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Adult Care and Treatment
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Pediatric & Adolescent Testing, Care and Treatment
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Adult Care & Treatment

Presenter: Thomas Minior 
Adult Clinical Branch Chief, Prevention Care & Treatment Division, GH/OHA
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Reaching mothers, children/adolescents 
and families

PMTCT and Pediatric & Adolescent Testing, 
Care and Treatment
Presenter: Meena Srivastava
Medical Officer, Pediatric Maternal Clinical Branch, GH/OHA



Global Progress in PMTCT and Reducing New Child Infections 

Source: UNAIDS 2021, 2022

Progress made in PMTCT has stagnated globally, and more effort is needed to close 
the gaps for mothers and infants

UNAIDS 2022, Improving UNAIDS’ paediatric and adolescent 
estimates

UNAIDS Global AIDS Update: In Danger, 2022

2mo EID coverage at 61.8% globally

(MTCT rate of 21% - not show here)

Global AIDS Monitoring and UNAIDS 2022 estimates



Global Progress Towards Reaching Children Living HIV (CLHIV) 

1. Global AIDS Monitoring and UNAIDS 2022 estimates 2. https://data.unicef.org/resources/hiv-estimates-for-children-dashboard/, 3. https://aidsinfo.unaids.org/ 4.UNAIDS Global AIDS Update: In Danger, 2022

20 countries account for over 650,000 CLHIV not receiving 
treatment (2021)

1.7M Children living with HIV  in 2021

52% of CLHIV receiving ART (2021) Children lag behind adults across the cascade  (2021)



Reimagined PEPFAR Centers  on Health Equity for Priority 
Populations

Source: PEPFAR Annual Meeting, 2022



…and aligns with PEPFAR’s AP3 Initiative and UNAIDS Global Alliance
PEPFAR Accelerating Progress 

in PMTCT and Pediatric HIV 
(AP3): Objectives

1. Reduce new child infections 
in children <10 years through 
addressing gaps in the 
PMTCT program

2. Rapid identification, 
linkage, and treatment of 
children/adolescents not 
yet on ART to increase 
coverage

3. Increase rates of pediatric 
viral load suppression to 
95% and reduce mortality

UNAIDS Global Alliance to End 
AIDS In Children: Objectives 

1. Early testing and optimized 
treatment for infants, children, 
and adolescents living with HIV

2. Closing the treatment gap for 
pregnant/breastfeeding 
women living with HIV and 
improving continuity of 
treatment

3. Preventing new HIV infections 
among pregnant/breastfeeding 
adolescents and women.

4. Addressing rights, gender 
equality and the social and 
structural barriers to access 
services and promote 
participation



96% ANC1 
testing coverage

6.1% positivity 
at ANC1 

(all clients)

99% linkage to 
ART

87% EID <2mo 
test coverage

142% EID 12mo 
test coverage

0.8% <2mo 
infant 

positivity

1.2% 12mo 
infant 

positivity

85% infant 
linkage rate

Maternal to infant cascade shows gaps in ANC1 testing, EID test by 2 mo of age, and challenges 
with linking all infants diagnosed with HIV to ART

FY22 cumulative (to Q3) USAID PMTCT cascade, global results

PMTCT program 
priorities

Prevent / elminate 
new child infections 
through primary 
prevention, including 
ANC1 testing,  
maternal retesting 
and PrEP for PBFW

Attaining VLS for 
PBFW through 
differentiated models, 
adherence support 
and U=U

Leveraging OVC/KP 
platforms to improve 
CoT / final outcome 
for mother-infant 
pairs, especially AGYW



Improving access to maternal retesting and PrEP for PBFW can reduce maternal 
incident infections. For newly identified PBFW, maternal retesting can promote 

earlier treatment and help them attain VLS to reduce MTCT.
USAID Custom indicator (CI) data shows high % screening of 

HIV negative pregnant women for PrEP in Eswatini and a 
large pool of HIV negative pregnant women in Lesotho in 

ANC who can be screened for PrEP services

Source: FY21 Q3

High number of negative women at ANC1 who can 
potentially be offered maternal retesting later in 

pregnancy/breastfeeding.  

97% PW 
screened

10% PW 
screened

USAID Global Results, FY22 cumulative (up to Q3)



Ensuring PBFW access VL testing and attain suppression

Early ART and Optimal ARVs:
● Testing and starting WLHIV on ART prior to 

conception 
● Supporting TLD treatment literacy
● Expanding U=U messaging to PBFW
● Enrollment on TLD without prior VL requirement

Supporting Adherence and CoT:
● Supporting PBFW to remain in DSD model of 

their choice, including MMD 
● Providing disclosure support and peer support 

in the community (e.g. mentor mothers, OVC 
case managers…)

VL access and data Use:
● VLC for PW may be underreported -

triangulate MER data with program data 
to improve accuracy.

● Ensuring access to timely VL testing and 
POC VL (where available)

Many PBFW are now on TLD, but issues with understanding treatment, adherence support, 
and stigma remain. Important to ensure VL access through POC where possible, emphasize 

early ART start, U=U messaging and DSD models



OVC & KP Programs Supporting Mother-Infant Pairs

Healthy

Referrals and support to ensure timely EID,
Linkage to ART, family planning, food and 
nutrition support, Adherence support for 
mothers, PSS and MH services, appointment 
reminders 

GBV referrals, Disclosure support, Positive 
ParentingSafe

Stable
Economic strengthening opportunities such as 
savings groups financial literacy

Schooled
Support siblings to enroll in school, Keep AGYW 
mothers in school or re-enroll after delivery,
Early stimulation and development 

OVC and KP programs are uniquely positioned to support continuity of treatment for mother-infant pairs 
and to ensure the infant’s final status is known. OVC activities and interventions should support the 

unique needs of mothers-infants pairs (priority on AGYW) across all four domains. 

● FSW living with HIV and their HEI / children should be 
assessed and offered enrollment in the OVC program 

● Requires strong coordination with KP, Clinical and 
OVC programs, parterns and staff  



OU Example: Tanzania OVC Program Prioritizing Mother-Infant Pairs

Kizai Kipya (Pact) collaborates with Clinical IPs to identify 
high volume facilities for HIV-exposed infant (HEI) 

enrollment:
Enrollment criteria

● Enrollment focuses on councils with EID 2mo coverage < 
60%.

Priority
● HIV+ positive pregnant adolescent <18y/o
● HIV+ breastfeeding adolescent mothers
● HIV+ positive breastfeeding women

Focusing on
● HIV+ breastfeeding women with late first postnatal care 

attendance.
● HIV+ breastfeeding women with at least one missed 

appointment.
● Caregiver of HEI attending PMTCT/RCH site (can be aunt, 

grandmother etc. who cares for HEI)

Analysis of continuity of care & treatment for mother-baby pairs, EID 2mo coverage, & PMTCT_FO for monitoring of outcomes and impact

FY22Q3 update: 27,265 HEI enrolled in OVC 
program and 30,141 HIV+ PW reported in FY22 

(cumulative, PMTCT_STAT_POS)



Summary of Key PMTCT Activities

Prevent and identify 
incident infections

● Maternal retesting at 
recommended time points; 
ensure HTS counselor is 
assigned to MCH

● HIV self-testing for 
maternal retesting

● Improve M&E for maternal 
retesting

● PrEP for PBFW
● Link HIV-negative pregnant 

AGYW to DREAMS
● Male partner testing
● Integrate GBV services

into ANC/PMTCT

Care and testing for HIV-
exposed infants

● Improve infant testing 
uptake and reduce missed 
tests at all recommended 
time points, including through 
community support

● Provide POC EID as part of 
an optimized lab network

● Track infants until final 
outcome; e.g. longitudinal 
cohort monitoring, inclusion 
in EMRs, continuity 
coordinators at sites

● OVC support to at-risk HEI
and their families

Continuity in treatment 
for PBFW

● AGYW-friendly PMTCT 
services and DSD/MMD, 
e.g. group ANC models and 
new mother programs for 
AGYW, weekend 
appointments

● Peer-based support, e.g. 
mentor mothers and peer 
support groups

● Align OVC support to 
facilities with high rates of 
AGYW pregnancies

● QI for VL coverage and 
suppression in PBFW; 
improving disaggregated 
VL data for PBFW

Ensure uptake of ART 
among PBFW

● Ensure all ANC facilities
are testing for HIV and 
reporting data accurately

● In countries with low 
facility attendance, look for 
case finding 
opportunities in private 
facilities and community 
birth attendance settings

● Engage faith-based 
institutions and other 
community structures for 
demand creation

● Intensify transition to 
TLD for PBFW



USAID Pediatric Clinical Cascade Results, FY22 cumulative (to 
Q3)



Looking back, Moving forward to identify C/ALHIV 

Refocus to strategically find and diagnose C/ALHIV that might have been missed during PMTCT 
programs - important to optimize a multi-modality approach. 

Underachievement on pediatric case-finding 
(<15yo) in PEPFAR programs

Index Testing “gap” for children <15y/o, USAID

PEPFAR solutions page:
https://www.pepfarsolutions.org/resources
andtools-2/tag/index+testing

Contact your OHA Peds and HTS Advisor if 
interested in pediatric index testing training 

Moving forward to identify C/ALHIV
1. Adapting national programs
2. Systematically increasing outpatient testing for at-risk children
3. Scaling pediatric index testing
4. Monitoring testing coverage at all entry points
5. Expanding access to HIVST 



Opportunities to utilize Caregiver / Provider-assisted Oral HIV Screening to identify 
hard-to-reach biological children while leveraging KP and OVC Programs 

Index testing data from Burundi presented at the 
International Workshop on HIV & Pediatrics (IWHP 2022, 
Montreal, abstract here) revealed a gap of 1,746 eligible 

children not tested because they do not live with parents.

Action: Prioritize and operationalize the introduction of an 
assisted HIVST screening demonstration in Burundi to 

address existing pediatric index testing gap. 

Leaving No Child Behind: Burundi Data Supporting the introduction of caregiver 
and provider-assisted oral HIV screening in 

children:
● Index testing gap review by OU, IP and 

geography to characterize biological children 
we are not reaching with index testing (similar 
to Burundi example)   

● Supply Chain planning, engagement and 
assessment early on to ensure availability of 
oral test kits to align with demonstration 
project 

● Follow-up on pricing of Orasure kits by country 
and where costs are being incurred.

● Country engagement with OHA Peds, HTS, KP, 
and OVC Advisors  



Improve VLC and VLS to ensure C/ALHIV Survive and remain Healthy and Thrive

10-19

<15

<5

Ensure that C/ALHIV are prioritized for viral load collection and remain virally suppressed 

Strategies to improve pediatric and adolescent VLC and VLS:

1. Complete ART optimization to DTG-based regimens 
2. Use VL blood draw commodities for children (e.g. butterfly needles)
3. Consider decentralization of VL collection to  community
4. Ensure rapid TAT for VL  results and communicate to client
5. Scale MMD to all eligible C/ALHIV 
6. Promote family-centered care and joint appointments
7. Increase treatment literacy and promote demand for VL testing
8. Utilize POC testing where feasible and practical

VLS continues to lag behind globally for children  <15yo

Consider using pediatric VL blood draw 
commodities for plasma samples from young 

children (<5y/o) 



Advanced HIV Disease Management for the youngest CLHIV (<5y/o)

33 pediatric deaths audited 
(Tanzania): 82% <5y/o, 70% CLHIV died 
at home, >50%  CLHIV <3 mo on ART, 
76% CLHIV with no VL sample 

Main causes of death: 42% severe 
acute malnutrition, 21% TB, 15% 
stopped, 3% AIDS defining illness 91% of CLHIV on a LPV/r-

based regimen

Tanzania loss analysis with 
77 deaths and 62% <5y/o

RED  is good - pDTG transition



Improve VLC and VLS to ensure C/ALHIV are Healthy and Thrive

Ensure that C/ALHIV are prioritized for viral load collection and remain virally suppressed 

*OU Best Practice*



Leveraging the OVC program to support C/ALHIV and families for 
improved outcomes and impact

Continue strengthening strategies that support CoT for C/ALHIV and their families, ensure enrollment of 
the most vulnerable, and monitor 95-95-95 outcomes through the use of custom indicators

Results:
● Since FY21, the ECAP program facilitated 3,371 viral load 

tests
● VLC for OVC living with HIV in the ECAP program increased 

from 55% to 90%

Tanzania OVC 
Program 

Metrics as 
agreed by 

Interagency 
team



Adolescent-friendly Health Centers (AFHCs) promote improved viral 
suppression for ALHIV through comprehensive service delivery in India 

1. Case profiling
2. Categorization and prioritization
3. Intensive care services
4. ART adherence barrier assessment
5. Developing individualized ART adherence barrier interventional plan
6. Developing assisted action plan

5. Implementation support and follow up
6. Tx literacy, support group, Tx champions
7. Skill building and cultural activities
8. 104 ALHIV on MMD, 15 ALHIV on CARG,                                   

181 eligible for FCA, 101 completed FCA

3 TX 
new

32 ALHIV from the baseline cohort 
dropped out, 19 graduated, 10 migrated 

2 opted out and 1 passed away

Baseline Cohort and follow-up HIV Treatment Results for ALHIV Treatment outcomes among ALHIV



2nd 95

Summary of Key Activities for C/ALHIV 

1st 95

+

3rd 95

● Promote family-based index testing 
● Utilize community testers
● Establish efficient HTS streams and 

sick entry points
● Use validated HIV screen-in tool (OPD)
● Allow HIV self-testing for C/ALHIV
● EID and HTS (within community 

PMTCT)
● Integration of OVC, KP and TB for HIV 

case finding
● Testing through other modalities
● M&E and CQI

● Prevention of IIT/CoT
● AHD diagnosis and treatment
● DSD scale up & MMD for all eligible 

C/ALHIV
● Service integration (OVC, KP & TB)/TPT
● ART optimization
● Improve linkage to ART
● Consultation rooms for peds (one-stop-

shop family approach)
● pDTG roll-out
● Improve ICT implementation for C/ALHIV
● Strengthen patient tracking system

● POC testing for VL
● Family centered approach
● Case management to strengthen 

ART adherence
● Caregiver education
● One team approach (OVC 

platform to improve VL)
● Community demand creation 

strategy
● Secure commodity supply chain



Pediatric Maternal Clinical Branch Technical PoCs 

Technical Area POC Email

PBFW & Peds Virologic Suppression 
and HIVDR

Nicole Buono (PAC) & Alex Vrazo 
(MIhC)

nbuono@usaid.gov; avrazo@usaid.gov

Adolescent Care and Treatment Tishina Okegbe & Kate Plourde tokegbe@usaid.gov

Peds MMD Lauren Bailey lbailey@usaid.gov

EMTCT & Comprehensive Care for HEI Alex Vrazo avrazo@usaid.gov

Peds/OVC TU Megan Gleason mgleason@usaid.gov

PBFW & Peds Retention/DSD Ola Faturiyele ifaturiyele@usaid.gov

PBFW & Peds HIV Case 
Finding/HIVST

Meena Srivastava 
Ronnie Lovich 

msrivastava@usaid.gov
rlovich@usaid.gov

Peds ART Anouk Amzel aamzel@usaid.gov
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HIV Testing

Presenter: Kristina Bishop
Senior HIV Testing Services Advisor, GH/OHA



REMINDERS- changes to current COP22 guidance 

• Positivity targets for OtherPITC have been removed from COP22 
guidance

• ALL index metric minimum standards (except 100 percent offer) 
have been removed from COP22 guidance 

• Programs should determine for themselves how to target testing 
for their own epidemics

1
2
3



Slide 39

1 this is min positivity targets - but positivity targets will still be derived in the DATA PACK..
Vincent Wong, 11/12/2022

2 added it's the min stds that have been removed.  can we reference the table and page from COP22 guidance
Vincent Wong, 11/12/2022

3 is this true..and it means Agencies correct?  (vs pgms)

also include an HIVST bullet on multiple kits being available and expanded use.
Vincent Wong, 11/12/2022



• “The status-neutral approach begins with an HIV 
test which is followed by active engagement of 
that person regardless of their HIV status. Those 
who tested HIV-positive are engaged in treatment 
right away while those who tested HIV-negative 
are also immediately engaged in PrEP or post-
exposure prophylaxis (PEP), visualizing that the 
clinical, programmatic, or social “HIV” divide is 
nonexistent.”

• “Both HIV-positive and HIV-negative individuals 
end at a common final stage of being 
continuously engaged in clinical care with 
negligible risk of either transmitting or acquiring 
HIV.”

From the PEPFAR Strategic Direction 2022

Source

HTS Should Be Status Neutral



Testing Within Prevention as a Part of Status Neutral Testing

~24% of HTS in just 3 
indicators is Testing 
within Prevention. 

Status neutral testing 
has a broader scope 
than just testing for 
case finding and 
actively supports 
linkage to and 
engagement in 
prevention 
programs.



TxAP Expected to be Standard. PITC Already Widely Optimized

Treatment Adjusted Prevalence =
Estimated Number of Adult PLHIV - Number of Adult PLHIV on ART

Total Adult Population - Number of Adult PLHIV on ART

Treatment adjusted prevalence 
estimates the expected positivity 
in a testing program by 
accounting for both national HIV 
prevalence and ART coverage. 
The treatment adjusted 
prevalence is calculated to 
account for individuals with HIV 
who are a) diagnosed, b) 
previously diagnosed and 
treatment naive, or c) previously 
diagnosed with an interruption in 
treatment. To account for second 
95 achievements, individuals 
who are on ART are excluded 
from the calculation.



An HIV risk screening tool is a set of questions (behavioral, 
demographic, symptom-based, etc.) used to identify 
individuals who need HIV testing. In accordance with WHO 
guidance, risk screening tools should be validated for the 
program’s setting, and should have a screen-in approach. 

Due to 1) the lack of screen-in tools that are validated for 
appropriate sensitivity, and 2) the increased availability of 
highly sensitive and more affordable HIV self-test (HIVST) 
assays, programs are encouraged to optimize the use of HIVST 
within PITC. For populations with very low prevalence and low 
testing coverage (e.g., children), validated, screen-in risk 
screening may be considered to help increase testing coverage 
among these individuals

Slide deck from WHO Webinar on the use of risk assessment tools

Section 6.3.1.7 on Using HIV Risk Screening Tools in PITC 
Settings (p. 322-324) is expected to be deleted and 
replaced with the following wording:

Systematic Review 
on the use of risk 
based screening 
tools

Decreased Emphasis on Use of Risk Screening Tools



HIVST Should Continue to be Scaled. Decrease Data Push.

The majority of OU’s have not yet optimized the use of HIVST as a 
component of testing services. 

• HIVST means an individual 
performs a test on 
themselves in private or 
under observation of a 
professional if they so desire. 
It should be voluntary and 
not forced or coerced. 
People who use a self-test 
should not be forced or 
coerced to disclose the 
result of that test to 
anyone, and should only do 
so voluntarily.

• Data shows that HIVST 
linkage rates are 
comparable to 
conventional testing



HIVST Should Continue to be Scaled. Decrease Data Push. (pt 2)
• HIVST can increase testing coverage w/ 

out HRH burden of conventional testing

• HIVST has uses for both case-finding 
(e.g. increased coverage in high burden 
facility settings, replace screening tools 
in OPDs, community outreach for KPs & 
high burden areas, secondary 
distribution through index & SNS) and 
prevention (e.g. PrEP initiation & 
continuation, secondary distribution to 
partners, AGYW distribution, SRH 
distribution)

• Virtual platforms w/ private sector 
distribution should be scaled (eg 
pharmacies & retail vendors)

• Advocacy for regionalization of HIVST 
storage and/or manufacturing



Main points from the recent WHO guidance:
• HIVST can complement existing HIV testing strategies for PrEP to 

support differentiated service delivery approaches for oral PrEP 
and the DVR to reduce clinic visits, and it may increase PrEP use 
and frequency of HIV testing.

• HIVST provides an additional testing choice to PrEP users when 
starting, restarting or continuing PrEP, which may be preferred for 
convenience, privacy and self-managed care. 

PEPFAR supports the revised WHO guidelines on the use of HIV self-
testing to facilitate easier access to and use of PrEP for prevention 
clients, including PrEP continuation, re-initiation, and effective use

– Note that unlike the WHO guidance, PEPFAR is NOT 
recommending HIVST use for PrEP initiation

July 2022 WHO Guidance

HIVST Use Expanded for PrEP - But Not For Initiation
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Key Populations

Presenter: Patrick Hazelton
Sr. Key Populations Technical Advisor, GH/OHA



KP Local Partner performance rivals KP Central Mechanisms!



Vast majority of global HIV burden lies with Key Populations

• 70% of new HIV infections in 2021 were among key populations and their sexual partners
– KPs account for less than 5% of the global population  

• What does this mean for the focus of PEPFAR programs in the future?

Relative risk of HIV acquisition, global (2021)

Source: 
UNAIDS 
special 
analysis 
2022



Every region has a substantial population of vulnerable KPs

● In Sub-Saharan Africa KPs and their partners represent 51% of those infected while in 
the rest of the world they represent 94%

● How is PEPFAR addressing the unique needs of KPs in all regions and countries?

Source: 
UNAIDS 
special 
analysis 
2022



Key Populations are central to equity in the HIV response



Key Populations are central to equity in the HIV response 



Structural Interventions are essential to KP Programming



What’s new in WHO’s consolidated KP guidelines



What’s new in WHO’s consolidated KP guidelines



What’s new in WHO consolidated KP guidelines
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Discussion and Questions
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Thank you!


