FY05 COUNTRY OPERATION PLAN GUIDANCE

COUNTRY PROGRAM EXECUTIVE SUMMARY (5 page limit)

The format of the Executive Summary should follow the Congressional Notification format and be no longer than five pages in length.  A sample of the CN format is attached in Appendix 1.  The Executive Summary will not be written in the database.  You are asked to write the Executive Summary in Word and then upload the file into the database.

TABLE 1
COUNTRY PROGRAM STRATEGIC OVERVIEW (3 page limit)

For the purposes of the FY05 COP, it is expected that much of the initial information for each subject heading in Table 1 will be contained in the Country 5 Year Strategy.  In future year COPs, the objective of Table 1 will be to draw attention to and document critical updates, changes and/or modifications in the USG approaches and interventions under each subject heading in Table 1.  In this year’s FY05 COP, countries are asked to provide a one-paragraph summary of USG approaches, interventions and strategic investments for each subject heading for FY05.  These summaries should be based on information described in greater detail in the 5 Year Strategy.

· For table 1.4.1:  Public-Private Partnerships please include information on leveraged funds.  Where possible, please detail specific funding amounts that you anticipate will be leveraged and estimated matching amounts for FY05.

TABLE 2
PREVENTION, CARE AND TREATMENT TARGETS

National (2-7-10) Targets:

The targets for your country are those provided by HQ at the initiation of the Emergency Plan, and they will be included in the database for your country as constant, fixed values.

USG End FY05 Targets:

1. Definitions

A fiscal year is defined as the period from October 1 – September 30.  Fiscal year 2005 is the period from October 1, 2004 – September 30, 2005.  A target must be expressed as a whole number value (e.g. 400,000), not as a range (e.g. 250,000 – 500,000).

· The fiscal year PREVENTION targets (number of infections averted by the USG program during the fiscal year) will be estimated each fiscal year by the modeling working group, based on program inputs from the COP.  Each country will be provided with documentation of how the country-specific estimates were generated.  At the end of FY08, the number of infections averted by the USG program will be summed over the five fiscal years to determine the total number of infections averted in each country during the five years of the Emergency Plan.  This number should reflect a fairly high percentage of the national prevention target.  However, it is important to remember that the national target in prevention is set for the year 2010 (not 2008), and it reflects all sources of funding for HIV prevention, not just the USG’s.

· Although countries are NOT required to estimate end of FY05 targets for infections averted, countries are required to estimate the following two end FY05 prevention sub-targets.

i. Number of pregnant women who received PMTCT services in FY05

ii. Number of pregnant women receiving a complete course of antiretroviral prophylaxis in a PMTCT setting in FY05

The FY05 COP PMTCT targets in Table 2 will be evaluated based on actual numbers receiving PMTCT services and ARV prophylaxis as documented in the end of FY05 progress report.

· The end of FY05 CARE target is the sum of the following:

i. Number of HIV-infected individuals (diagnosed or presumed) receiving palliative care/basic health care and support at the end of FY05.  This is a cumulative count.

ii. Number of HIV-infected individuals (diagnosed or presumed) who received TB care and treatment in an HIV palliative care setting in FY05.

iii. Number of OVCs being served by an OVC program at the end of FY05. This is a cumulative count.
Please note that the age group for OVCs is now changed to 0-17 years due to revised UNAIDS definitions.  We would like you to report on this age group.
iv. Number of individuals who received counseling and testing in FY05.

The FY05 COP Care targets in Table 2 will be evaluated based on actual numbers receiving care in the four categories as documented in the end of FY05 progress report.

· The end of FY05 TREATMENT target is the sum of the following:

i. Number of individuals with advanced HIV infection receiving antiretroviral therapy at the end of the FY.  (This is a cumulative count).

ii. Number of individuals with advanced HIV infection receiving antiretroviral therapy at a designated PMTCT+ site at the end of the FY. (This is a cumulative count).

The FY05 COP Treatment targets will be evaluated based on actual numbers receiving treatment in the two categories as documented in the end of FY05 progress report.

· For further guidance on indicator definitions, see The President’s Emergency Plan for AIDS Relief Indicators, Reporting Requirements, and Guidelines, dated April 14, 2004.

Please note:  In some cases, countries will not have stand-alone PMTCT+ treatment sites.  This is understood and acceptable.  The reason for tracking those receiving treatment in a PMTCT+ environment is the need to follow-up on the treatment outcomes of women who tested positive in a PMTCT setting and the treatment outcomes of their infected family members.  If your country’s PMTCT referral system does not include referral to PMTCT+ stand-alone programs, please indicate this in your treatment program area narrative.  Please also provide an estimate of the percent on individuals on treatment through PMTCT referrals and include this in the narrative.

2. Timeframe:
The timeframe for the end FY05 Targets is the actual fiscal year, October 1, 2004 – September 30, 2005.  It will be against these targets that the progress report results will be evaluated.  (The progress report is typically due on October 31st, one month after the end of the fiscal year.  However, for this year the due date is December 3rd.)

3. Track 1:
The number receiving care and treatment as a result of Track 1 activities are to be included in your USG country targets.

USG Direct Support:
Defined as per The President’s Emergency Plan for AIDS Relief Indicators, Reporting Requirements and Guidelines: April 14, 2004 document.  Included in these targets are individuals receiving care and treatment through service delivery sites/providers that are directly supported by USG programs (commodities and/or drugs and/or supplies and/or supervision and/or training and/or quality assurance, etc.) at the point of service delivery. An intervention or activity is considered to be a type of “direct support” if it can be associated with counts of uniquely identified individuals receiving care and/or support at a service delivery point benefiting from the intervention/activity.

USG Indirect Support:

Estimate of individuals receiving care or treatment as the result of the USG’s contribution to national, regional activities or local activities such as policy development; logistics; protocol or guideline development; advocacy; laboratory support; capacity building; etc.  It is critical that you begin working immediately with your core team SI advisor to develop country-specific estimates of care and treatment counts attributable to indirect support.  Procedures for estimating these targets must be clearly documented.
Total USG Support:
Total USG Support is NOT the simple sum of direct and indirect support.  It is assumed that some number of those counted as receiving care and treatment as the result of indirect support are the same individuals as those receiving care and treatment as the result of direct support.  It is critical that you begin working immediately with your core team SI advisor to develop country-specific total USG-supported estimates of care and treatment counts. Procedures for estimating these targets must be clearly documented.

TABLE 3
USG COUNTRY PLAN

Flexible Funding Option:

OGAC recognizes that flexibility is reduced by asking missions to plan early in the fiscal year.  Therefore, we are allowing a flexible funding option in this years COP.  You are allowed to leave up to 5% of you overall GAC budget as unallocated.  You will have to tell us the amount of unallocated in each of the areas of prevention, care, treatment and other.  The other category consists of the three budget codes of SI, Policy Analysis/System Strengthening and Management/USG Staffing.  Guidance is below on how to enter this information into the database.

Planning Objectives and Timeframe: 

Table 3 is, above and beyond all else, a planning and accounting tool.  Program areas have been defined to track budgetary earmarks and directives required by the legislation and are, therefore, necessary for reporting to Congress, the OMB, and other constituents.  Sub-Tables have been structured to elicit specific information with the intention that collection of this information through the COP and database will minimize the need for follow-up requests and maximize our ability to manage and report on various program elements. 

For planning purposes, the timeframe for Table 3 is defined as a 12-month expenditure period.  The 12-month period does NOT correspond to the fiscal year or to the calendar year.  Rather, in requesting FY05 funding in Table 3 under the various program areas, it should be kept in mind that funds should be expended and associated results produced within a 12-month period of receipt of FY05 funding by headquarters agencies.

A given year’s funding requests (as proposed in the COP) will be evaluated based on a review of how well the program performed (by funding mechanism and partner) relative to the results and targets it set in the previous year’s COP.  At the time of COP review, the reviewers will have access to the previous year COP and the semi-annual progress report.  The progress report will include results produced for some percentage of the prior year’s 12-month expenditure period.  OGAC will expect to see results at a rate commensurate with that planned for in the preceding year’s COP.

Table 3.1
FUNDING MECHANISMS & SOURCE TABLE

The COP is designed to be a document that follows funding.  Therefore, we are asking you to include information about what we have termed “funding mechanisms”.  A funding mechanism is defined by a discrete dollar amount passed through a prime partner entity and for which the prime partner is held fiscally accountable.  Examples of funding mechanisms are bi-lateral contracts, bi-lateral grants, field support (USAID) to a HQ-managed project/entity, PASA, etc.  An independent funding mechanism determines the creation of a row entry in Table 3.1.

**Note:  In the case of an organization, such as Family Health International, or a specific funding mechanisms, such as the Impact Project, which could receive multiple sources of funding in a given country (either from more than one USG Agency or more than one funding source within a USG Agency), it will have to be entered more than once in Table 3.1.  Each entry corresponds to a unique combination of funding mechanism type, Agency, funding source and prime partner, and therefore, each entry will have a unique identifier.  An example is given in the COP Template.
Funding Mechanism Type:
Drop down list.  There are four options for the mechanism type:  headquarters-procured and centrally-funded (central), headquarters-procured and country-funded (HQ), locally-procured and country-funded (Local) and unallocated.  Central activities currently include ONLY Track 1 activities.  HQ mechanisms include:  field support (USAID), MAARDS (USAID), buy-ins to headquarters managed activities, task orders to headquarters managed activities, and PASA activities.  Local mechanisms include:  bilateral agreements (either contracts, cooperative agreements or grants), MOUs with the host country government, Associate Awards (USAID) and in-country RFA/RFP/RFC that is not yet awarded.  Money obligated into a SOAG cannot be considered a funding mechanism until it is sub-obligated to another level with identified partners, activities and planned results.

Unallocated type is only for the funding that you are reserving for the flexible funding option.  When you choose unallocated as your funding mechanism type, a screen will come up to ask you only the amount of unallocated and the area which it should be attributed to (prevention, care, treatment or other).  All funding that is unallocated must come from the GAC funding source (GHAI account).  You will be required in the future to amend this information when decisions are made as to how the funding will be allocated.

With the exception of Track 1 funding mechanisms, only funding mechanisms for which you are requesting FY05 funds should be included in this table.

Funding Mechanism Name:

Optional field.  If the funding mechanism has a name, that is to say, if there is a project name associated with the funding mechanism please include.  Please do not confuse funding mechanism name with prime partner name (see definition below).  After the prime partner definition are several examples of the difference between funding mechanism type, funding mechanism name and prime partner name.

Mechanism Identifier:
Generated by Database.  A four-digit numeric identifier will be generated for the line item funding mechanism and its corresponding name, if available.  The identifier will be unique to the funding mechanism as defined by a line entry.

USG Agency:
Drop-down list.  Select the USG Agency responsible for managing the funding mechanism.  Categories are:  USAID, HHS, STATE, DOD, Peace Corps, DOL.

Funding Source:
Drop-down list that is linked to the USG Agency identified.

The funding source choices for each agency are:

If USG Agency is USAID:  categories are 

GAC (GHAI account)

Deferred (GHAI account - additive)

N/A

If USG Agency is HHS:  categories are 

Base (GAP account)

GAC (GHAI account)

Deferred (GHAI account - additive)

N/A

If USG Agency is DOD: categories are

GAC (GHAI account)

Deferred (GHAI account - additive)

N/A

If USG Agency is STATE: category is

GAC (GHAI account)

Deferred (GHAI account - additive)

N/A

If USG Agency is PEACE CORPS: category is 

GAC (GHAI) account

Deferred (GHAI account - additive)

N/A

If USG Agency is DOL:  category is

GAC (GHAI) account

Deferred (GHAI account - additive)

N/A

“Base” (GAP account) - Though many countries thought that there would be no “Base” funding this year, it has not gone away.  HHS’s FY05 “Base” level is straight-lined from their FY04 level.  The list, by country, of what “Base” levels are can be found in Appendix 4.  At the present time it does not appear that USAID will have “Base” funding.  If this changes, we will revise the Guidance and resent with an updated Appendix 4.

In the case of those Agencies that have multiple funding sources, please think carefully about what activities should be funded through “Base” and which through “GAC”.  It will likely take longer for missions to receive “GAC” funding due to the additional step of having to transfer the funding through an MOU from OGAC to your Agency.  “Base” funding will not have this additional step and therefore will likely reach the mission faster.  Please take this into consideration when deciding what will be “Base” funded.

“Deferred” (GHAI account – additive) - This is funding that was deferred from FY04.  The activities were approved in the FY04 COP but did not receive funding.  All countries have some deferred funding from the FY04 COP.  The amount of funding that was deferred was indicated in the approval memo for the FY04 COP.  It was up to each country to decide which activities would receive deferred funding, but the activities could not be PMTCT activities or those that were funded with “Base” funds.  The total amount of deferred funding for each country, by Agency, is detailed in Appendix 4.

· Track 1 Funding Source:  When the funding mechanism is a track 1 activity (central), the funding source category is “N/A”.  

FY05 Planned Funding ($):
List dollar amount requested for the funding mechanism for FY05.  You are allowed to round to the nearest $1,000.  However, table 4, which is the summary budget table of all program area and funding source, is automatically generated from the information that you put into table 3.  This table must come up with the actual amount, or less, that has been allocated for your country.

(  Track 1 FY05 Planned Funding:  Track 1 FY05 Planned Funding should always be entered as “$0”.

Prime Partner:
Select box.  A prime partner is defined as the entity to which the mechanism’s funds have been or will be obligated.  This is where the name of the implementing partner should be entered.  Please do NOT enter names of projects or activities, but organization names only.  Based on the FY04 COPs, a master list of partners has been generated.  Please click on the button that says select partner.  A search box will open which allows you to enter the name of the partner (or any part of the name).  You will receive a selection of possible partner names depending upon what you typed into the search box.  Once a prime partner is chosen, a separate box will pop-up asking for confirmation of the Prime Partner Type (see definitions below); if the partner is local or not (see definition below); and if the partner is new or not (see definition below).  If the partner is not found on the drop down list, it should be entered and named in the “other” category, and the other cells for partner characteristics should be filled in accordingly.

There can be only one prime partner per funding mechanism.  In the case of funding mechanisms that are awarded to a consortium, the lead partner is the prime, and all other partners in the consortium should be identified as sub-partners (see Table 3.2 below).  You will only need to enter those members of the consortium who are active in your country.  For example, if MEASURE/Evaluation is working in your country, the University of North Carolina is the prime partner.  If JSI is the only MEASURE/Evaluation organization that is working in your country, they will need to be included in the sub-partner table and the University of North Carolina would still need to be included as the prime partner.

In the case of an identified funding mechanism (i.e. RFA or RFP) for which the prime partner has not yet been identified, enter “TBD” in the prime partner cell.

Mechanism Type
Funding Mechanism Name
Prime Partner Name

Central
Together We Can
American Red Cross

HQ
MEASURE/DHS
Macro International

HQ
IMPACT
Family Health International

HQ
MEASURE/Evaluation
University of North Carolina/CPC

HQ
Child Survival Fellows
Johns Hopkins University

Local
PSC
CDC

Local
Network RFP
TBD

Prime Partner ID:

Generated by the database.  Each partner in the drop down list will have a unique identifier.  Partners entered in the “other” category will be given a unique identifier.

Prime Partner Type:

This information will be provided by the database if the chosen prime partner already exists in the database.  If the prime partner is classified in the “other” category, select only one of the following partner types.  If it is an FBO and is also any other type of organization, select FBO.

1. FBO (Faith Based Organization)

2. NGO (Non-governmental organization other than FBO).  This includes organizations created as a private sector company’s foundation, e.g. Coca Cola Foundation.

3. Host Country Government Agency

4. Private Contractor – This includes private sector companies such as Deloitte-Touche or ORCMacro.

5. University - Note that a university affiliate such as Johns Hopkins JHPIEGO would be listed under NGO, but Columbia University School of Public Health (implementing PMTCT programs) is listed under University.

6. Multi-lateral Agency

7. Other USG Agency

8. Own Agency (e.g. for admin and management costs, staff costs, etc. financed with Agency Base or GAC GHAI funds).  It is anticipated that many of the “Own Agency” activities will fall under the Management and Staffing Program Area (Table 3.3.15).

Local (Indigenous) Organization:  

Y/N check boxes.  Definition:  Any entity whose primary place of business is in a country or region served under the Emergency Plan.  As such, the majority of the entity’s staff (senior, mid-level, support) is comprised of host country and/or regional nationals.
New Partner:

Y/N check boxes.  Definition:  A partner working for the USG for the first time in health projects in the country using FY05 funding.  A new partner is an organization that has not worked with the USG in health projects in that country in the past 5 years.

EXAMPLES:

· If a contractor has been working on training in family planning but not HIV, it is NOT new.

· If a contractor has been working in food monetization with a health component, it is NOT new.

· If a contractor has been working on micro-finance and is now working in HIV, it is NEW.

· If a contractor had an agreement in the recent past in the health sector (i.e. within the last 5 years), did not have an agreement in FY04, but does have an agreement in FY05, it is NOT a new partner.

Table 3.2
SUB-PARTNER TABLE

The top of the window will have a summary of the information for that funding mechanism, including:  mechanism name (combination of mechanism type, funding mechanism name and mechanism identifier), planned funding amount and prime partner.

You are only asked to enter information for those sub-partners for which EITHER the sub-partner organization or amount of funding is known.  If you know NEITHER the name of the sub-partner NOR the amount that they will receive (even though there are plans to have subs under the mechanism), there is nothing to be entered into the COP.  Please follow the below guidance in determining if a sub-partner needs to be entered into the database:


Sub-partner Name
Planned Amount
Action


Known
Known
Included


Known
Unknown
Included


Unknown
Known
Included


Unknown
Unknown
Not Included

Sub-Partner Name:
Select box.  A sub partner is defined as the entity to which a prime partner allocates funding.  Based on the FY04 COPs, a master list of partners (primes and subs) has been generated.  You will be asked to go through the same screens as for selecting a prime partner.  Please click on the button that says “select a partner”.  A search box will open which allows you to enter the name of the partner (or any part of the name).  You will receive a selection of possible partner names depending upon what you typed into the search box.  Once a sub-partner is chosen, a separate box will pop-up asking for confirmation of the partner type (see definitions below); if the partner is local or not (see definition below); and if the partner is new or not (see definition below).  If the partner is not found on the drop down list, it should be entered and named in the “other” category, and the other cells for partner characteristics should be filled in accordingly.  More than one sub-partner per funding mechanism/prime partner identifier will be allowed.  “To-be-Determined” is an option for sub-partners.

FY05 Planned Funding ($):

Enter the amount of FY05 planned funding requested for the sub-partner.  Note that the database will add up all planned funding to sub-partners for a given “funding mechanism/prime partner” identifier.  The total across all sub-partners for the unique identifier cannot be greater than the total planned FY05 funding for that same identifier as listed in Table 3.1.  If the amount of FY05 planned funding has not yet been determined for an identified sub-partner, check the box that says “funding is TO BE DETERMINED”.

Table 3.3
PROGRAM PLANNING TABLE
Table 3.3 is divided into 15 different program areas or sub-tables, similar to the FY04 COP.  These program areas correspond to budget codes, which are necessary for tracking program funds in response to legislative requirements and Congressional inquiries.  The exact definition of what is included in each program/budget code area is found in appendix 2.

**Targeted Program Evaluations – New approaches to prevention, treatment, and care must be rigorously analyzed as to their relative merit and effectiveness. Targeted program evaluations will provide evidence-based information, beyond that derived from program monitoring and disease surveillance, to improve prevention programs, support decisions regarding clinical programs, and identify best practices for outreach to and care for those infected and affected by HIV/AIDS.  The goal is to increase the efficiency, effectiveness, and quality of HIV/AIDS services, as well as their availability, accessibility, and acceptability.  Please include any targeted program evaluations in the appropriate program area, unless it cuts across several areas.  Additional guidelines on the evaluation criteria for targeted program evaluations will be forthcoming.  Until the guidance is available, please contact your core team SI advisor with questions about possible targeted program evaluation activities.

Program Area Sub-Table

The following information needs to be filled in for each of the 15 program areas (e.g. PMTCT, Abstinence and Be Faithful, Blood Safety, Safe Injections, Other Prevention, etc.)

Results:
Narrative.  Please list two-to-five main results for the USG in the program area.  A result is a description of an intended outcome, effect or consequence that will occur from carrying out an activity or a set of activities.  It should be worded as a statement of fact that will happen.  Sample results for each program area are listed in appendix 3.  The lists are NOT exhaustive.  Feel free to articulate that set of results that describe the program area as comprehensively as possible.

In asking you to articulate results in a specific program area, we are looking for two items.  First, we are looking for a broader picture of the USG vision in that program area than what a listing of separate activities can provide.  Second, we are looking for the link between the activities outlined in the COP and the vision expressed in the 5-year Strategy.
FY05 Planned Funding for Program Area:
The database will automatically generate for you the Total FY05 Planned Funding for the program area as the sum of all FY05 planned funding for the funding mechanisms listed below.  You will not be able to put any information into this cell.

**Prevention - Condom Procurement Information:
For Table 3.3.5 (Prevention/Other) you are asked to include the percent of all funding planned for that program area that will go specifically to condom procurement and delivery.

**Treatment - Drug Procurement Information:
For Table 3.3.10 (Treatment:  ARV Drugs) you are asked to include:

i. Of all planned funding for this program area, the dollar amount that is planned for ARV drug procurement only (including ARVs for PMTCT+ programs).

ii. Of all planned funding for ARVs drug procurement (item “i” above), the percent funding planned for ARV drugs for PMTCT+  treatment programs.

**Treatment – PMTCT Plus Information:

For Table 3.3.10 (Treatment:  ARV Drugs) and 3.3.11 (Treatment:  ARV Services) you are asked to estimate the percent of the total funds going to the program area that are programmed for PMTCT Plus programs.

Please note:  In some cases, countries will not have stand-alone PMTCT+ treatment sites.  This is understood and acceptable.  The reason for tracking those receiving treatment in a PMTCT+ environment is the need to follow-up on the treatment outcomes of women who tested positive in a PMTCT setting and the treatment outcomes of their infected family members.  If your country’s PMTCT referral system does not include referral to PMTCT+ stand-alone programs, please indicate this in your treatment program area narrative.  Please also provide an estimate of the percent on individuals on treatment through PMTCT referrals and include this in the narrative.

Current Program Context:
The Current Program Context is ONE narrative (not by individual activity) that summarizes two items:  the ongoing USG-funded activities, government-funded and other donor-funded activities. The ongoing USG –funded activities are those program area activities from preceding year COPs (or PMTCT Initiative) that will contribute results in the planning year, but for which new FY funds are NOT being requested.  Any ongoing activities that are necessary to achieve the stated program area results should be detailed here.  Other government-funded and donor-funded work includes activities being principally supported in the program area by other the host country government or other major donors, including the Global Fund and the World Bank.  The description for this section does not need to be extensive but should give an appropriate level of detail in order to evaluate whether the entirety of the activities listed for each program area will be sufficient to achieve the results.  We are looking for a summary of no more than 4 paragraphs for the current program context, but do not feel constrained to that limit if you feel it does not give you enough room to fully summarize these two items.

**ARV Drugs – When writing your narrative for current program context in the HIV/AIDS Treatment:  ARV Drugs (HTXD) please include the following information:  what purchasing system are you using, how are ARVs purchases and distribution monitored and have there been any stockouts or other problems?
Activities by Funding Mechanism Sub-Table

Multiple tables per program area are expected.  The template illustrates only one “activities by funding mechanism table” per program area, but you will be able to enter as many “activities by funding mechanism tables” per program area as needed.
Please fill in one table for each Funding Mechanism/Prime Partner that will receive FY05 funds for the given program area. 

Mechanism/Prime Partner:
This is a drop down list of all the mechanism/prime partners that you entered in table 3.1.  Please fill in one table for each Mechanism/Prime Partner that will receive FY05 funds for the given program area.  You are not asked to provide information by sub-partner in this table, only by prime partner.

Planned Funds:
Of the total amount of FY05 funding planned for the funding mechanism from Table 3.1, enter the amount that is planned in funding for the given program area.  For example, if in Table 3.1, $1,000,000 in FY05 USAID GAC funds are planned for field support to The Impact Project through the prime, FHI (ID  0001/0001), and $550,800 of those funds are for PMTCT activities, then the “planned funds” in Table 3.3.1 for ID 0001/0001 would be $550,800.  Again, you are allowed to round to the nearest $1,000.  However, table 4, which is the summary budget table of all program area and funding source, is automatically generated from the information that you put into table 3.  This table must come up with the actual amount, or less, that has been allocated for your country.
If the total amount entered here is greater than the amount that was entered in the FY05 Planned Funding column in table 3.1 for this funding mechanism/partner identifier, you will NOT be able to continue.  You will need to make sure that the total planned amount for all activities in Table 3.3 for any one line item funding mechanism in Table 3.1 does not exceed the total planned amount listed in table 3.1 for that funding mechanism.

**The line with the following cells:  Activity category and % Funds - can be repeated as many times as necessary to completely explain the activities being funded through that funding mechanism.

Activity category:
A given funding mechanism is made up of some number of activities.  This is a pull-down menu to choose specific activity categories.  An option of ‘other’ will be available.  If you choose ‘other’, you will be prompted to fill in the name of the activity category.  These activity categories are the same across all program areas.  Below are the names of the activity categories and the definition of what is included in each.  We recognize that there may well be overlap between activity categories.  For example, curriculum development may be a component of a training program.  In this case, you would not need to list information, education, communication and training separately.  It is up to you to break down a funding mechanism into the component activities at a level that makes sense from a budgetary and program management perspective.

· Training

Activities that impart skills, knowledge, and attitudes to individuals, groups or organizations [HCWs, PLWHAs, women’s groups, laboratory personnel, community leaders, political leaders], to enhance their ability to provide quality HIV/AIDS services that are responsive to clients’ needs.  This includes in-service training and continuing education delivered through a variety of modalities such as workshops, distance learning, on-the-job training, mentoring, etc.  Support for building specific skill areas should also be included here, for example, strengthening interpersonal communication, improving laboratory skills, nutritional education for PLWHAs and their families, etc.  Activities to strengthen or expand pre-service education, such as curriculum development or faculty training, are also included in this category.

· Human Resources

Activities that help meet immediate and short-term workforce requirements through innovative approaches to recruitment, retention, deployment and rewarding of quality performance of health care workers and managers.  In addition, long-term human resource requirements should be addressed through workforce assessments and policy and planning activities.  Included in this category is the direct payment of salaries for health care workers.  

· Policy and Guidelines

Activities that involve the development, dissemination and implementation of policies, guidelines and protocols for treatment, care, prevention and strategic information.  This may range from high level policies such as those relating to stigma, gender and other issues as they affect care and prevention, through specialized areas such as, scientific protocols, counseling or nutritional guidelines, administrative procedures, etc.

· Logistics

Activities that involve the support systems for pharmaceuticals, diagnostics, medical equipment, medical commodities and supplies needed to provide care and treatment of persons with HIV/AIDS and related infections.  This includes the design, development and implementation of improved systems for forecasting, procurement, storage, distribution, and performance monitoring of HIV/AIDS pharmaceuticals, commodities and supplies.

· Commodity Procurement

This category is limited to the actual purchase of pharmaceuticals, diagnostics, medical equipment, medical commodities and supplies needed to provide care and treatment of persons with HIV/AIDS and related infections.  This includes the actual ordering, purchase, shipment and delivery of the full range of HIV/AIDS related pharmaceuticals, diagnostics and other medical commodities.

· Quality Assurance and Supportive Supervision

Activities that assure the development, implementation and/or maintenance of proper standards for the delivery of services under the Emergency Plan, including:  use of best practices and evidence-based approaches.  In addition, this should include supportive supervision (monitoring, guidance, oversight and mentoring through site visits, technical assistance and performance evaluation) and periodic review by regulatory bodies and funding entities.

· Linkages with Other Sectors and Initiatives

This category includes HIV activities that are programmed through/linked with other sectors and Presidential Initiatives, for example in education, food, microfinance, democracy and governance etc.  This could include, for example school fees and uniforms for HIV OVCs, microcredit programs for PLWAs, nutritional supplements for PLWAs and activities that support the rights of PLWAs.  Ideally activities in this category will reflect co-funding from resources from other sectors, for example USDA food monetization programs and the Africa Education Initiative.
· Information, Education and Communication

Activities involving the development, dissemination, and evaluation of linguistically, culturally, and age appropriate materials supporting Emergency Plan Goals.  This could include, but is not limited to, curricula and training manuals, job aids, brochures, pamphlets, handbooks, posters, newspaper or magazine articles, comic books, TV or radio shows or spots, songs, dramas, puppet shows or interactive theatre.

· Infrastructure

Activities that involve construction, renovation, leasing, procurement (equipment, supplies, furniture, vehicles), overhead and/or installation needed for the implementation of Emergency Plan Programs.

· Development of Network/Linkages/Referral Systems

Activities that support the development and implementation of linkages and coordination between health service delivery institutions, program areas, and geographical areas, both vertically and horizontally, to increase efficiency and eliminate duplication.  This includes geographical expansion and strengthening of coverage of organizations that own, operate and manage health service delivery networks.

· Local Organization Capacity Development
Strengthening the ability of key local institution’s to implement HIV/AIDS programs efficiently with diminishing reliance, over time, on external technical assistance.  This includes activities to improve the financial management, human resource management, MIS, quality assurance, strategic planning, and leadership and coordination of partner organizations.

· Community Mobilization/Participation

Activities that create community commitment and involvement in achieving Emergency Plan goals.  This includes, but is not limited to:  involvement of community groups (for example religious leadership or PLWHAs) in program planning and mobilization of community resources, peer education, education of local media and support groups.

· Workplace Programs

Activities, which promote private business, public employers, unions, and professional associations (teachers, farmers, fisherman, coffee growers etc.) to provide HIV/AIDS care, treatment and prevention for their members, employees and family members.

· Health Care Financing
Activities designed to broaden access to HIV/AIDS related services through mechanisms that ensure stable and effective short and long term health care financing.  Examples include:  medical aid (health insurance) schemes, community-based health care financing, national health accounts and franchising schemes to provide free or discounted TB, OI and ARV drugs.

· Needs Assessment

Activities designed to identify baseline information and provide recommended actions for program implementation and/or progress.

· Strategic Information (M&E, IT, Reporting)
Activities designed to ascertain direction and ultimate achievement of Emergency Plan goals, including: measurement of program progress; provision of feedback for accountability and quality; surveillance; provision of targeted programmatic evaluation; and, implementation/upgrade of information management systems.

% Funds:
You will need to include the percent of all the Funding Mechanism’s Planned Funds that will go to this activity category.  Once all activity categories have been entered, the percents listed must total to 100% of what is listed in the Planned Funds cell.

Activity Narrative:
Please provide a maximum of 3 paragraphs that summarize the grouping of activities under any one funding mechanism, and how these activities relate to the program area results. This description does not need to be long, but it does need to give enough detail for OGAC to understand what the funding mechanism and its activities entail, and what will be accomplished by this funding mechanism and its activities in the program area.  You should also link the activities and the targets with the results for the program area.

Key Legislative Issues:
There are several key legislative requirements that need to be tracked and reported by OGAC.  This is a drop down menu that allows you to tag these key legislative issues if they will be addressed by the activities included in the funding mechanism.  Some of these key legislative issues are gender (with sub-categories), twinning, volunteers, stigma, etc. It will be possible to choose more than one key issue per funding mechanism sub-table.  For a complete list of the key legislative issues, please see Appendix 5.

Coverage Area:
This is a list of the provinces/states.  Please select the province/state covered by the sub-table’s (funding mechanism’s) activities.  You can select anywhere from one to all provinces/states (national).  This information will be used for mapping of Emergency Plan activities.

Targets:
Required and prompted by database.  For those program areas that have program monitoring targets included in The President’s Emergency Plan for AIDS Relief Indicators, Reporting Requirements and Guidelines: April 14, 2004, you will be prompted to provide these targets for the FY05 COP.  You are welcome to add other targets for your own tracking and reporting, but you are required to fill in the targets for those included in the database.  You can choose N/A (not applicable) as an option or you can enter 0 as the target number, but every target listed under the funding mechanism must have an entry.  For example, if your program does not train people in mass media then you would put N/A for the target “Number of people trained in mass media (that are NOT A/B focused)”.  However, if your program is working in training people in mass media but the curriculum is still being developed and you don’t anticipate that anyone will be trained, then you would put 0 for the target “Number of people trained in mass media (that are NOT A/B focused)”.

( NOTE:  not all required program level indicators are listed in the targets; that is, reporting will be required on more than what is listed in the target section of the COP.  Please review The President’s Emergency Plan for AIDS Relief Indicators, Reporting Requirements and Guidelines: April 14, 2004 document to ensure that all necessary data are being collected throughout the year.

(Targets’ Timeframe:  The targets in this section relate to a DIFFERENT time period than the targets in Table 2.  The FY05 targets for the program areas in Table 3.3 should reflect results to be achieved (and FY05 funds to be expended) in the 12-month period following receipt of FY05 funds by headquarters agencies. Although we do not know, nor can we predict, the exact date by which FY05 funds will be received by headquarter agencies, we are defining this 12 month period to be April 1, 2005 – March 31, 2006.  Conveniently, this 12 month period corresponds to two six month periods that overlap with the fiscal years (i.e. April 1, 2005 – September 30, 2005 is the second sixth month period of FY05, and Oct. 1, 2005 – March 31, 2006 is the first six month period of FY06). As an operational document, it is appropriate to include in the target counts – all individuals served, providers trained, service delivery points, etc. operating in the 12-month period, as a result of ALL USG activities – ongoing and planned.

The complete list of targets for each program area is listed in Appendix 6.

Target group:
This is a selection list of target groups.  More than one target group may be chosen for the sub-table (funding mechanism).  We have tried to group targets where possible and you may choose either the entire target group or any individual sub-group.  The list is derived from the USAID PDB (program database) and was then expanded.  The provided list is by no means exhaustive and we encourage countries to include additions that we may have forgotten.  There is an option for ‘other’ if you do not see a target group on the list.  You will then be prompted to add the target group.  OGAC frequently receives inquiries about these target groups, and this will provide a means to better track our programs and how they address the needs of these various groups.  The list of possible target groups is in Appendix 7.

Table 4
Summary Budget Table

This table will be generated automatically from the information included in Table 3.3.

Table 5
Planned Data Collection in FY05

Please answer each of the questions in this table in relation to data collection activities planned in your country in fiscal year 2005.  Most of the questions require only a yes/no answer.  Several questions ask you to fill in the month and year when preliminary data will be available.  In question 4, you are asked to indicate the number of service delivery sites that will be included in any ANC surveillance study.  In question 5, you are asked to detail any other significant data collection activities that are not detailed in questions 1 through 4.  Significant data collection activities could include a NICS, SPA, SAM, or other national level survey.  A brief description should be included if any other significant data collection activities are being undertaken.  Also, please tell us if you are planning to do an analysis or updating of the health care workforce or the workforce corresponding to other EP goals for your country.

Appendix 1
CONGRESSIONAL NOTIFICATION FORMAT

NAMIBIA

Project Title:
Namibia FY 2005 Country Operational Plan (COP)

Budget Summary:

FY 2005 COP Request:
	Recipient Agency
	Base

(CSH or GAP)
	GHAI
	TOTAL

	HHS
	1,500,000
	6,177,610
	7,677,610

	USAID
	3,965,229
	8,029,722
	11,994,951

	DOD
	0
	1,624,701
	1,624,701

	STATE
	0
	25,000
	25,000

	PEACE CORPS
	0
	103,536
	103,536

	TOTAL
	5,465,229
	15,960,569
	21,425,798


HIV/AIDS Epidemic in Namibia:

HIV Prevalence in Pregnant Women: 22.0% (2002)

Estimated Number of HIV-Infected People: 250,000  

Estimated Number of Individuals on Anti-Retroviral Therapy:  1,000 (in public facilities); 2,600 (in private sector)

Estimated Number of AIDS Orphans: 93,100

Targets to Achieve 2-7-10 Goals

	Namibia


	Total # Receiving Care and Support
	Total # of Receiving ART

	End of FY 2004
	
	

	End of FY 2005
	
	

	End of FY 2008
	115,000
	23,000


Program Description

Namibia is one of the most sparsely populated countries in Africa with a total population of 1.8 million and an estimated 250,000 HIV infected individuals.  The HIV seroprevalence rate among pregnant women has grown rapidly, from 4.2% in 1992 to 22% in 2002.  There is no significant difference between rural and urban antenatal seroprevalence rates (22% vs. 25%) and the overall prevalence of HIV is estimated at 17.9% (12.5% males, 18.9% females).  Namibia has a severe, generalized HIV epidemic.  HIV transmission is primarily through heterosexual contact or during birth, and at-risk populations include migrant workers, truckers, the military, young women and girls along transportation routes, commercial sex workers, those who have sex after abusing alcohol, sexually active youth, out-of-school youth, and orphans and vulnerable children.  The TB case rate of 628 cases per 100,000 in Namibia is the highest in the world, with HIV co infection estimated at greater that 60%.  TB continues to be the leading cause of death for people with HIV/AIDS, even with the availability of antiretroviral therapy.  Additionally, in spite of per capita GDP of $1,173, Namibia has one of the world’s highest rates of income disparity, high levels of poverty, and a lack of economic opportunity.  The following programmatic areas will be included in FY 2004 to mitigate the impact of the epidemic in Namibia:

Prevention:   $ 2,732,407 (12% of total budget) 

Prevention activities in Namibia include PMTCT, abstinence and faithfulness programs, blood and injection safety, and other prevention initiatives.  Less than 10% of pregnant women currently receive PMTCT and the Emergency Plan goal is to increase coverage to 40% and to move pregnant women into PMTCT-Plus programs.  Funds will support infrastructure improvements, provide personnel, counseling facilities, educational materials and equipment, training, transport, and management to support the expansion of PMTCT services into 24 additional MOHSS hospitals as well as the antenatal clinics under the 11 existing hospitals.  Abstinence and faithfulness programs commenced in 2001 and the USG program is planning to roll out these programs in 9 regions with the highest population density.  The Emergency Plan Program will increase the capacity of school-based, faith-based and work-based programs for youth and families to provide prevention education including delay of sexual debut, abstinence, faithfulness and responsible decision-making.  Approximately 25,000 youth, 2,000 parents/teachers/church leaders, and 25,000 workers and their families will be reached with abstinence and faithfulness messages by March 2005.  Other prevention initiatives focus on HIV prevention education and increased condom use for military personnel, truckers, border officials and sex workers.  Efforts will increase condom use by 10%, educate 7,700 military personnel, and reach 40,000 at-risk civilians.

Principal Partners:  AIDS Care Trust, Catholic AIDS Action, Catholic Health Services, Change of Lifestyles, Family Health International/IMPACT HOPE Humana, International Training and Education Center on HIV/AIDS (ITECH), Lifeline-Childline, Lutheran Medical Services, Ministry of Health and Social Services, Namibia Chamber of Mines, Namibia Institute of Pathology, Namibian Youth Paper, Ombetja Yehinga, Social Marketing Association of Namibia, Walvis Bay and Sam Nujoma Multipurpose Centers, World Lutheran Federation, and YouthNet.

Care:  $ 4,998,094 (22% of total budget)

Care activities in Namibia include counseling and testing (CT), clinical care, palliative care and support for orphans and vulnerable children (OVC). CT services beyond a limited amount in the private sector and some health facilities were not available until 2003, when 6 freestanding centers were launched.   The CT strategy will open 9 new CT centers (4 freestanding, 4 in mission hospitals and 1 military), assume support of 5 EU CT centers as EU support is phased out, promote counseling and testing in MOHSS and FBO hospital catchment areas, and promote and provide rapid testing, training, and quality assurance.  The testing will result in 300,000 new clients/patients knowing their HIV status by March 2005.  HIV clinical care and support activities are focused on increasing HIV-testing for persons with active TB, improving the human resource capacity to provide non-ART HIV/TB and OI care and treatment, and linking non-ART care to counseling, testing, and referral services.  Non-ART clinical care and prophylaxis therapy (isoniazid and cotrimoxazole) will reach approximately 13,000 HIV infected individuals by March 2005.  Palliative care activities will focus on home and community-based programs primarily managed by faith-based organizations (FBOs) in order to strengthen current programs and management capacity, identify and develop new partners to increase coverage, develop curriculum and procure home-based care kits.  USG efforts will reach an additional 9,000 HIV positive patients with home and community-based care by March 2005.  Despite the recent struggle for independence from South Africa, Namibia’s population of orphans and vulnerable children (OVC) are primarily attributable to HIV (93,100 of 131,120 total).  The country has established a strong OVC program with a $10 million (Namibian dollars) OVC Trust Fund.  Currently USG services provide care to approximately 6,000 OVC in three target regions and plan to develop the capacity of new partners to serve OVCs.  An additional 14,000 OVC will be reached by March 2005 to provide for a total of 20,000 OVC served by USG programs.    

Principal Partners: Catholic AIDS Action, Catholic Health Services, Church Alliance for Orphans (CAFO), Council of Churches in Namibia (CCN), Evangelical Lutheran Church AIDS Program (ELCAP), Family Health International IMPACT, International Training and Education Center on HIV/AIDS (ITECH), Lutheran Medical Services, Ministry of Health and Social Services, Namibia Institute of Pathology, Phillipi Namibia, Potentia, Royal Netherlands TB Association, Social Marketing Association of Namibia, Tuberculosis Coalition for Technical Assistance (TBCTA), University of California Los Angeles/Drew University, and Walvis Bay Multipurpose Center.

Treatment:  $ 7,971,299 (35% of total budget)

Treatment activities in Namibia include ART and PMTCT-Plus programs.  ART was initiated in 6 MOHSS Infectious Disease Care Clinics and two faith-based hospitals in mid to late 2004 and by March 2005 these clinics had started approximately 1000 patients on ART.   However, the clinics have become congested with long waiting lists for evaluation and treatment.  At present, the supply of ARVs is less an issue for Namibia compared with other components of ART (laboratory, pharmaceutical management, training, information systems, communications, personnel, program management, etc).  The Ministry of Health and Social Services buys limited quantities of ARV’s.  The Global Fund for AIDS, TB and Malaria is expected to provide substantial support, and Bristol-Myers Squibb supports 250 patients in one region.  As a result, enough medications are expected to be available to treat approximately 7,000 patients in 2005.  The primary barrier to access to ARV treatment is the lack of personnel to manage the patients at the facility level – without additional staff and development of human resource capacity, both short term and long term, ARV and PMTCT-Plus programs cannot expand.  In addition to increasing the capacity of the current ARV clinics, the FY 2004 Emergency Plan efforts will: expand ARV sites to 8 additional hospitals; improve the capacity of the pharmaceutical supply system to handle the increased demand for ART; provide CD4, viral load testing and lab monitoring; and develop a system to monitor ART utilization including some of the private sector providers.  PMTCT-Plus services are being integrated with ART services and rolled out to antenatal clinics in the ARV hospital catchment areas, where most women receive antenatal care.  Integration of both programs will increase the numbers receiving ART to 4,000 – 6,000.  

Principal partners:  Catholic Health Services, Family Health International/IMPACT, International Training and Education Center for HIV (ITECH), Johns Hopkins University Health Communications Partnership (JHU/HCP), Lutheran Medical Services, Management Sciences for Health/Rational Pharmaceutical Management Plus (MSH/RPM+), Ministry of Health and Social Services, Namibia Institute of Pathology, Potentia, and Social Marketing Association of Namibia.

Other Costs:  7,297,797 (32% of total budget)

Strategic Information (SI) services will focus on HIV/TB sentinel surveillance, population (AIDS Indicator Survey) and facility surveys, Health Management Information System development, program monitoring and reporting, and targeted evaluation.  All new strategic information activities will serve to either expand or establish management information systems (MIS) in order to accurately count number of people on antiretroviral therapy (ARV) and women receiving PMTCT.  Changes in HIV prevalence found from sentinel surveillance can serve as a measure of USG program success. SI interventions will improve local capacity to monitor progress towards reaching the 2-7-10 goals, as well as monitoring progress towards the achievement of national program goals.

Principal Partners: Family Health International/IMPACT, Johns Hopkins University Health Communications Partnership (JHU/HCP), Measure Evaluation, Ministry of Health and Social Services, and National Planning Commission’s Central Bureau of Statistics.

Crosscutting activities will focus on human resource development, organizational capacity building, community mobilization and advocacy and benefit education.  Investments in pre- and in-service training programs for health care workers and renovation of training centers will result in immediate and longer term human capacity building.  Targeted work with NGOs and FBOs will strengthen organizational capacity and sustainability of HIV/AIDS prevention, care, and support efforts.  Community Action Forums will be formed as a result of Community Mobilization Activities to increase advocacy, commitment, and leveraging of resources.  

Principal Partners: International Training and Education Center for HIV (ITECH), Johns Hopkins University Health Communications Partnership (JHU/HCP), Legal Assistance Center/AIDS Law Unit, Lifeline-Childline, Ministry of Health and Social Services, Namibia Institute of Pathology, Potentia, UNAIDS, and University of Namibia.

Administrative Costs will support the program and technical assistance required to implement and manage the Emergency Plan activities.  USAID, HHS, and DOD personnel, travel, management, and logistics support in country will be included in these costs.  

Other Donors, Global Fund Activities, Coordination Mechanisms

Namibia has a total of 14 other development partners at work in the country on HIV/AIDS issues. In addition to the Global Fund, development partners range from European countries (EC, UK, Germany, French and Spanish Cooperation, Sweden, Netherlands, and Finland), the UN (WHO, UNICEF, UNFPA, UNDP), to Intermon-Oxfam and Bristol-Myers Squibb.   While the USG is the largest donor program, the Global Fund has approved $26 million over two years for HIV/AIDS.   Global Fund money supports procurement of ARVs, OVC programs, workplace HIV programs, support for home and community-based care, TB control, VCT, PMTCT-Plus and community outreach services.  The primary coordinating body to assure donor coordination is the National Multi-Sectoral AIDS Coordinating Committee (NAMACOC), which is responsible for coordination and implementation of HIV/AIDS activities in the country to prevent duplication.  The membership of the committee consists of the Secretaries of all Namibian government ministries, major development partners (including USG representatives), NGOs, FBOs, trade unions and private sector organizations.  The USG team will work with the Namibian government to ensure coordination of HIV policy and programs.   

FY 2006 Program Activities

Global HIV/AIDS Initiative funds will be used to rapidly expand treatment and care activities, building on previous service delivery and capacity building activities. This will include… (one to two paragraphs of description)

Program Contact:  Ambassador Kevin J. McGuire; Joe Smith Interagency Coordinator

Time Frame: FY 2005 – FY 2006

Appendix 2
BUDGET CODING CATEGORIES

PREVENTION

1. PMTCT (MTCT) – activities aimed at preventing mother-to-child HIV transmission including counseling and testing for pregnant women, ARV prophylaxis for HIV-infected pregnant women and newborns, counseling and support for maternal nutrition and safe infant feeding practices.  PMTCT-plus ARV-treatment activities should be coded under HTXD and HTXS.

2. Abstinence/be faithful (HVAB) – activities (including training) to promote abstinence, delay, fidelity, partner-reduction messages and related social and community norms 

3. Medical transmission/blood safety (HMBL) – activities supporting a nationally coordinated blood program, which includes policies; infrastructure, equipment and supplies; donor-recruitment activities; blood collection, distribution, testing and transfusion; training; and management to ensure a safe and adequate blood supply.

4. Medical transmission/injection safety (HMIN) – policies, training, waste-management systems, advocacy and other activities to promote (medical) injection safety, including distribution/supply chain, cost and appropriate disposal of injection equipment and other related equipment and supplies.
5. Other prevention activities (HVOP) – other activities aimed at preventing HIV transmission including purchase and promotion of condoms, STI management (if not in palliative care settings/context), messages/programs to reduce injecting drug use and related risks.

CARE

6. Palliative Care:  Basic health care and support (HBHC) – all clinic-based and home-/community-based activities for HIV-infected adults and children and their families aimed at optimizing quality of life for HIV-infected clients and their families throughout the continuum of illness by means of symptom diagnosis and relief; psychological and spiritual support; clinical monitoring, related laboratory services and management of opportunistic infections (excluding TB) and other HIV/AIDS-related complications (including pharmaceuticals); and culturally-appropriate end-of-life care.  HBHC also includes clinic-based and home-/community-based support; social and material support such as nutrition support, legal aid and housing; and training and support of caregivers.  Clinic-based and home-/community-based care and support activities for HIV-positive children within programs for orphans and other vulnerable children affected by HIV/AIDS fall under HKID.  ARV treatment should be coded under HTXD and HTXS.

7. Palliative Care:  TB/HIV (HVTB) – exams, clinical monitoring, related laboratory services, treatment and prevention of tuberculosis in HIV basic health care settings (including pharmaceuticals); as well as screening and referral for HIV testing, and clinical care related to TB clinical settings.  If TB programs provide other basic health care and support services such as clinical or psychosocial services, these services would be coded under HBHC.  If TB programs expand to provide clients with ART, such services would fall under HTXD and HTXS.  Note:  General TB treatment, prevention and related programming must be funded with CSH/Infectious Diseases funds directed for TB, not with HIV/AIDS funds.

8. Orphans and Vulnerable Children (HKID) – activities aimed at improving the lives of orphans and other vulnerable children and families affected by HIV/AIDS.  The emphasis is on strengthening communities to meet the needs of orphans and other vulnerable children affected by HIV/AIDS, supporting community-based responses, helping children and adolescents to meet their own needs, creating a supportive social and policy environment, etc.  Activities could include training caregivers, increasing access to education, economic support, targeted food and nutrition support, legal aid, etc.  Institutional responses would also be included.  ARV treatment of children is excluded from this category and should be coded under HTXD and HTXS.  Palliative care, including basic health care and support and TB/HIV prevention, management and treatment, as well as their related laboratory services and pharmaceuticals, when delivered within programs for orphans and other vulnerable children affected by HIV/AIDS, should be coded under this category (HKID).  Other health care associated with the continuum of HIV/AIDS illness, including HIV/TB services, when delivered outside a program for orphans and other vulnerable children affected by HIV/AIDS, should be coded under HBHC or HVTB.

9. Counseling and testing (HVCT) – includes activities in which both HIV counseling and testing are provided for those who seek to know their HIV status (as in traditional VCT) or as indicated in other contexts (e.g., STI clinics).  Counseling and testing in the context of preventing mother-to-child transmission is coded under MTCT.
TREATMENT

10. HIV/AIDS treatment/ARV drugs (HTXD) – including distribution/supply chain/logistics, pharmaceutical management and cost of ARV drugs.
11. HIV/AIDS treatment/ARV services (HTXS) – including infrastructure, training clinicians and other providers, exams, clinical monitoring, related laboratory services and community-adherence activities.  Clinical monitoring and management of opportunistic infections is classified under palliative care (HBHC or HVTB).
12. Laboratory infrastructure (HLAB) – development and strengthening of laboratory facilities to support HIV/AIDS-related activities including purchase of equipment and commodities, provision of quality assurance, staff training and other technical assistance.  Specific laboratory services supporting testing (e.g., under HVCT, MTCT or HMBL), palliative care (HBHC and HVTB) and treatment (HTXS) should be included under the codes for those activities.
OTHER

13. Strategic information (HVSI) – development of improved tools and models for collecting, analyzing and disseminating HIV/AIDS behavioral and biological surveillance and monitoring information; facility surveys; other monitoring and health management information systems; assisting countries to establish and/or strengthen such systems; targeted program evaluations (including operations research); developing and disseminating best practices to improve program efficiency and effectiveness; planning/evaluating national prevention, care and treatment efforts; analysis and quality assurance of demographic and health data related to HIV/AIDS; testing implementation models, e.g., to support the development or implementation of Global Fund proposals.  Related training, supplies and equipment are included.
14. Other/policy analysis and system strengthening (OHPS) – other HIV/AIDS-related activities to support national prevention, care and treatment efforts.  This includes strengthening national and organizational policies and systems to address human resource capacity development, stigma and discrimination, and gender issues; and other cross-cutting activities to combat HIV/AIDS including activities to support the implementation of Global Fund programs
15. Management and staffing (HVMS) – costs of supporting USG mission staff to manage, support and administer HIV/AIDS programs including related training, salaries, travel, housing and other personnel-related expenses.  Implementing agency/grantee staffing costs are coded under the appropriate functional category rather than under HVMS. 
Appendix 3
SAMPLE RESULTS BY PROGRAM AREA

PREVENTION

PMTCT (MTCT)

· Increased access to quality PMTCT services

· Quality PMTCT services integrated into routine maternal and child health services

· Awareness and demand created for PMTCT services

· Improved logistics system for the rollout of PMTCT services

· Increased use of complete course of ARV prophylaxis by HIV+ pregnant women

· Full supply of diagnostics and related medical supplies achieved

· Internationally approved PMTCT curriculum adapted and implemented

· Sufficient number of trained staff skilled, motivated and productive

Abstinence/Be faithful (HVAB)
· A/B prevention messages in faith-based and community networks strengthened

· Changed social and community norms to reduce high risk behaviors

· HIV preventive behaviors (A/B) among youth improved

· HIV/AIDS stigma and discrimination reduced

Medical Transmission/Blood Safety (HMBL)
· A national blood transfusion service established

· Improved quality of national blood transfusion service

· Standard blood safety precautions in public and private hospitals strengthened

· Management of blood transfusion services strengthened

· Infrastructure for the collection, testing, storage and distribution of safe blood and blood products built and expanded

· Full supply of related medical equipment and supply achieved

Medical Transmission/Injection Safety (HMIN)

· Improved policy support and demand for safe injection practices

· Strengthened local capacity for production of quality safe injection equipment

· Universal safety precautions implemented and safe medical injections ensured

· Injection-related HIV transmission reduced

· Full supply of related medical equipment and supply achieved

Other Prevention Activities (HVOP)
· HIV infection risk in vulnerable and hidden populations reduced

· Quality of STI services in PMTCT sites improved

· Increased access to HIV/AIDS prevention services for high risk populations

· Awareness and knowledge about HIV/AIDS preventive practices increased

· Full supply of related drugs, condoms, medical equipment and supplies achieved

CARE
Palliative Care:  Basic Health Care & Support (HBHC)
· Strengthened organizational capacity to promote long-term sustainability of palliative care services

· Increased use of wellness programs by PLWHA and their families

· Community based groups to provide home-based services to PLWHAs identified and strengthened

· Pharmaceutical management to support expanded access to OIs strengthened

· Strengthened capacity of health care providers in HIV/AIDS care in rural based facilities

· Improved quality of basic health care clinical services for HIV+ patients

· Full supply of related drugs and medical supplies achieved

· Improved quality of basic health care clinical services for HIV+ patients, including the provision of the Basic Care Package for PLWHAs (safe drinking water, cotrimoxazole and isoniazid prophylaxis, safe drinking water, insecticide-treated bednets, and micronutrients)

Palliative Care:  TB/HIV (HVTB)

· Strengthened capacity of health professionals to care for HIV infected TB patients

· Strengthened delivery of integrated HIV and TB services

· Improved diagnostics and treatment of TB among HIV+ individuals

· Strengthened institutional capacity of local organizations caring for HIV+ TB patients

· Full supply of related drugs and diagnostics achieved

Orphans and Vulnerable Children (HKID)
· Strengthened capacity of national and provincial government coordinating structures in support of OVCs

· Policy initiatives that support care for OVCs advanced

· Improved preventive behaviors of OVCs and family members to protect themselves from HIV infection

· Improved ability of OVCs and their caretakers to obtain secure livelihoods

· Existing orphan support programs strengthened and expanded

Counseling and Testing (HVCT)
· Improved availability of and access to of HIV Testing and Counseling services

· Increased use of HIV Testing and Counseling Services

· Public information and understanding of HIV Counseling and Testing increased

· Enhanced quality of CT services 

· Expanded linkages between CT services and care and treatment facilities

· Internationally approved training packages in HIV/AIDS counseling and testing adapted and implemented

· Full supply of related diagnostics and medical supplies achieved

TREATMENT
HIV/AIDS Treatment/ARV Drugs (HTXD)

· Pharmaceutical and commodities management strengthened to support expanded access to ART

· ARV treatment for qualified HIV positive individuals expanded

· Strengthened national management support systems for HIV/AIDS related pharmaceuticals and commodities

· Pharmaceutical management strengthened to support expanded access to ARV treatment at PMTCT+ sites

· Full supply of related pharmaceuticals and diagnostics achieved

HIV/AIDS Treatment/ARV Services (HTXS)

· Increased demand for and acceptance of ARV treatment

· Strengthened infrastructure of ARV delivery system

· PMTCT+ services to underserved populations expanded

· Human resource capacity to deliver ARV clinical care services strengthened

· Strengthened institutional capacity to deliver ARV services

· Improved compliance among those on ARV drugs

· Full supply of related diagnostics, drugs and medical supplies achieved

Laboratory Infrastructure (HLAB)
· Capacity strengthened for long-term sustainability of quality laboratory systems

· National lab quality assurance operationalized

· Strengthened capacity of the national reference laboratory system 

· Expanded establishment and improved maintenance of national health laboratory network

· Full supply of related diagnostics and medical equipment achieved

OTHER

Strategic Information (HVSI)
· Local health management information systems strengthened

· Improved quality and operationalization of monitoring and evaluation plans 

· Expanded use of quality program data for policy development and program management.

· Increased use of strategic information for surveillance of HIV/AIDS/STI 

· Improved human resource capacity for monitoring and evaluation

· Improved national coordination in HIV/AIDS monitoring and evaluation.

Other/Policy Analysis and System Strengthening (OHPS)

· Systems and policies to address stigma and discrimination improved

· HIV/AIDS workplace policies and programs expanded across all activities and partners

· National quality assurance systems for HIV/AIDS programs (prevention, care and treatment) improved

· Strengthened capacities of national multisectoral bodies to lead and coordinate the response to HIV/AIDS
· Service delivery guidelines and protocols updated and disseminated
· Strengthened national capacity in planning and resource allocation for HIV/AIDS programs

· Strengthen national level financial planning and resource allocation for HIV/AIDS

· Improved HR management, service quality improvement, and HR supervision interventions that cut across multiple program areas

· Underlying issues that constrain human capacity development and deployment across multiple program areas addressed

· Workforce planning and policy implementation that cuts across multiple grogram areas improved

· Improved training systems, institutional development or skills training that cuts across multiple program areas

· Improved human resource management, service quality improvement and HR supervision interventions that cut across multiple program areas

Management and Staffing (HVMS)

· Ability of USG in country team to manage and administer HIV/AIDS program strengthened
Appendix 4
FY05 BUDGET ALLOCATION BY COUNTRY AND BY AGENCY

	
	FY05 Base
	FY05 Deferred (GHAI)
	FY05 GAC (GHAI)
	FY05 Total

	Country
	HHS (GAP)
	USAID
	HHS
	DOD
	STATE
	PC
	
	

	Botswana
	7,546,397
	22,729
	1,106,400
	0
	0
	0
	38,000,000
	46,675,526

	Cote d’Ivoire
	5,252,988
	146,602
	788,071
	29,832
	0
	0
	28,000,000
	34,217,493

	Ethiopia
	5,799,714
	798,616
	1,064,179
	65,073
	31,400
	0
	66,000,000
	73,758,982

	Guyana
	1,000,000
	389,233
	247,177
	17,047
	0
	0
	15,000,000
	16,653,457

	Haiti
	1,000,000
	656,867
	1,015,931
	0
	0
	0
	43,000,000
	45,672,798

	Kenya
	8,120,403
	2,355,060
	1,739,855
	339,684
	0
	5,682
	123,000,000
	135,560,684

	Mozambique
	2,336,680
	646,351
	696,056
	11,114
	43,299
	24,218
	52,000,000
	55,757,718

	Namibia
	1,500,000
	912,536
	702,053
	184,639
	2,841
	11,766
	38,000,000
	41,313,835

	Nigeria
	3,055,466
	2,533,879
	650,325
	0
	74,438
	0
	90,000,000
	96,314,108

	Rwanda
	1,134,922
	1,296,747
	838,835
	4,529
	2,614
	0
	43,000,000
	46,277,647

	South Africa
	4,817,112
	1,687,625
	2,297,089
	90,916
	0
	0
	114,000,000
	122,892,742

	Tanzania
	3,882,464
	1,503,950
	1,241,240
	435,794
	11,933
	15,910
	90,000,000
	97,091,291

	Uganda
	8,039,223
	3,006,061
	2,636,080
	39,830
	11,364
	24,888
	119,000,000
	132,757,446

	Viet Nam
	2,913,855
	0
	0
	0
	0
	0
	
	2,913,855

	Zambia
	2,854,885
	2,319,726
	896,219
	416,475
	50,215
	62,505
	90,000,000
	96,600,025

	
	59,254,109
	18,275,982
	15,919,510
	1,634,933
	228,104
	144,969
	949,000,000
	1,044,457,607


*Base decisions for USAID are still being negotiated.  If there is a USAID Base amount this chart will be revised and sent out.

Appendix 5
KEY LEGISLATIVE ISSUES

Gender:

1. Increasing gender equity in HIV/AIDS programs

2. Addressing male norms and behaviors

3. Reducing violence and coercion

4. Increasing women’s access to income and productive resources

5. Increasing women’s legal protection

Stigma and Discrimination

Twinning

Volunteers

Appendix 6
REQUIRED TARGETS BY PROGRAM AREA

PREVENTION

PMTCT

Number of service outlets

Number of faith-based service outlets

Number of women provided with PMTCT services

Number of women provided with ARV prophylaxis for PMTCT

Number of people trained in PMTCT services

Prevention/Abstinence and Be Faithful
Number of community outreach prevention programs that are Abstinence only

Number of mass media prevention programs that are Abstinence only

Number of community outreach prevention programs that are A/B focused

Number of mass media prevention programs that are A/B focused

Estimated number of people reached

Prevention/Medical Transmission/Blood safety
Number of service outlets

Number of people trained in blood safety

Prevention/Medical Transmission/Injection Safety

Number of people trained in injection safety

Prevention/Other

Number of STI management programs

Number of people served by STI management program

Number of people trained in STI management

Number of community outreach programs (that are NOT A/B focused)

Number of mass media programs (that are NOT A/B focused)

Number of people reached with community outreach programs (that are NOT A/B focused)

Number of people reached with mass media programs (that are NOT A/B focused)

Number of people trained in community outreach (that are NOT A/B focused)

Number of people trained in mass media (that are NOT A/B focused)

CARE

Palliative Care:  Basic Health Care and Support

Number of service outlets

Number of service outlets that provide malaria care and/or referral for malaria care

Number of people provided with palliative care

Number of people trained in palliative care

Palliative Care:  TB/HIV

Number of TB/HIV service outlets

Number of people provided with palliative care/TB/HIV

Number of people trained in palliative care/TB/HIV

Orphans and Vulnerable Children

Number of OVC programs

Number of faith-based OVC programs

Number of OVC served

Number of people trained in OVC services

Counseling and Testing

Number of C&T service outlets/programs

Number of faith-based C&T service outlets/programs

Number of clients receiving C&T

Number of people trained in C&T

TREATMENT

HIV/AIDS Treatment/ARV Therapy

Number of service outlets (%PMTCT+)

Number of people provided with ARVs

Number of new clients receiving ARVs

Number of clients in continuous services for more than 12-months

Number of people trained in ARVs

Laboratory Infrastructure

Number of labs

Number of people trained in lab-related activities

OTHER

Strategic Information

Number of people trained strategic information

Other/policy analysis and system strengthening

Number of programs

Number of faith-based programs

Number of people trained

Appendix 7
TARGET GROUPS

Adults

Men

Women
Business community
Caregivers
Commercial sex industry

Brothel owners
Clients of sex workers

Commercial sex workers
Community leader
Community members
Community-based organizations

Country coordinating mechanisms

Disabled populations
Factory workers
Faith-based organizations
Family planning clients
Government workers
Health Care Workers

Community health workers

Doctors

Medical/health service providers

Nurses

Pharmacists

Traditional birth attendants

Traditional healers

Private health care providers

High-risk population

Discordant couples

Injecting drug users

Men who have sex with men

Partners of sex workers

Street youth
HIV/AIDS-affected families
HIV+ pregnant women

Host country national counterparts
Implementing organization project staff
Infants
International counterpart organization
M&E specialist/staff

Media
Uniformed services

Military

Police

Peacekeeping personnel
Miners
Ministry of Health staff
Mobile populations

Migrants

Migrant workers

Refugees/internally displaced persons

Truckers
National AIDS control program staff
Nongovernmental organizations/private voluntary organizations
Orphans and other vulnerable children

Other
People living with HIV/AIDS
Policy makers
Pregnant women
Prisoners
Program managers
Religious/traditional leaders
Students

Primary school

Secondary school

University
Seafarers/port and dockworkers
Sex partners
Teachers

Trainers
Transgender individuals
USG in country staff
USG Headquarters staff
Volunteers
Widows

Women of reproductive age
Youth

Girls

Boys
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