
A Aliança Global para acabar com a SIDA nas crianças até 2030

Chamada virtual técnica: Relatório 2025

Angola 
Apresentadora: Graça Manuel, MD, Chefe de Departamento de Apoio e Cuidado ao VIH

Apoio: Tania Chilumbo, INLS; Maria do Rosario Marques, INLS; Herondina Cucumbica, UNICEF; Fernanda 

Alves, OMS; Isabel Daniel, ONUSIDA

3-4 de junho de 2025



Pilar 1: Testes acessíveis, tratamento optimizado e cuidados abrangentes para bebés, crianças e
adolescentes que vivem com o VIH e estão expostos ao VIH

Intervenções

prioritárias

Principais actividades necessárias para

implementar a intervenção

Resultados alcançados até à data Impacto da redução do
financiamento na intervenção

1. Realizado Um

Piloto de

Diagnóstico

Infantil Precoce

(EID) de Base

Comunitário no

Huambo T3_24:

aumentou o

diagnóstico

precoce de 36%

para 88% nas

unidades de

saúde apoiadas

pelo Pepfar.

1. Formação e Capacitação: de

técnicos de saúde no Huambo

alargando o número de US capazes

de realizar testes de DPI e carga viral.

2. Parcerias e Financiamento: A
iniciativa contou com o apoio do
PEPFAR. Discussão para replicar está
em curso em 3 províncias apoiadas
pelo GF e na Huíla através do apoio
da UBRAF.
3. Integração com a Proteção Social:
o envolvimento da comunidade
mostrou ser critico para adesão das
mulheres grávidas e lactantes
seropositivas.

▪ Aumento na cobertura de testes
DPI de 22% para 70% na US
Benfica.

▪ Aumento da cobertura de testes
DPI de 38% para 65% no CMI
Caala

1. A perda do financiamento
na vertente comunitaria
implica a nao expansao
deste modelo comunitario,
o que resulta em menos
crianças identificadas
positivas e ligadas ao
tratamento.

2. Em Angola, a cobertura de
DPI em 2024 foi de xxx

3. Menos investimentos nos
esforços e sistmas de M&A
para registo mais completes
e confiaveis.



Pilar 1: Testes acessíveis, tratamento optimizado e cuidados abrangentes para bebés, 
crianças e adolescentes que vivem com o VIH e estão expostos ao VIH

Intervenções

prioritárias

Principais actividades necessárias

para implementar a intervenção

Resultados alcançados até à data Impacto da redução do 
financiamento na intervenção

2. Iniciativa LIFT UP da 

READY+ (2021); e 

Bancadas Femininas 

(2020), presta apoio 

entre pares de 

adolescentes e jovens 

na realização de testes 

de VIH, iniciação ao 

TARV, adesão,  e 

monitorização da carga 

viral, com um forte 

pendor na literacia ao 

tratamento e 

empoderamento 

feminino, na 

comunidade e na US

• Forte colaboração com 
organizações da sociedade 
civil e iniciativas lideradas 
por jovens.

• Integração de género e 
formação inclusiva LGBTQ+.

• Envolvimento da 
comunidade através de 
educação e apoio liderados 
por pares.

-Capacitaçados para actuar 568
ativistas profissionais de saúde em 
Saúde Sexual Abrangente, VIH e 
SOGIE (LGBTQ) em Luanda, 
Benguela, Cuanza-sul ,Bié, Namibe 
e Huíla.

-Criadas grupos de autoApoio para 
adolescentes que vivem com o VIH  
(10- 14; 15- 24 anos).

A reducção no financiamento
causou uma paragem desta
actividade em lugares que
contam com o fundo do
PEPFAR, resultando em menos
ligações adolescentes e jovem
ao tratmento e apoio mutuo. O
que causara a
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Participação comunitária

Qual é o processo de envolvimento da comunidade para este pilar?
•Mobilização de agentes comunitários capacitados para identificar, sensibilizar e acompanhar mães e bebés expostos 
ao VIH, com visitas domiciliares e encaminhamento ativo para os serviços de saúde.
•Parcerias com líderes comunitários e religiosos para reduzir o estigma e aumentar a aceitação do diagnóstico precoce 
infantil (EID) nas comunidades.
•Ligação estreita entre comunidade e unidades de saúde, garantindo um seguimento contínuo e facilitando o acesso 
ao teste PCR para bebés
Quais são as principais acções tomadas pela comunidade em relação a este pilar?
• Aceitação do conceito das bancadas nos mercados e praças,
• Adesao aos grupos de autoapoio para pais e cuidadores de adolescentes que vivem com o VIH, promovendo um

ambiente de apoio.
• Os adolescentes e jovens aceitam os serviços de apoio sinalizado pela aceitação do rastreio das ISTs na comunidade.
• A comunidade participa das abordagem de questões relacionadas ao estigma e discriminação, melhorando

simultaneamente a literacia em saúde.
Que resultados foram alcançados?
-Aumento de adolescentes e jovens com conhecimento abrangente sobre SSR e VIH

-Aumento do conhecimento do status ao VIH na comunidade

-Melhoria do fluxo dos serviços do VIH; SSRH, incorporando um atendimento centrado e diferenciado para 

adolescentes e jovens.



Pilar 2: Colmatar a lacuna de tratamento das raparigas e mulheres adolescentes grávidas e 
lactantes que vivem com o VIH e otimizar a continuidade do tratamento

Intervenções 

prioritárias

Principais actividades necessárias para 

implementar a intervenção

Resultados alcançados até à data Impacto da redução do 

financiamento na intervenção

1. Testagem de 

caso índice 

baseado na 

comunidade 

liderado por 

mulheres 

vivendo com 

VIH: com foco 

em grávidas, 

lactantes e 

suas famílias; 

▪ Abordagem liderada por pares: O 
envolvimento de mulheres 
vivendo com VIH como 
educadoras de pares e 
mobilizadoras da comunidade 
fundamental para construir 
confiança e garantir a participação.

▪ Parcerias de Apoio: O projecto
Mother-to-Mother Internacional 
forneceu apoio técnico e logístico, 
aumentando o alcance e a eficácia 
da intervenção.

▪ Design Centrado na Comunidade:
A estratégia foi adaptada aos 
contextos locais, alavancando as 
estruturas e relações comunitárias 
existentes.

Alto alcance da testagem: Um 
total de 6.403 contatos de casos 
índice (grávidas e lactantes vivendo 
com VIH) foram rastreados e 
testados:
176 (2,7%) eram crianças
2.687 (42%) eram adultos
3.540 (55%) eram gestantes e 
lactantes
2.Forte Ligação aos Cuidados: Dos 
novos casos identificados na 
comunidade, 131 (93%) foram 
encaminhados para iniciação de 
TARV nas unidades de saúde, com 
uma taxa de ligação que varia 
entre 89% e 100%. 

A expansão deste modelo 
pratico exigefinanciamento
sustentado e um investimento 
contínuo na formação e no 
apoio aos educadores entre 
pares.
Sem financiamento o alcance 
das mulheres positiva na 
comunidade fica sem efeito.



Pilar 2: Colmatar a lacuna de tratamento das raparigas e mulheres adolescentes grávidas e 
lactantes que vivem com o VIH e otimizar a continuidade do tratamento

Intervenções 

prioritárias

Principais actividades necessárias 

para implementar a intervenção

Resultados alcançados até à data Impacto da redução do 

financiamento na intervenção

2.a) Agentes 

comunitários e da US 

formados em 

sistemas digitais de 

saúde (SIS), 

permitindo uma 

recolha de 

notificação de dados 

mais precisos e 

oportunos. 

2.b) Auditoria de 
pacientes em TARV, 
incluindo pares mãe-
filho em 12 
províncias, forneceu 
informações  sobre 
as taxas de retenção 
e abandono. 

• Apoio financeiro: Apoio pela 
UNICEF, OMS, FG e CDC.

• Apoio técnico e colaboração com 
os gabinetes provinciais: Equipas 
central formadas e provendo 
orientação de implementação no 
nível provincial. 

• Engajamento da Comunidade da 
sociedade civil: 12 organizações de 
base comunitária, financiadas 
principalmente pela FG (ADPP), 
lideraram actividades de 
prevenção no âmbito do CLM do 
VIH em Luanda, Benguela, Cuanza 
Sul e Bié.

• Projetos de busca ativa do caso 
indice e dos seus contactos sociais 
Biologicos e sociais com perda de 
seguimento são implementados em 
apenas permite o retorno de cerca 
de 60% das mulheres grávidas e 
crianças aos cuidados e tratamento 
anualmente em 6 províncias. 

• O resultado da contagem de 
pacientes em TARV revelou que no 
período em análise (Jan-Dez, 2024) 
5635 mulheres grávidas e 3 127 
crianças, permitindo actualização e 
ajuste nas linhas de base, metas e 
programação do programa do VIH.

- As atividades comunitárias 
comunicadas por 12 OSC 
maioritariamente subsidiadas 
pela FG (ADPP) nas províncias 
de Benguela, Cuanza Sul e Bié e 
as atividades comunitárias 
apoiadas pelo PEPFAR são o 
principal apoio comunitário 
financiado pelo VIH; A redução 
do financiamento significa uma 
lacuna no apoio comunitário.
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Participação comunitária

Qual é o processo de envolvimento da comunidade para este pilar?
- Formação de agentes comunitários e pessoal das unidades de saúde em monitoramento liderado pela comunidade 

(CLM) e no uso de sistemas digitais de informação em saúde (SIS). Isso permitiu a recolha de dados mais precisos e 
oportunos.

Quais são as principais acções tomadas pela comunidade em relação a este pilar?
-Implementação activa por parte de formandos dos projetos Bancadas de Meninas, Ready+ e RISE UP, com apoio da 
ADPP (via Fundo Global) e PEPFAR.
-Atividades lideradas por 12 organizações de base comunitária. 

Que resultados foram alcançados?
•Precisao nos dados (5.635 mulheres grávidas e 3.127 crianças estavam activamente em tratamento antirretroviral 
durante o período analisado). 
•As auditorias forneceram dados críticos sobre retenção e abandono, embora a perda de seguimento ainda seja alta: 
35,7% entre grávidas e 43,8% entre crianças.



Pilar 3: Prevenir e detectar novas infecções por VIH entre raparigas e mulheres 
adolescentes grávidas e amamentando

Intervenções 

prioritárias

Principais actividades necessárias 

para implementar a intervenção

Resultados alcançados até à data Impacto da redução do 

financiamento na intervenção
1. Formação jurídica 

relacionada ao VIH: 

Técnicos de saúde, 

activistas e lideres 

religiosos 

Formados para 
aumentar a 
conscientização, a 
testagem e a adesão 
ao tratamento do 
VIH.

2. Reforma Jurídica 
para as PVVIH: -A lei 
do VIH 08/04 foi 
revista e submetida 
ao Conselho de 
Ministros; aguarda 
aprovação

1. Forte coordenação e colaboração 
multissectorial: Envolvimento dos 
ministérios (MINJUD, MED, 
MASFAMU, MININT, MIDEFESA, 
MJDH), da Assembleia Nacional e de 
associações de PVVIH e populações 
afetadas para a revisão da lei do VIH.

2. Apoio Bilateral e Internacional:
Parcerias com países como Brasil, 
Cabo Verde e Genebra, e apoio 
técnico do PNUD e UNAIDS, 
fortaleceram os marcos legais e 
programáticos.

Capacitação: 232 técnicos de saúde e 
585 funcionários leigos, incluindo 
ativistas, líderes comunitários e 
religiosos, foram treinados para 
aumentar a conscientização, testes e 
adesão ao tratamento do VIH.

Reforma Jurídica: A Lei do VIH revista 
08/04 foi submetida ao Conselho de 
Ministros. 

Lacunas políticas e de 
financiamento: os atrasos 
burocráticos e o financiamento 
limitado das OSC dificultam a plena 
execução.
-A aprovação do Plano Nacional de 
Saúde Comunitária é fundamental 
para a ampliação e está pendente
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Participação comunitária

Qual é o processo de envolvimento da comunidade para este pilar? 
- Forte coordenação e colaboração multissectorial: INLS deve ser interlocutor central da comunicação entre os vários 
parceiros e ministérios (MINJUD, MED, MASFAMU, MININT, MIDEFESA, MJDH), ser o principal interlocutor com a  
Assembleia Nacional, com a forte colaboração técnica dos parceiros, associações de PVVIH e populações afetadas para 
a revisão da lei do VIH.

- Apoio Bilateral e Internacional: Parcerias com países como Brasil, Cabo Verde e Genebra, e apoio técnico do PNUD e 
UNAIDS, fortaleceram os marcos legais e programáticos.

Quais são as principais acções tomadas pela comunidade em relação a este pilar?
-Activa auscultaçao e revisao das PVVIH, estudantes e jovens. 
-Auscultaçao publicas abertas

Que resultados foram alcançados?
- A lei visa reduzir a discriminação, a criminalização da transmissão e as detenções por difamação, actualizando a lei 
antiga. O processo de discutir e auscultar fortaleceu o dialogo em torno da resposta ao VIH. 



Pilar 4: Abordar os direitos, a igualdade de género e as barreiras sociais e 
estruturais que dificultam o acesso aos serviços

Intervenções 

prioritárias

Principais actividades necessárias 

para implementar a intervenção

Resultados alcançados até à data Impacto da redução do 

financiamento na intervenção
1. Expansão dos 

Serviços 

Transfronteiriços de 

VIH: Angola 

expandiu os serviços 

na fronteira com 

Zambia ( Santa-Clara) 

e RDC(Luvu) para 

fornecer serviços 

diferenciados de VIH 

através das suas 

fronteiras, com o 

objetivo de melhorar 

o acesso aos 

cuidados para as 

populações móveis e 

fronteiriças.

• Reforço das parcerias com a 

República Democrática do Congo 

(RDC) e a Namíbia para apoiar o 

desenvolvimento e a 

sustentabilidade destes serviços.

• Epansao dos serviços de testagem 

e tratamento na fronteira.

O projeto transfronteiriço de Santa 
Clara, no Cunene, encontra-se 
atualmente operacional, com 320 
doentes em acompanhamento. 

-A Clínica Luvu SADC no Zaire foi 
oficialmente lançada e entregue ao 
Governo de Angola em abril de 2025.

-Expansão em curso: Estão em curso 
negociações para o estabelecimento de 
um ponto de serviço transfronteiriço 
de VIH em Okwango (Cuando 
Cubango), alargando ainda mais o 
alcance dos serviços.

Demanda comunitária: Há uma 
forte disposição entre as 
populações fronteiriças de cessar 
os serviços de VIH gratuitamente, 
demonstrando a relevância e a 
demanda para essas iniciativas.



Pilar 4: Abordar os direitos, a igualdade de género e as barreiras sociais e 
estruturais que dificultam o acesso aos serviços

Intervenções 

prioritárias

Principais actividades necessárias para implementar a 

intervenção

Resultados alcançados até à data Impacto da redução 

do financiamento na 

intervenção

Alcance de pacotes 
de 

prevenção para 
21.776 mulheres 

profissionais do sexo 
(incluindo mulheres 
trans) em sete 
províncias.

1.Planeamento e mapeamento das áreas de 
intervenção: Identificando zonas com maior 
concentração de mulheres profissionais do sexo, nas 
sete províncias-alvo, usando dados do PLACE, registos de 
serviços).
2. Mobilização comunitária e envolvimento das 
beneficiárias: parceria com organizações comunitárias
e pares educadoras para mobilizar e sensibilizar as 
mulheres para participarem nos serviços, criando 
confiança e segurança.
3. Distribuição de preservativos e lubrificantes, 
Testagem voluntária para o VIH.,etc..
4. Oferta de serviços amigáveis, seguros e 
confidenciais: Garantir que a testagem e os cuidados são 
feitos num ambiente acolhedor, livre de discriminação e 
estigma, com ligação imediata aos cuidados e 
tratamento para quem testar positivo,

Ligação e seguimento: Para os 2% 
que testaram positivo (aprox. 406 
pessoas), foi necessário assegurar 
que 66% (cerca de 268) foram 
efetivamente ligadas a cuidados e 
iniciaram TARV, com seguimento 
contínuo para garantir adesão.

Monitoramento e análise de dados:
Fortaleceimento do registo dos 
contactos, testes, resultados, 
encaminhamentos e início de TARV 
no SIS, para avaliar o desempenho e 
ajustar a estratégia conforme 
necessário.

Limite na expansão 

dos pacotes de 

prevencoa por flata

de financiamento 

limita cobertura 

sustentável das 

accoes e de 

resultados. 
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Participação comunitária

Qual é o processo de envolvimento da comunidade para este pilar?
• Formação de agentes comunitários e profissionais de saúde, a participação activa dos beneficiários, como nas iniciativas

Bancadas de Meninas, Ready+ e RISE UP, assegura que os serviços respondam melhor às realidades locais.

Quais são as principais acções tomadas pela comunidade em relação a este pilar?
•Mobilização social e sensibilização, por educadores de par e líderes comunitários, para combater o estigma, aumentar a 
literacia em saúde e promover o uso de serviços de prevenção e tratamento do VIH.
•Distribuição de insumos preventivos diretamente em zonas de maior risco, como mercados, paragens, bares, com o 
envolvimento de redes locais, ONGs 

Que resultados foram alcançados?
•Melhor compreensão das taxas de retenção e abandon
•Maior cobertura dos serviços comunitários e integração de dados nos sistemas digitais de saúde;
•Abertura e funcionamento de postos transfronteiriços com serviços diferenciados, 
•Reforço da coordenação entre parceiros (UNICEF, OMS, CDC, Fundo Global)
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Quais foram as intervenções mais/menos bem 
sucedidas e porquê?

•Actividades bem sucedidas:

•Piloto de Diagnóstico Infantil Precoce (EID) de Base Comunitário no Huambo T3_24
•Iniciativa LIFT UP da READY+ (2021); e Bancadas Femininas (2020),
•Testagem de caso índice baseado na comunidade liderado por mulheres vivendo com VIH: com foco em grávidas, 
lactantes e suas famílias

•Actividades Menos Sucedidas e com menor impacto:
- As decisões de alto nível em matéria de sustentabilidade e legislativas são criticas mais não produzem um 

impacto imediato no serviço das PVVIH. 



14

Como é que os programas reagiram à redução do financiamento e 
quais foram os resultados (caso existam)?  

Ajustes do Programa:

• Revisão dos planos nacionais e redefinição de prioridades com base no impacto.

• Priorizou a cadeia de suprimentos de medicamentos para garantir o acesso ininterrupto a medicamentos e 

insumos essenciais.

• Metodologias de formação actualizadas para os profissionais de saúde para melhorar a qualidade dos 

serviços.

• Reforço dos sistemas de tutoria para melhorar os padrões de prestação de cuidados e o desempenho dos 

prestadores.

Abordagens eficazes mantidas:

• Fortalecimento dos serviços de saúde materna, infantil, adolescente e Jovem com prestadores 

qualificados.

• Garantir o acompanhamento do Binômio mãe-filho até o diagnóstico final dos lactentes expostos ao VIH.
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Pedidos ao Centro Regional e ao Comité de Direção da Aliança 
Global (apoio técnico, etc.),

1. Priorizar o financiamento para projetos de base comunitária que apoiem diretamente a implementação 

local e a sustentabilidade.

2. Apoiar programas de formação adaptados aos países que enfrentam desafios na implementação de 
ações comunitárias.

3. Facilitar o intercâmbio de conhecimentos entre os membros da Aliança através de grupos de trabalho 

ativos.

4. Ligação com os conhecimentos especializados e os recursos da AT sobre a integração dos serviços de 

luta contra o VIH com sistemas de saúde e de proteção social mais vastos.
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Pillar 1: Accessible testing, optimized treatment and comprehensive care for 
infants, children, and adolescents living with and exposed to HIV

Priority interventions Key activities required 

to implement 

intervention

Results achieved to date Impact of reduced funding on 
intervention

1. Décentralisation de 

la prise en charge 

pédiatrique par la mise 

sur pieds des CEP en 

intégrant l'approche 

district

Mise en place des 

Centres d’excellence

pédiatrique

Renforcement des capacités des prestataires (210) dans 14 

Districts non soutenus par PEPFAR sur les nouvelles 

directives de prise en charge pédiatrique du VIH

Dotation en matériel de base ( dossiers médicaux, balances, 

pèse personne, chaises, MUAC….)

Arret du processus car mise en

oeuvre jusqu’ici par les fonds 

PEPFAR avec près de 31 Districts 

non encore formés pour un besoin en

moyenne de 538 379 800 XAF

2. eTME Elaboration et 

adoption du plan de la 

triple elimination VIH, 

SYPHILIS et Hepatite

Virale B

Révision de l’algorithme de dépistage des FEC

110 Formateurs formés

2 498 prestataires formés

Faible /lenteur dans la mise en oeuvre 

du plan opérationnel de la triple 

elimination

3. Identification des 

enfants ado et FEC 

POSITIFS

« Pediatric surge » 92% (950/1028) des aires de santé planifiés couverts

-740 cas d’enfants nouvellement identifiés avec 506 cas mis 

sous ARV

-149 FEC+ identifiés

-Couverture en PCR 79,7% des 729 cas identifiés

• Reformulation pour la recherche 

en routine en communauté
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Community involvement

• What is the community engagement process for this pillar?

     Les actions et interventions communautaires vise à booster l’identification des enfants
La paire education adolescents champions

• What are the key actions taken by the community on this pillar?

La recherche des FEC/FA en communauté ainsi que des enfants à travers la mise en oeuvre du pediatric surge

• What results have been achieved?
• 740 cas d’enfants nouvellement identifiés avec 506 cas mis sous ARV
• 149 FEC+ identifiés



Pillar 2: Closing the treatment gap for pregnant and breastfeeding adolescent 
girls and women living with HIV and optimizing the continuity of treatment

Priority interventions Key activities required to implement 

intervention

Results achieved to date Impact of reduced funding on 

intervention
1. Promouvoir des 

approches et des 

interventions 

intégrées en vue 

d'éliminer la 

transmission verticale 

du VIH, de la syphilis 

et de l'hépatite B, y 

compris pour les 

mères et leurs 

nourrissons

elaboration et validation du plan 

stratégique de la triple élimination du 

VIH de la Syphilis et de l’Hépatite B 

2024-2030

Adoption du plan de la triple  élimination 

du VIH, syphilis et hepatite

Faible mise en oeuvre du plan 

opérationnel pour l’atteinte de l’eTME

Renforcement  des capacités des 

prestataires de soins sur le dépistage et 

le traitement du VIH, de la syphilis et de 

l'hépatite B (formations mentorat 

supervisions formatives) suivant 

l'approche DS. 

110 Formateurs formés

2 498 prestataires formés

Aucun,

 formation en cours sur l’echelle 

nationale par le FM

2. Extension des 

modèles DSD pour le 

dépistage et le 

traitement du VIH, de 

l'hépatite et de la 

syphilis pour les 

femmes enceintes à 

tous les niveaux, en 

particulier au sein de 

la communauté.

Mise en œuvre de l'approche mère 

mentors (sessions de formation et 

supervision formative des M2M sur le 

suivi psychosocial du couple mère 

enfant dans les dix régions)

2506 nombre de séances individuelles 

réalisées pour le soutien et 

accompagnement psychosocial

- 610 nombre de FEC/FA VIH+ à 

problème suivies en communauté 

- 576 nombre de FEC/FA VIH+ 

irrégulières, absentes ou PDV au TARV 

retrouvées et référées dans les FOSAs

• Baisse de la fréquence des 

deployment en communauté pour 

la recherche des cas
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Community involvement

• What is the community engagement process for this pillar?

• Implication et participation au processus d’élaboration du plan eTME en renseignant des objectifs en lien avec des 
interventions communautaires

• Mise en oeuvre de l’approche mère mentor

• What are the key actions taken by the community on this pillar?
• Suivi communutaire des cas difficiles des FEC par la stratégie des mothers mentors
• Recherche des FEC/FA perdues de vue en communauté
• Accompagnement psychosocial Communautaire des cas FEC/FA+

• What results have been achieved?
• 2506 nombre de séances individuelles réalisées pour le soutien et accompagnement psychosocial
• 610 nombre de FEC/FA VIH+ à problème suivies en communauté 
• 576 nombre de FEC/FA VIH+ irrégulières, absentes ou PDV au TARV retrouvées et référées dans les FOSAs



Pillar 3: Preventing and detecting new HIV infections among pregnant and 
breastfeeding adolescent girls and women

Priority interventions Key activities required to 

implement intervention

Results achieved to date Impact of reduced funding 

on intervention
1. Offre d’un soutien technique et 

financier aux politiques 

d'élaboration, de production et de 

diffusion spécifiques aux stratégies 

avec les modèles DSD pour les 

hommes

Assurer l’engagement des 

hommes et des partenaires 

des mères enceintes et 

allaitantes: stratégie « CPN 

PaPa »

En cours de conception et sera finance par ACMS aucun

2.Intensification de la 

communication en faveur de la 

PTME (prevention, dépistage mise 

sous TARV des FEC/FA)

Diffusion des messages de 

sensibilisation sur les 

réseaux sociaux pour la 

promotion de la CPN dans 

les zones à faible 

couverture de la CPN pour 

l’offre de la PTME

Réalisée en janvier 2025

Facebook: Nombre de vues 108 250

Nombre de likes 1725

Nombre de partage: 50

Nombre de commentaires: 587

X: Nombre de vue 17252

Nombre de likes: 524

Nombre de partages: 59

Nombre de commentaires: 120

Planifiée en Juin 2025

aucun
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Community involvement

• Stratégie CPN PaPa encore en cours d’elaboration ne peut etre appreciée maintenant



Pillar 4: Addressing rights, gender equality and the social and structural barriers 
that hinder access to services

Priority interventions Key activities required to implement intervention Results achieved to date Impact of reduced 

funding on 

intervention
1. Élaborer une législation, de politiques et de 

programmes pertinents qui répondent à la 

protection et à l'offre de services aux PvVIH et 

réviser les lois qui entravent l'accès à la 

prévention, au dépistage  et au traitement du 

VIH

Evualation sur les problems d’accès aux services 

de santé par le adolescents en cours avec le 

RECAJ+ et les résultats serviront dans les reunions 

de plaidoyer avec les parlementaires et certains 

parties prendantes clés

En cours Aucun

2. Responsabiliser les adolescents (y compris 

les KP, handicapés), filles et garçons, ainsi que 

leurs parents/tuteurs, par l'éducation à la 

prévention du VIH, à la santé et aux droits 

sexuels et reproductifs, et à la santé mentale et 

développer des programmes qui les permettent 

de rester à l'école

Faciliter la mise en œuvre et le déploiement de 

programmes d'éducation parentale pour les 

adolescentes et jeunes filles

Documents d’ECS 

finalisé avec l’aide de 

UNESCO et début du 

programme dans une 

region pilote

Aucun

3. Intensifier les efforts de plaidoyer pour lutter 

contre les violations des droits de l'homme qui 

perpétuent la violence, la stigmatisation et la 

discrimination

Diffuser les résultats et utiliser les recommandations 

du rapport de l'enquête sur l'indice de stigmatisation 

pour influencer les politiques afin de remédier aux 

violations des droits de l'homme identifiées.

Diffusion prevue cette 

année avec l’appui du 

PR Communautaire du 

fonds mondial

• Aucun
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What were the most/least successful interventions, 
and Why?

•Most Successful:

•Toutes les interventions mises en oeuvre ont contribué á relever les indicateurs de la riposte
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How have programs responded to reduced funding 
and what were the results (if any)? 

• Le Pays dispose d’un plan de mitigation intégré au niveau national et regional pour mieux répondre au freeze qui impacte plusieurs 

dommaines:

•  La prévention avec comme interventions : (i) PTME (approche district) dans 347 sites  PEPFAR, (ii) programme des mother mentors, 

(iii) Prévention chez les populations clés:  (ado jeunes): sensibilisation et distribution préservatifs , lubrifiants, (iv) Prévention autres 

population vulnérables (Adolescentes, Jeunes filles, partenaires des PVvih) pour un cout total global de 133 850 525 FCFA

• La prise en charge regorgeant comme activités : (i) renforcement de capacité du personnel de santé sur le prélèvement et le transport 

des échantillons de EID, (ii) achat du materiel de prélèvement de l'EID/CV et du triple emballage, (iii) transport intégré des échantillons 

(TB/CV/EID/PEV) des sites/spoke (fosa et OBC) vers les HUB et des HUB vers les laboratoires de reference pour un cout total global 

de 1 035 000 000 FCFA

• Gestion d’approvisionnement et de stock

Pour ce faire:

• Une optimisation des ressources à été mise sur pieds (intégration des activités TB, VIH et Paludisme)

• Des plaidoyer envisagés pour la mobilisation des ressources domestiques et sous régionale
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Asks to the Global Alliance Regional Hub & Steering Committee 
(technical support, etc.),

1. Booster l’identification des enfants et adolescents (la mise sur pieds d’une stratégie district avec client expert comme pilier « family

Center Approach »

2. FECH (Find Every Child) visant l recherche continue en communauté des enfants, adolescents et FEC

3. Décentralisation des soins pédiatrique á travers la mise en place des Centres d’Excellence Pédiatrique

4. Renforcement de la PTME et de la PECPA à travers l’Approche District 

5. Développer un modèle mathématique pour des estimations des données pédiatriques

6. Mise en œuvre des interventions de la triple élimination VIH Syphilis et Hépatite B



L'Alliance mondiale pour mettre fin au sida chez les enfants d'ici 2030
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• Une implication renforcée des acteurs dans la mise en œuvre du plan d’action 
pédiatrique (Gouvernement, PEPFAR, FM, SNU, OSC)

• Malgré les efforts, une baisse du nombre de cas d’enfants diagnostiqués VIH
o Nombre d’enfants diagnostiqué VIH+ dans le programme PEPFAR est passé de 886 (2022) → 539 

(2024) malgré des efforts accrus
o Approche district modèle (ADM100): 12 000 enfants dépistés, seulement 36 positifs)

• Des approches intéressantes pour améliorer la suppression virale chez les adolescents 
et jeunes vivant avec le VIH 
o École des parents (Centre SAS) : suppression virale de 54% → 92%
o Zvandiri (EGPAF) : suppression virale de 79% → 86%

• Une mobilisation communautaire accrue avec une implication de plus en 
plus structurée des adolescents et jeunes vivant avec le VIH

Année 2024, une année charnière



Pilier 1 : dépistage accessible, traitement optimisé et soins complets pour les 
nourrissons, les enfants et les adolescents vivant avec le VIH ou exposés à 
celui-ci
Interventions 

prioritaires

Principales activités nécessaires à la mise en œuvre de 

l'intervention

Résultats obtenus à ce jour Impact de la réduction du 
financement sur l'intervention

Optimisation de la 

mise en œuvre de 

l’index testing

• Approche index testing généralisée dans tout le pays

• Ciblage systématique de tous les enfants biologiques 

des PVVIH (0-19 ans)

• Approche d’identification des opportunités manquées 

de dépistage des enfants des cas index avec 

rattrapage

• Outils de screening à toutes les portes d’entrée pour 

toucher tous les enfants non encore dépistés

Malgré les efforts le nombre d’enfants 

dépistés toujours en baisse: par exemple 

pour le  programme PEPFAR on est passé 

de: de 886 cas en 2022 à 671 en 2023 puis 

à 539 en 2024

Réduction des initiatives de 

dépistage au niveau communautaire

Rattrapage du 

dépistage dans les 

districts sanitaires 

prioritaires

Approche district modèle (ADM100) sur les 10 districts 

avec des gaps de dépistage des enfants élevés.

Processus dirigé par chaque district qui identifie ses sites 

prioritaires, sa stratégie, et les actions clé à entreprendre 

sur 100 jours

• Intervention toujours en cours, avec 

un bilan des 100 jours prévu en fin juin

• Sur les 30 premiers jours, un bilan de 

12 000 enfants ont été dépistés avec 

36 positifs

• Tous les 10 districts sélectionnés 

mettent en œuvre des 

financements du PEPFAR

• Impact important des activités à 

la suite de l’arrêt des 

financements PEPFAR avec 

suspension des activités 

communautaires

Amélioration de la 

qualité des services 

fournis aux 

adolescents et 

enfants vivant avec 

le VIH

• Approche « école des parents » & approche Zvandziri 

mises en œuvre dans plusieurs districts sanitaires

• Implication des parents et des adolescents eux-

mêmes à travers des formations adaptées sur 

l’éducation thérapeutique

• L’approche « École des parents » a 

touché (720 jeunes vivant avec le VIH) 

: suppression virale de 54% → 92%

• Approche Zvandziri (747 ados & jeunes 

vivant avec le VIH) : suppression virale 

de 79% → 86%

Extension limitée de ces approches 

liées à la réduction des financements



Pilier 2 : Combler le déficit de traitement pour les adolescentes et les femmes 
enceintes ou allaitantes vivant avec le VIH et optimiser la continuité du traitement

Interventions prioritaires Principales activités nécessaires à la mise 

en œuvre de l'intervention

Résultats obtenus à ce jour Impact de la réduction du financement 

sur intervention

Mise en œuvre de la triple 

élimination VIH, syphilis et HVB:

• Mise en place d’un GTT pour conduire 

les évaluations, élaborer un modèle 

opérationnel ainsi qu’une feuille de 

route de la triple élimination

• Monitoring des indicateurs de la Triple 

ETME au niveau district

• Adoption de la triple élimination 

VIH, syphilis et HVB

• Adoption et commande des tests 

duo

• revue/audit des cas PTME

Reduction des possibilités de 

financement 

Mise en œuvre des directives sur 

la prestation de services 

différenciés pour les femmes et 

aux adolescentes 

enceintes/allaitantes vivant avec 

le VIH

Approche mère-mentors & mère modèle 

basé sur le leadership des mères vivant avec 

le VIH pour toucher leurs pairs, mobiliser les 

maris et faciliter l’accès de leurs enfants aux 

services

• Amélioration du dépistage des 

partenaires: 18% → 39%

• Dépistage précoce des enfants <2 

mois : 89% → 100%

Les approches communautaires ont été 

impactées par la réduction des 

financements



Pilier 3 : Prévenir et détecter les nouvelles infections par le VIH chez les 
adolescentes et les femmes enceintes ou allaitantes

Interventions prioritaires Principales activités nécessaires à la mise 

en œuvre de l'intervention

Résultats obtenus à ce jour Impact de la réduction du financement 

sur l'intervention

Passage à échelle des 

approches/interventions 

innovantes de prévention 

des nouvelles infections à 

VIH chez les femmes en 

âge de procréer 

• Approche U-Test pour cibler le dépistage 

des jeunes les plus vulnérables

• Utilisation des plateformes numériques 

(Hello Ado, U-reports, e-santé , À 

l'Assaut du sida) pour toucher les jeunes 

et les orienter vers les services de santé 

dont ils ont besoin

• 435 adolescents et jeunes vulnérables ( 15-

24 ans) dépistés pour le VIH

• 166 jeunes filles vulnérables enrôlés dans 

la PrEP

• sensibilisation 1.2 millions de jeunes sur le 

VIH à travers les e-plateformes

Réduction des opportunités de 

financement sur les activités de 

prévention

Renforcement des 

programmes de 

prévention chez les 

adolescentes et jeunes 

filles à travers le 

programme DREAMS

• Services conviviaux pour les jeunes sur 

la santé sexuelle et reproductive (Accès 

aux préservatifs, Dépistage, PrEP, PF, 

VBG…)

• Dépistage et mise sous traitement des 

partenaires sexuels et autres 

programmes PEPFAR

Accès aux services de prévention VIH pour          

62 000 adolescentes et jeunes filles 

Reduction de 50% du programme 

DREAMS



Pilier 4 : aborder les droits, l'égalité des sexes et les obstacles sociaux et 
structurels qui entravent l'accès aux services

Interventions 

prioritaires

Principales activités nécessaires à la mise 

en œuvre de l'intervention

Résultats obtenus à ce jour Impact de la réduction du financement 

sur l'intervention
Intensification des 

campagnes médiatiques 

pour le changement 

social et 

comportemental en vue 

d’améliorer la 

perception sur le VIH

• Organisation d’une campagne digitale de 

lutte contre la stigmatisation & 

discrimination

• Formation de jeunes leaders sur 

l’utilisation des réseaux sociaux et sur la 

création de contenu pour une campagne 

digitale en lien avec la lutte contre la 

S&D

• 20 000 jeunes ont été touchés pour cette 

première campagne digitale avec 

production et diffusion de contenus très 

variés de messages de lutte contre la S&D 

envers les enfants et les jeunes vivant 

avec le VIH

• Le forum de 50 ados et jeunes vivant avec 

le VIH pour discuter sur leurs problèmes 

spécifiques avec décision de création 

d’une association de jeunes vivant avec le 

VIH

RAS

Renforcement des 

capacités des différents 

acteurs  

communautaires sur 

l’analyse des données 

sur la S&D vue de leur 

engagement à utiliser 

les évidences sur la S&D 

disponibles 

• Analyse des évidences sur la 

stigmatisation et la discrimination 

envers les personnes vivant avec le VIH 

et les populations clés en Côte d’Ivoire

• Formation des acteurs  sur l’utilisation 

des données sur la S&D

• Formation de jeunes leaders sur 

leadership et lutte contre la S&D dans le 

contexte de la lutte contre le sida

30 acteurs clés de la société civile, Ministère  

de la santé (PNLS) et des partenaires 

(ONUSIDA et USAID) ont été formés sur 

l’analyse des données sur la S&D et ont 

procedé à cette analyse

60 Jeunes vivant avec le VIH ont été formés et 

mobilisés pour s’engager davantage dans la 

lutte contre le VIH chez les enfants

RAS
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Participation de la communauté

• Fort engagement et implication communautaires  dans la mise en œuvre des principales interventions de l’ensemble des 
4 piliers avec notamment:
o Mise à disposition de kit pour récompenser les mères qui respectent leur RDV (IRC)
o Zvandiri (EGPAF)
o Mobilisation des parents pour l’annonce du statut sérologique chez l’enfant et l’adolescent (centre SAS )
o Ecole des parents et pair-éducation  (centre SAS)
o L’approche des mères-modèles (JHPIEGO)
o Système de tracking (JHPIEGO)
o Screening de la grossesse chez les femmes VVIH (IRC)
o Forum adolescents et jeunes vivant avec le VIH (RIP+)

• Toutes ces approches basées sur la communauté ont contribué au succès des interventions prioritaires développées dans 
le plan d’action prioritaire,
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Quelles ont été les interventions les plus ou les moins 
réussies, et pourquoi ?

La plus réussie :

•Ecole des parents et pair-éducation  (centre SAS)
•Système de tracking (JHPIEGO)
Facteurs de succès
•L’approche école des parents a eu du succès en se basant sur la responsabilité des parents pour le suivi de leurs 
enfants, en construisant une approche par les pairs qui renforce l’implication des jeunes eux-mêmes dans le suivi de 
leurs traitements et le partage de bonnes pratiques et d’expériences entre paires

Approche la moins réussie:
• L’approche des mères-modèles (JHPIEGO) 
Difficultés rencontrées :

• Difficultés à impliquer/mobiliser les hommes limitant  l’atteinte des objectifs
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Comment les programmes ont-ils réagi à la réduction du 
financement et quels ont été les résultats (le cas échéant) ?  

• Elaboration  d’un plan de contingence par le Ministère de la Santé, de l’Hygiène Publique 
et de la Couverture Maladie Universelle et sa diffusion

• Mission terrain pour:
• évaluer l’impact des mesures de suspension de l’appui du PEPFAR sur la continuité 

des soins aux PVVIH 
• Expliquer les orientations du plan de contingence et presenter les outils de suivi du 

plan
• Réunion de coordination DGS réunissant les DRS, les Programmes, les PTFs et les OSC 

pour discuter de l’impact de la crise des  financements américains et des mesures à 
prendre

• Processus d’analyse minitieuse des Gaps et mise en place du modèle de durabilité
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Demande au Hub régional et au Comité de pilotage de l'Alliance 
mondiale (soutien technique, etc.),

1. Appui en assisatance technique
2. Partage des processus mis en place par chaque pays dans le cadre d’un partage 

d’expérience
3. Prévoir des reunion de mentorat de pays bien avancé dans la réponse à la reduction 

des financement à d’autres pays



L'Alliance mondiale pour mettre fin au sida chez les enfants d'ici 2030

Reunion technique Virtuelle : Rapport 2025

RD CONGO
Présentateur : Dr HILO ILUNGA

Les contributeurs : UNICEF, ONUSIDA, OMS, EGPAF ,UCOP+, ICW
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Pilier 1 : dépistage accessible, traitement optimisé et soins complets pour les 
nourrissons, les enfants et les adolescents vivant avec le VIH ou exposés à celui-ci

Interventions 

prioritaires

Principales activités nécessaires à 

la mise en œuvre de l'intervention

Résultats obtenus à ce jour Impact de la réduction du 
financement sur l'intervention

1. Dépistage 

différentiés et lien de 

service pour les 

nourrissons, enfants 

et adolescents vivant 

avec le VIH

1.Améliorer la couverture de 187 

POC fonctionnels à 516 et de 11 

plates-formes fonctionnelles à 12  

conventionnelles 387 POC 

fonctionnels à 516 pour le diagnostic 

précoce des enfants et de 

nourrissons.

2. Promouvoir les approches 

communautaires (pairs éducateurs) 

pour l'identification et 

l’accompagnement des enfants, 

adolescents à risque du VIH 

1. 375 POC (soit 75%) dont 187 

Xperts et 200 M-pima avec Fond 

propre du GVM et 12 Plates-

forme conventionnelles

2. Evolution de 36 a 53% de 

couverture EID

3. Extension de 6 a 10 provinces 

disposant de leurs plans Alliance

4. Mise en oeuvre du nouveau du 

nouveau montage de l’approche

mere mentors

1. Difficulté de passage à l’échelle

de toutes les stratégies

planifiées

2. Difficulté de maintenir les 

performances dans les provinces 

appuyées par le PEPFAR

3. Risque de resurgence de 

nouveaux cas VIH

2. Prestation de 

services différenciés

1.Intégrer le dépistage et la prise en 

charge du VIH chez les enfants dans 

les programmes de Santé Maternelle, 

Néonatale et Infantile

1. Mise en place l’Approche de prise 

en charge holistique de l’adolescente 

enceinte, allaitante et son nouveau-né 

dans 2 provinces 

2. Mise en place de l’approche ONE 

STOP SHOP PTME dans une province

1.Difficulté de passage à l’échelle de 

toutes les stratégies planifiées
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Participation de la communauté

• Quel est le processus d'engagement communautaire pour ce pilier ?

• Implication des leaders communautaires de la planification a la mise en oeuvre de toutes les strategies 
dans le cadre de l’Alliance dans 10 provinces

• Mise en oeuvre du Guide de delegation de taches dans les 26 provinces

• Quelles sont les principales mesures prises par la communauté dans le cadre de ce pilier ?

✓ Mise en place de la fetière de la societé civile ANORS pour la coordination des toutes les 
organisations communautaires engages dans la lutte

• Quels sont les résultats obtenus ?
✓ Mise en place de CLM pour le suivi des activités : disponibilité des intrants, accessibilité, 

acceptabilité et qualité de services dans 10 provinces
✓ Elaboration des documents normatifs pour la prise en charge communautaire du VIH (PTME et 

Pediatrique)
✓ Sur 322 ESS visités, 47% avaient signalé de rupture de stock en intrants



Pilier 2 : combler le déficit de traitement pour les adolescentes et les femmes 
enceintes ou allaitantes vivant avec le VIH et optimiser la continuité du traitement
Interventions prioritaires Principales activités nécessaires 

à la mise en œuvre de 

l'intervention

Résultats obtenus à ce 

jour 

Impact de la réduction du 

financement sur l'intervention

Mettre en œuvre le dépistage du 

partenaire et un second dépistage 

du VIH chez les femmes et les 

adolescentes enceintes et 

allaitantes séronégatives

Etendre la couverture PTME dans 

toutes les provinces (Focus sur les 9 

Provinces avec arrêt d’appui) dans 

l’approche de Triple élimination 

VIH/Syphilis/Hépatite chez la femme 

enceinte et allaitante

Achats des Intrants pour 9 

DPS avec les Fonds 

domestiques

-Difficultés de couvrir toute la cible 

de femmes enceintes et enfants

Mise en place de l’Approche 

amélioration qualité des services 

PTME et prise en charge 

pédiatrique

Faire une analyse situationnelle et 

renforcer les capacités des 

prestataires de 2 DPS sur toutes la 

chaine de services

Avec l’appui de l’Expertise 

France , 2 Consultants ont 

été recrutés pour appuyer 

la RDC dans la mise en 

oeuvre de l’Approche

-Risque/crainte de ne pas etendre 

l’Approche qualité dans d’autres 

provinces

Promouvoir les approches 

communautaires d’identification 

(index-testing, autotest) et la 

dispensation communautaire des 

ARV aux femmes enceintes et 

adolescentes VIH+ (Mentors, Club 

de jeunes)

Promouvoir les approches 

communautaires d’identification 

(index-testing, autotest) et la 

dispensation communautaire des 

ARV aux femmes enceintes et 

adolescentes VIH+ (Mentors, Club de 

jeunes)

Elaboration des documents 

de prestations 

Communautaires 

Capacitation des Acteurs 

communautaires sur la 

prise en charge holistique 

des FEA et leurs enfants

• -Restriction des activités 

entrainant une faible couverture 

des interventions
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Participation de la communauté

• Quel est le processus d'engagement communautaire pour ce pilier ?

           - Implication des Acteurs communautaires  dans la prise en charge holistique des 
Adolescentes enceintes, Meres et leurs enfants dans 2/26 provinces

• Quelles sont les principales mesures prises par la communauté dans le cadre de ce 
pilier ?

             - Participation de la communauté à tous les processus de planification et de suivi 
de la mise en oeuvre
             - Mise en place de CLM
• Quels sont les résultats obtenus ?
              - Elaboration du Guide d’orientation  national  CLM 



Pilier 3 : Prévenir et détecter les nouvelles infections par le VIH chez les 
adolescentes et les femmes enceintes ou allaitantes

Interventions 

prioritaires

Principales activités 

nécessaires à la mise en 

œuvre de l'intervention

Résultats obtenus à ce jour Impact de la réduction du 

financement sur l'intervention

1. Promotion de la « 

triple élimination »  de 

la transmission 

verticale du VIH, de la 

syphilis et de l’hépatite 

B par un traitement et 

un suivi adéquats de 

ces maladies

-Mobilisation des ressources 

pour l’integration du 

depistage de HVB

-Plaidoyer pour accroitre la 

couverture en DUO Test et en  

Test de l’HVB

-Integration de la strategie triple 

Elimination dans tous les 

documents normatifs 

-Plaidoyer pour l’achat des Intrants 

avec les Fonds domestiques

- Risque / Crainte de ne pas 

mettre en oeuvre la Triple 

Elimination dans le delai

- Retard dans la concretisation 

de l’engagement 

d’Elimination

2. Intensification des 

approches 

différenciées pour 

augmenter la 

couverture de la PTME

-Mettre en place des 

approaches innovantes pour 

ameliorer la retention (One 

stop shop PTME, Resutage de 

maternités, …)

- Mettre en place la prise en 

charge holistique des 

adolescntes enceintes

- Pilotage des approaches dans 3 

provinces

- Lancement de la strategie de 

prise en charge holistique des 

adolescents enceintes dans 2 

provinces 

- .Difficulté de passage à 

l’échelle de toutes les stratégies 

planifiées
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Participation de la communauté

• Quel est le processus d'engagement communautaire pour ce pilier ?

           - Implication des Acteurs communautaires  dans la prise en charge des Adolescentes enceintes, 
Meres et leurs enfants

• Quelles sont les principales mesures prises par la communauté dans le cadre de ce pilier ?
             
             - Mise en place de CLM

• Quels sont les résultats obtenus ?

              - Elaboration du Guide d’orientation  national  CLM , Guide de pair education (AMM)
- Lancement de la campagne nationale sur la prévention du VIH dans les 26 provinces sous la coordination de 

ANORS avec la participation des PTF et compagnies telephoniques, et secteur privé (FEC)



Pilier 4 : aborder les droits, l'égalité des sexes et les obstacles sociaux et 
structurels qui entravent l'accès aux services

Interventions prioritaires Principales activités nécessaires à 

la mise en œuvre de l'intervention

Résultats obtenus à ce jour Impact de la réduction du 

financement sur 

l'intervention

1. Adoption par le pays des objectifs 10–

10–10 afin de lever les obstacles 

juridiques aux soins, de promouvoir 

l’égalité des sexes et de lutter contre la 

stigmatisation et la discrimination

- Organiser des Séances de 
Plaidoyer avec le parlement 
(Assemblée nationale & Sénat) 
et le Gouvernement (Ministères 
de Justice, du GDH), pour 
toutes les questions concernant 
les Lois

Mise en place d’un 

Cadre d’elaboration de 

l’Argumentaire en lien 

avec la Loi 

- Risque de ne pas 

recourir a une assistance 

technique pour 

l’elaboration d’un projet 

des Lois

2. Documentation des violations des 

droits et des expériences en matière de 

qualité des soins

- Etendre la couverture   de 

l'Observatoire/CLM pour le 

suivi communautaire des cas de 

violations de droit et la qualité 

des soins de 5 à 11 provinces

-Lancement des activités 

CLM dans 3 provinces

Risque/crainte de ne pas 

etendre les prestations 

CLM dans d’autres 

provinces

3. Intégration  de l'approche HUB visant 

à réduire à la fois la vulnérabilité et les 

comportements à risque, y compris la 

violence sexuelle

- Etendre  les activités Genre et 

Droits Humains (Hub)  dans 2 

autres  provinces( allant de 6 à 

8)

- Activités maintenues 

dans 6 provinces

-   Risque/crainte de ne 

pas etendre les HUB dans 

d’autres provinces
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Participation de la communauté

• Quel est le processus d'engagement communautaire pour ce pilier ?
    - Implication des Communautaires dans le processus de levée des barriers entravant 
l’accés aux services de soins

• Quelles sont les principales mesures prises par la communauté dans le cadre de ce 
pilier ?

   - Redynamisation du cadre de plaidoyer pour la modification de la loi en faveur de 
l'accès au dépistage des adolescents (baisser à < 15 ans, l'âge de l’accès libre au 
dépistage)

- Vulgarisation des documents normatifs des Communautaires

• Quels sont les résultats obtenus ?
  - Guide d’orientation  national  CLM

- Decentralisation de la fetiere ANORS décentralisé dans 9 Provinces 
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Quelles ont été les interventions les plus ou les moins 
réussies, et pourquoi ?

•La plus réussie :

•Moins de succès ou moins d'impact :
• Quelles mesures correctives ont été mises en œuvre ?
 

No Activités réussies Facteurs de réussite

1 Décentralisation du Plan Alliance national en 10 Plans 
provinciaux

- Mobilisation de Fonds (Unicef, ONUSIDA, 
OMS…)

2 Mobilisation des Fonds domestiques pour Achat des 
intrants (Tests, …)

- Amélioration de la communication entre les 
différentes parties prenantes

No Activités moins réussies Mesures correctrices

1 Extension de la Couverture des services (PTME, PECP, 
GDH)

- Mobilisation des Fonds domestiques
- Mise en exécution du Plan de resilience

2 Non revitation de la Loi sur le dépistage des enfants - Recourir à un cabinet d’expert pour 
l’élaboration d’une proposition des lois à 
soumettre aux législateurs
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Comment les programmes ont-ils réagi à la réduction du 
financement et quels ont été les résultats (le cas échéant) ?  

- Le pays compte accroitre la mobilisation des Fonds domestiques a travers 
l’Initiative présidentielle pour l’Elimination du Sida chez les enfants tant au niveau 
national et provincial

- En dehors des bailleurs traditionnels (FM et PEPFAR) , le Pays compte mobiliser 
davantage les autres PTF et les Agences de nations unies pour l’intégration des 
aspects de la lutte dans leur Budget   
- Engagement du secteur privé dans la réponse au VIH en milieu du travail ,  et 

les communautés avoisinantes
- Plaidoyer pour que Le VIH soit intégré dans les Fonds humanitaires
- Mise en exécution du Plan résilience budgétaire (priorisation des interventions)
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Demande au Hub régional et au Comité de pilotage de l'Alliance 
mondiale (soutien technique, etc.),

- Appuyer le Pays dans l’identification des autres sources de
financement en dehors du FM et PEPFAR

- Appuyer le pays dans le plaidoyer pour l’integration des aspects VIH
dans les Fonds humanitaires

- Promouvoir le partage des expériences avec les autres Pays qui ont
intégré l’Alliance pédiatrique

- Plaidoyer pour la production locale des intrants et médicaments de
lutte contre le VIH

- Assistance technique sur les stratégies d’amélioration de la
Couverture des services



Thank you!

IPESE-RDC 2030
INITIATIVE PRÉSIDENTIELLE POUR L’ÉLIMINATION DU 

SIDA CHEZ LES ENFANTS EN RDC D’ICI 2030



The Global Alliance to End AIDS in Children by 2030

Technical Virtual: Call Report back 2025

Kenya
Presenter: Dr. Nelly Pato

Contributors : EMTCT TWG

3-4 June 2025



Pillar 1: Accessible testing, optimized treatment and comprehensive care for 
infants, children, and adolescents living with and exposed to HIV

Priority 

interventions

Key activities required to implement intervention Results achieved to date Impact of reduced funding on 
intervention

1. Scale-up of 

Early Infant 

Diagnosis (EID) 

within 6–8 

weeks

- Training and mentorship of HCWs on EID, 

- Development and dissemination of  EID SOPs and viral 

load and clinician handbook .

- Scale up of point-of-care (POC) platforms

- Intense screening at facility and Community 

mobilization and referrals by mentor mothers and CHPs

- EID coverage increased from 89.3% 

in 2023 to 93% in 2024.

- Withdrawal of trained staff led to 

delays in EID testing

- Disruptions in EID sample referral 

network 

- Shortage of EID reagents at facility 

due to logistic challenges 

- Disruption in the follow up of 

mother baby pair by MMs
2. Pediatric ART 

initiation and 

retention

- Pediatric case identification and prompt ART initiation

- Psychosocial support through mentor mothers and 

support groups for children at facility level

- Screening of HEI to identify children 

- Development of SOP for identification of children in all 

service delivery points to improve identification of 

children

- Flexible clinic days ( weekend and holiday) and hours for 

school going children 

- Integration of pediatric HIV care into MNCH clinics

- Linkage to pediatric ART has 

improved from 89% in 2022 to 93% 

in 2023.

- ART coverage for children increased 

from 73% in 2023 to 74% in 2024

- Improved VL Suppression from 77% 

in 2022, 78% in 2023 and 74% in 

2024

- Optimization improved to 99% in 

2024. 

- Reduced availability of ART-trained 

clinicians and MMs

- Limited community follow-up due 

to reduced facilitation and logistical 

support.

- Reduced number of Supports 

groups affected by the funding shift 

3. Infant 

prophylaxis

- Establishment of feedback loops between CHPs, 

mentor mothers  and facilities

- Monthly joint data reviews

- Household visits for missed appointments

- Uptake of  Infant prophylaxis in 

2024 was 96%.

- Inadequate airtime and transport 

for follow-up and referrals

- Reduced HRH to offer infant 

prophylaxis
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Community involvement

What is the community engagement process for this pillar?
The community engagement process is anchored in multisectoral collaboration between the Ministry of Health, County Health 
Departments, and community structures - formal integration of CHPs, Mentor Mothers (MMs), PLHIV networks, and 
community-based organizations into EVT and pediatric HIV service delivery platforms through community dialogue forums, 
routine facility-community data reviews, community outreaches and county EMTCT taskforces

What are the key actions taken by the community on this pillar?
• Conducting home visits to follow up with HIV-exposed infants and support caregivers in treatment adherence.
• Mobilizing caregivers for Early Infant Diagnosis (EID) within the recommended 6–8 weeks.
• Participating in community health education forums to promote stigma reduction and pediatric HIV awareness.
• Supporting referral and linkage to care for newly diagnosed infants and children

What results have been achieved?
• Improved EID coverage: National uptake reached 78% by the end of 2024, with some counties reporting over 80% where 

community support was strong.
• Enhanced linkage to pediatric ART: Faster turnaround from diagnosis to initiation of treatment due to CHP/MM follow-up.
• Increased retention in care: Community-based follow-up mechanisms have reduced missed appointments and loss to follow-

up among infants and children.
• Greater accountability: Community actors are now active participants in local EMTCT taskforces, contributing to data review 

and service improvement planning



Pillar 2: Closing the treatment gap for pregnant and breastfeeding adolescent 
girls and women living with HIV and optimizing the continuity of treatment

Priority 

interventions

Key activities required to implement intervention Results achieved to date Impact of reduced funding on 

intervention

1. Early ART 

initiation for HIV-

positive pregnant 

and breastfeeding 

women

- Routine HIV testing during ANC and PNC

- Immediate linkage and ART initiation upon 

diagnosis

- On-site mentorship of health workers on 

updated VT guidelines

- ART initiation within 7 days of 

diagnosis was at 79% 2024

- Reduced number of trained HTS 

providers and clinicians due to 

funding cuts

- Delays in ART initiation, especially 

in lower-tier facilities

2. Retention in care 

throughout 

pregnancy and 

breastfeeding

- Peer support through Mentor Mothers

- Integration of ART services into MNCH clinics

- Monthly follow-ups via CHPs and CHAs

- Longitudinal follow up of mother baby pair 

- Engagement of community peer champions

- DSD models tailored to pregnant and 

breastfeeding Adolescent girls and WLHIV

- ART coverage among PBWLHIV 96% in 

2024 

- Cohort analysis report 2024 - retention 

rate among BFWLHIV was 91%

- Higher retention observed among 

women enrolled in peer support 

programs

- Mentor Mothers under partner 

support were released, weakening 

follow-up mechanisms

- Some facilities lacked continuity in 

counseling and support services

- Disruption of adolescent-focused 

outreach and support activities

3. Improved VL 

suppression among 

Pregnant and 

breastfeeding 

women living with 

HIV

- Development and dissemination  of structural 

interventions reporting tool at facility.

- Scale up of adherence counselling among 

pregnant and breastfeeding women

- Decentralization of  VL testing sites

- Targeted support groups for PBAW

- VL suppression rate  92% in 2024 - Disruption in Sample networking for 

VL 

- Increased missed opportunity for VL 

due to interruption in data system
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Community involvement

What is the community engagement process for this pillar?
● Build on structured and meaningful participation of community actors - Mentor Mothers, adolescent peer champions, CHPs, and 

PLHIV networks - who are integrated into facility teams and county EMTCT taskforces. 
● Engagement include community dialogues,  household visits and follow-ups,  facility-based support groups, Peer counseling and 

mobilization.
What are the key actions taken by the community on this pillar?

• Mentor Mothers provide psychosocial support, adherence counseling, and clinic accompaniment for newly diagnosed mothers.
• CHPs trace clients who miss appointments and support re-engagement in care.
• Adolescent peer champions offer peer counseling and mobilize young mothers through youth-friendly outreach.
• Community forums raise awareness on early ANC attendance, skilled delivery, PNC  and the importance of ART adherence.
• Community representatives participate in service quality reviews and provide feedback to health facilities

What results have been achieved?
• Improved retention in care among pregnant and breastfeeding women supported by peer structures.
• Increased uptake of PMTCT services by adolescent girls and young women, especially in facilities with youth-friendly models.
• Enhanced community ownership and accountability, leading to improved tracking of lost-to-follow-up (LTFU) clients and re-

engagement into care.
• Facilities supported by strong community systems reported fewer missed appointments and higher viral suppression rates 

among pregnant women



Pillar 3: Preventing and detecting new HIV infections among pregnant and 
breastfeeding adolescent girls and women

Priority interventions Key activities required to implement 

intervention

Results achieved to date Impact of reduced funding on 

intervention

1. Integration of HIV 

prevention (PrEP) in 

MNCH services

- Training of HCWs and CHPs on PrEP delivery

- Screening of high risk PBAW during ANC and 

PNC visits

- PrEP initiation, follow-up, and counseling.

- Revision of data collection and reporting 

tools to include PrEP

- Client literacy on PrEP to increase the 

demand and retention.

- 120 Health care workers sensitized on 

PrEP in 24 Counties 

- Inclusion of PrEP in the new data 

collection and reporting tools

- Number of PB women at risk initiated  

on PrEP in 2024 is 1161.

- Limited PrEP rollout due to HCW 

capacity gaps and funding 

constraints

- Reduced follow-up and tracking of 

PrEP clients in the community

2. HIV testing and 

retesting among 

pregnant and 

breastfeeding women

- Routine provider-initiated testing and 

counseling (PITC) at ANC/PNC

- Partner testing and disclosure support

- Use of HIV self-testing kits for retesting

- Uptake of HIV testing at first ANC visit 

was 80% in 2024.

- Staff shortages affected PITC 

uptake

- Stock-outs and logistical issues 

slowed HIV test kit distribution and 

use

3. Targeted prevention 

for adolescent girls and 

young women (AGYW)

- Community forums (Triple Threat platforms) 

for AGYW

- School and community outreach campaigns 

on HIV risk, testing, and PrEP

- Enhance  Male involvement and couple 

testing

- Increased PrEP demand among AGYW 

in counties with community 

sensitization

- Greater awareness of HIV prevention 

and ANC attendance among 

adolescent mothers

- DREAMS program halted in 

selected counties

- Disruption of youth-friendly 

outreaches, community forums 

and education 
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Community involvement

What is the community engagement process for this pillar?
● The engagement leverages on community-based platforms, particularly through youth-led and gender-inclusive approaches  driven by 

Triple Threat initiative, which mobilizes adolescents, young women, and community leaders to address HIV, early pregnancies, and
gender-based violence. 

● CHPs,  adolescent peer champions, male champions, and faith leaders are engaged through forums, local barazas, and school-based 
outreach sessions. These actors work in coordination with facility-based services and EMTCT taskforces

What are the key actions taken by the community on this pillar?
• Conduct community sensitization on HIV prevention , and the importance of early ANC attendance
• Mobilize adolescent girls and young women (AGYW) for PrEP screening and HIV testing services at MNCH clinics
• Promote male involvement and couple HIV testing through dialogue forums and outreach events.
• Provide peer-led counseling to increase PrEP uptake and adherence among high-risk AGYW and supporting youth-friendly outreach 

services during community health days and market-based campaigns

What results have been achieved?
• Improved awareness and demand for HIV prevention services among AGYW .
• Increased uptake of PrEP screening in youth-friendly facilities, especially in counties involved in the national PrEP TOT rollout.
• Enhanced male partner testing and disclosure.
• Greater youth participation in EMTCT planning and monitoring through structured forums like Triple Threat sensitization meetings



Pillar 4: Addressing rights, gender equality and the social and structural barriers 
that hinder access to services

Priority 

interventions

Key activities required to implement intervention Results achieved to date Impact of reduced 

funding on intervention

1. Community 

engagemen

t 

- Engagement of community leadership and 

champions in the country’s EVT structures

- Advocacy and demand creation sessions for 

improved uptake of ANC, PNC, stigma 

reduction and male involvement by EVT

- Development and dissemination  of tools to 

facilitate linkage to structural intervention -

including legal aid and social protection.

- Sensitization of religious leaders and cultural 

leaders to address triple elimination

- Community leadership  embedded in the country’s 

EMTCT taskforce, TWG etc. 

- Improved advocacy for male involvement, stigma 

reduction, early antenatal care attendance and post-

natal services by the communities. 

- Tool  developed and disseminated to 47 counties  

- 210 religious and cultural leaders sensitized to address 

triple elimination

Community led 

intervention were 

halted after the release 

of the community 

actors - mentor 

mothers, peer 

educators,  among 

others.

2. Know your right 

campaign 

- Integration of know your right in elimination 

of vertical transmission  outreaches

- Provision of legal clinics

- Provision of legal redress for pregnant and 

breastfeeding women

- Reached  6183 pregnant and breastfeeding women living 

with HIV through integrated  outreaches including  know 

your right campaign, in  July 2024 - April 2025.

- Reached  181 PMTCT mothers during the period through 

legal aids clinics 

- 85 cases resolved through different redress mechanisms.

- Empowerment in identifying and addressing stigma and 

discrimination and protection of their rights and seeking 

legal 

Activities integrated in 

outreaches with GF 

support.
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Community involvement

What is the community engagement process for this pillar?
• The community engagement is through the various platforms available at the National , county and community 

level such as TWG, EMTCT task force, community dialogue, facility community linkage activities among others

What are the key actions taken by the community on this pillar?
• Conduct community outreaches
• Offer referral and linkage to health facilities and other services even beyond health i.e., social protection, legal 

clinics among others
• Mobilization and demand creation for the services.
What results have been achieved?
• Awareness on human right violation and legal redress pathways
• Improved access and linkage to structural intervention including legal services
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HIS landscape in Kenya

EMR distribution as of July 2024
- 2,392 Active EMR Sites
- 2,298 KenyaEMR Sites,
- 80 AMRs Sites,
- 14 E-Care Sites,
- 88% of EMR sites reported in the month of July 2024 to NDW
National Data Warehouse | Dashboard (nascop.org)

Module uptake as of July 2024

1,702 (89%) sites are utilizing HTS module

2,392 (99%) sites are utilizing C&T module

2,221 (93%) sites are utilizing PMTCT module

1,470 (74%) sites are utilizing PrEP module

https://dwh.nascop.org/#/reporting-rates/ct


Cross cutting intervention areas

Priority 

interventions

Key activities required to implement intervention Results achieved to date Impact of reduced funding on 

intervention

1. Strategic 

information

- Enhance the MNCH module in the EMR

- Increase coverage of EMR in MNCH clinics

- Improving utilization of EMTCT module in 

EMR through capacity building of HCW

- MNCH module fully integrated in the 

EMR

- Increased coverage of EMR in MNCH 

clinics from 2221.

- Utilization of EMTCT  module in EMR 

at 88 %

. Disruptions of digital data collection 

and reporting systems (EMR , KHIS) 

2. Procurement 

and supply chain 

management 

system

- Monthly procurement and commodity  

security meetings

- Forecasting and quantification of HIV 

products and technology.

- Monthly commodity and procurement 

planning meeting held.

- Established stock issues and 

redistribution done during stop work 

order

- A validated F and Q report is available for 

the products needed 

• Logistical gaps around the 

distribution of PEPFAR supported 

commodities (MEDS)  leading to 

erratic supply of some products –

VL, EID.

• Disruption of KHIS that affected 

reporting and ordering of HIV 

health products

3. Policies and 

guidelines - Development of health care workers triple 

elimination training package

- Development of HIV, TB and SRH integrated 

framework 

- Currently underway

- Currently underway
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What were the most/least successful 
interventions, and Why?

Most Successful: The most successful intervention were EMTCT taskforces, capacity building initiatives and the KMMP that  significantly contributed 
to increased ART initiation/adherence among PB women, early infant diagnosis (EID), and improved linkage and retention in pediatric ART services 
due to 

• Strong community ownership and integration of peer support structures.

• Active follow-up and psychosocial support by Mentor Mothers and CHPs.

• Effective coordination between community actors and facility staff.

• Improved facility-level data verification, resulting in better tracking of HIV-exposed infants and mother

• Capacity building of Health care workers for optimized integration of EVT in MNCH clinic and uptake of digital platforms

Least Successful or less impact: What corrective measures have been implemented? 
The integration and uptake of PrEP services in MNCH platforms had limited impact during the reporting period due to 
• Low health care worker capacity and limited training on PrEP delivery.
• Inadequate community sensitization on PrEP benefits and eligibility.
• Stock-outs and inconsistent availability of PrEP commodities in MNCH clinics.
• Reduced follow-up mechanisms following withdrawal of PEPFAR-supported staff

Corrective Measures Implemented:

● Virtual mentorship and on-the-job training (OJT) for health care workers on PrEP service delivery within ANC and PNC settings.

● County-led task shifting and redeployment of MOH staff to support PrEP screening and follow-up.

● Inclusion of PrEP indicators in facility-level performance reviews, promoting accountability.

● Revival of Triple Threat youth forums and engagement of peer educators to raise awareness among AGYW on HIV prevention, including PrEP



13

How have programs responded to reduced 
funding and what were the results (if any)? 

Response to reduced funding

• Leadership – multi level leadership and involvement with renewed commitment towards HV response 

- Enhanced collaboration between the divisions NASCOP and DRH on matters PMTCT/CALHIV

• Domestic resource mobilization - High level advocacy meeting for resource mobilization through the National and 

County leadership

• Service integration – PMTCT/CALHIV integration of services in the MCH platforms looking at client flows to maximize

• HRH – Guidance on HRH management by the County leadership

- deployment of GOK staff to CCC clinics

- Task shifting where nurses provide HTS services

- Capacity building – build capacity of deployed staff to offer EVT services 

• Coordination – Training the RH coordinators in charge of the MCH platforms to enable them support HIV integration 

services, and now members of the EMTCT county taskforces.

Results 
• County ownership and accountability
• Continuity of EVT services  
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Asks to the Global Alliance Regional Hub & Steering 
Committee (technical support, etc.),

• Facilitate cross-country learning platforms to promote peer exchange on integration and sustainability 
strategies.

• Support digital health infrastructure to strengthen data systems and ensure real-time monitoring and 
feedback.

• Provide technical support for the integration and scale-up of community-based models such as the 
mentor mother program.

• Advocate for increased domestic financing and ring-fenced resources for Eliminating Vertical 
Transmission within the Social Health Insurance framework.

• Promote policy dialogue on sustainable transition planning, including workforce and supply chain 
strategies.



The Global Alliance to End AIDS in Children by 2030

Technical Virtual: Call Report back 2025

Mozambique
Presenter: Dr Mercia Matsinhe, National HIV Programme-Ministry of Health

Contributors:  Technical Working Groups (Pillar 1,2,3 and 4)
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Pillar 1: Accessible testing, optimized treatment and comprehensive care for 
infants, children, and adolescents living with and exposed to HIV

Priority interventions

(NOT MORE THAN 3)

Key activities required to implement 

intervention

Results achieved to date 

(Reference to key indicators)

Impact of reduced funding on 
intervention
(NOT MORE THAN 3)

1. Nationwide rollout of 

pediatric fixed-dose 

combination (pALD: 

ABC/3TC/DTG) for 

children 6–24.9kg

• Update of National ART Guidelines

• Capacity building for healthcare 

providers delivering care to children and 

adolescents.

• Supply chain planning and stock 

monitoring

• pALD distributed to all HF that offer ART 

(1794)

• Providers trained (≥ 1794) in the new ART 

guidelines

No impact

2. Implementation of 

the AHD package in 162 

sites

• Site readiness assessment

• Commodity availability – ensure 

consistent supply of CrAg tests, LF-LAM, 

TB-LAM, fluconazole

• Capacity building of health providers

• Supervision and mentorship

As of  Q4 2024, 1495 children were screened 

and followed up for advanced disease

Reduced funding affected frequency of 

supportive supervision and mentorship

3. Introduce the 

national guideline for 

the implementation of 

Adolescent-Friendly 

Services (SAAJ) in health 

facilities, schools, and 

communities initiated 

on ART

• Disseminate national guidelines and job 

aids

• Establish referral and linkage systems

• Implement routine monitoring and 

supportive supervision

• Training of community actors (Activists, 

mentor sisters, and AGYW) for peer-led 

education in the Health facility, school, 

and community.

In 2024, out of 2,060,703 first consultations, 

1,497,037 (73%) were adolescents whose 

serostatus was unknown. Of these, 1,270,628 

(85%) were tested for HIV, and 14,403 were 

diagnosed positive, corresponding to a 1% 

positivity rate during SAAJ consultations.

• Reduced funding constrained: 

• Community-level mobilization and 

outreach 

• Peer-led support and referrals 

• Routine follow-up and mentorship 

activities
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Community involvement

• Community engagement process:
• Multi-level, inclusive, and participatory approach: Training and mobilization of community actors such as peer 

educators, mentor mothers, ‘men champions’, 
• Collaboration with CBOs, faith-based organizations, and school health clubs to support HIV education, testing and 

linkage to services and inclusion adolescents and young people in the co-management committees of health facilities  ; 
• Feedback loops established via community dialogues, adolescent/youth platforms, and health facility–community 

interface meetings.  
• Key actions taken by the community: 

• HIV literacy and demand generation
• Deliver HIV testing services (they promote health and offer self testing at community level); 
• Referral and linkage support;
• Adherence and retention support.

• What results have been achieved?
•  1.2 million adolescents and youth tested through community-supported YFS - SAAJ (85% of unknown status).
•  14,403 newly diagnosed adolescents linked to ART with community follow-up.
•  YFS-SAAJ guidelines and job aids disseminated to community educators across health settings.



Pillar 2: Closing the treatment gap for pregnant and breastfeeding adolescent girls and 
women living with HIV and optimizing the continuity of treatment
Priority interventions

(NOT MORE THAN 3)

Key activities required to implement 

intervention

Results achieved to date 

(Reference to key indicators)

Impact of reduced funding on 

intervention

(NOT MORE THAN 3)
1. Offer differentiated 

service models according 

to the needs of pregnant 

and breastfeeding 

women

- Strengthen the implementation of 

differentiated models adapted to 

pregnant and breastfeeding women 

focused on the mother-child pair

- Strengthen the implementation of the 

HIV+ pregnant woman's transition 

package from MCH services to ARV 

services, including integration into the 

available differentiated models. 

- Train providers and implement the 

package of interventions to address the 

challenges associated with barriers to 

access to care for women of reproductive 

age

- Increased retention of mother-child pairs 

in HIV care and treatment.

- Improved early infant diagnosis (EID) rates 

and timely ART initiation for HIV-exposed 

infants.

- Increased uptake and adherence to ART 

among pregnant and breastfeeding 

women.

- Higher coverage of postpartum follow-up 

visits and retention in care.

- Reduced loss to follow-up during and after 

the postpartum period.

- More women initiating ART early, 

particularly those identified through ANC 

and reproductive health services.

2. Accelerating the 

implementation of the 

National triple 

elimination of vertical 

transmission plan for 

HIV, syphilis and 

hepatitis B

- Create and operationalize the national 

committee for validation of the eMTCT of 

HIV, syphilis and hepatitis B 

- Mid-term evaluation of the 

implementation of  Triple Elimination 

plan 2020-2024.

- Update the National Plan for triple 

elimination of vertical transmission of 

- PMTCT guidelines for HIV and Syphilis 

Disseminated to all HF

- MCH Nurses in all 1794 HF trained

 - Use of updated MCH tools and reporting of 

syphilis indicators in the at-risk child 

consultations (aRCC) 

- 
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Community involvement

• What is the community engagement process for this pillar?
• Mentor mothers supporting peer counseling and follow-up.
• Community dialogues for raising awareness and encouraging open discussion.
• Health Committees and Local Leaders mobilized as trusted agents of behavior change.
• Community mobilization activities promoting early ANC, institutional childbirth, and postpartum care. 
• Involving men and sexual partners in messaging campaigns, especially in male-dominated areas.

• What are the key actions taken by the community on this pillar?
• Religious and traditional leaders to lend authority to messages and reduce stigma.
• Youth groups and schools to engage adolescent girls early.
• Male champions or peer educators specifically tasked with engaging other men.
• Feedback mechanisms ( community scorecards, co-management committee ) to inform improvements

• What results have been achieved?
• Higher uptake of institutional deliveries and postpartum visits
• Improved male involvement in maternal and child health discussions and care-seeking.
• Strengthened linkage between community and health facilities and enhanced community trust and ownership of maternal 

health programs.



Pillar 3: Preventing and detecting new HIV infections among pregnant and 
breastfeeding adolescent girls and women

Priority interventions

(NOT MORE THAN 3)

Key activities required to implement intervention Results achieved to date 

(Reference to key indicators)

Impact of reduced funding on 

intervention

(NOT MORE THAN 3)
1- Pilot of Long-acting 

injectable PrEP (CAB-LA) 

in 1 high-incidence 

province for AGYW 15 

to 24 years old (started 

in December 2024); and 

Pilot of PrEP vaginal ring 

for AGYW in the sme 

province.

• Conduct community sensitization and demand creation

• Ensure availability of injectable, vaginal ring and oral PrEP 

options for AGYW

• Train providers on LA PrEP counselling and administration

• Establish follow-up and support systems for adherence 

and continuation

Target for CAB-LA - 400

Up to April 2025, 200 AGYW  

were recruited and enrolled in 

the CAB-LA pilot

2- Community-based 

HIV self-test distribution 

targeting adolescents 

and young people

• Train peer educators to promote and distribute self-test 

kits at community level

• Conduct community awareness and demand creation

• Supply of HIV self-test kits and community distribution

• Linkage to HF and comprehensive prevention 

package: strengthening systems for adolescents and 

young people to link to confirmatory testing and 

treatment following a reactive HIVST result

• Conduct regular supervision and quality assurance

As of 2024, 167,020 HIVST were 

distributed to adolescents 15-19 



Pillar 3: Preventing and detecting new HIV infections among pregnant and 
breastfeeding adolescent girls and women

Priority interventions

(NOT MORE THAN 3)

Key activities required to implement 

intervention

Results achieved to date 

(Reference to key indicators)

Impact of reduced funding on 

intervention

(NOT MORE THAN 3)
3- Ensure equitable 

access to oral PrEP for 

all HIV-negative 

Adolescent Girls and 

Young Women (AGYW) 

who request it, through 

youth-friendly, 

community-based, and 

integrated service 

delivery model

• Ensure availability of oral PrEP to young 

people

• Implement demand creation outreach 

and campaigns targeting AGYW and 

ABYM

• Integrate PrEP services into existing 

adolescent and and sexual reproductive 

health namely youth friendly 

services(SAAJ).  

As of 2024, among all oral PrEP users, 24% 

were adolescents, aged 15-19.
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Community involvement

• What is the community engagement process for this pillar?
o Training peer educators among AGYW to lead prevention activities and support their peers. 
o Engaging communities to co-develop local implementation strategies (e.g., preferred distribution methods for 

HIVST kits, HIV testing services, mobile brigades, health fairs, etc)
o Engage community actors to create demand and ensure interventions reflect community priorities and 

realities.

• What are the key actions taken by the community on this pillar?
oTrain peer educators to distribute HIV self-testing kits at community level.
o Implement community awareness and demand creation campaigns to promote the availability and benefits of 
HIV testing, HIVST and PrEP, especially for AGYW. 
o Establish referral and follow-up systems to ensure adolescents with reactive HIVST results are linked to health 
facilities for confirmatory testing and care.

• What results have been achieved?
o PrEP pilots successfully launched with community support
o Demonstrated strong reach and community mobilization for HIVST
o Community sensitization has resulted in better understanding of PrEP options among AGYW.
o Positive attitudes toward HIVST and PrEP are increasing due to peer-led education and reduced stigma.



Pillar 4: Addressing rights, gender equality and the social and structural barriers 
that hinder access to services
Priority 

interventions

(NOT MORE THAN 3)

Key activities required to implement 

intervention

Results achieved to date 

(Reference to key indicators)

Impact of reduced funding on 

intervention

(NOT MORE THAN 3)

1- Capacity 

building of health 

providers on human 

rights, stigma and 

discrimination and 

Integration of human 

rights and stigma 

discrimination into 

psychosocial support 

packages 

- Adapt training modules to integrate 

human rights principles, stigma reduction, 

and non-discriminatory practices tailored 

to MCH and EVT services.

- Training of health providers and 

supervisors  on human rights, stigma and 

discrimination

- Establish mechanisms for clients to report 

experiences of stigma or rights violations 

in psychosocial services.

- Empower community champions 

including mentor mothers and male 

champions to advocate for respectful, 

rights-based services.

- Health care workers from 343 ART HF 

trained on human rights, stigma, and non-

discrimination in HIV service delivery.

- Psychosocial support packages updated in 

collaboration with national stakeholders 

to include human rights principles and 

stigma reduction strategies.

- 1503 health providers trained in 

psychosocial support integrating stigma 

and human rights



Pillar 4: Addressing rights, gender equality and the social and structural barriers 
that hinder access to services

Priority interventions

(NOT MORE THAN 3)

Key activities required to implement intervention Results achieved to date 

(Reference to key indicators)

Impact of reduced funding on 

intervention

(NOT MORE THAN 3)
2- Advocacy and capacity building of 

CBO trainers on the optimized ART 

regimen (pDTG), in coordination with 

the Ministry of Health (MISAU).

- Train peer educators/mentor mothers  to 

create demand and promote awareness of the 

new pDTG regimen, highlighting its safety and 

effectiveness.
- Develop and adapt training packages for CBO 

trainers using simplified, community-friendly 
training modules on pDTG, its benefits, 
dosage, and administration.

- Support CBOs to lead awareness and advocacy 
campaigns on the importance of transitioning 
eligible children to pDTG

- Ensure CBOs are equipped to refer children 
and families to health facilities for pDTG 
initiation or follow-up

- Community dialogue sessions 

contributed to positive shifts 

in caregiver attitudes toward 

optimized ART.

- Increased demand and 

awareness for pediatric ART 

regimens among families and 

caregivers of children living 

with HIV.

- CBOs supported identification 

and referral of children 

eligible for pDTG to nearby 

health facilities.

3- Strengthen the institutional, 

technical and financial capacity of CBOs 

for the implementation of community 

HIV services

- Train community actors to identify children 

exposed to HIV and their mothers and 

adolescents and children with HIV, through 

lectures and community dialogues, and 

referral to health services.

- Conduct community dialogues addressing 

stigma and discrimination related to HIV, GBV 

and rights to  improve access to PMTCT 

services among AGYW

- Conducted 300 dialogues 

- 9 youth-led support groups 

were established and are 

operational 

- Over 600 AGYW living with 

HIV reached through peer-

led platforms and social 

media
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Community involvement

• What is the community engagement process for this pillar?
• Communities are engaged through consultative dialogues and forums across all program stages.
• CBOs and PLHIV networks are trained on GBV, human rights, and stigma and discrimination.
• Community members participate in structured platforms (e.g., health committees) and conduct CLM. 

• What are the key actions taken by the community on this pillar?
• Conduct awareness-raising on human rights, gender equality, and HIV-related stigma and discrimination. 
• Conduct community dialogue, training, support and identification of missed children LHIV due to stigma and 

discrimination, GBV and other social barriers.
• Provide linkage to health services, mental health, and social protection services for individuals facing stigma or GBV..

• What results have been achieved?
• Communities have greater knowledge of HIV-related rights, leading to more acceptance and reduced discrimination 

toward women, children, and adolescents living with HIV.
• Pregnant and breastfeeding women and their children are more likely to access and remain in HIV services due to stigma-

free environments.
• Community-led monitoring has improved provider practices, while CBOs have integrated rights-based approaches into 

service delivery.
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What were the most/least successful interventions, 
and Why?

•Most Successful:

− Monthly feedback meetings with provincial, district, and facility-level stakeholders have been instrumental in 

sustaining service quality. These sessions facilitate joint review of HIV and syphilis prevention indicators, enabling 

timely problem-solving, accountability, and continuous improvement through data-driven decision-making.

− Nurses from the National Health Service including YFS were reassigned to perform other tasks at HF where partner-

supported contracts ended, ensuring service continuity.

− Community Engagement and capacity building of Community and youth led organizations and networks of PLHIV.

− Training of community activists aged 15 to 24 from the Youth Programme-´Geração Biz´ to create demand for YFS and 

promote health services

•Least Successful or less impact:
• What corrective measures have been implemented? 
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How have programs responded to reduced funding 
and what were the results (if any)? 

− To maintain operations, the program now relies on limited vehicle support from provincial health Directorate and 

partners, though this may lead to delays in test result turnaround.

− Transitioning YFS provider training to a telehealth format to reduce training costs.

− Reassigning National Health Service nurses to YFS and MCH ARV sites where partner-funded contracts ended.
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Asks to the Global Alliance Regional Hub & Steering Committee 
(technical support, etc.),

1. Mozambique requests participation in the coordination meetings of Pillar 2 and 3 , like its involvement in Pillars 1 

and 4, to strengthen alignment and learning across countries.

2. Dedicated Funding for Community-Led Interventions: Advocate for earmarked funding to support civil society 

organizations and PLHIV networks in implementing community-led service delivery. 

3. Support for Stigma and Discrimination Reduction: Request technical and financial support to scale up anti-stigma 

interventions. 

4. Assistance in sharing standard tools for planning, M&E and to develop user-friendly digital platforms for routine data 

collection and quality monitoring.
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Progress on 95-95-95 HIV Treatment Child Cascade                
(March 2024 to March 2025)

Sources: HIV Estimates: Thembisa 4.6 | Public sector on ART: National Instance webDHIS (Mar 2024 at 2024/05/15) | TIER.net (Dec 2023) | Private Sector on ART: Council for Medical Schemes (CMS) Private Sector data and cash paying clients 
(IQVIA) (Jan to Dec 2022) | Viral load: ART DHIS Cohort VLD VLS rate 12 months (Jan-Dec 2022)

As of March 2024, South Africa was at 82-63-69 for children 

serviced through the Public & Private sector.

To achieve 95-95-95 targets, South Africa would have needed to 

increase total children on ART by  79,689.

Based on eligibility criteria of Viral Load under 50 copies/ml, 

36,485 children are eligible for DMOC.

As of March 2025, South Africa is at 87-74-79 for children 

serviced through the Public & Private sector.

To achieve 95-95-95 targets, South Africa must increase total 

children on ART by 38,420.

Based on eligibility criteria of Viral Load under 50 copies/ml, 

40,471 children are eligible for DMOC.

March 
2024

March 
2025



3 Sources: HIV Estimates: Thembisa 4.6 | Public sector on ART: National Instance webDHIS (Mar 2024 at 2024/05/15) | TIER.net (Dec 2023) | Private Sector on ART: Council for Medical Schemes (CMS) Private Sector data and cash paying clients 
(IQVIA) (Jan to Dec 2022) | Viral load: NICD Mar 2024 (rolling 12m) Deduplicated at district level, Number of Patients VL (Viral Load Done), Number of Patients VL <1000 copies/ml, Number of Patients VL <50 copies/ml 

As of March 2024, South Africa was at 82-70-82 for 

adolescents (15-19) serviced through the Public & Private sector.

To achieve 95-95-95 targets, South Africa should have increased 

by total adolescents on ART by 67,798.

Based on eligibility criteria of Viral Load under 50 copies/ml, 

76,625 adolescents are eligible for DMOC.

As of March 2025, South Africa is at 83-68-82 for adolescents 

(15-19) serviced through the Public & Private sector.

To achieve 95-95-95 targets, South Africa must increase total 

adolescents on ART by 67,398.

Based on eligibility criteria of Viral Load under 50 copies/ml, 

57,567 adolescents are eligible for DMOC.

March 
2024

March 
2025

Progress on 95-95-95 HIV Treatment Adolescent Cascade     
(March 2024 to March 2025)
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Child and Adolescent HIV ART Coverage 
(March 2024 to March 2025)

To achieve 95-95-95 targets, South Africa must 

increase total children on ART by 79,689.

To achieve 95-95-95 targets, South Africa must 

increase total children on ART by 38,420.

ART Coverage Pyramid based on Naomi Sept 2024 ART Coverage Pyramid based on Thembisa 4.6

March 
2024

March 
2024

The largest numbers of CLHIV are in older age groups. Each year the oldest 
children “age out” of this sub-population as they transition into adulthood.n

o
te

:
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Implications for the shift in estimates and ageing out of children 
and adolescents into the adult population (2023-2024)

Each year, a new model is developed with 
increasingly accurate estimates, as additional 
data sources are incorporated.

The transition from Thembisa 4.6 to 4.7 
incorporated critical new datasets—SABSSM 
VI and Census data—which are only available 
every five years in South Africa. These updates 
significantly influenced the model’s estimates.

As a result of shifting from Thembisa 4.6 to the 
Naomi model calibrated to 4.7, and updating 
the reference year, the estimated CLHIV 
declined from 206,347 to 148,958. This 
notable decrease reflects both the updated 
inputs and the ongoing ageing out of children 
and adolescents into the adult population 
group.



6 Sources: HIV Estimates: Thembisa 4.6 | Public sector on ART: National Instance webDHIS (Mar 2024 at 2024/05/15) | TIER.net (Dec 2023) | Private Sector on ART: Council for Medical Schemes (CMS) Private Sector data and cash paying clients 
(IQVIA) (Jan to Dec 2022) | Viral load: ART DHIS Cohort VLD VLS rate 12 months (Jan-Dec 2022)

As of March 2024, South Africa is at 96-84-94  for adult 

females serviced through the Public & Private sector.

To achieve 95-95-95 targets, South Africa must increase total 

adult females on ART by 507,082.

Based on eligibility criteria of Viral Load under 50 copies/ml, 

2,408,565 adult females are eligible for DMOC.

As of March 2025, South Africa is at 97-81-95 for adult females 

serviced through the Public & Private sector.

To achieve 95-95-95 targets, South Africa must increase total 

adult females on ART by 598,991.

Based on eligibility criteria of Viral Load under 50 copies/ml, 

2,400,458 adult females are eligible for DMOC.

March 
2024

March 
2025

Progress on 95-95-95 HIV Treatment Adolescent Cascade     
(March 2024 to March 2025)
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Pillar 1: Accessible testing, optimized treatment and 
comprehensive care for infants, children, and adolescents living 
with and exposed to HIV​

Priority interventions
Key activities required to implement 

intervention
Results achieved to date 

Impact of reduced 
funding on intervention

• Strengthening the Matrix of 

interventions  (EPI, Casualty, TB, 

Curative services)

• Index testing for children and 

adolescents

 

• DoH led implementation 

• Training and mentorship of clinicians on MOIs and 

index testing ( reporting/recording 

• Scaling up the implementation of the Paeds 

screening tool 

• Strengthening Universal testing at 18 month with 

fidelity 

• Increased in volume of HIV testing of children 5-14 

yrs from 826 474 (FY23) to 929 678 (FY24). 

• Birth testing coverage sustained at 100%  in FY23 and 

FY24

• Universal testing coverage at 18 months improved from 

45% to 58%Improvement during the EPI Catch-Up 

campaigns. 
(Source: DHIS 52 district)

• Reduction in HRH for 

implementation of HTS 

services.

• Improving linkage to care to all 

target population 

• Strengthen the use of RFA dashboard

• Strengthen bidirectional referral  system. 

• Pair the children with the community health 

worker for tracking and tracing 

• Alignment with the 1.1 million campaign activities 

• Improve collaboration with DSD OVC program 

• With the use of RFA dashboard there is improved linkage 
of infants and children (Ref: DHIS and NHLS data) 

• Country is still struggling with suboptimal linkage 

• Reduction in HRH for 

implementation of HTS 

services.

• Viral  load management 

• Scaling up peer-led models for psychosocial 

support, youth care club, care giver support for 

disclosure, viremia clubs.

There was an increase in VL suppression during FY24 for both 
age bands with a plateaued VL coverage  for both age bands. 
There was a significant decline in FY24Q3 and FY24Q4 due to 
the NHLS data breach. There were also substantial increase in 
DTG uptake among all age bands.

• Reduction in clinicians 

who initiates ART in 

facilities 
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Pillar 2: Closing the treatment gap for pregnant and 
breastfeeding adolescent girls and women living with HIV and 
optimizing the continuity of treatment

Priority interventions
Key activities required to implement 

intervention
Results achieved to date 

Impact of reduced 
funding on intervention

• Scaling up of post natal clubs 

for improved retention

• DOH led implementation (for sustainability) 

• Alignment is required with the National Response 

Accelerator Close the Gap Campaign to ensure 

maximum impact in closing the  treatment gap for 

pregnant and adolescent girls.

• Improvement in establishment of postnatal clubs both 

facility and community

• Reduction in HRH for 

implementation of 

clinical components of 

TB HIV visits

• Improvement of HTS for 

breastfeeding women

• Collaboration with NDOH for efficient HTS services 

and availability of counsellors.

• Completion of the HTS register 

• Inadequate testing of breastfeeding women

• Reduction in HRH for 

implementation of HTS 

services.

• Implementation of the HIVE 

project  through PATA 

• Technical support to the HIVE (10) facilities 

• Establishment of VTP TWGs in 2 provinces (EC and 

GP)

• Provincial CMM piloting and staging, applying 

health systems strengthening approach to VTP 

programing

• Development of provincial action plans

• HIVE monthly webinars 

• National HIVE launch in Dec 2024 

• National CMM staging done and action plans developed

• Baseline visits done in EC and GP provinces 

• VTP capacity workshops done in for both EC and GP 

• HIVE project not 

affected but GP as 

province is affected 

(ANOVA as a district 

partner )
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Pillar 3: Preventing and detecting new HIV infections among 
pregnant and breastfeeding adolescent girls and women​

Priority interventions
Key activities required to implement 

intervention
Results achieved to date 

Impact of reduced 
funding on intervention

• Expand PrEP for pregnant and  

breastfeeding adolescent girls 

and women

• Improve access to Knowledge Hub Training and 

intensify mentorship 

• Strengthen the dissemination of PrEP Job aids and 

IEC materials 

• Enhance demand creation to improve PrEP uptake 

• Improve recording and reporting processes on PrEP 

initiation and continuation 

• Enhance adherence and retention to PrEP through 

the support of lay Counsellors, peers and case 

managers 

• Inadequate uptake of PrEP due to implementation of the  

data collection tools. However, the county will start using 

the PrEP OP tools for the 1.1 million campaign 

Reduction in HRH for 

implementation of PrEP 

services.

• Universal coverage of testing in 

ANC and PNC and the re-testing 

at every BANC visit

• Support implementation of the Integrated Visit 

Schedules (per 2023 VTP guidelines) to align PrEP, 

contraception, immunization, and other care for 

mother and child by:

• Incorporating into existing training curricula

• Including in healthcare worker job aid 

packages

• Inclusion of data elements for HIV testing 

during the postnatal period in the HTS 

register to improve monitoring and 

coverage of HIV retesting

• Integrated visit approach successfully implemented in 

facilities, facilitating the alignment of PrEP, contraception, 

immunization, and maternal-child health services

Reduced frequency of 

mentorship visits and 

supportive supervision in 

PEPFAR-supported districts.
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Pillar 4: Addressing rights, gender equality and the social and 
structural barriers that hinder access to services

Priority interventions
Key activities required to implement 

intervention
Results achieved to date 

Impact of reduced 
funding on intervention

Build the capacity of Social Services 

Practitioners (SSPs) in the  provision 

of social protection services 

addressing vulnerabilities and 

promote access to HIV treatment

• Capacitate SSPs on community-based prevention 

and early intervention programmes for vulnerable 

through the development of training materials and 

training.

• 1946 Social Service Practitioners (SSPs) were trained on the 

Children’s Act

• 444  SSPs were trained on HTS, Disclosure and Treatment 

adherence for increased HIV testing uptake and treatment 

adherence.

Loss to follow-up is affected 

due to reduced personnel

Accelerate the implementation of 

programmes that support pregnant 

and parenting adolescents to 

remain and complete school/ 

continue tertiary education 

including economic empowerment 

and skills development

• Facilitate the implementation and roll-out of teen 

parenting programmes 

• Implementation of soft skills in 6 Community Care 

Centers 

• 47,667  Parents were engaged in positive parenting 

programmes through both in-person sessions and digital 

platforms.

• 1088 children and youth were reached with soft skills in 6 

community care centers

None

Empower adolescent girls and boys 

and their caregivers through 

education on HIV prevention and 

sexual and reproductive health and 

rights, and mental health, including 

a focus on adolescents with 

disability. 

• Strengthen delivery of Comprehensive Sexuality 

Education in schools

• 3564 Learner Support Agents to scaled up the provision of 

Comprehensive Sexuality Education in schools, through 

intensified Scripted Lesson Plans roll-out and supportive  to 

educators in delivering CSE in 38 HIV burdened schools.

Schools that were supported 

by development agencies in 

HIV burdened districts are 

negatively affected

Scale-up advocacy efforts to address 

human rights violations that 

perpetuate violence, stigma and 

discrimination

• Conduct Stigma Index survey for the country in 

nine provinces to measure the level of stigma 

against people living with TB/HIV

• The Stigma Index Study 2.0 survey to address HIV-related 

stigma, a key barrier to ending AIDS in the country, was 

conducted.

None
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• Collaboration with PHC Ward-Based Outreach Teams (WBOTs)

• Engagement of peer providers to offer psychosocial support, improve adherence, and link children & adolescents to care

• Mapping of mobile outreach services delivering HIV/TB prevention, treatment & care

• Community-led demand creation activities

• Identification of peers to support youth-focused service models

• Implementation of the HIV Stigma Index 2.0 survey (5,144 adults, 257 adolescents) led by NAPWA

Approach & Process:

• Facility-community partnerships boosted HIV testing and transition to pediatric DTG (pDTG)

• Community VL testing and active tracking of children eligible for pDTG

• LIFT Innovations funding enabled caregiver support groups, youth clubs, and pediatric case management across settings

Key Community Actions:

• Increased initiation & transition to optimized pDTG/DTG regimens

• Improved case finding and reduced loss to follow-up

• Strengthened peer-led and community-supported service delivery

Results:

Community involvement
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Global Alliance Dashboard: Informed the creation of the Nerve Centre 
for real-time indicator tracking and facility-level decision-making.

National “Close the Gap” Campaign: Strengthened multisectoral 
collaboration to identify and reach missing individuals, including 
children.

Facility–Community Partnerships: Boosted HIV testing, pDTG rollout, 
community viral load testing, and tracking of children for pDTG 
transition.

Provincial GA Launches:  Catalyzed provincial ownership and 
implementation in EC, GP, and MP

Poor implementation of testing policy for 
breastfeeding women and children.

Lack of standardised tools for tracking 
services to mother–infant pairs, hindering 
continuity of care and follow-up.

What were the most/least successful interventions & why?

LEAST SUCCESSFUL MOST SUCCESSFUL
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How have programs responded to reduced funding 
and what were the results (if any)? 

D
iv
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d

in
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so
u
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es •  SANAC is 

engaging the 
National 
Lotteries 
Commission to 
address 
national 
funding gaps.

Le
ve
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ec

to
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ar
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ip

s •  The SANAC 
Private Sector 
Forum and 
Global Alliance 
Country Team 
are aligning 
corporate 
investment 
with national 
HIV priorities.
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s • Remmogo 

model 
(supported by 
Anglo 
American) is 
contextualizing 
Zvandiri in SA, 
generating 
local evidence 
for 
government 
adoption and 
scale-up.
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in
g • GC7 

discussions 
emphasize 
prioritization 
of high-
impact, 
sustainable 
interventions.
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Asks to the Global Alliance Regional Hub & Steering Committee 
(technical support, etc.),

Financial Support

• Funding to implement 
National and Provincial 
Global Alliance Action 
Plans.

Monitoring & Evaluation 
Support

• Funding for an M&E resource 
within SANAC to support:

• GA dashboard development

• Compilation of provincial 
performance reports

Technical Assistance:

• Support from 
Global/Regional Centres 
to enhance integrated 
data management 
systems and harmonize 
reporting structures.

South–South Learning 
Exchange

• Facilitation of cross-country 
learning opportunities to scale 
proven interventions regionally.

• e.g. IPHASA peer-learning grant 
enabled a successful regional 
knowledge-sharing platform.



END.
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Pillar 1: Accessible testing, optimized treatment, and comprehensive care 
for infants, children, and adolescents living with and exposed to HIV
Priority Interventions Key activities required to implement intervention Results achieved to date Impact of reduced 

funding on intervention

1. Generate line lists of 

biological children (0-14) 

of PLHIV on ART at HIV 

treatment facilities, 

identify children who 

are yet to be tested and 

get them tested. 

• Strategic selection of stakeholders and 

subsequent engagements virtually

• Set up of the PMTCT and Paediatric Committee 

that meets quarterly to discuss Pillars 1 – 4 

implementations

• Generate a checklist for FIT data abstraction 

and incorporating same into the NDARS

• FIT data abstraction exercise commenced 

across the 36 + 1 states.

• Enlisted 418,533 index clients having 144,272 children 

less than 15 years, out of which, 3,851 positive cases.

• Proportion of PLHIV with children (0-14 years) that 

have FIT completed.

• Improvement in overall ART coverage for CLHIV from 

29% in 2023 to 74% in 2024.

• The data abstraction 

had commenced 

prior the pause in 

funding. 

• No major impact on 

intervention

2. Update the M&E 

reporting system to 

reflect and report the 

HIV testing and 

treatment cascade for 

children (0-14years)

• Recent update of the National tools

• Update of NDARS to capture aggregate data 

across various SDPs.

• NDARS capturing the treatment and testing cascade 

from 0-50+ years.

• Data Visualization for children and adult already on the 

NDARS.

No impact on 

intervention

3. Conduct needs 

assessment to identify 

facilities for placement 

of point-of-care devices 

(POC)

• Mapping of facilities across some selected 

states.

• Conduct a second round of GeneXpert site 

assessment for EID integration across 36+1 

states in Q3 2024.

• Needs assessment successfully conducted. 

• Identification of 76 facilities and placement of mPIMA 

machines giving a total of 85 in the country

• Increase in GeneXpert machines for EID from 103 to 

141

• Linkage of PMTCT SDPs to 141 GeneXpert sites and 85 

POC sites

• Increase in EID coverage (18% in 2023 to 55% in 2024).

No impact on 

intervention.
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Community Involvement

What is the community engagement process for this pillar?
o Strategic selection of critical stakeholders (NEPWHAN, ASWHAN, APYIN) to support the cause.
o Virtual meeting held bringing all the stakeholders together to discuss the gap and why it is important for the 

country. Recommendations were made and emphasis on their buy-in to ensure the success of the activities.
o Involvement of these key community stakeholders during the activities. community were fully engaged in various 

engagements in implementation, handling challenges and achievements.

What are the key actions taken by the community on this pillar?
Sensitization of all families for Family Index Testing.

What results have been achieved?
o Responsiveness of women to phone calls and the willingness to visit the facilities and get tested, for those yet to be 

tested.
o This resulted in quick completion of the data abstraction and updates into the NDARS.



Pillar 2: Closing the treatment gap for pregnant and breastfeeding adolescent girls 
and women living with HIV and optimizing the continuity of treatment
Priority interventions Key activities required to implement intervention Results achieved to date Impact of reduced 

funding on 

intervention

1. Scaling up PMTCT 

services from 6,000 

health facilities to all 

40,000 service delivery 

points for antenatal care 

including faith/birth 

homes.

• Involvement of key stakeholders for sensitization, 

adoption and uptake of data into NDARS

• Training of HCWs across the 36+1 states including 

LGA workers on the use of NDARS

• Addition of 25,000 conventional health facilities 

and working with the Pharmacy and Laboratory 

units in ensuring that the PMTCT consumption 

data is reported in the NHLMIS.

• Coverage of PMTCT services at antenatal care (ANC) 

sites rose from 27% in 2022 to 43% in 2023 and to 

62% in 2024. 

• HIV testing coverage increased from 27% in 2022 to 

36% in 2023, and further to 68% in 2024.

• Service delivery points expanded from 6,000 to over 

38,000, including public, faith-based, and traditional 

birth settings.

• 25,000 added to NHLMIS for PMTCT commodity 

tracking

No impact on 

intervention.

2. Procurement and 

distribution of 

HIV/Syphilis dual test 

kits

• Increase in counterpart funding by Government 

both national and states in procuring RTKs

• Procurement of RTKs with long shelf-life

• Improve documentation of early submission of 

consumption data from the States 

• 5.75 million RTKs (dual) distributed to 25,000 PMTCT 

SDPs in 2023

• An additional 4 million HIV/syphilis dual RTKs were 

purchased and distribution in 2024 Q1

• Forecasting and Quantification for RTKs completed 

for 2025

Insufficient RTKs in 

country resulting in 

testing missed 

opportunities.

3. Capacity building for 

the HCWs on improving 

NDARS reporting from 

Hub and Spoke SDPs

• Planning meeting to coordinate the training 

processes.

• Pre/Post training survey to assess the knowledge 

of trained personnel

• Increase on PMTCT Comprehensive sites NDARS 

reporting from 73% in 2023 to 100% in 2024.

•  Increase on PMTCT spoke sites reporting from 15% in 

2023 to 80% in 2024.

• Virtual platforms 

explored
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Community Involvement

What is the community engagement process for this pillar?

The initiative pooled key state stakeholders—including SMOH, SACA, SPHCDA, NEPWHAN, ASWHAN, and funding 
partners, firstly for adoption of the data reporting system (NDARS), reporting uptake and strengthening the PMTCT 
service delivery

What are the key actions taken by the community on this pillar?
o Use of mentor mothers in driving achievements for pillar 2
o Use of Civil Society Organizations (CSO) in ensuring linkages of identified positive from communities to facilities

What results have been achieved?

Results as seen in the ‘results achieved’ column of the Pillar 2 table, in the previous side.



Pillar 3: Preventing and detecting new HIV infections among pregnant and 
breastfeeding adolescent girls and women
Priority interventions Key activities required to implement 

intervention

Results achieved to date Impact of reduced funding on 

intervention

1. Scale-up retesting of 

pregnant and 

breastfeeding women 

for HIV

• Strategic allocation and redistribution of 

HIV test kits for HIV retesting (including 

the HIV-Syphilis Combo Kits)

• Training & re-training of ancillary staff 

(mentor mothers, case managers), 

TBCs, and service providers at ANC 

units.

• Dissemination & availability of national 

guidelines/job aids/SOPs on HIV testing 

services at SDPs.

• Strengthened referral systems: The Hub 

& Spoke Model, as well as accompanied 

referrals.

• Leveraging Congregational approach to 

PMTCT for HIV retesting of PW.

• Integration of HIV retesting services into 

Maternal, newborn and child health 

(MNCH) week.

• Awareness creation for HIV retesting at 

ANC, L&D

Reduced availability of RTKs for retesting 

for Pregnant and breastfeeding women.

2. Scale-up PREP for 

pregnant and 

breastfeeding women 

at increased risk of HIV

• Sensitization Program to prioritize PrEP 

services for PBFW 

• Capacity Building and reiterating the 

need for positive attitudinal change 

especially for the HCWs on demand 

creation for PrEP services targeting 

PBFW.

PrEP is provided to discordant couples, but 

the number is currently very small.

 Pillar 2 is the main priority for the country. 
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Community Involvement

What is the community engagement process for this pillar?
o Pooling in critical stakeholders and sensitization on pillar 3 and its importance for the country. 

What are the key actions taken by the community on this pillar?
o Awareness creation for HIV retesting at ANC, Labour and delivery.
o Linkage to facility care

What results have been achieved?
As highlighted in the Pillar 3 table.



Pillar 4: Addressing rights, gender equality and the social and structural barriers 
that hinder access to services
Priority interventions Key activities required to implement intervention Results achieved to date Impact of reduced funding 

on intervention

Low antenatal coverage 

due to sociocultural 

barriers in selected 

states.

• Capacity building of the World Development 
Committee (WDC) to close gaps in PMTCT 
coverage.

• Leverage PLHIV networks for advocacy 
amplification

• Trained 3,510 members from the WDCs across 

201 LGAs across 20 states of which 402 were 

PLHIV which facilitated community mobilization.

Engagement of networks of 

PLHIV Networks (i.e., mentor 

mothers) to work closely 

with testers to facilitate 

linkage to ANC & PMTCT.

Inclusion of HIV 

services in health 

insurance schemes

• Advocacy to National and SHIS for inclusion of 

HIV services (Conducted already)

• Production & dissemination of the highlighted 

demand-creation materials on HIV Health 

Insurance to as many ART sites as possible in-

country.

4,807 number of PLHIV on ART who have a health 

Insurance cover (NHIA/SHIA/HMO).

Reduced funding has made 

this activity a priority.

Assessment needs of 

the current level of 

service integration

Needs Assessment for the current level of 

integration conducted across 18 states with 

significant findings.

Analysis ongoing for this effort is currently ongoing.

• Service integration manual developed and 

endorsed by the HMH; framework also 

developed alongside training documents. 

• Linkage rate of HIV positive pregnant women to 

PMTCT services is 95%

Reduced funding has made 

this activity a priority.
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Community Involvement

What is the community engagement process for this pillar?

Engagement of networks of PLHIV Networks (i.e., mentor mothers) to work closely with testers to facilitate linkage to 
ANC & PMTCT.

What are the key actions taken by the community on this pillar?

Increased collaborative efforts among state players (SACA, SASCPs, NEPWHAN and ASWHAN) to facilitate increased 
coverage and ensure linkage of PLHIV.

What results have been achieved?

As highlighted in the Pillar 4 table.
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Most Successful:

Pillar 1- Improve national coverage of Family 
Index Testing:

Pillar 2- Scaling up PMTCT services from 
6,000 health facilities to all 40,000 service 
delivery points for antenatal care including 
faith/birth homes.

Pillar 3- Scale-up retesting of pregnant and 
breastfeeding women for HIV

Pillar 4- Leverage PLHIV networks to amplify 
advocacy to national and SHIAs for inclusion 
of HIV services into social health insurance 
schemes

Least Successful or less impact:

• Pillar 1- Retention in care for children, 
adolescents, pregnant and breastfeeding 
women

• Pillar 2- Quantification, procurement, and 
distribution of HIV test kits for all pregnant 
women at every service delivery point.   

• Pillar 3- Scale-up PrEP for pregnant and 
breastfeeding women at increased risk of HIV 
(discordant couples, key populations).

• Pillar 4- Suboptimal data indicating the 
proportion of PLHIV that have enrolled for 
health insurance coverage.

What were the most and least successful interventions, 
and why?
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How have programs responded to reduced funding 
and what were the results (if any)? 

• Appreciation of stock status of HIV commodities both at the national and state level to 

facilitate interventions to limit stock-outs.

• Rapid needs assessment to understand the status of the programme (network of PLHIV) 

to guide interim interventions.

• Mobilized resources to address commodity gaps.

• State-leveraged structures and resources to provide support and oversight to the 

programme during the period.

• Human resources needs assessment with adjustment/redistribution to fill the gap.

• The facilities adjusted quantity of drugs dispensed to clients pending re-establishment of 

commodity distribution.

• Adjusted scope of DSD (scale-down/cessation).
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Asks to the Global Alliance Regional Hub & Steering 
Committee (technical support, etc.)

• Support country efforts to move towards local production of HIV and related 

commodities (condoms, HIV RTKs, and ARVs)

• Support the adoption of African Pharmaceutical Manufacturing Plan of drugs and 

consumables for Nigeria

• Fostering global collaboration and partnerships among different actors promoting a 

shared vision and accountability for ending AIDS

• Facilitate peer-peer and country-country learning and exchange of experiences.

• Provide updates on policies, guidance, and implementation tools.





Global Alliance to End AIDS in Children by 2030

Tanzania Country Update - 2025

Presenter: Dr. Mukome Nyamhagatta

Contributors: National PMTCT Unit, NASHCoP- MOH, 
UNAIDS, UNICEF, WHO, and PEPFAR

3-4 June 2025



Pillar 1: Accessible testing, optimized treatment and comprehensive care for 
infants, children, and adolescents living with and exposed to HIV
Priority interventions Key activities required to implement 

intervention

Results achieved to date Impact of reduced funding on 
intervention

1. Optimized HIV testing - Expanded Point-of-Care (POC) EID 

platforms to all sites with GeneXpert 

machines. (Using both whole blood 

and DBS samples)

*Emerging New Technology: Cartridges 

(HIV Qual-1XC)

- 128 POC EID sites established, 

- 17,618 (2021) to 82,432 (2023) 

children tested for EID

2. Strengthen HEI, children  and 

adolescents identification and 

registration

- Family-centred approach coupled 

with other HIV case finding 

strategies at the community, such as 

Enhanced PITC, Index testing & SNT, 

AP3 and TEPI

- Introduction of HEI early registration 

(Within 7 days) to increase 

identification and testing

- 95% of HEIs enrolled in care 

- 25% of children 2-19 identified 

through CITC, 53.5% though 

PITC and 57.8% through CBHTS 

- HEI registration  Increased from 

6.1%(2022) to 75.1% (2025 )

- Delayed sample transport

- Limited EID documentation

- Stock-outs of DBS kits, 

especially at unsupported 

sites

3. Linkage Case Management and 

mother mentors

- Rollout of the mother mentors 

model

- Identify mother mentors in the 

community

- Train mother mentors

- Formal introduction of mother 

mentors in the community

- The Mother Mentor Model and 

Linkage Case Management 

(LCM) were scaled up across all 

regions. 

- 2,820 trained mother mentors p

- Mentor Mother Programme 

scaled to  1,200 health facilities
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Community involvement

Community Involvement Process:

• Tanzania scaled the Mother Mentor Model and Linkage Case Management (LCM), which heavily relies
on community-based engagement. Trained lay counsellors and mother mentors work closely with
healthcare providers to support early infant diagnosis, ART initiation, and adherence counselling. The
UCS digital case tracking system has also been extended to the community level, supporting improved
follow-up of HIV-exposed infants.

Key Community Actions:

• Deployment of over 2,800 mother mentors.

• CHWs and peer supporters traced HEIs and engaged caregivers.

• Promotion of male engagement

• FCA-Promotion of index testing using OVC platforms; household testing focused on vulnerable children

Results Achieved:

• EID coverage reached 80.3% at 6–8 weeks.

• Pediatric ART coverage hit 75% with 95% viral suppression.

• 96% of children were initiated on DTG-based regimens.



Pillar 2: Closing the treatment gap for pregnant and breastfeeding adolescent 
girls and women living with HIV and optimizing the continuity of treatment

Priority interventions Key activities required to implement 

intervention

Results achieved to date Impact of reduced funding on 

intervention

1. Early ANC booking - CHWs deployed to enhance early 

ANC booking and service linkage.

- 2.6M women attend  ANC 

- Early ANC booking rose from 36% 

(2021) to 44% (2024) 

2. Triple elimination 

rollout

- Revision of Data collection and 

reporting tools and Training 

materials

- Train ToTs on triple elimination

- Train Health care  workers on Triple 

elimination interventions

- Post training follow up

- 96.4% ART coverage & 96.8% HVL 

suppression

- Syphilis  testing increased from 64% 

(2021)  to 83% (2024)

- Syphilis Treatment increased from 

83% (2021) to 91% (2024)

- Scale up of Hepatitis B interventions 

from 102  HFs in 2021 to 2,062 HFs 

(March 2025) 

- 151,871 tested for Hep B  1,144 

HBsAg + ( 0.8% ; 925 were given 

prophylaxis

- Slowed UCS scale-up and triple 

elimination interventions

- Gaps in documentation tools

- Weak support for follow-up and 

Supervision

3. Use of the UCS 

system

- The Mother Mentor Model and 
Linkage Case Management (LCM) 
were scaled up across all regions. 

- Deploy UCS tablets in 183 councils

- 2,230 health facilities are using UCS

1,624,778 clients are enrolled in UCS,

- 1,728 CHWs trained

- 125,661 referrals were issued, and 

29,758 were completed
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Community involvement

Community Involvement Process:

• CHWs and peer support groups were pivotal in identifying pregnant women, linking 
them to ANC, and promoting facility delivery. These actors conducted home visits, 
community sensitization, and tracked mother-baby pairs using the UCS platform.

Key Community Actions:

• CHWs registered over 125,661 clients into the UCS digital system across 2,230 
facilities.

• Supported early ANC booking campaigns and adherence monitoring.

• Triple elimination sensitization (HIV, syphilis, hepatitis B).

Results Achieved:

• ART coverage among PBAW was 96.4%, with 96.8% viral suppression.

• Early ANC attendance increased from 36% in 2020 to 44% in 2023.

• Hepatitis B screening rolled out to 2,062 facilities by March 2025.



Pillar 3: Preventing and detecting new HIV infections among pregnant and 
breastfeeding adolescent girls and women

Priority interventions Key activities required to implement 

intervention

Results achieved to date Impact of reduced funding on 

intervention

1. Maternal retesting - Testing policy for MR revised and 

elaborated

- Maternal Retesting scaled up to 

all regions

- Over 4,440 HCWs trained

- Printing and distribution of Job 

aids and SOPs

- Maternal retesting improved from 

28% (2021) to 45% (2024) 

2. PrEP rollout - Incorporation of PBFWs in the 

PrEP framework and Guidelines

- Train Health facilities on PrEP 

provision

- Monthly mentorship by R/DCHCo

- PrEP services scaled up to 854 

RCHs/CTCs

- New infections are averted by 71 

per 100 personal years among 

women of reproductive age, 

which could be attributable to 

early protection and PrEP

- Narrow PrEP  scale and 

eligibility

- HIV test kit stock-outs

- Limited funds for mentorship

3.Use of peer-to-peer model 

for demand creation and 

service uptake for Condom, 

PrEP and partner testing

- Placement of Condom dispensers 

at different community outlets

- Development of the Male 

Involvement Guide for HCWs

- Partner testing is at 72.2% for 

2024

- Final draft of Male engagement 

Guide ready and awaits 

endosement
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Community involvement

Community Involvement Process:

• Peer educators and CHWs facilitated PrEP uptake and promoted maternal retesting. 
Community outreach encouraged partner testing and male involvement.

Key Community Actions:

• Scaled up PrEP services to over 850 health facilities.

• Conducted peer-to-peer demand creation for PrEP and condom use.

• Supported maternal retesting at 32–36 weeks of gestation.

Results Achieved:

• HIV retesting coverage increased from 27.8% in 2021 to 45.4% in 2024.

• Prevented approximately 71 new infections per 100 person-years among at-risk 
women.

• Male or Partner HIV testing is at 72.2% for 2024



Pillar 4: Addressing rights, gender equality and the social and structural barriers 
that hinder access to services

Priority interventions Key activities required to implement 

intervention

Results achieved to date Impact of reduced funding on 

intervention

1. Economic 

empowerment

for AGYW

- Scaling economic empowerment 

activities for adolescent girls and 

young women to reduce their 

vulnerability

- Train and support AGYW groups

- 41,045 AGYW reached - Limited scale-up of stigma 

plans

- No national standard for 

monitoring tools

- Inadequate domestic HIV 

financing
2. Stigma reduction - Develop stigma micro-plans

- scaled stigma reduction plan 

launched.

- Stigma strategy implemented in all 

26 regions

- Scaled DREAMS to 14 districts

- These programmes resulted in 

improved responsiveness to stigma, 

discrimination, and treatment 

satisfaction
3. Community Led 

monitoring
- Institutionalised community-led 

monitoring via NACOPHA 

- A total of 690 care recipients were 

trained and deployed across 339 

facilities.

- A total of 5,869 clients provided 

service feedback, and gender 

assessments were completed.

- .
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Community involvement

Community Involvement Process:

• Tanzania institutionalized community-led monitoring through NACOPHA and 
expanded adolescent girl empowerment through DREAMS. Civil society partners 
collaborated with TACAIDS and UNDP on stigma reduction.

Key Community Actions:

• Trained 690 care recipients to conduct service monitoring across 339 facilities.

• Implemented DREAMS economic empowerment in 14 districts.

• Developed stigma reduction microplans in Mbeya, Njombe, and Iringa.

Results Achieved:

• 5,869 clients provided structured service feedback.

• Gender equity policies integrated into RMNCAH services.

• Community tools improved service satisfaction and stigma response.
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Most and Least Successful Interventions

Corrective Measures
- Conducting supportive supervision and DRCHCo-led mentorship.
- Enhanced CHW and peer engagement.
- Expanded UCS coverage and strengthened sample transport systems.

Most Successful:
- Rollout of the Mother Mentor Model and 

LCM.
- UCS digitized cohort tracking in over 2,200 

health facilities.
- POC EID coverage scaled to 128 sites.

Least Successful:
- 18-month confirmatory testing (47.7%) due 

to documentation gaps.
- Inadequate PrEP coverage in high-risk 

groups.

Reasons for Most Successful:

- Effective peer support system and 
strong linkage to ART.

- Real-time monitoring enabled timely 
follow-up and accountability.

- Decentralised testing reduced 
turnaround time and improved early 
initiation.

Reasons for Least Successful:

- Weak documentation, low follow-up, 
and limited cohort monitoring skills in 
non-supported facilities.

- Policy limitations and HCW skill gaps, 
especially in non-PEPFAR-supported 
areas.
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1. Reduced HIV test timepoints from 5 to 3

2. Integrated triple elimination into ANC/RCH

3. Emphasized task-shifting and UCS system scale-up.

4. Leverage on the integrated CHW programme in service provision

How have programs responded to reduced funding and 
what were the results (if any)? 
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Asks to the Global Alliance Regional Hub & Steering Committee 
(technical support, etc.),

1. Sustained funding for GA governance and task force coordination.

2. Support a virtual platform for South-to-South learning for lagging regions.

3. Technical support to operationalize domestic HIV financing policies.

4. Technical support for countries to design sustainable interventions that 
will ensure countries end AIDS in children by 2030



Global Alliance (GA) to end AIDS in Children by 2030

Technical Virtual Call: 3-4 June 2025

Presentation for Uganda



Introduction: Highlights from the National Action Plan

2

3

4

5

1

Integrate gender-based violence services (screening and post-GBV care in 
maternal and child health and PMTCT services)

Scale up PrEP provision to pregnant and breastfeeding women at risk of HIV 
acquisition to at least 25% of facilities implementing PMTCT to avert new 
infections.

Fund the male engagement strategy (including male champions, male action groups, 
use of opinion leaders).

Map and attach all positive mothers to peer/ mentor mothers (for retention and 
adherence).

Collaborate with Ministry of Education and Gender (implement school health policy supporting 
treatment and minimize stigma, use community development officers to track 
children/adolescents dropping out of school and implement early warning systems in school for 
prevention of pregnancy and HIV

A Multi-sectoral 

Collaboration

B Peer support

C Male engagement

D PrEP

E Address SGBV



Successful activities: Pillar 1 (Early testing & quality care for CALHIV & HEIs)

Activity 1: “Munoonye” HIV Testing Campaign

Description: MOH-led national campaign (April–Sep 2024) targeting 80% of 12,000 undiagnosed CALHIV 

(0–19 yrs)

Critical Enablers: PEPFAR funding; strong multi-level coordination; MOH reviews; 

community collaborations /partnerships i.e., Community Health Workers (CHW), 

CSO, OVC engagement; integration with Integrated Community Service Delivery 

Model (ICSDM), Cast TB campaign, and Integrated Child Health Days (ICHD).

Results:

➢ 1,080,002 children and adolescents were tested for HIV between April and September 2024,

➢ 6,652 CALHIV were newly identified (0.6% yield), achieving 55.4% of the undiagnosed. 

➢ New cases by age: <1 yr – 269; 1–4 yrs – 989; 5–9 yrs – 913; 10–14 yrs – 810; 15–19 yrs –

3,671.

Scalability Considerations: High-impact, adaptable with strong 

coordination, funding, and integration.



Successful activities: Pillar 1 (Early testing & quality care for CALHIV & HEIs)

Activity 2: Multi-sectoral collaboration

Description: Mapping of health facilities with high number of children LHIV in care and their schools in 

October 2024; Stakeholders’ meetings, and training of teachers, senior woman/man, and school nurses then 

conducted. Services were provided using a wellness approach to ensure a standard package of interventions-

not just HIV services. 

Results:

➢ Health services initiated in schools ie., health education, linkage to health 

facilities for services and provision of psycho-social support to CALHIV.

➢ Reduced risk of inadvertent disclosure/stigma for the CALHIV.

Critical Enablers: PEPFAR funding, strong multi-level partnerships and 

coordination.

Scalability Considerations: Scalable with availability of funding to support 

trainings for other sector actors, partnerships and coordination activities



Successful Pillar 2 Activities: Close treatment gap for Pregnant & breastfeeding 
women (PBFW)

Activity 1: Joint Global Alliance Quality Assurance Activities

Description: Subnational joint supervision and performance review of PMTCT and pediatric HIV services. 

Results:

➢ A standardized tool developed for improved tracking of PMTCT & paediatric HIV outcomes, 

➢ Improved collaboration between stakeholders, 

➢ Comprehensive EMTCT and Paediatric and Adolescent HIV service delivery at 198 facilities 

supervised and health service providers mentored visits, 

➢ Retention on ART improved and sustained at 72% of the original cohort for 3 years with ART 

treatment drop out rates of 12-13%.

Critical Enablers: Technical/financial support (UNICEF, WHO, PEPFAR 

UNAIDS); collaboration with ADPs, CSOs, PLHIV, regional referral 

hospitals, district and health facility teams.

Scalability Considerations: Scalable through strengthened regional partnerships 

and data use



Successful Pillar 2 Activities: Close treatment gap for Pregnant & breastfeeding 
women (PBFW)

Activity 2: Evaluation of the National PMTCT Group Antenatal Care/Postnatal Care (G-

ANC/PNC  Service Delivery Model 

Description: Aim was to assess model uptake among PBF AGYW, its impact on maternal and 

infant health, identify implementation enablers and barriers, and estimate delivery costs within 

MCH services. 

Findings/Results: Health Facilities implementing the Model had significantly higher rates for: Re-

testing, ANC Services Utilization: 4+ Antenatal contacts, Health Facility Delivery, Modern Family 

Planning Contraception Method Uptake, Live births, PNC attendance, and Immunization at 6 weeks.

Critical Enablers: Partnerships and collaboration (MOH- ACP, Makerere School of 

Public Health - METS Program, and CDC ensured oversight of design, implementation, 

monitoring,  as well as technical and financial support of the evaluation.

Scalability Considerations: Training/Mentorship, support supervision, demand 

generation, integration in MCH, standard package.



Successful Pillar 3 Activities: Prevent new infections among PBFW.

Activity: Strengthen maternal HIV re-testing.

Description: Integrated HIV re-testing into education; job aids, supervision, and mentorship. 

Findings/Results:

➢ Developed and distributed IEC/job aids indicating WHY, WHO, WHEN, and WHERE of maternal 

HIV re-testing, 

➢ Improved forecasting and quantification of HIV test kits (reduced stock outs of the HIV test kits),

➢ Re-testing in ANC/L&D progressively improved from 35% in 2022 to 50% in 2023, and then  67%  

by end of 2024; 

➢ High-risk PBFW identified with 4,200 PBFW newly initiated on PrEP (Oct  2023 - Dec 2024) , a 

38% increase from 11,000 initiated prior to this period.

Critical Enablers: Adequate funding; regular supervision and tracking, regular supply of 

HIV test kits.

Scalability Considerations: Scalable with continued training and materials 

support.



Successful Pillar 4 Activities: Address rights, gender & structural barriers.

Activity: Engage WLHIV in GA implementation.

Description: Active WLHIV participation in GA activities and TWGs; trainings for 

CSOs, PLHIV on PMTCT service delivery. 

Findings/Results:

➢ 2 GA Champions recruited and involved in GA TWG & activities alongside other PLHIV- 3 TWG 

meetings held where the PLHIV representatives participated,

➢ 5 trainings held (88 facility/community staff, 21 CSO/PLHIV reps) with involvement and 

participation ( including as mobilizers and trainers); More PLHIV empowered and involved in 

PMTCT services delivery.

Critical Enablers: Support from UNICEF, UNAIDS, Global Fund; Collaboration with 

CSOs, PLHIV networks, IP & district teams.

Scalability Considerations: Replicable with structured WLHIV engagement 

and capacity building.



Lessons learned from setbacks and challenges across the four Global Alliance 
pillars

Pillar 1: Early testing & 

quality care for CALHIV & 

HEIs

Pillar 2: Close treatment gap 

for PBFW

Pillar 3: Prevent new infections among 

PBFW

Pillar 4: Address rights, 

gender & structural 

barriers

A
ct

iv
it

y EPI/PMTCT/EID integration - 12 

% in 2022 to 16 % in 2023 to 

30% in 2024

Attach HIV+ mothers to mentor 

mothers

Strengthen PrEP for high-risk PBFW-

Adopted the injectables PrEP but supplies 

have not been available

Develop & disseminate 

standardized CLM tools 

F
a

ct
o

rs
 

L
im

it
in

g
 

Im
p

a
ct

Poor coordination; missed testing 

during immunization; limited 

provider capacity, documentation 

gaps

Inconsistent roll out; few 

trained/supported mentors; lack 

of tracking tools; Not all 

indicators for Global Alliance 

were included  in the HMIS tools

Low awareness; stigma; weak integration in 

ANC; occasional stock-outs, documentation 

& reporting challenges. Strategy to introduce 

PrEP for PBFW was not well planned and 

done.

Inadequate funding to 

complete alignment and 

standardization of tool; 

fragmented efforts & tools; 

lack of national alignment

L
es

so
n

s 

L
ea

rn
ed

/ 
K

ey
 

In
si

g
h

ts Integration points underused; 

unclear roles; unaligned data 

systems

Peer support boosts retention and 

adherence
PrEP acceptable when well-explained

Collaboration advanced early 

progress of tool development; 

Tools vary across actors

A
d

a
p

ta
ti

o
n

 

S
tr

a
te

g
y

Strengthen joint planning with the 

immunization/UNEPI; train 

HCWs with a focus on 

documentation; improve EID–

immunization linkages, 

Scale up standardized model; 

train/supervise mentors; 

implement tracking tools

Train providers; integrate PrEP into ANC and 

PNC; ensure steady supply of PrEP supplies

Form national taskforce to 

harmonize and align tools with 

indicators; mobilize funding



Current priorities to sustain HIV services in country.

SN Question Response

1

How the country is responding to the current 

funding crisis and adapting HIV service 

delivery for pregnant women, children, and 

adolescents amid global and national shifts.

Uganda has adopted service integration, engaged 

stakeholders, and scaled up advocacy for 

domestic funding

2
Adaptations made to the program to maintain 

services and assure quality care.

• Policy: Integration of HIV/TB into chronic and 

general healthcare across all levels.

• Commodities: Improved forecasting, 

redistribution, and emergency stock use.

• Resources: Prioritized PMTCT, ART retention, 

and pediatric HIV; engaged alternative donors.

• Data: Leveraged real-time data to close service 

gaps and guide resources.



Current priorities to sustain HIV services in country

SN Question Response

3

Approaches that have thus far demonstrated 

effectiveness in maintaining high quality 

services for pregnant women, infants, children, 

and adolescents.

Integrated care, peer/community support, multi-

month dispensing, task shifting, and strong partner 

coordination, ring fencing funding for critical 

activities including commodities (medicines & test 

kits)

4 Areas that require further attention or support

Sustained funding, HR strengthening at facility and 

community levels, commodities security, 

harmonized data systems, and adolescent-friendly 

services, integration in MCH platforms, review of 

community indicators

5 Key asks for GA Steering Committee

• Advocate for continued support for high-impact 

areas (PMTCT, pediatric HIV, ART retention, 

human resources for community), 

• Assistance to finalize a national CLM tool, and

• Support for domestic health financing capacity
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