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Why AHD Still Matters

AHD remains a leading cause of HIV-related hospitalization and 
mortality

Many clients present late, re-engage with advanced disease or 
experience treatment interruption

Early identification and management of AHD are critical to improving 
survival and retention

Strengthening AHD services remains essential for achieving HIV 
program goals
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Why AHD Integration Matters Now

Countries are integrating HIV services into routine healthcare 
systems.

Reduced external funding increases the need for sustainable service 
delivery models.

AHD services must be embedded within routine care rather than 
delivered as stand-alone interventions.

Integration improves efficiency, continuity of care, and patient 
outcomes.
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Data as the Foundation for AHD Integration 
and Scale-Up

Nationalized AHD 
M&E data system 
supports 
identification of 
people with AHD 
requiring specialized 
care.

1
Improved AHD data 
supports AHD service 
delivery, gap 
identification and 
quality improvement 
initiatives.

2
Establishing routine 
AHD data systems 
better informs 
commodity 
forecasting, workforce 
planning and 
mortality reviews.

3
Evidence generated 
from AHD data 
strengthens advocacy 
and resource 
mobilization.

4
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The 2025 WHO Minimum AHD Dataset: 
A Major Opportunity

Provides a standardized 
framework for 

monitoring AHD service 
delivery

Includes core AHD 
indicators such as CD4 

testing, CrAg screening, 
and TB-LAM testing

Supports monitoring of 
implementation, 

coverage, quality, and 
outcomes

Improves comparability 
and accountability 

across programs and 
countries
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ICAP CQUIN April Technical Meeting: AHD Session

Objectives
• Reviewed the current M&E landscape 

of AHD
• Explored strategies for embedding AHD 

M&E into evolving HMIS
• Reviewed proposed AHD indicators 

that countries can implement to track 
AHD services in the context of 
constrained resources and ongoing 
service integration into routine 
healthcare.
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Proposed Indicators Reviewed at the CQUIN April Meeting

PROPOSED INDICATORS
1 No. of PLHIV newly initiating ART

2 No. of PLHIV returning to care after treatment interruption 
[>3 months]

3 No. of PLHIV on ART with virologic failure
4 No. of PLHIV newly initiating ART screened for AHD

5 No. of PLHIV returning to care after treatment interruption 
[>3 months] screened for AHD

6 No. of PLHIV on ART with virologic failure screened for AHD
7 No. of children under 5 living with HIV
8 Total No. of PLHIV on ART with AHD
9 No. of people with AHD screened for TB

10 No of people with AHD screened negative for TB

11 No. of people with AHD screened negative for TB and 
initiated on TPT

12 No. of PLHIV on ART who have completed TPT                  

13 No. of people with AHD screened  positive for TB 
[Presumptive TB]

PROPOSED INDICATORS

14 No. of people with AHD and with Presumptive TB investigated for 
TB disease

15 No. of people with AHD and with Presumptive TB diagnosed with 
TB disease

16 No. of people on ART started on TB treatment
17 No. of people on ART who completed TB treatment

18 No. of people with AHD aged ≥10 years eligible for CM screening 
using CrAg testing

19 No. of people with AHD tested for cryptoccocal infection

20 No. of people with AHD tested positive for cryptoccocal 
infection [CI]

21 No. of people with AHD  with CI who received treatment
22 No. of people with CI started on optimal treatment for CI 
23 No. of people with AHD tested negative for CI
24 No. of people initiated on pre-emptive fluconazole therapy
25 No. of PLHIV on ART who died during the reporting period                            
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Session 9 | CQUIN April Meeting 2026 | N=251 posted results

Keep, no 
change

165,
66%

Keep, but 
modify

55,
22%

Drop
31,

12%

AHD Indicator Prioritization

251
votes cast

66%
Keep, no 
change
165 votes

• Core AHD cascade indicators 
broadly endorsed

• TB, CM screening and  
mortality indicators retained

• Strong consensus on existing 
indicator structure

22%
Keep, but 
modify
55 votes

• Interruption threshold: change 
>3 months to >28 days

• Indicators 4: specify CD4 
testing explicitly | 7: expand 
paediatric age to <15 years|

• 9: specify TB-LAM | 18: 
remove age cap |24: replace 
'fluconazole' with 'prophylaxis'

12%
Drop
31 votes

• Indicator 10 (screened 
negative for TB)

• Indicator 22 (optimal CI 
treatment): redundant — 
standard practice

Results from the Indicator Prioritization Exercise 

4No. of PLHIV newly initiating ART screened for AHD; 7No. of children under 5 living with HIV; 9No. of people with AHD screened for TB; 18No. of people with 
AHD aged ≥10 years eligible for CM screening using CrAg testing; 24No. of people initiated on pre-emptive fluconazole therapy
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Priority Indicators and Key Revisions Emerging 
from the April Meeting
Priority Indicators: 
• CD4 testing
• TB-LAM screening
• CrAg screening, prophylaxis / 

treatment monitoring
• Mortality

12

Key Proposed Revisions: 
• Indicator on use of CD4 testing to identify AHD
• >28-day interruption threshold for PLHIV 

returning to care after treatment interruption
• TB-LAM specification
• Broaden CrAg eligibility

Countries favored fewer high-value 
indicators that support program 
improvement

Focus on shifting from primarily data 
collection to routine AHD data use for policy, 
prioritization, and scale-up
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Webinar Objectives

• Explore approaches for integrating priority AHD indicators into 
national monitoring systems to improve identification, continuity of 
care, and monitoring across different levels of care.

• Examine how routine AHD data can be used to inform policy 
dialogue, prioritization, service integration, commodity planning, and 
scale-up in the context of evolving HIV financing.

• Learn from country experiences on AHD service delivery models, 
including hub-and-spoke approaches, referral systems, task-sharing, 
and use of routine data for program improvement.
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Integrating AHD Services and Strengthening 
Decentralized Monitoring in a Hub and Spoke 

System – Lessons from Uganda
Dr. Mina Nakawuka

National Team Lead for Adult HIV Care & Treatment 
Ministry of Health 

Uganda
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Outline

1. Epidemiology

2. Hub and Spokes AHD Integration Model

3. AHD Monitoring Approaches

4. Key Lessons and Challenges

5. Recommendations and Next Steps Toward Sustainable 

Scale-Up
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Epidemiology

1.53M
Estimated PLHIV in Uganda

20,000 36,648
New HIV infections 2024

94–98–89
HIV-related deaths 2024

Sources: Uganda HIV Snapshot 2025  Spectrum Estimates

Despite mature ART programmes, AHD remains a critical gap driving HIV-
related mortality.

Conditional cascade 
(diagnose–treat–suppress)
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Why This Matters

As countries move toward integrating HIV services into routine health care, 
including AHD services, availability and use of routine AHD data becomes 
essential to understand to coverage and quality of AHD services:
• Closes the gap between clinical guidelines and actual service delivery – who was eligible, 

who was screened, who tested positive, who started treatment, and who survived 
• AHD monitoring should be embedded within routine HIV, TB, laboratory and pharmacy 

reporting – not as a parallel system.
• The purpose is action: policy updates, commodity prioritization, mentorship, referral 

strengthening and scale-up.
• The most useful data are cascade data disaggregated by entry point, age/sex, district, 

facility level and commodity availability.
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Global Framework: What Must Be Monitored

M&E implication:
• The indicator set should track patients from eligibility to outcomes- including patients that are non-

suppressed or returning to care
• CD4 testing counts alone are insufficient
• Align indicators with key clinical decision points that health workers must act on

1

Identify Screen

2

Treat

3 4

Start / Optimise ART

5

Follow-up

CD4 <200 or WHO 
stage 3/4; all children 

<5 considered AHD

TB-LAM, CrAg and 
clinical OI screening 

once AHD is identified

TB treatment for TB-
LAM+; pre-emptive 

fluconazole for CrAg+

Rapid ART where 
appropriate; defer if 

TB/cryptococcal 
disease requires 

management

Adherence, nutrition, 
appointment tracking 
and mortality review

The WHO AHD package defines the minimum service cascade that routine M&E systems should track

Sources: WHO Advanced HIV Disease guidelines; WHO AHD definition; Global AHD Toolkit.
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AHD Policy and Integration Framework

How AHD is Embedded in Routine Care
● AHD protocols embedded in Uganda’s National 

Consolidated HIV Guidelines — not a fragmented 
program

● National AHD Technical Working Group (MoH, CSOs, 
Development partners(USG, WHO, GF, IPs) meets 
quarterly to coordinate and review

● AHD service delivery has shifted from partner staff-led 
to government staff — sustainability by design

● Multidisciplinary team approach: ACP + Lab + 
community health workers (peers, mentor mothers, 
some HIV expert clients...) + psychosocial support

● Hub-and-spoke model operationalized to decentralize 
access to AHD diagnostics and medication

The AHD Package of Care
● Baseline CD4 for all newly diagnosed PLHIV 

initiating ART
● CD4 testing for all PLHIV with unsuppressed 

viral load/ returning to care
● TB-LAM and CrAg screening for all with 

CD4<200
● Rapid ART initiation (deferred where 

cryptococcal/TB concerns require 
management first)

● Pre-emptive fluconazole for CrAg-positive; 
TB treatment for TB-LAM-positive

● Nutritional assessment, adherence 
counselling, and differentiated follow-up
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Hub-and-Spoke Model for AHD Care
(110 hubs - Each hub serves approximately 20–40 facilities within a 30–40 km radius) 

Routine clinical AHD screening; 
sample referral to hub (CD4, 
CrAG, TB LAM, GeneXpert)

Screening and 
diagnosis

TPT, CTX, Fluconazole
Prophylaxis and 

preemptive 
treatment

TB treatment, consolidation 
phase of CM, continuation of OI 
treatment

Treatment

Demand creation adherence 
support, Tracing, referral 
completion, back referral system

Community 
follow-up

• Specialist consultations, assessment
• CD4, CrAG, TB LAM, Gene Xpert, LP, 

further OI analysis

TPT, CTX, Fluconazole

TB treatment, CM treatment, OI treatment

Referral initiation, adherence support, 
Structured patient follow up and tracing

Spokes: OPD (ART) Hub: OPD (ART), IPD, LabServices
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Community / DSD- Demand creation, identify high-risk clients, follow-up CrAg+/TB-LAM+ clients, 
return-to-care tracking

HC II/III / lower ART- Eligibility screening, Visitect /CD4 access where available, referral for OI 
testing or hub sample transport

HC IV / Hospitals / Hubs- AHD diagnostics, TB-LAM, CrAg, clinical management, referral support, 
mentorship

District / Region- Data validation, commodity coordination, supportive supervision, bottleneck 
review

National- Policy, guidelines, DHIS2 dashboards, financing, commodity quantification, scale-up 
roadmap

Source: Synthesized from Uganda implementation documents and WHO/CQUIN guidance.

Implementation Across Levels of Care
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AHD M&E Embedded into Uganda’s Routine HMIS & DHIS2

Routine Data Collection Tools
● HIV ART Care Card (revised): Dedicated AHD 

screening section at ART initiation and for non-
suppressed clients

● ART Register & VL Non-Suppressed Register: 
Primary data sources for tracking CD4 eligibility

● Laboratory Daily Activity Register: Records CD4, TB-
LAM, and CrAg test results at facility level

● HMIS 106a (revised): AHD indicators incorporated as 
standard quarterly reportable data elements

● Uganda EMR / eAFYA roll-out underway: replacing 
paper tools to improve data quality and 
completeness

Data Flow: Facility to DHIS2
● Facility teams record AHD data in care cards and 

registers at the point of care
● Data aggregated monthly into HMIS summary reports 

submitted by facility in-charges
● DHIS2 captures the national AHD indicator set at 

district, regional, and national level
● Indicators tracked (children, adolescents and 

adults by gender): for new, non suppressed and 
clients returning to care; CD4 coverage, % with CD4 
<200, TB-LAM & CrAg coverage and  treatment linkage 
rates 

● Core principle: AHD is monitored through the same 
platform as ART, TB, and TPT — no parallel system

Uganda’s M&E sustainability model: Embed AHD indicators into existing HMIS tools and DHIS2 — not a 
separate Parallel reporting system
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AHD has been embedded in clinical, laboratory, HMIS and electronic systems

Clinical Tools

• HIV ART care card

• AHD screening 
section

• Appointment and 
follow-up records

Registers

• ART register

• VL non-suppressed 
register

• TB/IPT/TPT registers

Laboratory

• Daily activity 
register

• CD4 / Visitect / 
PIMA

• TB-LAM and CrAg 
results

Reporting

• HMIS 106a quarterly 
report

• DHIS2 national 
indicator set

• Uganda EMR / 
eAFYA rollout

Data flow supports programme management: Point-of-care recording at facility → HMIS 
aggregation/summary → DHIS2 for district, regional, and national review

Monthly laboratory reporting for AHD tests should align with DHIS2 and commodity ordering forms to avoid service-
data and stock-data disconnects.

Sources: Uganda AHD M&E within Integrated HMIS presentation; AHD Laboratory slides.

Uganda Implementation: Routine Tools AHD Cascade
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HIV CARE/ART Card – Clinical Assessment Page
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HMIS 106a: HMIS Quarterly REPORTING REPORT

NEW CLIENTS STARTED ON ART NON-SUPPRESSED/RETURNING TO CARE CLIENTS



AHD Cascade: Newly Initiating ART Clients (TX_NEW) 
[Data Source: DHIS2; Quarterly to Jan – Mar 2026]
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46,499 

9,179 20%

1,594 17% 1,070 67%
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 -

 5,000

 10,000

 15,000

 20,000

 25,000

 30,000

 35,000

 40,000

 45,000

 50,000

# Non-
Suppressed

Clients

No. of non-
suppressed

clients received
CD4 test

No. of non-
suppressed

clients with CD4
<200

No. of non-
suppressed that
received TB LAM

test

No. of non-
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AHD Cascade: Non-Suppressed PLHIV Clients 
[Data Source: DHIS2; Quarterly to Jan – Mar 2026]

CD4 testing for AHD 
Identification TB LAM testing for TB case  

Identification and management
CrAg testing for AHD 

Identification and Management
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Use of AHD Data for Program Improvement

• Identifies populations and locations with a high burden of 
AHD. 

• Guides targeted interventions, mentorship, and intensified 
screening efforts. 

• Supports forecasting and prevents stock-outs of AHD 
commodities. 

• Monitors uptake of the AHD package across the care cascade. 
• Tracks trends in AHD burden, treatment outcomes, retention, 

and viral suppression. 
• Informs policy and guideline updates.
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Sources: Uganda AHD M&E use cases; CQUIN AHD integration resources.

Using Routine AHD Data for Policy and Prioritization

Routine data should tell managers where to focus limited resources

Policy

Update clinical 
guidance and service 

algorithms when 
data show missed 

entry points or poor 
linkage.

Prioritization

Target high-burden 
regions, facility 

levels and 
population groups 
for mentorship and 

commodities.

Service 
Integration

Link AHD with TB, 
cryptococcal 

disease, NCDs, 
nutrition, mental 
health and DSD 

follow-up.

Supply Chain

Use testing and 
consumption data to 

forecast CD4, TB-
LAM, CrAg and 

fluconazole needs.

Scale-up

Expand proven 
approaches: Visitect, 
lower-level testing, 
hub sample referral 

and CQI dashboards.

Data-use principle: Every indicator must have a clear decision pathway- who reviews it, 
when, and what action thresholds trigger a response.
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Country Implementation Experiences: What Can Be Adapted

Common lesson: start with feasible routine indicators, then strengthen the full cascade

Uganda

AHD indicators 
embedded in 

HMIS/DHIS2; Visitect 
scaled where machine 
CD4 unavailable; hub 

system supports 
diagnostics and 

equipment repair.

Zimbabwe

Pilot-site experience 
showed hub-and-spoke 

models can improve 
referral, counter-

referral and 
documentation of 

treatment outcomes.

Nigeria

Adopted WHO package 
and phased roll-out 

through representative 
facilities before scale-up 

across the national 
programme.

Mozambique / 
DRC

Task-shared point-of-
care AHD tests show the 
value of decentralizing 

testing closer to 
patients when 
supported by 
supervision.

Transferable practices: Leverage DHIS2/HMIS, conduct routine cascade reviews, strengthen commodity 
security, establish referral and counter-referral systems, and embed CQI into routine service delivery

Sources: CQUIN AHD resources; EGPAF Zimbabwe lessons; Nigeria AHD implementation study; task-shared POC AHD testing studies.
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Priority Actions & Sustainability Strategies Under 
Constrained Resources

1. Close the CD4 Gap for Non-suppressed Clients

● Scale up Visitect community CD4
● Risk-stratify MMD clients
● Use VL register as systematic AHD entry point.

2. Secure AHD Commodity Supply Chain

● Quantify and procure CrAg and TB-LAM through GoU supply 
chain. Advocate for a dedicated national budget line for AHD 
commodities.

3. Close Treatment Linkage Gaps (Fluconazole & TB)

● Strengthen referral for CrAg+ patients
● Track fluconazole initiation in HMIS 106a
● Deploy CHWs for AHD client follow-up in the community

4. Sustain and Strengthen HMIS Data Quality

● Accelerate Uganda EMR/eAFYA rollout
● Run routine mentorship and CQI at facility level to improve AHD 

recording and reporting

• Uganda already has a strong foundation, with AHD integrated into national guidelines, HMIS and DHIS2. 
• The current opportunity is not to create a new M&E system, but to strengthen the existing one. 
• The focus should be on: 

o Early identification of all eligible clients 
o Ensuring access to the full AHD diagnostic package 
o Rapid linkage to treatment 
o Effective follow-up through routine HIV care systems
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Challenges & Adaptations

Persistent Challenges Adaptations Made
●CD4 testing remains very low among non-

suppressed clients (20%) — MMD contributes to 
missed opportunities

●CD4 equipment breakdown and decommissioning 
continue to create access gaps

●CrAg/TB-LAM commodity insecurity: short expiry, 
stock-outs, small kit sizes

●Fluconazole completion sub-optimal for CrAg+ 
clients: 68% (TX_NEW), 29% (NS)

●Data quality inconsistencies persist, especially in 
some reporting periods

● Visitect (device-free CD4) used where 
machine-based CD4 is unavailable

● Reduced CrAg kit packaging size for easier 
community-level distribution

● GoU health workers increasingly absorbing 
HRH gaps from partner transitions

● Mobile X-ray used for TB screening where 
TB-LAM supply is constrained

● Uganda EMR/eAFYA rollout helping reduce 
paper HMIS burden

Key contrast:  TX_NEW cascade performing well (85% CD4, 96% TB treatment linkage) — but non-suppressed clients remain 
largely invisible to AHD screening (only 9.5% tested). Fixing this gap is Uganda’s highest AHD priority.
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Key Lessons

What is Working

●AHD embedded in HMIS and DHIS2 — monitoring is more sustainable because it sits 
inside routine reporting

●Full cascade tracking (not just CD4) helps reveal bottlenecks at each step
●Hub-and-spoke model improves access to diagnostics in lower-level facilities
●CQI projects and TSS/mentorship are helping maintain quality under reduced partner 

support
●TX_NEW cascade performing relatively well: 91% CD4 coverage, 97% TB treatment linkage

Sustainability Principle: Integrate AHD within existing HMIS—avoid creating parallel M&E 
systems—and ensure commodity tracking is aligned with routine service delivery systems.
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Key Messages

1

2 The full cascade matters: eligibility → CD4/AHD diagnosis → TB-
LAM/CrAg → treatment linkage → outcomes.

3 Hub-and-spoke models are practical for decentralizing diagnostics, 
referral, equipment support and mentorship across levels of care.

4 Routine AHD data should guide policy, prioritization, integration and 
scale-up — not simply serve reporting requirements.

Strengthen the existing system  ·  Close the non-suppressed screening gap  ·  Secure 
commodities  ·  Institutionalize data-use routines

AHD monitoring is most sustainable when embedded in routine 
HMIS/DHIS2, clinical tools, laboratory reports and commodity systems.
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A sustainable system is less about new tools and more about repeated data-use routines

1. Define

National core 
indicators, 

disaggregation and 
action thresholds

2. Digitize

Map AHD fields into 
EMR/eAFYA and 

DHIS2 dashboards

3. Review

Monthly facility CQI; 
quarterly 

district/regional/nati
onal TWG review

4. Act

Mentorship, 
commodity 

redistribution, 
referral 

improvements, 
staffing decisions

5. Learn

Compare 
outcomes, 
document 

implementation 
experiences, 

update guidance

Recommended dashboard views: national cascade · facility-level heat map · stock status · 
non-suppressed AHD screening gap · CrAg/TB-LAM positivity · treatment linkage

Scale-up Roadmap: Turn AHD Dashboards into Monthly 
Management Practice
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Flavia Kyomukama
Executive Director, NAFOPHANU-Uganda 

Leveraging Community-Led Monitoring to 
Strengthen Integration of Advanced HIV Disease 
Services into Routine Health Care: 
The Uganda Experience
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Background & Context: Advanced HIV Disease in Uganda

Burden: 
• Despite 1.4M PLHIV on ART, ∼15-20% of new diagnoses still present with AHD per MoH data. UPHIA 2020-

2021 showed late diagnosis remains high among men and adolescents.

NAFOPHANU role: 
• 135 PLHIV district forums. 18 National Networks, 10 City Forums and champions. 
• We see AHD clients daily -

1. From households
2. Community 
3. Referral to death or recovery
– Community is the “first and last mile” of AHD care.

Drivers: 
Stigma, health system barriers, stock-outs, 
poor screening for TB/CM/crypto, and 
service fragmentation during integration 
transitions.

Community reality: 
By the time our peers reach facilities, they are already very 
sick. Integration means more services under one roof, but 
there is also the risk of being lost between HIV, TB, OPD 
departments.
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Continuity of Care: Community-Led Monitoring in Integrated 
Models During Service Integration Transitions

• Method: 32 AHD peer 
monitors from PLHIV 
networks to track 10 AHD 
indicators monthly: 
CD4/CrAg screening done, 
TPT initiation, CM 
treatment availability, wait 
time, respectful care.

CLM within 
Integrated Service 
Delivery Models  

• CrAg tests available
• RoC with AHD face long 

waiting hours and stigma, 
while ‘stable’ RoC are 
prioritized.

What we catch 
that HMIS misses: 

• Community data flagged 
CM stock-outs 3 weeks 
before NMS report. DHT 
reallocated buffer stock. 
Real-time feedback loop 
built into integrated 
clinics.

Impact: 
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Continuity of Care Community-Led Monitoring in Integrated 
Models During Service Integration Transitions

Challenge

• Integration of HIV/TB/NCD/OPD into “one-stop centers” risks PLHIV with AHD being missed during triage, 
referrals, or staff rotations.

• AHD related cases – 23 in May alone – referred and confirmed

Community 
solution 

• District PLHIV Forums coordination
• 142 AHD referrals
• Formation of 8 AHD support groups
• Peer educators – 16 service delivery – DOTs/Home visits, 32 awareness, 
• NAFOPHANU convenes quarterly forums with DHTs, facility in-charges, and PLHIV reps. 
• We present data on AHD client drop-offs, TAT for CrAg/CD4 tests, and ART interruption.
• AHD client tracking of lost to follow up clients
• ART delivery – DSD

Result 

• In 5 district  the PLHIV forums secured dedicated “AHD fast-track engagement forums” during integration 
rollout, coordination meetings, performance review meeting

• ART interruption for AHD clients dropped from 28% to 12%. 
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Community –Led Support Mechanisms for People Living with AHD 
No One Dies Alone – Community Support for AHD

Peer Navigation & Accompaniment: 
Trained AHD Buddies – PLHIV who survived AHD – 
accompany newly diagnosed clients from testing fof 
CD4/CrAg, hospital admission and at discharge. Reduces 
loss-to-follow-up in pilot districts.
Home-Based Care & Adherence: 
Peers do home visits for AHD clients on CM treatment or 
post-discharge. Use pillboxes, remind for lumbar puncture 
follow-up, spot danger signs. Linked to VHTs.
Psychosocial & Stigma Support:
PLHIV  Champions Network and women peer groups run 
safe spaces. Address fear, depression, disclosure.
 

Economic & Nutrition Support: 
Community savings groups provide transport money for CrAg 
test or hospital admission. 
Link AHD clients to food support during treatment phase.
Feedback to Facilities: 
Peers collect client experience data and present at monthly 
facility meetings. Improved provider attitude scores for AHD 
care. Community ask/advocacy to policymakers:
Fund peer navigators as part of AHD package – not 
volunteers.
Ensure CrAg/CD4 and CM treatment is available at integrated 
sites, not just referral hospitals.
Include community AHD data in DHIS2 dashboards for real-
time action.

“When I saw someone like me recover from CM, I 
believed I could too.” survivor

“Doctors treat the disease, but community gives the 
will to live.” Peer educator



Participation In National 
And Global Board 
Meetings
Approval of GC* Country Application 5th 
June 2026
AHD 
CLM
Coordination
Stigma reduction
etc
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