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FOREWORD

The Joint United Nations Programme on HIV/AIDS has the pleasure to present the National
HIV Operational Guidance/Tool. This guide aims at supporting the implementation of HIV
prevention programs focusing on key populations that are particularly marginalized and ex-
posed to high risk of HIV transmission.

This guidance is specifically oriented towards detailing the various methodologies to provide
HIV prevention services. It is people centered and can be adapted for different situations and
contexts.

The third chapter contains the key performance indicators to support the unification of data
collection tools, definitions, and measurements to facilitate the periodic local, subregional,
and national data reporting and data disaggregation.

| would like to take the opportunity to present great thanks to the members of the Joint Team
on HIV in Egypt namely: UNDP, UNODC and WHO. With special thanks to the National AIDS
program- Ministry of Health and population. | want to highly gratitude the inputs from the civil
society organizations and governmental service provision facilities.

Sincerely,
Dr. Walid Kamal Ibrahim

Wehd Kamal

UNAIDS Country Director

This Operational HIV Guidance/Tools comes to provide a unified guidance on implementing
HIV self-testing as part of combined prevention interventions and harm reduction packages,
the guidance is based on existing working profile and modules and should align with the
strategic direction guided by the National HIV Strategy 2021-2025.

The world has taken great steps toward ending the HIV/AIDS epidemic in all strategic areas
including prevention, care and treatment and enabling the environment initiatives though af-
ter more than 40 years from detecting the first HIV case in 1981, yet HIV/AIDS still represent
a real challenging threat on the public health in the world.

Egypt has been always committed to address all initiatives and recommended efforts and
services that can accelerate the national prevention response, with a substantial acceleration
in the harm reduction progress efforts.

This tool is a consolidated document that adopt quality assurance interventions and indi-
cators specially designed for the service provision level and to support the mid-level data
verification and validation guide all the national efforts gathering the governmental, commu-
nity-based organizations and international organizations on the same floor.

| would like to take this opportunity to express my great appreciation to all our stakeholders
who are exerting a great support in the national HIV response with special thanks to UNAIDS
country office for their sincere efforts in supporting the development of this important guidance.

National AIDS Program Director
Dr. Heba Elsayed




EXECUTIVE

SUMMARY

The operational guidance and tools are designed to
address the different HIV service provision modali-
ties especially those provided through the commu-
nity-based organizations with a specific summary
guidance for the harm reduction interventions con-
ducted as per the country context.

The guidance is divided onto the below sections:

First:

Describing the standard service provision modali-
ties (outreach and drop-in center)

Second:

The Harm Reduction package standardized SoPs
and flow of work.

Third:

The key performance monitoring indicators.

+
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l.

PREVENTION SERVICES
PROVISION MODALITIES

A. OUTREACH SERVICES

Objectives of outreach services

Disseminating right information about of HIV.
Introducing the harm reduction concept.
Providing data about the referral services.
Referral to testing services.

Early detection of HIV cases.

Providing preventive packages based on as-
sessing the clients’ needs.

Methodology of field work - outreach:

The outreach services should be provided
through a team - not an individual - and the
team consists of at least two members.

The work areas to be reached shall be studied
for its suitability for field work in accordance
with the specified criteria.

Follow the national unified codification system
for client’s registration.

The team should also have a supervisor to fol-
low up the team during field work and develop
supervisory report.

The work plan and geographical areas should
be reviewed and updated at least quarterly or
when necessary.

Adhere to client data registration frameworks
after the end of the interview.

The outreach team should use special work
phone lines for the follow up of the clients to
ensure professionalism.

The team should commit to the standardized
messages.

The message should include info about the
available Governmental/ Non-Governmental
services and referral methods to receive the
required relevant services.

Drawing field maps
that are suitable
for field access

Determining the
final mapping for the
outreach field work

Interviewing the
client in the field

Client Needs
assessment

Awareness and
counseling message

Knowledge
pre-assessment

Clients data
registration

Referral to
testing service

Provision of needs
as per applicable

Assessing
behavioural changes
after 6 months

Blogging in the

Client follow up registry files

Mapping:

Objectives

Determine if the target population is present in the place or not.

Determining the peak times, i.e. determining the best time to reach the target population.
Determine if the selected place is suitable for field work or not.

Listing all challenges related to the place (security challenges - environmental challeng-
es - community challenges).

Field mapping methodology

* The team should be trained to explore and draw field maps,

* Regular meetings should be scheduled to determine the areas under study and to deter-
mine the disembarkation schedule.
The disembarkation is done by two teams in the same place and the same days in dif-
ferent weeks (example: Saturday and Sunday for the first week), and the second team
makes a map for the same days in the same area of the second week to ensure that the
information that will be dealt with for a long time is verified.
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N.B: "After the field map is drawn, a working group meeting is held to decide the number of
appropriate areas and determine the schedule." Note: Field maps are reviewed at least every
three months or when necessary, in the event of any significant epidemiological updates.

The non-governmental organization must be aware of the national studies that have
been implemented to estimate the size of the most vulnerable groups and the biological
behavioral survey of HIV / AIDS among these groups and the geographical distribution
included in these studies.

The work team identifies places where it finds the presence of the most vulnerable
groups, according to its geographical area or other areas that are easy to reach and
achieves results through it.

Determining the final field maps

This includes conclusion of the most suitable areas for access.

Search for solutions to any challenges if any

Determining the timing to update the work maps based on the areas that have been
identified (example: changing the target area according to the seasons of the year in the

coastal governorates...etc.)

B. DROP-IN CENTER

What are drop-in centers (DICs)

Drop-in centers (also known as “safe spaces”) are
premises that provide key population community
members with a comfortable place to get informa-
tion, receive program services, and interact with
each other and with HIV prevention, care and treat-
ment program staff.

+ Drop-in centers serve as a place where key
population community members:

* Receive information on Health and HIV Pre-
vention, care, treatment.

* Are mobilized to take up services.
» Gather for events and activities.

* Receive psychosocial services and support,
and for referral to other services.

» Receive condoms and lubricants.
* Receive HIV self-testing kits.
+ Exchange needles and syringes

* And tracking KPs who are lost to follow up from
the programs.

In some cases, drop-incentres are co-located with
clinics that provide HIV testing and counselling,
screening and treatment for sexually transmitted
infections (STIs), HIV prevention, care and treat-
ment, family planning, and post-exposure prophy-
laxis (PEP)and Pre-exposure prophylaxis (PrEP).

DICs are important platforms for program outreach
because they provide services, information, and
space for community mobilization in locations that
are convenient for KPs.

Special considerations for locating of DICs:

» DICs offering needle and syringe exchange should
be close to neighborhoods where PWID live.

* DICs for MSM or FSWs should be close to their
hotspots.

* DICs should be located just off a main road in
order to balance the need for privacy with ease
of access (a short walk from a main road) and
should be accessible by public transportation
at a low cost. However, MSM might prefer a
safe and secure areas lightly far from the road,
due to issues of stigma.

« DICs should not be close to schools and other

locations that the public might consider inap-
propriate.

Operational HIV Prevention Guidance/Tool
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Selection of premises for DICs Integration into the community: the DIC should also integrate the KP back into the

. . . . ) community.
After the appropriate area and location have been determined and the implementing partner

has decided whether the DIC will provide clinical services, a premises for the DIC must be
identified.

Outreach: Outreach workers and peer educators should extend many of the DIC’s ser-
vices into the community.

Other services: Some DICs also provide fresh clothes, a feeding program, laundry ser-
vices, hygiene kits (tooth paste, brush, sanitary napkins).

Family day: Some DICs also invite families and children of KPs to spend time together
The venue should include: in the DIC, and also provide them food, psychosocial support, and clinical services.

Considerations for Selecting the DIC premises

1. Aroom for rest.

. : Program Challenges/Gaps
. A private room for consultations

2

3. Akitchen with cupboards Testing
4 The testing algorithm is standard and included clearly in the National care and treatment
guidelines, there has been a significant update in the phasing out from using the western blot
in the HIV case confirmation to minimize the time needed to enrol positive cases in care and
treatment. The confirmation is done using advanced fourth generation ELISA (HIV Chemilu-
meniscence)

. A bathroom and toilet (separate bathrooms for males and females in case of a PWIDDIC
or a DIC that caters to both men and women)

. An office

. Alarge room/hall enclosed space that can accommodate at least 20 people for events/
activities (e.g., trainings, support groups etc.)

. Space should be available for storing records, consumables, and cleaning supplies. The national HIV testing algorithm is as follows:

Services that DICs should ideally provide

. Test 1:
 Safe space: The DIC should be a place where KPs can meet and receive their services Pre-counseling el (e

and discuss issues. Information: KPs should receive information on HIV, STIs, coun-
seling, clinical services, violence response services, condoms, needles/ syringes, HIV
self-testing kits among others.

Registration with the program: The demographic details of each KP are recorded in Positive Post-counselling Negative
the KP Enrolment Form. If such information has already been collected during outreach,

the form need not be filled again. Group discussions: KPs should be involved in group

discussions in which issues pertaining to drugs, HIV, hepatitis, STIs, and other related Test 2: ELISA/
information are discussed. The group discussion should be organized and moderated by
the outreach worker or the counsellor, Training on various issues can be provided to the
KPs and the peer educators in the DIC.

Referral to HIV-related services: KPs should be referred to the nearest HTS for HIV
testing after proper pre-test counseling. If a KP is HIV positive, referral to an ART centre Negative Positive
should be made.

Referral to other services: Based on the KP’s need, the KP may be referred to a TB

center, a KP clinic for counseling and STI screening and management, centers providing Report as inclusive
nutritional support, shelter/home, mental health care, reproductive health services. - repeat the test after

Report as inclusive -
Chemiluminescence repeat after 2 weeks

Follow up

Report as positive -
start treatment

Harm reduction: KPs should be given condoms, new needles and syringes. 2 weeks Linking with
Behavioral change communication: KPs should receive risk reduction information other required
through one - to-one and one-to-group interactions and through IEC materials. services
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However, the main challenge is in the coverage of the testing to reach the target populations
in a wide range of geographical areas, the current number of community-based organizations
and outreach teams working in prevention and providing testing services to the key popula-
tions.

There is also no systematic standardized mechanism for conducting testing for the reached
populations especially for the outreach teams and their referral to be tested.

Counselling

The counselling is still considered a main pillar in the prevention service package provided
to the beneficiaries from key populations, the counselling is often provided through trained
personnel working in whether the governmental or the non-governmental VCT centers and it
should include a standardized message notifying the main disease related information spe-
cifically modes of transmission, prevention and harm reduction.

The main challenge in providing the pre and post counseling to key populations is how to
ensure a quality service with a standardized content adapted as per the clients’ needs as-
sessment, the significant progress in the prevention and harm reduction services in the last
2 years leads to a need to update the counseling message to be more comprehensive and
focusing on each client needs and summarized as possible.

Still many outreach workers and counseling providers are sticking to an outdated message
for counseling and is not aligned with the latest updates and recommendations, for many
years most of the capacity building activities were focusing on the care and treatment as
there was a tremendous progress in the ART and treatment regimens provided to PLHIV, one
of the main targets of the updated NSP 2021-2025 is to tackle the prevention and capacitat-
ing the counselors and prevention services providers.

Referral

One of the main findings of the stakeholders’ interviews and discussions, is the lack to have a
standardized clear referral mechanism and services mapping that includes all services start-
ing from prevention, harm reduction, care and treatment services as well as other services
like the legal services, economic support.... etc.

There are some ftrials to have unified platforms that can have this national unified mapping
for whether governmental and non-governmental services.

The prevention and outreach services providers should have a good knowledge and well
understanding about where to provide services to systemically guide the clients as per their
needs.

This guidance tries to provide and clarify the different national governmental and non-govern-
mental platforms where prevention and harm reduction services are provided.

Harm Reduction Package

For people who inject drugs, harm reduction is critically important to reduce the risk of infec-
tion with HIV or viral hepatitis and to improve prevention, diagnosis and treatment.

“Harm reduction” refers to policies, programs and practices that minimize negative health,
social and legal impacts of drug use. Harm reduction approaches focus on supporting posi-
tive change without requiring that people stop using drugs.

Removing human rights-related barriers to services and ensuring that community leadership
is at the heart of the HIV response, are also strategic priorities. The harm reduction is con-
sidered as “program essential” — that is, a critical part of a country’s comprehensive HIV
response.

Injecting drugs with non-sterile equipment spreads HIV, hepatitis C (HCV) and other blood-
borne diseases quickly, so it is very important not to wait before starting or scaling up pro-
gramming.

HIV risk comes not just from non-sterile injecting equipment, but from policies, practices, and
attitudes that keep people who use drugs from accessing services.

Global AIDS Strategy: Some Key Targets By 2025:

90% Ham- . 50% <

OF PEOPLE WHO INJECT DRUGS OF PEOPLE WHO
have access to comprehensive harm reduc- INJECT DRUGS
tion services integrated with or linked to hep- and are opioid dependent
atitis C, HIV and mental health services. have access to OST.

80% 30% 60% .

OF HIV OF TESTING OF PROGRAMS
PREVENTION & TREATMENT to address societal
SERVICES, SERVICES, & enablers for people who in-

ject drugs are community-led.

Less than 10% of people who inject drugs or living with HIV experience stigma or
discrimination, less than 10% of women who use drugs or living with HIV experience
gender inequality/violence, and less than 10% of countries have punitive legal or pol-
icy environments that lead to denial or limitation of services.

Operational HIV Prevention Guidance/Tool
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The Global AIDS strategy calls on countries to sharply scale up harm reduction to ensure
that 90% of people who inject drugs have access to harm reduction services. The Global
AIDS strategy, the Global Fund strategy, and the 2021 Political Declaration on HIV and AIDS
endorsed by the UN General Assembly all emphasize the need to change laws and policies
so that HIV services can be effectively delivered.

Harm reduction programming is high impact in preventing infection with HIV and hepatitis B
and C, and can help link those infected to diagnosis, treatment and care. By contrast, coun-
selling or behavioral interventions that aim to get people to stop using drugs have shown
great challenges to reduce HIV or viral hepatitis epidemics.

For HIV prevention, priority harm reduction includes mainly:

» Needle and syringe programming (NSP) that offers people who inject drugs the recom-
mended quantity of sterile injection equipment (~300 needles per person per year for
HCV prevention,~200 for HIV prevention, calculated based on total population of people
who inject drugs), at a variety of places and times. To maximize access, sterile injection
equipment should be offered without confidentiality violations, without requirements for
1:1 exchange, without requirements for identity documents, and without police interfer-
ence. Outreach, staffing and services should be sensitive to the needs of women who
inject drugs, of youth, of sex workers, and of trans and gender-diverse people.

Egypt has launched a needle syringe program in 2021 under the authorization and monitor-
ing of Ministry of Health, still needs to have effective tools for monitoring and evaluating the
outcomes of the program.

» Opioid substitution therapy (OST) that is easy for people to start and continue for as long
as necessary; that can be scaled up or complemented via take -home doses, mobile
units, satellite clinics and distribution at pharmacies and community centers; and that can
be integrated with HIV, hepatitis B and C, and TB testing and treatment.

Overdose (OD) prevention with the opioid OD antidote naloxone distributed to those
most likely to witness an OD (people who inject drugs, their families and friends), along
with training on use, mechanisms for peer distribution.

Hepatitis B and C testing and treatment for people who inject drugs;

Health communication and demand creation.

In evaluating plans for harm reduction, it is recommended to:

» Understand the HIV and related needs of people who use drugs, including through biobe-
havioral surveillance or rapid assessment to determine which people are at highest risk
based on their injecting and sexual practices These assessments should also look at the

environment where risk occurs, and the barriers to harm reduction and other services.

Design a mix of harm reduction interventions that strengthen each other, including in
prisons and other closed settings. Combining OST, NSP, HIV and hepatitis testing and
treatment reduces community transmission more than any one of these interventions
alone. STI treatment reduces risk of HIV infection. Provision of naloxone for OD preven-
tion can increase uptake of HIV prevention. Since people who use drugs often move be-
tween communities and detention, prevention and treatment should be equally available
to them within and outside prisons and other closed settings, with mechanisms in place
to ensure continuity of care.

Deliver effective and efficient services, as gauged by people who use drugs as well as by
those delivering services. This includes supporting community-led monitoring and draw-
ing on peer networks and navigators in the design and delivery of prevention, diagnosis
and treatment services. Differentiated NSP and OST delivery (at pharmacies, drop-in
centers, mobile units, and fixed sites) can increase reach, as can integration of NSP
and testing and treatment for HIV, HCV, TB and STls. Countries should plan to evaluate
impact from the start, including real time tracking of service delivery, regular HIV preven-
tion performance review and accountability processes that include community. Review
should include ongoing assessment of service gaps and consider changes to drug mar-
kets and to the environment and policies that shape drug use and risk.

Sustain services by creating mechanisms and providing national/municipal funding
for service continuation during and after the Global Fund grant. This can be achieved
through “social contracting” with networks and groups led by people who use drugs, with
community-based, non-governmental organizations, and with funding from and collabo-
ration between health, social welfare, and law enforcement/drug control agencies.

Follow up

As one of the main findings of the desk review and interviews was the lack to have a proper
follow up for all the prevention and harm reduction services, the clients follow up is unsystem-
atic especially for challenging programs like the needle & syringe program where the clients
follow up is very critical and important to ensure the sustainable use of sterile syringe and
injecting equipment.

The scheduled follow up also for HIV negative clients from the targeted key populations
should be at least every 3 months to be re-tested as per the National guidelines, however this
is not the case for the work undergone in Egypt.

Operational HIV Prevention Guidance/Tool
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Integration & Sustainability
The National HIV Strategic plan 2021-2025 update stresses on the urgency of integrating
the HIV services among other relevant health and community services to ensure the sus-
tainability of the HIV response especially with the reduction in the funding opportunities
directed to HIV.

The HIV response in Egypt showed great resilience in this regard, some of the prevention
and harm reduction services for people who use drugs is integrated with the drug addiction
services provided through the governmental addiction treatment facilities, including screen- Z

[

ing for all in and out patients.
The Operational
Also, the integration with the National Committee for combating viral hepatitis is clear in p
many pillars related to injecting drug use as it is also one of the challenging epidemic P t.
drivers for HCV epidemic in Egypt, this integration has taken great steps since 2019, as reve n I o n
the harm reduction is considered one of the core pillars in the dossier for HCV elimination G — d T I k .t

The first implementation phase of the opioid substitution therapy will be introduced in the
addiction treatment hospitals.

in Egypt.
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INTRODUCTION

This guide and toolkit are designed to help the National AIDS
Program, Civil society organizations (CSOs), and other part-
ners implement and monitor programs for HIV prevention.

KPs bear a disproportionate burden of HIV but have much
lower access to HIV-related services and other services than
members of the general population. In keeping with the global
commitment to end AIDS by 2030, governments and donors
have put renewed emphasis on developing programs that tar-
get KPs. This guidance aims to accelerate the ability of national
AIDS program, civil society organizations (CSOs), to plan, de-
liver, and optimize comprehensive HIV prevention.

The main goal is to reduce HIV transmission among KPs and
extend the lives of individuals who are HIV positive. The LINK-
AGES approach is summarized in the cascade framework that
presents services along a continuum of HIV prevention, diag-
nosis, care, treatment, and VL suppression. The cascade

is aligned with the UNAIDS 95-95-95 objective—that

by 2030, 95 percent of all people living with HIV

(PLHIV) will know their HIV status, 95 percent

of people diagnosed with HIV infection will re-

ceive sustained antiretroviral therapy (ART), and 95 percent of
people receiving ART will have viral suppression.

The main goal is to
reduce HIV transmission
among KPs and extend
the lives of individuals
who are HIV positive.

ESTABLISHING AND
MAINTAINING EFFECTIVE

PREVENTION PROGRAMS
FOR KPS REQUIRES:

Detailed and regularly updated estimates of the
size and locations of KPs in order to set targets for
outreach and determine infrastructure, personnel,
and budgets.

Individual tracking of KPs members to ensure they
regularly access high-quality outreach and clinical
services.

Regular monitoring of programs to ensure that pre-
vention, testing, treatment, and VL services meet
the needs of KPs and are run efficiently. This mon-
itoring includes regular analysis of tracking data by
those who deliver services, as well as by their su-
pervisors, and use of data in real time to manage
programs and improve performance at scale while
maintaining service quality.

Regular reporting of data to subnational and nation-
al program levels as required by the government or
other funders.

Ensuring data confidentiality and security at all lev-
els of the program. This guide is designed to help
programs with all these requirements. It shows how
to establish monitoring systems that can be used to
understand and improve performance by program
managers, monitoring and evaluation (M&E) advi-
sors, and donors, as well as frontline workers in-
cluding peer outreach workers, peer navigators, 2
staff outreach supervisors, and program managers.

The guide offers a comprehensive tool used at the local
level to collect and analyze data to establish, manage,
and improve the program, to ensure KP individuals re-
ceive adequate services, to report on the global indica-
tors, and to demonstrate progress toward the 95-95-95
goals. The tools are designed to ensure that monitoring
systems and data will be consistent and compatible,
and they can be modified as needed to take into ac-
count the national guidelines and the monitoring sys-
tems of National AIDS Program.
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Model for HIV Prevention Program

Inputs

Funds
Comodoties
Equipment
Persommel
Facilities

Outputs
(Service)

* Prevention
(outreach)

» Testing

 Linkage to
services

Outcomes
(Coverage Indicators)

Proportion of KPs
reached with services
Proportion tested
Proportion of those
testing HIV+ enrolled
on ART

Impact
(Goals)

* Reduction in new
HIV infections

» Reduction in HIV
related iliness

» Reduction in HIV

Proportion of those en- related deaths
rolled on ART who are
retained in treatment

Goals are often broken down into a set of more detailed objectives. Effective objectives have
specific, realistic, and measurable results and time frames, with accountability assigned to
specific organizations or individuals. Targets can then be set for each objective. Clear goals
and objectives are important because they lead to better monitoring systems and set stan-
dards for using data to improve performance. The same process of setting objectives and tar-
gets can be done at the local level by each implementing partner. Typically, these objectives
and targets closely follow those of the national aids program, but they also reflect the local
context, e.g., the type and number of KP individuals, or the ease or difficulty of outreach due
to geographical constraints or the attitude of law enforcement officers.

In addition to the program targets, during the initial stage of planning it is also important to set
program quality standards. These could include:

» Ratios for staffing, e.g., the number of peer outreach workers per staff outreach super-
visor.

Ratios for infrastructure, e.g., the number of KP individuals per clinic or drop-in center

Standards for service delivery, e.g., the number of times a year a KP individual will be
offered screening for HIV.

At each level of the program, well-defined targets and quality standards set a benchmark for
interpreting data and help the program maintain focus as activities change over time. Stan-
dard operating procedures (SOPs) can help ensure that targets and standards continue to
be met as the program is scaled up. The continual use of monitoring data informs everything
— objectives, targets, standards, and SOPs.

3.
Standard
Operating
Procedures

Operational HIV Prevention Guidance/Tool
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l.

TESTING AND

COUNSELING

Clients initiated Testing and Counseling

The counselling and testing intervention in-
cludes at least one pre-test counselling ses-
sion and one post-test counselling session. It
is anticipated that counselling sessions will last
a period of time depending on the individual cli-
ent’s situation.

Pre- and post-test counselling is separated by
the length of time required to generate test re-
sults (approximately 20 minutes). If there are
many clients, consider having group informa-
tion sessions.

Pre-test counseling

Counselling is a relationship. Connect with the
client, answer questions and make sure that

the client understands the information you are
providing.

Review client knowledge on HIV and AIDS and
correct any misconceptions about the HIV and
AIDS and transmission of HIV.

Then engage the client in assessment of his or
her own HIV-related risk behavior and negotiat-
ing a realistic, personalized risk reduction plan.

Form an alliance with the client to undertake
the risk assessment, including gathering infor-
mation about the client’s sexual and other risk
behavior as well as his or her interpersonal, so-
cial, and resource situation.

Work with the client to develop strategies to
reduce his or her risk. For each risk reduction
behavior, assess internal and external barriers
to change, perceived efficacy to enact the new
behavior, readiness to change, and the availa-
bility of resources to change.

Acknowledge and support the client’s strengths
and his or her enactment of the personalized
risk reduction plan, work with the client to solve
problems regarding anticipated difficulty in en-
acting the plan.

Assess clients’ knowledge on proper use of
condoms and do a condom demonstration.

Confirm that the informed consent has been
obtained and assure client confidentiality.

Inform client that they can withdraw consent at
any stage of the HTC process.

Preparation for testing
This is done during pre-test counselling. The counselor should:

Solicit the client’s knowledge about the HIV antibody test and any previous testing ex-
periences.

Provide information about the test as needed and correct any misconceptions about
testing and/or test results.

State the meaning of a negative test result and a positive test result.

Discuss with a client on action plan in case of a negative test result or a positive test
result.

Provide contact information for crisis management in the case of negative HIV-related
life events.

Ensure sufficient time is given to think through the issues.

At the end of pre-test counselling, ask the client if he or she would like to proceed with
HIV testing. If the answer is no, thank the client, plan for next counselling session and let
him/her go ,If the answer is yes, fill out the laboratory form with the client’s unique per-
sonal code. Refer the client to a testing staff for taking the sample and testing or proceed
with the testing if you are doing it yourself.

The testing staff will then prepare for the test according to Laboratory SOPs, client is
asked to rest in a waiting room or space.

Disclosure of results

The test result will be given to the counsellor by the testing staff or will be available to the
counsellor if she/he does the test by themselves.

The counsellor will then invite the client to return to the counselling room and will check
with the client to determine if he or she is prepared to receive the test result and post-test
counselling.

For continuity purposes, it is recommended that the same counselor offer both pre- and
post-test counselling to the client.

The results will only be disclosed to the client during post-testing counselling.

Post-test counseling
Post-test counseling will begin with the disclosure of test results.

Operational HIV Prevention Guidance/Tool
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Giving negative results

Make sure you have the test results ready then: Greet the client, establish rapport, Give
the client time. Ask the client: “Are you ready to receive your HIV test result?”

If the client is ready, state in a neutral tone: “Your test result is negative, meaning you
have not been infected with HIV.”

Pause and wait for the client to respond before continuing. Give the client time to express
any emotions.

Client should be shown the result slip if they so wish.

Discuss and support the client’s feelings and emotions.

Check the client’s understanding of the meaning of the results.
Discuss the following questions :

Do you remember the differences between HIV and AIDS?
How is the knowledge of your status going to help you?

How can you protect yourself further from HIV infection?

Who else will be affected by this result?

Inform the client to consider having another test in three months and/or encourage his/
her partner to go for testing.

If there was a recent risk exposure, discuss the need to retest. For persons with ongoing
risk of exposure, recommend follow up testing at least every six months.

Discuss ways to remain negative and assist the client in exploring future risk reduction
so that her or his status remains negative, in view of the high risk associated with new
infections.

Discuss disclosure support and subsequent counselling sessions.

Discuss some basic risk-reduction strategies with the client.

Il.

HARM
REDUCTION

A. CONDOM PROGRAM

Step 1

Understand condom clients and the whole
environment.

Step 2
Assess the program and create action plan.
Step 3

Procure high quality condoms and manage the
pipelines.

Step 4

Expand distribution system.

Step 5

Promote condoms at distribution units.

Step 6

Promote condoms at community and national
levels.

Step 7

Monitor program progress and evaluate
outcomes.

B. NEEDLE & SYRINGE PROGRAM

Needle Syringe Exchange Program can be
implemented through different models of service
delivery. Three significant models are discussed
below. Usually, an ideal NSEP is a combination of
two or more models.

Operational HIV Prevention Guidance/Tool
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Modalities to provide service

Fixed site

This refers to the provision of NSEP services from a stand-alone premises. The premises for
such services should ideally be located in areas where the client does not feel threatened by
the surroundings. These may include, for e.g., busy roads, marketplaces, etc. The premises
for NSEP delivery should be easily accessible to the clients and should be close to services
required by clients. These may include hospital services, other health care services and other
community services, such as those offering food, clothing, shelter, etc. Staff is designated for
the distribution of needles and syringes and to maintain records. While distributing needles,
the used needles should be collected and carefully stored in a puncture proof disposable bin.
These used needles/syringes should then be destroyed through an approved medical waste
management system.

Outreach

The Outreach Workers (ORWSs) and Peers Educators (PEs) can also distribute needles and
syringes through key outreach points. While distributing needles and syringes, it is recom-
mended to give only the required number of needles and syringes for a day. In case of a
holiday or strike, adequate stock should be provided for a maximum of two days. At the same
time, this norm should not, in any way, restrict the access of IDUs when they actually require
the needles and syringes.

Staffing a Needle Syringe Exchange Program

NSEP requires all the staff in an IDU Tl to function in coordination with each other. The roles
and responsibilities of the staff should be clearly defined for NSEP. The backbone of the
NSEP is the team of outreach workers and peer educators working in the IDU Tl. The NSEP
staff providing outreach services should be issued identification cards. Staff must always
carry their identification cards when conducting outreach. The recommended roles and re-
sponsibilities of the staff in a NSEP are as follows:

Project Manager
Supervise NSP outreach staff.

Build staff's capacity and skill on NSP.
Develop work plans on NSP along with outreach workers and peer educators.

Organize and conduct weekly and monthly meetings to identify short falls and to evolve
corrective measures and further plans of action.

Liaise with other agencies, local NGOs, CBOs and other groups in the community.

Monitor the NSEP on a regular basis

Outreach workers

ORWs should ideally be from the drug using community e.g., an ex-drug user and/or some-
one undergoing OST, be a local resident, know the local language, have basic literacy and
possess a cultural and social understanding of the project area and context. In addition, an
ORW needs to have certain attributes to be successful in his/her work. These include:

A non-judgmental approach.

Strong communication, organizational and record keeping skills.
The ability to network.

Strong commitment to working with the IDU community.
Respect for IDUs and their partners.

A view of him/herself as an advocate for those at risk.

A flexible approach to various lifestyles of IDUs.

The ORW's key responsibilities should be to:
* Map sites with PEs for planning NSEP and regularly updating information.

Regularly visit the target areas and ensure regular distribution of needles and syringes
to IDU clients.

Maintain adequate supply of needles and syringes, and other commodities.

Manage PEs and provide back-up support to PEs, in case a particular PE is not able to
cover a particular area.

Conduct one-to-one as well as one-to-group sessions with clients.

Motivate IDUs to access drop-in center facilities.

Accompany and motivate clients for uptake of testing at ICTC and other referral services.
Maintain records as required by the project.

Prepare weekly reports and participate in staff meetings.

Materials distributed under NSP

. Needles: 24”, 26” gauge
. Syringes: 1 ml, 2 ml, 5 ml, and 10 ml

. Alcohol/spirit swabs, (at least two swabs with each needle and syringe to clean the site
before injecting) and bandages, etc. to manage abscesses

. Distilled water
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. Filter, cooker, tourniquet — where budget permits
. Condoms
. Water-based lubricant sachets, if required

. Need based IEC materials

Calculating the syringe demand

An example An IDU TI working in a city ‘X’ has to initiate NSEP in its target areas. Through
the outreach planning, about four hotspots were identified in the area of operation of the TI.
It was also seen that hotspot ‘A’ has 20 IDUs. Of these, 10 IDUs inject thrice a day, five IDUs
inject twice a day and remaining five inject once a day. All of these IDUs use a 5 ml syringe to
inject a cocktail of buprenorphine and diazepam. On the basis of the above information, the
number of syringes required for the hotspot ‘A’ would be: Syringe demand for hotspot A: (10
X 3)+ (5X2)+ (5X 1) =45 syringes of 5 ml size.

Procedures for day-to-day NSP

Outreach distribution modality

On a day-to-day basis, the service delivery of NSEP for outreach begins with the outreach
team (ORWs and PEs) going to the fi eld early in the morning to provide services to IDUs who
would be visiting the hotspots to procure their fix. This may not be the case in every hotspot
and also in places where there are no hotspots.

For example, IDUs may not visit a hotspot to inject drugs, but may inject at their homes. In
such cases, the outreach strategy should be accordingly modified. The outreach staff should
have an outreach bag to carry materials to be distributed during outreach. The outreach bag
should be a thick puncture proof bag to carry all the materials in the field.

Usually, the NSEP staff should distribute needles and syringes as per the client’'s require-
ment. If the client, for example, is injecting twice a day, he/she should be provided with two
needles and syringes. Sometimes, it may be required that the client is given more than a
day’s supply of needles and syringes. This is usually at places where the contact with the
client is less frequent, such as places which have hilly terrains, where law and order is an
issue, or if the client is moving out for some days. A supply for seven days can usually be
provided. However, staff may use their discretion and supply more equipment if requested
by the client. Sometimes, clients sell the needles/syringes distributed to them by the TI. To
dissuade the client from selling such supplies in the open market, the Tl project should have
special markers on the wrapper of the needles and syringes provided to the client (e.g., bold
writings on the syringe wrapper, making a ‘nick’ on the wrapper, etc.).

Additionally, the client should be encouraged to return the used needles and syringes. How-
ever, it should not be mandatory for the client to return his/ her used needles/syringes to
obtain a new needle/ syringe. Along with providing needles and syringes, the staff should
befriend and educate the client on other harm reduction messages, including safe injecting,
safe sex and the need for availing referral services. Other materials such as abscess pre-
vention materials, condoms, etc. are also provided in this contact. Finally, the transaction is
noted down by the staff in the fi eld diary. It is not necessary for the peer educator, especially,
to visit the DIC on a daily basis. The outreach worker acts as a liaison between the PE and
the DIC. He/ she should ensure that — enough commodities are available with the PE, PE
visits the hotspots and conducts NSEP daily, and finally ensure that the transaction made by
the PE is entered in the appropriate records. The outreach worker should also ensure that all
the hotspots are covered between the team of PEs and himself/herself.

DIC Distribution Modality

Immediately after opening, the DIC staff should ensure that a staff member is stationed to
provide needles and syringes in the DIC along with provisions for storing the used needles
and syringes and recording the transaction. Additionally, basic education on harm reduction
and provision of other commodities such as abscess prevention materials and condoms
should be conducted. Finally, disinfection of the collected needles and syringes should be
carried out periodically.

The proper management of sharps is extremely important to prevent accidental needle stick
injuries and to avoid the risk of transmission of HIV and other blood-borne viruses. The re-
trieval and disposal of used needles are essential components of a NSEP project. The proj-
ect should have built-in strategies and mechanisms to increase return rates of used sharps.
Collecting as many used needles and syringes as possible is important, as this will ensure
that the circulation of the used needles and syringes for injecting is minimized. Research has
shown that 60-70% return rate is indicative of good functioning of a NSEP. The collection
of used needles/syringes also ensures that the non-using community members, especially
children, do not get accidentally pricked with the used needles/syringes.

Opioid Agonist Therapy

1. Steps to provide medication (Receipt, distribution, Security)

* Holding a meeting with representatives of the Medicines Authority and the Unified Pro-
curement Authority to determine the steps to be taken to receive the drug shipment once
the medicine arrives in Egypt

Prepare all forms required to complete the procedures
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Steps to deliver the medicine from the airport or port to the Egyptian company's stores
securing the arrival of medicine to service centers

Determining the quantities to be allocated to each hospital
Preparing forms for the documented course of the drug:
Receipt forms for the quantities

Medication delivery forms at the main hospital pharmacy, identifying the custodian re-
sponsible for receiving the medication and recording the received quantity

Disbursement forms from the main pharmacy to the subsidiary pharmacy on a daily basis
— Forms for disbursement of quantities and daily inventory in treatment centers —

Forms for delivery of the remaining undisbursed quantities

Needs to be met:
Special lockers to save the quantity received in the main pharmacy store in each hospital

Print the aforementioned necessary forms with a serial number, and deliver them to hos-
pitals Treatment dispensing tools ( )

The target group: Basic criteria required for the patient to be included in the pro-
gram to start treatment:
1. The age should not be less than 18 years

2. Adiagnosis of opioid dependence according to ICD-11 (just irregular use or abuse is
not enough)

. The ability to give informed consent

. Intravenous drug users (IDUs)

. Infection with HIV/AIDS through a rapid test or confirmatory test

. Hepaititis B virus infection (HBV, HCV) through rapid screening or confirmatory testing

. Pregnant women who inject opioids: You must have injected a psychoactive sub-
stance at least once in the past 3 months for non-medical purposes.

. Length of use and injection use of opioids: Indicates a long history of opioid use (more
than 3 years)

. The patient’s willingness to attend daily to receive treatment (if the program is applied
in outpatient clinics)

10.There are no medical contraindications: - The only major contraindication to the use
of OST is the presence of sensitivity to the drug. Second: additional criteria, it is pref-
erable to enroll the patient in the OST program, if any: While the following criteria are
not necessarily present for the patient to start treatment, if any, the patient is given
priority in joining the OST treatment program 1) Several previous attempts to stop
using have failed 2) Motivation for treatment and cessation of drug use Third: Criteria
for exclusion from joining the opioid replacement therapy program 1) The presence of
severe impairment of liver function, or a severe degree of hepatic insufficiency: A liver
function test is performed and based on the results, a decision can be made:

Itis completely forbidden for the patient to join the program in the event of severe impairment
in liver function tests / or the presence of confirmed clinical evidence of liver failure. - If the
impairment is mild to moderate, OST therapy can be initiated, but with careful titration of
the dose. 2) The presence of a severe degree of respiratory problems: In conditions such
as severe asthma or chronic airway disease that results in severe impairment of respiratory
function, caution should be exercised when initiating treatment with opioid medication, as it
may exacerbate respiratory problems.

Benzodiazepines should not be prescribed to such patients for sleep disorders due to their
additive depressant effect on the brain. 3) Known hypersensitivity to any opioid substitute
(buprenorphine, methadone) Equipping hospitals to implement the program: - Examination
of the place designated for the methadone program to determine its suitability and implemen-
tation requirements - Providing a pharmacy and a storage place monitored by cameras Allo-
cating 5 beds in each hospital to be a place for observation of patients during the Induction
Phase. - Providing special lockers to store methadone

4. Medical team:

The following team shall be identified in each hospital to be responsible for the implemen-
tation of the program: - Physician (Consultant/Specialist) Director of the Opioid Treatment
Program - 2 doctors ((consultant / specialist) - 3 resident doctors 10 Nursing 3 pharmacists.

An intensive training program is required for the medical teams Coordinating with the Ministry
to provide financial incentives to medical teams on a regular basis.
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Summary Overview

The below table lists key monitoring indicators recommended for an HIV prevention program
for key and vulnerable populations. It provides a description of each indicator and shows:

» Suggested disaggregation for data (e.g., by KP type, demographics)

Which indicators contribute to indicators required for reporting to Global AIDS Monitoring
(GAM)

4 . Which tools supply the data for the indicator

It is also important that all implementing partners across a program collect data for a min-

M . t .
- imum, agreed-upon set of indicators, as dictated by the program objectives. The national
I n d Icato rs program must oversee implementing partners and monitor sites to ensure indicators and

definitions are understood and used consistently.

Frequency of reporting

This list should be reviewed and updated at least every 3 years or when needed in case there
is significant epidemic updates or as a result of National PSE and/or BBSS studies.

Data collection for these indicators may be carried out at the hot spot level or the implement-
ing partner level, and by different staff at each level. The frequency of data collection also
varies: some indicators may be collected on a one-time basis at the beginning of the project,
while others are collected weekly, monthly, semi-annually, or yearly, depending upon the
needs of the program.

The NSP through its objectives and targets provides a basis for tracking and demonstrating
progress and achievements of NAP by the end of the planned period. The National AIDS
Program in Egypt is multi-faceted, steered by the Ministry of Health and Population (MoHP),
and implemented by a range of constituents such as:

¢ National AIDS Programme, which leads on designing, funding and implementing the
NSP

Government health facilities at different tiers (Governorate, district, and community
level), responsible for implementing specific parts of the HIV response such as VCT
clinics, PMTCT centres, etc.

Civil Society Organisations (CSOs), which are responsible for providing health educa-
tion, and prevention and screening services targeting key populations (KEPS)

UN Joint teams, contributing to mobilisation of resources for implementing the strategic
plan and providing required technical assistance to various constituents to effectively
carry out their roles.

28 Operational HIV Prevention Guidance/Tool 29



As the response is multifaceted and is implemented by a range of stakeholders, each constit-
uent in the response naturally follows their own performance management framework and in-
dicators to measure progress and results. Each constituent in the response does not neces-
sarily follow NSP mandated framework, indicators and data definitions. This flexibility, while
being a strength also become a weakness in measuring the national response to HIV. This
situation leads to complexity, duplicity and non-conformity to established global standards
of measurement and reporting. As framework and data standards are different across con-
stituents, it continues to be challenging to produce national level reporting whereby under-
reporting and double counting become more widely spread. Rightly, the NSP has suggested
that the stakeholders involved should operate through a standardized M&E framework that
meets the different information needs and is suited to the capacities of the local context. As
one of the four strategic impact priorities of the NSP is “to build strong and sustainable sys-
tems for delivery of HIV services”, a need for a harmonised and unifying M&E framework for
measuring national level HIV response is critically needed. The following manual is an effort
in this direction.

Egypt is facing numerous challenges in measuring its response to HIV. The national M&E
plan has taken cognizance of these challenges to develop appropriate mechanisms so that

these challenges can be well addressed within the current phase of programming (National
HIV Strategic Plan 2018-2022). A summary depiction of measurement challenges as report-
ed by stakeholders during the national consultation and as documented in the NSP are:

* Quality of data produced is weak around many aspects of the HIV response. This is
seen in indicators such as actual number of people who know their status, number of
those retained on treatment and percentage of patients receiving regular viral load test-
ing. One of the reasons is that information on HIV testing in TB /HCV/HBYV facilities is not
regularly shared with NAP. Consequently, the NAP is rolling out an automated system
for patients’ records through WHO support to monitor new infections, viral load testing,
adherence, among other data. The system has the likelihood of reducing duplication in
reported numbers as well as improving the quality of data around the different aspects
of treatment and care. A system for monitoring the health care outcomes for all people
tested and entered care, requires further development so that care cascade diagrams
can be used as a management tool.

Prevention projects are not capturing and /or reporting a range of data related to their
interventions, including data about prevention packages provided to key populations.
There is a challenge in conducting regular monitoring of HIV incidence among PWID,
MSM and FSW, as well as other groups of the population. There is currently limited
NGO reporting to the government. Furthermore, NGOs implementing prevention projects
have developed their own systems, driven by their institutional values and requirements.
These systems, while representing strength of the country’s repertoire of approaches to

measure progress and impact, also pose a significant challenge in national level data
consolidation. This is particularly evident when reporting annually on Global AIDS Mon-
itoring (GAM) indicators. Clearly, a harmonised and unified framework continues to be
needed. The M&E framework for prevention projects, proposed here, aims to enhance
the reach and impact of projects, through the use of relevant and culturally sensitive tools
which can be taken-up by a multiplicity of stakeholders in the national response.

Completeness and quality of routine data needs to be enhanced such as those col-
lected from VCTs and other designated health facilities. Duplicate health information
for patients between clinics needs to be solved through linking records using unique
identifiers, aiding in effective monitoring of service delivery. If two NGOs are providing
prevention related services to the same member of KEPS, then it is possible that reach
of KEPS is double counted. The proposed harmonized national level M&E framework
aims to reduce these errors.

Weak sentinel surveillance among women, and lack of systematic and representative
behavioural data collection and monitoring.

Ambiguities exist regarding indicator definitions among data providers at sub national
level, creating challenges in data consolidation at the national level as different organi-
zations may calculate and account for their services and numbers, in different ways. In
the national consultation, a clear need was expressed for aligning indicator definitions
so that all data entities across the board are able to capture and share proper estimates
of their progress, which will then be easily amenable with national level consolidation,
reducing estimation errors.

Whilst there are challenges and gaps in the current M&E, there is also ample strength in the ex-
isting ways of working, those that should be capitalized on. Some examples are iterated below:

» The NGOs implementing prevention projects in the country have followed elaborate pro-
cesses while conducting their outreach work and establishing connections and rapport
with members of key populations. NGOs often use coded questionnaires and develop
baselines through pre-test questionnaires and case management systems, the latter
which captures services provided to patients. Some NGOs have also integrated follow
up systems for members of key populations covering prevention support, treatment and
care. Overall, plenty of data is being collected, and NGO systems are able to meet dif-
ferent donor requirements for reporting. Consequently, the M&E manual for prevention
projects can be readily integrated to address requirements of national level reporting as
well as GAM reporting.

Another NGO implementing a prevention project follows a Treatment as Prevention
(TasP) approach which adds strength to its programming by monitoring ‘prevention’ and
‘prevention to treatment and care’ results. The NGO tracks all aspects of its programming
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closely with case IDs and is generally in position to provide required progress data related

to various prevention services.

The measurement challenges as well as existing strengths (as highlighted above) provide an

indication that the HIV response in Egypt need to move towards a common vision or and uni-

fied framework for measurement and reporting. This unifying framework is recommended by
the NSP as well. The NSP supports the view that in order to monitor the strategic plan, and to
consolidate the different M&E frameworks used, consensus among stakeholders on targets
to be used for monitoring the national response, is necessary. The NSP articulates a need to
enhance the availability of strategic information from different sources to monitor HIV response
coverage, quality, and impact. A unifying framework on how to implement this in the prevention
projects is provided in subsequent sections of this document:
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Unique identifier codes (UICs)

The KPindividual isassigned a UICwhen they enroll in the program, and they use it whenevertheyaccess
services, ideally across all providers and partners. In some instances, UICs are the national ID numbers
that are issued by governments as what is adopted in the governmental VCTs.

Inothercases, they are comprised of aseries of alphanumericcharacters unique to the individual thatdo
not change over time. It should be clear that only 100% approach to avoid any duplication is the use of
the official ID whenever possible.

UICs support the confidentiality of information about KP individuals and can also enh ance the quality of
monitoring data and improve data analysis and decision-making.

The advantages of using UICs for KPs include:

Uniquely identifies everyone receiving services without disclosing personal information about
them.

Largely eliminates the risk of duplication when counting KP individuals receiving services.
Makes it easier to identify new individuals engaging with services.

Enables analysis of treatment cascades through indicator data

Makes it possible to assess the mobility of KPs through outreach services and health facilities.

Can help reorient services to meet the changing needs and attendance patterns of KPs.

Issues to consider when developing a UIC system include:

Components of the code itself (ideally made up of data about the individual that are nonchanging
and can be easily recalled, so they can give their UIC each time they receive services without
having to memorize a long, random code)

Who assigns the UIC and when?

How to check that UICs are not duplicated among individuals

How to verify UICs when offering services

How the UIC system is integrated across service providers

Data cleaning and analysis

During datacollection great care should be takento ensure that only high-quality dataare collected and

used for developing the final list of hot spots and size estimates.
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Following these steps:

>

All data collectors should be trained to ensure that they understand the protocol and how to
solicit the required information.

Data collection should be supervised by trained supervisors.

All forms should be checked at the end of each day for completeness, consistency, and
meaningfulness of the information collected before itis enteredinto the Excel database derived

from data collection tools.

During data analysis, develop the estimates and adjust for mobility among hot spots.

Data Collection
Forms and Tools
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4. Monthly Report form for Needle & Syringe Program
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