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Goal Statement 

PEPFAR Nigeria will work with the Government of Nigeria (GON) and the Global Fund to Fight 

AIDS, Tuberculosis and Malaria (Global Fund) to achieve HIV epidemic control in 12 additional 

high-burden local government areas (LGAs) by the conclusion of fiscal year 2018 (FY 18). This 

continues the program pivot, begun in 2016, which refocused efforts from the state to the LGA level.  

Our approach seeks to achieve, in a small number of prioritized geographic areas, the ambitious 

Joint United Nations Program on HIV/AIDS’ (UNAIDS) 90-90-90 goal of having 90 percent of 

people living with HIV in these LGAs diagnosed, 90 percent of those diagnosed on antiretroviral 

therapy (ART), and 90 percent of those on ART virally suppressed. Reaching the 90-90-90 goal in 

the prioritized LGAs will provide proof of concept to encourage the Government of Nigeria to invest 

significantly more and to focus any additional resources in a similar manner.   

Our goals, expressed in terms of PEPFAR’s five action agendas, are to: 

               Impact:  Achieve 80 percent ART coverage in 12 of the 32 scale-up LGAs selected (based on 

burden and high HIV prevalence) during COP15 and increase ART coverage in 17 

others to between 56 and 72 percent by the end of FY18. The remaining 3 LGAs 

will reach saturation in FY16 and will remain saturated.   

           Efficiency:   Increase the number of people currently receiving treatment from 592,842 in 

FY15, to 753,849 in FY16 and 807,976 by the end of FY17.   

    Sustainability:    Graduate LGAs to epidemic control status via a phased approach. Currently 52 

LGAs have a coverage rate of 80 percent or greater. At least 12 more LGAs will 

achieve these targets by the end of FY18. 

       Partnership:    Continue to work in collaboration with the GON, the Global Fund, Civil Society 

Organizations (CSOs), and private sector partners.  We will plan with partners to 

ensure scale-up activities are complimentary. 

   Human Rights:    Advocate to improve national laws and policies and to further the goal of non-

discrimination of People Living with HIV (PLHIV) in health care settings, in 

particular, for key populations. 

 

Site yield and efficiency analyses conducted for our prevention of mother-to-child transmission 

(PMTCT) and HIV testing and counseling (HTC) programs indicated that 2,857 sites had identified 

four or fewer HIV-positive patients over the past year. These sites ceased to be supported in COP 15 

improving our efficiency and yield. Savings associated with transitioning support to higher-yield 

sites is being used to support additional patients on treatment and to support increased testing in 

high burden, high prevalence areas. This can be seen through our reduced unit expenditure for this 

program area and our ability to continue to scale-up in spite of budget reductions. By increasing 

HIV testing, incorporating additional community-based models of case identification and 
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management, and improving timely initiation of ART with the right people in the right places, 

PEPFAR will demonstrate the greatest possible epidemiologic impact with existing resources. 

 

1.0  Epidemic, Response, and Program Context 
 

1.1 Summary statistics, disease burden and country profile 

Nigeria is a lower-middle-income country (GNI: 2,970 per capita, Atlas method1) with a current 

population estimate of 185,206,977 (population demographics: 49 percent female, 51 percent male; 

54 percent rural, 46 percent urban2).  

 

Currently, Nigeria’s epidemic is generalized with national average HIV prevalence rates among 

pregnant women attending ANC clinics estimated to be around 3.0 percent3 (compared with 4.1 

percent in 2010). ANC prevalence rates in sentinel sites range from 15.4 percent in Benue state4 and 

10.8 percent in Akwa Ibom to 0.9 percent in Zamfara State. HIV prevalence among key populations 

is much higher than the national average (19.4 percent in brothel-based female sex workers 

(BBFSW) 8.6 percent in non-brothel-based FSW (NBBFSW) and 22.9 percent among men who have 

sex with men (MSM5). HIV prevalence rates among sex workers and other identified vulnerable 

groups have been declining since 2007, but increasing among MSM within the same period (see 

table below). Less than half of the female sex-workers surveyed had comprehensive knowledge 

about HIV compared to 65 percent of MSM and 51 percent average for all survey participants.  

 
Table – 1.1a – HIV prevalence rates among vulnerable groups in Nigeria (2007-2014)

6
 

 

                                                           
1
 World Bank, 2014 data http://data.worldbank.org/indicator/NY.GNP.PCAP.CD 

2
 Projection from 2006 Census data 

3
 2014 National HIV Sero-prevalance Sentinel Survey  among pregnant women attending Antenatal clinics in 

Nigeria 
4
 2014 National HIV Sero-prevalance Sentinel Survey  among pregnant women attending Antenatal clinics in 

Nigeria 
5
 Integrated Biological and Behavioral Surveillance Survey (IBBSS) 2014 

6
 Integrated Biological and Behavioral Surveillance Survey (IBBSS) 2014 

http://data.worldbank.org/indicator/NY.GNP.PCAP.CD
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In total, about 3,438,442 people are currently estimated to be living with HIV in Nigeria, which has 

the second highest burden of PLHIV in the world. About 743,996 PLHIV are currently receiving 

treatment and there has been a slow decline7 in the estimated incidence of HIV in Nigeria, with the 

number of new infections decreasing from an estimated 316,733 in 2003 to 239,155, a decade later in 

20138. Detailed demographic and epidemiological data are presented in Table 1.1.1. Coverage rates 

for PMTCT, ART, viral load and early infant diagnosis (EID) remain unacceptably low and the 

country accounts for about one-third of new HIV infections in children (about 60,000 annually) due 

to high mother-to-child transmission rates. Only 12 percent of children living with HIV are 

receiving ARVs.9 Due to the high number of AIDS-related deaths, 174,253 in 2014 (down from 210,031 

in 201310) per year, the population of orphans and vulnerable children (OVC) is estimated at over 

1,736,782.  

By September 2017, PEPFAR Nigeria will reach epidemic control in a subset of high burden, high 

prevalence scale-up LGAs while maintaining its commitment to the PLHIV currently on treatment 

across the rest of the country.  As no one requesting or requiring services based on symptomology 

will be turned away from PEPFAR-supported sites in non-scale-up LGAs receiving sustained 

support, passive enrollment in non-scale up areas potentially adds an additional 28,009 net new 

patients on treatment over the two year term. Combination prevention interventions will target the 

cohorts of key populations identified by the National Key Population Size Estimation reports with 

emphasis on the scale up LGAs, while also targeting other nearby hot spot locations. 

PEPFAR Nigeria will finalize AIDS indicator studies begun in COP14 in two states (Akwa-Ibom and 

Kaduna) and launch similar studies in two additional states. Smaller-scale surveys and related 

initiatives will be undertaken in scale-up LGAs. PEPFAR anticipates that similar, complementary 

LGA-level prioritization of investments will be made by the Global Fund in a subset of LGA’s where 

Global Fund supports all or most of the treatment, PMTCT and HTC services. In addition, program 

will support the set-up of data collection systems to track viral load testing across the network of 

linked facilities. Community-led demand generation and service delivery initiatives will also be 

employed to help reach the saturation objectives in all the selected scale-up LGAs.  

Concerns have been expressed about the key population estimates from the national size estimation 

reports because implementing partners have been able to reach considerably more clients than 

have been estimated in previous years. PEPFAR targets are therefore based on an adjusted size 

estimation using the program data.   

Tables 1.1.1 and 1.1.2 provide more detailed epidemiological and demographic data.

                                                           
7
 UNAIDS Global Progress Report 2015 

8
 Nigeria GARPR 2015 

 
9
 UNAIDS Global Progress Report 2015 

10
 Nigeria GARPR 2015 

 



Table 1.1.1 Key National Demographic and Epidemiological Data 

  Total <15 15+ Source, Year 

    Female Male Female Male 

  N % N % N % N % N %   

Total Population 172,383,234 NA 38,844,606 49 40,794,395 51 51,491,686 49 54,076,291 51 NPC 2006 Census Projection as calculated in 
Datapack 

Prevalence (%)   3.2                 UNAIDS 2014, 

AIDS Deaths (per year) 239,155                   Nigeria GARPR 2015 

PLHIV 3,438,442                   Estimates based on PEPFAR Datapack  

New Infections (Yr) 174,253                   Nigeria GARPR 2015 

Annual births 31,828                   National Population Commission (NPC) [Nigeria] as 
cited by Nigeria GARPR 2014 

% of Pregnant Women with at least one ANC visit   61                 NDHS 2013 

Pregnant women needing ARVs 190,000                   IATT –Nigeria report 2013 

Orphans (maternal, paternal, double) 1,736,782                   UNAIDS 2014, UNFPA 2015 

Notified TB cases (Yr) 100,401                    NTBLCP TB Data, 2013 

% of TB cases that are HIV infected 23,092 23                 NTBLCP TB Data, 2013 

% of Males Circumcised NA >90                 UNAIDS 2007 

Estimate population Size of MSM* and MSM HIV 
Prevalence 

12,588 22.9         
HIV epidemic appraisals Nigeria, 2013

9
; IBBSS 2014 

Estimated Population Size of FSW 232,329          HIV epidemic appraisals Nigeria, 20139 

Brothel-based FSW HIV Prevalence  19.4         IBBSS 2014 

Non-Brothel-based FSW HIV Prevalence  8.6         IBBSS 2014 

Estimated Population Size of PWID and PWID 
HIV Prevalence 

5,368 3.4         
HIV epidemic appraisals Nigeria, 20139; IBBSS 2014 

*If presenting size estimate data would compromise the safety of this population, please do not enter it in this table. 

 

Table 1.1.2 Cascade of HIV diagnosis, care and treatment (12 months)11 

 HIV Care and Treatment  HIV Testing and Linkage to ART 

  
Total Population Size 
Estimate(#) 

HIV Prevalence (%) 
Total PLHIV 
(#) 

In Care 
(#) 

On ART  
(#) 

Retained on ART 12 
Months (%) 

Viral Suppression 
12 Months 

Tested for 
HIV (#) 

Diagnosed HIV 
Positive(#) 

Initiated on 
ART (#) 

Total population 172,383,234 3.2% 3,438,442 1,030,354 832,888 80 NA 6,456,405 224,789 168,009 

Population less than 15 
years 

79,639,000 
 

NA 309,460 65,948 53,424 80 NA 532,655  12,512 

Pregnant Women 7,917,876 3.0% NA NA NA NA NA 1,728,870 49,475 29,799 

MSM 12,588 17.2%         

FSW 232,329 
19.4% (brothel)  
8.6% (non-brothel) 

        

PWID 5,368 3.4%         

                                                           
11
 Combined PEPFAR and Global Fund Program Data in PEPFAR Datapack 



1.2 Investment Profile 

According to the National AIDS Spending Assessment (NASA) report for the year 2014, total 

HIV spending in Nigeria amounted to US $632.4 million. Domestic private sector funding 

accounted for just two percent of spending compared to 0.25 percent in 2011 and 2012, while 

Government domestic funding accounted for 27 percent of total HIV spending (up from 17.7 

percent in 2011 and 21.3 percent in 2012) with the majority of these funds invested in human 

resource costs and administrative expenses. More than 90 percent of healthcare workers’ 

salaries in the country are funded by the GON. However, salary arrears are now on the rise with 

state and local governments. Low oil prices and ongoing security concerns have produced a 

widening fiscal gap and sharply slowed economic growth. The Nigerian economy is facing 

substantial economic challenges.  

Under the former President Goodluck Jonathan, the GON committed $40 million of the fuel 

Subsidy Re-investment Program (SURE-P) funds for the implementation of President’s 

Comprehensive Response Plan for HIV/AIDS (PCRP) – a domestic funding initiative for HIV 

launched in 2014. These funds were used to support the transition of PEPFAR-funded HIV 

treatment sites in two states, Taraba and Abia, to the National Agency for Control of AIDS 

(NACA) in FY 2015. Following the discontinuation of SURE-P by the new administration, 

funding has been provided to NACA in the Government of Nigeria 2016 budget to continue to 

engage the State Government Ministries, Departments and Agencies in these two states to 

manage the HIV/AIDS program.  

The HIV response in Nigeria remains largely funded by international donors. International 

donors contributed the bulk of funds, with PEPFAR accounting for 64 percent and the Global 

Fund reportedly for about 7 percent (note: Global Fund spending appears to be under-reported 

in the NASA 2014). Procurement data from October 2014 through September 2015 shows that 

about US$150.7 million was spent to procure HIV commodities for the National program for the 

largest share of the ARV procurement and nearly the full supply of HIV rapid test kits. PEPFAR 

purchased the majority of the CD4 lab reagents (60 percent), viral load reagents (80 percent) 

and half of the early infant diagnosis (EID) bundle kits. Overall PEPFAR and the Global Fund 

contribute 62 percent and 35 percent of the HIV commodity investment respectively.  

Tables 1.2.1 and 1.2.2 below contain additional details of the HIV investments in the country.  

Table 1.2.1 Investment Profile By Program Areas (NASA 2014) 
AIDS Spending Categories Government 

of Nigeria % 
Private 

Sector % 
PEPFAR 

% 
Global 
Fund % 

Other % Total 
Expenditure 

Prevention 17% 7% 65% 9% 1%       $ 162,030,633  

Care and Treatment 13% 1% 86% 1% 0%       $ 190,766,855  

Orphans and Vulnerable Children 
(OVC) 

4% 0% 76% 20% 0%       $   22,085,841  

Programme Management & 
Administration 

18% 1% 60% 20% 0%       $   86,160,519  

Human Resources 83% 0% 13% 3% 0%       $  121,527,696  
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Table 1.2.1 Investment Profile By Program Areas (NASA 2014) 
AIDS Spending Categories Government 

of Nigeria % 
Private 

Sector % 
PEPFAR 

% 
Global 
Fund % 

Other % Total 
Expenditure 

Social Protection and Social 
Services 

0% 0% 98% 2% 0%     $    11,278,205  

Enabling Environment 1% 1% 98% 0% 0%       $   32,564,082  

HIV-Related Research 2% 0% 97% 2% 0%       $     5,964,768  

Total 27% 2% 64% 7% 0% 
      $ 632,378,599  

 

 

Table 1.2.2 Procurement Profile for Key Commodities (Oct 2014-September 2015) 

Commodity Category Total Expenditure  PEPFAR  Global Fund 
Government of Nigeria 
(PCRP)  

ARVs   $  127,100,000   $ 71,100,000   $  51,400,000   $ 4,600,000  

Rapid test kits  $    11,500,000  $  10,900,000   $           -     $    600,000  

Opportunistic infection 
drugs 

 $       900,000  $     900,000   N/A   N/A  

Lab reagents – CD4  $    5,600,000  $  5,600,000   N/A   N/A  

Lab reagents – Viral load  $   4,600,000  $  3,700,000   $   900,000   $                 -    

EID kits  $    1,000,000  $       500,000   $   500,000   $               -    

Other commodities  $                        -    $                -     $                 -     $                 -    

Total  $  150,700,000  $ 92,700,000   $ 52,800,000   $  5,200,000  

 

Nigeria’s submission to the Global Fund under the New Funding Model for $351,780,487 of 

additional resources was approved in November 2014 and grant making was completed in 

December 2015. However, a recent audit by the Global Fund Office of the Inspector General 

identified irregularities and the lack of proper monitoring of the implementation of several 

activities. The Global Fund Geneva is seeking greater alignment, transparency and 

accountability in the management of limited resources available to the country for HIV-related 

investment. 

Renewed efforts to increase GON engagement and ownership have been made with the new 

administration.  The USG team has prioritized critical investments like ARV and RTK 

procurement in discussions with GON counterparts, over less tangible program-related 

activities. The new administration has communicated a willingness to commit increasing 

budgetary resources to HIV, despite economic challenges. The Federal Ministry of Health 

(FMOH) has made public the country’s commitment to implement the new WHO “test and 

start” guidelines and has granted permission for PEPFAR to pilot “test and start” in the selected 

scale-up LGAs. However, PEPFAR resources alone are insufficient to meet the needs for a 

nation-wide roll-out of the “test and start”, hence the urgent need for domestic investments in 

ARVs and other commodities.   

In FY 17, the PEPFAR resource envelope will shrink substantially. Despite the reduction in 

funding, PEPFAR will continue to make significant contributions to the national HIV program 

by supporting the strategic scale-up of the number of PLHV reached with treatment, PMTCT 
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and related services. PEPFAR will streamline broad health systems investments while 

continuing to improve linkages with other United States Government, the Global Fund, World 

Bank and other investments. PEPFAR will continue to work with all stakeholders to focus 

investments that prioritize epidemiologic impact. 

Table 1.2.3 documents non-PEPFAR United States government funding for HIV and other health 

programs. 

 

 

Table 1.2.3 USG Non-PEPFAR Funded Investments and Integration 

Funding Source 

Total USG 
Non-

PEPFAR 
Resources 

Non-PEPFAR 
Resources Co-

Funding 
PEPFAR IMs 

 # Co-
Funded 

IMs 

PEPFAR COP 
Co-Funding 

Contribution 
Objectives 

USAID TB  $13,500,000  $12,700,000  4 $4,400,000  
Support the National TB Control Program 
to halve  prevalence and mortality in 2015 

USAID Malaria  $74,470,000  - - - 
Halve malaria burden compared to 2010 
levels  under the PMI 

USAID Maternal 
and Child Health 

$46,000,000  - - - End preventable child and maternal deaths 

USAID Family 
Planning and 
Reproductive 
Health 

$32,500,000  - - - 

To improve access to and use of quality 
and voluntary Family Planning services 
including long-acting and permanent 
methods to reduce unwanted pregnancies 

USAID WASH $9,227,000  - - - Water supply and Sanitation 

USAID NUT $2,500,000  - - - 
Reduce under-nutrition among women 
and children 

CDC GHS/Ebola $10,776,758  $3,000,000  1 $2,500.00  

1. To detect threats early including 
characterizing and transparently reporting 
emerging biological threats early through 
real-time bio-surveillance. 

2. To respond rapidly and effectively to 
biological threats of international concern. 

3. To improve malaria intervention 
coverage and reduce malaria burden using 
National Stop Transmission of Polio 
Program (NSTOP) officers and malaria 
focal persons at Local Government Areas. 

CDC-GID $18,490,260    
  
  
- 

  
  
- 

Support for polio eradication and 
strengthening Nigeria’s routine 
immunization system through the 
National Stop Transmission of Polio 
(NSTOP) program. 

DOD Ebola 
vaccine 

$253,039  $253,040  1   Ebola vaccine development 

DOD WRP-N 
AFRICOS  

$85,117  $85,117  1   
African cohort study: longitudinal follow 
up of PLHIV 

DOD WRP-N 
Trust study 

$604,982  $604,982  1   
Reduce HIV/STI incidence and risk 
behaviors among MSM 

DOD WRP-N PMI $530,000  $530,000  1   Halve malaria-associated mortality 

Total $208,937,156  $17,173,139        
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Table 1.2.4 PEPFAR Non-COP Resources, Central Initiatives, PPP, HOP 

Funding Source 
Total PEPFAR 
Non-COP 
Resources 

Total Non-
PEPFAR 

Resources  

Total Non-COP 
Co-funding 
PEPFAR IMs 

 # Co-
Funded IMs 

PEPFAR COP 
Co-Funding 
Contribution 

Objectives 
 

Other PEPFAR Central 
Initiatives 

- CDC / TB/HIV 
Other Public Private 
Partnership  

$89,605 

 

 0  

TB: Developing a multi-
country Model for 
implementing TB screening 
for HCW’s in HIV care 
setting. 

Sustainable Finance 
Initiative* 

TBD TBD TBD TBD TBD 
To increase domestic 
financing for HIV. 

Total       

* Central Initiatives pending: activities under the Sustainable Finance Initiative are under development in 2016. 

 

1.3. National Sustainability Profile 

 

Stakeholders actively participated in the development and review of the 2016 Sustainability 

Index and Dashboard (SID 2.0) and provided written feedback.  The SID was validated by a 

broad spectrum of stakeholders at a two-day meeting. Two elements: Service Delivery and 

Domestic Resource Mobilization were identified to be unsustainable. The gaps identified in 

both are related to the overall challenge of minimal domestic investment for HIV programming 

beyond the human resources and administrative cost of hospitals.  

 

Additional gaps in the service delivery element relate to the lack of a formal framework for 

community based service delivery models and a lack of responsiveness on the part of the 

National and Sub-national Governments and hospitals to promote community service delivery.  

These models have been found to be effective in other countries especially those which aim to 

meet the needs of vulnerable populations. This is of great importance given the reality that a 

considerable proportion of the populace do not seek health services in formal health facilities. 

Health seeking behavior is also affected by the criminalization of sex workers, gay, lesbian and 

transgender people and intravenous drug users,  that have a higher than average risk of HIV 

infection. 

 

Two other Elements of the SID, the Public Access to Information Element and the Planning and 

Coordination Element, both under the Governance, Leadership and Accountability Domain 

were scored by stakeholders as sustainable. While national strategic planning processes and 

national surveys and surveillance exist, stakeholders recorded their concerns about the 

inclusiveness in the process of developing these documents and the continued dependence on 

donor funding to support these processes.  The SID also point towards the critical lack of state-

specific targets defined by epidemiologic variations at the state level. Stakeholders also 

recognized the existence of institutions, strategic plans and implementation processes that do 

not necessarily equate to a functional and effective National Response.  

 

The remaining eleven SID elements were rated at the “emerging sustainability” level. 

Stakeholders recognized that foundations have been established in areas such as: the 
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integration of the National HIV Commodity and Supply Chain system, human resources, 

laboratory systems and strategic information management structures. However, the SID scoring 

recognizes the need to improve the functionality and effectiveness of these elements.  

 

The PEPFAR investments proposed in COP 16 prioritize the gaps identified in SID that have the 

most direct link to reaching 90-90-90.  The SID also reinforces many of the improvements that 

will be necessary to fully implement test and start and new and efficient service delivery models.  

Strategic investments in state and LGA-level population based surveys will help to provide a 

better understanding of Nigeria’s HIV epidemic. Improvements to the national Health 

Management Information System (HMIS) will be crucial to informing future program pivots 

and making timely decisions based on national program data. Supply chain and laboratory 

system strengthening investments in the COP16 have been scaled back significantly, but remain 

sizeable investments that help avoid these crucial systems from crumbling. Additional detail on 

systems strengthening investments is presented in Section 6.  

 

The National Agency for the Control of AIDS and the Federal Ministry of Health are engaging 

with lawmakers and the budget planning institutions of the government to secure increased 

budgetary allocations for HIV. The PEPFAR team and other stakeholders will continue to 

support these efforts and also engage directly with lawmakers. The National Health Act and the 

National Health Insurance Scheme offer hope for increased health funding by the government 

at all levels; but in the uncertain economic climate, GON contributions may be smaller than 

expected.  While advocating for these policies and budget to be implemented, the PEPFAR team 

continues to place emphasis on efficient and effective utilization of existing resources.  

 

1.4 Alignment of PEPFAR investments geographically to disease burden 

The priority LGAs targeted for scale-up in the COP16 remain those selected in FY 15. The scale-

up LGAs are located in seven states: Akwa Ibom, Benue, Cross River, Lagos, Nassarawa, Rivers, 

and the FCT.  

Figure 1.4.1a (below) illustrates the alignment of PEPFAR investments with the HIV burden 

across all 36 states and FCT. PEPFAR expenditures have declined or leveled off across the 

sustained-support areas.  Investments in the states with the scale-up LGAs have largely grown. 

Benue, Lagos and the FCT received the largest investments ($39.3 million, $26.6 million and 

$25.6 million respectively). Spending in Kaduna (classified as sustained support) was high at 

$24.2 million, a reflection of its previous status as a priority state during COP14. 
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Table 1.4.1a: Total PEPFAR Expenditures and Total PLHIV by SNU and Fiscal Year 

 

Figure 1.4.1b (below) shows PEPFAR expenditures per PLHIV in each state against the state’s 

national proportion of PLHIV. Among the states hosting the scale-up LGAs, Lagos, Cross Rivers, 

Benue and the FCT have a higher spending per PLHIV than the national average of $107 ($127, 

$156, $193 and $206 respectively). Nine of the states in the sustained support category have 

higher values than the national average for the same indicator. This data is from the COP 14 

implementation period prior to the program pivot undertaken in COP 15. In both COP 15 and 

the COP 16 proposal, additional resources have been allocated to the scale-up LGAs to ensure 

that they are adequately resourced to meet the planned targets.  

 
Table 1.4.1b: 2015 PEPFAR Expenditures Per PLHIV and Percent of PLHIV by SNU  
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Figure 1.4.2a- Estimated PLHIV in Nigeria’s 774 LGAs 

Source: 2014 UNAIDS Spectrum Estimates apportioned to LGAs based on PMTCT program positivity in 2014



 

Figure 1.4.2b -ART Coverage in Nigeria’s 774 LGAs 

 
Source: PEPFAR and Global Fund Achievement 2014 
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1.5 Stakeholder Engagement  

Stakeholder engagement for COP 16 began early in 2016 with mobilization of Government, civil 

society and multilateral partners for the development of the 2016 SID (as highlighted above). The 

PEPFAR team then consulted with the Development Partners Group, began routine meetings 

with the new Minister of Health and held a focused meeting for networks of people living with 

HIV/AIDS. The final phase of stakeholder engagement was done through a series of program-area 

specific consultations and through continued engagement with the Global Fund. 

 

The PEPFAR team brought information on the ongoing implementation of COP15 and the COP16 

to the HIV/AIDS Development Partners Group. The Development Partners Group expressed its 

support for the plan to implement “test and start” in the 32 scale-up LGAs and asked for 

clarifications on the scope of PEPFAR’s investments in the sustained-support LGAs.  

 

In March 2016, the PEPFAR team began meeting quarterly with the Minister of Health. During the 

first meeting, the PEPFAR team shared changes that would be implemented under COP16.  The 

Minister then permitted PEPFAR to pilot “test and start” in the scale-up LGAs.  In addition, the 

Federal Ministry of Health’s HIV/AIDS Division held a National Task-Team meeting, where 

medical experts from across Nigeria reviewed potential changes to the National HIV Treatment 

Guidelines to better reflect WHO guidelines. The National Task-Team also discussed client user 

fees instituted at many hospitals after PEPFAR withdrew its support for blood chemistry and 

hematology tests.  

 

The issue of user fees also came up when the PEPFAR team met with networks of people living 

with HIV/AIDS. At the meeting, CSOs presented their findings from a field assessment of PEPFAR 

and Global-Fund supported sites which revealed user fees are only assessed at PEPFAR-supported 

facilities. Civil society felt this constituted a serious hindrance to PLHIV accessing treatment 

services because facilities insist PLHIV routinely undergo chemistry and hematology testing in 

order to continue treatment. The CSO consultations built in to the COP16 process led to this 

important issue being identified.  Measures are now being taken to ensure user fees do not create 

an obstacle to enrollment or adherence on antiretroviral therapy.  

 

The final phase of stakeholder engagement consisted of three program-area specific consultations 

on: orphans and vulnerable children (OVC), care and treatment, and key population 

programming. The meetings were an opportunity for stakeholders to gain a better understanding 

of the planned investments and to reflect on the changes, potential risks and threats. The PEPFAR 

team is following up on the feedback that was documented during the consultations. 

 

Engagement with the Global Fund will continue through the Country Coordinating Mechanism 

(CCM) and through meetings with the senior fund portfolio manager and the Global Fund 

principal recipients. The PEPFAR multilateral liaison will continue to liaise closely with the Global 

Fund and other donor groups to improve programmatic and technical alignment among donors 

and with the GON.  Great strides have been made during the COP planning process in regards to 

Figure 1.3.2 Total expenditure, PLHIV, and Expenditure per PLHIV  by District 
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data sharing and joint analysis which continued during the detailed Global Fund grant making 

process.   

 

2.0   Core, Near-Core and Non-Core Activities  
PEPFAR Nigeria prioritized activities that contribute to reaching epidemic control in a subset of 

LGAs. These activities include: 

 Expand ART and PMTCT services in 32 scale-up LGAs targeted for epidemic control 

within two to three years.  

 Improve site-level data through the National Health Management Information System 

(HMIS).  

 Strengthen a smaller, more efficient network of PEPFAR-supported labs that deliver viral 

load, EID and HTC testing.  

 Ensure the timely distribution of ARVs, reagents, and other commodities to facilities with 

increased involvement and financing from state governments.  

    Implement the Minimum Prevention Package Interventions (MPPI) for key populations 

through services that are more focused on case finding and linking key populations to care 

and treatment.  

 Strengthen the capacity of households and communities to support OVC affected by 

HIV/AIDs.  

PEPFAR investments in government reference laboratories, pre-service and in-service training, 

the National Blood Transfusion Service and health-care waste management were considered 

Near-core or Non-core activities and will be transitioned before COP16 implementation.  

 

3.0 Geographic and Population Prioritization   

In Nigeria, PEPFAR investments remain focused on scaling up services in high HIV burden, high 

HIV prevalence LGAs to achieve the greatest epidemiological impact with the resources available. 

PEPFAR resources are insufficient to achieve epidemic control on a broad scale due to the 

underfunded domestic response and exceptional large unmet need for HIV treatment. However, 

PEPFAR remains committed to ensuring patients in all other LGAs are sustained on ART while 

PEPFAR focuses on scaling-up ART, reducing community viral load, and significantly reducing 

transmission within the 32 scale-up LGAs. PEPFAR’s strategy will not only save lives and improve 

health; it will also avert new infections and demonstrate to the GON that with sufficient funding 

for the same core services, the GON could avoid the escalating cost of a larger HIV epidemic. 

In COP 16, PEPFAR Nigeria will continue its plans to scale up in the 32 LGAs which were selected 

using the following approach and considerations: 

 Classified the 774 LGAs into quartiles for both HIV burden and prevalence 
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 Rank ordered all 774 LGAs in descending order based on burden 

 Excluded LGAs from further consideration when they were located outside the eight states 

that were previously prioritized.  LGAs that are insecure or unsafe and to which travel is 

nearly impossible for USG staff were also excluded. Excluded LGAs also include those 

largely supported by the Global Fund and LGAs in Taraba and Abia, which were 

transitioned to the government. 

 Of the LGAs within the first quartile for HIV prevalence, LGAs were selected based on the 

feasibility of achieving saturation by 2017.  These LGAs had burdens between four and 

sixteen times the median LGA burden and served as potential “anchors” for considering 

scale-up in contiguous and proximal LGAs. 

 Evaluated the feasibility of achieving saturation in each LGA based on confidence in the 

PLHIV estimates, observed program positivity results across all PEPFAR testing streams, 

existing infrastructure to support service delivery, number of and absorptive capacity of 

existing and potential treatment sites to accommodate new patients, proportion of the 

population to be tested to identify the number of PLHIV needed on treatment for 

saturation, population and population density, transportation and patterns of movement 

across LGAs, and service-seeking behavior among PLHIV 

 Adjusted, where necessary (e.g., Lagos), the requirement that LGAs be in the first quartile 

for prevalence, where LGAs contiguous or proximal to the anchor LGA had moderate or 

higher burden, high population density, and were hotspots for transmission among key 

populations 

 Reviewed moderate-burden LGAs with extremely high prevalence independent of a super-

burdened anchor (e.g., LGAs in Benue) 

Of the 32 high burden LGAs identified for scale-up in COP 15, three (Port Harcourt LGA in Rivers 

state, Katsina Ala LGA in Benue State and Obi LGA in Nassarawa state) have now attained 

saturation. In COP 16, PEPFAR Nigeria will focus scale up in the remaining 29 scale up LGAs 

which represent 12.6 percent of the country’s total HIV burden.   

As in COP15, PEPFAR will also prioritize specific populations including: select military 

populations and communities with sizeable key populations that are in close proximity to the 

scale-up LGAs. PEPFAR is prioritizing key populations because members of these groups are 

disproportionately affected by HIV. Key populations include female sex workers, men who have 

sex with men, and people who inject drugs. 

PEPFAR will scale-up PMTCT, HTC, care and treatment, community mobilization, and 

community-based services in the scale-up LGAs. PEPFAR will moderately scale-up investments in 

OVC care and prevention within the prioritized LGAs and gradually reduce its footprint for OVC 

programs in sustained LGAs. 

Outside of the 29 LGAs, PEPFAR will sustain patients on ART and support a minimal increase in 

passive enrollment on ART. 
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4.0 Program Activities for Epidemic Control in Priority 
Locations and Populations 
 

4.1 Targets for priority locations and populations  

Of the 32 LGAs identified for scale up in COP15, 3 have already achieved 80 percent coverage at 
the time of preparing this plan; hence, COP16 scale up plan applies to only 29 LGAs. A fifteen 
percent loss-to-follow-up rate was factored into the target setting methodology for deriving the 
number of PLHIV to be reached with ARVs in the 29 LGAs in order to achieve and maintain 80 
percent ART coverage. Taking into consideration HIV prevalence and burden, the year for 80% 
saturation varies among the LGAs, which range from FY17 to FY20. In FY17, the 29 LGAs, PEPFAR 
will enroll 84,812 new ART clients and will achieve an increase in current on treatment number of 
from 204,562 in FY16 to 258,689 in FY17. Treatment coverage for FY17 varies from 44% to 80% in 
the difference LGAs. (See Table 4.1.1).  
 
Table 4.1.1: ART Targets in Scale-up LGAs for Epidemic Control 

Table 4.1.1a: ART Targets in Scale-up LGAs for Epidemic Control (Adults and Pediatrics) 

Sub National Unit 
Total 

PLHIV 

Expected 
Current on 
ART (APR 

FY16) 

Additional Patients 
Required for 80% 

Coverage 

Target 
Current on 
ART (APR 

FY17) 
TX_CURR 

Newly 
Initiated 
(APR FY 

17) 
TX_NEW 

ART 
Coverage 
(APR 17) 

Net New  
Needed for 
Saturation 

Year for 
Saturation 

ak Ikot Ekpene 10,847 6,506 2,172  FY17  8,682 3,156 80% 

ak Okobo 13,173 3,373 7,165  FY19  6,324 3,457 48% 

ak Oron 10,358 8,128 158  FY17  8,289 1,342 80% 

ak Uruan 10,130 6,351 1,753  FY18  6,427 1,031 63% 

ak Uyo 20,668 9,027 7,507  FY17  12,163 4,496 59% 

be Buruku 15,915 5,186 7,546  FY19  7,593 3,184 48% 

be Gwer West 15,652 3,751 8,771  FY20  6,887 3,698 44% 

be Konshisha 11,663 6,143 3,188  FY17  6,851 1,630 59% 

be Logo 18,796 14,171 866  Fy17  15,038 2,993 80% 

be Tarka 7,046 5,003 634  FY17  5,637 1,384 80% 

be Ushongo 10,442 888 7,466  FY20  1,758 1,003 17% 

cr Calabar South 13,337 10,182 487  FY17  10,722 2,078 80% 

cr Calabar-Municipal 7,448 6,022 -64 FY16  6,166 907 83% 

fc Abuja Municipal 78,971 27,976 35,201  FY20  33,825 10,045 43% 

fc Bwari 21,902 6,722 10,800  FY20  9,590 3,877 44% 

la Agege 5,888 3,242 1,468  FY17  4,847 1,955 82% 

la Ajeromi-Ifelodun 10,615 3,561 4,931  FY19  5,095 2,085 48% 

la Alimosho 28,217 2,694 19,880  FY20  12,416 10,126 44% 

la Apapa 1,614 1,174 117  FY17  1,291 293 80% 

la Ifako-Ijaye 14,174 1,774 9,565  FY20  6,237 4,729 44% 
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la Ikeja 11,178 5,850 3,092  FY18  7,056 2,082 63% 

la Mushin 23,341 8,492 10,181  FY20  10,270 3,052 44% 

la Surulere 6,888 1,387 4,123  FY19  3,306 2,127 48% 

na Doma 8,632 3,011 3,895  FY19  4,143 1,584 48% 

na Karu 14,567 5,638 6,016  FY19  6,992 2,200 48% 

na Lafia 21,145 11,581 5,335  FY18  13,533 3,689 64% 

na Nasarawa 7,672 650 5,488  FY19  1,048 495 14% 

ri Eleme 3,058 802 1,644  FY18  1,652 929 54% 

ri Obio/Akpor 8,672 7,766 -828 FY16  7,763 1,195 90% 

Subtotal 432,009 177,051 168,557   231,601 80,822 
 

DOD 42,745 27,511           27,511   FY18  27,511 4,127 64% 

Total 474,754 204,562(43%) 196,068(41%)   259,112(55%) 84,948(18%)   

 

Table 4.1.1b: ART Targets in Scale-up LGAs for Epidemic Control (Pediatrics) 

Sub National Unit 
Total 

PLHIV 

Expected 
Current on 
ART (APR 

FY16) 

Additional Patients 
Required for 80% 

Coverage 

Target 
Current on 
ART (APR 

FY17) 
TX_CURR 

Newly 
Initiated 
(APR FY 

17) 
TX_NEW 

ART 
Coverage 
(APR 17) 

Net New  
Needed for 
Saturation 

Year for 
Saturation 

ak Ikot Ekpene  976 586 195 FY17 781 255 80% 

ak Okobo  1,186 304 645 FY19 569 416 48% 

ak Oron  932 732 30 FY17 745 103 80% 

ak Uruan  912 572 158 FY18 583 118 64% 

ak Uyo  1,860 812 717 FY17 1,490 815 80% 

be Buruku  1,432 467 679 FY19 689 280 48% 

be Gwer West  1,409 338 789 FY20 620 315 44% 

be Konshisha  1,050 553 287 FY17 841 346 80% 

be Logo  1,692 1,275 85 FY17 1,354 213 80% 

be Tarka  634 450 60 FY17 507 105 80% 

be Ushongo  940 80 672 FY20 412 342 44% 

cr Calabar South  1,200 916 103 FY17 958 194 80% 

cr Calabar-
Municipal  

670 542 12 FY17 541 66 81% 

fc Abuja Municipal  7,107 2,518 3,168 FY20 3,114 886 44% 

fc Bwari  1,971 605 972 FY20 865 338 44% 

la Agege  530 292 140 FY17 424 169 80% 

la Ajeromi-Ifelodun  955 320 444 FY19 459 263 48% 

la Alimosho  2,540 242 1,789 FY20 1,117 899 44% 

la Apapa  145 106 11 FY17 116 21 80% 

la Ifako-Ijaye  1,276 160 861 FY20 561 418 44% 

la Ikeja  1,006 527 278  FY18  644 215 64% 
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la Mushin  2,101 764 916 FY20 924 252 44% 

la Surulere  620 125 371 FY19 297 199 48% 

na Doma  777 271 351 FY19 374 139 48% 

na Karu  1,311 507 541 FY19 633 178 48% 

na Lafia  1,903 1,042 480  FY18  1,218 293 64% 

na Nasarawa  690 59 494 FY19 333 280 48% 

ri Eleme  275 72 148  FY18  176 111 64% 

ri Obio/Akpor  780 699 43 FY17 695 110 89% 

Subtotal 38,880 15,936 15439   22040 8339   

DOD 3,847 550  2,528    FY18   550 83 64% 

Total 42,727 16,485(39%) 17,967(42%)    22,590(53%)  8,422(20%)   

 

To develop testing targets, PEPFAR Nigeria employed a cascade approach that utilizes the most 

effective testing streams for identifying HIV positive individuals and linking them to care and 

treatment (Table 4.1.2). Given the high burden of TB/HIV co-infection in Nigeria, high rates of 

TB-related mortality among PLHIV, and the accessibility of these patients through existing 

PEPFAR supported care programs and TB clinics, the team has committed to improving TB/HIV 

referral linkages to ensure that 90% of diagnosed co-infected patients are linked into ART. This 

will be supported primarily through strengthening adherence to testing protocols for both HIV 

care and TB sites and integration of TB and HIV services (Section 4.7). Given the need to balance 

the joint goals of eliminating mother-to-child transmission of HIV and attaining sustained 

epidemic control in priority areas, PEPFAR Nigeria also prioritized diagnosis and ART initiation 

for HIV-positive pregnant women. The goal in FY17 is to test 100 percent of pregnant mothers in 

scale-up LGAs and enroll 95 percent of those testing HIV positive into ART programs, which is 

expected to yield an additional 22,559 newly initiated on ART.  Intensified approaches for case 

finding will be in the scale-up LGAs, including assisted partner notification, couples counseling, 

hotspot testing and using peer led approaches to identifying HIV positive individuals that are 

healthy and would not be found at a health facility.   

In FY16, 24,762 persons who are currently receiving HIV care are expected to become eligible for 

treatment. Approximately 13,795 pediatric patients are expected to initiate treatment and the 

remaining 169,182 required to meet the target for PLHIV newly initiated on ART in scale-up LGAs 

will be identified and linked to treatment via provider-initiated, voluntary, and community-based 

testing. Based on prior-year program data, 74 percent of those diagnosed HIV-positive through 

these HTC platforms are linked to care programs.   

Current ART coverage in many of the scale-up LGAs is low, and scaling at a rate that will achieve 

saturation by the conclusion of FY17/18 will require utilization of innovative, non-facility-based 

models of service delivery.  The absorptive capacity of existing ART facilities will not 

accommodate the number of new patients on treatment required for saturation.  Where 

necessary, existing, moderate-volume PMTCT facilities will be converted to ART sites that serve a 

broader population. 
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Service delivery data are currently collected in the 29 scale-up LGAs.  However, data necessary to 

evaluate progress toward epidemic control is not always available.  To address this, small-scale 

surveys will be conducted in the 29 scale-up LGAs to provide improved baseline estimates for 

numbers of PLHIV, prevalence, incidence, and behavioral risk. 

Targets for community prevention interventions were set using an 85 percent coverage goal for 

key populations. Population size estimates were determined using an updated local epidemic 

appraisal and FY15 program data. Community-based and key population-focused prevention, care 

and treatment activities will be prioritized in the scale-up LGAs and nearby hotspots. 

A final priority population is the members and affiliates of the Nigerian armed forces. The military 

is supported by Walter Reed/Department of Defense (DOD), which seeks to newly enroll 8,876 

persons on treatment in FY16, for a total of 27,511 current on treatment by September 30, 2016. 

 

Table 4.1.2 Entry Streams for Newly Initiating ART Patients in Scale-up LGAs in FY17 

Entry Streams for ART 

Enrollment 

Tested for HIV (APR 

FY17) 

Identified Positive (APR 

FY17) 

Newly Initiated (APR FY 17) 

Adults       

Provider Initiated Testing 1,669,000 66,591 64,444 

HIV+ TB Patients not on ART 9,527 1,810 1,629 

HIV-positive Pregnant Women 

(excluding known positives) 

423,103 10,019 10,329 

Community Based HTC 709,624 3,548   

Key populations  187,582 9,379   

Pediatrics       

HIV Exposed Infants 17,565 674 641 

Orphans and Vulnerable Children  142,530 2,851 2565 

Provider Initiated Testing  345,924 5,059 5.204 

Total 3,504,855 99,931 84,812 

 

Table 4.1.3 VMMC Coverage and Targets by Age Bracket in Scale-up Districts – Not 

Applicable/Not Shown 

 

Table 4.1.4: Target Populations for Prevention Interventions to Facilitate Epidemic 

Control 

Category 

Population Size 

Estimate (priority 

SNUs) 

Coverage Goal* APR 16 Target  

FSW 241,269 85% (Tier 1), 75% (Tier 2), 0% (Tier 3) 161,228 

MSM 13,865** 85% (Tier 1), 75% (Tier 2), 0% (Tier 3) 53,396 

IDU 5,050 85% (Tier 1), 75% (Tier 2), 0% (Tier 3) 4,240 

Total 260,184   218,863 

* Tier 1 are scale up LGAs, Tier 2 are LGAs that share boundaries with Tier 1, and Tier 3 are LGAs 

that do not share boundaries with scale up LGAs. All LGAs are within the seven priority states. 

There will be no Key Population presence in outside of the seven priority states. **Based on 

technical guidance to reach more MSM due to the high program positivity rate and high/rising 
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IBBSS prevalence, the denominator for MSMs is lower than the target. The additional targets 

represent about a 20 percent reduction from FSW targets. 

 

Table 4.1.5:  Targets for OVC and Linkages to HIV Services 

 Sub National Unit 

Estimated # of 
Orphans and 
Vulnerable 
Children 

Target # of 
active OVC 
(FY17 Target) 
OVC_SERV 

Target # of active beneficiaries 
receiving support from 
PEPFAR OVC programs whose 
HIV status is known in 
program files (FY17 Target) 
OVC_KNOWNSTAT* 

ak Ikot-Ekpene Local Government Area 976 11,612 4,645 

ak Okobo Local Government Area 1,186 10,902 4,359 

ak Oron Local Government Area 932 10,490 4,196 

ak Uruan Local Government Area 912 10,575 4,229 

ak Uyo Local Government Area 1,860 26,789 10,716 

be Buruku Local Government Area 1,432 17,102 5,570 

be Gwer West Local Government Area 1,409 14,280 5,712 

be Konshisha Local Government Area 1,050 14,042 5,617 

be Logo Local Government Area 1,692 13,939 5,576 

be Tarka Local Government Area 634 12,251 4,900 

be Ushongo Local Government Area 940 13,952 5,581 

cr Calabar South Local Government Area 1,200 10,541 4,216 

cr Calabar-Municipal Local Government Area 670 10,446 4,179 

fc Abuja Municipal Local Government Area 7,107 32,567 13,027 

fc Bwari Local Government Area 1,971 19,274 7,709 

la  Agege Local Government Area 530 9,475 3,790 

la Ajeromi-Ifelodun Local Government Area 955 9,715 3,885 

la Alimosho Local Government Area 2,540 10,678 4,271 

la Apapa Local Government Area 145 9,356 3,743 

la Ifako-Ijaiye Local Government Area 1,276 8,575 3,430 

la Ikeja Local Government Area 1,006 14,703 5,881 

la Mushin Local Government Area 2,101 7,284 2,914 



 

23|P a g e   Version 6.0 

 Sub National Unit 

Estimated # of 
Orphans and 
Vulnerable 
Children 

Target # of 
active OVC 
(FY17 Target) 
OVC_SERV 

Target # of active beneficiaries 
receiving support from 
PEPFAR OVC programs whose 
HIV status is known in 
program files (FY17 Target) 
OVC_KNOWNSTAT* 

la Surulere Local Government Area 620 9,630 3,852 

na Doma Local Government Area 777 10,658 4,264 

na Karu Local Government Area 1,311 11,131 4,452 

na Lafia Local Government Area 1,903 28,916 11,566 

na Nasarawa Local Government Area 690 12,251 4,900 

ri Eleme Local Government Area 275 10,659 4,263 

ri Obio/Akpor Local Government Area 780 12,470 4,988 

Subtotal 38,880 394,263 156,431 

DOD 3,847 -    - 

Total 42,727 394,263 156,431 

 

4.2 Key population prevention 

Key populations in Nigeria continue to have exceptionally positivity rates for HIV. They include 

commercial sex workers (CSW), men who have sex with men (MSM) and persons who inject 

drugs (PWID). Based on a trend analysis of the Integrated Biological and Behavioral Surveillance 

Survey, Nigeria is experiencing a gradual decline in HIV prevalence among female sex workers, 

from a previous 2010 estimate of about 27 to a 2013 estimate of about 19. People who inject drugs 

have had a prevalence estimate comparable to the general population with a decline from 4.2 in 

2010 to 3.4 in 2013. Conversely, men-who-have-sex-with-men had a rising prevalence from 17 

percent in 2010 to 21 percent in 2013. This corresponds with a significantly lower condom use 

among MSMs as compared to FSWs and may be a reflection of the hostile socio-political and 

cultural environment currently existing in Nigeria.  

 

PEPFAR Nigeria’s Key Population strategy for COP 16 is fundamentally based on the principles of 

the 90-90-90. Overall, the Key Population portfolio will seek to intensify case finding through 

strategically targeted testing, early commencement of ART for positive KPs and an intensively 

focused adherence/support program with viral load testing to ensure community viral 

suppression. The use of evidence-informed prevention-based peer-led networks will form the 

fulcrum for the 90-90-90 service delivery. 

 

4.2.1 First 90: In COP 16, the KP portfolio will intensify case finding of positive KPs in improving 

the first 90. Previously program level data has been in the range of three percent, which is 

significantly below known in-country survey estimates. This was due to factors like cohort testing, 

dilution from testing outside of KPs, and absence of risk-profile based testing approaches. In COP 

16, we will significantly improve testing yield. Testing services will actively seek out KPs who are 



 

24|P a g e   Version 6.0 

likely to be positive by using a risk profile based approach that will rely on behavioral and 

biological markers for HIV positivity. This will include testing all KPs presenting with STIs, low 

condom use, high risk sex, KPs with sero-discordant partners and so on. Further, all sources of 

dilution including clients of sex workers and all other individuals/groups that do not fall within 

the strict definition of KPs will not be tested in COP 16. Intensified Proficiency Testing will 

improve the quality of testing while also ensuring that true positives are identified. Overall, more 

testing will be done in priority LGAs than in sustained support.  

 

4.2.2 Second 90: The PEPFAR Nigeria KP portfolio will continue with implementation of the One 

Stop Shop strategy. The One Stop Shop is a community drop in center for KPs that creates a safe 

space for the delivery of a complete cascade of KP focused prevention, treatment, care and 

support services. It also acts as a hub for community based ART delivery using peer-led networks 

and community outreach workers to. “Stable KPs” will have ARVs delivered directly to them using 

peer networks in a way that guarantees confidentiality and non-discrimination. Stable KPs are 

defined as those who are clinically stable, have shown significant level of drug adherence and 

demonstrated actual viral suppression or progress towards it. At the community level, a number 

of innovations will be used for the distribution of ARVs. One of such is the use of “Sexy Kits”. 

These are small packs that include condoms and lubricants. For HIV positive KPs, ARVs will be 

hidden to avoid stigmatization and discrimination of HIV positive KPs. A Test-And-Start 

approach will be used to ensure that all KPs identified as positive are immediately commenced on 

ART irrespective of viral load. 

 

4.2.3 Third 90: Viral load will be conducted every three to six months in line with current 

programming standards. The use of Genexpert machines and sample referrals will be used 

depending on the location of the One-Stop-Shops. The Peer mechanism will be used to intensify 

adherence and also address the different levels of stigma and discrimination. These will in turn 

improve the ARV uptake behavior of positive KPs and so increase the likelihood of individual viral 

suppression and reduce the occurrence of drug resistance.  

 

4.2.4 Sexual Transmission Prevention: Eligible KPs will continue to benefit from traditional 

prevention interventions using the Minimum Prevention Package of Interventions in line with the 

National Prevention Plan of the Government of Nigeria. These service packages include peer 

education/interpersonal communication, condom programming (including male, female and 

lubricants), STI management, HIV testing and counseling, community level system 

strengthening, and structural level interventions. These interventions constitute a suite of 

mutually reinforcing prevention interventions that reduce the risk of new infections among KPs. 

Beyond the provision of information to KPs, the peer education sessions will serve to also deliver 

treatment, care and support services.  

 

4.2.4 Geographic Targeting: The fundamental rule for KP geographic targeting is provision of 

KP focused services at scale within priority LGAs, and targeting of hotspots outside of priority 

LGAs but within the seven states of Benue, Nasarawa, FCT, Rivers, Cross Rivers, Akwa Ibom, and 

Lagos. In COP 16, the KP program will further contract towards the priority LGAs using a tiering 
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system. Tier One LGAs are Scale-Up LGAs, Tier Two LGAs are LGAs that share boundaries with 

Scale-Up LGAs, and Tier Three LGAs are LGAs that do not share boundaries with Scale Up LGAs. 

Tier Three LGAs will be dropped especially where the number of KPs on treatment in these LGAs 

are not significant. Overall, more KPs will be reached within Tier One LGAs as against Tier Two.  

 

4.2.1 Programming Environment: The Same Sex Marriage Prohibition law and continuous 

harassment from overzealous law enforcement agents continue to impede the uptake of HIV 

services among KPs. The Legal Environmental Assessment report and other rights violation 

reports clearly show the need to address these gaps in improving KP access to services. In COP 16, 

PEPFAR Nigeria will continue its engagement with key rights and law enforcement agencies with 

the aim of reducing unnecessary and illegal violations that impede access to critical HIV services.  

 

4.3 Voluntary medical male circumcision (VMMC) 

This is not applicable in Nigeria, as the rate of male circumcision is greater than 9012 percent. 

 

4.4 Preventing Mother-To-Child Transmission (PMTCT) 

PEPFAR supports comprehensive PMTCT services, contributing towards epidemic control, in 32 

scale-up LGAs by providing the following: provider-initiated testing and counseling (PITC) during 

antenatal care, antiretrovirals (ARVs) in labor and delivery, cotrimoxazole, early infant diagnosis 

(EID), PMTCT Option B+ pilot, and postpartum family planning (without FP commodity 

procurement). The Government of Nigeria (GoN) recently approved the implementation of 

PMTCT option B+ in the 32 scale up LGAs. In order to increase uptake of services, community 

engagement is critically needed to mitigate harmful traditional beliefs and cultural practices, and 

stigma and discrimination that hinder access and contribute to under-utilization of services.  

Mother support groups foster continuous home-based care for mother-infant pairs, and mobile 

outreach services assure access for hard-to-reach populations. Common problems identified 

through SIMS include prolonged EID turn-around-time and poor client flow. These concerns are 

being addressed through stakeholder meetings, strengthening demand generation, improved 

national pooled procurement, and last-mile delivery and reporting. PEPFAR is adequately 

represented on the national PMTCT task team to address these challenges, and improve service 

delivery activities; lead implementing partners provide complementary technical assistance at 

sub-national levels. Other LGAs outside of the 32 scale up LGAs will receive sustained support 

with testing targets of 30 percent of the annual pregnant women population. 

Services in low burden, low prevalence areas are being transitioned through a process of 

stakeholder engagement and will be complete by October 2016. Family planning and HIV service 

integration was identified as near-core. Integrated service delivery has been incorporated into 

national policy and pre-service curricula for health workers, thus adopted by the health care 

system. PEPFAR is sensitizing the Global Fund and other stakeholders for their continued support 

                                                           
12

(UNAIDS, 2007) – ‘Male circumcision: global trends and determinants of prevalence, safety and 
acceptability’ - http://www.malecircumcision.org/media/documents/MC_Global_Trends_Determinants.pdf 
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for implementation of FP/HIV integration activities. PEPFAR will support a streamlined package 

of care and lab services for pregnant women. Care activities include retention of HIV-positive 

women, their infants and other family members, including focus on treatment adherence. 

PMTCT Efficiency Analysis 

PEPFAR supported PMTCT at 5,988 sites at the end of FY 15 and is currently supporting 3,698 

PMTCT sites. The 2,764 PMTCT sites that reported fewer than five positives from both PMTCT 

and HTS testing streams in APR14 and are not located in the 32 scale-up LGAs were transitioned 

at the end of FY 2015 and are not supported in FY 2016. These sites account for approximately 1.9 

percent of the positives generated by the program. An additional 1,144 PMTCT sites that reported 

five to 11 positives over the one year period and are not located in the 32 scale-up LGAs will be 

transitioned in the first half of FY 2016. These sites account for approximately 4.4 percent of total 

positives. Thus, the program will transition 3,908 sites over an 18-month period and retain 94 

percent of its positives while achieving significant cost savings to be employed for strategic scale 

up in the selected scale-up LGAs. As shown in Figure 4.4.1, 17 percent (1,019) of the sites identified 

80 percent of positives. 

 

Figure 4.4.1 PMTCT Sites Yield Analysis for FY 2015  

 

 

4.5 HIV testing Services (HTS) 

PEPFAR provides site monitoring and mentoring for HTS and supports a service package that 

includes procurement of HTS commodities, rapid testing and linkages to treatment and care of 

identified HIV positives. The program will strategically support the treatment program to 

contribute to the achievement of the 90-90-90 epidemic control objective for 32 LGAs in Nigeria 

by refocusing HTS activities in these specific locations and among key populations to maximize 

efficiencies and yield of positives. In COP16, the program will scale up services in the remaining 
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29 LGAs and will employ innovative approaches to case finding, including but not limited to 

testing sex partners of index patients, testing within high-risk social networks, multiple testing 

points/streams within facilities (TB clinic, inpatient wards, pediatric clinic, MCH clinic, STI clinic, 

under-five clinic, malnutrition clinic, immunization clinic, ANC clinic, and outpatient 

department) and strategic mobile testing. The choice of which testing modalities/streams to 

scale-up will be determined by LGA-specific analysis of yield by testing streams/modalities 

(scaling up high yield modalities/streams) and availability of room for such scale-up in the 

particular testing stream/modality. However outside the scale up LGAs, all HTS activities will 

remain facility-based and no longer include routine provider-initiated testing and counseling 

(PITC) but will be based on clinical symptomatology or when requested by the client.  

 

Thus community engagement in these priority LGAs is important because communities serve as 

advocates and mobilizers for HTS and trained volunteers often provide critical HTS in priority 

locations, particularly among key populations. In addition, service integration within prevention, 

care and treatment, and broader primary health care are critical for hard-to-reach populations. 

For these activities, advocacy for resource mobilization is targeted to ensure GON commitment 

for ongoing service provider training and capacity building. PEPFAR will continue to engage in 

discussions with both GON and the Global Fund to transition some of these services outside 

PEFAR scale-up LGAs. 

GON approved and signed a National Task Shifting policy in mid-2014, which expands the 

number of medical and non-medical cadres trained as service providers. SIMS visit findings and 

the recent approval granted PEFAR by the Honorable Minister of Health to pilot “Test and Start” 

including PMTCT Option B+ in these 32 LGAs as a precursor to nationwide implementation call 

for refocusing of our program to improve the quality of testing through the Rapid Testing Quality 

Improvement Initiative and implementation of WHO’s retesting of PLHIV at ART initiation. 

HTS Efficiency Analysis 

PEPFAR supported HTS at 5,991 sites in APR15 and is currently supporting 3,781 HTS sites (FY16 

Q1). The 2,612 HTS sites that reported fewer than five positives from both HTS and PMTCT 

testing streams in APR14 and are not located in the 32 scale-up LGAs were transitioned at the end 

of FY 2015 and are not supported in FY 2016. These sites account for approximately 0.8 percent of 

the positives generated by the program. An additional 1,120 HTS sites that reported five to 11 

positives over the one year period and are not located in the 32 scale-up LGAs will be transitioned 

in the first half of FY 2016. These sites account for approximately 2.2 percent of total positives. 

Thus, the program will transition 3,732 sites over an 18-month period and retain 97 percent of its 

positives while achieving significant cost savings to be employed for strategic scale up in the 

selected scale-up LGAs. As shown in Figure 4.5.1, 13 percent (757) of the sites identified 80 percent 

of positives. 
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Figure 4.5.1 HTS Sites Yield Analysis for FY 2015  

 

4.6 Facility and community-based care and support 

Nigeria’s National Care and Support Guidelines (2013) define the minimum package of social, 

economic and psychosocial services for those infected and affected by HIV. Services include 

Positive Health, Dignity, and Prevention (PHDP), tuberculosis screening, cotrimoxazole (CTX) 

prophylaxis, EID, nutritional assessment and counseling, nutritional support for malnourished 

children, PLHIV support groups, defaulter tracking, linkages and referrals to complementary 

services.  

 

Based on the findings from a 2014 evidence review and prioritization of PEPFAR care and support 

interventions, non-ART services (TB Screening, Cotrimoxazole prophylaxis, PHDP services) that 

aim to reduce morbidity and mortality, optimize retention in care, improve quality of life, and 

prevent ongoing HIV transmission, are all core activities that were prioritized in FY 2015 and will 

continue. HIV exposed infants will continue to be enrolled in care and followed up until no longer 

at risk of infection through breastfeeding and their final HIV status is confirmed. Exposed infants 

will benefit from pre-exposure prophylaxis, Cotrimoxazole preventive therapy, growth 

monitoring, nutrition assessment and counseling of their care givers, EID, and linkage of HIV 

infected infants to ART services. Referral to OVC services in the community will be strengthened. 

PEPFAR Nigeria will continue to support clients already enrolled in its care and support services 

in sustained support LGAs; whereas adult, adolescent and pediatrics client enrollment will be 

actively scaled up in the priority LGAs. 

 

New models of differentiated care that reach patients outside facilities will be supported to 

improve access, the quality and convenience of care and to drive down the cost of providing care. 

PEPFAR Nigeria will continue to support GON efforts to decentralize care services to primary 

health centers where it will increase access to services for a significant number of PLHIV.  In 
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addition, the program will extend services to informal settings in scale-up LGAs such as patent 

medicine vendors (PMVs) and other community settings.   Community volunteers, primarily 

PLHIV, will be supported to play active roles in peer adherence counseling, defaulter tracking and 

coordination of community support groups to improve retention in care for adults, adolescents 

and pediatric clients. Support groups will continue to be supported so PLHIV can share common 

concerns and participate in decision-making to address issues common to PLHIV such as stigma 

and discrimination; these groups will now be used to help deliver differentiated care for patients 

within their community.   

 

SIMS will continue to play a significant role in strengthening the quality of the care and treatment 

program.  In the current FY, domains scoring ≥25 percent red or ≥ 50 percent red and yellow are 

mainly TB/HIV, food and nutrition, and pediatric care and treatment. Efforts are being made to 

improve linkages to nutritional support, TB services and to actively follow up on those needing 

pediatric care and treatment services. 

 

4.7 TB/HIV 

TB/HIV co-infection continues to be prioritized in the PEPFAR program, given findings from the 

2012 National TB Prevalence Survey that indicates that Nigeria TB prevalence and incidence has 

been greatly underestimated. This has resulted in a realignment of activities among stakeholders, 

including greater use of GeneXpert as a TB diagnostic tool amongst PLHIV and other presumptive 

TB cases as approved by the GON.  The PEPFAR Nigeria program continues to prioritize TB/HIV 

interventions due to the high co-infection rates and the overall contribution that TB/HIV work 

will make to the 90-90-90 goal.  

 

In FY 17 and FY 18, PEPFAR will continue to focus on scale-up LGAs to provide HTS for both 

presumptive TB and confirmed TB patients. HTS will be limited to confirmed TB patients in 

sustained support LGAs, in order to achieve maximal impact. The program will scale up 

integrated TB/HIV services supported by a network of GeneXpert machines for improved TB case 

detection among PLHIV.  PEPFAR will support sputum transport, enrollment of TB patients on 

ART coverage for co-infected patients, isoniazid preventive treatment (IPT) for all PLHIV not 

infected with TB, and improving referrals between DOTS clinics and ART centers. Communities 

will play an essential role in the identification and referral of presumptive TB patients. In scale-up 

LGAs, mobilization and sensitization for uptake of TB/HIV services and treatment adherence will 

be supported.  

 

Intensified contact tracing for all HIV positive patients diagnosed with TB, especially pulmonary 

TB, will be implemented.  PEPFAR will improve TB case detection among HIV patients and their 

households and will contribute to increased HTS uptake among members of the household. The 

program will also intensify TB case finding among key populations, children and pregnant women 

attending antenatal care services in all scale-up LGAs. 

 

To further strengthen referral services between TB and HIV service points, PEPFAR will 

continue to support positions for TB/HIV referral coordinators in the scale up LGAs. This will 
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ensure that priority attention is given to TB/HIV co-infected patients across service delivery 

points, facilitate timely diagnostic evaluation for TB among PLHIV through sputum referral for 

GeneXpert diagnosis, provide prompt treatment initiation for confirmed TB cases, and record 

documentation of treatment outcomes. 

 

Fifty thousand GeneXpert cartridges and 50,000 doses of Isoniazid (INH) will be procured 

through a coordinated logistics system. PEPFAR will support the last mile delivery of INH to 

ensure IPT is not disrupted due to stock outs.  

 

SIMS visits across PEPFAR sites indicate sub-optimal implementation of TB infection control 

activities, inadequate provision of IPT and poor documentation of TB/HIV referral. PEPFAR 

Nigeria is further strengthening TB infection control under COP16 through proven interventions 

such as TB FAST and TB BASICS strategies. Support will be provided to implementing partners to 

increase TBIC services across sites in scale up LGAs. 

 

4.8 Adult treatment 

The Nigeria Integrated National Guidelines for HIV Prevention, Treatment and Care, revised in 

2014, expanded the CD4 eligibility criteria for ART initiation from <350 to <500cells/mm3, thereby 

increasing the number of PLHIV requiring ART. With the approval from the Minister for Health, 

PEPFAR will continue to pilot “test and start” in the scale-up LGAs. According to the Minister, 

this will inform implementation of test and start nationwide once it is formally approved by the 

National Task Team through revised National Treatment Guidelines. It is anticipated that the 

National Treatment Guidelines will be revised in FY 16 to reflect the 2015 WHO care and 

treatment recommendations, including “test and start”.  

 

PEPFAR will support treatment through differentiated models of care and treatment for stable 

and unstable HIV infected patients. Stable patients are those on ART for not less than a year, with 

no clinical symptoms or signs of HIV related disease, who have achieved good adherence to 

medication and or have attained viral load suppression. These will receive multi-month scripting 

(three monthly drug refills) and biannual doctors’ visits. Whereas the unstable are those who 

didn’t meet the criteria outlined earlier e.g. poorly adhering to medication, treatment failure 

(clinical, immunological or virological failure) and these will require frequent clinic visits for 

laboratory investigations, adherence support and drug refills. It is estimated that 79% of patients 

(595, 541) will be stable whereas 21% of patients (158,308) will be considered unstable during the 

FY.  

The newly supported models of care will be aimed at improving treatment outcomes and to create 

efficiencies within the PEPFAR budget.  The treatment service delivery package includes: 

determination of ART eligibility; provision of ARVs; facility/community-based adherence 

monitoring; retention activities and scaling up of viral load assay to monitor treatment efficacy. 

The full service package, by LGA prioritization level, is further specified in the table below. 

 

Service Package Scale – Up 

LGAs 

Sustained Support 

LGAs 
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Clinical evaluation and assessment    

Assessment and management of TB and other OIs   

Provision of PHDP services   

Provision of ARVS and Cotrimoxazole   

Routine HIV testing for TB  clients at existing 

TB/DOTS POS 

  

ART Monitoring (CD4 count testing & Viral Load)   

Facility & Community Retention & Medication 

Adherence Support 

  

Provision of EID services   

Referrals and linkages – social services, FP/RH   

PITC in multiple POS including ANC   

Active Case Finding & Enrolment – Community 

ART 

  

HIV testing among OVCs and linkage to ART 

services  

  

Community outreach and demand creation 

activities 

  

 

Efficiencies will continue to be gained through the pooled procurement of key commodities 

within the integrated national logistics system. The logistics system will be modified to 

accommodate the new multi-month dispensing of ARVs. Community activities will be 

strategically targeted at adherence reinforcement, retention, and viral load suppression. Demand 

creation activities in the scale-up LGAs will sensitize communities to services that are available. 

Community support groups are to be strengthened and will continue to play an active role in 

improving medication adherence, drug distribution and retention in treatment.  PEPFAR will  

continue to support various community ART service delivery models as a means for increasing 

ART uptake, decongesting health facilities, improving access to hard to reach locations and 

making services more convenient in the scale-up LGAs. Community treatment locations in the 

scale up LGAs will include primary health care centers, KP one-stop shops, and mobile clinic 

services and outreach.  

 

In FY17, increased effort will be directed at ensuring that more men are accessing HIV treatment 

services. Strategies towards achieving this will include: 

Advocacy to key community and opinion leaders on the need for men to access HIV services 

Engage male role models as champions to promote increase uptake for HIV services by men 

Support females in care to encourage their male partners to seek HIV services 

Support CBOs with skills and resources to provide community based care and treatment 

services for men and MSMs 

Utilize men living positively to promote access to HIV services among men  
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Efficiency Analysis 

In 2015, eighty percent of ART patients were seen in twenty percent (185) of PEPFAR supported 

ART sites. Patient volume in the remaining eighty percent of sites (758) ranged between 20 and 

804. PEPFAR Nigeria discontinued support to 105 poor performing treatment facilities in 

sustained support LGAs with a volume of patients current on ART ranging from 1- 19 as of 

September 30, 2015. The patients in these facilities are being transferred to proximal ART 

moderate to high volume sites. The 393 low volume facilities (as of September 2015) in sustained 

support LGAs with current on a treatment ranging from 20 – 299 will be supported with 

commodities and an annual visit by the implementing partner.  Patients seeking treatment at 

these sites will not be included in PEPFAR Nigeria’s results reporting, but their results will be 

reported to the GON for inclusion in the national results. Resources previously used to support 

these facilities will be redirected to provide services in the scale-up LGAs.   

 

 

Figure 4.8.1. ART site volume analysis 

 
 

4.9 Pediatric Treatment 

Pediatric Treatment services are critical to achieving the PEPFAR strategic objectives of 90-90-90 

in scale up LGAs and are retained as core activities.  The service delivery package includes: early 

identification of HIV infected children under 15 years and enrollment into care; screening for TB 

and other opportunistic infections; adherence counseling; determination of ART eligibility in 

sustained support LGAs; timely initiation on ART; optimization of ARVs; activities to improve 

retention of children in care and treatment such as co-scheduling appointments for parent-child 

pairs, making facilities child friendly, and longitudinal tracking. Communities in the scale-up 

LGAs will be sensitized and engaged to increase demand generation for pediatric HIV services, 

promote adherence and retention on treatment using existing structures within the community 
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e.g. ward development committees, lay counselors and focal persons to champion HIV services for 

children who will play a vital role in defaulter tracking and promoting adherence.  

 

The program will expand high yield pediatric HIV testing initiatives in communities especially 

among OVC, children missing school and in health facilities by increasing testing among those 

hospitalized, malnourished, TB suspects/infected and children of adults enrolled in care. There 

will be increased effort to improve follow-up of mother-infant pairs through strengthened 

community linkages and longitudinal cohort tracking especially for HIV exposed infants. PEPFAR 

Nigeria will continue to pilot “test and start” in scale up LGAs in FY 17. This will provide 

opportunity for early initiation of treatment for HIV infected children less than 15 years on ART 

before immune suppression thereby improving their health outcomes. Improving access for 

children to ART services will be accomplished by PEPFAR activities focused on: task-shifting from 

doctor-based to nurse-based and  community level care-providers, adherence support through 

education, counseling, mobile phone messaging services, linkages to OVC and community-based 

ART programs, promotion of adherence through peers/support group members, and by 

innovative community outreach in scale up LGAs. In sustained support LGAs, implementing 

partners will continue to retain those currently on treatment, focusing on activities targeted at 

improved adherence and retention with no demand generation activities. 

 

Early Infant Diagnosis coverage is very low in Nigeria due to poor identification of HIV exposed 

infants, poor linkage to EID services, long turnaround time from receipt of sample and issuance of 

DBS result to facilities and inadequate human resources challenges. In FY17, additional measures 

to address these challenges include: intensify screening of mother-infant pair across all service 

points to determine exposure status; strengthen CQI; strengthening the use of longitudinal 

registers to track mother-infant pairs; training and retraining of clinical staff on DBS collection; 

transport and tracking; develop integrated sample referral transport and results return system; 

sustain advocacy to government to employ and/or deploy more laboratory scientist to the PCR 

laboratories. 

 

4.10 OVC 

The OVC service delivery package outlined in the National OVC Service Standards will guide 

OVC interventions in FY 17. Children will receive need-based and age-appropriate interventions 

including:  support to access healthcare; HIV testing and counselling; linkages to treatment and 

adherence support for HIV positive children; nutrition assessments and counselling; caregiver and 

community capacity-building for parenting, early childhood development, and child protection; 

household economic strengthening; prevention interventions for older OVC; and access to 

education.  

In FY 17, the program aims to improve linkages to testing, treatment and care in scale-up LGAs. 

Community-based OVC programs will recruit referral coordinators to facilitate access and 

adherence to ART for HIV positive children and caregivers. Table 4.1.5 outlines targets for testing 

and linkages to care and treatment for OVC. Prevention messaging will target adolescent OVC, 

especially girls, with linkages to adolescent-friendly reproductive health services. There will be a 
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strong focus across the program on strategies to empower households and communities for better 

parenting and sustainable care and support to OVC. Services are delivered within the household 

and community, with strong facility-community referral systems to provide HIV positive OVC 

with seamless services from the health facility and within the community where they reside.   

In LGAs receiving sustained support, partners will focus on intensive household economic 

strengthening interventions. Households will be graduated out of the program in phases as 

household income rises. Partners will work with CSOs, and government ministries, departments 

and agencies (MDAs) in sustained support LGAs to seek alternative sources of support for OVC 

and their households still requiring support once transitioned out of PEPFAR OVC programs.  

PEPFAR will support a technical assistance partner that is focused on sustainability planning and 

monitoring with OVC service delivery partners. 

Activities designated as near-core include support to the National OVC Management Information 

System (NOMIS), professional social welfare training and certification, and advocacy for 

improved child rights laws, adoption and placement systems. These activities will be transitioned 

over the next year to an array of community, private sector, and public sector organizations, 

under the supervision of relevant government authorities.  

During SIMS visits, gender, community-facility linkage systems (and vice-versa) for OVC service 

delivery and HIV testing of children of adult patients were found to be an areas of weakness. In FY 

17, PEPFAR will build the capacity of local partners to identify and address harmful gender norms 

and integrate gender considerations into all existing and new activities. Local partners will also 

strengthen facility-community linkage systems for improved OVC service delivery and scale-up of 

routine HIV testing of children of adult patients. Children identified as positive will be enrolled in 

care and treatment, especially in scale-up LGAs.   

Significant community-based organization capacity has been built to serve OVC; however, gaps 

remain in the area of resource mobilization for OVC care and ongoing training for volunteer 

community para-social workers. The coordination and supervisory capacity of the Ministry of 

Women’s Affairs and Social Development is low, especially at the state and LGA levels. PEPFAR 

Nigeria will continue to build capacity of these groups, including advocacy for workforce 

development and prevention of and response to violence against children. Implementing partners 

will also work with community-based organizations to strengthen case management as the 

gateway to service provision.   

 
5.0 Program Activities in Sustained Support Locations and 
Populations 

 

5.1 Package of services in sustained support locations and populations  

Outside the scale-up LGAs, enrolled patients will be maintained in care and treatment services.  

PEPFAR Nigeria discontinued support for low yield HTS and PMTCT sites while patients in ART 
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sites with less than 20 patients have been transitioned, where feasible and where service quality 

will not be reduced, to higher volume and higher quality facilities. Low volume facilities with 

between 20 to 299 ART patients will continue to receive ARVs and other commodities with once a 

year site visits by PEPFAR supported implementing partners. Protocols have been developed to 

monitor service quality in these facilities and contingency plans have been put in place to provide 

emergency technical assistance, if necessary, to ensure quality services are offered. In the 

sustained support LGAs, passive enrollment of patients into care and treatment services will 

continue for patients who request services or are in need of testing based on provider-screened 

symptomatology or the presence of opportunistic infections (OIs.)   

Patients enrolled in the program will be provided a minimum package of services. This package 

includes cotrimoxazole provision, periodic clinical assessments/monitoring, screening for OIs 

including TB, routine HIV testing at TB/DOTS centers and routine laboratory monitoring, 

including viral load monitoring or CD4 tests. Selected community activities targeted at improving 

medication adherence and retention in care and treatment will be conducted. No patient will be 

denied treatment; therefore, persons requesting HIV testing or presenting with an OI will be 

provided testing and treatment as needed. There will be no demand generation for testing and no 

active scale-up of care, treatment, and HTS or PMTCT services in these areas. OVC currently 

served with core interventions in the sustained support LGAs, primarily household economic 

strengthening, capacity building of caregivers, and linkages to care and treatment, will continue 

to be supported through the end of FY 18.  Following improvement in household income levels, 

households in the program in these LGAs will be graduated out of the program in phases.  

With one exception, HTS will be restricted to passive testing and linkage to care in PMTCT and 

ART sites as well as routine testing at TB DOTS centers, PEPFAR support for HTS will be 

discontinued in these LGAs and populations.  The exception will be HTS for key and military 

populations. Key populations will be reached through targeted testing in the scale-up LGAs as 

well as surrounding hotspots. 

The expected volume of patients needing the minimum package of services in the sustained LGAs 

has been calculated by LGA and summarized in Table 5.1.1. In FY 17, the expected number tested 

at PMTCT sites was derived based on the assumption that these sites would continue to provide 

counseling and testing in antenatal clinic settings only at the client’s request as well as when 

clinical symptomatology warrants.  It is estimated that 30 percent of pregnant women in these 

LGAs will seek care in PEPFAR-supported facilities and be tested under these conditions. There 

will be no routine testing of women attending antenatal clinics in sustained support LGAs.  In FY 

16, low yield PMTCT sites with fewer than 12 positives identified by the end of FY 14 will also no 

longer be supported. It is anticipated that there will be a significant reduction in the number of 

women in the PEPFAR supported PMTCT program due to the discontinuation of PMTCT services 

at low yield antenatal clinics, discontinuation of active demand generation in these areas, and 

limited testing (on request and for symptomatic clients only.) 

Expected volumes for current on care and current on ART in the non-scale up LGAs were derived 

using current program data and account for: (1) the National guideline for early initiation of ART 

(CD4 ≤ 500 cells/mm3); (2) estimated loss to follow up; and (3) the anticipated decline in HTS 
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services in these LGAs. It is anticipated that the pool of patients in care will increase slightly over 

time, as the passive enrolment rate will be marginally higher than anticipated losses to follow up. 

PEPFAR Nigeria is planning a four percent increase in net new on treatment associated with 

passive enrollment as well as an increase inflow of testing resources from a few states.  The GON 

occasionally conducts demand generation activities independent of PEPFAR; those patients may 

seek care at PEPFAR-supported facilities. After the national ART guidelines are updated to 

include “test and start,” client load is expected to increase in the sustained LGAs.  

Finally, the number of OVCs receiving the minimum package of services outlined above will 

decline gradually and the number of OVC households that will be graduated and no longer 

supported by PEPFAR will decline while the OVC served in scale-up LGAs will grow steadily. The 

resources from the sustained support LGAs will be redirected to the scale-up LGAs.  

Table 5.1.1: Expected Beneficiary Volume Receiving Minimum Package of Services in Sustained Support LGAs 

Sustained Services Volume by Group 
Expected 
result APR 15  

Expected 
result APR 16 

Percent increase 
(decrease)  

HIV testing in PMTCT sites 2,156,556 1,295,748 -40% 

HTC (only Sustained services ART sites in FY 16) 4,847,017 1,843,699 -62% 

Current on care (not yet initiated on ART) 125,958 118,521 -6% 

Current on ART  474,087 573,178 17% 

OVC 991,432 712,534 -39% 

5.2 Transition plans for redirecting PEPFAR support to priority locations and populations  

PEPFAR Nigeria has discontinued support to 2,857 low yield HTC and PMTCT sites at the 

beginning of FY 16. PEPFAR Nigeria engaged NACA and the FMOH’s HIV/AIDS Division during 

COP 16 planning and has shared strategic directions, key programmatic decisions, as well as data 

and analyses used for decision making. PEPFAR support for human resources for health (HRH) 

was discontinued with the GON stepping in to absorb those staff whose salaries had previously 

been paid by PEPFAR.  Some of the sites were negatively impacted, especially the high volume 

sites in tertiary health facilities and some secondary health facilities as they had been completely 

paid for by PEPFAR and were not considered part of routine facility services. Salary top-ups were 

also discontinued during the second half of FY14. There are ongoing efforts to engage various 

levels of government to address critical HRH gaps in health facilities, especially in treatment sites 

which include support for implementation of the task shifting and sharing policy.  

 

PEPFAR Nigeria will continue to engage the GON to take on additional states following the 

transition of two states, Abia and Taraba, in 2015. Furthermore, other key stakeholders including 

the Global Fund, State Governments and CSOs will be involved in developing transition plans for 

sites in sustained support areas.  Laboratories categorized as primary labs, except those in scale-

up LGAs and five of the PCR laboratories located outside the priority states, will be transitioned to 

the GON by the end of FY 2016.  Similarly, OVC services in non-priority states has begun scaling 

down and all OVC implementing partners in sustained support LGAs have developed and 

commenced implementation of OVC graduation plans. Civil society is being engaged to assist 

with developing innovative ways to continue these services beyond FY 2018 without direct 

PEPFAR support. 
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6.0 Program Support Necessary to Achieve Sustained 
Epidemic Control  
 

The USG team further narrowed the types of systems investments through COP16, selecting only 

the activities that are most critical to addressing priority programmatic gaps, priority policies and 

activities that if removed, would result in additional programmatic gaps within care and 

treatment programs. 

6.1 Critical Systems Investments for Achieving Key Programmatic Gaps  

To maximize the efficient use of resources and achieve the targets within the time frame, the USG 

Nigeria team used the Strategic Budget and Optimization Review (SBOR) process to discuss and 

then agree on systems strengthening investments that will be critical to addressing key 

programmatic gaps.  The three programmatic gaps and two priority policies are: 

Gap 1: Consists of a lower than expected number of HIV positive persons identified in the scale-

up LGAs (1st 90). Barriers that have led to this gap include the lack of data at a national and sub-

national level that reflect accurate population estimates, sero-prevalence and HIV burden. The 

second barrier is that traditional strategies for testing people are low yield.  The third barrier is 

that attitudes and cultural practices (norms and community structures) limit access and uptake of 

HIV testing services among those infected with HIV. 

 

Gap 2: Recognizes too few of the identified PLHIV in the scale-up LGAs are enrolled and retained 

(2nd 90). Barriers contributing to this gap include insufficient scale of community ART; limited 

task-sharing; strategies for linkages and retention have not yet been optimized; and facility-based 

patient fees that are negatively effecting patient enrollment, retention and adherence. 

 

Gap 3: Reflects the low uptake of viral load services for treatment monitoring in the scale-up 

LGAs (3rd 90) stems from poor transport and referral networks as well as the inefficient use of 

resources available for PCR laboratories. 

 

Priority policies 1 & 2: Test and start and new and efficient service delivery models. Several 

systems barriers were brought forward under the discussion on test and start. The team 

concluded that there would be four key barriers that would address this policy priority: 1. “test 

and start” cannot be applied nationwide with the current lack of resources; 2. there is no rapid 

response plan for drafting Nigeria’s understanding of the WHO guidelines; 3. there is no plan for 

the dissemination of guidelines; and 4. there are inadequate financial resources for test and start.  

The systems barriers identified for service models are the same as the first three for test and start.  

All other systems strengthening investments will be focused on operationally critical systems 

strengthening investments.  
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Table 6.1.1 Key Programmatic Gap #1:  FIRST 90 – there is a lower than expected number of HIV positive persons identified in the thirty-two scale-up local government areas (LGA) 

Key Systems 
Barrier 

Outcomes by the End of FY17 Guiding Outcome 
(by no later than 3 
years) 

Proposed COP/ROP16 Activity Milestones/Timeline Budget 
Code(s) 

Activity 
Budget 
Amount 

Associated 
Implementing 
Mechanism ID 

Relevant SID 
Element and 
Score (if 
applicable) 

Barrier One: 
existing data, 
including national 
and sub-national 
surveys and 
statistics, may not 
reflect accurate 
population 
estimates, sero-
prevalence and HIV 
burden 

Surveys conducted and reports 
drafted. 

Outcome 1: More 
realistic estimates 
through AIDS 
indicator surveys or 
expanded evaluations 
completed in the 
thirty-two scale-up 
local government 
areas (reports 
disseminated).   

CDC AIDS Indicator Surveys  
(AIS)- For New State 

1: Study Protocol Developed and IRB 

Clearance obtained at SAPR 17 

2: Mapping concluded at Q3 FY17 

3: Data collection concluded  at Q3 FY17 

4: Data Analysis and Report concluded 
at APR 17 

HVSI $2,500,000  AFENET   
  
Element 13: 
Epidemiological 
and Health Data 
 
SID Score: 
Yellow 
 

USAID AIDS Indicator Surveys  
(AIS)- For New State 

HVSI $ 2,500,000  FHI360 

CDC AIDS Indicator Surveys - For 
Completion of Kaduna AIS 

1:  Data Analysis concluded by Dec 2016 

2: Technical report finalized and 
disseminated by March 2017 

HVSI $  500,000  AFENET 

USAID AIDS Indicator Surveys - 
For Completion of Akwa Ibom AIS 

HVSI $   500,000  FHI360 

CDC HIV/AIDS Impact 
Assessment in Priority Sub-
national units 

1:  Data Analysis concluded by Dec 2016 

2: Technical report finalized and 
disseminated by March 2017 

HVSI $ 1,293,750  AFENET 

USAID AIDS Indicator Surveys - 
For LGA Level AISs in Scale-up 
LGAs 

HVSI $   646,875  FHI360 

Barrier 
Two:current 
approaches for 
testing are low yield 

Program evaluation completed 
and findings and 
recommendations related to 
testing approaches shared. 

 
 
 
 
 
 
 
 
 
 
 
 
Outcome 1: 
improved efficiencies 
for testing 
 
 
Outcome 2: PEPFAR 
supported labs have 
gained accreditation 
recognition for 
quality performance 

Program evaluation done to 
determine best practices for 
testing with a particular focus on 
index patient testing and contact 
tracing. (Also addresses Prog. 
Gap 2: Barrier 3) 

1: Evaluations designed. HVSI $  400,000  USAID TBD 
(NMEMS 
Follow-on) 

Element 6: 
Service Delivery 
 
SID Score: Red 

Improved identification and 
care of HIV positive infants 
through early diagnosis and 
linkage to treatment;  and 
supported labs are delivering 
accurate and reliable results 
within acceptable and 
consistent turn-around-time 
for efficient patient 
management; 

PCR  Lab Maintenance: For VL  
and EID testing (Also addresses 
Program Gap 3 : Barrier 4)  

1.All 22 PCR labs already upgraded  
2. All enrolled in PT program.  
3. All PCR labs received PT panels every 
quarter a 100% score is required 
4. Reports from PT provider received 
with score for each lab.  
5. 4 cycles of PT will be provided at the 
end of one year 

HLAB $ 1,060,059  IHVN, APIN, 
FHI360, MSH, 
CIHP, FGHIN, 
DoD 

  
  
  
  
  
  
Element 10: 
Laboratory 
(Emphasis on 
Lab Quality 
Monitoring, 
Viral 
Infrastructure 
and Capacity of 
Laboratory 
Workforce.  
 
SID Score: 
Yellow 

The quality of HIV rapid test 
results in supported sites is 
consistent with acceptable 
international standards. 

EQA-PT ----Proficiency Testing to 
improve the quality of HIV/CD4 
testing  

1. All 352 supported labs enrolled in PT 
program  
2. Each lab received PT panels every 
quarter 
3. Each lab provided with performance 
report/feedback by IHVN 
4. Each lab to achieve not less than 80% 
score 
4.  4 cycles of PT will be provided at the 
end of every year 

HLAB $   332,273  IHVN 
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Table 6.1.1 Key Programmatic Gap #1:  FIRST 90 – there is a lower than expected number of HIV positive persons identified in the thirty-two scale-up local government areas (LGA) 

Key Systems 
Barrier 

Outcomes by the End of FY17 Guiding Outcome 
(by no later than 3 
years) 

Proposed COP/ROP16 Activity Milestones/Timeline Budget 
Code(s) 

Activity 
Budget 
Amount 

Associated 
Implementing 
Mechanism ID 

Relevant SID 
Element and 
Score (if 
applicable) 

SLMTA - Support hosting of 
workshops for the Strengthening 
of Laboratory Management 
Towards Accreditation (SLMTA) 
program, as well as fund the travel 
logistics  for the assessment of 
PEPFAR supported labs in  IP 
supported states/LGAs  (Also 
addresses Program Gap 3 : Barrier 
4)  

1. Training needs identified after 
baseline assessments/audit 
2. 3 planned quarterly quality 
improvement workshops conducted to 
train site staff on gaps identified after an 
audit 
3. Audit report with scores shared with 
facility management every quarter 
 

HLAB $  241,425  IHVN, APIN, 
FHI360, MSH, 
CIHP, FGHIN, 
DoD, CCFN 

SLMTA Audits and Certification 
of Labs - Support ASLM for 
assessment of 24 labs; as well as 
mentorship and preparation of 8 
labs towards gaining accreditation.  
(Also addresses Program Gap 3 : 
Barrier 4)  

1.Baseline audit conducted for selected 
labs  
2. Gaps identified addressed during 
improvement workshops followed by 
another audit.  
3. Audit scores (stars)  awarded to each 
lab by ASLM 
4. Labs with 4 or 5 stars can seek 
national or international accreditation  
5. Process may take at least 2 years and 
above (beyond end of FY18) 

HLAB $  318,775  APIN B 

HIV-RTQII- HIV Repeat Testing 
Quality Improvement Initiative 

1. TOT already conducted in FY16 
2. Step down trainings in the selected 
states already conducted 
3. Roll out HIV RTQII to more sites in 
first quarter of fy17 
4. Roll out PT panels to testing sites  
Monitor quarterly proficiency testing at 
scores above 80%. Conduct 4 cycles of 
PT in year 1 

HLAB $  531,532  IHVN, APIN, 
FHI360, CIHP, 
DoD, CCFN 

HIV repeat testing for ART 
initiation 

HIV positive clients from all testing 
streams are retested in the laboratory 
before starting treatment. 
Number of clients tested before 
commencement of ART. Records of 
quarterly Proficiency testing (PT) score 
from PT provider. Each lab will perform 
4 rounds of PT and have reports 
documented at the end of year 1  

HTXS $  312,897  IHVN, APIN, 
FHI360, MSH, 
CIHP, FGHIN, 
DoD, AHNI, 
ECEWS, PRO 
Health, CCRN, 
CCFN 

PMV - Post-Market Validation of 
RTKs 

All HIV rapid test kits are validated to 
assure quality before distribution to the 
field. At the end of FY17 6 rounds of 
PMV will be conducted 

HLAB $    65,591  IHVN 

N/A Outcome 3: 
improved targeted 
testing among 
persons more likely 
to be infected 

Addressed through service 
delivery partners (does not require 
a system investment) 

 N/A $           -    N/A Element 6: 
Service Delivery 
 
SID Score: Red 
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Table 6.1.1 Key Programmatic Gap #1:  FIRST 90 – there is a lower than expected number of HIV positive persons identified in the thirty-two scale-up local government areas (LGA) 

Key Systems 
Barrier 

Outcomes by the End of FY17 Guiding Outcome 
(by no later than 3 
years) 

Proposed COP/ROP16 Activity Milestones/Timeline Budget 
Code(s) 

Activity 
Budget 
Amount 

Associated 
Implementing 
Mechanism ID 

Relevant SID 
Element and 
Score (if 
applicable) 

MEASURE: This work 
addresses multiple outcomes 
and funding has been split 
across the relevant outcomes. 
Harmonization of reporting 
between national HMIS 
(DHIS2) and PEPFAR will be 
completed. Late in year 1, a 
roadmap for data 
exchange/interoperability will 
also be agreed on. Finally, the 
indicators in the DHIS2 
instance will include important 
facility-level indicators on 
testing that improve the ability 
of PEPFAR and the GON to 
track repeat testers and true 
linkage to treatment services. 
 
CDC TBD- Enhanced demand 
for and use of data through the 
DHIS dashboard 
 

Outcome 4: 
improved tracking of 
testing by testing 
stream 

This cross cutting activity supports 
several programmatic gaps. 
Specific outcomes are described 
against this outcome. The cross-
cutting activities include:  
1. Support the update of the 

national HMIS and roll out of 
the updates;  

2. Improve data exchange between 
PEPFAR and the national 
HMIS; 

3. Enable mobile and assist in the 
roll-out;  

4. Establish nationally agreed on 
data validation and data quality 
assessment approach  

1: Develop Standard Operating 
Procedures for national routine program 
data validations and data quality 
assessments. 
2: Modules for data validation and data 
analysis for national DHIS 2.0 created.  
3: Mobile phone system developed and 
ready for deployment. 
4: Draft multi-year plan for data 
exchange between the HMIS and 
DATIM 
5: Developed repeat testers tracking 
tools and standard operating procedures 
for using the tools. 

HVSI $1,500,000  MEASURE  
Element 15: 
Performance 
Date – Focus on 
Timeliness, 
Analysis and 
Quality of 
Service data. 
 
SID Score: 
Yellow 

 
 
 
 
CDC support to GoN on DHIS 
dashboard and capacity building 
for data analytics and data use 

1: Beta version/Demo Dashboard 
developed and running Dec 2016 
2: Final version Dashboard with multi-
user utility across stakeholders (FMOH, 
SMOH, PEPFAR IPs and USG) by March 
2017                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                    
3: GoN Staff trained and using the 
dashboard to communicate HIV/AIDS 
program performance 

HVSI $  800,000  CDC TBD 

Barrier Three: 
Attitude and 
cultural practices 
(norms and 
community 
structures) limit 
access to and 
uptake up of HIV 
testing services by 
persons more likely 
to be infected 
 
 

N/A Outcome 1: 
Improved uptake of 
HIV testing services 
enabled by support 
from community 
gate keepers 

Addressed through service 
delivery partners (does not require 
a system investment) 

 N/A $           -    N/A Element 6: 
Service Delivery 
 
SID Score: Red 

TOTAL          $13,503,177      
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Table 6.1.2 Key Programmatic Gap #2:  SECOND 90 – too few identified PLHIV in the thirty-two scale-up local government areas (LGA) are enrolled and retained in HIV treatment 

Key Systems 
Barrier 

Outcomes by the End of 
FY17 

Guiding Outcome (by 
no later than 3 years) 

Proposed COP/ROP16 Activity Milestones/Timeline Budget 
Code(s) 

Activity 
Budget 
Amount 

Associated 
Implementing 
Mechanism ID 

Relevant SID 
Element and 
Score (if 
applicable) 

Barrier One: 
Insufficient scale of 
community ART - 
95% of 
antiretroviral 
therapy (ART) 
initiation is 
occurring in health 
facilities 

 Outcome 1: Community ART 
initiation contributing 
significantly to new patients 
on treatment. 

Outcome 1: Larger 
patient population 
served through 
community ART 

NEWHSS: In-service Training program to 
support the development of Test and Start and 
New Models of Service Delivery curriculum 
and roll-out of training for Community Health 
Extension Workers (CHEWs) in prioritized 
LGAs.  

1: Work with the 

Community Health 

Extension Workers 

Registration Board 

(CHEWRB) to review and 

update current integrated 

in-service training 

curriculum for CHEWs in 

line with the new WHO 

recommended guidelines– 

Quarter 1; 

 
2: Support CHEWs 
institutions in scale-up 
states (Benue, Nasarawa, 
Lagos, Akwa-Ibom, Cross-
River, Rivers and FCT) to 
adopt and implement 
new/updated curriculum – 
Quarter 2; 
 
3: Facilitate the training of 
CHEWs in 7 scale-up states 
– Quarter 2-4; 

OHSS $  690,000  CCCRN Element 7: 
Human 
Resource for 
Health – SID 
Score: Yellow 

  Outcome 2: 
Identification and 
standardization of the 
most efficient models of 
community ART.  
Efficiency is defined by 
cost and ability to serve 
the greatest number of 
recipients with high 
quality service 

NEWSI: Outcome Evaluation of Community 
ART and Test and START Strategies 

1: Study Protocol Developed 
and IRB Clearance obtained 
by March 2017 
 
2: Data collection completed 
by Sep 2017 

HVSI $ 400,000  CDC TBD Element 6: 
Service Delivery 
 
SID Score: Red 

Barrier Two: 
Limited task-
sharing among 
qualified cadre 
members in the 
thirty-two scale-up 
local government 
areas 

Dissemination, 
implementation and 
monitoring of the national 
task-sharing policy in the 
thirty-two scale-up local 
government areas 

Outcome 1: Increased 
capacity of clinics to 
manage more patients 
with the same staff 
strength 

Addressed through service delivery partners 
(does not require a system investment) 

 N/A $       -    N/A Element 6: 
Service Delivery 
 
SID Score: Red 
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Table 6.1.2 Key Programmatic Gap #2:  SECOND 90 – too few identified PLHIV in the thirty-two scale-up local government areas (LGA) are enrolled and retained in HIV treatment 

Key Systems 
Barrier 

Outcomes by the End of 
FY17 

Guiding Outcome (by 
no later than 3 years) 

Proposed COP/ROP16 Activity Milestones/Timeline Budget 
Code(s) 

Activity 
Budget 
Amount 

Associated 
Implementing 
Mechanism ID 

Relevant SID 
Element and 
Score (if 
applicable) 

Barrier Three: 
Strategies used for 
linkages and 
retention to 
services have not 
been optimized   

  Outcome 1: Simplify 
and streamline the 
current standard 
operating procedures 
for newly diagnosed 
HIV positive patients 

NEWHSS: In-service Training program to 
support the development of Test and Start and 
New Models of Service Delivery curriculum 
and roll-out of training for Community Health 
Extension Workers (CHEWs) in prioritized 
LGAs. (same as above) 

 OHSS $       -    CCCRN Element 7: 
Human 
Resource for 
Health – SID 
Score: Yellow 

Design and implement an 
improved staggered 
appointment system 

Outcome 2: Reduced 
patient waiting times; 
Increased clinic 
through-put 

Addressed through service delivery partners 
(does not require a system investment) 

 N/A $        -    N/A Element 6: 
Service Delivery 
 
SID Score: Red 

USAID TBD: Program 
evaluation of linkage and 
retention of patients through 
differentiated models of care 
shared. 

Outcome 3: Increase in 
proportion of identified 
patients linked to care 
and treatment  

Program evaluation done to determine best 
practices for improving linkage and retention 
rates through differentiated models of care. 
(Also address Program Gap 1: Barrier 2) 

1: Evaluation designed. HVSI $         -    USAID TBD 
(NMEMS 
Follow-on) 

Element 6: 
Service Delivery 
 
SID Score: Red 

Barrier Four: 
Facility-based 
patient fees for 
service negatively 
affect linkage and 
retention 

Successfully monitored 
patient fees for services 

Outcome 1: 
Successfully monitored 
patient fees for services 

Addressed through service delivery partners 
(does not require a system investment) 

 N/A $       -    N/A Element 6: 
Service Delivery 
SID Score: Red 

No COP16 systems investment 
is required however the 
Sustainable Finance Initiative 
(SFI) central funding will 
address this outcome. 

Outcome 2: Move 
forwards the national 
stakeholder 
conversation and 
acceptance of 
standardized patient 
fees for service 

Developed sustainable health financing 
options for PLHIV accessing care and 
treatment services 

1: Actuarial analysis of HIV 
care and treatment 
completed in Lagos. Data 
available to inform USG 
discussions with 
stakeholders on patient fees. 

OHSS $      -    New USAID 
Sustainable 
Financing 
Initiative (SFI) 

Element 11: 
Domestic 
Resource 
Mobilization 
 
SID Score: Red 

Barrier Five: Data 
systems are 
insufficient to 
accurately identify 
and track linkage 
and retention of 
HIV positive 
individuals to 
services 

MEASURE: This work 
addresses multiple outcomes 
and funding has been split 
across the relevant outcomes. 
Harmonization of reporting 
between national HMIS 
(DHIS2) and PEPFAR will be 
completed. Late in year 1, a 
roadmap for data 
exchange/interoperability will 
also be agreed on. Finally, the 
indicators in the DHIS2 
instance will include 
important facility-level 
indicators on testing that 
improve the ability of PEPFAR 
and the GON to track repeat 
testers and true linkage to 
treatment services. 

Outcome 1: Improved 
linkage of identified 
patients to care and 
treatment services 

This cross cutting activity supports several 
programmatic gaps. Specific outcomes are 
described against this outcome. The cross-
cutting activities include:  
1. Support the update of the national HMIS and 

roll out of the updates;  
2. Improve data exchange between PEPFAR 

and the national HMIS; 
3. Enable mobile and assist in the roll-out;  
4. Establish nationally agreed on data 

validation and data quality assessment 
approach (Also addresses Program Gap 1: 
Barrier2) 

1: Develop Standard 
Operating Procedures for 
national routine program 
data validations and data 
quality assessments. 
2: Modules for data 
validation and data analysis 
for national DHIS 2.0 
created.  
3: Mobile phone system 
developed and ready for 
deployment. 
4: Draft multi-year plan for 
data exchange between the 
HMIS and DATIM 
5: Developed repeat testers 
tracking tools and standard 
operating procedures for 
using the tools. 

HVSI $      -    MEASURE  
Element 15: 
Performance 
Date – Focus on 
Timeliness, 
Analysis and 
Quality of 
Service data. 
 
SID Score: 
Yellow 
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Table 6.1.2 Key Programmatic Gap #2:  SECOND 90 – too few identified PLHIV in the thirty-two scale-up local government areas (LGA) are enrolled and retained in HIV treatment 

Key Systems 
Barrier 

Outcomes by the End of 
FY17 

Guiding Outcome (by 
no later than 3 years) 

Proposed COP/ROP16 Activity Milestones/Timeline Budget 
Code(s) 

Activity 
Budget 
Amount 

Associated 
Implementing 
Mechanism ID 

Relevant SID 
Element and 
Score (if 
applicable) 

CDC TBD- Enhanced demand 
for and use of data through 
the DHIS dashboard 
 

 

CDC support to GoN on DHIS dashboard 
&capacity building for data analytics and data 
use (Also addresses Program Gap 1: Barrier2) 

1: Beta version/Demo 
Dashboard developed and 
running Dec 2016 
2: Final version Dashboard 
with multi-user utility across 
stakeholders (FMOH, 
SMOH, PEPFAR IPs and 
USG) by March 2017                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                   
3: GoN Staff trained and 
using the dashboard to 
communicate HIV/AIDS 
program performance by Q3 
2017 

HVSI $        -    CDC TBD  
 
Element 15: 
Performance 
Date – Focus on 
Timeliness, 
Analysis and 
Quality of 
Service data. 
 
SID Score: 
Yellow 

MEASURE: This work 
addresses multiple outcomes 
and funding has been split 
across the relevant outcomes. 
Harmonization of reporting 
between national HMIS 
(DHIS2) and PEPFAR will be 
completed. Late in year 1, a 
roadmap for data 
exchange/interoperability will 
also be agreed on. Finally, the 
partner will support the 
Ministry of Health to improve 
private sector partner 
reporting of HIV/AIDS service 
delivery. 
 
 
 

Outcome 2: Improved 
accounting of private-
sector services for 
patients receiving HIV 
services 
 
Outcome 3: Improved 
tracking of patients who 
are tested through 
PEPFAR services, but 
enrolled in services by 
another program 

This cross cutting activity supports several 
programmatic gaps. Specific outcomes are 
described against this outcome. The cross-
cutting activities include:  
5. Support the update of the national HMIS 

and roll out of them updates;  
6. Improve data exchange between PEPFAR 

and the national HMIS; 
7. Enable mobile and assist in the roll-out;  
8. Establish nationally agreed on data 

validation and data quality assessment 
approach (Also addresses Program Gap 1: 
Barrier2) 

1: Develop Standard 
Operating Procedures for 
national routine program 
data validations and data 
quality assessments (for 
validations and both public 
and private facilities). 
2: Modules for data 
validation and data anlaysis 
for national DHIS 2.0 
created. 
3: Mobile phone system 
developed and ready for 
deployment (will be suitable 
for public or private 
facilities). 
4: Draft multi-year plan for 
data exchange between the 
HMIS and DATIM 

HVSI $        -    MEASURE 

 
CDC TBD- Enhanced demand 
for and use of data through 
the DHIS dashboard 
 
CCFN: The NDR information 
will be used to improve 
linkage and retention of 
clients in care and treatment 
 

 

CDC support to GoN on DHIS dashboard and 
capacity building for data analytics and data 
use (Also addresses Program Gap 1: Barrier2) 

1: Beta version/Demo 
Dashboard developed and 
running Dec 2016 
2: Final version Dashboard 
with multi-user utility across 
stakeholders (FMOH, 
SMOH, PEPFAR IPs and 
USG) by March 2017                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                   
3: GoN Staff trained and 
using the dashboard to 
communicate HIV/AIDS 
program performance by Q3 
2017 

HVSI $        -    CDC TBD 
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Table 6.1.2 Key Programmatic Gap #2:  SECOND 90 – too few identified PLHIV in the thirty-two scale-up local government areas (LGA) are enrolled and retained in HIV treatment 

Key Systems 
Barrier 

Outcomes by the End of 
FY17 

Guiding Outcome (by 
no later than 3 years) 

Proposed COP/ROP16 Activity Milestones/Timeline Budget 
Code(s) 

Activity 
Budget 
Amount 

Associated 
Implementing 
Mechanism ID 

Relevant SID 
Element and 
Score (if 
applicable) 

National Electronic Health Data Repository: 
Support the expansion of NDR to cover all 
scale up LGAs for use to improve patient 
linkage and retention 

1: 50% PMTCT sites (prior 
non-board) in SU LGAs 
linked to the NDR with 
optimal exchange at SAPR 17 
2: 75% PMTCT sites (prior 
non-board) in SU LGAs 
linked to the NDR with 
optimal exchange at APR 17 
3: 80% Comprehensive sites 
(prior non-board) in SU 
LGAs linked to the NDR 
with optimal exchange at 
SPR 17 
4: 100% Comprehensive sites 
(prior non-board) in SU 
LGAs linked to the NDR 
with optimal exchange at 
APR 17 

HVSI  $500,000  CCFN 

TOTAL          $1,590,000      

 

Table 6.1.3 Key Programmatic Gap #3:  THIRD 90 - there is a low uptake of viral load services for treatment monitoring in the thirty-two scale-up local government areas (LGA) 

Key Systems 
Barrier 

Outcomes by the End of 
FY17 

Guiding Outcome (by 
no later than 3 years) 

Proposed COP/ROP16 Activity Milestones/Timeline Budget 
Code(s) 

Activity 
Budget 
Amount 

Associated 
Implementing 
Mechanism ID 

Relevant SID 
Element and 
Score (if 
applicable) 

Barrier One: A 
national strategic 
plan for scale-up of 
viral load access 
does not exist 

GON develops and adopts a 
national strategic plan for 
scale-up of viral load access 

Outcome 1: Patients at 
all levels have access to 
viral load assays 
through an efficient 
sample referral system  

Coordination Meetings - National and State 
level coordination meetings to monitor 
performance of PCR labs in Priority LGAs and 
joint site monitoring with GON. 

1: A robust and efficient 
sample referral system using 
network of treatment sites 
to PCR labs developed. 
2: Monitor lab capacity and 
performance using monthly 
reporting template.  
3: Use 10 coordination 
meetings to monitor lab 
performance 

HLAB $            
87,250  

FHI360, IHVN, 
APIN, MSH, 
CIHP 

Element 10: 
Laboratory 
(Emphasis on 
Lab Quality 
Monitoring, 
Viral 
Infrastructure 
and Capacity of 
Laboratory 
Workforce.  
 
SID Score: 
Yellow 
  

A national strategic plan for 
viral load access is 
disseminated and 
implemented 

Outcome 2: Viral load 
services provision are 
standardized, consistent 
and coordinated, and 
accessible at all levels of 
care 
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Table 6.1.3 Key Programmatic Gap #3:  THIRD 90 - there is a low uptake of viral load services for treatment monitoring in the thirty-two scale-up local government areas (LGA) 

Key Systems 
Barrier 

Outcomes by the End of 
FY17 

Guiding Outcome (by 
no later than 3 years) 

Proposed COP/ROP16 Activity Milestones/Timeline Budget 
Code(s) 

Activity 
Budget 
Amount 

Associated 
Implementing 
Mechanism ID 

Relevant SID 
Element and 
Score (if 
applicable) 

Barrier Two: There 
is low demand for 
viral load 
monitoring by 
service providers 

Service Providers are 
sensitized and mentored on 
use of viral load for 
monitoring 

Outcome 3: Viral load 
assay is routinely and 
efficiently used by 
providers for HIV 
treatment monitoring 
and tracking of viral 
load suppression 

Survey - KAP Survey on the use of VL for 
monitoring treatment by clinicians and lab 
service providers as a precursor for increasing 
demand for Viral load testing in Priority LGAs 
. 

1: KAP Survey on the use of 
VL for monitoring treatment 
by clinicians and lab service 
providers in priority LGAs 
conducted by the end of year 
One  

HLAB $         
25,000  

APIN   
  
 
 
 
 
 
 
 
Element 10: 
Laboratory 
(Emphasis on 
Lab Quality 
Monitoring, 
Viral 
Infrastructure 
and Capacity of 
Laboratory 
Workforce.  
 
SID Score: 
Yellow 
 
  
  

Barrier Three: 
There are poor 
transport systems 
and referral 
networks for viral 
load 

A mapping of PCR labs and 
health facilities is being used 
to inform sample referrals for 
Viral load, EID , and 
GeneXpert samples in an 
efficient manner 

Outcome 1:Laboratory 
services for Viral load, 
EID, and GeneXpert are 
being optimized 

Technical Assistance from Headquarters for 
the development of facilities and lab mapping 
and sample referrals  using the Lab Equip 
Tool: No funding needed, will be completed 
by COP2016 

1: HQ TA on lab mapping 
and sample referrals 
provided by the first quarter 
of FY17 

HLAB $              -      

A Coordinated plan for the 
establishment of a National 
Laboratory Network based on 
a tiered lab system is 
developed and implemented 
by stakeholders  

Outcome 2: A GON 
coordinated and led 
robust network of tired 
laboratories is providing 
viral load assays and 
other related laboratory 
services, as well as 
support disease 
surveillance in a cost 
effective manner. 

National Laboratory Network - Support for 
the development and implementation of a 
tiered network of laboratories, to provide 
quality viral load, EID, GeneXpert and related 
lab services. PEPFAR funding will support 
coordination of plan development as well as 
support necessary upgrading, and lab 
information management system of targets 
labs within the network. 

1: National Laboratory 
Network established to 
support provision of quality 
lab services by the end of 
year FY18 

HLAB $         
350,000  

APHL 

Lab staff and other health care 
workers involved in viral load 
sample collection, handling 
and processing are trained 
and proficient 

Outcome 3: Viral load 
samples collected and 
referred for testing 
through the referral 
network are consistently 
meeting the standard 
requirement for sample 
quality 

Training - Training of laboratory scientists 
and health care providers on appropriate and 
standard procedures for viral load sample 
collection, processing, shipment, and storage 
to ensure samples collected and shipped for 
testing maintain their integrity. 

1: 17 Laboratory scientists 
and health care providers 
trained on appropriate and 
standard procedures for viral 
load sample collection, 
processing, shipment, and 
storage by end of quarter 1 of 
FY17 

HLAB $          
50,400  

IHVN, APIN, 
FHI360, MSH, 
CIHP, FGHIN, 
DoD 

An integrated sample referral 
system for Viral load, EID, 
and TB samples is developed 
and operational 

Outcome 4: An 
integrated sample 
referrals network 
system for viral load, 
EID, and TB samples is 
efficiently used to 
provide access to lab 
services  

Pilot of integrated sample shipment: 
Support the pilot of an integrated sample 
shipment process in Lagos, Benue, Nassarawa, 
and Akwa Ibom. This pilot will implement the 
shipment of EID, Viral Load, and Sputum 
samples to inform programmatic expansion of 
this integrated approach and increase 
efficiency.  

1: Pilot of integrated sample 
shipment process in Lagos, 
Benue, Nassarawa, and 
Akwa Ibom. Completed by 
the end of quarter 2 of FY17 

HLAB $     
100,000  

DoD 

Develop Lab Logistics 
Management Information 
System (LMIS) plan and begin 
first coordinated distribution. 

Quality of VL reagents 
consistently maintained 
through the logistics 
chain 

VL Cold Chain - Supply planning and cold-
chain storage and distribution of Viral Load 
Reagents 

1. LAB Supply Chain 
Network designed  
2. SOPs developed for cold 
storage and distribution  
3. LAB LMIS deployed to 
100% of Labs in 32 scale-up 
LGAs  
4. LAB cold chain 
implemented in a phased 

OHSS $       
1,200,000  

GHSC Element 10: 
Laboratory 
(Emphasis on 
Lab Quality 
Monitoring, 
Viral 
Infrastructure 
and Capacity of 
Laboratory 
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Table 6.1.3 Key Programmatic Gap #3:  THIRD 90 - there is a low uptake of viral load services for treatment monitoring in the thirty-two scale-up local government areas (LGA) 

Key Systems 
Barrier 

Outcomes by the End of 
FY17 

Guiding Outcome (by 
no later than 3 years) 

Proposed COP/ROP16 Activity Milestones/Timeline Budget 
Code(s) 

Activity 
Budget 
Amount 

Associated 
Implementing 
Mechanism ID 

Relevant SID 
Element and 
Score (if 
applicable) 

approach within the unified 
supply chain 

Workforce.  
 
SID Score: 
Yellow 
 A single mechanism is 

responsible for viral load and 
EID, sample pick-up from 
health facilities and shipment 
to labs, and return of test 
results within acceptable 
turn-around-time  

Outcome-5: Viral load, 
EID, and GeneXpert 
services are optimized, 
and test results are 
delivered to care 
providers in good time 
for efficient clinical care 

Single mechanism for VL and EID sample 
shipment - Viral load and EID DBS sample 
pick-ups, shipment and return of testing 
results using a single mechanism strategy to  
reduce the turn-around-time and build 
confidence in care providers to use EID and 
VL services the more.  

1: Single mechanism for VL 
and EID sample shipment 
identified by first quarter of 
FY17. Monitor performance 
of system using site visits, 
turnaround time for 
resultsand reporting 
templates 
 

HLAB $          
150,000  

IHVN 

Barrier Four: 
There is inefficient 
use of resources 
available for PCR 
labs 

Outcome-1: All supported 
PCR laboratories are fully 
functional and are achieving 
required quality standard 
performance 

Outcome 1: Supported 
PCR laboratories are 
fully optimized and are 
meeting or surpassing 
service delivery and 
quality performance 
targets 

PCR  Lab Maintenance: For VL  and EID 
testing (Also addresses Program Gap 1 : Barrier 
2) 

1: All 22 supported PCR labs 
already upgraded and 
enrolled into CDC Atlanta 
PT program. 
2: Every quarter a 100% score 
is expected as a mark of 
quality for continuous 
reliable VL/EID services. 
Reports from provider will 
include score for each lab.  
3: 4 cycles of PT will be 
provided at the end of one 
year 

HLAB $                 
-    

IHVN, APIN, 
FHI360, MSH, 
CIHP, FGHIN, 
DoD 

Outcome-2: All supported 
PCR Labs are implementing 
continuous quality 
improvement program, 
including increased capacity 
utilization, and reduced turn-
around-time for result 
delivery to health facilities 

SLMTA - Support hosting of workshops for the 
Strengthening of Laboratory Management 
Towards Accreditation (SLMTA) program, as 
well as fund the travel logistics for the 
assessment of PEPFAR supported labs in IP 
supported states/LGAs. (Also addresses 
Program Gap 1 : Barrier 2) 

1: 3 planned quarterly quality 
improvement workshops to 
train site staff on gaps 
identified after an 
audit/assessment at the end 
of one year.  
 
2: Audit report with scores 
will determine type of 
improvement workshop. 

HLAB $                 
-    

IHVN, APIN, 
FHI360, MSH, 
CIHP, FGHIN, 
DoD, CCFN 

Outcome-3: All supported 
PCR labs and lab staff are 
performing at the required 
proficiency level 

SLMTA Audits and Certification of Labs - 
Support ASLM for assessment of 24 labs; as 
well as mentorship and preparation of 8 labs 
towards gaining accreditation. (Also addresses 
Program Gap 1 : Barrier 2) 

1: Conduct baseline audit of 
selected labs using audit 
checklist. 
Gaps identified are 
addressed during 
improvement workshop and 
then another audit. Audit 
scores (stars) are awarded to 
each lab by ASLM 
Labs with 4 or 5 stars can 
seek national or 
international accreditation 

HLAB $                 
-    

APIN B Element 6: 
Service Delivery 
 
SID Score: Red 
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Table 6.1.3 Key Programmatic Gap #3:  THIRD 90 - there is a low uptake of viral load services for treatment monitoring in the thirty-two scale-up local government areas (LGA) 

Key Systems 
Barrier 

Outcomes by the End of 
FY17 

Guiding Outcome (by 
no later than 3 years) 

Proposed COP/ROP16 Activity Milestones/Timeline Budget 
Code(s) 

Activity 
Budget 
Amount 

Associated 
Implementing 
Mechanism ID 

Relevant SID 
Element and 
Score (if 
applicable) 

and process may at the end 
of year 2 

Outcome-4: Supported PCR 
labs in priority LGAs are 
adequately staffed and are 
providing viral load services at 
optimal level 

Recruit personnel for PCR labs in priority 
LGAs, to facilitate processing of EID AND 
Viral load samples, volume of which will 
increase several folds in the priority LGAs. The 
additional pair of experts-hands will ensure 
continued services provision are not hindered 
by the current human resource limitations  

1: Additional Personnel for 
PCR labs in priority LGAs 
recruited to increase EID 
and Viral load service 
delivery in first quarter of 
FY17 

HLAB  $  99,000  IHNV, APIN, 
FHI360, DoD 

Element 6: 
Service Delivery 
 
SID Score: Red 

Outcome-5: All biosafety 
cabinets in supported labs are 
certified annually and are 
providing the needed 
biosafety-protection to lab 
staff and the patients 
accessing the labs 

Biosafety Cabinets - Annual certification of 
Biosafety cabinets in all PEPFAR supported 
PCR labs. (Funding for same in TB-labs will 
come from the TB/HIV budget). 

1: 44 Biosafety Cabinets in 
PEPFAR supported PCR labs 
maintained and certified by 
the end of FY17.  
 
2: Work plan developed for 
the certifiers will be 
monitored. 
 

HLAB $         
48,004  

IHVN Element 6: 
Service Delivery 
 
SID Score: Red 

Outcome-6: Host facilities 
management and lab staff are 
leading laboratory 
optimization efforts and are 
meeting or surpassing 
performance targets 

Performance-based incentives to 
facilities/sites for increased EID and viral load 
uptake: this activity will reward sites that 
reach and surpass their EID,Viral load and 
required quality performance targets, by 
providing them incentives that will fund 
specific quality improvement efforts - such as 
Implementation of Basic Lab Information 
system,PCR Super-users training, IATA 
certification training for pathological sample 
shipment, and Training on use of LJ chart for 
internal quality control monitoring .  

1: Performance-based 
incentives identified for best 
performing PCR laboratories 
with increased EID and viral 
Load uptake at the end of 
quarter 2 of FY17. 
Performance will be 
monitored through the 
monthly EID and Viral Load 
reporting templates shared 
with all PCR labs. 

HLAB  $        
160,000  

APIN Element 6: 
Service Delivery 
 
SID Score: Red 

TOTAL           $     
2,269,654  

    

 

Table 6.2.1 : Key Policy Gap : Test and Start 

Key Systems Barrier Outcomes by the End of 
FY17 

Guiding Outcome (by no 
later than 3 years) 

Proposed COP/ROP16 
Activity 

Milestones/Timeline Budget 
Code(s) 

Activity 
Budget 
Amount 

Associated 
Implementing 
Mechanism ID 

Relevant SID 
Element and 
Score (if 
applicable) 
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Table 6.2.1 : Key Policy Gap : Test and Start 

Key Systems Barrier Outcomes by the End of 
FY17 

Guiding Outcome (by no 
later than 3 years) 

Proposed COP/ROP16 
Activity 

Milestones/Timeline Budget 
Code(s) 

Activity 
Budget 
Amount 

Associated 
Implementing 
Mechanism ID 

Relevant SID 
Element and 
Score (if 
applicable) 
 

Barrier One: While 
PEPFAR has been given 
special approval by the 
Ministry of Health to 
implement the policy in the 
thirty-two scale-up local 
government areas (LGA), the 
policy cannot be 
implemented outside this 
specific geographic region 
 

Outcome 1: Within the next 
six to nine months, the GON 
formally adopts the new 
WHO Test and START 
recommended guidelines for 
HIV testing and initiation for 
the national HIV/AIDS 
response 

 Addressed through USG 
engagement with some 
support from service delivery 
partners (does not require a 
system investment) 

 N/A  $                      
-    

N/A Element 6: 
Service Delivery 
 
SID Score: Red 

Barrier Two: There isn’t a 
rapid response plan for the 
drafting and adoption of 
new recommended 
guidelines 
 

 N/A  $                      
-    

N/A Element 6: 
Service Delivery 
SID Score: Red 

Barrier Three:There isn’t a 
rapid response plan for the 
dissemination and 
implementation of the new 
recommended guidelines 

Outcome 1: Within the next 
six to nine months, the GON 
develops a rapid response 
plan for the dissemination 
and implementation of 
national Test and START 
guidelines 
 

 NewHSS: Support GoN to 
develop a rapid response plan 
for the dissemination and 
implementation of national 
Test and START policy. 

1: A national response PLAN for 
the dissemination and 
implementation of new Test and 
START policy developed – 
Quarter 1;  
 
2: Stakeholders engagement - 
National ART Task Team; State 
Action Committee on AIDS 
(SACA) – Quarter 1; 
 
3: Production and dissemination 
of new/updated guidelines to 
facilities in 7 scale-up states – 
Quarters 2-4. 
 

OHSS $          
100,000  

IHVN Element 6: 
Service Delivery 
SID Score: Red 

Outcome 2: Tracking site-by-
site implementation in the 
thirty-two PEPFAR-supported 
scale-up local government 
areas (LGAs) as proof of 
concept; transmitting the 
lessons learned for national 
implementation 
 

 Addressed through service 
delivery partners (does not 
require a system investment) 

 N/A $                      
-    

N/A Element 6: 
Service Delivery 
 
SID Score: Red 

Barrier Four:There are 
inadequate financial 
resources for a national roll-
out of Test and START 

Outcome 1: Direct USG 
strategic and targeted 
advocacy to the federal and 
state levels of government for 
increased resources for HIV 
testing services to fully 

Increased financing of 
testing and treatment. 

New SFI 
Budget advocacy. Using 
information from health 
accounts and HIV sub 
accounts, advocate for more 
resources dedicated to the 

1: Identify budget execution 
inefficiencies (Q1); implement 
reforms to budget process (Q2); 
measure changed in budget 
effectiveness (Q4) 
2: Provide technical and 

OHSS  $                      
-    

SFI Element 11: 
Domestic 
Resource 
Mobilization 
SID Score: Red 
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Table 6.2.1 : Key Policy Gap : Test and Start 

Key Systems Barrier Outcomes by the End of 
FY17 

Guiding Outcome (by no 
later than 3 years) 

Proposed COP/ROP16 
Activity 

Milestones/Timeline Budget 
Code(s) 

Activity 
Budget 
Amount 

Associated 
Implementing 
Mechanism ID 

Relevant SID 
Element and 
Score (if 
applicable) 
 

implement “Test and Start” - 
No COP16 systems investment 
is required however the 
Sustainable Finance Initiative 
(SFI) central funding will 
address this outcome. 

health sector and HIV 
specifically. This will also 
include evaluating and 
addressing inefficiencies in 
budgetary execution.  
 

administrative support to 
portfolio of activities noted in 
LSACA DRM strategies. See 
LSACA DRM strategy for 
timelines and milestones. 

New SFI 
Support for DRM 
strategy.LSACA continue 
embedded technical 
assistance, focused on 
implementation of DRM 
strategy, with experience in 
private sector. 
Support proliferation of PPPs, 
which may include contacting 
of services such as pharmacies 
or diagnostic labs. 

1: Complete scoping and identify 
contractual opportunities (Q1); 
facilitate contracts (Q2); monitor 
contract performance; transfer 
capacity to PPP unit. 

OHSS  $                      
-    

SFI 

LMCU's provide feedback to 
state governments on the 
total cost of commodities in 
the state. 
 
Outcome 2: Improved 
methods and processes for 
budget planning for HIV 
testing and initiation 

 LMCUs - Logistics 
Management Coordination 
Units  

1: Quarterly Stock Status reports 
submitted on the 15th of the 
following month  
2: LMCUs collecting and 
collating facility level logistics 
data  
3: LMCUs submitting bi-monthly 
orders for re-supply 

OHSS $         
650,000  

GHSC  

TOTAL          $          
750,000  

    

 

Table 6.2.2 Key Policy Gap : New and efficient service delivery models 

Key Systems Barrier Outcomes expected after 1 
year of investment 

Outcomes expected after 
3 years of investment 

Proposed COP/ROP16 
Activity 

Milestones/Timeline Budget 
Code(s) 

Activity 
Budget 
Amount 

Associated 
Implementing 
Mechanism ID 

Relevant SID 
Element and 
Score (if 
applicable) 

Barrier One: While 
PEPFAR has been given 
special approval by the 
Ministry of Health to 
implement the policy in the 
thirty-two scale-up local 
government areas (LGA), the 
policy cannot be 
implemented outside this 
specific geographic region 

Outcome 1: Within the next 
six to nine months, the GON 
formally adopts the new 
WHO recommended 
guidelines for efficient 
HIV/AIDS service delivery 
models in the national 
HIV/AIDS response 

 Addressed through service 
delivery partners (does not 
require a system investment) 

 N/A $                     
-    

N/A  
Element 6: 
Service 
Delivery 
SID Score: 
Red 
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Table 6.2.2 Key Policy Gap : New and efficient service delivery models 

Key Systems Barrier Outcomes expected after 1 
year of investment 

Outcomes expected after 
3 years of investment 

Proposed COP/ROP16 
Activity 

Milestones/Timeline Budget 
Code(s) 

Activity 
Budget 
Amount 

Associated 
Implementing 
Mechanism ID 

Relevant SID 
Element and 
Score (if 
applicable) 

Barrier Two: There isn’t a 
rapid response plan for the 
drafting and adoption of 
new recommended 
guidelines 

Outcome 1: Within the next 
six to nine months, the GON 
develops a rapid response 
plan for the drafting and 
adoption of national 
guidelines for efficient 
HIV/AIDS service delivery 
models 

 Addressed through service 
delivery partners (does not 
require a system investment) 

 N/A $                     
-    

N/A  
Element 6: 
Service 
Delivery 
SID Score: 
Red 

Barrier Three: There isn’t a 
rapid response plan for the 
dissemination and 
implementation of the new 
recommended guidelines 

Outcome 1: Within the next 
six to nine months, the GON 
develops a rapid response 
plan for the dissemination 
and implementation of 
national guidelines for 
efficient HIV/AIDS service 
delivery models 

 Addressed through service 
delivery partners (does not 
require a system investment) 

 N/A $                     
-    

N/A Element 6: 
Service 
Delivery 
SID Score: Red 

Outcome 2:Tracking of site-
by-site implementation in the 
thirty-two PEPFAR-supported 
scale-up local government 
areas (LGAs) as proof of 
concept; transmitting the 
lessons learned for national 
implementation 

 Addressed through service 
delivery partners (does not 
require a system investment) 

 N/A $                     
-    

N/A 

Outcome 3: Working 
through the national 
professional cadres on 
implementing fully the 
existing task shifting policies 
and changing norms 

 Addressed through service 
delivery partners (does not 
require a system investment) 

 N/A $                     
-    

N/A 

Outcome 4: Change in the 
SOPs of the national supply 
chain systems for forecasting, 
procurement, warehousing 
and distribution 
 
Outcomes expected are 
comparable stock-out rates 
(currently low) in sites using 
the new multi-month 
scripting versus those not 
using the new standard 
operating procedures in 
sustained LGAs. Please note: 
this budget is not exclusively 
for the change in SOPs, it 
does address the wider 
support on LMIS but it 
contributes to the 

 TA LMIS - The Logistics 
Management Information 
System (LMIS)data collection 
directly contributes to the 
achievement of the 90-90-90 
goals by ensuring timely and 
accurate data on stock 
availability influences 
procurement and distribution 
plans.  

1: HIV/AIDS LMIS database 
established at the national and 
state levels within the LMCUs  
2: One National HIV/AIDS 
System Review Workshop 
conducted  
3: SOP for the new system 
implementation developed and 
disseminated 

OHSS  $         
500,000  

GHSC   
  
Element 6: 
Service 
Delivery 
SID Score: 
Red 
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Table 6.2.2 Key Policy Gap : New and efficient service delivery models 

Key Systems Barrier Outcomes expected after 1 
year of investment 

Outcomes expected after 
3 years of investment 

Proposed COP/ROP16 
Activity 

Milestones/Timeline Budget 
Code(s) 

Activity 
Budget 
Amount 

Associated 
Implementing 
Mechanism ID 

Relevant SID 
Element and 
Score (if 
applicable) 

achievement of this outcome. 

Upgrades to warehouses 
completed 

Upgrading of 3 military 
regional warehouses to 
support the 6 monthly 
prescription. This addresses 
the 2

nd
 90 

 Assessed warehouses by SAPR 
17 

 Upgraded and furnished 
warehouses by APR 17 

 

OHSS  $          
100,000  

DOD HJF 

 Outcome 5: Adequately 
prepared for the new needs 
for monitoring and evaluating 
as a result 

 Addressed through service 
delivery partners (does not 
require a system investment) 

   $                     
-    

N/A 

TOTAL          $         
600,000  

    

 

Table 6.3 : Other Proposed Systems Investments 

No Activity 

 
 
 
Milestones/Timelines 

For each activity, 
indicate which of the 
following the activity 
addresses: 1) First 90; 2) 
Second 90; 3) Third 90; 
or 4) Sustained Epi 
Control.  (Teams may 
select more than 1) 

Outcomes expected 
after 3 years of 
investment 

Budget 
Code(s) 

Activity 
Budget 
Amount 

Associated IM 
ID 

Relevant SID 
Element and 
Score (if 
applicable) 

Human Resources for Health (HRH):  Personnel Costs 
for Service Delivery 

 
  

    

1 
In-service training - Strengthening military training 
institutions to support in-service trainings 

Upgraded military health training 
facilities by end of FY17 

 All three 90-90-90 goals. 

Trained and skilled 
HCWs to provide HIV 
diagnosis, care and 
treatment 

OHSS $  422,000  DoD-HJF Element 7: 
HRH 
SID Score: 
Yellow 
  2 

SCM PST: Supply Chain Management Pre-Service 
Training in Nigerian Universities and In-Service 
Training for selected GON officials critical to the 
National Supply Chain 

1: Mentorship plans created by LMCUs. 

  

60% of last year's cost, 
less training and more 
mentorship by the 
LMCUs 

OHSS $  250,000  GHSC 

Laboratory              

3 
CD4 lab maintenance: fits with barrier 3, outcome 3 
if SBOR activities were also outside of the 32 priority 
LGAs 

 

  

1: All supported labs are 
fully functional and 
providing HIV related 
services at a quality level 
that is consistent with 
national and 
international best 
practice 

HLAB $3,897,479  
All Treatment 
Partners 

Element 10: 
Laboratory 
SID Score: 
Yellow 
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Table 6.3 : Other Proposed Systems Investments 

No Activity 

 
 
 
Milestones/Timelines 

For each activity, 
indicate which of the 
following the activity 
addresses: 1) First 90; 2) 
Second 90; 3) Third 90; 
or 4) Sustained Epi 
Control.  (Teams may 
select more than 1) 

Outcomes expected 
after 3 years of 
investment 

Budget 
Code(s) 

Activity 
Budget 
Amount 

Associated IM 
ID 

Relevant SID 
Element and 
Score (if 
applicable) 

Strategic Information              

4 
Establishment of Routine Program Data Validation 
and Data Quality Assessments -  

 

All three 90-90-90 goals. 

Data quality issues 
identified and resolved on 
a quarterly basis for 
service delivery partners. 

HVSI $  450,000  
CDC TBD, 
USAID and DoD 

Element 9: 
Quality 
Management 

5 Roll out of DHIS 2.0 in military health facilities 

 1: Develop Standard Operating 
Procedures for military routine program 
data validations and data quality 
assessments by end of Q1 FY17 
2: Modules for data validation and data 
analysis for the military DHIS 2.0 
created by end of Q1 of FY17.  
3: Developed repeat testers tracking 
tools and standard operating procedures 
for using the tools by end of Q1 of FY17. All three 90-90-90 goals. 

Functional DHIS 2.0 in all 
military health facilities 

HVSI $  200,000  DOD-HJF   

6 SI17 RV 329 Study 

Evaluation of the impact of clinical 
practices, biological factors and socio-
behavioral issues on HIV infection and 
disease progression in an African 
context. Progress report shared at APR 
17 

  

Impact of clinical 
practices, biological 
factors and socio-
behavioral issues on HIV 
infection and disease 
progression in an African 
context. 

HVSI $400,000  DOD-HJF   

7 Nigeria HIV Quality Program (NigQual)      HVSI $ 400,000  UoM  Element 9: 

8 
Strengthening the deployment and use of 
management information system at NMOD of existing 
grant closing out this fiscal year. 

Strengthened management information 
system at military health facilities by 
end of FY 17 

 All three 90-90-90 goals. 

Strengthened 
management information 
system at military health 
facilities 

OHSS $  822,000  DOD-CA   

Institutional and Organizational Development              

9 4Children Interagency Support 

1: All IPS have sustainability plans 
2: 33 states have costed sustainability 
plans 
3: All CSOs supported by IPs use 
standardized case management and 
referral tools and approaches 
4: All CSOs supported by IPS implement 
evidence-based HES interventions 

1st 90 and 2nd 90 

By end of FY17: 
 1. OVC in sustained 
support LGAs graduated 
and/or transitioned to 
government. In scale-up 
areas, increased pediatric 
case-finding and linkage 
to treatment  
2. MER Outcomes 
monitoring survey 
completed and report 
available 

HKID $ 3,284,144  4Children   

10 
UNICEF will strengthen the capacity of Federal and 
State Governments, as well as civil society 
organisations, to implement a comprehensive child 

1: Child protection policy developed 
2: Child protection systems mapping of 
Cross River and Lagos completed 

1st 90 
2nd 90 

By end of FY  17 , a  
regulatory framework for 
child protection with a 

HKID $999,427 UNICEF  
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Table 6.3 : Other Proposed Systems Investments 

No Activity 

 
 
 
Milestones/Timelines 

For each activity, 
indicate which of the 
following the activity 
addresses: 1) First 90; 2) 
Second 90; 3) Third 90; 
or 4) Sustained Epi 
Control.  (Teams may 
select more than 1) 

Outcomes expected 
after 3 years of 
investment 

Budget 
Code(s) 

Activity 
Budget 
Amount 

Associated IM 
ID 

Relevant SID 
Element and 
Score (if 
applicable) 

protection system, in order to improve care and 
support for orphans and vulnerable children and 
prevent and respond to all forms of violence, abuse, 
neglect and exploitation of children 

3: Guidance documents for 
establishment and operationalization of 
a model child protection system 
developed 

child protection systems 
model for two states 
developed and piloted. 
This will support  
replication of the model 
in other states. 

11 

Twinning for Health Support Initiative - Nigeria (THSI 
- N); a local partner institution to American 
International Health Alliance (AIHA)  will build the 
capacity of tertiary insistutions in Nigeria by training 
and providing adequate and relevant skills to social 
work practititoners to provide social services to 
vulnerable children and families, orphans, HIV 
infected and affected children and families. TA will 
also strengthen social work institutional and 
professional partnerships in Nigeria (building from 
Tanzania experience). 

1: Graduate 200 Auxilliary Social 
Workers (ASW) 
2: Institutionalize ASW curriculum in 
one Nigerian higher institution 
3:Strenghten the capacity of the 
National Association of Social Workers 
(NASW) 

1st 90 
2nd 90 
3rd 90 
Sustained Epi Control 
 

 

Strengthened 
government and civil 
society social welfare 
workforce 

HKID $700,000 CCCRN  

12 Measure Evaluation OVC MER 

1: MER 1.0 outcomes monitoring baseline 
survey completed and report available. 
2: NOMIS reporting system upgraded 
and operationalized.  
 

1st 90 and 2nd 90 

 
MER 1.5 baseline survey 
carried out and NOMIS 
reviewed and upgraded. 

HKID $  200,000  Measure EVAL   

13 Ambassador Self-help and PEPFAR Small grants: OVC      HKID $    200,000 PCO   

14 PEPFAR Small grants: Civil Society Engagement      HKID $     
100,000 

PCO   

Unclassified: HIV - TB Related Services              

15 

Intensified TB case finding  among PLHIVs  specific 
activities include; TBHIV training for GHCWs in ART 
sites, TB Lab training, sputum sample transport 
logistic for Xpert diagnosis, tracing of all primary 
contacts of every PLHIV diagnosed with PTB, Basic 
facility upgrade for infection control, Printing of TB IC 
IEC materials and Procurement of basic IC equipment. 

 

2nd and 3rd 90 

Increased TB case 
detection and treatment 
among PLHIVs and 
reduced incidence of TB 
within the PLHIV 
population  

HVTB $5,736,760  
All Treatment 
Partners   

Element 6: 
Service 
Delivery 
SID Score: 
Red 
  

16 

HTC for TB patients in Standalone DOTS sites not 
supported by Comprehensive IPs. Sputum sample 
transportation for FHI and MSH in Lagos, Rivers, 
Cross River, Akwa-Ibom, Kano, Bauchi and Niger. 

1: Timely, complete and accurate HIV 
rapid test kit orders submitted from 85% 
of DOTS sites. 
2: Sample transport system designed and 
implemented. 

All three 90-90-90 goals. 

Increased TB case 
detection and treatment 
among PLHIVs and 
reduced incidence of TB 
within the PLHIV 
population  

HVTB $ 550,270  Challenge TB 

17 
Last mile delivery of INH to PEPFAR supported 
Treatment sites. 

1: Reduce stock-outs of INH at PEPFAR 
supported TB sites. 

2nd and 3rd 90 HVTB $41,504  GHSC 

Systems Development              
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Table 6.3 : Other Proposed Systems Investments 

No Activity 

 
 
 
Milestones/Timelines 

For each activity, 
indicate which of the 
following the activity 
addresses: 1) First 90; 2) 
Second 90; 3) Third 90; 
or 4) Sustained Epi 
Control.  (Teams may 
select more than 1) 

Outcomes expected 
after 3 years of 
investment 

Budget 
Code(s) 

Activity 
Budget 
Amount 

Associated IM 
ID 

Relevant SID 
Element and 
Score (if 
applicable) 

18 

Warehousing & Last Mile Delivery as part of the 
National Unified Supply Chain System: Storage and 
distribution of ARVs, RTKs and other commodities are 
directly contributing towards achievement of the 90-
90-90 goals and sustaining treatment elsewhere. A 
viable alternative supply chain does not currently 
exist. Other supply chain interventions are geared at 
building a viable alternative so this cost to PEPFAR 
can eventually be phased out. This represents the 
same cost despite a rise in volumes of commodities 
that will be stored and delivered.  

1: Quarterly warehouse stock status 
reports  
2: LMD reports for Bi-monthly Last Mile 
Delivery of HIV/AIDS commodities  
3: Stock-outs reduced to 5%  
4: On time delivery of commodities to 
90% of sites  
5: Waste and expiries maintained at 
0.5% 

All three 90-90-90 goals. 

The overall cost to 
PEPFAR may reduce next 
COP with the 
establishment of the 
National Supply Chain 
Integration Project 
(NSCIP) with the GF, 
UNFPA and other 
stakeholders 

HTXS $9,778,113  GHSC 

  
Element 6: 
Service 
Delivery 
SID Score: 
Red 

19 

Biennial Quantification for the National Unified 
Supply Chain System:  National Requirements for 
HIV/AIDS Commodities including Lab commodities. 
Estimate funding gaps (if any) and allocate resources 
with other stakeholders especially factoring in the 
requirements for test and treat, community based ART 
distribution and multi-scripting prescriptions 

1: Biennial National quantification of 
ARVs and OIs  
2: Biennial National Quantification of 
Lab commodities 
3: Quantification reports for ARVs and 
Lab Commodities produced biennially 

All three 90-90-90 goals. 

Accurate estimation of 
procurement budget 
figures shared with 
stakeholders for inclusion 
in budgeting processes 
for GON and donors. 

OHSS  $  462,936  GHSC 

Element 8: 
Commodity 
Security and 
Supply Chain 
SID Score: 
Yellow 

20 

Supply Planning and Stock Status Coordination: 
Collaborate with other stakeholders to plan deliveries 
in a timely manner to ensure continuous availability 
and track consumption to minimize expiries or stock-
outs. This activity involves continuous coordination of 
a team of data analysts that organize stakeholders to 
review stock levels and orders and plan new 
procurements to also minimize wastage. 

1: Semi-annual supply planning 
workshops  
2: Two Supply Plan review reports 
annually  
3: Effective tracking of procurements 
across all stakeholders  
4: Two National Procurement reports 
annually 

All three 90-90-90 goals. 

Minimized wastage of 
commodities due to 
coordinated delivery of 
commodities. 

OHSS $  1,161,989  GHSC Element 6: 
Service 
Delivery 
SID Score: 
Red 
  
  21 

Waste management:Retrieve expired commodities 
biannually for environmentally friendly disposal 

1: Expiries retrieved to central warehouse 
every quarter  
2: One annual waste drive 

  

Reduced wastage and 
reduction of waste 
collection to a single 
drive per year. 

HMIN $   250,000  GHSC 

22 Blood safety Commodities 1: Commodities specified and ordered. 
   Delivered commodities HMBL $   690,000  GHSC 

Services              

23 

Treatment Service Delivery cost for low volume (20-
299) health facilities. This includes one monitoring 
visit and visit for emergency Technical Assistance 

 

  
Routine monitoring 
oversight 

HTXS $    716,383 
All Treatment 
Partners 

Element 6: 
Service 
Delivery 
SID Score: 
Red 

Governance              

24 
Lead IP support for State level M &E, coordination, 
capacity building &  strengthening of State level M&E 

 
  

Routine and continuous 
state program support 

HVSI 
$    180,000 

Lead IPs only 
  

  TOTAL 
 

      
$ 
30,193,579  
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7.0 Staffing Plan  
The PEPFAR Nigeria team has conducted an analysis and assessment of 1) programmatic 

alignment of staff towards sustained epidemic control and 2) the ability to successfully implement 

the new PEPFAR business model.  The team found that PEPFAR staff and time had to be adjusted 

to more closely align with the data driven approach that strategically targets high burden 

geographic areas and populations. To achieve the greatest public health impact, the team 

reallocated staff support to core activities in priority technical areas including clinical care and 

treatment and strategic information. After reviewing existing positions, two locally engaged (LE) 

positions were abolished at USAID and eleven Henry Jackson Foundation positions were 

converted to USG LE positions to reflect needed roles and authorities. 

To realign staffing to support the clinical care and treatment, the interagency team is re-

programming three positions and converting two contractor positions to LE positions. USAID has 

reoriented the facility division to focus on a continuum of care for the general population. USAID 

has repurposed one South-South program manager position and one program assistant position 

into two care and treatment program manager positions.  CDC reprogrammed the United States 

Direct Hire (USDH) deputy for programs position to serve as a continuum of care and treatment 

technical advisor to focus on implementation of new strategies including test and start, 

differential models of service delivery, and community support for adherence and retention, as 

well as other innovative approaches to reach the treatment targets.  This position will also serve as 

a technical project officer for several cooperative agreements.  And DOD is hiring a new clinical 

quality improvement coordinator to address treatment challenges identified through SIMS and a 

new logistics coordinator to facilitate the increased demand for commodities from 

implementation of “test and start”.   

In light of the continually increasing demands for data and strategic information (SI) and 

monitoring and evaluation (M&E) (SI/M&E) requirements, CDC will reprogram one USDH 

cooperative agreement manager position to serve as a SI/M&E advisor.  The SI/M&E advisor 

serves as a technical lead for implementation of select projects in the area of surveillance, 

statistics, data analysis, and monitoring and evaluation. This position will also serve as a technical 

project officer for several cooperative agreements.  DOD is hiring two new SI/M&E positions.  

These positions will also participate in inter-agency TWGs to analyze Nigeria program data for 

decision making. 

The country program is also implementing changes in management staffing.  DOD is employing 

seven chauffeurs to support SIMS visits, supportive supervisory visits to partners and other DOD 

related travel activities.  USAID has reorganized its office structure to fully execute the program 

pivot.  Instead of segregating the management of facility and community sites between two 

divisions, USAID has reoriented the facility division to focus on the continuum of care for the 

general population and the community division to focus on the continuum of care for key and 

priority populations, including OVC. USAID has also bolstered the health systems division to 

guide investments in information systems, laboratory networks, and supply chain. USAID has 

reconstituted the strategic information group with existing employees to consolidate expertise in 

analyzing demographic, epidemiologic, financial, geo-spatial, program performance, and service 
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quality data for planning and management. USAID has established a new group with existing 

employees to collaborate with the Treasury in mobilizing greater domestic resources from federal 

and state governments to invest in the response to HIV. CDC is replacing the USDH deputy for 

programs with an LE deputy by re-programming a health systems strengthening position.  This 

will ensure continuity of program leadership as USDH positions transition.   

Vacancies greater six months are largely due to delays in classification.  All of the classifications 

have been finalized and the positions are filled or advertised.   These vacancies will be filled in FY 

16 quarter four or the first quarter of FY 17.     

SIMS requirements will be met using a combination of USG staff and contractors.  CDC and DOD 

will use program positions to conduct SIMS using the respective agency motor pools.  For USAID, 

all program managers and assistants will support SIMS requirements; however, USAID staffing is 

not sufficient to conduct all required SIMS visits due to space limitations at the Embassy.  USAID 

does not have its own drivers and vehicles and must depend on the motor pool operated by the 

ICASS platform in Abuja and Lagos for SIMS and other program oversight visits.  Additionally, 

almost 80 percent of USAID-supported states are in high or medium-high security areas where 

visits require more lead time and resources and can be restricted at any time.  As approved in 

COP15, USAID will engage an institutional contractor to support USAID efforts to conduct the 

required number of SIMS visits.  USAID will have at least one USAID staff accompany the 

contractor on at least 20 percent of SIMS visits.  

Overall, the operating unit cost of doing business (CODB) decreased by approximately six 

percent.   Major increases in cost include capital security cost sharing (100 percent as assessed by 

OBO), institutional contractors for SIMs (36 percent; prior year was only partially funded because 

of the late start date), and LE salaries and benefits (23 percent across the entire mission).  The 

impact of these increases has been offset by the exchange rate and decreases in IT services, ICASS, 

travel, and non-ICASS administrative costs.   
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APPENDIX B 

B.1 Planned Spending in 2016  

Table B.1.1 Total Funding Level  

Applied Pipeline ** New Funding Total Spend 

$174,381,422 $234,746,376 $409,127,798 

Table B.1.2 Resource Allocation by PEPFAR Budget Code 

PEPFAR 
Budget 
Code 

Budget Code Description 
New Funding Applied 

Pipeline 
Total Amount 
allocated 

MTCT Mother to Child Transmission $15,331,397  $10,993,290  $26,324,687  

HVAB Abstinence/Be Faithful Prevention  $                      -    $-    $-    

HVOP Other Sexual Prevention $13,548,372  $8,487,218  $22,035,590  

IDUP Injecting and Non-Injecting Drug Use     $-    

HMBL Blood Safety $424,023  $265,977  $690,000  

HMIN Injection Safety $153,631  $96,369  $250,000  

CIRC Male Circumcision     $-    

HVCT Counseling and Testing $9,958,521  $12,048,268  $22,006,789  

HBHC Adult Care and Support $27,037,731  $11,118,207  $38,155,938  

PDCS Pediatric Care and Support $5,449,271  $3,122,696  $8,571,967  

HKID Orphans and Vulnerable Children $37,128,400  $17,715,174   $54,843,574  

HTXS Adult Treatment $34,394,933   $34,765,615   $69,160,548  

HTXD ARV Drugs $58,604,982   $36,741,593   $95,346,575  

PDTX Pediatric Treatment $2,803,394   $1,874,337   $4,677,731  

HVTB TB/HIV Care $4,148,614   $3,418,065   $7,566,679  

HLAB Lab 
$-     $7,516,788   $7,516,788  

HVSI Strategic Information  $8,198,599   $4,972,026   $13,170,625  

OHSS Health Systems Strengthening  $2,596,332   $3,762,593   $6,358,925  

HVMS Management and Operations  $14,968,176  $17,483,207   $32,451,383  

TOTAL   
$234,746,376 $174,381,422  $409,127,798 

 


