HIV/TB/ Malaria Global priorities — MSF recommendations for

%
P Feimane priorities in the Global Fund funding application process (GC8)

The new grant making for the Global Fund (GF) grants (2027-2029) process is starting in countries where MSF has
HIV, TB and/or Malaria- activities/projects, and it is a crucial opportunity to engage, share our analysis of the gaps,
share our experience and advocate for interventions that we know benefit to patients and communities (beyond of
those MSF is treating) — this is when our voice really matters and can make a difference

This is very context specific, however there are common concerns/ priorities across all countries, and topics that are
priorities for MSF advocacy at international level.

The objective of this document is to summarize the main priorities that MSF has committed to and to support the
MSF country teams in their engagement with stakeholders and civil society when working on the GF funding request.

Please don’t hesitate to contact your HIV, TB and/or Malaria referent to discuss how those global priorities
can/should be adapted to your context and what to prioritize among priorities if difficult choices must be taken.

Tess Hewett (tess.hewett@brussels.msf.org), GF liaison and Stéphanie Dreze (stephanie.dreze@brussels.msf.org),
HIV/TB advocacy coordinator are also available for support during this important window of opportunity for MSF.
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What can be included in the funding request?
Commodities yes but ALSO:

- strategies and the means to implement the interventions, such as workshop/meetings to update national
guidelines and protocols, dissemination of new guidelines, training of the staff to implement new protocol or
new models of care, development of new differentiated models of care

- HR (to a certain extent — more top ups than salaries)

- logistical means (such as motorbike for VL/EID transportation)

- constructions (warehouses, renovation of labs, etc.)

- community interventions (Community Led Monitoring - CLM, psychosocial support, etc.),

- M&E (including surveys to monitor antimicrobial resistance, AMR for example), etc.

Also pay attention to (and actively inform) the quantification of the needs regarding commaodities, as we noticed a
lot of mistakes during the quantification process (that are difficult to catch up afterwards).

Ways to engage in the process
The Global Fund funding application process is being built on a collaborative process where all stakeholders are
invited to review the results of the country and work on the next proposal. If you wish to engage:

Contact Global Fund (GF) Country Coordinating Mechanism (CCM), National program or the Primary
Recipient (PR) of GF to be aware of the meetings where priorities will be discussed (including review of
National Strategic Plans)

Define your wish list, considering the context, the current gaps/bottlenecks and the available allocation of
funds. To support your asks, present data from your project, share documentation on the models, etc.
Discuss your asks with partners (MoH, CSO, other partners involved in the response) to see if you can have

allies for some asks

® Consider sending a letter (to the CCM, the National programs and the GF country team) summarizing your
asks and the data supporting it

® Participate in meetings and workshops to support writing the proposal of GF funding request

Participate in the quantification exercise for the commodities

Organize a bilateral meeting with the GF consultants that are supporting the process of application (and are
writing the documents)

Even if you don’t want to fully participate in meetings and the writing exercise, defining your asks and share it
through a letter and through a few strategic bilateral meetings might already be enough to be considered.



Prioritization of funding: GF allocation & Prioritized Above Allocation Request (PAAR)

The 8™ replenishment of USD 12,6 billion, aka not the USD 18 billion asked meaning cuts and that 2027-2029 grants
might be too small to include every intervention. Choices will have therefore to be made between equally
important interventions.

However, in the Prioritized Above Allocation Request (PAAR) countries can list all the activities that they consider
important but fall outside of the available budget. Those activities will be reviewed by the Technical Review Panel
(TRP) of GF together with the funding request. If the activities are considered quality ones, it will be placed in a
register called Unfunded Quality Demand (UQD). The activities listed in the UQD register can be funded afterwards
through additional funding GF may receive from donors (pledging outside of the replenishment) or savings done
for instance.

In addition, the PAAR is a crucial tool for countries to make gaps visible and fund it a bit later. A gap not mentioned is
a gap that will disappear from the radar, with all the consequences it can have for people in need of HIV, TB or
Malaria care and communities.

A key Global Funds strategy to work with less money? - Integration

Considering the GF decrease in funds (USD 12,6 billion compared with + USD 15 billion for the previous cycle), and
the significant decrease in other funding for HIV, TB and malaria and the reduced partner landscape, the Global Fund
strategy is to focus on:

- the integration of services for HIV, TB and Malaria into Primary health care (PHC),

- integration of community systems

- integration of health systems (HRH, Lab systems, Health information systems, supply chain, health
financing) is one of the major focuses for GC8.

Integration can bring opportunities to improve people-centered approach and health outcomes in a cost-effective
way, but it also presents massive risks, specifically for quality of care and equitable access to services (as
integrated models may (un)intentionally exclude or underserve marginalized populations) if integrated programs
are not well resourced and planned taking into account all population groups.

What to look out for - Specific attention points for MSF teams:

- Plans for integration of HIV, TB and Malaria services into PHC should include investments to ensure quality of
services and equitable access via:

o Definition of patient’s flow

o Training of the staff (not only about the 3 diseases but also about confidentiality, ethics and non-
discrimination)

o Sufficient means for supervision

o Definition of indicators to measure quality and equity — including independent assessment to be
done through community-led monitoring

o Definition of the package of care beyond the 3 diseases. Are NCDs (HTA, DM) addressed alongside
HIV and TB care? Who is funding non-HIV/TB commodities?

o0 Use of tools to identify the needs of specific population groups (e.g. sexual risk assessment tool* for
adolescents and key populations)

1 See five-ps-taking-sexual-history-checklist.pdf and Zim MOH RA full.pdf
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- Integration of community systems is a twofold vision: Firstly, integration of the 3 diseases in existing
community systems and secondly integration of the community systems into the MoH system for
sustainability purposes (mainly through social contracting). It will be important to ensure:

o A real planning and sufficient investment for integration of additional activities/diseases in
existing systems (like CHW), including training, supervision, referral pathways to PHC, logistical
support for accessing commodities, indicators to be included in the CLM

- Ifintegration in the national system is a longer-term strategy, marginalized/criminalized/excluded
populations may not be included in the Government vision/plans. That’s why, according to the context, we
need to ensure that Global Fund continues to support directly civil society organizations and community-
led/-based organizations that can play a role in supporting access to care to
marginalized/criminalized/excluded populations and highlighting needs and applicable responses. These
organizations are vital for direct provision of care, health education and promotion, screening/diagnosis and
referral for linkage to care, navigating health care system... amongst others.

- Integration of Health systems will probably be mostly discussed in the Health System Strengthening (referred
to as Resilient and Sustainable Health and Community Systems - RHSS) part. This is not new, but now it’s a
priority. We need to make sure that the decisions will bring added value to the response of the 3 diseases
(and beyond), risks clearly defined, and mitigation strategies included.
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MSF wish list — (to amend according to your context) for each disease

This is a full wish list of clinical and programmatic topics that MSF thinks should be considered in HIV programs -not
everything below will make senses for your contexts - An exercise of prioritization guided by the country,
epidemiological data, epidemic control and funding situation should be done by each program. As mentioned above,
please contact your referents to discuss choices according to your context.

HIV

HIV treatment, care and support

HIV treatment and differentiated service delivery
0 Top priorities
= Safeguarding the current ART cohort (ensuring that people on ART continue adherence to their
treatment and are virologically suppressed is also the major prevention tool).
= Expansion of the cohort in countries is still far from 95-95-95(targets for new cases diagnosed)
= |dentifying the elements of the cascade that are not performing, the age groups and/or the
population groups (e.g. KP hotspots) that have a poorer cascade
o Ensure retention and design/plan re-engagement with care strategies
= Use of adapted service delivery and adherence support models tailored to reach those most in need
(including vulnerable adolescent girls and young women, youth and men) - for example, dedicated
community-based services to specific population groups, peer-led services, device-based reminders,
digital health promotion and adherence tools, integrated packages of care such as HIV/SRH/STIs, etc.
= Re-engagement activities for people who are disengaged from care should include the screening of
Advanced HIV Disease (AHD) (CD4, TB-LAM and CrAg) in primary health care.
= |n context of emergencies, re-engagement strategies should be included in the community
interventions led by lay staff/peers/community health workers.
=  Status disclosure to children as part of care: See the specific section on pediatric and adolescent
care below for details.



MSF and other stakeholders have contributed to the development and scale up of many
differentiated service delivery (DSD) models that have been adopted in many countries and part of
international WHO recommendations (WHO 2021). However, implementation is still a challenge in
many countries and for many population groups (e.g. children). It is important to advocate for more
DSD and reflection around the current implementation bottlenecks. It is important to make sure that
the funding request will include the expansion of DSD to simplify access to treatment for people.
Use resource-sparing dispensing and pick-up models where possible, e.g., quick pick-up points
Consider multi-month dispensing (at least 3 months and where feasible, six months), community

ART delivery, peer-led models where feasible
.fl\\
@’Important point for Multi Month Dispensing (MMD): There are many difficulties in the

implementation of 6MD in many contexts, due to the issues of supply chain. This should be
one of the priorities, with dedicated resources foreseen to overcome the problems we see
(training of staff in charge of orders, distribution, follow-up of commodities) and a clear
follow-up for National programs/PR (indicators) and independent monitoring done by CSO
through ‘observatories’ (CLM).
NB: Besides differentiated models of care for patients stable on treatment that benefit on less
frequent consultations and drug dispensing for longer periods and closer to home, there is also
develop and promote differentiated delivery of care models for patients with specific needs, such as
patients with Advanced HIV disease.
Measures to maintain key and/or vulnerable populations (KVPs) on treatment (in context of poor
treatment outcomes/loss to follow-up), including maintaining safety and security, peer-based
support for treatment continuation and advocacy.
/™

/N In case of decision to integrate friendly-KP health centers into general population HIV

services and/or HIV services into general health services, co-design the model and patient
circuit with KP & PLHIV representatives, make sure dedicated effort is being made on
sensitization and training of the staff to avoid stigma and discrimination, include peers
support in the Health Facility and implement Community-Led Monitoring to have data on
potential issues. Consider proactive integration of services and one-stop consultations that
address the identified needs of the community such as SRH, HIV, contraception and/or STI
care.

DSD for adolescents (e.g. adolescents clubs) and peer-support and peer-led initiatives are strategies
to involve youth and improve their adherence. Adolescent-centered initiatives to involve
Adolescents and Young Women are key, to strengthen prevention and reduce new infections

o Pediatric HIV care

pALD in Children. Fixed dose combination available and included in the WHO guidelines and
currently being implemented by some countries but not universal.

Strengthening the implementation of the pediatric AHD package (STOP AIDS, WHO 2020), which is
part of the recommendations of WHO AHD care but poorly implemented.

Diagnosis and management of advanced HIV disease

(0]

Ensure and support implementation of the WHO AHD guidelines 2026 with updated and clear
recommendations on the use and criteria for CD4 (as a tool to identify AHD).

Enhance the implementation of AHD screening package (incl. CD4, serum CrAg and TB-LAM LFA),
prevention & referral/treatment package (in all levels of health care but to strengthen
implementation at PHC level, and beyond, in the community):

= How?
v If not included yet in national guidelines, make sure budget line is foreseen within
GF grant to organize workshops to review guidelines/protocols
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v" Dissemination strategy: diffusion of guidelines + training of health staff
v Quantification of commodities and roll-out plan (+monitoring of roll-out)
v" Apply or pilot models of detection and/or rapid treatment
= Consider engaging with community/CBOs/CHW for the periodical post-hospitalization follow
up of patients with AHD.
= Enhance prevention strategies that will reduce incidence of Ols — for example, Fluconazole
primary prevention of CM.
= Cotrimoxazole: plan discontinuation once people have been on ART for 12 months and, if
possible, after confirming CD4>200.

0 On AHD at hospital level (IPD), programs should ensure access to commodities, free care and
training/mentoring of staff, importance of referral systems and systems for follow-up of discharged
patients in PHC/community. New AHD recommendations emphasize the need of post-hospitalization
follow up given high rates of post-hospitalization mortality. Role of community for:

= Support/follow-up of patients after hospital discharge when mortality rates are especially
high.

= Community Led Monitoring (CLM)/Observatories: monitoring of availability of AHD services,
free care, discrimination/stigma, welcoming and friendly services... or issues that matter and
are important for the community.

0 AHD in children (STOP AIDS package, WHO 2020) is not well implemented; programs should ensure
that pediatric packages are not deprioritized. Pediatric recommendations should be included in
guidelines, job aids and training.

o CDA4: Visitect® is a semi-quantitative LFA-based POC test and currently the only option in the market
that supports decentralized CD4 testing. Visitect CD4 LFA testing can be conducted by trained frontline
health care workers (nurses, clinicians). However, task sharing/shifting to trained lay cadres is strongly
recommended due to the need to respect the precise timed multi-step testing process, as well as result
interpretation.

o Kaposi Sarcoma (KS) is a neglected AIDS-related cancer. MSF launched a report in 2022 to strengthen
the advocacy on access to care and treatment with chemotherapy: Paclitaxel or pegylated Liposomal
doxorubicin (PLD).

.fl\\
/N Access to Paclitaxel is cheaper than PLD

0 Sepsis, healthcare associated infections and AMR.
= |sthere a strategy in country? Is there access to blood culture to diagnose sepsis amongst
patients admitted in hospital with AHD? Sepsis and HAI are neglected causes of morbidity

amongst those patients.
.rl\\
PRAN It is important that programs protect access to Meropenem, Piper-Tazo and Vancomycin

in hospital settings (if not in the funding request, at least in the PAAR)

Integrated management of common co- infections and co- morbidities
o For co-morbidities, primarily focus on highly effective interventions that have proven to be cost-
effective and highly feasible to implement such as:

= Hep B vaccination at birth for all children regardless of access to testing for the mothers, as
part of the basic package for HIV/HBV/Syphilis Triple Elimination strategy.

=  Screening of cervical cancer AND roll out of HPV vaccination first for all girls 9yr and older
and following priority to all boys.

= Screening of TB for all PLHIV including access to molecular testing (Xpert or others)
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0 Hep C testing and treatment for people who inject drugs included in the harm re?/interventionst
(which include needles exchange, OST...). To be noted, GF is ready to fund Hep C treatment beyond
people with HIV co-infection. And the revised indications for Hep C testing and treatment include a
wider definition of vulnerable populations, beyond the classic key population groups such as sex
workers or MSM; it could e.g. include migrants or refugees too. Depending on your context, this could
be something to advocate for.

o0 Asintegration is one of the major focuses of GF for GC8 and countries are committed in this
direction, there might be opportunities to push for integration beyond the 3 diseases (even if GF
support remains within 3 diseases):

= [ntegration of NCD screening, diagnosis and care (hypertension and diabetes mainly) into
Differentiated service deliver for ART
e WHO recommends that all people with HIV are screened for cardiovascular risk
factors and that NCD care (highlighting diabetes and hypertension) should be
integrated into ART services and into existing DSD models for recipients of care
established on ART.
e We could therefore propose having screening, diagnosis and care of NCD (DM and
HTA) + ART + VL for all PLHIV over 40 years old
= Integration of SRH/STI/prevention for Adolescents girls and young women (AGYW) and
Adolescents boys and young men (ABYM) through SRH services including contraception,
STl screening, diagnosis and treatment, PrEP for HIVneg or ART care for HIVpos

Treatment monitoring — drug resistance & Viral load
N
o} -/J’Drug resistance surveillance is essential or if not possible, consider the introduction of algorithms

to identify PLWH at risk of developing drug resistance. In countries where it has been put on pause
during the de-allocation exercise, it is critical to resume in GC8.
= Need for access to genotyping to monitor resistance to DTG. In Moz, the introduction of
algorithms to identify people at risk of developing DR led to the identification of 89.5% of
DTG-R in people at high risk3
= Astrategy could be to consider identifying key strategic locations where it is important to
monitor DTG-DR and focus on them.
o See in AHD section for strategies to access blood culture
o0 Routine Viral Load should be done every year for all adults living with HIV and every 6 months for all
children living with HIV. In some countries, contingency plans may include using VL less frequently or in
a more targeted way than recommended by WHO - to economize in the context of severe budget
constraints.

N

« N ifitis the case, make sure it will be supported by clear guidelines on how to better
target VL for people in need. Annual VL should be maintained for children and severely ill
people.

2 https://www.who.int/teams/global-hiv-hepatitis-and-stis-programmes/populations/people-who-inject-
drugs#:~:text=Harm%20reduction%20%E2%80%93%20including%20needle/syringe,combined%20and%20high%2Dcoverage%20
services.

3Ruano M, Flores A, Couto A, et al. Dolutegravir Resistance in Mozambique: Insights from a Programmatic HIV
Resistance Testing Intervention in a Highly Antiretroviral Therapy-Experienced Cohort. Infect Dis Rep. 2025 Sep
30;17(5):123. doi: 10.3390/idr17050123. PMID: 41148637; PMCID: PMC12562945.
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Pediatric & adolescents care

0

TB/HIV

Inclusion of pALD in national pediatric HIV recommendations and guidelines as per 2026
recommendations. Other formulations that are included in the updated guidelines are:

= ABC120/3TC60 double-score dispersible tablet (which will need to be administered in %

every other day or every day (depending on age)

Quantification and investment on national supply chain for availability of pALD and monitor progress in
implementation (through reporting done by PR/SR of GF)
Testing strategies in malnutrition wards, and in any sites dedicated to pediatric care (IPD, OPD,
vaccination services). In many settings HIV testing is recommended as opt-out strategy but is poorly
implemented.
Age-based status disclosure: Often national laws prevent disclosure of HIV status to minors, funding to
ensure specific focus is being given to remove those barriers (commitment of MoH to make this a
priority + money for consortium of CSO & actors — including MoH to change the law) can be included +
fund groups of exchange between parents that accepted to announce status and those who are
refusing. There is specific guidance available on disclosure (chapter 8), when and how to do it.
DSD for adolescents (e.g. adolescents clubs) and peer-support and peer-led initiatives are strategies to
involve youth and improve their adherence.
Dedicated initiatives to involve Adolescents and Young Women are key, to strengthen prevention and
reduce new infections.

o Screening: TB symptoms in every contact with health facility. TB screening using yearly X-ray if the
equipment is already available.

N
« N X-ray is a multidisease tool. It is therefore important to invest in the equipment where

not yet available

o Diagnosis: molecular diagnosis (e.g., GeneXpert, TrueNat) and LF-LAM in AHD

N
= '\ it should be used systematically for new diagnosed PLHIV, people with CD4<200 and
hospitalized PLHIV

o Systematic HIV testing for those with TB

o Insome contexts, a focus is needed to ensure the implementation of models that satisfy the needs of both
patients and health care workers such as one stop shop (both diseases followed by one health staff in the
same facility)

o Integration of TPT provision into DSD models for recipients of care established on ART

= L’Use of shorter TPT regimens (3 months of isoniazid/rifapentine once per week 3HP, 1
month of isoniazid/rifapentine daily 1HP or 3 months of Isoniazid/rifampicin daily 3HR) is
highly recommended as they are cost effective, have fewer side effects and higher
completion rate. Cost of rifapentine has plummeted, making these regimens cheaper.
Pyrixoxine should be added for PLHIV.

EMTCT (HIV/HBV/Syphilis Triple Elimination/Prevention approach)

(o}

Multiplex tests (Duo HIV/syphilis or HIV/Syphilis/HepB test) should be offered as part of routine
services for pregnant women and her partners/contacts; with appropriate linkage to the continuum for
HIV, hepatitis, STlIs. If newly introduced in the country, training of staff to use the test should be
foreseen (or at least, video made available for the staff to be able to use and read the results in a good
way). Single (individual) tests remain important and should continue to be offered as some multiplex
tests may not be appropriate for all individuals, for example, PLHIV and people with viral hepatitis.
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.fl\\
= '\ Consider community strategies for testing and retention (such as peer mothers) in

contexts where ANC attendance is low.

o Engaging dialog on Syphilis treatment can be useful to understand if the treatment is available at
national level (if not would GF pay for it?) and if there are some bottlenecks that could be overcome
through activities/strategies funded by GF

o Hep B vaccination at birth for all children regardless of access to testing for the mothers, as part of the
basic package for HIV/HBV/Syphilis Triple Elimination strategy. For more information on GAVI country
application for Hep B vaccination, see the MSF note

o All recommendations in “Treatment monitoring — drug resistance & Viral load” applies to pregnant
women. Consider that breastfeeding period is one of the more sensitive for disengagement and
adherence problems, with consequent transmission risk
Provision of PrEP in ANC and PNC
Provision of integrated family planning in ART services (WHO recommendations, 2021); is this
recommendation reflected jn national guidance? If not, opportunity to include it in the GF grant.

o Ensure one stop shop model for PMTCT (not existing in some contexts yet), with midwife following
pregnant woman in ANC from testing to follow-up of babies up to 18 months or exploring ways to
ensure follow up of HIV (HBV and syphilis) exposed babies.

o Importance of Early Infant Diagnosis (EID) availability strategy. This is a huge existing gap in the
PMTCT programs with low coverage and low access to EID and many HIV exposed babies not having
access to final confirmation of status.

. Q‘ In many contexts, access to PoC for EID/VL is very low although key for the follow-up.
This should be prioritized, as the overall objective is to reduce mortality
o Prophylaxis for HIV exposed newborn: updated recommendations in 2025 include the following
needs
A
= -5 NVP 50mg score dispersible tablets or NVP syrup 10mg/ml
= ABC120/3TC60 double-score dispersible tablet (which will need to be administered in %
every other day or every day (depending on age)
HIV testing

o Engaging lay providers for HIV testing and promoting self-testing can be cost-effective as compared to
delivery of HIV testing by health workers in health care facilities. It can help address gaps in human resources
for health and significantly expand community reach for HIV testing and testing access for KVP

o In many contexts, testing has been deprioritized for budget reasons. Check if a national testing strategy
exists in the country. If so, ensure that all entry doors are funded — PICT, PMTCT, TB, Key Pop, etc. PICT is
still critical for sick people/ with symptoms coming to HF.

o Children: Testing strategies in malnutrition wards, inpatient and outpatient pediatric departments and
vaccination sites. In many settings HIV testing is recommended as opt-out strategy but is poorly
implemented.

Prep

Long Acting injectable (CAB-LA & LEN) PrEP, Dapivirine ring & further implementation of oral PrEP

o LA Prep is an innovative tool that complements what is already existing and is recommended by WHO.

Global Fund is supporting the rolling out of LA PrEP. It is important to push to enlarge the targeted
populations that will have access to PrEP and places where it will be proposed to people: KP,
serodiscordant couples, adolescents and young girls, pregnant women, etc. Not only in HIV services,
but more broadly in SRH services

o Itisimportant to advocate for choice in prevention methods.


https://msfintl.sharepoint.com/:w:/s/analysis-dept/IQCoUMOuHisVQKUwVaENeUABAc1DFlupG6lVnFGJ9z1JRQE?e=hSWauV

o Models of prevention and care for Key Populations, as they are often carrying the highest burden of
new infections, although lack access to care and models adapted to their needs — peer-led, friendly
services, comprehensive in terms of package (SRH, STl and HIV prevention & care. See above for
opportunity to have access to Hep treatment KP through GF)

o Considerations for community outreach and peer-led interventions:

=  Strengthening community outreach system for a continuum of HIV prevention, testing,
treatment and support. Avoid single-issue/intervention outreach.

Supply chain

o Quantification:
=  Pay attention to the targets (ambitious enough? Does it leave some important gaps?)
= Participate in quantification exercises to make sure there are no mistakes

o If there are some gaps/issues in the national supply chain/distribution chain, donors could put money

to reinforce supply chain by, for instance:
= |nvest in training of pharmacists/warehouse managers at HC, HZ, regional and/or national
level for better stock management; add HR where its missing

= Support the definition of SOP for supply chains or policies/guidelines (pay for the workshop

and dissemination)
N
e /-3 Ensure policies/guidelines answer the specific needs of your context (conflict

area with displacement of population): bigger buffer, pre-positioning of
commodities at Province/district or Facility level, follow-up of backorders, urgent
orders possible, etc.
=  Pay for logistic means (buildings, trucks, laptop, stock management system, etc.)
= Push for better monitoring of availability as part of the national strategy (supported by the
donors) by defining specific indicators, tools and reporting means
= Push for more CLM (see below)

Community interventions

o Community led monitoring, health promotion/sensitization and Differentiated Service Delivery (DSD) by
community based groups such as PODI, community testing, psychosocial support through lay
counsellor/peers etc. should have a particular attention in the funding requests as they constitute part
of the backbone of an effective response, improving access to diagnosis and treatment, retention into
care, bringing people lost-to-follow up back to care, detecting treatment failure or interruptions.

o Community monitoring is a key element to ensure availability of medical supplies but also the provision
of free care and the non-discriminatory provision of services. Independent monitoring, i.e. by civil
society, patient associations or community based is an important tool for accountability. It also allows
flag threatening shortfalls and organizes a response to avoid these. Documenting scope and scale of
shortfalls, consequences for patients and recurring causes can be used for advocacy to improve better
supply in terms of quantity, speed and regularity. This element might become even more critical with
the integration.

Humanitarian/conflicts contexts

N
/' please refer to the following MSF recommendations for chronic care in emergencies for the complete list of
what should be foreseen in humanitarian contexts. Below is a short summary of the recommendations.

o Ensure specific discussion/reflections are held with actors, and actions are foreseen for humanitarian
contexts (Eastern DRC, CAR, SSD, Northern Moz, etc.). This includes:
= Contingency planning with scenarios and definition of roles and responsibilities at each level of
health pyramid (including at community level).
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= The designation of a sub-recipient (SR) exclusively focused on humanitarian settings, in charge of
the supply and the support of the activities (this is critical as we see that it doesn’t work with
normal PR & SR)
= Broader & accelerated use of PoC tools, community interventions and DSD, even as an exception
to the national policy in places where disruptions happen
= Definition of specific strategies for supply chain:
e Pre-positioning of stocks in districts most affected by conflict/displacement of population
e Emergency orders to replace lost supplies
e Additional distribution points (such as community distribution points for people to have better
access to the commodities)
e Adaptation of the orders according to the displacement of population or seasonality (for
malaria)
=  Service disruptions can be anticipated and mitigated by providing patients with medicines for
longer periods of time, increasing their autonomy and making sure their treatment is not
interrupted.
=  With disruptions of treatment happening and treatment startups suspended, PLHIV's health is at
risk of deterioration and more people with complications or other signs of ill health will be
present. This can happen at hospital level, with more cases of Advanced HIV Disease, requiring
treatment for these people.
= Also, screening for HIV in malnutrition treatment centers is indicated.
= Provision of the necessary care for victims of sexual violence (PEP, emergency contraceptives, Safe
Abortion care, etc.) and preventive services as people in humanitarian crisis are at higher risk of
infection/transmission.

1B
Enhancing efficiencies in TB programs
o Combine contact investigation for household contacts, as well as TB screening in other high-risk groups, with
TB diagnosis, treatment and provision of TB prevention treatment (TPT).
= Integrate disease screening (such as TB, HIV, diabetes, maternal and child health and nutrition) across
health programs and strengthen referral networks for optimal management and comprehensive care.
= Ensure linkage to care and support to follow-up to people identified with TB during contact
investigation and screening activities.
o Decentralize and integrate drug-resistant TB (DR-TB) and integrate with drug-susceptible TB (DS-TB)
activities.
=  Strengthen and empower community health workers (CHWs) for disease detection, treatment
adherence, and delivery of integrated health services across multiple conditions/diseases.
Implementation requires engagement with the community and civil society, decentralization of
activities, strengthening of non-hospital-based services, change of guidelines, training of HR as well as
adaptation of supply chain, reporting and sample transport mechanisms for laboratory samples.
o Invest in new low-cost and more sensitive and specific tools for screening, diagnosis and DST when these
are available and recommended.
= Expand and integrate sample transport networks constructed on national/local platforms and systems
for TB and other diseases.
= Current tools are not low cost although they are cost effective. Screening: Xray and CAD, Diagnosis:
rapid molecular tests (Xpert, Truenat), TB-LAM, DST: rapid molecular tests (Xpert, Truenat). If
countries intend to reduce the number of cartridges for the next years due to budget constraints,
please contact your TB referent to get orientations adapted to the context.
N

= Near point of care tests coming into the market now (eg Pluslife) and recently recommended by

WHO are cheaper however the diagnostic algorithm should be adapted to the context to ensure
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correct use and access to resistance testing. ( See MSF briefer Report: Near point-of-care tests for
tuberculosis | MSF). Access to Xpert/Truenat is still required for resistance testing (currently available
nPOC do not have rifampicin resistance testing however new platforms are expected soon which may
be able to also perform rifampicin resistance testing).

AN
. Q’Pooling of sputum samples is also recommended by WHO when resources are limited — for adults
and adolescents with signs and symptoms of TB or who screen positive during screening. Up to 4
samples can be pooled then tested on Xpert or Truenat (LC-aNAAT), if negative then all samples are
negative, if positive then each sample is tested individually. Requires analysis of the expected positive
rate. Not recommended in populations with low bacillary load e.g. PLHIV, children.
Promote cost-effective, shorter treatment regimens for DR-TB, children with non-severe DS-TB and TPT.

Optimize resources by combining screening using digital chest X-rays with Al, sputum sample pooling (-/;’
only effective in high prevalence settings), and WHO-recommended rapid molecular diagnostics (WRDs).
Promote multi-disease screening/testing platforms which could contribute to RSSH and pandemic
preparedness and response.

Digitalize TB recording and reporting, enhance interoperability, strengthen surveillance system and data use.
Utilize digital and online platforms for training and community engagement

Scale-up innovative and most efficient private provider engagement models in TB.

Support integrated community follow-up of people on TB treatment and prevention with the community
follow-up of other diseases such as for PLHIV, diabetes, child health initiatives etc.

Screening and Diagnosis

(0]

Community Active case finding is essential in high-risk settings or populations. 50% of TB is asymptomatic

and this is driving the epidemic. To be able to limit the increase in prevalence of TB it is essential to actively

screen for TB using Xray and Al, agnostic of symptoms (i.e. do not use symptoms as the criteria to collect

specimens to test for TB). Essential to prioritize these activities in high prevalence settings and

communities.

People deprived of liberty in prisons, detention centers, etc. are at high risk of TB. TB in prison also drives

the prevalence of resistant TB. Prioritize systematic screening for TB and ensure linkage to care for

community follow-up.

WHO recommended treatment decision algorithms for diagnosis of TB should be used for the diagnosis of

TB in children: it allows the early diagnosis of TB in children, including in contexts without access to TB

laboratory services or radiology. Considers the difficulty of confirming TB in this group, leading to more

children diagnosed earlier and ultimately less deaths from TB in this age group. Implementation requires

training and attention to the access points of care.

New affordable near-point care tests are now coming on the market (Pluslife is already available and

supported by GF). MSF has done a factsheet (also available in french) to guide the reflections and decisions

regarding the introduction in different contexts. Note the need for continued access to Xpert/Truenat for

resistance testing and for people likely to have low bacillary load for whom Xpert/Truenat would be

needed as they are more sensitive (e.g. PLHIV, Children).

=  WHO recommended rapid molecular test should be the first diagnostic test for tuberculosis (in

general Xpert or Truenat). Access remains very limited in some contexts. In addition to sputum
samples, WHO now recommends testing multiple other specimens that can be tested including
stool, CSF and lymph nodes, which can increase the access to testing for groups such as children.
Implementation requires a mapping of current access to rapid molecular diagnostics, analysis of gaps
in the network, supply of commaodities, training on testing of specimens other than sputum, and a
maintenance plan to cope with module failures. Pooling of sputum samples is also recommended by
WHO when resources are limited — for adults and adolescents with signs and symptoms of TB or who
screen positive during screening. Up to 4 samples can be pooled then tested on Xpert or Truenat (LC-
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aNAAT). If negative then all samples are negative, if positive then each sample is tested individually
requires analysis of the expected positive rate. Not recommended in populations with low bacillary
load, e.g. PLHIV, children.

Strengthening of laboratory network and antibiotic resistance surveillance: -& especially important as
new drugs and regimens are being introduced and funding levels are being stretched and resistance to
bedaquiline (key drug for treatment of drug-resistant tuberculosis if increasing rapidly). Require
investment in national reference laboratories, investment in transport networks including supranational
laboratories, training and infrastructure.

Urine based point of care tests for TB in PLHIV: TB-LAM should be available in all settings where PLHIV seek
care. Prioritize inpatient settings and HIV clinics. Needs commodities, training, and attention to the access
points of care.

Access to radiology for diagnosis of TB especially for children and PLHIV and for screening for TB in PLHIV.
Radiology also has a big role to play in active case finding (see below).

Treatment of DS-TB/DR- TB, TB/HIV and TB infection

(0]

Transition to shorter DR-TB regimens for all (including children and pregnant women) as these are more
effective, patient-friendly and cost-effective. Need to accelerate and scale up the implementation of the 6-
month BPaLM regimen (bedaquiline, pretomanid, linezolid and moxifloxacin), 6 months BEAT TB regimens
and 9-month end TB regimens. Introduction requires guideline updates, training, importation and supply of
drug components (including pretomanid for over 14 years old which is new in most countries, child friendly
formulations for all the other drugs), strengthening of drug resistance surveillance and laboratory networks
and improved diagnosis of drug-resistant TB through access to rapid diagnostics (Xpert or Truenat).

Need to push for the implementation of the 4-month regimen for non-severe TB cases in children which
includes access to Xray for children with TB where needed

It is important to prioritize adapted models of care for treatment delivery ( eg self-administered treatment
with treatment education and adherence support, digital tools)

It is important to maintain adherence support to patients and families until treatment completion
(treatment supporters, community health workers, counsellors, patient education)

Shorter treatments for the prevention of tuberculosis (TPT)s: although the 6-month isoniazid regimen is still
useful in some groups of patients, shorter regimens of 3 months of daily rifampicin and isoniazid, 3 months
of weekly rifapentine and isoniazid or 1 month of daily rifapentine and isoniazid now recommended.
Implementation not only requires guideline updates, training, importation and supply of drug components
(rifapentine is not available everywhere), but also strengthening programmatic implementation of TPT. This
includes linking health structures to community components such as health promotion activities, household
contact investigation and provision and follow-up of TPT.

Transversal topics

Please refer to the HIV sections for transversal recommendations regarding the supply chain, additional community
interventions and prevention & care in humanitarian settings

Malaria:

Estimation of the needs and coverage

o Inseveral areas it is necessary to revise the usual malaria numbers expected, which has implications on
the estimation of needs for diagnosis, treatment and preventive tools: The impact of climate change is
shown on malaria epidemiology, with more cases and increased risk for outbreaks. Malaria might also
appear in unusual areas, and its seasonality will start earlier and/or continue longer in the habitual year
cycle.
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For biggest impact on mortality, high coverage in high and moderate burden areas (considering
malariogenic potential rather than just current burden) should be maintained, with access ensured via
routine channels for biologically vulnerable groups in all at-risk areas (both seasonal and perennial
contexts). Pregnant women and children under five are the key vulnerable groups in most cases,
although other locally relevant high-risk groups should also be considered. For example, where there is a
risk of increased cases, it makes sense to extend the target age range for prevention tools.

Emergency settings:

- Flexibility in supply and adaptation of approaches key including flexibility in terms of recipient in acute
humanitarian emergencies, allowing humanitarian actors who are implementing/supporting MOHs to
implement activities a more direct, rapid pathway to ensure more rapid implementation of activities. extra
supplies to be activated /provisioned for in case of emergencies as MOH will never be able to implement the
lifesaving prevention if those stocks/supplies are not planned for in the buffers/budgets

- Priorities include ensuring access to combination of prevention tools:

o ITNs distribution should prioritized and be adapted for displaced populations, if IRS has been halted,
consider a switch to CFP-Dual Al ITNs. And flexibility to include consideration of novel vector control
tools in Emergencies

0 ensuring adequate supply of malaria drugs necessary to implement lifesaving strategies in
emergencies, especially PDMC, but also including SMC in suitable transmission contexts, or, where
relevant: IPTc (intermittent preventive therapy in children)/ Mass drug administration (MDA) if
population approach (of note: supply constraints often limit capacity for considering these
approaches however MDA key for reducing morbidity and mortality in complex humanitarian
emergencies and during malaria outbreak).

- Priorities for case management include:

Prevention

o adequate supply of RDT & ACT at community & primary health care level

0 Ensure community approaches are included in the strategies: CHW to ensure earliest possible testing
and treatment of uncomplicated malaria cases at community level and referral for severe cases,
especially in last mile/difficult to reach populations with difficult access to higher level care

o critical for countries to develop contingency planning and strategies to adapt to the supply chain in
case of disruption due to climate change, displacement of population, or the increase of cases due to
seasonality. (Note supply includes human resources, transport for community healthcare workers
and referrals, beds/tents)

0 ensuring access to safe blood transfusion

o Advocating for flexibility to include novel approaches, e.g. Single low dose PQ for impact on
transmission in communities

Chemoprevention:
seasonal malaria prophylaxis (SMC) might be deprioritized due to shortage of fundings. MSF should
advocate to make sure SMC will be continued to be provided not only in fragile areas where the intervention
already existed, but also to allow where possible additional flexibility for new targeted interventions of SMC
or IPTc for humanitarian populations.

O

Post discharge malaria chemoprevention is an underutilized tool with high efficacy (reduces overall risk
of clinical malaria by 60%; reduces re-admission (all-cause & severe anaemia) by 40%

*This should be prioritized wherever possible in MSF contexts and MSF need to advocate for additional
supports from Global fund in terms of commodities (ACTs) to ensure adequate supply/access to this
tool, with priority in humanitarian/fragile settings, especially (although not limited to) areas with high
rates of malnutrition

*PDMC (the administration of a full therapeutic course of antimalarial medication in children admitted
with severe anaemia), to prevent new malaria infections during period after hospital discharge when at
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highest risk of re-admission or death (not only malaria-provoked, but any cause severe anaemia except
due to blood loss from trauma, surgery, malignancy, or bleeding disorder)

Note: Children in areas with increased malnutrition will be more vulnerable to malaria and its severe
forms, due to undermined immunity. Include relevant reinforcement of existing seasonal malaria
prophylaxis (SMC) or otherwise PDMC if SMC program is not active, for malnourished or hospitalized
children.

Perennial malaria chemoprevention (PMC) is currently highly underutilized WHO recommended tool
for implementation in perennial transmission contexts, generally implemented in EPI program settings
but can also be combined with other child health interventions such as child health daysPMC should be
encouraged and supported to ensure that children in perennial transmission contexts benefit from this
affordable preventive intervention. Support & Provisions for introduction of PMC in suitable settings
should be in place, including supply of commodities (SP molecule), implementation planning and HCW
and vaccinators training supports. E.g. If PMC is implemented at EPI (very often during 1st year of life)
then the administration is given and crucially vaccinators that should be trained

Intermittent preventive therapy for pregnant women (IPTp). Supplies of SP molecule as IPTp for routine
prevention in ANC services (as well as RDTs and ACTs to ensure systematic screening for malaria at each
antenatal attendance & treatment of malaria cases within ANC services) should be ensured, to reinforce
malaria prevention in pregnant women. In addition, for pregnant women: Where routine nets (see below
under Vector control) are distributed through ANC/EPI channels, efforts should be made to integrate into
routine health system activities and transition to Maternal and Child Health MCH/EPI management. Note
that data systems and reporting by these departments will need to include these interventions. Consider
potential gaps due to changes in donor funding (particularly PMI) for IPTp as well as ANC platform
strengthening.

( Vector control

O

ITNs.
= Every 3 years in regular contexts, but in population displacement contexts and other
emergency situations should also be prioritised.
=  Countries should take the opportunity of integrating the respective ITN deliveries and
associated support into the relevant in-country programs — e.g., maternal child health
programs and EPI programs. E.g. in SMC campaigns when mobilizing same target group, or
EPI activities, or through nutrition activities/other outreach activities

o IfIRS is deprioritized due to budget constraints, consider a switch to CFP-Dual Al ITNs. During the
deallocation exercise, Global Fund advises teams to consider introducing LLINs asap to guard
against a collapse in vector control when IRS is likely to be stopped/interrupted/delayed. High risk of
rebound if IRS suddenly withdrawn.

o The malaria vaccine (RTS 1) procurement can be requested from GAVI, programmatic expenses for
the rollout of the malaria vaccine can be funded by GF (health systems strengthening). Focus should
be on ensuring optimal 3" dose coverage, with additional support in humanitarian contexts and last
mile/fragile settings. Where possible flexibility in delivery models and age group extension should be
advocated for to ensure this new tool is integrated optimally into existing malaria prevention/control
initiatives.

Integrated packages

O

In terms of combining malaria interventions (both preventive and curative): flexibility in delivery
approaches should be supported, and strong consideration should be made for inclusion also of Non-
malarial interventions aimed at same /similar target groups (and their accompanying caregivers) in the
form of more child-centric and family-centric models, in order to a) harmonise resources/ planning for
other facility based or outreach interventions and b) to maximise use of recommended preventive &
curative approaches and to avoid any missed opportunities (including but not limited to multiantigen
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vaccine campaigns, community outreach activities, nutrition programs, humanitarian entrant
interventions in camps/displaced settings).

Community led monitoring and community approaches

o Community led monitoring (CLM) to check availability and financial access to malaria diagnosis and
treatment. The Global Fund provides medical supplies free of charge for malaria, but without
independent monitoring its application might not be realized, and patients might be unable to access
timely the necessary treatment.

o Community monitoring is a key element to ensure availability of medical supplies but also the provision
of free care. Independent monitoring, i.e. by civil society, patient associations or community based, is an
important tool for accountability. It also allows flag threatening shortfalls and organizes a response to
avoid these; best to combine with an extra stock of key antimalarials to use when gaps are reported.
Documenting scope and scale of shortfalls, consequences for patients, and recurring causes can be used
for advocacy to improve better supply in terms of quantity, speed, and regularity.

A

/1 With the current push on integration, there might be opportunities to have integrated CLM covering the

3 diseases. Make sure CLM also covers malaria activities in the community (i.e. availability of commodities
for CHW) and at hospital level, not only for Primary Health Care (PHC)
o Ensure community approaches are included in the strategies: CHW for testing and treatment of simple cases,
referral for severe cases.
AN

/*\ With the current push on integration, some countries might be tempted to add a lot of new activities

(for HIV, TB, NCDs, etc.) to the current role of CHW for iCCM. It will be important to assess the feasibility of
the proposed plans and influence it to have enough dedicated means for the objectives (training,
supervision, incentives, logistical support for commodities, etc.)

N
JAAN With the current constraints on funding and the structural issue of the health system in many countries,
iCCM is even more vital than before, and the necessary support to quality and expansion of coverage of
interventions should be foreseen.

Supply chain
o Supply chain agility and resilience is critical to respond to the changing needs:

= |ncertain countries, such as South Sudan, transport of supplies was disrupted or made
impossible by floods (extreme weather) during long periods of time. This imposed changes in
planning supply, shifting away from the regular monthly distributions and supplying the
health facilities with increased quantities and earlier. This revised supply schedule has
implications for transport and local storage costs.

= |n other contexts, the seasonality of Malaria imposes adaptation in the quantities ordered

= In conflict settings, delays in distribution of commaodities at the last mile due to insecurity

and other challenges are often a reality

N
. @Therefore, it is critical for countries to develop contingency planning and strategies to

adapt to the supply chain in case of disruption due to climate change, displacement of
population, or the increase of cases due to seasonality. Please refer to the supply chain
resilience part of the MSF recommendations for chronic care in emergencies for ideas of
how to adapt supply chain

Data end monitoring
o Large scale surveys were put on pause during the deallocation exercise, see if there is budget space
to resume surveys
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Resistance
O

(o]

If not, ensure the malaria program foresees the budget to have the capability of identifying and
analyzing outbreaks and a response plan.

Resistance monitoring: It is important to dedicate means to malaria treatment resistance studies and
insecticide resistance studies.

Risk associated with HRP2 deletion that challenges the efficacy of RDTs (false negative). This might not
be an absolute priority, but it would be helpful to do studies (which can be combined with the ones on
resistance)
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