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1.0 Vision and Goal Statement

The PEPFAR Vietham Country Operational Plan (COP) 2022 will focus work to achieve three
primary objectives:

1) Achieving epidemic control (95-95-95) by continuing a full package of services in
high burden provinces, providing focused technical assistance (TA) that supports local
ownership of quality HIV services, delivering strategic continuous quality improvement
(CQI) across the HIV cascade, working to strengthen the key population (KP) community
and their service delivery activities, and expanding recency and case surveillance;

2) Transitioning to local ownership of HIV services by continuing to build the local
capacity of antiretroviral treatment (ART) supply management, supporting increased
government financing of social contracting and pre-exposure prophylaxis (PrEP),
developing provincial financial sustainability plans and increased provincial financing of
HIV, and increasing private sector resources and engagement in HIV;

3) Responding to emerging HIV hotspots across the country through a public health
cluster response (PHCR) by supporting national protocols using recency signals as
alerts, capacitating provincial technical teams (PTTs) and community partners, and
responding in real time to stop clusters of active transmission.

PEPFAR Vietnam's COP22 goals seek to advance the three above stated objectives in 11
PEPFAR priority provinces of the Northern Economic Zone (NEZ) and Ho Chi Minh City
(HCMC) Metro regions. NEZ and HCMC Metro together account for over half of the HIV burden
in Vietnam, and there is clear evidence of high HIV incidence, prevalence, and undiagnosed
infections among urban men who have sex with men (MSM). Through PEPFAR support, the two
regions drive innovation and spur national adoption of best practices.

Progress on the ambitious 95-95-95 goals in the PEPFAR priority provinces of NEZ and HCMC
Metro regions has been notable despite ongoing challenges of the COVID-19 pandemic, and
PEPFAR will continue to provide tailored support at the provincial level to meet targets.
Performance on the third 95 across Vietnam has been exceptional and is in the top tier globally.
Nationally, the third 95 target has been over-achieved, with 98% of those on ART having viral
load test results at <200 copies/ml, or undetectable. Vietnam is on track to achieve the second
95 in PEPFAR-supported provinces through effective linkage interventions and treatment
continuity using evidence-based, person-centered approaches for vulnerable populations, like
younger MSM, transgender women, and sex workers. Continued advocacy for same-day ART,
as well as for PrEP, will be crucial in COP22 to empower clients with choices. PEPFAR remains
committed to differentiated models to support ART and PrEP initiation, continuity, and return to
treatment such as multi-month dispensing (MMD) and tele- and mobile-medicine.

The first 95, case-finding, remains challenging in a concentrated epidemic where HIV and key
population-associated stigma creates barriers to HIV testing Using epidemiologic and other
data, PEPFAR will identify hard to reach networks of persons at risk for HIV to target them for
testing. The COP22 plan further optimizes case-finding by expanding the HIV self-test (HIVST)
market; integrating syphilis testing with HIV testing and PrEP referral; and blending social
network strategies with safe and ethical index partner testing. In COP22, community
engagement and monitoring will continue to be central to assuring that PEPFAR delivers high-
guality, stigma-free services across the cascade; builds the capacity for increased HIV service
delivery by the community; and provides a platform for community participation in the national
public health cluster response.
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PEPFAR Vietnam will continue supporting the Government of Vietnam (GVN) to establish a
nimble, locally owned, sustainable public health cluster response. PHCR will contribute to
epidemic control goals through monitoring and rapidly responding to alerts from recent
infections as case surveillance is expanded and optimized, resulting in efficient targeting of
resources and interruption of active transmission. The PHCR approach is an indigenously
driven system, led by the GVN, in collaboration with civil society, academic, and community-
based organizations (CBOSs), leveraging and capacitating systems and long-term assets
supported by PEPFAR in a coordinated response. Outside of PEPFAR priority provinces, PHCR
technical assistance will be implemented with government-to-government support through PTTs
and engagement of CBOs, relying on the Global Fund and domestic resources (including Social
Health Insurance—SHlI) to finance service delivery.

To complement the public health cluster response, COP22 will support rationalization and
streamlining of digital health investments to ensure ongoing availability of timely, high-quality
data and interoperable data systems. PEPFAR will also continue investments to strengthen
case surveillance and other critical health information systems at the national, provincial, and
community levels, as well as provincial CQIl and Program Quality Monitoring (PQM).

In COP22, PEPFAR will continue its objective of transitioning components of the HIV response
to the GVN. The GVN has already taken over the financing and administration of HIV treatment
and procurement of antiretroviral medicines (ARVs) through SHI. By the end of 2020, GVN had
procured almost 70% of all needed ARVs through SHI.

COP22 will increase efforts to mainstream a robust and sustainable Social Contracting
framework that leverages and solidifies the important role of CBOs within the national HIV
response strategy. These efforts will create a clear path for direct community service delivery
that is funded and supported by the GVN.

The COP22 strategy—ijointly planned with the Vietnam Administration for HIV/AIDS Control
(VAAC), the Global Fund, the Joint United Nations Program on HIV/AIDS (UNAIDS), and
community stakeholders—ensures a coordinated, person-centered HIV response with broad
political and community buy-in and engagement.

2.0 Epidemic, Response, and Program Context

2.1 Summary statistics, disease burden and country profile

The national HIV prevalence in Vietnam is 0.24 percent of the general population of
approximately 98 million, with an estimated 242,000 people living with HIV (PLHIV) by the end
of 2021. The epidemic remains concentrated among three KP groups: MSM at 13.4 percent
prevalence in 2020; people who inject drugs (PWID) at 12.7 percent prevalence in 2019; and
female sex workers (FSW) at 3.1 percent prevalence in 2020 according to the latest round of
HIV sentinel surveillance. The distribution of PLHIV by KP group and degree of program
coverage varies by region and province, highlighting the need for a tailored response.

PEPFAR is currently supporting efforts to obtain MSM population size estimates (PSES) in 6
provinces (results expected in September 2022) and an additional 4-5 are planned for COP22.
These PSEs will be used as denominators for calculating program coverage and to extrapolate
national size estimates and projections of the HIV epidemic. In 2019, with support from
PEPFAR, PSE activities among FSW and PWID were conducted in two PEPFAR NEZ
provinces (Hai Phong and Thai Nguyen) using globally recognized standards (multiple capture-
recapture sources). The results of PSE activities from the empirical data showed differences
when compared to less robust provincial program estimates or public security reports, which
has prompted PEPFAR to support this work at the national level. Provincial size estimates vary
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greatly based on standardization methods, which may have led to overestimations in the north
while underestimating population sizes in the southern provinces.

PEPFAR Vietnam will continue to focus on two regions, NEZ and HCMC Metro, to reach 95-95-
95 and epidemic control. HCMC Metro includes seven provinces and 34% percent of the
national HIV burden. As the economic hub of the South, HIV transmission in this region is driven
predominantly by sexual behaviors. HIV transmission clusters span multiple provinces,
especially in districts near the HCMC provincial borders. NEZ includes four provinces and about
16.4 percent of the national HIV burden. The epidemic in this region is driven by both injecting
and sexual behaviors. In the NEZ, a large proportion of undiagnosed infections may not be
among KPs and may represent older infections from former KPs or partners of KPs in the past.
Recency data in FY19, FY20 suggest that there is an ongoing epidemic in the South, with some
provinces (HCMC, Long An, Dong Nai, Can Tho) reporting over 25% of newly identified PLHIV
as confirmed as recent infections, indicating that they had been infected within the past year.
Recency results in the North seem to suggest a smaller group of new transmissions, with
recency proportions less than 10% among all newly diagnosed PLHIV

The national HIV sentinel surveillance system among PWID and FSW in 20 provinces and MSM
in 12 provinces show opposing epidemic trends in Vietham. While HIV prevalence and
estimated incidence rates among PWID and FSW decrease over time, we observe increases in
HIV prevalence and estimated incidence among MSM from 2012-2020. These data once again
confirm that a strategy focused on MSM is key to epidemic control in Vietnam.

Partners of PLHIV and those identified as “other” require more attention. UNAIDS has projected
that women in Vietnam will have higher transmission rates in the coming years and there is a
need to better understand subpopulations that do not identify as KP during this last mile of HIV
epidemic control. In COP22, the revised Circular 09 supporting risk classifications in case
surveillance and the proposed KP study will shed light on other high-risk groups and help
understand health-seeking behaviors. For 'other' subpopulations, the disaggregation identifies
the following groups with higher risk of transmission: heterosexual males and females, patients
with TB, pregnant women, and prisoners. There is little information about size estimates, HIV
prevalence and risk of transgender people in Vietnam. PEPFAR will provide technical support to
GVN to do transgender size estimates and a pilot of HIV surveillance among the population.
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Standard Table 2.1.1

Incidence Rate
(Yr)

AIDS Deaths

3,800
(per year)
# PLHIV 242,000

New Infections
(Yr)

Annual births

1,588,40
4

% of Pregnant
Women with at
least one ANC
visit

97%

Pregnant
women needing
ARVs

2,200

Total <15 15-24 25+ Source, Year
Female Male Female Male Female Male
N % N % N % N % N % N % %
GSO,
654 | 6.7 6,931 31,3 29,55 Population
X 11,383, 11.6 12.6 002 31.9 4584 30.1
Total Population 12,4 883 ’ 7.1% 05,7 ’ Census 2019,
98,183,2 810 % % o % % .
19 59,2 6 % 47 estimated for
40 2021.
VAAC
HIV Prevalence . ]
estimation
(%)
for 2021
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UNAIDS

Estimated for
2020

VAAC
estimated for
2021

N/A

UNAIDS
estimated

for 2019

MOH,
Mother and
Child Health
Department
2019

97% in
SDGCW
Vietnam,

2020-2021

UNAIDS
estimated for
2020




Orphans
(maternal,
paternal,
double)

Notified TB
cases (Yr)

101,749

% of TB cases
that are HIV
infected

2.841

2.81
%

% of Males
Circumcised

Estimated
Population Size
of MSM

256,883

MSM HIV
Prevalence

134

Estimated
Population Size
of FSW

85,459

FSW HIV
Prevalence

31

Estimated
Population Size
of PWID

189,581

PWID HIV
Prevalence

12.7

23 (0.8%)

2426

66615

2570(90.5%)

N/A

NTP case
report, 2019

NTP- case
reporting
2020
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HSS+ 2020
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Estimated for
2020

HSS+ 2020
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2020
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Standard Table 2.1.2

HIV Testing and Linkage to
ART Within the Last Year

Epidemiologic Data

HIV Treatment and Viral

Suppression

6

Total . . .
Estimat Viral Diagno -
PLHIV
_Popu_lat HIV ed ; ART Suppre | Tested | sed HIV Initiate
ion Size | Prevale diagno | On ART . o d on
Estimat nce Total sed (#) *) Covera ssion for HIV Positiv ART
o PLHIV ge (%) (%) #) e
e (%) (#)
) #) #)
Total 207,252
populati | 5453 | g4 | 2421001 s 172500 g, 4 o6s | 28355 | 263660 | 16,3060
on
Populati 4,000
on <15 23,843, 0.03 4,3008 3,9104 91 93% NA NA 1105
years 0507
Populati 203,242 NA NA
on 15+ 74,340, 0.27 237{3800 3 168‘1590 71 96° 16,1966
years 1697
MSM 2561,0883 11.49 N/A NA NA NA NA 1638236 14,0566 NA
FSW 85,4598 3.6° N/A NA NA NA NA 27,0436 1356 NA
PWID 189é581 12.79 N/A NA NA NA NA 137,868 1,7666 NA

2 National data- GSO- Calendar Year 2021
3 VAAC - Source: VAAC case reporting system (Cir. 09) - Data has been reported cumulatively from
provincial level and some de-duplication was estimated

4VAAC — Dec 2021, the number included estimation of self ART — was not reported to national reporting

system.
5 Est. from C03, PEPFAR reported age band in 11 surge provinces as 88.
6 VAAC — National reporting Program (Cir 03) — Data from October 2020 to September 2021; some

duplication may exist, no UIC available for HTS_TST and HTS_TST_POS. For TX_NEW it is known that

national institutes did not report to C03 so we need to add their number in.
7 GSO, Population Census 2019, estimated for 2022.
8 AEM model, VAAC M&E department 2021
9 HSS+ 2018 and HSS+ 2019

10 MSM estimation workshop in 2020
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Figure 2.1.3 Updated National and PEPFAR Trend for Individuals currently on Treatment
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Sources: VAAC- Presentation of VAAC at COP stakeholder meeting, Mar 12, 2022. PEPFAR
report, Quarter 1, FY 2022.

Figure 2.1.4 Updated Trend of New Infections and All-Cause Mortality Among PLHIV

Figure 2.1.4 Updated Trend of New Infections and All-Cause

Mortality Among PLHIV
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Source: All-cause mortality, VAAC- Presentation of VAAC at COP stakeholder meeting, Mar 12,
2022. New infection, Epi Data - UNAIDS Spectrum HIV Estimates, 2021
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Figure 2.1.5 Assessment of ART program growth in FY21

Clinical Cascade: Single OU Dossier Single OU - Overall Cascade (Last 4 Quart... - 2nd 80
o
=] =
- o
< =1
8,000 =
6,000
4,000
2,000
=]
=
3
HTS_TST_POS TX_NEW TX_NET_NEW

Source: PEPFAR panorama clinical cascade: Single OU Dossier — last 4 quarter- download on

April 04, 2022

Figure 2.1.6 Clients Gained/Lost from ART by Age/Sex, FY21 Q4
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Figure 2.1.7 Epidemiologic Trends and Program Response for Vietnam (Figure 2.1.1.3 in
COP22 Guidance)
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Figure 2.1.8 PEPFAR Supported HIV treatment by sex and age bands 2021 Q4
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NOTE: The PEPFAR Vietham program has reported data by fine-age and sex bands since Q1FY21.
Data from before Q1FY21 is not available for comparison. Moreover, there is still about 15% of
TX_CURR that could not be broken down to fine-age and sex bands at Q1FY22. PEPFAR Vietnam
is working with partners to ensure that detailed data will be reported as soon as possible.

2.2 New Activities and Areas of Focus for COP22, Including Focus on Client
ART Continuity

Maintaining treatment continuity and quality will continue to be a priority in COP22. During the
COP virtual planning meeting (VPM) the team conducted an analysis of trends by region for
clients not returning to treatment. This analysis highlighted key areas specifically in the South
around treatment interruptions. Major contributors to program loss were transferred-out (49%)
and interruption in treatment (TX_ITT 35%). Based on sub-group analysis, targeted
interventions will focus on health facilities and clients with high frequency of treatment
interruption and transfers out. In COP22, client and site-level TA including CQI activities to track
treatment continuity and follow up will be done to ensure clients are successfully retained in
care at either current or referred facilities. For example, PEPFAR will use SMS appointment
reminders and track missed visits in real-time, ensuring these clients are contacted right away
and navigated to care using a “welcome back” approach. PEPFAR will also ensure wrap-around
services — now including cervical cancer/HPV screening — will be available to ensure a one-stop
shop, whole-of-person approach to care for new and returning ART clients. PEPFAR will also
scale-up return of VL results via SMS to support VL literacy, patient empowerment, and ART
continuation. Provincial technical teams will be re-invigorated in COP22 to maintain quality of
the treatment cohort both inside and outside the PEPFAR priority provinces, ensuring that
PLHIV across the country have access to PEPFAR best practices.

COVID-19 mitigation plans and supply chain security will continue to be closely monitored to
minimize treatment interruptions, with a regular monthly meeting with PEPFAR, drug supply
partners, VAAC and others to be initiated prior to the beginning of COP22. The program will
continue to engage with community partners, the private sector and public facilities to put clients
at the center of care using community models such as community advisory boards (CABs), with
new research documenting outcomes to support the mainstreaming of these approaches.
Community will also play an increasingly important role in the PHCR in COP22. In COP22, new
inputs around specific high-risk groups will be studied to gain a better understanding around
care-seeking behaviors. A KP study will be done in COP22 to understand these trends across
various groups including serodiscordant KP couples. PLHIV estimations will be conducted with
the VAAC to further strengthen understanding of the trends around transmission, in particular
key KP groups, and support VAAC on strategic approaches for targeted case finding and PrEP
approaches. Specific service delivery activities which will be new in COP22 include expansion
of PrEP service delivery sites in both public and private sector as well as implementation of tele-
PrEP pilot for PrEP initiation. Furthermore, CAB LA — once approved by WHO and available in-
country — will require support to VAAC for national guideline changes and an implementation
pilot to understand acceptability and feasibility.

2.3 Investment Profile

In 2020, domestic funding started to surpass the external funding to HIV programs both in terms
of absolute dollar amount and proportion of the total expenditure in Vietnam. This milestone has
been achieved thanks to the successful transition of the HIV treatment program that was once
donor-dependent to the one that is increasingly financed through Vietham Social Health
Insurance (SHI) An updated evaluation of national HIV expenditure for 2021 shows that the
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overall proportion of domestic resources, including both public- and private-sector spending, has
increased from 35% in 2015 to approximately 53 percent in 2021.

In 2021, the Government of Vietham budget (including central and local government budgets)
covered approximately 23 percent of total HIV expenditures. Contributions from SHI have been
gradually increasing and represented 14% of the total HIV expenditure in 2021. Central
government funding still covers a small portion of ARV drugs (around 5% of total ARV need) for
some target groups that are not eligible for SHI and methadone for harm reduction programs.
Very modest funding was for regular monitoring, oversight and technical support activities at the
central level; development of new policies and revision and adaptation of new guidelines; and
HIV sentinel surveillance.

In addition to Social Health Insurance, considered a major source of funding for ARV treatment
services from 2019 onward, provincial government funding has been considered to cover the
HIV response, especially for HIV prevention services in the years to come. The Prime Minister's
decision approving the National Strategy to End AIDS in 2030, has paved the way for the
development and endorsement of the Provincial Sustainable HIV Plan for the next 10 years that
requires all 63 provincial authorities to commit sufficient funds for their local HIV responses. Up
to now, 44 out of 63 provinces nationwide have issued such a plan with funding commitment to
their provincial HIV prevention and control and allocation of funding for 2021. However,
resource gaps still remain high in those with approved financing plans, at 17% of total resource
needs. There is a budget line that allows provincial funding to cover the subsidy of ART for
those who transfer to SHI and a budget line that supports community-based prevention
services. However, the unclear guidance or conflicting interpretation of existing policies on the
use of provincial funding for such purpose still requires further refinement and consistent
guidance from the central level. To ensure equity and a smooth transition to SHI, provinces will
continue to use the Global Fund resources to cover SHI premiums and copayment costs for
clients when domestic resources are insufficient or when there are unclear guidelines for those
who receive drugs from SHI through price negotiation methods.

SHI contributions have increased significantly from 2020 due to the gradually increased
numbers of patients transferred to SHI and receiving examination and treatment services from
this scheme. In 2021, SHI reimbursements for HIV services and ARVs almost doubled those in
2019, estimated at $16.2 million, including provision of ARVs to 112,000 PLHIV. It is expected
that the GVN will cover ARVs for around 80 percent of all PLHIV through SHI in Vietham by
2023. It is to be noted that as it is a curative scheme, SHI does not cover HIV prevention
services. Therefore, domestic financing for HIV prevention activities, especially targeting KPs, is
limited. Public expenditure for essential activities for KP prevention programs, such as case-
finding, testing, and PrEP, only accounts for 20% of total public expenditure, and services are
still primarily financed by donors.
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Standard Table 2.3.1

Table 51. Investment Profile {Budget Allocation) for HIV Programs, 2022

Total Domestic Gow't Global Fund PEPFAR Other Funders Trend
5 % % % % 2018-2022
Careand Trastment 452,409,653 76% 12% 10% 0%
HIV Care ng Clinical Servicas $10,578,947 0% 52% 45% 0%
L ¥ Servicsinet 51,925,062 0% 89% 11% 0%
care ang Tragtmant [Not Dizoggreguted) 439,805,684 5% % % %

HIV Testing Sarvices $5,777.909 0% 3% 9% 0% P
Facilty-Sased Testing 2,036,045 0% 5% 55% 0% T
Community-Sazed Testing 1,886,293 0% 3% 6B% 0% o
Hi Testing Sarvices [Not Disaggragated) $1,855.570 0% 15% B5% 0% —

Frevertion $17,112 405 20% 8% 2% 0 ST
= ity izatian, betavior change 52,882,537 0% 32% 68% 0% /ﬁ\
Voiurtory Midical Mok Circumiision 30
Fre-Evposurs Prophplaxis 54,627,590 0% 38% 6% 0% T
Candom and Lubricant Programming 52,226,887 0% 100% 0% 0% —
Gpioia Substitution Tharapy 51673528 0% B1% 9% 0% o
Primary Pravantion of HIV & Sexual Viokinca $136,650 L 100% 0% 0% -
Prevention (Nt Di:aggregated) £5.365.213 65% 3% 3% 0% T

Sacia-economic (incl. ove] 470,235 0% 100% 0% 0% =
Casa Maonagemant 30
Economic Strangenaning 30
Fducation Asristanca 30
Prpcnozaciol Sugport 30
Lagel, Humen Aights, cnd Frotection 570,235 [ 100% 0% 0% e
Socig-economic (Not Disoggragated) 50

anove site Pragrama $14,898.403 1% 1% 8% 0% T
HRH Systams 5980937 0% 1% 59% 0% —
Institutionc Fravention 50 P N
Frocun mal Suppiy Chiin Mamag $450,000 0% 0% 100% 0% P P
F@aits Mgt info Systams, Survailance, and Aesearch 35,818,036 14% 16% T0% 0% /\/\
Labaratary Systems Strangthening $805,247 o 0% 100% 0% T
Public Financial Monogomant Strangthaning 50 T
m:"m":’;;"::ﬂ"ﬂ“m”mw"“f 55,892,757 0% 1% 89% 0% - ___//

e
Lows, Reguintions ong Folicy Environmant $160,000 [ 0% 100% 0% T
Above Site Pragroms [Not Dissggraghad) §795.424 100% 0% 0% 0% -

Frogram Managemant $25,240,477 1% % 3% 0% T T
impiamantation Levar $26.240.477 1% &% 23% 0% T

Total [incl. commoditias) §116,500,123 545 18% 28% 0% e

Commodities Only 533,056,321 59% 33% 8% 0%

% of Total Budget 3%

Source: HIV Resource Alignment. Domestic Gov't and Other Funders data included where gvailoble. PEFFAR regionai program data were not gvailable

disoggregated by country for 2018-2019.
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Table 53. Investment Profile (Expenditures) for HIV Programs, 2020

Total Domestic Gow't Global Fund PEPFAR other Funders Trend
5 % % % % 2018-2020
Care ana Trestment 456,465,598 51% 9% 10% 10% _
HIV Cars and Ciinical Sarvicas 418,179,154 0% 72% 8% 0% —
Labsratary Servicas inctL Treatmant Monitaring 51,610,181 o 9% 1% [+ i S
Care and Tregtment [Not Disaggragated) $36.476.253 8% 5% 1 15% o
HIV Testing Services 55,765,307 6% a5% ars% 7% —
Facilty-gosad Testing $577.724 o 0% 100% o% T e
Community-Basad Testing $1,257.178 [ 0% 100% % e
HiV Tasting Sarvicas [Not Disoggragoted) 3,930,405 5% 6% 16% 10% P
Frevention 521434018 39% 25% 21% 16% e
Community mobilzation, bekaviar and rarms change 54,567,769 0 a0 £0% 0% //\“
Voiuntary Medical Mk Circumcizian 30 —
Pre-Exposure Prophylanis 52,611,456 51% 49% 0% e
Condom and Lubricant Frogramming 5329366 0% 100% 0% 0% e -
Opiaid Substitution Therapy 52,812 578 35% 5% 0% a1% e
Primary Fravention of HIV & Saxuni Vioknca 55,683 [ 100% 0% 0% -
Fravantion (ot Bisaggregates) $11,007,157 5% 0% L 2% —
Socia~eoonomic (incl. ave) 0 T e
Case Managemant 50
Economic Strengthening 50
Ecucotion Assistonce a0
Pepchosacicl Suppert a0
Lagal, Human Rights, ond Frotaction 50 T e
Socig-sconamic (ot Disaggragatad) 30
Anave site Programs 412,356,018 45% 1% aa% 0% T
HAH Systams A48 610 0% 0% 100% % —_—
Imstitutional Prevantion 540,630 0% 0% 100% % e
ama Supgiy Chain Manag $932,670 o 7% 3% o% —
Heglth Mgme Info Systems, Surveilance, and Aesearch 52,008 045 0% 7% 73% 0% e
Labaratary Systams Strangthaning 5245540 [ 0% 100% % - e
Pubiic Finamcial Managemant Strangthening 5220933 0% o 100% % By
mx":"";mm::mﬁ"m”mwmf 54,287,099 3% 5% 31% 0% .
Lows, Reguintions and Folicy Environmant $670,120 0% 3% 57% 0% T
Abowe Sits Programs [Not Dissggragated $3.102,071 84% 0% 6% 0% e
Pregram Management 410,671,747 6% 13% 0% 0% _—
Impiemantation Lavei 510,871,747 6% 13% a0% 0% e
Total [incl, commoditias) 5106802, 689 5% 26% 1% 9%
commadities only 537,376,405 2% 6% % % T
% of Tatal Budget 5%

Source: HIV Resource Alignment. Domestic Gov't and Other Funders data included where availoble. PEPFAR regional program data were nof available

disaggregated by country for 2018-2015.
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Standard Table 2.3.2

Table 2.3.2 Investment Profile (FY2022 Funding Landscape) for HIV Commodities

Domestic Other
Total Government Global Fund |PEPFAR |Funders |Trend
Current year |% % % % 2018-2021
Antiretroviral Drugs 17,000,000 2.9 17.6 6.5 72.9
Condoms and Lubricants
Female condoms
Male condoms 500,000 100.0
Other condoms and lubricants
Rapid Test Kits 1,256,402 0.6 20.0 74.6 4.8
Laboratory Supplies & Reagent
CcD4 296,000 100.0
Viral Load 1,390,000 100.0
Other Laboratory supplies
Medicines
Essential Medicines
Tubeculosis Medicines 14,042,810 9.2 26.0 0.8 64.0
Other Medicines
Consumables
VMMC Kits and Supplies
Other Consumables
Health Equipments
Health Equipments
Service and Maintainance
PSM Cost 1,450,000 95.0 5.0
Total Commodities Only 34,485,212
Source: VSS data, VAAC data, GF data, PEPFAR data
Table 52. Investment Profile (Budget Allocation) for HIV Commodities, 2022
Total Domestic Gow't Global Fund PEPFAR Other Funders Trend
5 % % £ % 2018-2022
antirasrodiral Drgs $24,561,384 0% 16% 4% 0% e
Leboratory Supalies and Reagents 52,704,362 0% 99% 1% 0% - —
coa 50
virel Locd 0] e
Othar Laboratary Suppiies and Asagants 52704362 0% 99% 1% 0% T
Laorstory [Not Disaggragataa) s0
Megicines $684,160 0% B7% 13% 0% — e
Essantic Madicings 4584160 0% 100% 0% 0% T
Tutwrcuicsis Medicines 550,000 0% 0% 100% 0% T
Other Madicings 0 - —
Conzumanies $3,731,521 0% 72% 8% 0% P
Condoms and Lubricamts £1,935.833 0% 100% 0% o4 — T
Rapid Tast Kits $1,477 986 (-9 2% 1% o% T T
VARME Kits and Supplas 50
Dther Consmobles 5315002 0% 100% 0% 0% T~
Health Equipment 520,889 % 100% [ 0% e
Hackn Equipmant 520,889 [T 100% 0% 0% T e ‘
Sar¥ice and Maintencroe 50
P5M Costs 51,333,704 0% T9% 21% 0% ;.’ e
Total commaodities Only $33,056,321 59% 33% B% 0% ’_,/ \/ |

Source: HIV Resource Alignment. Domestic Gov't and Other Funders data inciuded where available. PEPFAR regional program data were not available

disaggregated by country for 2018-2019.
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Table 54. Investment Profile (Expenditures) for HIV Commodities, 2020

Total Domestic Gov't Global Fund PEPFAR other Funders Trend
5 % L] k] % 2018-2020
Anfirstroviral Dnags $22,224,562 a5% 54% 1% 0% _
Laboratory Supaliss and Reagents 52430200 o 100% ™% 0% T
s 50
Viral Loa 43,038 o o 100% % e
otrar Lataratory Sugplies ong Reagents s2.427.162 o 100% 0% 0% T
Laboratary (et Bisaggragated) 50 I
Megicines 7,203,673 0% 28% 2% 0% —
Essential Madicings §537.747 0% 100% 0% 0% o
Tubarculosis Modicines $175,422 0% 0% 100% 0% e
othar Masicings $6,490,504 7% 3% 0% 0% S
‘Consumasies $3,585,053 20% FA% 6% [ /f"_"
Congoms and Lubricants $1,147 338 [ 100% 0% % —_
Rapi Tast Kits £1,733.794 10% 8% 12% 0% T
VIAMC Kits Gnd Suppiies 30 —
Othar Consumabies 704,021 5% a5% 0% 0% T
Health Eguipment 4210295 0% 100% % 0% .
Faaitn Equipmant $810.255 0% 100% 0% -
Sorvico ard Maintoncnoe 50 R ——
[e— 51122621 0% o8% % 0% —
Total Commodities Only 337,376,405 7% £ % % |

Source: HiV Resource Alignment; Note: Domestic Gov't and Other Funders data included whero ovoiloble. Aggregated Domestic Gowv't data has been induded whare disaggregetion is not evailabic. PEPFAR regional

program data were not owaiable disoggregoted by country for 2018-2019.

Standard Table 2.3.3

Funding
Source

Total USG
Non-PEPFAR
Resources

Non-PEPFAR
Resources Co-
Funding
PEPFAR IMs

# Co-Funded
IMs

PEPFAR COP
Co-Funding
Contribution

Objectives

USAID Global
Health Security

$6,000,000

0

0

N/A

USAID TB

$7,000,000

$600,000

Advocacy for
inclusion of

essential TB
drugs in SHI

CDC (Global
Health Security)

$5,700,000

$1,900,000

To help improve
Vietnam'’s ability
to prevent,
detect and
respond to
infectious
disease
outbreaks.

NIH

$1,600,000

The NIH
established
collaborative
HIV/AIDS
Clinical Trials
Networks
(HPTN) to
advance the
science of HIV
prevention and
treatment and to
contribute to the
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end of the HIV
epidemic. Funds
noted reflect
FY22 grants
only.

Total $20,300,000 $2,500,000 5 0

2.4 National Sustainability Profile Update

The HIV response in Vietnam has become a more domestically funded program since 2020.
Bilateral donor funding has declined since 2013. According to available information at the end of
2021, government/public spending on HIV has reached 41% of total expenditure. The overall
proportion of domestic resources (including both government/public and private sources) has
increased from 35% in 2015 to an estimated 53% in 2021. Since 2016, the Vietnamese
government has sought ways to mobilize domestic HIV resources through provincial
government budgets, SHI contributions, and user fees. From 2019 onward, Vietnam is
significantly increasing contributions from the national Social Health Insurance to fund HIV/AIDS
treatment costs and aims to reach 80% from SHI contribution for ART services by 2023.

Local civil society in Vietham has been an active partner in the HIV/AIDS response through
service delivery, advocacy efforts, and as a key stakeholder to inform the national HIV/AIDS
response. However, domestic funding remains limited for civil society. Social contracting for
KP-led organizations is being piloted in several provinces with PEPFAR and UNAIDS support,
and the VAAC has established a timeline for national use of social contracting for HIV
programming by 2025.

The sustainability of the Vietnam HIV response and the health and well-being of PLHIV and key
populations is at a critical inflection point. From April 2021 until now, a devastating 4th wave of
COVID saw Vietnam have periods of the highest rate of COVID infection globally, with periods
of strict lockdown and other highly restrictive social and physical distancing measures. The
burden on the health system has negatively impacted financial, technical and human aspects of
the health system. It will doubtless have an impact on the HIV program in the short-term and
medium term.

The Government of Vietnam and partners such as PEPFAR, the Global Fund and UNAIDS are
committed to supporting a robust sustainability plan that ensures a strong HIV program for years
to come.

2.5 Alignment of PEPFAR investments geographically to disease burden

The PEPFAR COP22 budget outlined in the Funding Allocation to Strategy Tool (FAST)
adheres to the program and geographic focus of PEPFAR to achieve sustainable epidemic
control in NEZ, HCMC Metro, and potential newly identified hotspots of disease transmission
outside of the current 11 PEPFAR supported provinces. COP22 focuses on expanding the case
surveillance system, implementing a public health cluster response approach, and achieving our
direct service delivery targets. The program will support non-service delivery programming in
direct support of the 95-95-95 targets and ensure a sustainable transition of the HIV response to
the GVN. All commodities included within the FAST except recency testing will be used in NEZ
and HCMC Metro.
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Figure 2.5.1

Figure 2.5.1 People living with HIV, Treatment coverage and VL coverage in Vietham

Estimated Number of PLHIV by SNU Percent Treatment Coverage by SNU Percent Viral load Coverage by SNU in PEPFAR Provinces
Vietnam, Dec 2021 Vietnam, September 2021 Vietnam, September 2021
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Data Source: Vietnam Administration for HIV/AIDS Control (VAAC), PEPFAR Vietnam

2.6 Stakeholder Engagement

In preparation for COP22, the PEPFAR team hosted a virtual national stakeholder conference
on February 17, 2022, to gather input and feedback on how to prioritize resources in support of
the national HIV response. The meeting was an opportunity to introduce the PEPFAR COP22
strategic direction to all the stakeholders, update on the national and provincial epidemic
context, review program results and progress to date, identify prioritized technical areas and
activities, and collect inputs for provincial joint plans. The team actively worked with GVN,
development partners, IMs and civil society to identify and finalize the COP contents.

2.6.1 Host Country Government

Throughout the year, PEPFAR will continue to share updated implementation results with all
stakeholders through quarterly POART slides. At the national level, the team will maintain
regular meetings with the VAAC leadership and technical leads. At subnational levels, there are
frequent meetings and visits by the management team, the agencies, technical teams, and IMs,
with/to the provinces in NEZ and HCMC Metro Region. This level of engagement ensures the
PEPFAR strategy and results are updated to all partners and local governments, challenges are
identified and addressed, and new models that work are promoted.

2.6.2 The Global Fund and other External Donors

The management team members join the quarterly health partners meetings hosted by the
MOH, gathering all development partners working in health in the country (including WHO,
UNAIDS, PEPFAR, and the Global Fund, etc.) The team often meets with UNAIDS to discuss
coordination with GVN and among development partners.

The PEPFAR Vietham team and Global Fund (Geneva) maintain close contact via email and
phone calls to ensure coordination and collaboration. At the country level, the PEPFAR Country
Coordinator is a member of the Global Fund Country Coordinating Mechanism (CCM), and
serves on both the CCM Executive Committee and the CCM Oversight Committee. PEPFAR
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continually provides support in capacity building for CCM CBO/KP members, particularly in the
oversight function.

2.6.3 Civil Society/Community

The team ensures people in the community are informed and heard. As part of the COP
planning, PEPFAR ensures that key community representatives from all the provinces in NEZ
and the HCMC Metro Region, both those receiving PEPFAR and/or Global Fund funding are
well informed and offered opportunities to provide inputs to the strategic direction and work
plans. In the COP22 process, 6 KP/CBO/PLHIV representatives were selected to attend the
virtual COP Review meetings, and before that they had reached out to their networks and
constituencies to gather community's input, comments, concerns, and suggestions to PEPFAR.
The community representative presentation on the first day of the COP review meetings was
very much appreciated and highly valued by PEPFAR and all the stakeholders.

2.6.4. Private Sector

As willingness to pay for health-related goods and services increases with Vietnam’s economic
growth, leveraging the private sector will be crucial for a sustainable HIV response in Vietham.
Engaging with the private sector was stated very clearly in the updated 2020 HIV law! and the
new National Strategy for ending AIDS by 2030. With PEPFAR Vietnam’s support, the first ever
Private Sector Engagement (PSE) plan has been developed and approved by the MOH in 2021,
market-based thinking and human-centered design has enabled more than 40 organizations to
offer new HIV commaodity and services alternatives to those affected by HIV in ways that
promote choice, self-reliance, and innovation. Partnerships and significant investment from
multinational and local companies have also improved health outcomes for people most at risk
of HIV and had a positive impact on the companies’ bottom line.

In COP22, the team will continue to strengthen its collaboration with community representatives,
CBOs and KP-led social enterprises and businesses in efforts to improve access to HIV
prevention (including testing and PrEP) and treatment among KPs and generate sustainable
services in the long run. The capacity of the networks of people living with HIV (VNP+), people
who use drugs (VNPUD), MSM, and TG people in the 11 surge provinces will be enhanced to
deliver comprehensive HIV-related activities, including: outreach, lay, and self-testing; social
network testing; index partner testing; PrEP/nPEP; linkages to treatment services and public
health cluster response.

In addition, PEPFAR Vietnam will continue to work with private health providers to expand
access to HIV testing, especially self-testing, PrEP/nPEP, and other HIV services. For example,
PreP services will be scaled through high quality one-stop-shops for MSM and transgender
women in all 11 surge provinces. PEPFAR Vietnam continues to foster market entry for new
HIV self-testing products and PrEP drugs (e.g CAB-LA) and continues to increase MOH
capacity as an HIV commodity market manager through total market approach (TMA). PEPFAR
Vietnam will support the first National Market Assessment on demand and supply of HIV-related
services provided by the private sectors as the baseline to support rolling out the National PSE
Plan. CBO and KP-led social enterprise and private clinic business capacity will be
strengthened, and key private sector investors (such as pharmaceutical, diagnostics and
medical supply companies) will continue to be engaged in developing the sustainable local
market for HIV-related goods and services in Vietham.

1https://th uvienphapluat.vn/van-ban/The-thao-Y-te/Luat-71-2020-QH14-Phong-chong-nhiem-vi-rut-hoi-chung-suy-giam-mien-
dich-o-nguoi-HIV-AIDS-sua-doi-366792.aspx
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2.7 Stigma and Discrimination (S&D)

PEPFAR Vietnam implements a robust S&D portfolio to address key populations-related
internal, anticipated, perceived, and experienced HIV stigma in health and community settings.
Since 2019, Vietnam joined the Southeast Asia Regional S&D Quality Improvement
Collaborative, which tracks 8 common S&D indicators throughout the region with the goal of
scaling up facility-based best practices to eliminate HIV-related stigma through quality
improvement interventions with documented effectiveness. In sites that participate in this
program, we document reduction of stigma across all the 8 indicators.

The initiative continues in COP22 with additional indicators to track PrEP-related stigma,
expanded sites, and focus on incorporating person-centered perspectives in all site-level
activities to eliminate stigma. In 2021, the Vietnam Network of People Living with HIV
completed the 3rd round of the Stigma Index (final report to be released). It showed that 88% of
PLHIV reported self-stigma, and TGW and FSW experienced higher levels of stigma in
healthcare settings (over 20%) and avoided healthcare at the same rates. There were 43% of
those surveyed who reported mental health issues such as anxiety and/or depression. The data
is being used, along with the facility S&D data, community-led monitoring (CLM) findings and
other client satisfaction data, to design mental health interventions and to scale up community-
facility linkage models such as the Community Advisory Boards and C2P to engage in stigma-
free program design with complementary community initiatives. COP22 investments will support
GVN to expand these effective interventions and on-going measurement to document progress
towards stigma elimination.

3.0 Geographic and Population Prioritization

Since COP18, the PEPFAR priority regions are defined as NEZ: Hanoi, Hai Phong, Quang

Ninh, and Thai Nguyen provinces; and HCMC Metro: HCMC, Ba Ria-Vung Tau, Binh Duong,
Dong Nai, Long An, Tay Ninh, and Tien Giang provinces. Within each region, there is a dynamic
process of internal migration for economic opportunity and movement across provincial borders
to access HIV services, including ART. Within NEZ and HCMC Metro, district-level prioritization
has further focused PEPFAR resources and partner efforts into those areas with the highest HIV
disease burden, highest rates of new case identification, and highest clinic patient loads.

Taken together, NEZ and HCMC Metro comprise more than 50 percent of the HIV disease
burden in Vietnam. Within these zones, prevalent HIV infections are concentrated among MSM
and TG persons, PWID, commercial sex workers (CSWSs), and their sexual partners. Recency
data in four case surveillance provinces suggests a higher percentage of recent HIV infections
among HIV positive MSM aged 15-29 years at 12%. These data suggest that MSM have
emerged as key contributors to the ongoing epidemic in Vietham. Data from studies of urban
MSM and recency surveillance confirm a larger and growing HIV risk among MSM, and
especially among young MSM.

COP22 retains PEPFAR Vietnam’s commitment to achieve 95-95-95 in the priority provinces,
with focus on improving case-finding and linkage efforts. Strategic community-based testing,
enhanced index testing, and contact tracing approaches will be applied for case finding within
demographic and geographic hotspots identified through recency. As case surveillance
continues to be implemented, insights from newly diagnosed cases will provide novel strategic
information to design additional case-finding approaches, if needed. Using case surveillance for
this purpose may allow for better characterization of non-KP networks to address any current
testing gaps. Increased PrEP access and marketing will also serve as an entry point for HIV
testing and to facilitate same-day access to PrEP for those at substantial risk for infection and
same-day treatment for those who are diagnosed with HIV. This strategy reflects PEPFAR
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Vietnam’s commitment to focusing resources and efforts to achieve maximal impact and the

goal of sustainable epidemic control.

In addition, PHCR provides a real-time framework to shift and pivot resources in response to
emerging hotspots and allows PEPFAR to effectively move and establish support where it is
most needed. In COP22, PEPFAR will continue supporting VAAC to monitor for future
outbreaks nationwide, and the interagency PHCR team will ensure dissemination of best
practices and TA support through the VAAC and provincial CDCs to ensure capacity building for
sustainable HIV epidemic control for both the region and nationally.

Table 3.1

Table 3.1 Current Status of ART saturation

Prioritization Area

Total PLHIV/% of
all PLHIV for
COP22

# Current on ART
(FY21)

# of SNU COP21
(FY22)

# of SNU COP22
(FY23)

Attained NA NA NA NA
Scale-up Saturation | 82,100/33.9% 65,625 7 7
Scale-up Aggressive | 39,600/16.4% 30,585 4 4
Sustained NA NA NA NA
Central Support NA NA NA NA
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4.0 Client-Centered Program Activities for Epidemic
Control

Figure 4.0.1 Overview of 95/95/95 Cascade, FY21

95/95/95 cascade
(data are presented for the last four quarters)

~~~~~ SNU 2 Prioritization Agency Age 2019

1st 90 2nd 90 3rd 90

Source: PEPFAR MER data only

4.1 Finding people with undiagnosed HIV and getting them started on
treatment

Achieving epidemic control requires a sustained decrease in incident HIV infections. Achieving
and maintaining this decrease is most effectively accomplished through a comprehensive
package of interventions: 1) assuring that PLHIV are identified, linked to treatment, and
supported to maintain fully suppressed viral loads; and 2) PrEP for persons at substantial risk
for HIV. Both full viral suppression among PLHIV and PrEP for those at substantial risk of
infection begins with entry into HIV testing.

Nationally, an estimated 242,000 persons are living with HIV in Vietnam and the first 95 - case-
finding — remains challenging with only 84% of PLHIV aware of their HIV status. And among the
people who recorded knowing their HIV status, about 5% of them have incorrect and incomplete
identification information which could be duplicated and would need further verification.
Therefore, the actual proportion of people who know their HIV status is likely lower than 84%.

National data from case reporting systems, HHS+ and recency testing show trends in declining
HIV incidence among PWID, but increasing incidence among MSM, mostly young MSM. In
addition, sexual partners of PLHIV are contributing about 25% of newly identified HIV cases.
National data also show the increase in the proportion of estimated and reported HIV cases in
the South. Therefore, PEPFAR Vietnam is increasing focus to Ho Chi Minh City metro and
supporting public health cluster responses outside of PEPFAR DSD provinces, including in the
Mekong Delta. PEPFAR Vietnam also has developed a comprehensive approach to reach, test
and link MSM, especially young MSM, and sexual partners of PLHIV to ART or PrEP. In the
meantime, we maintain coverage of services among other KPs.
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In response to this public health need, in COP22, PEPFAR Vietnam will tailor case-finding and
service delivery activities to KPs, focusing on MSM and sexual partners of PLHIV, through a
multi-pronged approach. PEPFAR Vietnam will continue diversifying testing strategies to meet
the unique needs of MSM, PLHIV contacts and other KPs. To reach adolescent and young
MSM, in addition to a comprehensive package of services, PEPFAR Vietnam will work with the
Government of Vietnam on guidance for sex-positive HIV prevention and stigma reduction
geared to youth in high schools, universities and workplaces and launch evidence-based
interventions in high burden provinces.

In COP22, self-testing will be further expanded and emphasized as a key strategy to overcome
stigma and discrimination that may be barriers to facility testing for KPs. Clients opting for self-
testing will have the option of blood-based or oral HIV self-tests to increase choice. Social
network strategies and lay- and self-testing will be integrated into index case testing to expand
opportunities to test sexual and injecting partners and quickly link them to ART or PrEP, a
strategy which will be deployed in a PCHR effort. In addition, PEPFAR Vietnam will scale up the
Duo HIV/Syphilis test for MSM/TGW to promote HIV testing.

PEPFAR will prioritize differentiated services based on client choice to improve access to and
uptake of services. Recognizing the lack of KP-friendly sites with integrated HIV services,
PEPFAR Vietnam will scale up one-stop shops in PEPFAR provinces to provide integrated
sexual health services for KPs especially MSM and transgender women. At all sites, clients will
receive no-cost walk-in packages of HIV/sexually transmitted infection (STI) testing and sexual
health examinations. Adopting an innovative “status neutral” approach, those testing negative
for HIV with risk factors will receive same-day PrEP, while those testing positive for HIV will
receive same-day ART. On-site wrap-around services—Ilike index case testing (ICT), mental
health support, and harm reduction services for ATS (amphetamine-type stimulants) — will be
provided at the visit whenever possible; for highly specialized services—such as dermatology
and venereology services for specific STIs—the clients will be referred within network, with the
assurance that any in-network site will be KP-friendly and capacitated to provide holistic sexual
health care.

PEPFAR Vietnam will use social media and internet-based approaches to encourage KPs to get
tested, in care, and retained on ART or PrEP. The one-stop shop network will create demand
for services through popular social networking websites and dating apps that MSM frequent.
Once clients start receiving ART care or PrEP services, counselors at the sites will leverage
information community technology and social media to proactively check in with clients on their
health status, adherence, etc. Secure internet-based platforms will also be used for online-to-
offline service delivery (e.g., teleconsults), appointment booking, anonymous partner
notification, and other social network strategies. Social media can be rapidly leveraged during a
public health cluster response to raise KP community awareness and promote engagement,
ensuring the client experience informs and strengthens the quality of HIV service delivery
locally.

PEPFAR Vietnam will regularly engage the KP community at all levels of service delivery by: 1)
holding community consultations on topics of interest to KPs, ensuring current programming
meets their needs; 2) creating mechanisms for community feedback at the site level, such as
with community scorecards; and 3) scaling up community advisory boards and case
management. The community will be an integral part of all phases of the PHCR by providing
inputs, supporting the response, and participating in ongoing monitoring with an aim to enhance
the quality of HIV service delivery.

Among all PLHIV, PEPFAR Vietnam is committed to advancing work on differentiated service
delivery to remove barriers to accessing and continuing on ART. In COP22, PEPFAR Vietham
will fully institutionalize same-day ART by continuing to decentralize HIV confirmatory labs,
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which in turn will decrease turnaround time to making a positive diagnosis. PEPFAR Vietnam
will normalize 3-month MMD, including through SHI, and will advocate for 6-month MMD in
select patients.

Figure 4.1.1 Testing Volume and Yield by Modality and Age/Sex, FY21

HT5_T5T_POS Yield

of HTS_TST_POS

HIV yiel

Mumber

23
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Community VCT Facility ICT  Community  Other PITC  Community VCT Facility ICT  Community  Other PITC
CT ICT
Male Female

HIV testing modality

This visual comes from: testing single OU dossier; testing and yield: modalities by
age/sex/modality page, all 4 quarters, coarse age bands.

4.2 Ensuring viral suppression and ART continuity

Key populations, specifically young MSM and PWID aged 55+ years are at highest risk for loss
to follow-up (LTFU) in PEPFAR Vietnam provinces. While Vietham has among the highest
global VL suppression rates, it is important to maintain high retention through multiple
approaches, including reducing stigma; increasing understanding of the negative consequences
of stopping ART; and providing adherence support through health providers and the community.
PEPFAR Vietnam will encourage strong coordination between health facility providers and
community-based supporters to ensure follow-up of clients who have dropped out of care. This
will include prompt follow-up of those clients who have missed an appointment and referrals to
KP-friendly services driven by patient choice. Individualized Treatment Continuation plans have
been developed in PEPFAR sites to ensure clear messaging and follow-up between providers
and clients. For young people, evidence-based approaches - e.g., using technology and
leveraging peer support - will be employed.
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Continuing Tailored Approaches in COP 22 to Improve Outcomes in Youth Including Young KP

Work with community & understand needs
+ An online survey conducted by VAAC to identify the

+ N=4,199 children and youth gaps/needs in COP 21
on ART
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friendly services education and psychosocial/ART adherence support
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« Telehealth platforms
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Figure 4.2.1 Number and Percent Contribution of Clients Receiving MMD by Age/Sex —
PEPFAR MER indicators in 11 supported provinces, Q1FY22. Data has been updated using

detail partners report
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Figure 4.2.2 Viral Load Outcomes, FY21. PEPFAR MER indicators in 11 supported
provinces
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4.3 Prevention, specifically detailing programs for priority programming:

In COP22, PEPFAR Vietnam prevention activities will continue to focus on achieving the first 95
targets in the two priority regions, NEZ and HCMC Metro. PEPFAR Vietnam will boost HIV
prevention and case-finding packages through targeted, confidential, and person-centered
approaches that focus on enabling a strong PrEP program through cross-cutting interventions
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by the public, private and community. Testing remains the entry point for PrEP and supporting
prevention awareness among HIV negative clients.

In COP22, PEPFAR Vietham will provide PrEP services for 18,000 new clients and maintain
PrEP service for 15,972 clients in the 11 surge provinces. To meet these targets, services will
be scaled to more than 100 sites including public, academic, and private sites, which will be
strategically located in high-burden zones and capacitated to be community-oriented, person-
centered, and KP-friendly. Further, PEPFAR Vietnam will scale differentiated and innovative
models of PrEP service delivery through one-stop shops for MSM and TGW, community health
stations, pharmacies, mobile and tele-modalities. In addition, PEPFAR Vietnam will work with
the GVN to demonstrate community-based PrEP drug distribution and long-acting injectable
PrEP (CAB-LA). These evidence-based innovations are vital to reaching the large population
who could benefit from PrEP while also reducing the burden on existing facilities.

To optimize resources, PEPFAR Vietnam continues to leverage existing prevention
programming to support PrEP, with recruitment and linkage of high-risk negative persons from
testing access points, including both facilities and community-based, to PrEP sites. Also,
PEPFAR Vietnam will continue to diversify its recruitment methods by implementing social
network strategy (SNS) and enhanced peer outreach approach and in fact both CDC and
USAID are using novel SNS approaches like EPOA and have shown some promising results.
Other SNS approaches include, using multiple social media channels, targeted PrEP campaigns
at national and provincial levels to normalize PrEP use and reach hidden KPs, especially,
adolescent and young MSM/TG in schools, universities and industrial zones. With VAAC,
PEPFAR will continue to support ED-PrEP for MSM, finalizing the health information system
(HIS) for better management of PrEP clients and services and continue to create an enabling
environment for implementation of long-acting injectable PrEP. Using navigators and other
person-centered strategies, PEPFAR Vietnam will also provide adherence and continuation
support tailored to address needs of diverse PrEP users. There will be continued efforts to
enhance mechanisms of community monitoring and client feedback and to use program data to
improve the quality of services and address barriers to PrEP access, including stigma by
institutionalizing this continued quality improvement work in the PrEPQual as part of the
National PrEP HIS. Finally, PEPFAR Vietnam will continue to explore multiple financing options
to sustain PrEP through SHI, provincial budgets through co-pay model, and the private sector.

Overarching Strategies for PrEP Program in COP21 and COP22

Scaling up One-stop- Continuing person-
shops, including full and centered and

lite package differentiated services
Normalizing PrEP use Continued monitoring of
among KP, especially PrEP quality and
among AYMSM improvement

Introducing innovations
and advocating for new
agent

Sustaining PrEP
services

=
@rerrar
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One-Stop Shops

PEPFAR Vietnam recognizes that HIV prevention programs must be responsive to client needs
and risk profiles. With PEPFAR support, the GVN issued the national guidelines on
implementation of HIV interventions for MSM in FY2019, which clearly defines a core package
of services to curb the HIV epidemic among MSM. To operationalize this, PEPFAR Vietnam
team will continue to support 19 MSM-friendly “one-stop shops” in Hanoi and HCMC and open
11 new ones in other surge provinces, aiming to improve access to and uptake of tailored
behavior change communications, sexual health care, HIV/STI testing and treatment,
PrEP/nPEP, ART, and other important services such as mental health and substance use.

Lesson Learned from OSS Implementation Plan for COP22

Lesson learned Plan for COP22:
i * Expand full/lite OSS services to current and new PrEP sites
e Stigma free for MSM/TG,

especially young MSM * Add senrvices to OSS: Tele -PrEP, mobile PrEP, facility-
. based, LA PrEP (i.e., CAB)
¢ Key demand creation

message: OSS services COP22: 30 0SS
available .

¢ Pairing with CBOs or mobilize
students to reach AYMSM Hanoi 8
* Normalized PrEP: Events with - % HCMC 13

KOLs, fun videos on social ! N Hai Phong 2
media, online access Hanoi 6 Dong Nai 2

* Regular monitoring of client g lFg e : BRVT 1
g . g Dong Nai 2 Long An 1
satisfaction for continued

litv i t HCMC 10 Binh Duong 1
quality improvemen . T
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COP22: Actions to Sustain PrEP Service in Vietnam

Commercial PrEP Public Sector PrEP
(Co-pay)

. Negotiate with suppliers to reduce the . Advocate with VAAC to pilot the co-pay
cost of PrEP medication model

. Increase supply sting number . Demonstrate co-pay model in 2-3

clinics offering com rEP provinces (in OPCs and other clinics)
. Boost demand for 3 . Provide demand generation TA to
cutting-edge marketin naigns VAAC/provinces to promote co-pay

. Foster quality of services via fraining,
coaching and CQl

. Enable cross learning on co-pay model
via VAAC, USAID/PEPFAR and GF

. Encode co-pay in policy and practice
threugh national guidelines and scale-up

.
@rcrear
@rerrar

Military HIV Prevention Programs

PEPFAR Vietnam will continue to provide TA for the two military HIV prevention programs as
prioritized by the military government: 1) HTS in military health care facilities in the surge
regions, and 2) HIV/AIDS awareness and prevention for military active-duty personnel,
particularly newly recruited soldiers. These supports are included: strengthening capacity for
military health care staff; consolidating essential HIV prevention and case finding messages and
practices in the military settings with special attention to PrEP, index testing, recency (either
through offering the service or linking clients to civilian and community service offerors);
promoting integration/adaptation of innovative case finding and prevention models and
approaches that best fit into the military setting. At the national level, this TA will assist the
military medical system to enhance its contribution to the overall national HIV prevention and
control goals, since from 80 to 90 percent of clients/patients of military health care facilities are
civilians, and HIV prevention messaging for military personnel, particularly newly recruited
soldiers, remains a critical component of the national HIV/AIDS strategy and action plan.

Coordination with the Global Fund and other Programs

In COP22, PEPFAR Vietnam will continue to work closely with Global Fund-supported activities
to leverage existing resources for achieving the 95-95-95 targets of the two priority regions.
PEPFAR Vietnam will coordinate with the Global Fund at all levels of the cascade to ensure
combined efforts, and consistency in technical approaches and certain managerial issues such
as cost norms. Examples of this coordination include the national campaign to promote PrEP
services, PEPFAR’s virtual technical assistance to Global Fund-supported PrEP sites on
demand generation activities, Global Fund-supported CBOs contributing to case-finding and
linkage to PEPFAR-supported PrEP and ART services, and PEPFAR-supported prevention
programs having access to preventive commaodities (condoms, lubricants, and self-test kits)
funded by the Global Fund.
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Figure 4.3.1 Prevention Continuum by Key Population Group -. PEPFAR MER indicators
in 11 supported provinces
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4.4 Additional country-specific priorities listed in the planning level letter

Vietnam’s COP22 Planning Level Letter specifically identified the following priorities, which are
covered in other sections of this SDS. Additional technical directives detailed in the Planning
Level Letter and descriptions of how the COP22 will address them are found in Appendix E.

1. Investing in a sustainable Public Health Cluster Response, based on interoperable
health systems focused on case surveillance and person-centered approaches
across Vietnam. PEPFAR Vietnam will continue to support the Government of
Vietnam’s resilient and capacitated country public health system, including MoH and
indigenous community organizations, to effectively respond in geographic areas — both
inside and outside the 11 PEPFAR provinces — where case surveillance observes active
HIV transmission, e.g., through signals such as time-space clusters of recent and acute
cases. Recognizing the critical role of community in the PHCR, in COP22 PEPFAR
prioritizes local community partners in PHCR at all levels — district, provincial and
national — for a person-centered response. Diverse data streams will be linked, building
sustainable, interoperable systems: a) for real time data triangulation to support a robust
CS system capable of providing PHCR alerts; b) to reduce monitoring burden and
ensure all clients are receiving quality services that reduce treatment interruptions and
build towards epidemic control.

2. Truly reaching the 95-95-95 goals across Vietham by continuing to evolve case-
finding strategies to reach and treat all PLHIV as part of a sustainable Public
Health Cluster Response. Case-finding strategies will be efficient and sustainable, yet
free of stigma and discrimination in COP22. Examples include blending social network
strategy with index case testing and scaling use of HIV self-test kits (STK,) including for
PreP monitoring. PEPFAR continues its commitment to KP-friendly care in COP22 by
institutionalizing training and other interventions in facility and community healthcare
settings. PEPFAR will work with GVN to assess which prevention and testing strategies
the GVN can take on.
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3. Continuing to balance the competing priorities of responding to the HIV and
COVID-19 epidemics. PEPFAR remains committed to ensuring gains made in the HIV
response are not lost as the country adapts to a new normal during the COVID-19
pandemic. PEPFAR will use CQI methods to identify persons who miss appointments,
triggering rapid responses to bring clients back to care with a “welcome back” rather
than a punitive approach. PEPFAR will continue to advocate for institutionalization of
tele- and mobile-medicine approaches along with decentralized drug distribution to
maintain ART/PrEP continuity during pandemic disruptions. Finally, PEPFAR will work to
maintain viral load coverage in the setting of increased demand for COVID-19 testing in
the laboratory system.

4. Increasing the role of local organizations in the HIV response, including those
directly funded by PEPFAR. In COP22, PEPFAR reaffirms commitment to a locally-
owned HIV response including PHCR as described above. In addition to ongoing
support to local public institutions (e.g., national laboratories, academic institutions),
COP22 will see enhanced support for developing community-based organizations into
social enterprises and expansion of the social contracting roadmap, as well as private
sector engagement.

4.5 Additional Program Priorities

Policy priorities for PEPFAR Vietnam during COP22 include:

e Updating Circular 4210 for inclusion of VL results in data exchange between MOH and
VSS

e Evidence to tele-medicine policy pathway after pilot for using tele-PrEP for first
visit/initiation

e Social contracting evidence to policy pathway for institutionalization of Social contracting
of HIV services to CBOs using GVN funding

1. What are the plans to ensure scale up of index testing in alignment with the PEPFAR
Guidance on Implementing Safe and Ethical Index Testing? What are the plans for ongoing
monitoring, action and accountability to ensure compliance with the above guidance?

Scale up of index testing with inclusion of safe and ethical testing practices will continue to
be a priority for PEPFAR Vietnam in COP22. Standard operational procedures are already
in place and on-going monitoring will be supported through bi-annual reviews.

2. What decisions were made on the program direction in COP22 based on the assessment of
program performance reflected in COP20 Q1-Q4 POART findings and discussions and
COP21 performance to date?

Based upon performance to date, key decisions for COP22 include further expansion of
case finding best practices inclusive of expanding self-testing, social network testing, and
enhanced peer outreach approaches, as well as strengthening community and health facility
linkages to promote reach, test, counsel, and link. Successful PrEP models including one-
stop shops will continue to be expanded in COP22 both through the private and public
sectors and these modalities will include a prioritization of demand generation as core to
reach more clients at risk for HIV transmission. Furthermore, academic partnerships will be
strengthened to promote reaching high-risk groups including young men and TGW.

3. How are Implementing Partners managed to ensure alignment with PEPFAR program
strategy and to improve partner performance in an ongoing and timely manner?
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Implementing partner management will continue to be a priority during COP22 including
data reviews both with partners and GVN stakeholders to ensure transparency and joint
planning for poor performance. Routine meetings and data reviews will continue to use
digital platforms to access real-time data and promote data use for decision-making

discussions with GVN stakeholders.

4. Describe the community-led monitoring plans and program, including focus on key
populations, and how teams will ensure findings are utilized to drive program improvement.

Community-led monitoring surveys clients at PEPFAR supported sites, both public facilities
and KP-led CBO sites, on a random convenience sampling basis. Thirty to 50 clients at
each site are interviewed (for sites with less than or more than 1,000 clients, respectively)
using semi-structured questionnaires (12 monitoring criteria for facilities and 8 for CBO sites)
to evaluate feedback on testing, PrEP, ART, and overall care service quality. Survey plans
were made in collaboration with the respective IMs and provincial CDCs.

In the first year, quarterly reports were shared through USG agencies to IMs and sites. From
the second year, site feedback will be shared in real-time at the technical level from the CLM
team directly to IMs and sites, and provincial CDCs if needed, for prompt remediation if
needed. Consolidated reports for HCMC Metro and NEZ are still prepared and shared
routinely for overview, trending and comparison purposes. The CLM team also re-visits low-
scoring sites after 6 months to measure improvement and make sure CLM findings were
reviewed and solutions identified and implemented.

Community Led Monitoring— Key Findings and Recommendations

'

Facilities

OPCs should have a private and safe space for
counseling.

Staff should follow confidentiality principles strictly.
Long waiting time vs. limited servicetime in some
cases (could be sensitive).

Preferred extended service hours for ART andPrEP.
Transparency and visibility of all possible costs.
Preferred an automatic reply or reminders system- via
phone.

Preferred an on-site feedback mechanism- new or
enhanced.

()
o
o
w

Overall, good client care services (PrEP and ART).
Limited or shared space- waiting area, service room,
CBO office in some cases in Hanoi.

Need hetter SOPs for service delivery, particularly
testing services.

Clients mostly appreciated staff attitudes.
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Community Led Monitoring— Strategy for COP22
-

Strengthen coordination with other PEPFAR community monitoring platforms

Routine and ad hoc data sharing mechanisms, both at program management
and technical lewvels, including early wamnings for PHCR

Engaging more and diverse community members for conducting the
monitoring and for impact

Build capacities for CBOs in data management

4.6 Commodities

PEPFAR purchased ARVs for Vietham from 2005 until 2018 when SHI began procuring ARVSs.
Under VAAC’s 2021-2025 ARV supply plan, SHI is the major source of funding for ARVs in
Vietnam, increasing its contribution from 50% in 2020 to 94% in 2025. MoH has successfully
conducted the price negotiation for the most common ARVs (TLD and TLE400) for the period
March 2022 — March 2024. There have been policy/political and technical/programmatic issues
with SHI ARV procurement over the last two years. The policy/political issues include reforms to
current policies to simplify or improve the system. Examples of areas for improvement include
multiple competing circulars that control ARV procurements; out of date revisions of relevant
circulars/guidelines; and poor coordination among the many MOH stakeholders. The technical
issues consist of: short-term timing of framework agreements (6-9 months in 2021); risk of
procurement failure due to limited number of marketing authorizations; lack of interest from
vendors; stock outs that stem from the lack of reconciled supply data with associated alerts; and
the need for sufficient buffer stock and a plan that ensures goods can be delivered to the site(s)
on short notice. PEPFAR technical assistance plays a critical role in supporting the coordination
and advocacy for procurement between the various stakeholders at the MOH and VSS. In
COP22, PEPFAR will continue to provide technical assistance to the GVN to expand SHI
coverage to achieve these targets and support sustainable and functional systems for effective
commodities security.

One of the most important activities happening in COP21 and that will continue in COP22 for
planning future procurements is the development and operationalization of the Drug Security
Plan. This plan will be an overarching planning document that looks at all sources of ARV drugs
and plans procurements for the next 5 years. It will lay out the various options for procurement
and the actions that need to be taken by the MOH. This includes the timelines for successful
and timely procurement actions. This plan will also clearly outline roles and responsibilities of
the various MOH stakeholders in the procurement process (VAAC, DAV, NDCPC, DPF, and
VSS). In order to provide the stock status at all levels as well as to alert the insecurity supply of
ARV drugs, PEPFAR will regularly monitor supply data and share information on a monthly
basis with VAAC, PEPFAR and other stakeholders. In addition, the MOH needs to come up with
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viable options for procurement for the pediatric, second-line and third-line ARVs that are very
small quantities and most likely will never have marketing authorizations which cannot be
transitioned to SHI. Options for procurement include considering international pooled
procurement mechanisms.

PEPFAR continues to coordinate with VAAC and the Global Fund for continued acceleration of
SHI routine viral load testing throughout the country. PEPFAR continues to monitor VL testing
access and SHI coverage; increase provider and patient demand through viral load literacy and
K=K messaging; support viral load testing decentralization; and provide technical assistance to
VAAC to identify and expand potential viral load SHI copayment financing mechanisms at the
provincial level. In addition, in COP22 PEPFAR will focus on the “last mile” of achieving
universal viral load suppression and coverage by: reducing turnaround time for test results and
providing them to clients; focus on prisoners, pediatrics and PWID who are shown to be at risk
of high viral loads; and monitoring viral load testing gaps/pauses (due to COVID-19, cessation
of donor-funded VL co-payments, other disruptions) for recovery support.

In COP22, PEPFAR Vietnam will procure 182,730 rapid fourth-generation HIV test kits, of which
143,964 will be for HIV testing services to identify 8,553 HIV positive cases; 38,766 will be for
PrEP initiation/continuation. The fourth-generation HIV test kits and recency test kits can detect
acute and recent infections, respectively, which will enable PEPFAR Vietnam to triage
resources for the HIV response effectively. PEPFAR Vietham also will procure 96,352 blood-
based self-test kits, of which 57,585 HIVST will be used for case finding and 38,766 HIVST Kkits
will be used for PrEP monitoring. There is currently enough stock of the oral self-test kits for
COP22.

With support from PEPFAR, recency surveillance has been integrated in national guidance for
epidemic control and PHCR since June 2021. In COP22, PEPFAR Vietnam continues to
procure 20,000 Asante tests to scale up recency surveillance in Vietnam, through UCSF
mechanism. PEPFAR Vietham commits to provide technical assistance to GVN to expand the
coverage of recency surveillance and to use recency data for PHCR and reaching epidemic
control.

During FY19-21, PEPFAR implementing partners made progress in improving TPT uptake;
however, TPT completion rates remained below the program target of 90%. By the end of
Q1FY22, 96% of active ART patients at PEPFAR supported clinics had ever been on TPT, of
whom 83% completed the regimen. Over the past years, PEPFAR has financially and
technically supported the government of Vietnam (GVN) to fill TPT commodity gap and to
demonstrate WHO’s recommended short-course TPT regimen (3HP) in 11 PEPFAR provinces,
including the provision of technical assistance for national guidelines development. From May to
December 2021, 30 PEPFAR-supported HIV clinics provided 3HP to 1,830 PLHIV, of whom
60% completed the course to date; only 0.8% reported having adverse events. PEPFAR has
also supported Vietnam in the adoption of WHO recommendations on C-reactive protein (CRP)
tests and urine LF-LAM as a point-of-care triage test.

Currently, COP19-funded rifapentine (single-dose tablets) is available at site level. COP20-
funded rifapentine (single-dose tablets) and COP21-funded 3HP (fixed-dose combination
tablets) are expected to arrive in the country in mid-2022. In COP22, PEPFAR will not allocate
funds for TB/HIV commodities. Current stock of PEPFAR-funded TB/HIV commodities is likely
sufficient through mid-FY24. To avoid treatment interruption, Global Fund plans to support
commodities to cover the gap until the social health insurance reimbursement mechanism is in
place (anticipated by the end of 2026).

To support SHI coverage, PEPFAR will use 3HP implementation data from the demonstration,
including uptake, completion, and pharmacovigilance. Advocacy will also include client and
healthcare workers’ inputs and feedback to ensure scale-up of 3HP and other TB/HIV
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innovations is sustainable and person-centered. In COP22 PEPFAR will work closely with
healthcare workers and community partners to support literacy for and address barriers to using
TPT/3HP to further improve uptake and completion rates.

Table 4.6.1 Summary of PEPFAR-supported commodities

List Price Reference Commodity Quantity
Item Comments (US$) @)
PrEP Drug 3.95 229,452
Alere HIV-1/2 Ag/Ab 220 182,730
Combo
Atomo Mylan Self Test 3.50 96,352
Asante HIV Rapid
Recency Assay, Bulk 725 200
Format, 100 Tests/Kit

Proposed PEPFAR Solutions - ongoing + COP22

POLICYIPOLITICAL

INTERVENTIONS

Complicated Policies: Development & roll out the implementation of
the ARV Drug Security Plan

Address Poor Coordination - TA for coordination (such as
organization of SHI drug council meetings + prep for meeting
documents) + advocacy/coordination with multiple stakeholders
(VAAC, DAV, NDCPC, DPF and VSS)

Policies Revision: |. Development of guidance for ARV dispensing and
reallocation; 2. Revise circular to extend timing of Framework
Agreement from |2 months to 36 months; 3. Allow VAAC to be the
focal agency in consolidating demand and management of ARVs
procured through price negotiation; 4. upgrade current procurement
system to e-procurement; 5. Besides open bidding and prices
negotiation - advocate with GVN for international pooled
procurements for peds ARVS/2nd & 3rd line drugs.

a7
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Proposed PEPFAR Solutions - ongoing + COP22

Regular monitoring & data sharing and interoperability among VS5, VAAC and other
stakeholders on:
% *  Drug management te improve ARV distribution and cansumption
¥ . ARV dispensing/SHI reimbursements of ARVs, VL testing.
®

* TA in management of the quantification, procurement, distribution, dispensing, and
T reallocation of SHI-covered ARVs

Training for HF in contract signing with suppliers and management of ARV

Conduct the cost-effectiveness and budget impact analysis for advocacy for the inclusion of
DTG 10mg and DTG 50mg into the SHI drug list

Market Opening: Liaison in the process of marketing authorizations for new diagnostics

Assessment of current HMED and upgrading HMED. Scale up the data use of VSS-ELMIS at
the provincial level

Proactive, regular engagement with community, HCVV, PEPFAR and other stakeholders on

supply chain issues a8

4.7 Collaboration, Integration and Monitoring

PEPFAR Vietnam’s COP22 strategy focuses on attaining 95-95-95 goals in NEZ and HCMC
Metro regions. Concurrently, PEPFAR Vietnam will ensure continued sustainable transition of
primary financial, administrative, and technical responsibility of HIV care and treatment services
to the GVN, while supporting a GVN-led public health cluster response to dynamic epidemic
needs. The targets to achieve 95-95-95 in the two regions will be supported by tailored
packages of technical assistance and direct service delivery (DSD) to enhance case-finding,
treatment linkage and continuity, and PrEP uptake.

Programmatically, there has been close interagency discussion as well as coordination with
other stakeholders, like civil society, GF and GVN, around priority activities in COP22. These
include: integrating SNS and index partner testing; increasing self-testing including for PrEP
monitoring; supporting universal recency coverage and case surveillance to identify time-space
clusters in the PHCR approach; continuing commitment to person-centered care with
differentiated models (e.g., MMD and tele- and mobile-medicine), biomedical innovation, and
integrated primary care services for PLHIV; further decentralizing HIV confirmatory testing to
support same-day ART across sites; coordinating SHI and donor resources to assure universal
routine viral load testing; and maintaining aggressive targets for PrEP services for key
populations.

Across the cascade, PEPFAR Vietnam is committed to robust site-level monitoring and partner
management using a CQI approach, to ensure consistent high-level performance and provide
tailored resolution of site-level implementation challenges as they are identified. Above-site
activities are monitored regularly against benchmarks, with close collaboration of partners.
Community engagement and monitoring continues to be a critical strategy to ensure all
PEPFAR programs are person-centered, stigma-free and implemented with an equity lens in
COP22.

In parallel, case surveillance, enabling HIV sentinel events to be monitored at the individual
level from diagnosis to death and underpinning the public health cluster response, builds on the
planning, standards-setting, and provincial-level implementation in COP20 and COP21. COP22
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will expand the national structure of a comprehensive HIV case surveillance system, including a
system for assigning unique identifiers, and operationalize case surveillance in the 11 PEPFAR
priority provinces and an additional four non-PEPFAR provinces on the path to full-scale

national implementation.

4.8 Targets by population
Standard Table 4.8.1

Table 4.8.1 ART Targets by Prioritization for Epidemic Control

Prioritization Total PLHIV Expected Additional Target current | Newly initiated | ART Coverage
Area current on patients on ART (APR FY23) (APR 23)
ART required for
90% ART (APR FY23) TX_NEW
(APRFY22) coverage
TX_CURR

Attained NA NA NA NA NA NA

Scale-Up 82,100 69,224 74,046 90%
Saturation

65,615 73,890 70,192 6,011

Scale-Up 39,600 32,016 33,821 85%

Aggressive
26,383 35,640 27,940 2,127
Sustained NA NA NA NA NA NA
Central NA NA NA NA NA NA
Support
Commaodities NA NA NA NA NA NA
(if not
included in
previous
categories)
Mil 338 56
Total 242,100
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*PEPFAR VN will not cover 100% in those SNUs; therefore, we provide estimation of whole SNU expected #
and then PEPFAR targets in our supported sites

** \VVietham program proposes to reach 959595 mean 90% ART coverage in HCMC Metro and reach 81%
ART coverage in NEZ in 20

Standard Table 4.8.2 (VMMC) - not applicable to Vietham
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Standard Table 4.8.3

Population Size Estimate* Disease Burden*
Target Populations (SNUSs) FY23 Target
MSM 167,587 20,809 29,866
TG 11,747 1,201 5,531
PWID 65,050 9,596 10,944
FSW 38,797 1,758 9,978
Total KP_PREV 283,181 33,364 56,319
Military recruitments 50,000
Others -PP_PREV 77,442
TOTAL 183,761

*Those data were estimated for PEPFAR supported 11 SNUs. Data came from national/ provincial size
estimation activities, then adjusted using program data.

Standard Table 4.8.4 (OVC) - Not applicable to Vietnam
4.9 Cervical Cancer Program Plans - Not applicable to Vietham

4.10 Viral Load and Early Infant Diagnosis Optimization - Not applicable to Vietham
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5.0 Program Support Necessary to Achieve Sustained
Epidemic Control

PEPFAR Vietnam’s commitment to achieving sustainable epidemic control incorporating a
public health cluster response is reflected in above-site investments for COP22. PEPFAR
Vietnam’s above-site investments also reflect the program’s continued commitment to the GVN
and country stakeholders to responsibly transition the program, translate successful innovations
and best practices for broader scale-up in the rest of the country, and ensure the quality and
sustainability of the national HIV program.

As Vietnam approaches epidemic control, there is a need for a robust public health cluster
response that can rapidly detect and address new infections while maintaining program quality.
This robust response requires five key elements:

1) Data systems — including case surveillance, data collection, quality assurance — and
data use.

2) Human resources for health (HRH) capacity for technical and timely public health
cluster response.

3) Service delivery systems for recency testing, HIV prevention, treatment, and
laboratory by the public sector, civil society (including CBOs) and the private sector
through Social Contracting.

4) Sustainable domestic financing, including for prevention services and PrEP, and
supply chain systems.

5) Increasing Local Partner capacity and KP-led community engagement.

Data systems, including case surveillance, data collection, quality assurance, and use for a
robust HIV public health cluster response.

An efficient and responsive HIV program requires a case surveillance system, a culture of
routine data analysis and use, and the ability to use the information for real-time response.
Building on the pilot implementation of HIV case surveillance, and to expand the monitoring and
reporting systems to support the public health cluster response, PEPFAR Vietnam will ensure
the implementation of the CS in all 11 PEPFAR epidemic control provinces, and an additional
four high-burden provinces, as well as finalize the architecture and minimum requirements of
the national database in COP22. Recency testing will be scaled and included in routine
monitoring and reporting platforms. Issues around interoperability of multiple program data
streams will be resolved. Updated size estimations for key populations will also provide accurate
data on HIV burden and need. Expected outcomes from these activities include: HIV case
surveillance system components are linked and operational; HIV/AIDS data interoperability
platform is established; and surveillance data are used routinely to measure and monitor
performance and inform the HIV public health cluster response.

To address limited capacity for provincial and national-level authorities to access, aggregate,
and interpret data for an evidence-based HIV program quality monitoring for sustained epidemic
control, in COP22 PEPFAR Vietnam will support the development and scale-up of an easy-to-
use, comprehensive provincial program monitoring dashboard that will include key program and
systems indicators from national reporting streams and linked to CS data where relevant.
Provincial technical teams and the national program will use both the CS and the Program
Quiality Monitoring dashboard to monitor and analyze input routinely, with the overall expected
outcome that national and provincial HIV managers and experts can collect, analyze and
interpret data to provide appropriate public health cluster responses.
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Human resources for health capacity for technical and timely public health cluster response

2019-2022 was a particularly vulnerable period as the few remaining provincial AIDS centers
were absorbed into provincial CDC structures in which HIV is mandated under a broader public
health entity. There are also central level changes to the HIV program administrative structure
during this period. To mitigate the potential for health system restructuring to compromise the
delivery of HIV program technical assistance and provincial governance capacity for the PHCR,
activities will focus on sustaining HIV expertise and deploying specific TA where needed. This
includes scaling up and capacitating provincial HIV expert teams from different sectors and
disciplines to address gaps in the HIV cascade, with provision of responsive technical
assistance to address program gaps. Expected outcomes include: provincial program and HIV
data are regularly collected and analyzed to track the program quality; and provincial technical
capacity is standardized and mandated to implement a robust provincial public health cluster
response.

Service delivery system including for HIV prevention, treatment, and laboratory by the public
sector, civil society, including community-based organizations, and the private sector.

HIV service delivery systems lack innovative and person-centered models for an effective public
health cluster response and for sustaining epidemic control achievements that facilitate
reaching, testing, and retaining KPs and PLHIV across the HIV cascade. PEPFAR Vietham
works closely with the GVN and other stakeholders to promote the rapid adoption of innovative
approaches, especially around reaching, finding, and testing KP. In COP22, PEPFAR Vietnam
will build upon status-neutral messaging through institutionalizing the “ARVs for Prevention”
framework with community-led design of status neutral health services in public and private
sector (One-Stop Shops). PEPFAR Vietnam will continue working with private health providers
to expand access to HIV testing, including self-testing, PrEP/nPEP, and other HIV services.
Service delivery innovations focus on gaps in the clinical cascade while maintaining impressive
adherence and viral suppression through differentiated care, despite COVID setbacks.
Expected outcomes include: innovations in case finding, HIV prevention, especially PrEP, and
linkage to care are institutionalized under a national public health cluster response; all PLHIV
access person-centered differentiated care for viral suppression; and sustainable viral load
coverage through SHI for ART clients in the two PEPFAR supported regions.

PEPFAR Vietnam can claim multiple successes in achieving extraordinary viral suppression
rates, among the highest in PEPFAR, rapid scale-up of same-day ART, (SDA) and the
expansion of recency surveillance, with recency data informing programmatic and public health
cluster response. However, as PEPFAR phased out of direct commodity support, access to HIV
confirmatory testing, recency testing, and VL testing remains a challenge resulting in limited use
of routine VL and for recency testing for the public health cluster response. For viral load, the
Vietnam program will focus on increasing the number and quality of labs that can process SHI
reimbursements for improved coverage and access. HIV confirmatory labs will also be
supported to increase in both number and quality to address challenges for SDA scale-up.
PEPFAR Vietnam will support the GVN to institutionalize recency testing for improved
surveillance and programming with expansion of recency testing. Expected outcomes include:
increased capacity of HIV confirmatory labs in NEZ and HCMC Metro to increase case finding
and access to early ART initiation; recency surveillance data used for coordination of public
health cluster response at provincial and national levels; and increased access to viral load
testing to maintain the third 95 and decrease forward transmission.

Sustainable epidemic control including domestic financing and supply chain

To maintain epidemic control and pivot to a robust public health cluster response, vulnerable
domestic financing will be addressed through promoting and ensuring successful SHI transition
of PEPFAR patients and services and scaling up diverse domestic financing streams, including
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from national and provincial financial mechanisms, and through the scale up of private sector
investments. While PEPFAR will continue to advocate for inclusion of HIV prevention services
under SHI, priorities also include pursuing other innovative HIV prevention financing options to
mobilize additional domestic resources. Additionally, PEPFAR will continue to engage with the
private sector in providing HIV services and mobilize their investment in HIV prevention services
and commodities. Expected outcomes include: all insured PEPFAR patients receive HIV
treatment services reimbursed through SHI; GVN ensures no financial barriers for PLHIV to
accessing treatment under SHI; and key HIV prevention interventions, such as PrEP and HIV
testing, included under the SHI law.

PEPFAR support was significant to ensure that SHI can reimburse for HIV services and
ultimately procure ARVs for PLHIV. In addition, the availability of initial TLD procurement also
relied heavily on PEPFAR technical assistance and advocacy. To maintain progress in ensuring
essential HIV commodities are available and accessible for all KP and PLHIV, PEPFAR will
continue to resolve nascent domestic capacity in rapid expansion of procurement and supply
management, and coordination for the HIV public health cluster response. This includes on-
going support to standardize supply chain systems for ARVs especially for SHI, and to monitor
potential quantification and stock-out issues. Expected outcomes include: increased GVN
capacity to manage and coordinate HIV commodities procurement and supply chain from
multiple sources; increased access to TLD through SHI; and increased access to essential HIV
prevention commodities through diversified markets.

Increasing local partner capacity and KP-led community engagement

Flourishing community engagement with the public sector and KP-led services are crucial to
providing person-centered options for KP and PLHIV to access HIV services. The lack of
capacity and legal status of community organizations, including the private sector, to engage in
the public health cluster response, provide community monitoring, and deliver innovative HIV
services impacts case finding and prevention achievements. PEPFAR will continue to
strengthen its collaboration with CSOs/CBOs and KP-led social enterprises and businesses in
efforts to improve access to HIV prevention and treatment among KPs, generating sustainable
services in the long run. PEPFAR Vietnam will support the scale-up of independent community
monitoring on critical aspects of the HIV program. PEPFAR will also continue to support and
scale social contracting for CBOs, as well as on-going capacity building for KP and CBOs to
support the HIV program. Expected outcomes include: KP-led CBOs/private clinics and CSOs
are legally included in the health workforce for HIV service delivery; increase in quality and
guantity of diverse groups, including KP-led CBOs and civil society and social workers; and civil
society, particularly community-based organizations actively monitor the HIV program for a true
public health cluster response.

In addition to the above-site investments highlighted above, the PEPFAR Vietnam program will
support the following:

1. Scaling up national and provincial case surveillance system
2. Update KP and PLHIV size estimations

3. Deploy surveillance technical assistance to high-burden provinces under the PHCR.
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6.0 USG Operations and Staffing Plan to Achieve Stated
Goals

PEPFAR Vietnam continues to assess its staffing footprint to ensure a staffing profile aligned to
funding levels, programmatic goals, and performance. Staff time and focus continue to be in
NEZ and HCMC Metro. The team continues to increase LES leadership within agencies, in the
interagency and government technical working groups, and in key strategic planning
discussions of program activities. No new positions are requested in COP22.

All cost of doing business (CODB) areas are re-examined and reduced when possible. There
are no notable changes to CODB from COP21 to COP22. The PEPFAR Vietnam Management
and Operations (M&O) COP22 budget represents 26 percent of total funding. The team
constantly adjusts for slight changes in the International Cooperative Administrative Support
Services (ICASS) and Capital Security Cost Sharing (CSCS) budgets, and within their travel
allocations, maximizing savings and reducing costs when feasible.

Program and partner monitoring is an essential component of our staff’s responsibilities.
PEPFAR Vietnam has assigned provincial POCs for all 11 provinces in the NEZ and HCMC
Metro, tasked with ensuring data monitoring, partner performance review on a monthly and
guarterly basis. SIMS work has also been built into the annual work plan of all PEPFAR Vietnam
staff to implement and enhance real time monitoring and technical assistance for sites and
implementing partners. In COP22, PCO will continue to implement community-led monitoring
through the small grants mechanism, which will be monitored and managed by the
Coordinator’s team.
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APPENDIX A -- PRIORITIZATION

Continuous Nature of SNU Prioritization to Reach Epidemic Control

Table A.1
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APPENDIX B — Budget Profile and Resource Projections

B1. COP22 Planned Spending in alignment with planning level letter guidance

Table B.1.1 COP22 Budget by Program Area

Table B.1.2 COP22 Budget by Program Area

Program

257

FM

Sub-Program

Total
HIV Ciinical Services

HIV Laboratory Servioss

Not Disaggregated

Total

Community-based testing

Faciity-based testing

Not Disaggregated

Total

Comm. mobifization. behavior & norms change
Not Disaggregated

FrEr

Total

HMIS, surveillance. & research

Human resurces for health

Laboratory systems strengthening

Laws, reguistions & policy environment

Folicy. planning, coordination & management of disase contrel programs
Frocurement & supply chain management
Total

IM Closeout costs

IM Program Management

USG Program Management

Proposed COP22 Budpet

Non Service Delivery
$28.828.242
$3,032,830

52228450

5231440

5572.931

$4350,373

585,000
5305.379
$1.727.570
$1.063.285
5287500
376,205
510,451,405
34.180.735
$1.020.775
5826,705
383,500
33613091
5450000
$13,126,057
540,000
35,261,720

§7.824328

Service Delivery
$8.671.758
$2.015,408

52.015,408

$2.571,696

881,504

§716.064

$4,084,656

$1.504,872

Total
$37.500.000
$5,048,236
$4,241 855
$231.440
$572.931
$3.022075
$973.138
$966,534
$1.082343
$5.812225
$2.568.137
$247.500
$2,956,589
10,491,405
$4.180.735
$1.026.775
$826,705
$333.500
$3.612.691
$430.000
$13,126,057
$40,000
$5,261.729

§7.824.328

Percent of Proposed COP 22 B

Non Service Delivery

100%

100%

100%
100%
100%
100%.
100%

100%

100%.
100%

100%

Service Delivery
2%

0%
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Table B.1.3 COP22 Total Planning Level

Table B.1.3 COP22 Total Planning Level
Metrics Proposed COP22 Budget
Operating Unit Applied Fipeline Mew
Total $3.067.687 §i2432.113

Table B.1.4 COP22 Resource Allocation by Program and Beneficiary

Table B.1.4: COP22 Resource Allocation by Program and Beneficiary

Operating Unit Metrics Proposed COP22 Eudget Percent to Total
Beneficiary Cc&T HTS FREV ASP PM Total CcaT HTS PREV AsP FM

Vistnam Total $5.048,226 $3.022,075 $5.812,225

$10.491,406

$13,126.057 $37.500,000 100% 100% 100% 100% 100%
3472044 §17.615,189 To® 2% o7

§18,964,336
$920.475

B.2 Resource Projections

PEPFAR Vietnam used the FAST to generate IM-level strategic interventions, initiatives, and
budgets using the incremental budgeting approach. Based on previous years’ results, the latest
EPP data, and the strategic focus of epidemic control in the two urban regions, the technical
working groups (TWGSs) developed the COP22 targets by site and sub-national unit (SNU).
Those targets were put into the DataPack and assumptions and coverage rates were reviewed
and verified for feasibility. The interagency PEPFAR Vietham team reviewed and updated
standard service delivery packages established in COP19 for each essential HIV service;
reviewed prior years’ spending patterns across partners for key service components; reviewed
and updated existing common cost norms for packages, with adjustments for facility size and
rural/urban locations; and continued a common budgeting structure used across interagency
implementing partners.

PEPFAR Vietnam used the commaodities tab of the FAST to distribute commodities to the
appropriate mechanism, taking into account the PEPFAR and Global Fund collaboration on
commodity provision. PEPFAR Vietnam is at the funding level and met the C&T earmark
requirement.
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APPENDIX C — Tables and Systems Investments for Section 6.0

For easier readability, refer to the accompanying pdf or excel file

1 Key Systems Barriers-E

Key Systems Barriers-E (Entry of Objectives, Related SID Elements, Barriers to Local Responsibility)

Step 1: Select SID element

SID score

(autopopula

ted)

Step 2 - What is the
outcome expected from
investing in this element?
(may duplicate outcome
to more than one row to
allow capture of all
barriers)

KP-led CBOs/private clinics
and civil society
organizations are legally
included in the health
workforce for HIV service

Step 3: What are the barriers to
local responsibility for this
outcome?

Step 4: Describe the barrier

Lack of capacity and legal status
among local organizations, including
the private sector, to engage in the
public health response, community
monitoring and deliver innovative

Step 5: Timeline to Barrier
Addressed

4. Private Sector Engagement 8|delivery Legal, policy or regulatory constraint |HIV service. 4-5 years
Increase in quality and Lack of capacity and legal status
quantity of diverse among local organizations, including
groups, including KP-led the private sector, to engage in the
CBOs and civil society, public health response, community
social workers, and law monitoring and deliver innovative
enforcement, providing HIV service.
HIV and drug treatment
3. Civil Society Engagement 5.1|services. Lack of technical capacity 6-9 years
Civil society, particularly Lack of capacity and legal status
community-based among local organizations, including
organizations actively the private sector, to engage in the
monitor the HIV program public health response, community
for a true public health monitoring and deliver innovative
3. Civil Society Engagement 5.1|response. Lack of managerial capacity HIV service. 6-9 years
I|;1n<:?vat|ons In case . HIV service delivery systems lack
finding, HIV prevention, . R .
especially Prep, and innovative and cllen'f—center'ed
i models for an effective public health
linkage to care are R
institutionalized under a response to reach, test, and retain
. R KPs and PLHIV across the HIV
national public health
. . . i cascade.
6. Service Delivery 6.9|response. Lack of technical capacity 4-5 years
HIV service delivery systems lack
innovative and client-centered
models for an effective public health
All PLHIV access client- response to reach, test, and retain
centered differentiated KPs and PLHIV across the HIV
6. Service Delivery 6.9|care for viral suppression. |Lack of sufficient HRH cascade. 4-5 years
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Sustainable viral load
coverage through SHI for

HIV service delivery systems lack
innovative and client-centered
models for an effective public health
response to reach, test, and retain
KPs and PLHIV across the HIV

6. Service Delivery 6.9|ART clients in two regions. |Legal, policy or regulatory constraint |cascade. 2-3 years
Increase capacity of HIV Access to HIV testing (including
confirmatory labs in NEZ recency testing and VL) remains a
and HCMC/Metro to challenge, resulting in limited use of
increase case finding and routine VL and recency testing as an
access to early ART essential part of the public health

10. Laboratory 7.6|initiation. Lack of technical capacity response. 2-3 years
Recency data used for Access to HIV testing (including
better management and recency testing and VL) remains a
coordination of public challenge, resulting in limited use of
health response at routine VL and recency testing as an
provincial and national essential part of the public health

10. Laboratory 7.6|levels. Lack of technical capacity response. 4-5 years
Increase access to viral Access to HIV testing (including
load testing to maintain recency testing and VL) remains a
the third 95 and challenge, resulting in limited use of
decreasing forward routine VL and recency testing as an
transmission. essential part of the public health

10. Laboratory 7.6 Legal, policy or regulatory constraint |response. 4-5 years

14. Epidemiological and Health D3

5.7

HIV case-based
surveillance system
components are linked
and operational

Lack of technical capacity

Limited HIV case-based surveillance,
monitoring, and reporting systems to
support the public health response.

4-5 years

14. Epidemiological and Health

Data

16. Performance Data

5.7

HIV/AIDS data
interoperability platform is
established

Legal, policy or regulatory constraint

Limited HIV case-based surveillance,
monitoring, and reporting systems to
support the public health response.

4-5 years

Surveillance and program
data are used routinely to
measure and monitor
performance and inform
the HIV public health
response.

Lack of sufficient HRH

Limited HIV case-based surveillance,
monitoring, and reporting systems to
support the public health response.

4-5 years
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Provincial program and
HIV data are regularly
collected and analyzed to
track the public health

Health system restructuring
compromises both the delivery of
HIV program technical assistance and
the provincial governance capacity
for the public health response.

16. Performance Data response. Lack of technical capacity 4-5 years
Provincial technical Health system restructuring
capacity is standardized compromises both the delivery of
and mandated to HIV program technical assistance and
implement a robust the provincial governance capacity
provincial public health for the public health response.

7. Human Resources for Health 7.8|response. Lack of technical capacity 4-5 years
All insured PEPFAR Domestic financing remains
patients receive HIV vulnerable, especially for the HIV

11. Domestic Resource treatment services public health response.

Mobilization 7.7|reimbursed through SHI. |Lack of Financial Resources 4-5 years
GVN ensures no financial Domestic financing remains
barriers for PLHIV to vulnerable, especially for the HIV
accessing treatment under public health response.

2. Policies and Governance 6.3|SHI. Legal, policy or regulatory constraint 4-5 years
Key HIV prevention Domestic financing remains
interventions, i.e. PrEP vulnerable, especially for the HIV

11. Domestic Resource and HIV testing, included public health response.

Mobilization 7.7|under SHI law. Legal, policy or regulatory constraint 4-5 years

8. Commodity Security and
Supply Chain

7.5

Increased GVN capacity to
manage and coordinate
HIV commaodities
procurement and supply
chain from multiple
sources.

Lack of technical capacity

Nascent domestic capacity to rapidly
expand commodity procurement and
manage the supply chain, including
coordination efforts for the HIV
public health response.

4-5 years
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8. Commodity Security and
Supply Chain

13. Market Openness

9. Quality Management

7.8

Increased access to TLD

7.5|through SHI.

Lack of technical capacity

Nascent domestic capacity to rapidly
expand commodity procurement and
manage the supply chain, including
coordination efforts for the HIV
public health response.

4-5 years

Ensure access to essential
HIV prevention
commodities through
diversified markets.

Underdeveloped private market

Nascent domestic capacity to rapidly
expand commodity procurement and
manage the supply chain, including
coordination efforts for the HIV
public health response.

4-5 years

National Provincial HIV
managers in charge of HIV
prevention, treatment and
systems in can collect,
analyze and interpret data
to provide appropriate
public health responses

Lack of technical capacity

Limited capacity for provincial and
national-level authorities to access,
aggregate and interpret data for

an evidence-based HIV public health
response.

4-5 years
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2 Table 6-E
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[and program requirements.

lcorz
Jdevelopment
|+ Facltate dialogues, consutations, and learning

Jforthe endorsement of iV 5. ublic sevice under the
revised Pime MinsterDecison using generated evidence.
Jon socia contracting implementation,reults rom the SC

Jid standarcizationofSC GN cost orms
Support national oversight i during the pilot
el emetatonancos exchangeeaning duin COP
J22for key GUN stakeholders(incluing GF o travel to

Jorovinces to see how socil contracting mocels
fworking.

|organizecross exchane/tearning events for key G

preparation o poicy bref promoting SC

[copzs

[FAreauires mulile years

[5>V preventive services 0 be
| ncluced n achoc pM Decision

partal

fa Pubicservices

fargeted provincesinclude
fnding commitment forC50 ed

Evidence on SH and public
funding eigibily for v
Jorevention senvces

5 T

[key Pops: o

corinaionts dsggrogeted

lprograms usp

luality management

oelivery Data: To what exten|

mortaity rates)?

st are regulaty coected
fand anaiyzed o track
[pubic ealth response.

[esa,
Jconsraint

[Suppart coordination amd dats snaringand [cor0

sharingand
sl et VSES e VA0 o0
o ntto improve ARY distrbution and
Konton
l2-supportregular moritoring of ARV dispensing/sH!
reimbursements of ARVs, VL testing and $ copays through
[ELMIS t the nationalevel tosupport the continuity and
fauaity of Hiv treatment service
3.5upport VSS and MOH toscale up the datause of VSS-
L01S at provinciallevl through on the job raining o
Provincal CDCs and HF staffto understand drug usage
levels and inform provincial sock frecasting an decision
[making

- support VAAC to update standard vriables for core
incicators for HIVprogram management and support data
Jiharing mechanism for IV indicators between VS5 and

corae

lbetueen twosystems s not
functioned as et

Jrequirements

]
[Buiding on CLM reslts n COP20

Buiding on exisingrelations

At east 1,500 PLHIV nd kP

incividustsnterveweed for
mmunityled monitoring

|t teast 6 505 granted airecty

and many more (c80s and

sakeholders) engaged in small

Jrants actvivies;

e acing ot o e e o
ublc

[and ined on Hiv7ais

[Quartery report

achieved?

[Community-led monitoring

fTay Ninh, Dong Nal and Tien
faiang

catfunding for social
Jcontracting efforts infuture

2:7ay Ninh agres to contribute
ot east 25% of the costs o social
lcontacting agreements by end
P23,

[+Nghe An mobitzes 2 50%

s,
3.4 sustainabl fnancing plan is
Japproved by the Provincial

Jenc #123 to enable th

e staffmern
daeito et commeng.
Jwork n

[with USAID DSD support

e

Jesimationin Fr23

PPvaACsC

place

Jbiannuat reports for natonal
pilot isavalsble

report
[Monitoring tol for SC

[rovinces learning and sharing
lexperience insocial contracting.
Imoementon,

H Decision on HIV SC o be
el ratnsernes
2 Advocacy workshops and 4
[working group to promte sc:
3.1V senvices i the MOH
lpropesal to P on public senice
Jforheatth
|scversignt/monttorng ips are:
Jorganized

[FAIED na IS e ey o o

[Regutar (monthly ler) 1o VAAC
and PEPFAR team on the ARV
Jorue i

lauartery Analysis on sHI

ofical v decsion o data
sharing between VSS and VAAC
Jor IV program management

Regurar report
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Polcy related 0 crug iding and procurement mended Natonal
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tskanoldersdemonsrste [delvery ore o their deveopment tage it e providd wit et TA
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ncedsand gaps dntie sevces. Jadoption f righ auaiy & ncreased fom 150 25 t0
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. Expand tallored p-<inic mdels cinic-based, 05, easurableprogress n capaciy
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Jogizatons [r6and young Mswt
. Provide direct Thto SEs snd kP Led Clnicsin USAID 7. Atlest our private s
Jsupported provinces an provc TA o GFTAM supportetosrengenenther
T ; Frvate sector [ prvatesector &3 75 et po VAT [ [cors B T n e
Jergagemen engagement Jeonstsint ond program reuirements |GPATAY provincs t0 ol outNation! P Pan and 2 Partal P muestment racked[establhed Mg tool
Inso I polcy, ol onully
meworkinpiace forthe.[engagement Jin senices: [Market pssesment conducted
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ot S responser

Pt sector gt

e conea

1. National Private Sector Market Assessment (both for
[demand and suppiy o produce nationaprovincial
Jestimates/baselne benchmarks for P lan
2.TAto MOH 1o develop an HIV/healtheare public private
[partnership (7pp) circular that alowsfor more innovative
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Joutside the
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private sector HV testing, prevention and treatment
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i i o i 8 DS
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T 50,00 A ity i ey Pops: ot I techical [ Senviee Deleny 720 23 [cors0 Jcorzs [ Ionovative IV seffestand [1.TA package developed i how [Pogress eport fres
jcoordination & isaggregated ssisance, and v iy [mplementation tool o public sector partners/provicers
[management of supervison to er i PrEP innovative modes e g Tele-PrEP, PHC/CHS PP, stes Jorovinces on demand generation d
discase contol subnational levels P incial) ldonors [Mobile PP, 055), integrated: person centered PHC/05S 2. Provide Ta to all public 055 by ivestream, titok..) Prce, PHC/CHS P, Mobile
lprograms usp Jand other innovative models and approaches, adapted to [pirng them with KP.led 055 g
[plan and manage HI services [response. [te resources/structure o publi sector
sufficently to achieve Jconducted oy 100% of sites 2 Provides
2. Monthly Online Foruman |dirct supporttoateastfve
Digts Marketing with lpubic sectr partnersfites in
partciants from social Prep modes eg Tele-Pe,
Jenterpises and ciics [PHC/CHS Prep, mobile re?), 055
fconducted
s pioted and implemented  [opproaches, adapted to
PHC/CHS and mobile rEp |resources/structuresof public
sector
57,500 [ASP:olicy,planning, [Key Pops: Not (G society [3-coisodiety. axs ED ) b eulatory o Jcors roup: roups[C o fres
oordinstion & [dsagsregate [eneagement [Engagement. .. [response plans constraint [Within USAID Provinces:Provide capacity bulding and. freceived capaciy building on
[management of focil contracting relaes fsocia contracting related [rovided foragreed services  [contracts
isease control i I work Jprocedures rocedures renderec 2. Number o CaOs supported
lprograms sD | ¢ least 02 (among 12) csos
Jontracted under social contracts fontraced under scia contractseceived capacity buidingon  [ssessment
el sgnis Jwith GuN/orovincial agenciesin- [socia contracting elated
Jor approximate overal INationa: Document, share and promote good pracices e project e project stes rocedures
lpercentage known,orthe Jand essans earned onsacil contracting implementation Tootto ot andesuns Toolto monitor and evaluate |- Atleast 05 CB0s contracted
perrtages o the s [Vith VAAC, MOH, MO and other partners to agvocate for |caos performance of social {cB0s performance ofsocial
Jomestic sources, please note: ncorporating socal contracting into procurement polices Konvacs evloped and e Jcontracs developed and used.
ooy Jof G agencies
5 253,000 [ASP Polly.planning. [Key Pops:Not [cisocity [3-Goisociey. a5 508 i egal. v [Nationa, [com1Jcorss [National PHCR framework, [National PHCR framework, Nationalsgorithm and SO7s _[fes
lcoorsination &~ (dsaggregated lengagement lEngagement Enviranment: Are thre laws, [ommunity-basedt lconstraint Sepport elopmentaf ol bl el Cluser Jtgorithm and s0ps are ommuniy|
[management of polcies,orregultionsin  [organizatons acively Respnnse(wcmhm&wavval imin coordination evlope o nctde commnity Jueveloped to nclude community [develope; and community-  [Engagement” formaliaing the
disease control e e P o« i G s 507 fand i organization
lprograms sD o naonlcammatyrespors e fengagement. fengagement.
lbudget for iV services [response. 2 Provide direct technical asistance from the kP
|ivoush open competiion lersicommunity e o G, b pon
from any Miistry or Ineeds aigned by vaac [(PePFAR supportec and non- |- Ca0s nsgreement with
Ioeparmen, at anyevel  Condorsunionlsesmentofcommriy neds
Inational, regiona,orfocall? Jand co-tevelop acton plans on PHC respanse with Jorsupporting PHCR asatime-  [PHCR;
Jprimary focus to cose lustrs and provide oadmap of
ot s amtines Jcommunity needs, inclusive of aualiy service delvery, evel response. Jand COC province on process
referred o Including counseling, PN, lnkage to ART,Pree, C2°. [fow foractivting community
contractng lpatners in phce;
lrocurement Jpidelines and PEPFAR program priorites CB0s demonstrate contribution
0 case identification and
lrevention effrts i
lcommunity gven early warning
response.
5 R0 ol g[GP et G socity [3-Coisociety s 508 Cegar o [corzs
ordination & (dsagaregated lengagement lEngagement Environment: Ave there laws, [quantity of divrse groups, lconstraint Jsustainabiy of community-based organzations by [rave tega status. egal status
ragemeno [polcis,orreguationsin  |including KPled €803 and lsupportinginterested KP roups to develop business 05 CBOs supported o have
discase contol work [planning efforts and support graduated CBOs with Jegal status
lprograms usp registration asa lega entity and other supportiveservices tFor
ltopromote CBO gracuation pathway tosocil enterprises ‘operational sustainabily” thisrelated services [The respective ScaN items for
i collaboration with STEPS and ther partners. governance,
from any Miisry or lown,
IDepartment, at anylevel ‘governance,adminisration and [Jeg! status [and financisl management and.
Inational, regiona,orfocall? ¢ and i |-c0 scoredof 5 onitem 311 fsustainabily
Jorthe SCANA tool. with regards
e s amtioes
hatleasta
- this
Jwil be done intandemwith  [management and sustainability”
fSTepS/INVEST as appropriste. [domain,
5 172,500 [AoPL S, ey Pops: ot s sysems 14 Epidemiological 505 574 (101 Managementang [AV/AIDS data Cegar T e Jcors INot pplicable fres
survellance, & laisagaregated [and Health Daca lconstraint aunch CHIS modelthathas been bui in COP21 Jdeveloped and updates,
research-sD |actities: Does Jestablsned nvestment necded by [supportee by Dsa. This wilinclude 1) roviding technical
saminisate nty, schas Jdonors Jassistance to HCDC to review al thefegal documents it provincal COC data hubs:
regarding WV confidentialty and data sharing, 2 The project suppor
[supporting HCDC to develop all requied consent formto 0 et has been upgraded to
[manage -lan, monitor, and lsupport launching the system. 3} supporting HCDC to feaulary collect clents profie ¢profie
[provide guidance -for Imaintain CHIS sever and Plting CHIS model.4) Jand behavoral data and
/105 epidemiological Faciitating i data use actvites to support commnity- feednack that nform early
surveys and/or surveillance ed monitoring and PHCR in Ho Chi Minh City. [warning and responsepublic ”
scttiesincluding,cata [peath cluser esponse, wailored fored
colection,analyss and Expand CHIS modelto Dong Na province, this wilinclude:
nterpretaton, and quality [ Promoting Deaith app as a provincial communty app Jawatty mprovement
assurance acrossal sectors. [orwhole il Dong Naiand Pooling data from other | processunderway for sharing
selectonly ONE answer. Jcommunity 3pps to D Healthtocreate provincial o Healthdata to G o Ho i i Dong N
Jcommunity data for Dong Na. [Minh city inh Ciy Imanitor community rogam
et exhang o communityan cityin Jand PHCR n Dong Nai
D Health will be publicly
) Facitaing s dta et support communtyed launched so will e available:
[monitoring and PHCR in Dong Nt lnationaly, however, s full
for eferats will b focusect on
Jcurent project supportea
Jprovinces where C2p s
established (Dong Nai, HCMC,
Janoi
B 6-service Delery. 720 685 o1 [57TA and supportto mational learing network for kP [COP20 [C0P23 [Need for continued wark in _[AtIesst 12713 n PEPFAR and _[Partl fres
o health-s0 ol [1.ART optimization and MMD. [establishes. technical asistance.
delivery IV services. Develop and/or revise KP.competent care lcompetent careinthe public  [orovding TA and support to recovery aftr esolution of ARV [ provincia health experts that
[acttis respond to and oo, b sid, guicelines focused on equity, sccessibiity sector [program quaity and . Jsupply ssues
[senerate demand for v Jand iferentisted and civersfed care mocels for wide- Fresponses eites
cervices to meet loclneeds? Jcale adoption in COC:supported it & provinces, PTTs Jg2ps with cau approsch supported sies for il HIVhealtn| 4 TA events
(Check al hat appiy.) Jand other cinical support/TA provision entiies "
2 Engage kP and community i provsion of person
lcentered, kp competent care with foundationa bio- Jreatment response planning andjor
Imedicalinnovation approach through ollaborating wth i Fromotehett equty throughmproved restment, v osd [ mplemennaton
[VNP+ on reguiar HIV Science sessions and scale up ofa
[reatment teracy network
including publi, private KP-led |supported sites
feimics
Ipoticy and technicallvels proactive engagement and
st th devlomenof Vi it
Jpidelines and theicimplementation; support or the etc)
Evrinaionand mpemetaion  wbone H crica
lcence meetings INormatize and insttutonalize
I8 on-going responsive a t for i treatment quaity at aversied person-centeret
[national, provincil an st fevels Imadelsofcre: teehealth,
ldecentralized drug distribution
Imodel (0DD) such s v
|community members, maiing/
shipping, home-delivery beyond
lcoviD outbreakc
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5 0 [Fssre Nigh-quality dat collction system or program _ [COPI8 [Pt 0 fres
survelance, & oelivery Data: To what extentdata are used routinely o [monitoring atal evels o the epidemic monitoring lcor2s
research-NsD doesthe nost country [measure and monitor ncluding st province and natonal. land identiy program gaps  forovinces. 2
Collet program monitoring data at al levels to meet
service dlivery datato WV public health response. [PeraR MER requirements <upported provinces, Data nowis diect supported and other  [plan
measure program 2. Conduct data abstraction and reporting for moritoring Rprovinces. (3
performance (e, continuum use in 127 sites (TS, Tand
de, coverage, . Conductdata eview by site and SNU fo program Prce)in s Coc supported Imonthly and quartely i 150
retenton, ADs related [planning and inerventionjremediation activiies. provinces sitesin 3 DSD and 3 TA provinces.
mortaity rates)? 5 support and ensure program data qualtynationally Program data n at least 3 PHCR.
ftrough upciating nationsl DA guideline traning of [provinces will e calected and
fainers and providing TA for DQA inselected igh HIV prepared for data use ¢ both
[purden provinces to meet requirement of data utilzation ste and provincil level
Jorcpidemic monitoring under National Responsive Th
[ramevor
o Monitor, strengthen and ensure program auality
lnrough cc
B planing. Cegalp = [7Ato 7 CoC supported provinces for provingal [corisJcoras testing hraugh [ Support VAAC and COC [ATCOC supported provinces [ of PLAV o ART ar covered _[1es
lcoordination & Nt disagsregated | mobilization IMobilzation Ibarersfor LV o constraint il lsar for
[management of Jacessing tratment under [engagement i deliveryof person-centered sevics: i SHico-payments and. thplansto [senvices
disease control =) 1) On-going support to socal contractng n 23 b
lprograms sD |coc/pepeaR provinces Jor iV services and national spencing on HIV program and
2) Provncial sustainabity planning supporefor financing Jprovnces. lcommodies
[pathways to coverfaddress gapsfor social contracting, Vi y
Jand ARV co-payments,and other financing needs Jest among key populations, socil contracting.
5) Algn K-competent HOW accreditation for Jespecally those who never
ested for Hv:
5. Marketingfo selftest through
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ot imited to webite, dating
Jopps,Fanpages and other social
media
s expand partnership with
lpharmaceutical system to
Jistroute sl est along with
linkage o other servces
services o promete prep
niition and continuation,with
Jocus on young MM/ in igh
Jburden CoC provinces.
o Develop P sites tobecome
loss
5 220,400 [ASP:olicy,planning, [Key Pops: ot [Gversght techmical_[6.Service Delivery 720 55 7 ng, and[coPis[cop2e Techmeal | [Atiesst 12 PTTem PEPARand[parial B o Provincal
loordintion. luisagaregated ssisance, an [FAto igh-needs PTTs o ensure HIV program qusity and lconducting Th o sites for
Imanagement of supervision to robust implementation of K-competent innovaions, Joversight nto new high-needs foroviding TAand support to recovery
iscase contol subnationallevels a i Imodeis and services. sorerT
lprograms usp ith 2)Responsive TA through Provincia Technical Tearms [Nationalprogram and MM, Tafor
lan and manage HIV services retention, and vis lPice
suffcientlyto achieve Jurden provinces to ensure HI program senvices meet Ineedes. 3
|G auality and technical standards.
) Focused technical ssistance to maintain treatment dentty sies and provinces with [tratment Jaccess DDM, SDA,txcontinuity
lauatty in b provinces, utizing eistingsyster testand
, PTTs-and promoting data alignment (e Can Tho, Ja5% of them having L
i Gang and Soc Trang, CDC/PEPFAR provinces) 5. Th eventsare documente and suppression
Jforpatient monitoring ane
w
B Surveliance 14 Epidemiologeal 506 578 [Coris  [post_ [case survilance vilbe - Technicalsssstance provided [partal B 0 fres
survelance, & lcor2s ol Phon,
research.NsD Surveilance:To what extent |capaciy forlocal saff o for surveilance actvities to monitor the epdernc. o Jof Hanoi Jprovinces. system
2 Provide on-going technical assstance to Northern Jrovinces. ize estimation o 2
orovincial C5 scale up Jrovinces
2 Implement  size etimtion exercie among MSM and 1 i P wai [a
Jother P pogutions in ther Northern igh prority quality P’ [Prong, Thi Neuyen) lcompleted kP pse
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4 Prior Yr SRE-E

cor21

Activity Description

Filter Here -

Activity

Activity Primary evaluation COPor Activity Activity Current

COP20 COP20 Baseline How does this activity advance SRE=1 All required fields eLr-LILT-AT1}

Additional Notes- Please explain

Activity (o] 'INE:{ Type Title or study questions HOP Start End COP Stageof Baseline Status (detail) COP priorities? completed? copP22? if not ongoing in COP22
Budget funded COP Year  activity Status (Yes/No)
? Year (as of (major)
COP20)
$15,000|1. Potential deployment of focused TA for HIV public health response Surveillance |Other Public HIV public health Propose [Data_collec [Not started Strengthen capacity for SRE details yes
through on-going and routine monitoring of key clinical indicators. Response Health response through on- d in COP |tion authorities to access, aggregate entered
based on established decision points via a standardized national algorithm, Response |going and routine and interpret data for an evidence:
e.g. telephone follow up, data mining, cluster investigation, etc. monitoring of key based HIV public health response
2. Support client transition to SHI through provincial and site level clinical indicators
coordination with PSS, on-going monitoring of key SHI services, and site-level
TA
$347,400(In the Northern region, implement novel methdologies for new KP size Surveillance |[Recency  [HIV What are the COP [COP18 |COP22 |Ongoing |Data_collec |In progress Strengthen the national 1[SRE details yes
estimates and PLHIV estimations, e.g. network analysis in high-burden surveillan [prevalence, level of tion surveillance system and improved entered
provinces to inform rvised National estimated and the HIV public health ce recent transmission surveillance data to monitor the
response. including |rate and viral load epidemic
2. Support development of benchmarks for key indicators to quickly identify recency |among KP
public health issues, set up the alert system and develop SOPs for response testing  |populations
3. Monthly data review through EOC platform for identification of hotspots What is the best and
for public health response appropriate sampling
4. On-going technical assistance to northern provincial CBS scale-up and new methods for HSS+ in
sampling methodologies for MSM and FSW for HSS+. Vietnam
$341,100(In the Southern region, implement novel methdologies for new KP size Surveillance |[Recency  [HIV What are the COP |COP18 |COP22 |Ongoing |Data_collec |In progress Strengthen the national 1[SRE details yes
estimates and PLHIV estimations, e.g. network analysis in high-burden surveillan [prevalence, level of tion surveillance system and improved entered
provinces to inform revised national estimates and the HIV public health ce recent transmission surveillance data to monitor the
response. including |rate and viral load epidemic
2. Support the development of benchmarks for key indicators to quickly recency |among KP
identify public health issues, set up the alert system and develop SOPs for testing  |populations
response What is the best and
3. Monthly data review through EOC platform for identification of hotspots appropriate sampling
for public health response methods for HSS+ in
4. On-going technical assistance to northern provincial CBS scale-up and new Vietnam
ling methodologies for MSM and FSW for HSS+.
$227,500|1. Lead expansion of the national case-based surveillance system by Surveillance |Case HIV What are the COP |COP18 |COP26 |Ongoing |Data_collec |In progress Strengthen the national 1[SRE details yes
coordinating with all partners on development of the CBS framework, e.g. surveillanc |surveillan |appropriate methods tion surveillance system and improved entered
standardizing minimum requirement, endorsing adapted SOPs, etc. e ce system [to estimate KP and surveillance data to monitor the
Complete all policy requirements to prepare for national roll-out. PLHIV and project epidemic
2. Lead development and dissemination of national HIV public health the HIV motarlity and
response mobility in Vietnam
3.Endorse benchmarks for key indicators to quickly identify public health Establishing case
issues, set up the alert system and develop SOPs for response based surveillance,
3. Update national MSM size estimations utilizing internationally-endorsed using HIS system
methodologies in conjunction with global subject matter experts
$150,000(1. Support HCMC to develop benchmarks for key indicators to quickly Surveillance |Case HIV Using programand [COP [COP18 (COP20 [Ongoing |Data_collec |In progress Strengthen the surveillance and 1[SRE details no The continuation in COP21 is
identify public health issues, set up the alert system and develop the SOPs for surveillanc |surveillan [HIV case reporting tion mornitoring and evaluation entered described in line 20
response e ce system|data to monitor and system to monitor and evaluate

2. Collect program monitoring data at site/district levels to meet PEPFAR MER
requirements

3. Conduct data abstraction and reporting for monitoring program
performance, service quality and coverage

4. Conduct data review by site for quality improvement,
intervention/remediation activities.

5. Continue to support implementation of individual electronic medical
record (eClinica) system at all district level OPCs to serve as important
component for HIV case-based surveillance and for monitor treatment
program.

6. Upgrade to online system for data capture and report of HIV-testing
program.

7. Continue to strengthen HCRS at district and levels.

evaluate the cascade

the effectiveness of program.
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$45,000|Potential deployment of focused TA for HIV public health response through [Surveillance |Other Public HIV public health COP |COP20 |COP22 |Propose |Data_collec |Not started Strengthen capacity for SRE details yes
on-going and routine monitoring of key clinical indicators. Response based Health response through on- d in COP |tion authorities to access, aggregate entered
on established decision points via a standardized national algorithm, e.g. Response (going and routine and interpret data for an evidence:
telephone follow up, data mining, cluster investigation, etc. monitoring of key based HIV public health response
clinical indicators
$900,000|Develop CBS framework potentially adapting the NBS US Federal model: Surveillance |Case HIV What is the COP [COP19 |COP26 |Ongoing |Data_collec |In progress Strengthen the national SRE details yes
1. Translating minimum standards to VN surveillanc [surveillan |achivement of 90-90- tion surveillance system and improved entered
2. Development of SOPs e ce system (90 goal? surveillance data to monitor the
3. Incorporating best practices for client-centered CBS epidemic
4. Data protection methods/confidentiality standards
5. Establishment of unique IDs
6. Design national CBS data warehouse and analytic visualization platform
7. Update input legacy systems for interoperability with CBS
$157,800|Assessment of feasibility and accessibility of novel antiretrovirals; TWG Research Other Feasilility [How client/PLHA COP |COP21 |COP21 |Ongoing |Protocol_Sc|Not started Improve the quality of HIV SRE details no The project will be ended in
agreement CDC work on PrEP and novel ARV at national level; AID will do self of accept LA-CAB and ope treatment program entered COP21 and no further activities
test and tele-PrEP demand nationally. Demand in Hanoi, HCMC and for other applying |how this drug can be being continued in COP22
national topics TBD at interagency prior to any development. new ARV |applied for HIV
drugs treatment and
prevention in
Vietnam?
$107,987|Size estimation method of Young MSM population in a number of high Surveillance |Population |Size What is appropriated |COP  |COP21 |COP22 |Ongoing |Protocol_Sc|In progress Improve the estimation of PLHIV SRE details yes
burden provinces size Estimatio |method to estimate ope at province and national levels entered
estimation [n size estimation of
young MSM
populations?
$200,000|Estimation of MSM population in a number of high burden northen Surveillance |Population |Size What is size COP |COP21 |COP22 |Ongoing |Protocol_Sc|In progress Improve the estimation of PLHIV SRE details yes
provinces size Estimatio |estimation of MSM ope at province and national levels entered
estimation |n aged 18 year above
in selected northen
provinces?
$180,000|Estimation of MSM population in a number of high burden sourthen Surveillance |Population [Size What is size COP [COP21 |COP22 |Ongoing |Protocol_Sc|In progress Improve the estimation of PLHIV SRE details yes
provinces size Estimatio |estimation of MSM ope at province and national levels entered
estimation |n aged 18 year above
in selected southern
provinces?
$130,000|1. TA for data use and data sharing for recent HIV infection response Surveillance [Recency  [HIV Where are HIV COP  [COP20 |COP26 |Ongoing |Protocol_Sc|In progress This activity will significantly SRE details yes
2. Enhanced Site-level Response for Recent Infection by establishing and recency |infection cluster, ope contribute to the 95-95-95 entered
training for Rapid respond team with/within PTT surveillan |new/recent infection achivement in Vietnam, recency
3. Detecting and responding to HIV Tranmission clusters ce hotspots? surveillance helps authorities to
4. Develop policy and guidance framework to monitor closely the What is the trends understand where the active
implementation of recency testing and analysis of national level data for and target group of transmission happened and how
recent HIV infection response and PHR HIV recent to response to those cluster to
infections? stop the transmission
$50,000|0ngoing support & strengthening the implementation of case based Surveillance |Case HIV What is the COP |[COP20 |COP26 |Ongoing |Data_collec |In progress Strengthen the national SRE details yes
surveillance system in HCMC surveillanc |surveillan |achievement of 95- tion surveillance system and improved entered
e ce system|95-95 target in HCM? surveillance data to monitor the

epidemic

Page 64



APPENDIX D- Minimum Program Requirements

Care and Treatment

Status

1) Adoption and implementation
of Test and Start, with
demonstrable access across all
age, sex, and risk groups, and
with direct and immediate
(>95%) linkage of clients from
testing to uninterrupted
treatment across age, sex, and
risk groups.

Completed: Vietnam endorsed Test & Start in July 2017. In 2018,
Vietnam developed SOPs for rapid/same-day ART in conjunction
with MMD.PEPFAR supports the expansion of HIV confirmatory
labs in a one-stop shop model to enable access to same-day start,
in addition to leveraging strong collaborations with CBOs for linkage
and site-level monitoring of treatment initiation data.

2) Rapid optimization of ART by
offering TLD to all PLHIV
weighing >30 kg (including
adolescents and women of
childbearing potential), transition
to other DTG-based regimens
for children who are >4 weeks of
age and weigh >3 kg, and
removal of all NVP- and EFV-
based ART regimens.

On-going: TLD included in the Vietnam National Standard
Treatment Guidelines since December 2017, with most recent
Guidelines in November 2019 establishing TLD as a first-line agent
for all PLHIV, including children=10 years old and >20kg and
adolescents and women of childbearing potential >30kg. Phasing
out NVP is prioritized in the Guidelines, with all NVP patients
indicated to be transitioned to TLD. DTG 10 mg is currently being
procured by the Global Fund and will arrive in-country by late 2022.

3) Adoption and implementation
of differentiated service delivery
models for all clients with HIV,
including six-month multi-month
dispensing (MMD),
decentralized drug distribution
(DDD), and services designed
to improve identification and
ART coverage and continuity for
different demographic and risk
groups.

On-going: MMD SOPs approved in 2018. Three-month MMD
coverage through SHI successfully launched in 2019. Due to
unstable ARV supply, as of Jan 2022, a large majority of ART
clients were not receiving 3-month MMD. Recovery will begin in Q3
FY22. 6 month MMD is planned for pilot in COP22—a few
remaining policy barriers need to be addressed. The stability of
ARV supply which has been impacted by COVID19, including
GVN procurements and procurement planning, is a critical
concern. DDD has been a critical piece of COVID adaption, and
PEPFAR will work in COP21 and 22 to ensure that it remains an
on-going solution.

4) All eligible PLHIV, including
children and adolescents, -
should complete TB preventive
treatment (TPT), and
cotrimoxazole, where indicated,
must be fully integrated into the
HIV clinical care package at no
cost to the patient.

On-going: Both national TB and HIV Guidelines recommend TPT
for all PLHIV who do not have active TB and/or contraindication to
TPT medication. After COP21, PEPFAR will no longer support
medications, with a majority to be picked up by SHI in 2022.
Currently 88% of PLHIV have completed TPT. In COP22, PEPFAR
implementing partners will continue to provide technical assistance
to ensure that SHI will be the primary financing mechanism for INH
and TPT, with strategic stop-gap support from the Global Fund until
SHI reimbursement is normalized.

5) Completion of Diagnostic
Network Optimization activities
for VL/EID, TB, and other
coinfections, and ongoing
monitoring to ensure reductions
in morbidity and mortality across
age, sex, and risk groups,
including 100% access to EID
and annual viral load testing and
results delivered to caregiver
within 4 weeks.

Completed: PEPFAR Vietnam monitors the scale up of VL testing
and coverage- VLS for PEPFAR patients is currently 98.6%--, while
ensuring monitoring and improvement of the gaps related to
morbidity and mortality, particularly in key populations. The
laboratory team is working on innovative strategies to reduce turn-
around time for VL test results to the site and the client in addition
to optimizing STI testing with TB testing using the GeneXpert
platform.
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Case Finding

Status

6) Scale-up of index testing and
self-testing, ensuring consent
procedures and confidentiality
are protected and assessment
of intimate partner violence
(IPV) is established. All children
under age 19 with an HIV
positive biological parent should
be offered testing for HIV.

Completed. Index testing included in the national MOH community-
based testing Guidelines in April 2018. PEPFAR Vietnam
developed robust SOPs on confidentiality, IPV detection/QI/M&E,
and first-line services for IPV and certified sites to ensure high-
quality, person-centered, safe ICT services.

Prevention and OVC

Status

7) Direct and immediate
assessment for and offer of
prevention services, including
pre-exposure prophylaxis
(PreP), to HIV-negative clients
found through testing in
populations at elevated risk of
HIV acquisition (PBFW and
AGYW in high HIV-burden
areas, high-risk HIV-negative
partners of index cases, key
populations and adult men
engaged in high-risk sex
practices)

On-going. PEPFAR Vietnam initiated PrEP in 2017 with scale-up
to 11 PEPFAR provinces in mid-2019. The majority of clients are
KP/MSM. Access to direct, same-day PrEP will be further
enhanced by a one-stop shop model with integrated HIV testing
and PrEP service delivery through tele-PrEP and other person-
centered modalities.

8) Alignment of OVC packages
of services and enrollment to
provide comprehensive
prevention and treatment
services to OVC ages 0-17, with
particular focus on 1) actively
facilitating testing for all children
at risk of HIV infection, 2)
facilitating linkage to treatment
and providing support and case
management for vulnerable
children and adolescents living
with HIV, 3) reducing risk for
adolescent girls in high HIV-
burden areas and for 10-14
year-old girls and boys in regard
to primary prevention of sexual
violence and HIV.

n/a

Policy & Public Health
Systems Support

Status

9) In support of the targets set
forth in the Global AIDS strategy
and the commitments
expressed in the 2021 political
declaration, OUs demonstrate
evidence of progress toward
advancement of equity,
reduction of stigma and
discrimination, and promotion of
human rights to improve HIV
prevention and treatment
outcomes for key populations,

On-going. In 2019, PEPFAR supported Vietnam to join the
Southeast Asia Regional S&D QI Collaborative and implements
stigma elimination programs at facility level. The initiative
measures 8 common regional S&D indicators and some specific to
the Vietnam program, with documented reduction of HIV-related
stigma and improved person-centered services. In addition to
collecting site-level S&D elimination measures, the Vietham
Network of PLHIV completed the Stigma Index in 2021, providing
relevant and complementary data from the community level
perspective. VNP+ and PEPFAR are using those findings for
advocacy with the GVN and stakeholders on institutionalizing an
S&D indicator in the HIV reporting system. For COP22, PEPFAR
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adolescent girls and young
women, and other vulnerable
groups.

VN will continue to expand explicit S&D programming addressing
PreEP-related stigma and designing equitable, person-centered
standards of care.

10) Elimination of all formal and
informal user fees in the public
sector for access to all direct
HIV services and medications,
and related services, such as
ANC, TB, cervical cancer, PrEP
and routine clinical services
affecting access to HIV testing
and treatment and prevention.

On-going. Vietnam reimburses for HIV treatment services through
SHI. No user fees for SHI HIV treatment. Support for SHI ARV co-
payments and social health insurance is possible through provincial
resources. Prevention services, including PrEP, are not yet
covered by domestic resources. PEPFAR Vietnam continues to
work with GVN for sustainability planning for these services and
medications.

11) OUs assure program and
site standards, including
infection prevention & control
interventions and site safety
standards, are met by
integrating effective Quality
Assurance (QA) and Continuous
Quality Improvement (CQI)
practices into site and program
management. QA/CQI is
supported by IP work plans,
Agency agreements, and
national policy.

On-going. PEPFAR Vietnam supported initial national policies and
implementation of a CQI system (HIVQUAL) which ensures
program standards are being met. As part of the sustainable
epidemic control strategy, PEPFAR Vietnam will continue to
advocate for CQI across the HIV cascade and other program areas
to ensure the relevant indicators and reporting frequency are in
place.

12) Evidence of treatment
literacy and viral load literacy
activities supported by Ministries
of Health, National AIDS
Councils and other host country
leadership offices with the
general population and health
care providers regarding U=U
and other updated HIV
messaging to reduce stigma
and encourage HIV treatment
and prevention.

Complete: Vietnam is a leader within PEPFAR on the U=U
movement, with 1. Early National endorsement 2. An internationally
recognized campaign, including print, radio/TV, and social media,
for both community and providers 3. U=U seed grants for CBOs to
spread messaging. PEPFAR Vietnam evolved U=U messaging to
an ARVs for Prevention/Status Neutral approach targeting key
populations to use ARVs- PrEP, HIV treatment- as the foundational
pathway to end HIV and HIV-related stigma.

13) Clear evidence of agency
progress toward local partner
direct funding, including
increased funding to key
populations-led and women-led
organizations in support of
Global AIDS Strategy targets
related to community-, KP- and
women-led responses

On-going. The direct funding of local partners remains a priority for
PEPFAR Vietnam. This also reflects the U.S. Embassy’s priority on
engagement with locally registered organizations and the specific
barriers they face, such as complex budget approvals (for
government entities) and gaining legal recognition (for community-
based organizations). PEPFAR Vietnam has a good Social
Contracting roadmap that should lead to increased funding of KP-
led organizations, but this plan needs to be executed with more
urgency

14) Evidence of partner
government assuming greater
responsibility of the HIV
response including
demonstrable evidence of year
after year increased resources
expended

On-going. The Government of Vietham covers HIV treatment
under SHI scheme with planning for prevention services
sustainability under-way. PEPFAR works with provincial
governments to develop and monitor sustainable financing plans for
HIV and is supporting the pilot period for social contracting, which is
a critical game-changer for CBO participation in HIV service
delivery activities and program sustainability. Full-scale social
contracting is expected in 2025.

15) Monitoring and reporting of
morbidity and mortality

On-going: The PEPFAR Vietnam team paid close attention to the
restructuring of Vietnam’s health system and roll out of SHI. While
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outcomes including infectious
and non-infectious morbidity.

supporting case finding and linkage activities, the team has
ensured the monitoring and reporting of morbidity and mortality
outcomes, including infectious and noninfectious morbidity. These
sentinel events will be captured in the case surveillance system.

16) Scale-up of case
surveillance and unique
identifiers for patients across all
sites.

On-going. PEPFAR Vietnam is supporting GVN to build a robust
case surveillance system in line with international standards on
data quality, confidentiality, and use of unique identifiers- with
expansion to 15 provinces by the end of COP22. PEPFAR Vietnam
will ensure all relevant data streams are interoperable and
harmonized with CS. Case surveillance will be deployed for public
health cluster response and data-to-care purposes.

Vietnam —Specific Technical
Directives (PLL)

Status

Overall

1. While many MPRs have been
completed, site-level
implementation should continue
to be monitored with a CQI
approach, particularly in cases
where COVID19 and associated
lockdowns may have impacted
implementation.

PEPFAR Vietnam programming aligns closely with CQI principles,
which are applied through multiple approaches and mechanisms:

e HIVQUAL and PrEPQual indicators are used in PEPFAR
sites to identify program gaps for remediation

e Clinical mentoring to PEPFAR sites includes CQI

e S&D QI Community Advisory Boards use CQI approaches
for site level improvements for stigma elimination, scale up
of person-centered service delivery, and provision of
COVID or other health system disruption (e.g. unstable
ARV supply) relief support.

e C2P community-facility linkage model incorporates client
feedback and program data as a core component for site
level improvement. C2P was also deployed to provide site
level relief and support during COVID response and other
health system disruptions (e.g. unstable ARV supply).

e Program Quality Management (PQM) platform and other
data systems track key program indicators for real-time
response (ex. also PDMA).

2. To support sustainable health
systems while transitioning to
increasing technical, managerial
and financial ownership by the
Government of Vietnam (GVN),
PEPFAR Vietnam should
continue to capacitate Ministry
of Health, the private sector,
and indigenous community-
based organizations, with a
focus on increasing the quality
of public sector HIV service
delivery across the full cascade
and expanding key population-
integrated primary healthcare
models.

A key cornerstone of PEPFAR Vietham COP22 strategy is
sustaining HIV impact through indigenous technical leadership
within the GVN, public and private sectors and community-based
organizations. Initiatives that support GVN capacity include clinical
technical assistance focused on biomedical innovation at the
central level; national coordination of public health cluster response
with complementary provincial and community responses; and
scaling up HIV provincial technical teams in high-burden, high-
needs provinces to provide expert assistance to sites providing
clinical HIV services. In COP22, social contracting and private
sector engagement expansion will create opportunities for
indigenous community organizations and KP-led service providers
to collaborate and work with public sector health providers to
ensure ethical, person-centered services.

3. PEPFAR Vietnam should
continue to support the
Government of Vietnam’s
resilient and capacitated country
public health system,
specifically: to support MoH and
indigenous community
organizations, including those

As Vietnam progresses towards HIV epidemic control, VAAC/MOH
will lead a public health cluster approach to identify, characterize,
and interrupt time-space clusters of HIV throughout the country.
VAAC will ensure that provincial responses are adequately
resourced technically, and financially through deployment of
technical expertise and coordination of existing local resources for
HIV. In COP22, leading indigenous community organizations will
also be formally activated to respond to PHCR alerts and provincial
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which are KP-led, to effectively
respond in geographic areas
where case surveillance
observes active HIV
transmission, e.g., through
signals such as time-space
clusters of recent cases. This
support should be funded
through mechanisms that allow
for nimble responses not limited
to the 11 current DSD supported
PEPFAR provinces.

responses through close coordination and engagement with the
VAAC and the HIV system at national and provincial levels.
PEPFAR Vietnam will ensure technical integrity and sufficient
deployment of resources for time-bound responses in non-PEPFAR
provinces sending PHCR alerts.

4. To continue progress made,
the team should focus on
increasing Government of
Vietnam funding for HIV
prevention service delivery,
including HTS and PrEP, which
could occur through the
expansion of the benefits
package in SHI and/or
increasing domestic government
resources by creating a budget
line item for HIV prevention
services and social contracting
of local CBOs that provide these
services.

Sustainable financing for HIV prevention is the priority of PEPFAR
Vietham. In 2021, PEPFAR Vietnam successfully advocated for
the pilot implementation of the Social Contracting in 7 provinces
as the foundation and pathway to sustain case finding provided by
CBOs. PEPFAR VN was also successful in gaining the approval
of the GVN to revise policies to allow local CBOs to provide and
generate income from HIV testing services. In COP22, PEPFAR
VN will accelerate this work by scaling social contracting for case
finding in 2-3 additional PEPFAR supported provinces. In addition,
we will work for domestic resources to support community-based
and self-testing; innovative PrEP service delivery models in the
private sector; and leverage provincial budgets for a co-pay PrEP
model that ensures access regardless of income level. Also, we
will continue to advocate to GVN to extend the preventive
medicine package to include key HIV prevention interventions
e.g., PrEP and HIV testing in the upcoming revision and update of
the new Social Health Insurance Law.

5. Key populations, especially
MSM, continue to face barriers
such as stigma and
discrimination when attempting
to access HIV prevention and
treatment services, particularly
in the public sector. To be
aligned with COP22 guidance to
build the strength of KP-led
service delivery and to improve
the long-term friendliness of all
facility and community staff
throughout Vietnam. Specific
activities relevant to Vietham
are: revising/scaling gender and
sexual diversity (GSD) training
required for all PEPFAR staff
and PEPFAR IPs; scale
trainings and other interventions
that support KP competent
client-centered services in all
facility and community
healthcare settings serving KPs;
fund organizational capacity
strengthening for KP-led CSOs
— financial reporting,

PEPFAR Vietnam is committed to scaling up effective models for
friendly service provision in public and KP-led settings. In COP22,
PEPFAR Vietnam will scale up the Community Advisory Boards
(CAB) and C2P models, One-Stop Shops, and other diversified
service delivery initiatives to ensure KP-competent care and
standards and promote KP leadership. Flagship KP community
partners will develop person-centered codes of conduct and
checklists to confirm friendliness of HIV health providers. A HCW
policy for additional incentives for HIV service provision will be
revised to be tied to KP-competent skills and affirmations of stigma-
free and friendly care. A KP health literacy network will be
established to foster community-to-community technical support,
collaboration, and organizational capacity strengthening.

Page 69



management, governance,
including strategic information,
reporting and usage; and invest
in KP leaders as public health
professionals.

6. VLC for KPs in FY21 was
42% (though significantly
impacted by COVID), with high
VLS at 99%. The Vietnam team
should continue to focus efforts
on ensuring KPs are accessing
VL testing, and that IPs are
reporting KP disaggregates with
MER PVLS results.

As of March 2022, 67% of ART clients at PEPFAR sites have
accessed viral load testing, with 98.6% viral suppression, indicating
recovery of viral load testing access. Current challenges to viral
load testing, monitoring, and reaching viral load suppression are
related to access to testing and to ARV medications. COVID
waves have disrupted the availability of routine viral load testing
due to lockdowns and restrictions. Testing pauses occurred during
the last 18 months and may continue to be disruptive in COP22.
COVID lockdowns and unstable ARV supply also affected client
ability to routinely access ARV drugs, including current regimens
and for multi-month dispensing, as well as prompted migration of
ART clients to their home provinces. Mitigation strategies are in
place to understand and address those who are unable to access
VL testing, with initial data analysis showing that the majority are
males aged 25-49 years. Outside of PEPFAR, more work needs to
be done by GVN and stakeholders, including PEPFAR, to ensure
universal viral load access and to address gaps in testing and VL
suppression in Global Fund and non-donor provinces (the other
50% of the HIV epidemic).

HIV Prevention Services

1. PrEP for KP and AGYW: In
COP 2022, PreP should
continue to be scaled up with a
focus on ensuring policy and
programmatic access to PrEP
for higher incidence populations.
Populations prioritized for PrEP
should be tailored to Vietham’s
epidemic context with a focus
on Key Populations (including
sex workers, men who have sex
with men, transgender people,
people in prisons and other
closed settings, people who
inject drugs), and other
identified higher-incidence
populations.

KPs -- especially adolescent and young MSM -- are the targeted
groups of the PEPFAR Vietnam PrEP program. Based on our MER
data, MSM accounts for more than 80% of our PrEP clients. Our
PrEP program mainly serves the MSM between 20-29 years and
we see gaps in younger MSM under 20 and TGW. In COP22, we
will address these gaps by tailoring attractive PrEP campaigns with
evocative messages targeting hidden adolescent and young
MSM/TGW in schools, universities and industrial zones to
normalize PrEP use. We also will scale the effective One-Stop
Shop (OSS) model from 26 in COP21 to 36 in COP22 to provide a
comprehensive service package to increase PrEP uptake and meet
the needs of these populations. PEPFAR will continue dismantling
PreEP stigma through community-led collaborations and will build on
in-country formative work done in COP21 to advocate for long -
acting agents known to be of interest to MSM in Vietnam.

2. PEPFAR/Vietnam should
continue to be a leader in PrEP
programmatic innovations, and
explore additional differentiated
service delivery models for PrEP
in COP22 that strengthen
community partner capacity to
deliver PrEP, ensuring quality
control standards and
compliance in line with updated
national guidelines (e.g., online
and mobile PrEP), while also
advancing the WHO KP
guidelines and PEPFAR’s

PEPFAR Vietnam will continue to be a leader in PrEP
programmatic innovations. In COP22, besides scaling OSS,
mobile-, tele- and pharmacy-based PrEP, we will help the VAAC to
scale tele-PrEP for PrEP initiation. This was just approved by the
GVN for pilot implementation in March 2022, as this model is
currently approved for continuation visits. Furthermore, we will
build off our initial successes with mailing ARVs during COVID
disruptions and work with GVN to codify decentralized drug
distribution outside the facility by providing TA on national
guidelines. We will continue to advocate for enabling long-acting
injectable PrEP (CAB-LA) to be piloted and registered into VN's
markets. PEPFAR supported national PREPQUALT guidelines
approval in COP21, and in COP22 we will continue working to
ensure sites are implementing best practices. All these innovative
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principles for building local KP
community and CBO ownership,
implementation, and
sustainability in the response.
We applaud the innovations in
Vietnam to date, particularly
during the COVID-19 pandemic,
including through the use of
telehealth and virtual platforms
for service delivery, and
increased service delivery in the
community to make PrEP
accessible to clients.
PEPFAR/Vietnam should make
sure they are working on the
policies to enable new PrEP
delivery models (e.g.,
injectables) available.

PreP delivery models will help us to achieve provision of quality
PrEP services for 18,000 new clients and ensure almost 16,000
clients remain on PrEP by Q4 FY2023.

Other Government Policy, Systems, or Programming Changes Needed

1. Structural barriers for KP:
COP22 plans should prioritize
and take specific steps to
address the structural barriers
that impede scale up of KP-led
and KP-competent differentiated
HIV services, as well as the lack
of robust data to guide key
populations programming. To
strengthen strategic information
to guide KP responses, plans
may include efforts to
strengthen individual level data
systems and analyses and
address gaps in subnational
data. Addressing structural
barriers should entail improving
the enabling environment for
HIV service delivery; mitigating
harmful policy and social nhorms
that fuel stigma, discrimination
and violence faced by key
populations; strengthening the
capacity of key populations
organizations; and
strengthening the KP
competency of HIV service
providers. PEPFAR teams
should ensure they are
coordinating strategically with
relevant State and U.S.
government units (e.g., DRL),
partner government, multilateral,
and other donor funding
streams and institutions. As part
of the new COP 22 MPR,
PEPFAR teams will be expected

Through consultations with community stakeholders, we identified 4
primary barriers that KP face: S&D, intersectional needs, COVID
impact (health, economic, employment, movement), and limited KP
engagement. To address these structural barriers, PEPFAR VN is
scaling up a range of KP-focused interventions.

For stigma, we will continue to implement facility QI, work with KP
networks to identify a range of effective community-level
interventions, and continue targeted public health campaigns
promoting biomedical (PrEP, U=U, Status Neutral) messages to
address HIV-related stigma.

To address intersectional needs, PEPFAR VN will scale up One—
Stop Shops to offer a range of services including mental wellness
and other sexual health needs. We are also working to scale up
person-centered care and holistic services in both private and
public sectors, including supporting policies to accredit HCWs with
KP-competent skills and an enabling environment that promotes
equitable service delivery.

To mitigate COVID-19 negative impacts on the economic and
social well-being of key populations affected by HIV, we will
continue to promote and institutionalize flexible health services that
meet KP needs where they are, including tele-health & tele-
medicine, with decentralized drug dispensing, catalyze social
contracting for sustainable financing for community organizations
that provide services to key populations, and expand diversified
care models.

Finally, for limited KP engagement, we will scale up innovations
that promote KP-leadership in public and private health sectors,
including CABs, Community Scorecards, C2P, social contracting
and private sector expansion. We will empower KP communities
and service providers through a health literacy & KP learning
network, and finally, ensure that CLM plays a central role in
empowering KPs to monitor KP-friendly health service provision.
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to describe and present their
approach to improving KP data
and addressing barriers to
accelerated KP-centered HIV
services during COP22 planning
meetings

2. Continue to invest in
differentiated, client-centered
ways to reach the highest risk
MSM through STI screening and
treatment, social network testing
through digital platforms,
including client segmentation to
target more hidden MSM, such
as older MSM in the NEZ, using
SNS and HIVST to supplement
Index testing of MSM partners;
and PrEP demand creation,
including new agents such as
long-acting injectables which
has been documented to be of
interest to younger MSM. Be
sure to offer Safe and Ethical
Index testing to all newly
diagnosed PLHIV as well as
those with unsuppressed viral
loads.

Adolescent and young MSM/TGW under 25 years is our priority in
COP22. We will continue to explore and use multiple popular
social media channels, employ innovative case finding
approaches, and create demand for key related services such as
syphilis/HIV testing with duo test, ED & daily PrEP or nPEP, CAB-
LA when it is available, mental health support, substance
use/chemsex counseling, hormone counseling, and other health
related services. We will scale self-testing for PrEP monitoring.
We will make sure that 100% of our supported HIV testing sites
remain compliant with and offer Safe and Ethical Index Testing to
all newly diagnosed PLHIV as well as those with unsuppressed
viral loads. These requirements will be enhanced with updated
trainings in addressing IPV and providing trauma-informed care,
and services will be reviewed bi-annually via a CQI approach.

3. Continue to work with the
GVN to create an enabling
environment for indigenous
community-based organizations
to become social enterprise
organizations, to participate as
appropriate in SHI
reimbursement, and to enable
the overall social contracting
roadmap.

Community-based organizations are the backbone of the National
HIV response. PEPFAR Vietnam has built the capacity of CBOs for
more than a decade. The important role of community
organizations have been recognized by the GVN in the revised
AIDS Law, National Strategy to End AIDS by 2030, and especially
in the new Social Contracting road-map, which PEPFAR is
providing technical and financial support to GVN to pilot and test
using GVN mechanisms and cost norms to fund CBOs to deliver
HIV services. In COP22, PEPFAR VN will accelerate these
successes hy scaling social contracting in 2-3 additional PEPFAR
supported provinces and to develop and institutionalize capacity
building strategies, tools and training materials to support CBOs to
become social enterprises (SEs) and be ready and eligible to bid
for GVN funds. In addition, PEPFAR VN will continue to strengthen
the capacity of mature SEs to become independent businesses that
can operate KP-led clinics and tap in different funding resources
from other social impact investors. In collaboration with the VAAC,
PEPFAR VN will also expand and institutionalize community
support packages that can be delivered in the community and by
the community.
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APPENDIX E — Assessing Progress towards Sustainable

Control of the HIV/AIDS Epidemic

Alignment of Sustainability Goals and PEPFAR Investments

E.1.1: SID Element Scores Over Time

SID
Sum of SIDweighted_answer Ad Score Over
Domain SID Element v FY2017 FY2019 FY2021 Time

1. Planning and Coordination Score: N —
Governance, 2. Policies and Governance Score: 5.75 B
Leadership & 3. Civil Society Engagement Score: 4.04 ™

Accountability 4. Private Sector Engagement Score: 6.14
S. Public Access to Information Score: 5.00 > i

6. Service Delivery Score:

7. Health Workforce Score:

8. Commodity Security and Supply Chain Score:
S. Quality Management Score:

10. Laboratory Score:

National Health System
& Service Delivery

Strategic Financing& 11. Domestic Resource Mobilization Score:
MarketOpenness  12. Technical and Allocative Efficiencies Score:
13. Market Openness Score:
14, Epidemiological and Health data Score:
15. Financial/Expenditure data Score:
Strategic Information  16. Performance Data Score:
17. Data for Decision-Making Ecosystem Score:

SID element scoring criteria _ 3.50-6.99 7.0

E.1.1 Above-Site Expenditures by Sub-Program Area Over Time
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E.1.1 Above-Site Investments (Table 6) by SID Score

SID Scores Reported in Table 6 Above Site Activities and Budget Reported in Table 6
SID Score COP20
Domain Element 2017 2019 2021 SID et Element Activities
1. Planning and Coordination Score: lanning and Coordination 1 15178500
2. Policies and Governance Score: 575 638 6.33 Policies and Governance 1 300,000
L ip & ility 3. Civil Society Engagement Score: 408 425 5.08 Civil Society Engagement 3 £8390,000
4. Private Sector Engagement Score: 614 6991789 Public Access to Information 2 s300,000
S. Public Access to Information Score: 6.11 Service Delivery 8 [ES586,100
6. Service Delivery Score: 6.85 Human Resources for Health 7 BS1043,555
National Health System & Servi 7. Health Workforce Score: 5| Commodity Security and Supply Chain 3 5230,000
Delivery 8. Commodity Security and Supply Chain Score: Quality Management 1 1 S!QS,OOO
9. Quality Management Score: Laboratory 7 iSas5,8%0
10. Laboratory Score: | Domestic Resource Mobilization 2 $46,619
11. Domestic Resource Mobilization Score: ) Technical and Allocative Efficiencies 1 [5320,000
Strategic Financing & Market Openness 12 Technical and Allocative Efficiencies Score: Market Openness 2 £5360,000
13. Market Openness Score: Epidemiological and Health Data 15 | |
14. Epidemiological and Heaith data Score: erformance Data 5 S583,603

15. Financial/Expenditure data Score:

Strategic Information 16. Performance Data Score:

17. Data for Decision-Making Ecosystem Score:

Figure E.1.2. Percent Primary Responsibility Ratings from Responsibility Matrix

E.1.2 Responsibility for Above-Site by Stakeholder (v.1)

HIV/AIDS Responsibility Matrix Legend

Country:

ary

toelement

Epidemic Type: Secondary responsibility for element [i.e., doesn't lead, but offers substantial level of support)
Income Level (source WBG): Nominal-C is effort, but offers a nominal level of support
None-No respansibility/level of support
Not applicable to this OU
FUNCTIONAL DIMENSIONS
SERVICE DELIVERY® NON-SERVICE DELIVERY ASSISTANCE® STRATEGY FORMULATION AND PLANNING®
Private PEPFAR & GWAF“M Private PEPFAR & GIDN;‘FW Private
FUNCTIONAL ELEMENTS Host Govt. Impl:rl:!m Implement Host Govt. Sector Imﬁ::\ent Implement Host Govt. Sector PEPFAR |Global Fund|
ers ers

Site-Level Programs (excl. Commodities and Health Workforce)

Care and Treatment (exci. ARV drugs)
Clinical
Laberatory (e.g., Lab monitering; Ol, EID, TB, CD4,
VL testing)

Community (e.g., Linkage, Retention, Adherence)
TE-HIV

HIV Testing Services

Facility-based Testing

Community-based Testing

Page 74



E.1.2 Responsibility for Above-Site by Stakeholder (v.2)

Tabulation of Responsibility Matrix Responses 2021*

Host Govt.
Functional Element Primary
Total across elements
Above Site (Systems) Programs [ .y
Commodities ] 37
Health Workforce | | 24
Program Management 0

Site-Level Programs (excl. Commodities and Health Workforc T =5

*Host country did not provide a Responsibility Matrix for 2021

Host Government Responsibility PEPFAR Responsibility

W Primary W Secondary W Nominal or NA W Primary W Secondary W Nominal or NA

[ Primar g m_
| _
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Trajectory of Service Delivery, Commodities, Non-Service Delivery, Above Site Program,
and Program Management Expenditures and Country’s Status of Achieving HIV/AIDS
Epidemic Control:

E.1.3 Total Expenditures by Interaction Type Over Time

Interaction Type EXPENDITURE TREND e,l:mm
Agency: All] | OU: Vietnam | Country: All

Country
All

$30M
Fiscal Year
Al

$25M

$20M

e
2
£
<
g’ $15M
$10M
$5M
SOM
2018 2019 2020 2021
[ Above Site W rM Site-level Service Delivery
B Commodities W Site-level Non Service Delivery

HRH Remuneration by Site/Above Site & Service Delivery/Non-Service Delivery:

Figure E.1.4. Remuneration by Site/Above Site & Service Delivery/Non-Service Delivery

Remuneration by Site/Above Site & Service Delivery/Non-Service Delivery
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2. Areas for Transition

Three areas that could be considered “low hanging” fruit for GVN to take on include:

a)

b)

Financial responsibility including co-pays for ART and VL and support for prevention
(e.g., PrEP and HIV test kits). In COP21, PEPFAR maintained minimal support for ARV
co-pays whereas in COP22, treatment cost norms no longer contain this component,
transferring support completely to provincial governments. Risks may include delay in
provincial government support and/or client drop out. PEPFAR is prepared to mitigate
these risks by providing site and provincial level TA on supporting ARV co-pays. In
addition, PEPFAR will continue monitoring pertinent MER indicators (e.g., TX ML, IIT)
closely, with timely responses should a signal indicating loss to follow up at the site level
be raised. PEPFAR supports a total market approach to prevention commodities
including PrEP; the transition roadmap indicates a stepwise transition down to 20%
donor support by 2026, with the gap being partially filled by SHI.

PHCR. As discussed above in detail, PHCR is a locally-owned approach. In COP22,
PEPFAR will institutionalize recency-driven PHCR as CS is being expanded,
operationalizing monitoring and evaluation and updating national SOPs based on initial
experiences in COP21. Updated SOPs will contain detailed implementation guidance;
coupled with on-going PEPFAR technical assistance and PHCR field experiences in
COP21 and 22, GVN will take an increasing leadership role in all phases of the response
— from real-time data collection and monitoring to programmatic response, stakeholder
and community coordination, and, finally, evaluation and close-out — with a lighter touch
from PEPFAR moving forward.

TB/HIV. PEPFAR ceased procuring TB commaodities in COP21. For the first time, GVN
has committed to covering INH for TPT starting in July 2022. Using data from a PEPFAR
supported in-country demonstration of 3HP — a shorter, person-centered TPT regimen —
PEPFAR will advocate for inclusion of this regimen in SHI. Anticipating that SHI
approvals may take time to process (e.g., possibly FY26), PEPFAR will mitigate the risk
of treatment interruption by working closely with GF to procure sufficient 3HP to close
the gap until SHI financing is available.

3. Engagement with Partner Country Governments in COP22 to Ensure Sustainability of
Core Elements of the HIV Response

Key areas on which PEPFAR is planning to engage with the GVN in COP22 to help achieve
sustainable epidemic control include:

a)

b)

ARV supply chain. PEPFAR is committed to supporting the GVN to mitigate treatment
interruption or regimen switches due to stock outs. Fundamental to the technical
assistance is coordination with multiple stakeholders (VAAC, DAV, NDCPC, DPF and
VSS) and revision of key policies. An early warning system for potential ARV stock-outs
will be adopted, in which PEPFAR, VAAC, drug supply partners, and other stakeholders
will proactively meet monthly or more to communicate on ARV supply status, drug
dispensing/SHI reimbursements, and drug management/consumption.

Financing and growing local community organizations. PEPFAR remains committed to
increasing the role of local organizations in the HIV response. To improve financing for
CBOs, PEPFAR is supporting the VAAC and provincial governments to scale up social
contracting in COP22, with full implementation using a policy framework anticipated in
2025. Key steps in COP21 and 22 towards this goal include finalizing pilot models and
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policies along with ongoing capacity building of both provincial governments and CBOs.
By 2024, the GVN will be increasingly financing social contracts, with PEPFAR TA.
Alongside social contracting, PEPFAR will prioritize CBO development into social
enterprises. Key technical assistance components include strengthening technical and
business skills — including partnership building — and diversifying the portfolio to
maximize income potential.

c) Sustainable financing for PrEP services. PEPFAR remains committed to supporting a
multi-pronged approach to PrEP sustainability which includes advocacy for inclusion of
PrEP into SHI and supporting the GVN to develop and pilot the public co-pay model to
leverage the provincial budget to cover for PrEP services. In addition, PEPFAR Vietnam
will scale innovative and differentiated PrEP service delivery models in KP-led and
private clinics targeting clients who are willing to pay for PrEP services.

4. Agreements and plans on Data Use and Sharing and Quality control (including Central
Support reporting). PEPFAR does not assign central support to SNUs. The GVN owns data in
health information systems, the expanding CS system, and HIV sentinel surveillance, including
patient-level MER data. Data use and sharing will be per GVN regulations; PEPFAR does not
have routine access to any protected health information. Existing agreements (e.g., CS protocol,
IP agreements) allow for sharing of de-identified aggregate data with PEPFAR for monitoring
purposes. Most key sentinel data are available in different sustainable information systems that
are hosted and operated by GVN such as the National Social Health Insurance system, national
census data system, etc. The country team is working with relevant GVN stakeholders to
achieve the HIV data sharing agreement. For other studies outlined in SRE, data sharing
agreements are outlined in respective protocols, though PEPFAR makes every effort for local
ownership of data in funded scientific endeavors.

Page 78



