* Minimal changes to our Treatment services.

* ART commodities for all populations are non-negotiable, in particular for pregnant
and breastfeeding women.

* Major changes for KP typologies.

THE
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Challenges

e Scheduling conflicts prevented participation from Ministry of Finance
representatives.

* Absence of finalized financial data limited the precision of
prioritization decisions.

e Recipients of Care (RoC) were not adequately represented at the
meeting.

* The prioritized activities, provisional at this stage, are expected to
sustain Nigeria’s achievements and further advance progress toward
epidemic control.

THE
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Other Considerations

* We are exploring the use of the National Health Insurance Scheme to expand

coverage for HIV services.

* We are also integrating other health services, such as Sexual and Reproductive S~ »i
EAES

Health and Rights (SRHR) and Gender-Based Violence (GBV) services, to :
National

Guidelines For
* Nigeria has completed its review of Monitoring and Evaluation (M&E) tools H |V Prevention

enhance comprehensive care.

ahead of the meeting, with the goal of streamlining data collection across the Treatment Gnd
HIV programme. Care

* There is an ongoing effort to register Recipients of Care (RoCs) under the

National Health Insurance Scheme, with a focus on the Basic Health Care

Provision Fund.

* Implementation of pooled funding and joint procurement mechanisms for

AIDS, Tuberculosis (TB), and Malaria (ATM).

* State governments have initiated procurement of select commodities. We aim

to expand this approach, thereby freeing resources to support additional

services. THE

Global CQU I N
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Next Steps

* Feedback and continuous engagement with the RoC
community.

e Dissemination to frontline HCWs.
* Piloting of the revised M&E tools.
e Strengthen ongoing integration efforts.

THE

CQUIN
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Conclusion

* This process is one we intend to revisit periodically as the funding landscape
evolves.

* Advocacy to state governments on taking ownership of their HIV programmes
is ongoing, with some progress seen in a few states.

e Stakeholders at all levels remain engaged in this ongoing process.

« Community is actively involved in ongoing efforts to prioritize and integrate
services.

* Nigeria has accelerated its Integration activities - Instituted a Joint AIDS, TB,
and Malaria TWG.

* |CAP is supporting Nigeria with TA in its NCD and FP integration efforts into HIV
services

* Joint Pediatric TWG meeting bringing together AIDS, TB, Malaria, and Nutrition
just completed with support from ICAP.

* Integrated SRHR/communicable diseases are being piloted with support from

GF THE
.. CQUIN
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Kenya's HIV Epidemiological Context

HIV Service Prioritization Exercise

Kenya HIV Integration Milestones and Approach
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Kenya's HIV Epidemiological Context

* @

1.4 Million National HIV Prealence is 3.3%

................ = 2.2% 4.5%

Kenya has the 7" Largest
Treatment Program in the World

No. Country No. of 71 433 """
71433 HHMM'P piibiiee
1 South Africa 7.8M living with HIV in 23
2 India 2.3M
- _I Adolescents 10-19: 88,853
3 Mozambique 2.1M VTP COVERAGE 0%
- New infections: 3,244
4. Tanzania 1.7M
VERTICAL
5. Nigeria 17M TR . . Adolescents 15-14: 145,142
6. Zambia 1.5M New infections: 7,307
20,480 Apsreie
b Deaths :
8 Uganda 1.4M Source : Kenya HIV Estimates, 2024

Kenya is committed to achieving the 95-95-95 UNAIDS targets by 2030 and ending AIDS in
children by 2027, as part of its effort to achieve HIV epidemic control



rioritization?

Global Fund and PEPFAR/GHSD
resource shifts

Need to protect life-saving services

Objective: Define Minimum
Package of Services (MPS)

UNAIDS Resources

HIV Response Sustainability

Wbt rameserk
Resgais oy ané b

spprasch arts by krowing peus sgkdermic

Careul comsaaraticn o cereat sccomplibeasts,
hutirs neech

Rapid AIDS Response Financing Tool
(RAFT)
PAIA b o Drin o gy P g o 85
iy Prves 2a 08 5} Faraign Aumainns snd darsiacwing
o4 Ml MY Woapania Vosim rae i Bundmaps

Warking Droh foe Blacunios
4 February 1035

WHO operational guidance

Sustaining HIV,
hepatitis and STI y
services in a changing
funding landscape:
operational guidance

CQUIN Modified TIER Tool Global Fund Reprioritization
—_— GCT7 Reprioritization
and revision of grant activities

The PATHS:
The Planning and Action Toolbox for HIV
Sustainability

The PATH - Planning and Acfion
Teolbox for HIV Sustainability

What s it?
* Arapidly deployable compendium of
resources

Whe is it for?
* National governments

What's the ebjective?

* Support responding to unexpected
reductions in HIV funding by enabling
swift reassessment and reorganization of
HIV systems and services

The IAS TIER tool:
Tool for Intervention Evaluation and Ranking

The TIER tool = Taol for Infervention Evaluation and Ranking

A structuses framework for pekaritzieg components of an Y programme, induding HIV
trabing, tmatment and prevention

+ Vor mch e, 4 sugpeted prostioe i o niervenion n proaded
acroas by programme:
+ Eaeh ntervennan i ates as [N, SA0AAT or G




Prioritization Process

With 50% external funding (vs. current year)

| HIV TREATMENT SERVICES |
TOOI ° CQU I N TI E R Treatment c ) Keep or Planned Funding Source (if contir|
- ) omponent Intervention drop %funded by |%fundedby | %

PEPFAR/USG [GF ot

Provide uninterrupted ART treatment to ALL people K
eep (ho

A A who are already on ART, all populations and all 40% 40% 20%
i change)
esting, rrevention regimens

Provide a minimum of 3MMD for all, unless
clinically unwell (including re-engaging clients) Keep (no
with 6MMD preferred for those established on ART [change)
(for all over 5-years of age)

Conduct an annual quality clinical review if
established on ART and virally suppressed with Not applicable
longest scripting period allowed 6-12 months

KEED [(DUT

° .
° 0 5 Enroll eligible clients in less-intensive DSD models mOd{fy’ . 100%
cenario modeie o TUNAINEG
[ ] e Vs
Sustain individual DSD models based at facilities Keep (no 100%
change)
Sustain individual DSD models for key populations Dro
C u not based at facilities P
Vo (s
OVERVIEW - Read this TESTING ~ TREATMENT  pREVENTION =
CQUIN prioritization worksheet for HIV reporling indicalors
Counlry Kenya
Date 24, July. 2025

WwWith 502 external funding
[ g2 . current vear]

Keep or drop Notes

COUIN pricrity ) ) N ) X
° Program area (Lt o] Indicators, by sex and age group and pregnant/breastfeeding status (where applicable):
a e o e rs ° O ’ ’ ’ VTP No. pregnant women attending first ANC visit during the month change]

7
1 MNo. pregnant women sttending first ANC visit tested for HIV during the month change]
1 Mo. pregnant women attending first ANC visit tested HIV positive during the month change]
O o 1 Mo pregnant women sttending first ANC visit during the month already known to be HIV-positive | change]
1 Mo. HIV_exposed infants receiving a first virological HIV test within two months of age change)
onhors. |Ps s. Communities T o
V4 V4 ’ 2 No. HIV-exposed infants who were started on ARY prophylaxis at birth change)
[Add any iona ors for prio ion]

HTS 1 No. people tested for HIV and received the result during the month changs)
1 No. people tested HIV positive and received the result during the month change]
H No. people tested for HIV and received the result during the month, disaggregated by i Drop
2 No. people tested HIV positive and received the result during the month, disaggregated by Drop
iti icators for prioritization]
ART 1 No. people who initiated ART during the month change]
2 Mo. people who initiated ART during the month, disaggregated by CD4 +/- 200 cells/uL change] Reported through EMR
: No. people currently on ART [Active on ART) by the end of the month *disaggrezated by MMD  |Keep [no
O O Q (<3, 3-5, 6+mo) change] Reported through EMR
ut p ut . dleld t |Ze oadma p | e espre e ART who experienced ntermuption nreatment s o e {Reporied throngh EvR
. 1 No. people on ART who died this menth Mot applicable
y T ors for pr
VL 1 MNo. VL results received during the month Mot applicable

Mo. of PLHIV eligible and had a VL during the month [added) change) NDWH
1 MNo. VL results <1000 copies/ml received during the month chanagel EID/VL and NDWH




HIV Service Prioritization

Kenya Kenya Kenya 1. Individual out-of-facility PrEP maintenance (through existing and

50% Scenario 50% Scenario 50% Scenario maintained out-of-facility DSD treatment locations), including refill
collection and HIVST

Deprioritized Prevention services in a 50% external funding scenario:

2. Provide PrEP refills through virtual delivery models

Deprioritized Testing services in a 50% external funding scenario:

1. Self-initiated VCT/HIVST collection available (limit to annual/specific risk
exposure)

2. Newly diagnosed client: Sexual partner testing utilizing provider-assisted
notification for facility-based testing (consider centralized/virtual
notification and HIVST collection at ART DSD points)

3. Newly diagnosed female client: Biological children, facility-based testing,
or HIVST by caregiver

4. Key populations: Community-based HIVST collection points after self-
managed HTS virtual registration (limited to annual)

HIVTESTING SERVICES

v
L
o
=
(s
LU
2]
=
=
==
=
L
=
w
0=
=8
=
I

HIV TREATMENT SERVICES

5. Key populations: High-volume outreach points and drop-in centres run by
community-based organizations

Men: Targeted outreach HTS (congregant settings - transport hubs, bars)

7. ABYM: Targeted outreach HTS (educational facilities, youth centres)

(@)

Deprioritized Treatment services in a 50% external funding scenario:

[ [Notapplicable | 1. Sustain individual DSD models for key populations not based at facilities
| [MissingData |




HIV M&E indicators Prioritization

Keep (Mo Change)

Keep (But Modify)

#|Program Area |Indicator KEN
50%
1|VTP Ist ANC attendance
2 Ist ANC testing
3 1st ANC HIV+
4 1st ANC Known HIV+
5 HEI 1st EID
6 HEI final outcome
7 HEI ARV prophylaxis
8|HTS HTS TST
9 HTS POS
10 HTS TST by modality
11 HTS_POS by modality
12|ART TX_NEW
13 TX_NEW by CD4 count
14 TX_CURR by MMD
15 Interuption in Treatment [IIT]
16 AlIDS-related mortality
17|VL VL results received
18 V0L results <1,000 C/mil
19| TB TB diagnosis
20 Initiatedon TPT
21 Completed TPT Key
22|HIV Prevention| PrEP_NEW
23 Received PreP
24 Received PEP
25 Received condoms

Mot applicable

Drop

Missing Data

M&E Indicator Prioritization at 50%
External Funding Scenario

Deprioritized M&E in a 50% external
funding scenario:

1) No. people on ART who died this month
2) No. VL results received during the month

3) No. people received condoms this month
(disaggregated by HIV status)

Dropped M&E in a 50% external funding
scenario:

No. people tested for HIV and received the
result during the month, disaggregated by
modality

No. people tested HIV positive and received the
result during the month, disaggregated by
modality

No. of people newly enrolled on ART who
initiated TPT during the previous reporting
period and completed TPT

. ‘ THE e
icap s SQUIN




Key Prioritization Outicomes

Treatment: sustain facility DSD models and modify KP & Community
DSD models, scale up CPM model

Testing: targeted outreach + HIVST at select sites

Prevention: limited PrEP refills, DREAMS paused & VMMC available
but at a fee, new PrEP Operational Plan

M&E: retained ART/VL indicators; some HTS/TPT indicators
deprioritized




Next Steps in Prioritization

Update MPS with confirmed GF & PEPFAR/GHSD resources

Incorporate community & county input

Anchor within Social Health Insurance Fund/UHC for sustainability




Integration Milestones and Approach

NASCOP

et “Re-imagining
a%\ the HIV Response

in the Health Sector”

HIV/ STI & HEPATITIS SERVICE INTEGRATION:

COMMUNITY ASSESSMENT TOOL

Kenya held the first HIV Integration Summit in
June 2024.

Baseline Integration Assessment & TA completed
In 25 counties.

Objective: Ensure continuity of care, optimize
available resources and deliver sustainable,
dignified, and people-centered services.
Approach: Tailored approach rather than a one-
size-fits-all model

Consensus: Integrate HIV, STI, and Hepatitis
services into the broader health system-Guidelines
under development



Integration Assessment Findings

KENYA DIGITAL HEALTH SUPERHIGHWAY

T 1= --ﬁ

WO LT
[ ] =
"
d
f ]

 Community: Stigma/privacy concerns, <
SHA enrollment sensitization | "‘M“’!"“”‘"“”“““"'“‘"“sw.

 HRH: 35k PEPFAR staff; county
absorption ongoing

* Laboratory: Multi-disease testing using
GeneXpert/PCR

* Data Systems: Move toward digital
health superhighway

 HPT: Health products and technologies L EADERSHIP
SUMMIT g2

Tl"ﬂ'

for Enhanung Country
Readiness to Sustain
2 Resilient HIV Response

Beyond ETED

llllllll

APRIL 2025



HIV Financing: Integration of HIV Services into PHC

* Leveraging on the Country UHC
agenda, including the packaging of
HIV services with SHA

e Support enrollment of RoCs into SHA
to enhance access to services

e Strengthen PHC Networks to bridge
the community-facility interface
enhancing access to healthcare

T Je=
Brie J |
March, 2025 _]'

ARVs Ziko, Usikose Zakg

The Ministry of Health, through the National AIDS & STI Control
Program, would like to assure all recipients of care that we have
sufficient stocks of ARVs both for prevention and treatment at the ART
sites. ARVs should therefore be taken daily without skipping doses or
sharing.

Recipients of care are also advised not to refill ARVs before their due dates
for fear of running out.

In case of any further clarification and clinical support, please contact
0726460000.

#ARVsZiko

NASCOP




Integration Next Steps

m * Test and adopt integration models —
CCC, OPD, NCD
* Cost the MPS for HIV
' * Expand molecular diagnostics & point-
& ¢ of-care testing
\ * Institutionalize HIV financing into

‘l\ il SHA/UHC

* Build HRH capacity: mentorship, ECHO,

N Kenya' sﬂperaﬁnmi?lan
for Enhandng Country MoH Academy
Readiness to Sustain .
a Resilient HIV Response e Scale community pharmacy model &

Beyond XD engagement

e HIVST and PrEP




Closing

* Prioritization = continuity

amid constrained resources
(with continued community engagement)

* Integration = sustainability,
efficiency, dignity
* Kenya is on track for epidemic
| control with smart choices
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Q&A /Discussion

Moderators Discussants

Rachel Mudekereza Violet Oramisi Jonathan Modugu Newton Omale Rubiya Idris Dabai Musa Manganye Setsabile Gulwako
Senior Clinical Advisor, Regional SI Advisor DSD/AHD/ART Manager National Programme  Director of HIV/AIDS National Monitoring
WCA ICAP in Kenya Specialist Partnerships & Grants Officer Treatment, Care and & Evaluation
ICAP in Céte d’Ivoire NASCP, Nigeria NASCOP, Kenya NEPWHAN, Nigeria  Support, NDOH, SA Analyst, SNAP
Eswatini

THE

The HIV Network for Coverage, Quality and Sustainable Impact icqp Global NCE(T)WL('JF!‘}!
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Slides & recordings from this session are
available on the CQUIN Website:
cquin.icap.columbia.edu

Next CQUIN webinar in October 2025



https://cquin.icap.columbia.edu/
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