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This Regional Operational Plan (ROP20) ishe second for the West Africa Regional (WAR) platform
which comprises Burkina Faso, Togo, Ghana, Liberia, Mali, Senegand, newly added in ROP 20,
Sierra Leone. As evidenced by programmatic pivots and improvements in efficiency and
effectiveness that have occurred over the past year, the West Africa Regional platform continues to
consolidate its visionto catalyze sustained epidemic controlin ~ seven countriesin  West Africa
by leveraging national and donor investments to implement adaptive, evidence -based
interventionsto reach, test, treat , and retain Key Populations (KP) and People Living with

HIV (PLHIV) in settings with the greatest HIV burden.

WAR will continue to align proposed activities with Fast-Track and the Sustainable Development
Goals(SDGs). Continued ambitious targets and transformative shifts at all levels are necessary
elements to FastTrack the HIV/AIDS response. To date Ghana and Togo have specific FastTrack
action plans to accelerate the HIV response in high burden cities, howeer, each of the countries in
WAR have adopted the FastTrack targets of 90-90-90. Achievement of the 90-90-90 Fast-Track
targets will put countries on course towards achieving the SDG goal of ending the AIDS epidemic
by 2030. In alignment with the SDG godto end the AIDS epidemic and to leave no one behind in
West Africa, the U.S0 OAOEAAT 060 %i AOCAT AU o1 AT &1 O 1) $3
stakeholders to provide quality, client-centered care and reduce barriers to accessing treatment for
all PLHIV.

Working in close collaboration with the various Host Country Governments, Civil Society
Organizations (CSOs), the Global Fundto Fight HIV/AIDS, T uberculosisand Malaria (GFATM),
the Joint United Nations Programme on HIV/AIDS (UNAIDS), the World Health Org anization
(WHO) , and other partners, the PEPFAR program in the West Africa Region aims to support the
achievement of epidemic control at four different levels by 2021

1. In Burkina Faso and Togo h xEQOE OEA OAATT A UAAO 1 £
funding, PEPFAR aims to achieve the 900-90 goals in Burkina Faso, and the 985-95 goals
in Togo, through direct service delivery, targeting the highestburden sites for KP and
PLHIV. In collaboration with the Ministry of Health (MOH) and GFATM, PEPFAR will
support the national scale-up of best practices currently implemented at PEPFAR
supported sites.

2. In Ghana, PEPFAR aims to achieve 995-95 in the Western Region of Ghana and one (1)
adjacent district in Western North region.

3. In Liberia, Mali, and Senegal with supplemental Ambition funds, PEPFAR will expand
existing KP activities to additional high-burden areas to reach epidemic control in KP
groups, namelymen who havesex with men (MSM) andfemalesexworkers (FSW). PEPFAR
will also target priority populations and children /partners of KPs.

4. In Sierra Leone , a newly added country to the West Africa Regional platform in ROP20,
PEPFAR will focus on 15 higiburden sites with the goal of significantly boosting national
performance acioss the clinical cascade as well as expanding existing KP activities in
targeted areas. Consistent with the Planning Level Letter (PLL), Health Resources and
Services Administration (HRSA) will continue to work to improve human resources for
health (HRH) and clinical quality.
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In 2018, in West Africa Region, 57% of PLHIV knew their status, 40% of PLHIV were on
antiretroviral therapy (ART), and 21% of PLHIV were virally suppressed

During ROP20, inBurkina Fasoand Togo, PEPFARwill enroll 5,692 and 7,318 PLHIV respectively

on (ART), retain 30,736 and 43,905 PLHIV on ART at PEPFAR sites, and ensure 95% viral load
suppression(VLSq8 " OOEET A &AOI 80 ET AOAAOGEI Cci U OA1T 01 66 O.
displaced persons (IDPs) may limit the abil ity to meet these enrollment goals; however, Burkina

Faso was giveradditional funds specifically to fund anew project supporting IDPs living with HIV .

In Ghana, 4,574 new PLHIV will be added to the treatment cascade to reach and retain 24,096

PLHIV active ontreatment and ensure 95% VIS in the Western Region and one adjacent region in
7AO00A01T .1 O0O0EN AAOGO POAAOEAAO xEI 1l AA Al bl EEEAA [
ForLiberia, Mali, Senegal, and SierraLeone 5,367 PLHIV, 6,671 PLHIV, 4,083 PLMand 2,509

PLHIV will be identified, linked , and retained on ART respectively, and ensure 95% \&

At the site level across all countries, emphasis will be placed on continuing to implement client
centered approaches with effective case finding, linkaged care, retention strategies, and scaleup
of VL access. CQI approaches and communityed monitoring will also be a focus to improve the
quality of site-level services and client outcomes.

At the national level across all countries, PEPFARNest Africa will work in partnership with host -
country governments, various National AIDS Control Programs (NACP), Ministries of Health
(MoH), the GFATM, and other key stakeholders to address barriers that limit the ability to reach
90-90-90 targets throughout the region. PEPFAR will coordinate with donors and CSOs to support
OEA CIT OAOT T AT 008 Ei-éntdidd detviced &nH &pproachéds tdréaBhAtiedd, and
retain PLHIV.

In ROP20, West Africa Region will continue scaling clientcentered policies and approaches, such
as the use of peer navigators and case managers, to improve testing, linkage to treatment, and
retention. PEPFARWest Africa will support implementation with fidelity of effective policies ,
namely test andstart, index testing and partner notification, and differentiated service delivery
(DSD) with multi -month prescribing and dispensing (MMD). Stigma and discrimination reduction
activities for KP and PLHIV and the elimination of informal user fees will also be implemented to
remove barriers to services. Addressing systems weaknesses in supply chain (including completion
of TLD transition and removal of nevirapine-based regimens), laboratory managementand
monitoring and evaluation will remain a critical focus. Oral pre-exposureprophylaxis (PrEP), a new
prevention modality for West Africa, will be introduced in Ghana and Mali to reduce the risk of
HIV acquisition. The other countries in the WAR platform will work on the development and
adoption of country -level policies and protocolsfor PrEP.

National consultations are regularly held with stakeholders through PEPFAR steering committees,
as part of GFATM Country Coordination Mechanisms (CCMs), or other existing forums of
cooperationto analyze barriers in programming, review achievemens, and to ensure synergy in the
implementation of best practices. PEPFAR teams are working closely to build synergy with GFATM
programming in the development of the country funding requests due this year.

LEstimated using datafrom UNAIDS. http://aidsinfo.unaids.org . Dataaccessed April 11, 2019.
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At the regional level, PEPFARWest Africa will conti nue to share expertise, resources, and cross
country best practices. This information sharing will be done during the quarterly PEPFAR
Oversight and Accountability Reporting Tool calls and relevant regional training meetings.
Multilateral entities such as West African Health Organization, UNAIDS West Africa and Country
Offices, and the GFATM will continue to be engaged to support countries in scalingup effective
policies and to eliminate system barriers. Civil Society will be engaged both at site and abovsite
levels as implementing partners, carrying out community-led monitoring and oversight.

In ROP20, Senegal, Liberia, and Mali will use Ambition Funds to increase case finding and
linkage targets with a focus on diagnosing men and children and retention.Ambition funds will be
used to complement ROP20 core funds to expand successful interventionsto new sites and regions,
as well as bolster activities at existing sitesAmbition Funds will also be used to test, treat, and
retain internally displaced persons (IDP) living with HIV in  Burkina Faso and Mali .

In Senegal, Ambition funding will be used to expand high-quality, client -focused KP programs to
four new sites in SaintLouis, Kolda, and Sehdiou to accelerate strategic case finding across KP
populations (MSM and FSW) and close the gap in the first and second 90s. Activities will include
KP testing and reinforcing testing using high-yield modalities, as well as testing of partners and
children of Key Populations Living with HIV (KPLHIV). PEPFAR will also expand its case worker
and peer navigator network to ensure adherence. With Ambition funding, PEPFAR aims to identify
and link an additional 1,014 PLHIV to treatment. PEPFAR will also use Ambition funding to increase
support to military facilities and the services they provide to servicemen, their dependents, and the
surrounding population by expanding index testing and targeted testing at military sites using risk
assessment tools.

In Liberia , PEPFAR will use Ambition funding for a surge in Montserrado Couty with an estimated
60% of the national HIV burden, and in four new high-burden sites in Grand Bassa County and
Margibi County with the aim of closing the gap in the first two 90s. This surge will expand index
testing in the general population with focused outreach to priority populations (women and men
over 25, TB patients, inpatients, highrisk men, and caregivers of exposed infants) through targeted
strategies that include information on Undetectable=Untransmittable messaging (U=U) to
promote testing, linkage, and retention and to provide index testing to existing ART clients.
Technical assistance (TA) for Early Infant Diagnosis (EID) at 17 focus facilities will ensure that
exposed infants receive testing and followup, which is currently a significant gap in Liberia.
Ambition funds will also create demand for testing among men with male-only clinics and flexible
hours, as well as the introduction of HIV self-test kits in priority community locations. Through
these interventions, Liberia aims to link an additional 2,164 PLHIV to treatment.

In Mali , Ambition funding will be used to expand to 14 new sites in the current regions of Bamako,
Segou, and Sikasso to implement targeted case finding and index testing strategies to improve gaps
in the first 90. PEPFAR will expand index testing and other high-yield modalities to the new sites,

as well as expand the reach of peer navigators and case managers to strengthen retention and VL
suppression. Ambition funding will also be used to expand the integration of the eTracker into the
national Health Information Management System(HMIS) with the introduction of Unique
Identifier Codes (UICs) and electronic medical records in the District Health Information Software
(DHIS2) at the new sites. With this additional funding , Mali will put an additional 3,255 PLHIV on
treatment.
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Pervasive insecurity continues to threaten casdinding and retention in Mali and Burkina Faso .
With the displacement of PLHIV due to conflict in both countries, Ambition funding will also be
directed towards retaining Internally Displaced Persons (IDP) PLHIV on treatment. PEPFAR will
support the Governments of Burkina Faso and Mali to mitigate attrition caused by insecurity,
prevent new infections, and provide patients with a pathway to stay an treatment. In Burkina Faso,
this support will include technical input into a consolidated action plan ; funding to support
community -based organizations to deliver services to IDP PLHIVMMD ;the roll -out of streamlined
Monitoring and Evaluation (M&E) too Is and Standard Operating Procedures (SOPs)and the
provision of tools for Gender-Based Violence (GBV) prevention, HIV testing services (HTS)and
Post Exposure Prophylaxis for IDPs experiencing sexual violence. IWali , PEPFAR will provide
support to areas with health facilities that have been overwhelmed by an influx of IDPs to ensure
IDP PLHIV have access to care and can be retained on treatment.

BMWDEAAI EAh 2A0DPT T OAh AT A 007 C

2.1Summary statistics, disease burden and country  profile

With a combined population of 105.8 million inhabitants (CIA Factsheet), the West Africa PEPFAR
Region has an estimated50,000 total PLHIV (Spectrum; UNAIDS) in 2019. The number of PLHIV
was estimated at337,636n Ghana (Spectrum2019, followed by 151,93 Mali (Spectrum 2019,
110,000in Togo (Spectrum 2019)96,000 in Burkina Faso(UNAIDS data 2019 report) 73,870in
SierraLeone,42,044in Senegal (Spectrum 2018), and9,484in Liberia (Spectrum 2018). The HIV
prevalence is higher in urban areas than rural areas, higher among women than men, and higher
among KP, such as MSM and FSW. The HIV epidemic is defined as concented in KP in Mali,
Senega) and Sierra Leone, while Burkina Faso, Togo, Ghana, and Liberia have a mixed HIV
epidemic.

HIV prevalence in the region varies in the general population between countries and in KP groups.

In Burkina Faso, with an estimated 96,000 PLHIV and a prevalence rate of 0.7% (AIDSInf®2018,
HIV prevalence among MSM is 1.9% and 5.4% among FSW (IBBSS 2017). Adult women, adult men,
and children represent 55%, 35%, and 10% of the PLHIV in Burkina Fasespectively. The PEPFAR
prioritized regions of Centre, Centre Ouest, and Hauts Bassins are home tabout 66% ofthe PLHIV

in Burkina Faso.

In Togo, the number of PLHIV is estimated at 110,000 with an overall prevalence rate of 2.3%.
Estimates among MSM are 22%nd 13% among FSWs (IBBSS 2017). Adult women, adult men, and
children represent 56%, 33%, and 11% in Togespectively(UNAIDS 2019). The PEPFARrioritized
regions in Togo of Lomé commune, Maritime, and Plateaux regions are home to about 78% of
PLHIV.

Ghana is estimated to have a total population of 29,340,248, and an estimated 330,000 PLHIV
(UNAIDS 2018 data). The HIV epidemic is defined as a mixed epidemic, and HIV prevalence is
higher in urban areas than rural areas, higher among women than men, and higheamong KP such
as MSM and FSW. Ghana has an estimated HIV prevalence of 1.7% among adultsg&rum 2019),
18.1% among MSM (GMS II, 2017), and 6.9% among FSW (IBBSS, 2016).

In Liberia , HIV prevalence was 1.3% in 2018 (Spectrug®1§, with an estimated 39,484 PLHIV.
Prevalence is 16.7% among FSW (Liberia, 2018 IBBS) and 37.9% among MSM (2018 IBBS).
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Mali has a total population of about 19.1 million (World Bank, 2018). The number of PLHIV was
estimated at 151,937, with a general HIV prevalencéd ©.8%among the whole population and 1.4%
among adultsage 1549, in 2018 (Spectrum 2018). Prevalence is 13.7% among MSM and 8.7% among

FSW (IBBS 2018).

HIV prevalence in Senegal was 0.5% (2018), though prevalence among FSW is 6.6% and 27.6%
among MSM. There are an estimated 73,870 PLHIV irSierra Leone with an adult prevalence

of 1.B%and prevalenceof 8.5% among sex workers, 14% among MSM, and 8.5% among persons who
inject drugs (PWID) (UNAIDS Sierra Leone factsheet).

WEST AFRICA: HIV PREVALENCE AMONG GENERAL POPULATION
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Standard Table 2.1.1

Table 2.1 Host Country Government Resulis: BURKINA FASO and TOGO
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Tahle x.1.1 Host Country Government Results: GHANA
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Table 2.1.1 Host Country Government Results: LIBERIA, MALI, SENEGAL, and SIERRA LEONE
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Standard Table 2.1.2

Table z.1.2 95-95-05 cascade: HIV diagnosis, treatment and viral suppression®

Epidemiologic Data

HIV Treatment and Viral Suppression

HIV Testing and Linkage to ART Within

the Last Year
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*Theseshould be national data; if the data do not exist, PEPFAR datanay beused if relevant.

Estimates for testing treatment, retention , and suppression for key and priority population groups (below grey line) should only be included if
reliable data exists.

Cite sources

(Spectrum 2018, AIDSINFO, UNAIDS Key Populations Atlas )
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Figure 2.13Updated Nationaland PEPFA R Trend for Individuals currently on Treatmen
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*These graphs show UNAIDS data, as PEPFAR data is unavailable.
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Figure 2.1.4 Updated Trend of New Infectionsand All  -Cause Mortality Among PLHIV

Making progress toward epidemic control: Still a lot of work to do:
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Figure 2.1.5Progress retaining individuals  inlife long ART in FY19

As FY20isthefirst year new PEPFAR programming, PEPFAR/Westrica does not have data available.

Figure 2.1.6 Proportion of clients lost from ART 2018 Q4 to 2019 Q4

As FY20isthefirst year new PEPFAR programming, PEPFAR/West Africa does not have data avaiabl

Figure 2.1.7 Epidemiologic Trends and Program Response for your Country (Figure 2.1.1.3in COP20 Guidance)

Fewer positives to find than are currently on treatment
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Slow progress and a long way to go

Ghana
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Figure 2.1.8 Netchange in HIV treatmentby sex and age bands 2018 Q4to 2019 Q4

As FY20isthefirst year new PEPFAR programming, PEPFAR/West Africa does not have data available.
2.2 NewActivities and Areas of Focus for COP20, Including Focus on Client Retention

PEPFAR/West Africa will implement client-centered, client-friendly approaches across the clinical

cascade to improve client linkage and retention in ROP20. PEPFAR programs will edinue to

develop and expand improved service delivery, including evidenceebased interventions such as

expanded days and hours of service (extended hours/Saturday clinics), malEOE AT AT U Al ET EAC
corners, alternative locations for service delivery vihere men usually congregate), and family

centered care and treatment approaches.

All seven countries will implement community -led monitoring as part of Continuous Quality
Improvement (CQI). Led and implemented by CSOs, community-led monitoring will include : (i)
monitoring of policy implementation (Index Testing, Test and Start, multi -month dispensing
(MMD), Tenofovir / Lamivudine/Dolutegravir (TLD) Transition, elimination of informal user fees);
(i) Mystery Client surveys; (iii) routine data collection regarding quality of HIV services ; (iv)
collection and monitoring of discrimination/stigmatization; (v) advocacy for removing of barriers
to access to care and treatment services; (vi) monitoring of corrective actions implementation; and
(vii) monitoring gover nment financial commitments.

In ROP20,the PEPFAR prograns in Togo and Burkina Faso will ensure implementation with
fidelity of retention and viral suppression strategies started in ROP19with an increasedfocus on:
() client -centered approaches across he clinical cascade; (i) CQI including community-led
monitoring; (iii) VL scale -up; (iv) retention on treatment; and (v) strengthening supply chain
management. Emphasiswill be placed on scalingup MMD.

CQI approaches namely, the PlanDo-Study-Act (PDSA) cycle and collaborative model will be
usedto address gaps identified by routine performance reviews to increase retention and quality of
service. Each facility will apply the PDSA cycle, an iterative foustep problem-solving process, to
identify, test, and implement changes that can result in best practices. Systematic application of
PDSA cycles will help to ensure that all service changes/activities related to providing mesiriendly
services, sehtesting, MMD, reducing LTFU are planned and tested and that feedback is
incorporated before scaleup. It will addresssystems issues affecting the performance of providers
and service quality.

Violence, including physical, sexual, emotional, and economic violence, increases HIV risk,
decreases HIV testing upake and disclosure, and decreases enrollment and adherence to ARFor
GBV prevention, Burkina Faso and Togo will offer information on rights and will develop a
network of KP-friendly violence-response service providers to make services more responsive.
Talking to KP members explicitly about the impact of violence on HIV vulnerability also encourages
testing among those who may not recognize that they are at riskBurkina Faso and Togo will also
work with the police, who themselves are common perpetratorsof violence, which can improve
+006 AAEI EOU O AiTCOACAOAR OI OOA ATTAITI O ATA
program will work closely with the human rights observatories in eachcountry to document and
address GBV. For GBV response care atitatment, Burkina Faso and Togo will provide violence
response services in the context of KP HIV programming to make services more responsive.
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In ROP20, PEPFARGhana will work towards achieving 95-95-95 targets in the Western region and

in one adjacentdistrict (two facilities) in the Western North region. Activities will institutionalize
quality improvement approaches to provide client-centered services across the HIV continuum of
care.ROP20 activities will strengthen index testing across all facilities to ensure it is implemented
with fidelity and according to WHO and PEPFAR standards for safety and confidentiality. To
achieve adequate growth of TX_CURR over time, activities will ensure sustained achievements of
TX_NEW targets through active referral and linkage, use oflinkage registersand operationalization

I £ ' EATA80 PI 1 EAEAO A O OAOGE OEEAOEI C AT A $33%$8 09
data officers to ensure quality data collection and reporting, which will enable effective and tmely
monitoring of treatment growth indicators. Activities will also focus on active linkage and timely
follow-up of lost clients. Emphasis will be placed on U=U messaging in the community and at the
site level, as well as in training of media personnel tohelp promote awareness of the benefits of
adhering to treatment and being virally suppressed PEPFAR/Ghana will also support the scalep

of PrEP and HIV selftesting, as well as community monitoring activities to ensure adherence to
PEPFAR Minimum Program Requirements (MPRs). New activities will include support for
implementing PreP, including demand creation among serodiscordant partners, KPs, and other
eligible HIV -negative persons. Activities will also support HIV selftesting to increase case finding,
particularly among youth, men, and KPs.

In ROP20, PEPFARLiberia will expand to four additi onal health facilities in two additional
counties (two in Margibi and two in Grand Bassa) and two additional community sites in
Montserrado County totaling support to 17 health faciliies and nine community sites. ROP20 shifts
include VL specimen transferfor all PEPFARsupported facilities with tracking of VL results for all
patients at the facilities, and community -led monitoring activities. Furthermore, because current
PEPFAR retention support focuses primarily on KPs, only 16% of patients in PEPFARpported
facilities are currently receiving retention support. In ROP20, PEPFAR/Liberia will provide
retention support and tracking of loss to follow-up (LTFU) for all patients at its 17 supported
facilities, with links to CSOs for community -based follow up.

Maryland County, in the Southeast corner of Liberia, bordering Céte d'lvoire, is in the South Eastem
Region which has the seconehighest HIV prevalence in Liberia after the SouthCentral Region
(which includes Montserrado, Margibi and Grand Bassa Countig), and includes a major
commercial corridor. (23! 80 AAI EI U | AAEAET Ah 1T OOOET C O | EAXE
activities in Maryland County create greater opportunities for improving direct service delivery,
including for HIV. In ROP20, targets have been established for Maryland County, and new activities
will be carried out to assure linkage, retention, and viral suppression. Index testing will also be
introduced. Community monitoring, retention , and other support will take advantage of existirg
community outreach platforms and relationships. KP activities will be enhanced with possible
addition of new prevention services. Efforts will be undertaken to assure reliable availability of HIV
commaodities including to support MMD.

With supplemental Ambition funding, PEPFAR/Liberia will also implement a 12month surge to
expand index testing in the general population from the 17 focus sites in three counties and will
include focused outreach to priority populations (TB clients, in-patient clients, high-risk men,
caregivers of exposed infants) through populationtargeted strategies that include information on
U=U to promote testing, linkage to treatment, and retention. With a relatively small population
and tight geographic focus, this 12month surge will improve case-finding of those who do not
currently know their status and those who know they are HIV+ and are not on treatment, paving
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the way for the additional support in the ROP for client-centered clinical care, retention, and scale
up of VL services. Activities also include TAto EID to address the critical gap in ensuring exposed
infants receive testing and follow-up, men-only clinics and weekend clinics to encourage men to
seek HIV-services, and introduction of HIV self-test kits in priority com munity locations such as
urban and peri-urban slums for guided selftesting to particularly target men.

In ROP20, PEPFAR¥ali will expandto 14 additional districts with high -burden urban sites in the
current regions of Bamako, Sikasso, and Segou. The national PLHIV network will be contracted to
increase clientcentered approaches at health facilities and in the community. PEPFAR will support
satellite sites for aggressivehighly targeted casefinding, linkage and retention to care. To
accelerate casdinding, PEPFAR will expand successful strategies implementedin ROP19, including
the Enhanced Peer Outreach Approach (EPOA) angbeer navigator outreach, while continuing to
hone strategies to ensure that they are clienticentered for key and priority populations, such as
targeted community-based services for DSD and adapting clinic services to be more user
friendly. PEPFAR will stengthen retention by supporting task shifting to nurses, expanding and
strengthening patient tracking both at the site and community level, as well as accelerating the
implementation of the eTracker and the UIC. To advance progress of the 3rd 90, PEPFARIilv
support the optimization of the national lab network and ensure proper sample transportation,
while enhancing demand creation activities at the site and community level. PEPFAR/Mali will also
procure PrEP commodities in ROP20 to address the rising ratef new infections.

Mali is facing rising instability and conflict, resulting in over 200,000 IDPs, many of whom gravitate
towards major urban areas in Bamako, Segou, and Sikasso. To ensure that PLHIV among |Dd&aa
continually access HIV services, in ROR0O PEPFAR will implement activities in ROP20 to support
and retain IDPs PLHIV on treatment. PEPFAR will leverage the knowledge and expertise of existing
U.S. Government (USG) and international humanitarian actors in Mali (Office of U.S. Foreign
Disaster Assistance, Food For Peace, United Nations Office for the Coordination for Humanitarian
Affairs, World Food Program) to strategically design and implement interventions aimed at finding
known and unknown positives among IDPs in PEPFAR regions and ensuring #y access quality
Al ET EAAT OAOOEAAO AU OAOCAOGEI C 0w0&! 2 OEOAO
Programming targeting IDPs will also ensure an adequate patient referral and tracking system to
ensure retention on treatment in a fluid and unp redictable population movement context.

In ROP20, PEPFAR%enegal will expand to nine additional sites and scale up clientcentered
approaches that are being used in the four existing sites. PEPFAR/Senegal will also further optimize
casefinding to focus on finding men and asymptomatic clients. To ensure retention on treatment,
PEPFAR will expand peer navigator and case manager networks, and ensure that flexible services
are available to link and retain men and KPs on treatment (modified hours, KRfriendly services,
etc.). Critical VL commodities, including VL reagents and cartridges, will be procured for PEPFAR
sites, and will be accompanied by the creation of SOPs to optimize VL commodity distribution, and
interventions to ensure timely communication of results to patients and to increase demand for VL
testing. Interventions will be undertaken to optimize the national lab and sample transportation
network to drive achievement towards the third 90.

In Sierra Leone, through PEPFAR central funds, HRSA is currently supporting differentiated
testing and linkage to care at 18ites in the high burden Western Area. Four high burden district
hospitals in neighboring Port Loco will be added, bringing the total number of supported sites to
15. Index testing has been implemented with fidelity and is producing very good results. This
intervention will continue to be scaled in ROP20. With the additional funding through ROP20,
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PEPFAR will extend its support to the full cascade at these 15 sites, enhanced by client centered
approaches including community monitoring, and targeting barrier s such as effective commodity
quantification, effective VL coverage, and progress on remaining gaps with MPRs.

2.3Investment Profile

Table z.3.1 Annual Investment Profile by Program Area®
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L ,
Country GNI per Capita in USD
Burkina Faso $670
Togo $660
Ghana $2,130
Liberia $610
Mali $840
Senegal $1,410
Sierra Leone $490

The Gross National Income (GNI) per capita in the seven focus countries in West Africa range from
US$490 in Sierra Leone to $2,130 in Ghana. Only Ghana ($2,130 GNI per Capita) and Senegal ($1,410
GNI per Capita) are classified in the lower-middle-income category. The other countries are

2 GNI per capita, Atlas method (current US$)} Ghana. The World Bank Data.
https://data.worldbank.org/indicator/NY.GNP.PCAP.CD?locations=GH. Published 2019. Accessed March 2,
2020.
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classified by the World Bank as lowincome countries (Mali: $840; Burkina Faso: $670; Togo: $660;
Liberia: $610; Sierra Leone: $490). The HIV response in West Africa is largely fundélrough
external development partners (donors), households, and public revenue. Across West Africahe
GFATM is thelargest external source of funding for the HIV/AIDS response For ROP20, Year Two
Game Changer funding will be provided to Burkina Faso andlTogo. PEPFAR core funding will
increase to Liberia, Mali, Senegaland Sierra Leone. Lastly, supplemental Ambition funding to
Liberia, Mali, Senegal, and Burkina Fasowill expand programming. GFATM allocations for all seven
countries increased in the 20262022 cycle compared to the 2022019 allocations.

Among the seven countries,Burkina Faso is the only country that funds a significant portion of
its HIV/IAIDS response, estimated at 41%. The GFATMontributed 28% of the total expenditure in
2018 ($9,450,82) in Burkina Faso. The contribution of the PEPFAR program represented 4% of the
total expenditure. The majority of the domestic resources were used to purchase antiretrovirals
(ARVs) and pay staff salaries. 48% of the expenditures related to antiretrovalds (ARVs) came from
domestic resources. Year Two Game Changer funds will contribute to filling some of the remaining
gaps to reach 9090-90 goals. These national funding levels may drop given the prioritization of
budget expenditures to the security secta in response to a precipitous decline in security.

In Togo, despite a 26% increase in domestic HIV/AIDS funding from 2016 to 2018, the country
remains dependent on external resources, whe providing 28% of the HIV response funding.
According to the National AIDS Spending Assessment report, in 2018 $18.7 million was spent on
HIV services. The GFATM contributes 41% of funding, while PEPFAR funding represents 10% of the
expenditures. In general, 54% of expenditures are relatedto care and treatment. Dogstic resources
are mainly used to finance ARVs and the health system strengthening. Thirty percent of ARVs are
purchased with domestic resources. Year Two Game Changer resources will contribute towards
filling commodity gaps.

Ghana has received a cumulatve total of $342 million from PEPFARand GFATMto address
HIV/AIDS. The Government of Ghana (GOG) allocated $1.22 billion for health in 2020, slightly
EECEAO OEAT OEA AiI 11T AAOETT 1T £ HY8Ya AEI I-8%0]
which is in its fourth year of implementation, is projected to cost $494 million, with treatment
making up the largest share of the NSP budget (61%, $302.8 million). Prevention of new infections
(behavior change communication and condomd lubricants) will account for 13% ($65.5 million),
while critical enablers (policy environment, stigma and discrimination, coordination and
management of the HIV/AIDS response) represent 17.5% ($86.5 million). Synergies with
development sectors (health and community systems stengthening, social protection programs,
etc.) constitute 8.1% ($39.8 million). The direct cost of the prevention and treatment programs is
$368 million, forming 74.5% of the total cost, while indirect cost constitutes the remaining 25.5%..
Stakeholders arecurrently meeting to develop an updated NSP for 20220253

m\
—_

In Liberia , the GFATM is the primary funder of the HIV response, including all related testing,
ARV, and laboratory commodities. PEPFAR contributes the second largest investment towards the
HIV response, followed by the Government of Liberia and UNAIDS. PEPFAR and GFATM
investments are both focused on supporting key and vulnerablgopulations but include additional
high-risk populations. PEPFAR, GFATM, UNAIDSand NACP have routine meetingsand interact
and collaborate closely through the CCM. The Government of Liberia pledged to purchase sexually

3 EAT AGO . AGETT AT ()6 02) $3 300AOAGCEA o1 AT ai Yo
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transmitted infection (STI) medications as part of their contribution and cost share for the HIV

response. Thatpld CA xAO DAOOEAIT U T A0 ET a1l Yyh AOO EO xAC(

In Mali, the GFATM is the primary funder of HIV testing and treatment services. For services
targeting KPs, the GFATM supports the Kayes, Koulikoro, and Mopti regions while PEFAR
provides KP-focused and priority populations prevention, testing, treatment, and adherence
support in Sikasso, Segou, and Bamako regionROP20 PEPFAR funding will be used to bolster
services, purchase PrEP commodities to address the rising rate of newfections, and provide free
STl treatment as part of a comprehensive care and treatment packag®EPFAR also supports data
quality improvementand TA to laboratories and VL testing. UNAIDS andthe WHO provide TA to
reinforce implementation of the three 90s. UNICEF specifically supports pediatric services,
including prevention of mother -to-child transmission. Unitaid supports some HIV self-testing
research.

In Senegal, the GFATM is the primary funder of the HIV response, followed by PEPFAR, and then
the Government of Senegal PEPFAR and GFATM investments are both focused on supporting key
and vulnerable populations, and PEPFAR coordinates closely with the GFATM to ense that clients
receive afull package of servicesThe Government of Senegal has advocated to use PEPFAR's target
setting methods for GFATM KP programming. The GFATM also purchases the majority of the
commodities for the response, including ARVs, VL reagnts, and PrEP. In ROP20, PEPFAR wiill

~ s x oA X oz o

purchase VL reagents and poirtof-AAOA AAOOOEACAO | A1 O 0wo&! 2 OEOA
AoAAT 1 AT AAG ET 0%w0&!2 OEOAOh AT A EO Al 1T OAET AOE
Clinton Health Access Initiative (CHAI) to ensure the optimal allocation of these commodities.

In Sierra Leone, PEPFAR is the second largest contributor behindthe GFATM, with the
Government of Sierra Leone meeting its GFATM ceunding obligation. PEPFAR and GFATM
investments are both focused on supporting key and vulnerable populations, though PEPFAR

support is far more targeted to these populations. PEPFAR coordinates closely with the GFATM to

ensure complementarity of programming. The GFATM also purchasesnost HIV commodities,

including rapid test kits (RTKs), ARVs, and VL commodities. GFATM has expressed willingness to

support PrEP.
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Standard Table 2. 3.2

Table z.3.2 Annual Procurement Profile for Key Commodities

LI:".::T:::“ Country Total Expenditure | % PEPFAR % GF :":.1]:.?::-:-, % Other
Burkina Fasa® 13,000,837 o sor Ha 8.0 LEE
Togo L4, 68008150 a3y ot 1o
Gihana Sz 208,464 o Ha'a 1wy ot
ARV Liberia® £1,454 3z G2 o g
Bdali 55,1 o Ha'la a0 ot
Senegal
Sierra Leorse ¥y 1
Burkina [Faso® 1,0 5, 000 15k G5
T $774, 36751 55 3 17
Crheana 86,6E7O26 o ax i o't
Rapid test kits Liberia® L2053, gh by & 100y
Pl 81,158, geb.05 14" T4 13. 86%
Senegal £ 5,244 0 1oy
Sierra Leome ¥ 1"
Burkina Fasa® §1. 300,287 o 52 48
Tingn
Cihana
Lither drugs Liberia® f27, 060,24 & o' o't oM
Pl S78g, ph BR o 00
hamieg
Siorra Loore oy
Burkina Faso® 84,424,047 o g0’ Bt
Togo $300, 244 06 ot 5 g5
Gihana $1,253, 647 o 00y o't ot
Lab reagenes Liberia® Sahh, g Ha o 1oy
Plali $1, 7460, 305,20 1oy
Senegal e Gyn.0 B4 o'l
Sierra Leone oy
Burkina IFason® 1655 a1 o bTa Wala b Bo.oo
Tango Sgnand.h L] oy
T A 1 st
Gihana 1,735 &) & Bk [LINFPA)
Condams Liberia®
Pdadi
hamieg
Sierra Leorse 1oy
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Viral Losd
commioddities

Burkina Fas® Included in lab
reagents
Taogo S0 1. 7O5. 04 ] 56 44
Crhana
Liberia® £346,178 00 1y
Mak £3 60 378 ah a8, =3
senegal £1,154,153-00 53 T
Sierra Leone 1

WO kit

Burkina Fam®

| L4 -k

Crhana

Liberia®

Mali

Senegal

Sierra Leome

Mot applicabde to West Africa Begional

MAT

Burkina Faso

Taogo

Cahsaima

Liberia

Senegal

Sierra Leome

Mot applicabde to West Africa Begional

Burkina Fasm®

Crhana

Other commuodities

Liberia®

Mali

Ha't LT

Senegal

Sierra Leomne

p [R5

T'astal

*Data is from FY2019, FY20 data was not available
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Standard Table 2. 3.3

Table z.3.3 Annual USG Non-PEPFAR Funded Investments and Integration

Mon-FPEPFAR

Fundi C ‘ Total LISG - e O # Co- PEPFAR COP
I_J“: MR untry Mon-FEPFAR 'w_mﬂ!'“ o Funded Co-Funding Ohjectives
Saurce Resources Funding 1M Contribution
PEPFAR IMs )
Buarking Fasa 54,000,000 . o I|:|_rrr|:--\. ement of mother and
@ child health
Togo o o o
i 1]
Ghana $a3,000,000 iL0go.303 Cines 1] Shis4.656 Activities relate to GHEM-PSM
LISAID MCH
Liberia P . o NiA |t\'.'\d1.l.l.'l.j miternal and child
mortality
=T . i
Mali Sl e s . o MiA Prevent maternal and child
deaths
- . i
Senegal A a5 B T 2] NIA Prevent maternal amd child
i deaths
Sierra Leome £, OO
Burkina Faso 5] [} 5] M
Togi 8] 1] 8] MiA
Lhana 5] [} 5] MIA
LISAIDTE Libseria o o o Mia
Bali 5] 5] o] Wia
senegal o o o MiA
Sierra Loome
Burking Fasa P, . o ) Prevention and treatment of
A malaria
Towgis o o o
" MiA
Ghana §28 aao, 000 S04, 630,000 Cine (1) o Activities rolate mo GHSM-PSM
654,656
LISALD Malaria Liberia $14_CHM0, 000 Iiudul:'l.' martality and
morbidity from malara.
Mali i, 000,000 . o MjA IE-'.\'JuL'L: mitlaria morhidity and
maortality
4,514,680 For Turn (2] NiA
Senegal §24, 000,000 Aoy Mk : Redwee malaria and roartality
Hierra Leome £15, CI0HT, L0
Healthy ti o i f
Burkina Faso SO, 00D o [ FEINEY S !||:|||1!.|' AN FPACITY,
[rEgnncies
Support family planning (FF)
activity to implement and
Togo i1, 525, a00 o Ul 1) Mi catalyme pathways to scaling up
! FP High Impact Practices
I".1.|1|i|1_.' Manning [HIFs)
Ghana LIRSS et R3O O Cine (1) &higg,b56 Activities relate o GHSM-PSM
Inerease access and availability
Liberia &6, 000,000 B tova full range of contraceptive

methods.
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Increase hoalthy timing and

S615,00000

Mali §173,000,000 o o MNiA A
spacing of pregnancy
senegal £15,C10H3, L0 1,045,205 5] MIA
Sierra Leome £, O
Burkina Faso o o M
5]
Towgis 5] o MIA
5]
Gihana o o MIA
o
LI %, Liberia Joint Clinical
MNIH Liberia T Research Partnership
e [PREVAIL}) om infectious
disease
Mals o o NiA
5]
Senegal 5] o MIA
5]
Sierra Leome
Prevention, detectissmn, and
Burkina Faso S, CHCH, (N0KH i o respanse to ghsbal public
health threats
Togn 5] 5] 5] MIA
Lihana §2 200 000
Strengthen Litseria's capacities
toy prevent, detect, and respond
€DC (Global e T i bt emerperci
Health Security) f ’ K ’
- events
. N GHBA support staff towards 51
Mali I 1] M
B 40 0010 ) and lab capacity LIEES, VL)
Senegal o o o MWiA
~ 1
Sierra Leome I —— . o ILAF. funded by HRSA and
Cc
Lierra Leome 44,400,000 (o
for health
Burkina Faso
Togi
al 55 S G066 Omes ¢ 5 o Mutrition activities relate to
F 5 . 54 G5 . .
. . ihana SR na {1 54,656 CHEM-PEM
Oither (specify)
|Mutrition)| Liberia
Pdali
Senegal 5, ALK A0 322 Clme 1 WA Imprrovve mutrition
Sierra Leome
Burkina Faso
Tongin
Ghana LA I e ] 1] o 1] WASH actavities
[WasH]
Other (specify) Liberia
fabs, 000 Lo Support partner
military in prevention, care and
PMali o o MIA treatmment, and retention

activities and &350,000 to
provede local |-:rgj.1l:i|.ul SUPPONE
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2.4 National Sustainability Profile Update

Ghana was the only country to carry out a Sustainability Index Dashboard (SID) in 2019. While
"EATAG6O DPi 1 EAEAOh 1 AxOh AT A OACOI AGEIT O AT AAT A A
still opportunities to improve | inkage to ART servicesincreaseretention on treatment, and reduce

stigma and discrimination. Ghana continues to face sustainability challenges, which threaten to

slow gains in the HIV response. Several critical Sustainability Elements have either contined

to worsenor fluctuate d since first completing the SID in 2015, including data for decisioamaking,

domestic resource mobilization, laboratory, service delivery and supply chain, and civil society
engagement.

PEPFARGhana will prioritize activities to a ddress some of those gaps, such as supporting data
quality to improve data-driven decision making and providing TA to optimize supply chain and VL
systems. Other gaps, such as increased domestic resource mobilization, will be addressed through
continuing advocacy in coordination with the GFATM and the Embassy Front Office.

The GFATM has prioritized the procurement of HIV commodities including ARVs, VL reagents,
and other essential commodities in the next funding request, so Ghana can provide ART to 81% of
PLHIV by 2023. In addition, GFATM has increased allocation for CSO intervetions to improve KP
programming and expand community interventions to sustain HIV programs, expand the DHIS2
eTracker, reinforce and sustain the supply chain reform, and promote performancebased financing
through decentralization of funds and robust fina ncial management systems. PEPFAR has reduced
its investments in KP programming in FY2020 and is strategically focusing on a combination of site
level and above site level support to reach epidemic control in Western regionthereby setting a
path that other regions can follow towards achieving epidemic control in Ghana.

In ROP20, the other six countries will carry out a SID exercise.
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