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1. INTRODUCTION

This National HIV/AIDS Strategic Plan (NSP) is the third for the country, which in its initial section
evaluates national response and achieved outcomes as of October 31% 2009. Based on this
analysis identifies priorities for the National HIV/AIDS Strategic Plan (NSP) for 2011-2016.
Proposed priorities are placed in the overall health reform context of the country, which is
affecting many conventional approaches, including those related to HIV/AIDS.

The document elaborates details of the NSP and sets specific targets to be attained by 2013 and by
2016. In the given global financial crisis with uncertain economic outlook NSP budget provides two
scenarios. While first scenario includes all activities planned under NSP, scenario two only looks at
those most essential activities without which reducing HIV spread in the country will face
challenges.

All priorities presented hereby were elaborated through transparent and participatory national
process that involved topic-specific working groups, steering committee members and broad
group of stakeholders that participated in the three national consultations held on December 25,
2009, April 21, 2010 and on July 5, 2010. The document was externally reviewed by AIDS Strategy
and Action Plan (ASAP) of the World Bank. And all key decisions were made and approved by the
Country Coordinating Mechanism (CCM).



2. ANALYSIS OF EPIDEMIC AND NATIONAL RESPONSE

EPIDEMIC UPDATE

The first case of HIV in Georgia was detected in 1989. Thereafter the number of annually detected
cases was small. Detection significantly accelerated after arrival of the Global Fund financing. The
new resources helped beef-up diagnostic capacity of the country and increase availability of HIV
tests. Consequently, annual number of detected cases grew sharply from around hundred during
2000-2003 to over 250 since 2006. As of today, detected HIV cases are still growing but growth
pace reveals declining trend over past three years.

Figure 1 HIV Cases in Georgia (1989 — 2009)
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The recent HIV surveillance data confirms that infection remains located among male population
and the risk groups - IDUs, MSM and CSW (but primarily IDUs) remain to be the drivers for
infection spread. Behavior Biomarker Surveys (BBS) regularly implemented among these groups
since 2002 reveal increasing HIV prevalence. Prevalence among IDUs range from 0% to 4.5%
depending on the locality?, among CSWs between 0.8% in Batumi to 1.8% in Tbilisi and among
MSMs -3.7% in Thilisi. These rates are significantly higher than the prevalence among general
population - 0.038% in 2009. Furthermore, HIV prevalence among pregnant women and blood
donors is seen to be even lower (0.02% and 0.013%, respectively). During 2008, intravenous
injecting route for HIV infection transmission contributed 56.1% of cases and heterosexual
transmission was responsible for 37.3% of cases. However, every second individual infected via
heterosexual transmission was a sexual partner of the risk group member, emphasizing
importance of the risk-groups as primary drivers of HIV spread.

! Projected data for 2009 based on 10 month data
? Ten month data for 2009 has been extrapolated for 12 month to assure comparison

*In Batumi 4.5%, Kutaisi -3.1%, Thilisi — 2.5%, Zugdidi 2.2%, Telavi 1.5% and Gori 0%, Bio-Behavioral Surveillance
Surveys Among IDUs in Georgia, December 2009, Curatio International Foundation.



The data presented above is from routine HIV surveillance system, which was recently designed
and piloted in two regions of Georgia. However, it requires cautious interpretation until thorough
epidemiological research is conducted and more explicit conclusions about epidemic drivers are
made. Meantime, available evidence points towards the need for furthering preventive
interventions among Most at Risk (MARP) and bridging populations.

Based on the available evidence among males and females alike population older than 25 years is
most affected with HIV infection. However, number of HIV cases found among 15-24 year old
females is almost three times higher than among males of the same age group. This is most likely
due to relatively timely detection of infection among females as opposed to males, where
infection gets detected with a significant delay. Since 2004, on average 45% of annually detected
HIV cases are already with developed AIDS disease. The problem of late detection is further
confirmed by steadily growth of AIDS incidence (it increased from 0.36 per 100,000 population in
2000 to 5.3 in 2008), while in Western Europe these rates have been on a decline and in Central
Europe it reveals constant trend. High share of late HIV detection negatively affects ARV treatment
outcomes, which is described later in this report.

NATIONAL RESPONSE TO DATE

ApVvocAcY, PusLic PoLicy AND HIV/AIDS NATIONAL GOVERNANCE

Georgia has committed to the UNAIDS “Three Ones” principle and prioritized attainment of all
three targets within the National HIV/AIDS response. Country endorsed one agreed HIV/AIDS
National Strategic Framework for 2006-2010 (revised and modified in 2007); in 2005, established
National AIDS Coordinating Authority (legislated in 2009 by Parliament) and initiated process for
National Monitoring and Evaluation framework development, albeit without significant progress.

The responsibility for providing an effective HIV/AIDS response has been divided between various
state institutions and agencies, which include: a) The Country Coordinating Mechanism; b) the
Ministry of Labor, Health and Social Affairs; c) The Georgia Health and Social Projects
Implementation Center — the principle recipient of Global Fund grant(s); d) The National Center for
Disease Control and Public Health (NCDCPH) and e) The Infectious Diseases, AIDS and Clinical
Immunology Research Center. While significant progress has been made in coordinating national
response, lack of adequate M&E system imposes significant limitations. Therefore, more work is
required to strengthen the CCM secretariat, establish and/or improve reporting links and
requirements among various players and most importantly develop One National Monitoring and
Evaluation Framework, which has to render critical information for decision-making and better
coordination.

Furthermore, responsibility for execution of the national program lies with the Ministry of Labor,
Health and Social Affairs (MoLHSA). However, there is hardly any designated department and/or
person charged with this responsibility. This responsibility is distributed among various units,
which undermines effectiveness of the execution arrangements.

National efforts under NSP 2006-2010 have helped achieving some progress, namely:

- In its 2009 fall session Parliament of Georgia adopted new law on HIV/AIDS, which
improved overall legal environment for national response. However, this law does not
address regulatory barriers for drug users and prisoners stemming from criminal code of
the country;



- HIV/AIDS Surveillance function has been formally re-assigned to NCDCPH and local
technical assistance has been secured to strengthen HIV/AIDS surveillance system of the
country. The new HIV/AIDS routine surveillance system along with BBS and sentinel
surveillance is being implemented and rolled out nationwide. It is expected that this
system will significantly improve the quality and availability of epidemiological data as well
as will form indefinite part of the national M&E framework;

- With the funding from the Global Fund (Round 2, 6, 9 and RCC with total approved funding
of 53.2 million $US%), resources available for national response have increased significantly,
albeit they were not matched with adequate amount of national resources. Nevertheless,
increased funding allowed scaling-up activities and delivering more preventive and curative
services to those in great need;

- Civil society participation in planning and budgeting of the national response and their role
in delivering preventive, curative and supportive services has significantly increased. In
Georgia the civil society is a full partner in HIV/AIDS national response. NGOs are
increasingly involved in advocacy efforts, research and community outreach activities to
prevent the spread of the epidemic. The STI/HIV Prevention Task Force (PTF) has been
established and is now active to ensure better coordination between governmental,
international and non-governmental agencies and avoid duplication of activities. PTF has
also secured seat in CCM on a rotational basis.

On the other hand, advocacy efforts have not fully rendered expected results. Stigma and
discrimination of the risk groups and HIV infected remains to be a major challenge. Negative
societal attitudes and low public awareness remain to be a major obstacle. Beyond societal
attitudes, state criminal laws, regulations and policies relevant to drug use and preventive work
among IDUs and prisoners are further limiting factors. The laws on drug addiction prevention and
control are not adequate for implementing effective interventions (in public and penal sectors).
Efforts to decriminalize drug use and create more conducive environment for interventions are
not rendering expected results. Therefore, issue-focused and targeted advocacy efforts aimed at
reducing legal barriers to epidemic response, seem to be essential for future success.

HIV PREVENTION

Prevention activities in the NSP 2006-2010 included almost all activities proposed by international
community and included:

- Assuring safe blood supply;

- Preventing mother to child transmission;

- Preventing infection spread among Most at Risk Population (MARP) which included IDUs,
MSMs, CSWs and prisoners;

- Prevention of TB/HIV co-infection;

- Prevention of HIV among youth, uniform services and at workplaces;

- Post-exposure prophylaxis.

However, the analysis of implementation revealed that national response has not placed equal
importance on the listed interventions. Most efforts and resources were put towards priority
areas/groups for prevention and least relevant activities to Georgian reality received low or no

* http://www.theglobalfund.org/programs/country/?countrylD=GEO&Iang=en
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attention. Importance of MARP, prevention of mother to child transmission and assuring safe
blood supply received priority attention. Namely:

e Since 2006, all blood donors are being tested for HIV, HCV, HBV and syphilis assuring higher
safety of blood products. However, External Quality Assurance (QA) for laboratories,
envisioned in the previous NSP, has not been implemented and quality and safety of blood
and blood products still pose a risk. Timely development and implementation of the QA
system will further increase blood safety. Furthermore, the share of voluntary blood
donations has been slowly growing and reached only 5% in 2008 and commercial donors
provided 85% of blood. HIV prevalence rates among all donors are three times lower than
in general population, which indicates that commercial donorship in Georgia is not
affiliated with the high risk for HIV infection, commonly seen in the neighbouring countries.
Nonetheless, advancing voluntary blood donation, considering new approaches to donor
blood testing along with QA system for laboratories will be next logical step for
increasing blood and blood product safety in the country. Current blood safety is assured
with the tests (HIV, HCV, HBV and syphilis) funded out of state budget or from donor funds,
in the environment where blood-producing units are all private and they sell products to
health care providers and/or patients. Thus, existing system of financing blood safety in
Georgia raises sustainability concerns in medium to long term. These public subsidies for
private sector are not justified in the context of health sector reforms that are being
implemented by the government. Therefore, alternative approaches are warranted to
assure blood safety and reduce government’s (and donor) role in co-financing private
business.

e During recent years, Georgia introduced universal HIV testing policy for pregnant women
and currently the state assures 100% coverage with antenatal testing. This approach
allowed detecting 34 HIV positive women during 2006-2008, which helped prevent mother
to child transmission in all these cases. However, during 2007-09 there were nine HIV cases
detected among children <3 years, indicating that not all mothers get tested and vertical
transmission still takes place. While testing of pregnant has to continue, operational
research is needed to understand implementation weaknesses, prevent vertical
transmission, and save children. HIV prevalence among pregnant are lower than among
general population (0.02% vs. 0.038% respectively) confirming that Georgia still faces
concentrated epidemic linked to MARP. However, data for past three years shows that HIV
rates are slowly increasing among all groups (pregnant, blood donors, general population
and MARPs) indicating that infection spread has not been stabilized yet.

e Since 2006, Georgia with the help of the Global Fund scaled up prevention programs
among IDUs. Geographic reach of the projects expanded as well as number of clients
served with diverse preventive services. Namely:

o As of 2009, there are nine methadone substitution centres throughout the country
serving 1,705’ clients (twelve-fold increase since 2006). However, coverage with
substitution or detoxification services in the country is quite low and barely reaches
4%° of those in need. Major focus is retained on Opioid Substitution Treatment
(OST) and state financing and provision of other treatment options for drug users

> This number is inclusive of 92 HIV positive patients.

® Bio-Behavioral Surveillance Surveys among IDUs in Georgia; December 2009; Curatio International Foundation, Thilisi.



are very low (only 78 patients in 2009), which leaves the patients with limited
treatment choices. Georgian Orthodox Church also offers treatment services
covering around 50-100 IDUs annually, which is significantly low compared to the
need. BBS studies show that demand for drug dependence treatment, other than
OST, is significant among IDUs. During 2007-2008 the state generated USS$ 12.3 and
USS 16.7 million respectively through fines imposed for drug consumption7. This is
twice the annual cost of the national HIV/AIDS program and there seems to be
sufficient national resource to consider funding drug dependence treatments
beyond OST and expanding other treatment choices for drug dependant patients.

o Since 2008, OST centre was opened even in the pre-detention facility of the penal
system where 235 drug users received services as of October 2009. However, when
these figures are compared with those imprisoned during 2008 due to drug use
(3072 individuals), it becomes obvious that treatment capacity in the prison system
is significantly lower relative to the need. Therefore, current achievements do not
provide ground for satisfaction and further efforts in penal system are warranted.

o In 2008 harm reduction programs among IDUs reached 14,744 beneficiaries.
However, BSS findings show that only 3% - 8.4%° (depending on location)
undertook HIV tests during past 12 months prior to interview®. Preventive
interventions had positive impact on increasing knowledge about HIV, slightly
reducing unsafe injecting practices, increasing condom use at last sexual
intercourse up to 80% almost in all project locations. However, coverage of risk
groups with preventive programs remains low (see Figure 2) and uneven in various
project/program areas. Furthermore, BSS studies indicate that clients do not
receive comprehensive package of preventive services and quality of such
interventions are questionable’®. Increased knowledge has not been translated into
safe behaviour and risk of contracting HIV is still high. Therefore, improving quality
of preventive packages, scaling up interventions and reaching higher number of
IDUs with comprehensive preventive services (primarily focused on behaviour
change) seem essential for containing infection growth among IDUs.

o Preventive projects among Commercial Sex Workers (CSWs) show better
performance with regard to condom use (92-98% CSW reported using condoms
with their clients), however HIV testing rate during last 12 months remain low
(27.5% in Thilisi and 23.3% in Batumi). Based on BBS studies HIV infection is
showing growing trend among this group. This could be attributed to low
knowledge about HIV transmission (only 6% of CSWs in Batumi correctly answered
the questions about HIV transmission)'. BBS in Batumi shows good reach of
preventive programs achieving 85.8% coverage (above 2010 target of 80% under
NSP). Furthermore, four Health Cabinets have been operational in Thilisi, Kutaisi,
Batumi and Zugdidi. The fifth one will become operational in 2012 in Telavi. Health

’ These amounts reflect fines and charges imposed under criminal code and under administrative code.
8 Target for this indicator under the NSP 2006-2010 was set at 45% and it is obvious that will not be achieved.
® Bio-Behavioral Surveillance Surveys among IDUs in Georgia; December 2009; Curatio International Foundation, Thilisi.
10 .
Ibid.

! Bio-Behavioral Surveillance Surveys among CSWs in Georgia; December 2009; Curatio International Foundation,
Thilisi.



Cabinets provide integrated HIV/STI diagnostic and STI treatment services to CSWs
and MSM.

o Since 2005 HIV testing rates among Thilisi MSM increased significantly and reached
44 per cent in 2007."2 However, outcome indicators of knowledge about HIV
transmission show that only 24% of MSM are knowledgeable of transmission routes.
Nevertheless, condom use among this group is sufficiently high 61.5% but not
adequate for effective prevention.

o Similar progress has not been observed with the interventions aimed at prisoners
due to highly restrictive state regulations and attitudes of prison authorities. These
issues require adequate attention under advocacy to facilitate preventive service
provision to those in a penal system.

Bio-Behavioural Surveys since 2002 show that preventive interventions have increased in all
MARPs, however lack of standardized prevention package limits achievements of the national
goals. Survey findings suggest that quality improvements are necessary. Therefore, new NSP
has to consider developing interventions, which can prove its effectiveness in Georgian context
and thereafter scale up to assure adequate coverage of MARPs and consequently behavioural
change.

Figure 2 IDU Coverage with preventive service/programs in 2008
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Preventive interventions aimed at youth were considered as priority under the NSP 2006-2010.
During last three years (2006-2008), these interventions consumed significant financial resources
(2.3 times exceeding estimated financial needs under NSP 2006-2010). Detailed analysis revealed
that most funds for these projects were supplied by donor organizations and channelled through
various international and national NGOs and 10s™. Unfortunately, impact of these interventions
was not evaluated properly at the time of the strategy preparation. BSS studies among IDUs show
that drug injecting starts at early years among youth and also individuals that start injecting early
have higher odds of contracting HIV. Furthermore, young adults are particularly vulnerable to STls
due to high prevalence of unprotected sex among this group. Based on national statistics™* in 2008

12 Bjo-Behavioral Surveillance Surveys among MSM in Thilisi 2007.

3 Authors of this report do not assume responsibility for the data supplied by donor organizations and their partners.
Sole responsibility for the data quality, classification of expenses by type of expenditure and intervention rests only
with respective organizations that supplied information.

% National Centre for Disease Control 2009: Health Care Statistical Yearbook 2008.
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odds of gonorrhoea infection among young males (15-29 years) was 4.6 times higher compared to
older age group™. Also, the Bio-BSS among IDUs (2008-2009) revealed syphilis prevalence rate
2.1% among 18-24 years age group, which possibly indicates a newly acquired infection.
Furthermore, HIV sentinel surveillance among Thilisi STI patients in 2009 revealed 2.33% HIV
prevalence rate (23/988). Due to the study limitations the findings cannot be generalized, however
11 (55%) cases were identified among < 20 years age group, which is alarming. Therefore, youth
remain to be important target group for epidemic prevention and control and have to be
considered under NSP.

While outcome and impact of the preventive interventions among youth supported under NSP
2006-2010 are not known, some critical conclusions still can be drawn: a) better donor
coordination is required to avoid future “overspending” relative to budgeted needs or if the needs
change, budgets should be amended accordingly and b) more thorough evaluation of
interventions aimed at youth and general public are warranted to increase effectiveness and
efficiency of the national response. Consequently, there is a need to set aside sufficient portion of
funds to adequately evaluate similar interventions/projects, assess the impact and/or derive
lessons, which could form evidence-base for future planning. Such allocations could be part of the
donor-funded projects or could be allocated under the national M&E plan to fund independent
evaluations. BSS studies show that youth are at most risk initiating drug injection. Therefore,
preventive interventions among youth should remain strategic focus under new NSP; however
careful approach to the design of actual interventions seems necessary.

Furthermore, general stigma towards MARP and HIV infected people, prevent delivering effective
interventions and remain to be a major obstacle for the national response. Formative and
operational research seems to be essential to evaluate these barriers, their nature and identify
possible solutions/interventions, which could help reduce stigma and deliver effective services to
those in need.

National response under NSP 2006-2010 has almost ignored the needs of uniform services.
According to stakeholders, in a given context their needs are not critical and could be regarded as
irrelevant for the time being. Similar conclusions could be made about the HIV prevention in a
workplace, with the exception of health care providers, in which risk of contracting HIV is still high,
knowledge levels are low, and use of general precaution measures are not evident.

It is obvious that National efforts aimed at prevention of HIV spread are showing initial positive
results. However, attained outcomes yet do not offer ground for satisfaction. Further efforts are
vital. They have to capitalize on the accumulated knowledge and experience, have to increase
scale, but most importantly quality of the interventions, and primarily among MARPS. Priority
focus should be retained on IDUs and IDU prisoners, due to the size of these groups and due to
significant risk to HIV exposure.

HIV/AIDS TREATMENT

As of October 31% 2009, there were registered 2157 HIV/AIDS cases and 471 AIDS related deaths
in Georgia. Out of those still alive, 606 are undergoing ART treatment (see Table 1). Numbers of

r According to the national statistics newly diagnosed STI cases are decreasing during last 5 years due to lack of state
financing for this program. It is believed that the statistics does not reflect real distribution of STls due to significant
underreporting of cases and due to high prevalence of self-treatment. According to experts ~60% of STI cases are not
reported and registered in the national statistics.

11



those enrolled in the treatment have grown significantly with the help of the Global Fund. Free
treatment attracted more patients than expected under the National Strategic Plan (2006-2010).
Based on the recent Spectrum estimates, current coverage with ART amounts to 88% and is
slightly below 2010 target set under NSP 2006-2010(target >95%).

Table 1 Treatment of AIDS patients

2006 2007 2008 2009
No of patients on treatment 266 346 498 606
Estimated No of Patients (UNAIDS, Spectrum), n 349 443 556 686
Coverage Indicator (%) 76.2 78.1 89.6 88.3

Source: Infectious Diseases, AIDS and Clinical Immunology Research Center2009

While, Georgia achieved almost universal coverage with treatment, outcome is significantly lower
than NSP 2006-2010 target (see Table 2). Patient survival rates declined from 85% at 36 month for
the cohort of patients enrolled in treatment during 2005 (see yellow cells in the table below) to
69% among patients who started treatment in 2006 (see blue cells in the table). The rates are also
not favorable for 2007 cohort of patients (see pink cells in the table) with survival rate at 24 month
already down to 75% and obviously, fewer patients are expected to survive at 36 month.
Investments in ARV treatment will be wasted if survival rates for the patients are not improved
under the new NSP and if lives are not saved.

Gender-specific survival rates show significant difference between males and females (see Figure
3). While survival rates for females remain stable over past three years, rates for males decline
sharply. Such differences could be explained with several factors:

- Seventy one per cent of patients on ART are males and 74% of those are current or former
IDUs;

- National surveillance data shows that late detection mainly occurs among male IDUs,
consequently male cohorts who enter ART have AIDS with significantly lower CD count;

- International evidence proves that IDUs have significant adherence problems not only with
ART but also with any other treatment (including OST and treatment for Hepatitis “c”)e,

- Co-infection with HCV is common among men (60.8%), reaching 73.4% among IDUs and
resulting in significant proportion of deaths from end stage liver disease’

Table 2 Survival rates at 1, 2, and 3 years after enrolment in ART treatment

2005 2006 2007 2008
Survival at 12 month 87% 74% 83% 77%
Survival at 24 month - 87% 71% 75%
Survival at 36 month - - 85% 69%

Source: Infectious Diseases, AIDS and Clinical Immunology Research Center

Note: Colors identify the cohort of patients and the year of their enroliment in the ARV treatment

Consequently, high share of male IDUs in the treatment cohort along with cases detected at the
stage of AIDS seem to be most important factors explaining different survival rates among males
and females.

16 UNAIDS, AIDS Epidemic Update 2009, http://data.unaids.org/pub/Report/2009/JC1700 Epi Update 2009 en.pdf
7 Source: National HIV/AIDS Center
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In conclusion probably several factors explain poor treatment outcomes and suggest strategic
objectives for the new NSP:

Late detection reduces effectiveness of HIV treatment. Almost every second HIV case in Georgia is
detected with a delay and this trend has been stable for almost past five years. Therefore, scale-up
of ART treatment during 2007-2009 enrolled many of those that were detected with developed
AIDS disease, which worsened survival rate. BBS surveys show that awareness levels among
MARPs about VCT services are high (around 70-80%), but this knowledge is not translated into
behavior and actual testing rates, as stated earlier, are quite low (share of ever tested for HIV
among IDUs"®is around 25% and among MSM*- 41%). HIV testing rates increased among CSWs
(90-98%°) probably indicating better quality of preventive interventions and/or scale within this
group. Therefore, there is a need to increase HIV testing rates among IDUs and MSM, which could
help identify HIV infected at an early stage of infection, timely enroll in ART and improve
treatment outcome — save lives. A number of countries have successfully used a range of
approaches for these purposes and Georgia needs to learn from these experiences. Furthermore,
recent reforms in the health sector provide additional opportunities to pre-test for HIV all those
enrolling with the health insurance companies. This approach may help to reach out ~ 1.3 million
residents. Individuals infected with HIV could be enrolled in ART funded by the state or the Global
Fund. Thereafter, all those who will develop infection after enrollment in insurance, could be
treated at the cost of insurance companies. This approach may provide dual benefit: a) help
identify HIV infected timely and b) gradually shift responsibility for ART financing over to insurance
pools as opposed to state budget and/or donor. Proposed, strategy could be complemented with
the provider initiated counseling and testing. Proposed approaches are additional and cannot
replace the need for increased testing among MARPs.

Figure 3 Survival rates at 1, 2, and 3 years after enrolment in ARV treatment by Gender

Survival Rates after 1, 2 and 3 year of ART by Gender — Total e Another strategy for
—= Male early detection could be

90% —
’ 86% Female | strengthened HIV

A— ——A 86% i .
85% —— . surveillance: i.e. contact
84% . .

80% — tracing and quality

.\\ epidemiological investigation,
75% 799

’ which will play critical role in

70% 72% \ — detecting more cases and
65% ~g o timely enrolling in ARV
60% : : treatment. HIV surveillance
12 Month 24 Month 36 Month system is being improved in

Georgia, but effective

implementation of the surveillance regulations will rest on the well-trained and capacitated
individuals, who possess adequate resources (financial and infrastructural). Therefore, new
NSP needs to identify interventions that will help strengthen this critical function of the public
health system and ensure its sustainability. And finally, provider initiated testing at STI clinics,
narcology centers and TB facilities, will help increase number of those being tested and will
help uncover HIV at an early stage of infection.

'® Based on BBS studies conducted during 2008-2009
'® Based on BBS studies conducted among MSM in Thilisi in 2007
?®In 2008 - 98% in Thilisi and 92% in Batumi
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e Populations at most risk of HIV exposure, such as injecting drug users, face considerable
barriers to HIV treatment adherence. For active drug users it is essential to receive ART along
with OST. Better operational linkages between ART and OST, reduced barriers to both
treatments will be critical for improved treatment outcomes. However, punitive regulations
against drug use and weak operational linkages between ART and OST treatment sites pose
challenges, which have to be addressed in future.

e Finally, people living with HIV/AIDS are required to achieve high level of adherence to benefit
from antiretroviral regimens. However, adherence to treatments poses challenges for ART
sites. Several internationally recommended interventions have been put in place by the
national AIDS center that are aimed at facilitating adherence with the help of social workers,
monitoring drug dispatch frequency, etc. Furthermore, mobile units for the provision of
adherence monitoring are affiliated with AIDS treatment centers in 4 cities — Thilisi, Kutaisi,
Batumi and Zugdidi. Mobile unit consists of three persons: Physician, Nurse, and Driver.
Overall human resources of ART mobile units consist of 12 persons countrywide. Mobile units
aim at improving adherence to ART. Main functions of mobile units are monitoring of
adherence at home, through pill count, identification of pills by shape and color, etc. Mobile
units also help Identify barriers to adherence through in-depth interview/dialogue with the
patient, solving these barrier/problems through discussion involving primary physician and
social workers if necessary. During 2009 these mobile units reached 266 patients and
conducted 576 outreach visits (i.e. on average 2.17 per patient)?’. Annual cost of operating
these units amounted to USS 319 per patient or USS 147 per home visit. Although formal
research to assess the effectiveness of ART mobile units has not been conducted, indirect
measures to evaluate outcomes are available: i.e. adherence of 82% in 2008 increased to 93%
in 2009. In addition out of 81 patients who discontinued treatment 42 re-started and
currently are on ART?.

Beyond stated reasons, there are factors related to clinical care, which also deserve attention.
Leading cause of death among AIDS patients still remains to be TB and end stage liver diseases
24% and 18% respectively. In 11.7% of death cases the AIDS center suspects atypical
mycobacterium and fungal diseases, but they could not be confirmed due to lack of necessary
laboratory capacity in the country. Almost every second HIV infected individual is co-infected
with TB (active or latent) and 48% have hepatitis “C”. Under NSP 2006-2010, Georgia increased
HIV testing among TB patients; joint TB/HIV strategy for 2007-2011 was developed and clinical
guidelines for managing TB and HIV co-infection were elaborated. Trainings and refresher
trainings for VCT were provided to TB doctors. Consequently, testing rates among TB patients
increased from 13% in 2006 up to 46% in 2008 and national TB program started detecting up to
20% of annually detected HIV cases.

Detected HIV and TB cases undergo free ARV and anti-TB treatment funded by the state and the
Global Fund, however free treatment for other co-infections and diseases are not available.
Therefore, when accessing general medical services, PLWH face financial access barriers similar
to those seen among general population. Unfortunately, these problems cannot be resolved only
for PLWH. However, recent health sector reforms aim at increasing the number of individuals
covered with the health insurance program. Insurance is seen as a mean to reduce/remove
financial access barrier. PLWH would significantly benefit from such insurance coverage, however

2! source: Infectious Diseases, AIDS and Clinical Immunology Research Center2010
22 .
Ibid.
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yet HIV/AIDS is not insurable risk, because significant part of personal services for this group is
funded either by government or by donors. In a given context it becomes important to assure
that gradually PLWH will be covered under insurance program and such coverage will not only
provide free ART and TB treatment, but will also finance other medical services, which patients
may require.

Beyond financial access barriers, stigma and confidentiality issues also place important access
barriers for PLWH. PLWH are afraid that medical staff will reveal their status to other people in a
community. In addition, there are reports that some medical providers reject patients after
learning their status®. Therefore, under the new NSP special attention has to be placed on
reducing stigma and primarily among healthcare providers.

CARE AND SUPPORT FOR PLWHA

Since 2008, Georgia established four centers with ten beds placed in Thilisi, Kutaisi, Batumi and
Zugdidi for palliative care purposes. Besides there are five teams (two in Thilisi and one in each
location) that offer home-based services to those in need. The main goal of this service is to
relieve suffering and improve the quality of life for persons who are living with or dying from a life-
threatening illness. Hospices provide wide-range medical care depending on underlying disease,
and patients are ensured with appropriate nutrition. Mobile units provide home-based medical
care, which may include post-operative care, administration of medicines, transfusions, etc. In
addition, mobile units, through non-medical component, offer psychological counseling for
patients and their family members.

During 2009, total 60 patients were hospitalized, 340 patients received home-based support and
mobile teams conducted 637 home visits to these patients. In 2009 annual cost of running hospice
services amounted to USS 1,887 per patient or USS 185 per day of patient stay at the hospice.
Annual cost of running mobile services amounted USS 179.6 per patient visit®*.

In addition, nutritional support was secured through World Food Program (WFP) and monthly
beneficiaries on average amounted to 210 individuals. Operational research revealed that food
supplementation had shown positive impact on the treatment adherence.

GFATM supported activities for HIV/AIDS have helped creating social networks through HIV self-
support centers. These centers were established in Thilisi, Kutaisi, Batumi and Zugdidi and employ
10-13 counselors throughout the country including 4 in Thbilisi and 3 at each regional Center. These
centers allowed PLWHA to meet and exchange information, better understand their health
problems and eventually become more open about their HIV status. Currently self-support
networks offer psychosocial support through peer groups as well as through trained psychologist
and hot-line services.

Contribution of self-support network is highly valued among PLWHA:

“... | met other infected people in the center, now | can share my problems
with them and as a result, | do not consider my own status the biggest

2 Curatio International Foundation, 2008, Effects of GFATM on Georgia’s Health System Development.
www.curatiofoundation.org

** Source: Infectious Diseases, AIDS and Clinical Immunology Research Center2010
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problem as earlier. | am trying to help others and overcome these difficulties
together with them...””

These projects are being supported by the Global Fund grant and their sustainability in future
poses major challenges. Therefore, new NSP has to give significant attention to identifying
sustainability dimensions and if required scaling geographic scope of such networks. Furthermore,
greater involvement of people living with or affected by HIV/AIDS (GIPA) in various aspects of the
national response should form the backbone for the new NSP.

FUNDING NATIONAL RESPONSE

Financial analysis of the national response reveals that over the period of three years (2006-2008)
national program was well resourced and received USS$ 19.3 million, which was 4.5% more than
originally planned. The Global Fund grants were the single most important funding source
rendering 59% of overall financing. Government spending has been growing steadily, but its share
stood around 12% of annual funding for HIV/AIDS. Scaling up of various preventive and curative
interventions have significantly increased annual cost of the national program, which grew from
US $ 5.2 million in 2006 to USS 8.0 million in 2008. Further increase in the annual cost of the
program is expected due to: a) the need to improve quality and increase scale of preventive
services; b) due to recently issued WHO treatment guidelines, which would result in increasing
number of patients on ART?® as well as increasing unit costs of treatment due to suggested
changes in drug regiments.

Projections for 2010-2012 show that share of the Global Fund in total HIV/AIDS financing will
further increase up to 73%>’, which is above the Global Fund’s eligibility threshold for Georgia®®.

Therefore, country is faced with the
Figure 4 Funding by strategic priorities of NSP risk of losing future TGF funding for
HIV/AIDS if state budget financing
| | | | will not increase by at least US $ 4-5

2008 53% % . . .
‘ ‘ # million per annum. Risk of accessing
TGF grants further increase in light of
2007 63% 4% . . . .
‘ ‘ ‘ + global financial crisis and the TGF
board decision for Round 10 to
2006 61% ¥l . e . .
| | | +3 introduce new prioritization rules,

which would adversely affect lower-

0% 20% 40% 60% 80% 100% ) ) ) )
middle income countries with
u Surveillance Prevention concentrated HIV epidemic_
@ Treatment, care & support w Governance & advocacy Therefore, advocating for increased

national financing becomes very
important under the new NSP.

 Curatio International Foundation, 2008, Effects of GFATM on Georgia’s Health System Development.
www.curatiofoundation.org

2 According to National Infectious Diseases, AIDS and Clinical Immunology Research Center number of patients on
ART is expected to increase from 606 in 2009 to 1,210 in 2011 and 1,630 in 2013.

*’ These estimations are based on already approved Global Fund financing and estimates from various sources. They
also assume that government funding will increase with the pace observed during past several years.

8 The Global Fund - Country Eligibility Criteria http://www.theglobalfund.org/en/eligibility/?lang=en
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Analysis of NSP spending by strategic priorities revealed that share of funds spent on treatment
and surveillance are increasing at the cost of declining share for prevention (see Figure 4).
However, this decline should be interpreted cautiously, because in actual dollar amounts
prevention received more funds than budgeted under NSP 2006-2010.

In addition, comparison of budgets with actual spending show that funds were not disbursed
according to NSP priorities resulting in under funding on some priorities and overspending on
others. Such discrepancies highlight the need for improved planning and budgeting and for
improved coordination. National M&E framework will be a critical precondition for such
improvements to occur. Therefore, it is essential to develop and implement national M&E
framework under the new NSP as well as equip CCM with effective administrative
tools/mechanisms (regulations and decrees) that will help influence performance of the executive
branch of the government and other stakeholders involved in the national response.

3. STATE OF HIV/AIDS INFRASTRUCTURE AND AVAILABLE HUMAN
RESOURCES

National response under NSP 2006-2010 is being delivered through joint efforts of public, private
and non-governmental sector. As a result of recent investments (public, donor and private) the
service delivery capacity increased significantly but some challenges still remain.

VOLUNTARY COUNSELING AND TESTING SERVICES

As of December 2009 there were 32 VCT sites in Georgia and 12 new VCT centres will become
operational since 2010. Five VCT sites serving youth and supported by the Global Fund seized
operations in December 2009, but further support is expected from USAID funded project. These
centres employ 107 trained consultants. Out of those only 22 individuals are involved in state
funded VCT sites and others are funded through donor-supported projects.

As of 2009 a total of 10 VCT sites were operating in the detention facilities and additional eight
sites are expected to open in 2010, which will assure 100% coverage of all penal facilities in the
country.

The data about operation of these sites is very limited, though some conclusions from the
available evidence could be drawn. Namely, during 2009 there were 128,000 HIV tests conducted
in the country out of which 109,000 were among the groups (pregnant, blood donors, military)
that did not receive counselling. If all remaining tests were through VCT sites the workload per
employed person would amount 1.42 contacts per day. Therefore, currently installed capacity for
VCT is significantly higher relative to current workload and has ample room to increase volume of
services without further investments in capacityzg.

Besides these sites there are two mobile laboratories funded by USAID and Oxfam/Novib and
being operated by NGO “Tanadgoma.” Medical Mobile Laboratory services are reaching out for
risk groups in Thilisi and West Georgia (Kutaisi and Batumi). During 2009 these two laboratories
contributed 14% of all tests among groups at high risk. Estimated annual recurrent cost of
operating such laboratory is SUS 14 per person tested.

*° conditioned that current knowledge level of those employed at VCT sites meets expected standards, which was not
evaluated during the process of NSP production.
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DRUG DEPENDENCE TREATMENT SERVICES

During 2008 there were only six providers (in public and private sector) that offered Drug Free
Treatment with total bed capacity up to 60 beds. During same year these clinics served 841
patients with detoxification services and limited psychological rehabilitation. In 2009 number of
these clinics declined to five. All clinics are located in Thilisi with the exception of one, which is
serving Batumi. Up until 2009 Drug Free Treatment was not subsidised by the state and cost of
treatment ranged between USS 1,100 — 1,500. Prohibitive high cost along with geographical access
barriers, pose significant challenge to those in need. During 2009 state provided funding for 78
patients, which is negligible compared to the needs and fate of this program in 2010 is not known.

Rehabilitation services are at an early stage of development. Currently there is only one centre in
the country and several small units offering only day care services. However, funding for these
centres is very limited and qualification of staff questionable. Georgian Orthodox Church operates
ten sites that receive patients after detoxification, however their cumulative capacity is fairly small.

There are plans to construct long-term rehabilitative facility not far from capital city, with the
capacity to host 80 individuals. However, these plans are not yet adequately resourced.

All of this indicates significant shortage of actual capacity (infrastructure and human resources)
that is required to develop and deliver adequate drug free treatment and rehabilitative services to
those with drug addiction.

CLINICAL SERVICES

Specialized clinical services for HIV/AIDS are represented by the National HIV/AIDS centre in Thilisi
and regional AIDS centres located in Kutaisi, Batumi and Zugdidi. These centres operate:

- Inpatient departments with 22 beds (18 located in Thilisi and two in each region, with the
exception of Kutaisi that will install beds in 2010). In 2009 these facilities served 385
patients, with average length of stay 12 days and occupancy rate 57%.

- Outpatient departments delivered 11,570 visits during 2009 or 3.29 visits per FTE® (Full
Time Equivalent) per day (or 109 minutes of staff time per patient)*".

- Laboratory departments, which performed 14,939 tests or 4.0 tests per FTE* per day.
Obviously the daily workload for lab-physician at the National HIV/AIDS centre was higher
4.8 tests per day compared to regional ones 0.8 tests (CD4 count) per day.

- Besides these departments, the National AIDS centre also operates division of
epidemiology involved in treatment and care services and carrying out following functions:
counseling, management of patient database and fulfilling social worker functions.
Epidemiologist and counselors serve as a link for establishing HIV related clinical care.

* For ratio estimation only full-time staff (doctors and nurses) were taken into account and only 6-hour day was
factored in calculation. Visits included ART and outpatient visits, both. The data for calculation was provided by the
National HIV/AIDS centre.

*' The same ratio if only doctors are used amounts to 5.12 outpatient contacts per day per doctor with average
duration of the visit 70 minutes.

For ratio estimation only full-time laboratory staff (12 in Thilisi and 1 in each region) were included. Calculation included only
number of HIV screening/confirmation tests, and three major tests employed for the disease monitoring (CD4 count, viral load and
HIV drug resistance)
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Epidemiologists along with a social worker and mobile units work to identify patients
missing clinical appointments or those who are lost to follow-up to bring them back to the
regular clinical care. The unit employs ten FTEs and during 2009 conducted 9,191
counseling (or 12 sessions per counseling FTE per day) and served 460 individuals with the
help of a social worker (or 1.84 patients per day)®.

- Capacity for palliative care provision and for ART mobile units were described earlier in this
report.

The fourth regional centre operates in conflict region of Abkhazia. Sokhumi centre provides only
outpatient services. Facilities are equipped with equipment for performing CD4 counts. Setting-up
the virology diagnostic component of the laboratory is planned in 2010.

Staff of the centre consists of 4 full-time positions: 2 physicians, 1 nurse and 1 lab-physician.
During 2009 this centre provided ART to 65 patients, served 580 outpatient visits, performed 337
CD4 counts and 187 HIV screening tests.

Human resources countrywide involved in the clinical care provision throughout the country are
detailed in table 3.

At present, the building of the National HIV/AIDS Centre — country’s referral institution is in a poor
condition — the AIDS in-patient department is accommodated in the air-borne infection
department of the infectious hospital, which poses additional risks for AIDS patients for
contracting highly contagious microorganisms. Outdated facility was not designed to prevent risk
of transmission of TB to other patients and health-care workers. Absence of a ventilation system
and negative pressure rooms increases the risk of

nosocomial transmission in the facility. In a given Table 3 Human Resources for AIDS clinical care countrywide

situation, while HIV infected individuals are at Staff Category No.
greater risk of progression from latent TB to [|-Clinicalpersonnel 38
. . : Physicians, full-time 14
active disease, severely immunosupressed Physicians, part-time 5
patients, those hospitalized patients, who become Nurses 13
. . . Aides 6
newly infected with M. tuberculosis, have an even 3
. . ) . ab personnel 21
greater risk for developing primary active TB. Lab-physician 16
. . Supporting personnel 5
Laboratories at current state do not comply with | Epidemiology division 10
bio safety level Il requirements, including Epidemiologist 3
. . . Counsellors 3
ventilation, lockable doors, furniture, etc. The 5
. atabase management group 3
Centre does not have bio safety level Il Social worker 1
laboratory, which is essential for performing | ARTmobile units 12
M b . d h highl Palliative care 40
assays on ycobacterium and other highly Hospice e
contagious microorganisms. The country lacks Mobile units medical staff 12
capacity to implement several laboratory Mobile units non-medical staff 12
. A Self-support centres 13
methods such as laboratory diagnostics of non- [ToraL 134

tuberculosis mycobacterium and fungi, blood
tests for diagnosing latent TB. Novel diagnostic tools for the monitoring of ART are also not
available.

The National HIV/AIDS centre in Georgia lacks instrumental diagnostic capacity such as CT, MRI. X-
Ray, which prevents from making accurate diagnosis and providing appropriate treatment of AIDS-

** Source: Infectious Diseases, AIDS and Clinical Immunology Research Center2010
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and Non-AIDS related conditions at this clinical site. The AIDS service also lacks endoscopy
diagnostic capacity (gastroscopy, bronchoscopy, colonoscopy), and ultrasound for cardiovascular
diseases (CVD). The latter represents barrier for the effective management of cardiovascular
complications of AIDS and ART. Although these diagnostic capacities are available in close
proximity to the National HIV/AIDS centre, transportation of AIDS patients is not usually possible
because of infections control issues, severity of the patients’ condition and financial burden.

4. HEALTH SECTOR REFORM CONTEXT

The health sector in Georgia is undergoing a profound re-structuring that would affect all levels of
service delivery and financing, including for HIV/AIDS. New reforms address the problem of out-of-
pocket payments that have emerged as significant financial access barriers to care. These barriers
exist for PLWHA when they seek non-specific treatment. Since 2007, government introduced a
voucher system for most poor layer of the society, which is 100% funded out of state budget.
Population exchanges these vouchers for insurance policy at the private insurance company of
their choice. Insurance premiums for this coverage are fully paid by the government and most
services included in this package are not subject to patient cost sharing. During 2009, this program
expanded to the next layer of the society, where government subsidizes 70% of the annual
premium and the remaining is paid by the individual/family. Beyond these schemes certain
occupation groups (teachers, police) have purchased insurance for their staff out of their own
budgets. Because of these reforms towards the end of 2009 Georgia already had 1.3 million
individuals (or almost third of the population) insured under various schemes.

There are long-term plans to create universal state health insurance program and enrol all
population in it. This insurance program is expected to cover all basic medical services for the
individual, which potentially could include HIV/AIDS, TB and other diseases that affect HIV infected
individuals. Therefore, in a long-term perspective, NSP 2011-2016 has to make decision about
retaining and funding HIV preventive and curative services solely out of public funds or thinking
and integrating HIV care and financing in the insurance package and eventually paying for these
services out of insurance risk pools.

Furthermore, Government embarked on large-scale privatization of the service provider network
and has already sold significant stock of medical facilities including PHC and hospitals countrywide.
As a result, private sector providers are emerging and they are being contracted and reimbursed
for service provision by private insurance companies and/or public purchaser (for the time being).
This new context defines new role for the public sector during years to come, which is protection
of public health through funding and providing public health services aimed at groups of
population. Therefore, NSP 2011-2016 is faced with the challenge of defining which part of the
national HIV/AIDS institutions (diagnostic and treatment sites) have to be retained by the state
and which part could be transferred to private ownership and how these services will be planned,
funded and provided. These decisions will obviously have to touch upon the laboratory network
for HIV/AIDS diagnosis and confirmation, facilities involved in safe blood provision, providers
offering OST, ART and other specific preventive and curative services, etc.
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5. PROGRAM GOAL AND OBIJECTIVES
Based on the presented analysis following emerge as a priority for NSP 2011-2016:

Overarching Goal of the National Strategic Plan for 2011-2016 is to stabilize epidemic growth,
primarily within the most-at-risk population and improve health outcomes for PLHA, through

improved coordination and strengthened advocacy of the national response.

In order to achieve this goal NSP has to concentrate on following strategic objectives:

1. Enhance coordination and advocacy efforts of the national response;
2. Improve quality and increase scale of preventive interventions;

3. Maintain universal access to ART and improve treatment outcomes;
4. Assure adequate care and support for the PLHA;

5. Strengthen Health System capacity for effective HIV response.

Each strategic objective, its targets, relevant strategic priorities and interventions are elaborated
later in this document.

Expected outcomes from effective implementation of NSP are:

By 2016 HIV prevalence among MARPS is contained under 5%

By 2016 HIV prevalence among pregnant is contained under 0.04%
Rate of late HIV detection is reduced from 46% to 25% by 2016
By 2016 survival rate at 12month of those on ART is > 85 %

6. IMPLEMENTATION PRINCIPLES

This National Strategic Plan builds on “Three Ones” principle to which Georgia is signatory.
Country has already established and single national coordinating body — CCM for the national
response to HIV and AIDS. Current document serve the purpose of a single national action plan in
response to epidemic and proposes finalization to single national M&E framework.

In addition, the national strategic program implementation will be based on the following
principles:

% Continuum of prevention, testing, early detection and timely enrolment into treatment with
the objective of saving lives, is the main principle for the national response;

3

25

All activities will promote, protect and respect human rights and assure gender equality and
greater involvement of people living with or affected by HIV/AIDS;

¢ Implementation will be based on close and fruitful cooperation between government, non-
government and private sector, which will be founded on the principles of transparency,
partnership and mutual confidence;

% Focus will be retained on reducing access barriers (i.e. legal, geographical, financial, cultural)
to preventive, curative, support and care services;
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Peer driven models will be widely used in order to promote a supportive and enabling
environment for vulnerable groups and help them engage in and benefit from the
interventions planned under the national program. The concept of a supportive and enabling
environment will recognize that “the most effective responses to the epidemic grow out of
people’s action within their own community and national context.”**

s Better quality preventive interventions will achieve coverage and intensity necessary for
making critical difference in controlling the infection spread. Preventive interventions will also
aim at increasing testing rates among risk groups as well as at the clinical settings by
promoting Provider Initiated Testing in narcology, STI, TB clinics and ANC centres;

¢ Interventions will be differentiated and locally adapted to the relevant epidemiological,
economic, socio-cultural and health sector context in which they are to be implemented. In
Georgia, this includes taking into account the reforms taking place in the country, ensuring
that the interventions are designed to fit the reform directions, with activities tailored to the
needs of local populations (including ethnic minorities), using activities, messages and
channels based on community knowledge and culturally sensitive to community beliefs;

** HIV prevention will be supported with evidence, based on what is known and proven effective
from all available data, and the generation and use of the new country-specific evidence will
be expanded and strengthened;

*» Where national capacity is lacking external technical assistance will be mobilized to achieve
relevant design and adaptation of interventions to the existing socio-cultural, political and
economic context and/or for generating new evidence.

7. PROGRAMMATIC ACTIVITIES AND EXPECTED RESULTS

The proposed programmatic activities are grouped around five strategic objectives listed in
Section 5. The brief description of the planned interventions and expected outcomes are provided
in this section. However, more details per each activity are available in the Annex 1.

STRATEGIC AREA 1: ENHANCE COORDINATION AND ADVOCACY EFFORTS OF THE NATIONAL RESPONSE
Three strategic objectives are envisioned under this area:

Strategic Priority 1.1 - Increase capacity of the CCM's secretariat and enable with the required
systems/instruments that assure effective implementation of the coordinating function. This would
require:

a. Developing new CCM bylaws, in line with the provisions of recently adopted Law on
HIV/AIDS, and equipping CCM with the needed regulations-instruments required for
effective execution of its roles and responsibilities;

b. Increasing capacity of the CCM's secretariat through regular participation in HIV/AIDS
related events/conferences on an international and regional level and through assuring
sustainable financing and provision of the needed technical assistance.

c. Developing, implementing and fully operationalizing one M&E framework for the country.
For this purposes Georgia will strive to: i) assure sustainable functionality of the national
HIV/AIDS surveillance program, which renders critical epidemiological and programmatic

** Handbook for Legislators on HIV/AIDS, Law and Human Rights. Geneva, UNAIDS/IPU 1999.
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information about national response; ii) develop national M&E framework for HIV/AIDS
and its implementation arrangements; iii) conduct required operational research to inform
policies and practice.

Strategic Priority 1.2 - Assure adequate financing of HIV/AIDS interventions, to guarantee quality
prevention, diagnosis and treatment services. This would entail:

a.

Provision of technical assistance to the MoLHSA for improved budget planning in close
collaboration with the Ministry of Finance (MoF) ensure sustainable financing of the
HIV/AIDS services;

Provision of technical assistance to the MoLHSA for exploring opportunities and
developing recommendations for inclusion of HIV/AIDS coverage under insurance schemes;
Conducting economic evaluation of various preventive and curative interventions to
inform resource allocation decisions and to conduct National AIDS Spending assessment
and financial gap analyses to inform policy decisions.

Strategic Priority 1.3 - Carry out necessary advocacy to create conducive environment for national
response. This advocacy will aim at:

a.

Reducing legal and regulatory barriers for drug users and prisoners through: i) support to
multisectoral group working on legal and regulatory issues stemming from criminal code
and concerning IDUs and prisoners; ii) technical assistance to related ministries for
elaborating policies aimed at eliminating legal barriers to effective HIV/AIDS interventions
among IDUs and prisoners; iii) organizing policy forums and roundtable meetings for all
stakeholders to discuss policy alternatives;

Mounting advocacy focused on stigma and discrimination, primarily among the health
care providers. This would include: i) conducting operational research aimed at identifying
key factors related to stigma and developing evidence-informed interventions; ii) planning
and implementing adequate interventions aimed at combating stigma among the health
care providers; iii) building media capacity to ensure effective communication of HIV
related messages and iv) organizing effective information campaigns to build public
support.

Greater involvement of people living with or affected by HIV/AIDS (GIPA) in the national
response through: i) establishing grant programs for PLHA to support advocacy efforts,
peer education and networking; ii) improving information availability for PLHA on the
HIV/AIDS national response; and iii) developing training materials and conducting trainings
for NGOs as well as governmental agencies on how to implement GIPA principles.

Strategic Area 1 - Expected outcomes from effective implementation are:

- Coordination of the national multi-sectoral response is effective and is based
on the operational and strategic information, which is available for strategic
and operational decision making;

Adequate resources are mobilized and required investments assured for the

delivery of quality prevention, treatment, care and support services;
Supportive policies, along with changed societal attitudes and greater
involvement of affected communities, provides conducive environment for
the national response.
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STRATEGIC AREA 2: IMPROVE QUALITY AND SCALE OF PREVENTIVE INTERVENTIONS

Comprehensive set of preventive interventions is envisioned under the program. Primary focus
will be on preventing HIV spread among most-at-risk population by providing comprehensive
preventive services. However, this will be complemented with prevention of infection spread
within health care settings, through preventing vertical transmission and through reducing youth
vulnerability to drug use and sex and consequently to HIV. Therefore following strategic objectives
have been defined for this area of work:

Strategic Priority 2.1 - Prevent HIV spread among most-at-risk population (IDUs; CSWs; MSM;
Prisoners and MARA). This strategic priority will aim at increasing scale, scope and quality of
preventive interventions in those geographical locations that are already functional. Broadening
geographical focus will occur if and when epidemiology points toward the need. Prevention
activities will also aim at increasing share of those tested on infection by emphasizing importance
of VCT. In order to deliver adequate preventive services following is envisioned under NSP:

a. Increase the scale and scope of integrated preventive interventions, which will be
achieved through: i) providing VCT services and increasing uptake of HIV testing among
MARPs (including MARA); ii) scaling up Agonist Maintenance Therapy (AMT) for IDUs; iii)
expanding drug dependence treatment services, which are currently in short supply; iv)
implementing needle exchange and other harm reduction services and increasing access to
preventive commodities with the help of peer-driven interventions and v) developing and
implementing effective Behaviour Change Communication (BCC) strategies utilizing
multiple channels of communication. Implementation of these activities will be
accompanied with trainings aimed at upgrade of professional skills for staff of AMT, VCT,
drug dependence centres.

b. Improve the quality of preventive interventions through: i) developing and implementing
standard national guidelines for preventive interventions that will aim to standardize
minimal set of interventions and their quality and ii) through monitoring and evaluating
effectiveness of HIV preventive interventions in order to adjust programmatic decisions-
interventions. This monitoring will be informed by client views to feed back and adjust
interventions focused on quality improvement.

Strategic Priority 2.2 - Prevent HIV transmission within health care setting

a. Enhance Blood Safety through: i) assuring that all donated blood is screened in a quality
assured manner and ii) promoting voluntary donorship. This area of work envisions
development of state regulations and policies on donor blood testing, external quality
assurance and for new approaches of financing safe blood production described under the
Strategic Priority 5 - health system-strengthening component of the NSP.

b. Reduce post-exposure HIV transmission primarily within health care setting, where risks of
being exposed are the highest. This will be assured through provision of education and PEP
treatment to all health care workers in the country.

c. Implement provider initiated testing (PIT) in clinical settings will aim at increasing number
of those that are tested in order to early detect infected individuals and timely enrol in
treatment, if required. In order to increase PIT following will be accomplished: i)
developing standards and guidelines for PIT; and ii) implementing PIT in narcology, STI, TB
clinics and ANC centres (TB and ANC already covered by routine surveillance) in order to
increase number of those tested; iii) providing trainings to health care workers of the
relevant institutions.
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Strategic Priority 2.3 - Prevent Mother-to-child HIV transmission through:

d. Reducing HIV transmission from mother-to-child by i) assuring universal screening of all

pregnant women for HIV; ii) providing preventive ARV treatment to all HIV positive
pregnant and iii) providing preventive ARV therapy and social care to all newborns.
Improve the quality of PMTCT program through i) whenever feasible integrating PMTCT
program with existing Perinatal Hepatitis B Prevention Program, also funded and
implemented by the state; ii) updating PMTCT guidelines and iii) providing training in
PMTCT to health care workers of the relevant institutions. Integration of PMTCT services
will be preceded with operational research, which should help identify current
implementation bottlenecks and address those during integration.

Strategic Priority 2.4 - Reduce Youth Vulnerability to HIV. This strategic priority will be addressed
by enabling young people protecting themselves and their peers from HIV Infection through: i)
developing and implementing effective BCC focused on youth; ii) advocating for integrated drug
and HIV prevention training course into National Education Plan and iii) developing and
implementing Drug-Free School Policies.

Strategic Area 2 - Expected outcomes from effective implementation are:

HIV prevalence among MARPS is contained under 5% by 2016
HIV prevalence among pregnant is contained under 0.03% by 2013 and under 0.04%

by 2016
The rate of late HIV detection is reduced from 46% to 35% by 2013 and to 25% by
2016

STRATEGIC AREA 3: MAINTAIN ACCESS TO ART AND IMPROVE TREATMENT OUTCOMES

Assuring adequate coverage with ART and improving treatment outcomes for man and women
alike receives strategic importance under this program. This will be achieved through:

a.

Maintaining and, if possible, increasing current access levels to ART that will be achieved
through: i) providing ARVs to all patients in need; b) providing regular laboratory and
clinical examination of patients in treatment and c) maintaining treatment and care
services in conflict region of Georgia — Abkhazia, where currently several dozen patients
depend on the support offered and provided from Georgia proper.

Improving treatment adherence among patients on ART through: i) providing home-based
adherence monitoring and support and ii) integrating HIV and TB services to offer one stop
service to the patients. For both areas operational research will be carried out to identify
areas for improvement as well as possibilities for integration, which should help patients
access and receive treatment.

Strengthening ART management capacity through: i) implementing modern hi-tech
laboratory tools (equipment and diagnostics) for ART monitoring; ii) implementing HIV
drug resistance (HIVDR) prevention and assessment; iii) updating regularly clinical
guidelines using emerging scientific evidence; iv) implementing clinical audits; v)
maintaining HIV/AIDS clinical database, which helps monitoring treatment process and
outcomes and vi) training necessary human resources for curative HIV/AIDS services.
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d. Scaling up management of opportunistic infections (Ols) and other co-morbidities
through: i) investing in modern instrumental diagnostics (CT scan, MRI, X-ray, ultrasound
and other equipment); ii) improving management of latent and active Tuberculosis; iii)
developing capacity for management of infections caused by non-tuberculosis
mycobacterium, fungi and HPV; iv) improving management of HIV/HCV co-infected
patients by offering HCV treatment up to 110 patients a year; v) providing management
(prevention, diagnosis and treatment) for other common Ols and vi) providing in-patient
care for all patients in need.

Strategic Area 3 - Expected outcomes from effective implementation are:

- Throughout program implementation 95% of those that require treatment receive
ARVs.
By 2013 survival rate at 12month of those on ART is above 85% and maintained at
this level
By 2013 survival rate at 24 month of those on ART is above 80% and maintained at
this level
By 2013 survival rate at 36 month of those on ART is above 75% and maintained at
this level
Treatment adherence rate for patients on ART are maintained above 95% throughout
the program implementation.

STRATEGIC AREA 4: ASSURE ADEQUATE CARE AND SUPPORT TO THE PLHA

NSP 2011-2016 aims at assuring current level of care and support to PLHA. Although, needs driven
expansion is also envisioned for future. Continuous care and support services will offer: i)
counselling and psychological assistance to adults and children; ii) palliative care services (both
institutional and home-based); iii) nutritional support to all those in need and iv) trainings to
specialists involved in care and support services.

Strategic Area 4 - Expected outcomes from effective implementation are:

- Share of PLHA that have access to free basic external support (including health,

psychological or emotional and other social and material support) is increasing.

STRATEGIC AREA 5: STRENGTHEN HEALTH SYSTEM CAPACITY FOR EFFECTIVE HIV RESPONSE

Some activities, which are essential for adequate national response to HIV epidemic, could also
significantly contribute to health system strengthening in Georgia. Therefore, all those
interventions, which may have impact beyond HIV response have been collected and presented in
this strategic area of the NSP. Health system strengthening activities will focus on two strategic
priorities: a) strengthening regulatory system to assure higher quality services in the health care
settings and b) assuring necessary investments in human resources and in infrastructure. Details of
these priorities are spelled out below:
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Strategic Priority 5.1 - Strengthen regulatory system and assure higher quality services in the
health care settings is expected to be achieved through following strategic objectives:

a.

Develop and Implement new regulations for Blood Safety — this will aim at: a) developing,
implementing and enforcing state regulations for Laboratory Testing Standards mandatory
for blood safety; b) developing and implementing accreditation standards for blood and
blood product producing units, which would include mandatory provisions for professional
liability insurance for both private and public institutions; c) developing and implementing
state regulations for Laboratory Quality Assurance (QA). These regulations will be for all
laboratories in the country, including HIV/AIDS labs involved in blood testing for donated
blood as well as for VCT and/or PIT. These requirements are intended to facilitate
implementation of overall QA system for labs, which would also include External Quality
Assurance; d) assisting MoLHSA with the elaboration and implementation of mechanisms
geared towards transition from state/donor financed safe blood programs towards the
system of sustainable self-financing.

Develop and implement QA regulations for medical facilities for infection control. These
regulations will be aimed at improving overall infection safety within all health care
facilities in the country. This will be achieved through: a) development and implementation
of mandatory state regulations for infection control within health care setting, which along
with other infection control regulations would also include "Universal precautions" aimed
at preventing transmission of HIV, hepatitis B and C, and other blood or body fluid borne
pathogens and b) enforcement of these regulations through facility accreditation system.

Strategic Priority 5.2 - Assure necessary investments in the infrastructure and human resources.

a.

Strengthen Human Resource capacity for quality preventive and curative HIV services.
This objective will be achieved through trainings described in the previous sections of the
NSP under different strategic priorities (see Annex 1 for details). Furthermore, NSP will set
aside funds to assure participation of Georgian specialists in various international forums
related to HIV/AIDS.
Assure necessary investments in the infrastructure, which is required for curative and
preventive services. For these purposes investments are planned for:
Developing adequate physical infrastructure for AIDS treatment facilities in Tbilisi and in
three regions of Georgia, which includes:
- Construction of AIDS hospital in Thilisi;
- Refurbishment of three AIDS treatment facilities in the regions
- Equipping and furnishing these facilities with diagnostic and clinical laboratory
equipment (e.g. CT Scan, MRI, X-ray, etc.)
Based on the needs assessment developing physical infrastructure for HIV prevention
services, which includes:
- Refurbishment of VCT centres in the regions
- Establishment of mobile laboratory for IDUs
- Refurbishment of facilities for Agonist Maintenance Therapy
- Refurbishment of Agonist Maintenance Therapy centres in prisons
- Construction/refurbishment of drug dependence residential treatment centres
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Strategic Area 5 - Expected outcomes from effective implementation are:

- Laboratory Quality Assurance system is effectively functioning in the country and

assures high quality tests in the accredited facilities;
- Quality of curative and preventive services for HIV is improved due to enhanced
infrastructure and trained human resources.

8. IMPLEMENTATION TIMELINES AND RESPONSIBLE INSTITUTIONS

Detailed list of activities and sub-activities proposed for each strategic priority is provided in the
Annex 1. The table also offers information about responsible institutions and collaborating
partners.

One of the key principles for NSP implementation will be close collaboration between government,
non-government and private sector. The role of civil society played thus far: for advocacy, for
delivering preventive interventions to groups at-most-risk, for delivering care and support services,
etc. will be further expanded under the current NSP. The Government of Georgia recognizes that
without effective engagement of civil society and without broadening their role, state response to
epidemic will be inadequate.

Furthermore, the responsibility for providing an effective HIV/AIDS response will be divided
between various state institutions and agencies, which will include:

a) The Country Coordinating Mechanism that encompasses function of AIDS
National Coordinating Authority will assume responsibility of leading and
coordinating national response on operational as well as on a strategic level;

b) The Ministry of Labour, Health and Social Affairs, which will oversee the delivery
of health care services and development and implementation of national
policies-regulations;

c¢) The Georgia Health and Social Projects Implementation Center, which will
manage funds from the Global Fund and projects funded from these resources;

d) The National Center for Disease Control and Public Health (NCDCPH)-which has
primary responsibility for HIV surveillance; and

e) The Infectious Diseases, AIDS and Clinical Immunology Research Center-sole
provider of AIDS treatment services and coordinator for care and support
services.

9. PROGRAM MONITORING AND EVALUATION

The Country Coordination Mechanism (CCM) will assume overall responsibility for coordinating
implementation of the National Strategic Plan. CCM’s decisions will be informed by programmatic
information supplied by the responsible department of the MoLHSA and by Georgia Health and
Social Projects Implementation Centre (GHSPIC). Programmatic data will be complemented by
routine epidemiological information generated through HIV/AIDS national surveillance system and
collected by the National Centre for Disease Control and Public Health (NCDCPH). Besides, the CCM
will periodically commission studies and/or will hire consultants to undertake specific evaluation
and/or analysis of the data for further action. The CCM will review this information and develop
recommendations for further actions. Recommendations will be shared with the Government of
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Georgia and with the MoLHSA that has ultimate responsibility for the health outcomes of the
nation.

Designated department within MoLHSA will be responsible entity to collect programmatic and
epidemiological data and information within health care system in accordance with the
monitoring and evaluation plan for the National Strategic Plan, and deliver to the CCM. The CCM
will commission studies or task for compiling proposed indicators® and for preparing reports for
national and international consumptionss. Annual Monitoring and Evaluation Report will be
produced and submitted to the Cabinet of Ministers as well as posted on CCM and MolLHSA
websites.

Information on HIV/AIDS epidemiological situation in Georgia (in regions and in towns) will be
included in the , Epidemiological Bulletin” prepared and issued by the National Centre for Disease
Control and Public Health and will be included in the annual report submitted to the Cabinet of
Ministers as well as posted on the CCM, MoLHSA and NCDC websites for open public access.

National coordination and multisectoral response will be strengthened through moving away from
information sharing to using M&E framework, monitoring the progress of implementation,
uncovering the implementation weaknesses, taking decisions on corrective measures and
advocating for the needed governmental decisions on the level of government or sector ministries.

Detailed output and outcome indicators and quantitative-qualitative targets for the NSP are
provided in Annex 1.

Furthermore, national monitoring will be complemented/informed by the studies already planned
under NSP and listed below.

LIST OF PLANNED STUDIES

Considering global and national financial situation the studies planned under the NSP were
distributed in two groups. The group one represents the list of studies, which are essential for the
national response. All other studies that are as well necessary ended in the second group, which
will be considered if sufficient financial resources will be secured. Therefore, following studies are
being planned under NSP:

- Undertake thorough epidemiological research/analysis using routine surveillance data
and other data sources (e.g. safe blood database etc.) to derive conclusive evidence
about the HIV/AIDS epidemic and its drivers;

- Continue with Bio-BSS among high risk groups according to the national surveillance
plan:

= Bio-BSS among IDUs combined with size estimation study
= Bio-BSS among FSW
= Bio-BSS among MSM

= Bio-BSS among Prisoners

35According to Commitment Declaration on HIV/AIDS implementation monitoring Guidelines on Establishing Basic
Indicators.” UN General Assembly Special Session on HIV/AIDS ,Monitoring the Declaration of Commitment on
HIV/AIDS. Guidelines on construction of core indicators” July 2005

% UN Millennium Declaration UN Assembly General, New York, September 6-8, 2000
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Continue with sentinel surveillance among Hepatitis B and C patients according to the
national surveillance plan;
Conduct KAP survey among youth;

Conduct operational research to identify factors associated with HIV treatment
outcomes;

Conduct operational research to identify factors affecting adherence to ART;
Conduct operational research to identify factors associated with late HIV diagnosis;
Conduct operational research to evaluate PMTCT program implementation;
Conduct MPTCT coverage and quality assessment study;

Conduct operational research to identify the barriers for IDUs (including female IDUs) in
accessing VCT services;

Conduct operational research aimed at identifying key factors related to stigma and
develop recommendations for evidence-based interventions;

Conduct research among PLHA on awareness of and accessibility to the health and
social care services;

Conduct HIV vulnerability baseline study among labour migrants;

Conduct economic evaluation of selected curative and preventive interventions (e.g.
economic evaluation of regional level laboratory staff performance under the curative
program; peer-driven interventions among IDUs);

Conduct National AIDS spending assessment and financial gap analyses to inform policy
decisions.

Studies to be implemented if sufficient funding will be secured:

Conduct Bio-BSS among MARA;

Conduct population size estimation studies among FSWs and MSM;

Conduct HIV vulnerability follow-up study among labour migrants;

Conduct operational research on integration of HIV, TB and drug treatment services;
Conduct assessment of HIV/AIDS care and support services;

Evaluate effectiveness of Behaviour Change Communication (BCC) interventions
targeting MARPs in Georgia.

Surveillance studies will be undertaken routinely according to the established schedule under the
national surveillance plan. Operational research around certain issues is planned for 2011-2012.
However, additional funds that will be used during 2013-2016 have been allocated and the topics
for this operational research will be defined later in the NSP implementation.

10.

REQUIRED POLICY CHANGES

In order for Georgia to implement NSP and counteract epidemic spread, it is necessary to amend
and enact new policies-regulations that will create conducive environment for the national
program implementation. Proposed changes are as following:
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Develop regulations which streamline coordination and execution of the national response
and clearly designate responsible state entities by developing CCM bylaws and introducing
changes in other documents;

Develop legislation and regulation(s) which reduce and/or remove services delivery
barriers for IDUs and prisoners;

Develop new regulations for laboratory quality assurance system in the country;

Develop and implement accreditation requirements for the facilities to improve quality of
services;

Revise state policies with regards to safe blood program to assure transition to sustainable
self-financing of this system;

Revise state policies of health care financing for transition towards insurance covered
curative service provision for PLWHA;

Develop and implement patient-centred preventive and health services that could be
delivered to the groups at risk.

11. NECESSARY FINANCIAL RESOURCES

Current global financial crisis affects potential for resource mobilization, therefore Georgia faces
challenges and in support of NSP implementation two funding scenarios have been elaborated.

Scenario #1 assumes that
required financial resources

Table 4 UNIT Costs for different interventions per beneficiary

could be mobilized fully and . UNIT COST
Intervention
NSP could be completely (Us$)
implemented. Alternative Peer driven !nterventlon per IDU 158
. . h Peer education and outreach per IDU 106
scenario #2 considers the Drug dependent treatment/per IDU 2,550
case, when global as well as | Agonist Maintenance Therapy (AMT)/per IDU 1,500
national financial crisis will Agonist Maintenance Therapy (AMT) in prison/per IDU 1,650
Peer outreach interventions through peer educators/per CSW 255
challenge NSP ; : ELP /p
) . Peer outreach interventions through peer educators/per MSM 671
implementation, VCT (including confirmation)/per IDUs 17.0
conseq uently only activities VCT (including confirmation)/per MSMs 17.0
with greatest importance VCT (including confirmation)/per FSWs 15.9
Id be funded d th VCT/per ST patient 15.9
cou € fTunded under e Testing/ per pregnant woman 7.27
current NSP. As a result 3 day training in Tbilisi/per participant 200
future funding requirements | 3 day training in region/per participant 88
and gaps have been analyzed Initial VIS.It.fOI’ laboratory and clln.|c.a| exam|n.at|o.n 534
. Repeat visit for laboratory and clinical examination 399
for both scenarios. The ARVs for initial regimen 978
necessary financial resources ARVs for subsequent regimen 5,140
for both scenarios were |.PreventionofOIS 67
Treatment of OIS 463

estimated and are presented
in Annex 2 through Annex 4,

providing summary as well as detailed funding estimates.

The costing method used for budget estimation is economic costing model, which covers all cost
elements, including free items. Calculations were based on inputs necessary required for planned
activities. Inputs (type of input and volume/quantity) were sourced from the strategic plan. Key
assumptions for the capital investments and investments in human resources were drawn from

various programs and are based on historical costs.




Using economic costing approach, intervention-based unit costs were calculated per expected
beneficiary, which are presented in Table 4. These unit costs include (where applicable) staff
wages, communications and expenditures for office/space rent, shared capital costs, as well as
commodities (condoms, needles, test kits, drugs) whether provided by a donor or directly
purchased.

FUTURE RESOURCE REQUIREMENTS

Total estimated need for the period of six years amounts to USS 156.6 million for scenario #1 and
USS 135.3 million for scenario #2. Annual funding needs grow from US $ 21.2 million in 2011 to US
S 31.2 million in 2016 under scenario #1 and from USS 19.22 million to USS 26.8 million under
scenario #2 respectively. These estimates are based on the critical assumption that preventive and
curative services will be scaled-up to the levels necessary to counteract HIV spread.

Resource distribution between strategic areas under different funding scenarios is detailed in
Figure 5. In both instances most resources will be devoted to maintaining access to ART and
improve treatment outcomes (= 50% of funds) and to improving quality and scale of preventive
interventions (= 34-38%). Therefore this distribution points towards the importance of treatment
and prevention areas under NSP. Also highest share of prevention funds are programmed for the
interventions aimed at high-risk-groups.

Resource needs for MARPs are estimated at approximately US $ 47 million or 89% of all preventive
interventions. And more than

Figure 5: Share of resource requirements by strategic areas 82% of these funds will be spent

0 on IDUs.
10004) o 4%
- .F— .

90% +—— m—c— 2 It should be mentioned that
o 4 I— .
80% Health system strengthening

70% +——— - o .
50% - 50.5% 49.2% act|V|t|('as focu5|.ng” on two
strategic priorities: a)

50% -
40% -
30% -
20% -
10% -
0% -

strengthening regulatory system
to assure higher quality services
in the health care settings and b)
assuring necessary investments in
human resources and in the
scenario#1 scenario#2 infrastructure form 9% of overall
program budget and amount to

¥ Governance ¥ Prevention . T
Treatment B Care and support apprOX|_mater USS 150 million
Health System Strengthening under first scenario. This amount

is reduced by USS 5 million under
second scenario. Most of these
funds are infrastructural investments and only USS 800,000 is allocated for regulatory changes.
Resources assigned to the Local and International Technical Assistance for the entire period equal
to approximately US $ 1.5 million under both scenarios. This amount comprises = 1% of total
budget (see Annex 6 and 7).
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FINANCIAL GAP ANALYSIS

For financial gap estimation NSP budgets were compared with the available resources’’ for 2011-
2013. Consequently secured funds will not be sufficient to cover NSP needs even for initial three-
year period. Funding shortfall for initial three-year period amounts to US $ 29.35 million under
scenario one or 42% of total resource requirement. It is reduced to 32% under scenario #2.
Existing funding gap will not permit implementing all activities under the NSP unless significant
advocacy efforts are mounted to mobilize needed financial resources (domestic or external) and to
fill the funding gap.

12. TECHNICAL ASSISTANCE FOR NSP IMPLEMENTATION

In order to implement NSP 2011-2016 technical assistance needs have been identified and
planned for:

- Strengthening the oversight role of the CCM;

- Developing national monitoring & evaluation framework and its implementation
arrangements;

- Conducting certain evaluations and/or studies;

- Conducting cost-effectiveness studies;

- Developing and implementing lab quality assurance system;

- Developing and implementing quality assurance system on infection control for medical
facilities through facilities accreditation system.

Financial needs for local and international technical assistance are supplied in Annex 5 and 6.

7 Considering already approved Global Fund financing (RCC and Round 9) and other donors’ funds and assuming that
government funding will increase with the pace observed during past several years
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ANNEX 1. MONITORING AND EVALUATION FRAMEWORK

NOTE: All activities and/or targets marked with * and in Italic will be implemented in case of securing sufficient financing for NSP

Strategic Area 1: Governance and Advocacy

Objectives and Activities Baseline Timeframe and targets Responsible Funding™ /
No - - A pencies Implementing
Indicator (figure) Year Y1 Y2 Y3 Y4 Y5 Y6 g Partners
STRATEGIC PRIORITY:
1.1 . 0 . . .
Increase capacity of the CCM's secretariat and enable with the required
systems/ instruments that assure effective implementation of the
coordinating function
Developing new CCM bylaws in line with the
provisions of recently adopted Law on HIV/AIDS, New bylaws for CCM cam e International
1.1.1 and equipping CCM with the needed regulations- | developed and adopted | 5019 done S or:gzm:altci);’:s
instruments for effective execution of its roles (work in progress)
and responsibilities.
Provide technical assistance to the MoLHSA in Technical assistance To be nt tional
1.1.1.1 developing new bylaws for the CCM solicited (work in 2010 | 2LTA® commissioned nternationa
organizations
progress) by MoLHSA
Updated information
Widely disseminate information about the posted on web page; done nt tional
1.1.1.2 new role of the CCM through various media . . ccMm nternationa
Flayers disseminated Organizations
sources
(NA)
Cabinet of
1.1.2 Increase capacity of the CCM's secretariat M'mSter.S of Intern.atu.)nal
Georgia organizations
CCM
S t | ticipati f the CCM’ T
cecretariat and its members i HIV/AiDs | _Partidation n terationl
1.1.21 . . international forums 8 8 8 8 8 8 CcCM nternationa
international events and conferences on an organizations
. . . annual per person
international and regional level;

% Funding partners other than the State are mentioned

% # of month consultancy of Local Technical Assistance




ANNEX 1 — NSP Monitoring and Evaluation Framework

Objectives and Activities Baseline Timeframe and targets Responsible Funding™ /
No R Implementing
Indicator (figure) Year Y1 Y2 Y3 Y4 Y5 Y6 Agencies Partners
Cabinet of
11.2.2 Assure _ sustainable financing of CCM’s % o_f_CCM budget 100% 100% 100% 100% 100% 100% Mlnlstgrs of Interqatpnal
secretariat; mobilized and used Georgia & organizations
CCM
Develop, implement and fully operationalize one MoLHSA/ UN agencies
1.1.3 M&E f K NCDCPH The Global Fund
ramewor /Local NGOs
Assure sustainable functionality of the Report | Report | Report | Report | .
) ) Integrated annual i i eport i i eport
national HIV/AIDS surveillance program, g ‘ avalilab aval‘lab availab aval‘lab aval‘lab availabl NCDCPH INGOs
A . ] ] ) HIV/AIDS surveillance lein lein ) lein lein )
1.13.1 which renders critical epidemiological and . 2010 . . le in . . ein
L . . report produced (first public public . public public )
programmatic information about national : domai | domai | PUPC | Gomai | domai | PuPfic
rep. will be produced) omai omal | 4omain omai omal | yomain
response. n n n n
Up to date data /NGOs
1.13.1.1 Routine HIV/AIDS surveillance is underway produced by HIV/AIDS 2010 Report | Report | Report | Report | Report | Report NCDCPH
surveillance database
) ) i # of studies /NGO
11312 BSS among IDUs combined with size implemented 2009 6 6 6 NCDCPH
estimation studies
(6 BSS & size estimation)
# of studies /NGOs
1.1.3.13 BSS among FSW implemented 2009 2 2 2 NCDCPH
(2 BSS)
# of studies /NGOs
1.13.14 BSS among MSM implemented 2010 1 1 NCDCPH
(1BSS)
# of studies /NGOs
1.1.3.1.5 BSS among Prisoners implemented 2008 1 1 NCDCPH
(1BSS)
NCDCPH /NGOs
1.1.3.1.6 KAP survey among youth NA 1 1
Center for
Sentinel surveillance among B and C NCDCPH i i
11317 o & Sentinel underway 2010 | Report | Report | Report | Report | Report | Report Infectious diseases
hepatitis patients and clinical
immunology
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ANNEX 1 — NSP Monitoring and Evaluation Framework

Objectives and Activities Baseline Timeframe and targets Responsible Funding™ /
No - - Acencies Implementing
Indicator (figure) Year Y1 Y2 Y3 Y4 Y5 Y6 g Partners
*
1.1.3.1.8 BSS among MARA NA 1 1 1 NCDCPH NGOs
11319 Population size estimation study for CSWs NA 5 NCDCPH NGOs
o and MSMs *
National M&E International
1132 Develop national M&E framework and its framework and op 2010 done ccm/ organizations
e implementation arrangements manual developed MoLHSA (UNAIDS)/ NCDCPH,
. AIDS center, NGOs
(work in progress)
International
Cond ired i | h To be organizations /
1133 ( onduct tje.quwe oper.atlona research to commissione g
inform policies and practice d by CCM Research
and/or institutions,
MoLHSA NCDCPH, AIDS
center, NGOs
Thorough epidemiological research/analysis #olf studiesd oM/ ) Rfie:.rch
i i ; implemente institutions,
1.1.3.3.1 to derive c.onclljlswe gwde.nce about the 1 1 1 MOLHSA NCDCPH, AIDS
HIV/AIDS epidemic and its drivers center, NGOs
11332 OR to identify factors associated with HIV _#Of studies 1 ccm/ insti?jtsiZiZdIMDs
e treatment outcomes implemented MoLHSA ’
center
OR to identify factors affecting adherence to _# of studies ccMm / _ Research
1.1.3.33 ART implemented 1 MoLHSA institutions, AIDS
center
11334 OR to identify factors associated with late _# Olf studlesd 1 ccm/ institRuetsiEﬁ?hAle
.1.3.3. . . implemente ’
HIV diagnosis MoLHSA center
# of studies Research
11335 OR to evaluate MPTCT  program implemented 1 ccm/ institutions,
implementation bottlenecks MoLHSA NCDCPH, AIDS
center, NGOs
MPTCT coverage and quality assessment # of studies
study combined with the Multiple Indicator implemented ccm/ . Rte,iei,mh
' . Iinstitutions,
1.1.3.3.6 Cluster Survey & Women's Reproductive 1 1 MoLHSA NCDCPH, AIDS

Health Surveys (conducted by UNICEF;
UNFPA; USAID)

center, NGOs
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ANNEX 1 — NSP Monitoring and Evaluation Framework

. . « ere . . N 38
Objectives and Activities Baseline Timeframe and targets Responsible Funding™ /
No A . Implementing
Indicator (figure) Year Y1 Y2 Y3 Y4 Y5 Y6 gencies Partners
11337 OR to identify barriers for IDUs (including # of studies 1 ccm/ Research
R female IDUs) in accessing VCT services implemented MoLHSA institutions, NGOs
HIV  Vulnerability study among labor # of studies " ccm/ Research
1.1.3.3.8 . . . . 1 1 T
migrants (mobile populations) implemented MoLHSA institutions, NGOs
# of studies Research
imp|emented CCM / institutions,
1.1.3.3.9 OR upon emerged needs 2 2 2 2 MoLHSA NCDCPH, AIDS
center, NGOs
# of studies Research
1.1.3.3.10 OR on integration of HIV, TB and drug implemented P ccm / institutions,
o treatment services * MoLHSA NCDCPH, AIDS
center, NGOs
# of studies Research
11.3.3.11 Assessment of HIV/AIDS care and support implemented 1 ccm / institutions,
o services * MoLHSA NCDCPH, AIDS
center, NGOs
Evaluate effectiveness of existing Behavior # of studies
1.1.3.3.12 Change Communication interventions implemented 1 cem/ Research
e g p MoLHSA institutions, NGOs

targeting MARPs in Georgia *
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ANNEX 1 — NSP Monitoring and Evaluation Framework

Objectives and Activities Baseline Timeframe and targets Responsible Funding™ /
No P R Implementing
Indicator (figure) Year Vi Y2 Y3 Y4 Y5 \C Agencies Partners
1.2 STRATEGIC PRIORITY:
Assure adequate financing of HIV/AIDS interventions, to guarantee quality
prevention, diagnosis and treatment
% of state/national
financial allocations
121 Advocate for increased state/national financing among NSP financial 2008 CCM & International
for HIV/AIDS requirements MoLHSA organizations
(13%)
Provide technical assistance to the MoLHSA .
for improved budget planning in close % level of disbursement To be International
1.2.1.1 ore oudge? planning and utilization of MTEF | 2010 | 2LTA | 2LTA | 2LTA commissione nternationa
collaboration with the MoF to ensure funds (TBD“) d by MoLHSA organizations
sustainable financing of HIV/AIDS services
Provide technical assistance to MoLHSA for | # of insurance schemes 1ITA™ To be International
1.2.1.2 exploring opportunities for inclusion of covering HIV/AIDS & commissione or:gzmja[c?::s
HIV/AIDS coverage under insurance schemes. services 2 LTA d by MoLHSA
Conduct economic evaluation of various | # of studies conducted To be )
. . . . . International
1.2.1,3 preventive and curative interventions to 1 commissione organizations
inform resource allocation decisions (NA) d by MoLHSA
Conduct National AIDS Spending Assessment | # of studies conducted To be International
1.2.1.4 (NASA) and financial gap analyses to inform 2010 1 1 1 commissione or:g:::al?::s
policy decisions (including UNGASS reporting) (NASA conducted) d by CCM
13 STRATEGIC PRIORITY:
Carry out necessary advocacy to create conducive environment for national
response
CCM & :
1.3.1 . Drafted and endorsed done done International
Reduce legal and regulatory barriers for drug aalliz e e MOLHSA organizations/ Local

%0 Funding partners other than the State are mentioned
* To be determined
* % month consultancy of International Technical Assistance
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Objectives and Activities Baseline Timeframe and targets Responsible Funding™ /
No - - Acencies Implementing
Indicator (figure) Year Y1 Y2 Y3 Y4 Y5 Y6 g Partners
users and prisoners documents NGOs, PLHA
organizations
Support the multisectoral group working on # of WG meetings International
. . 8 organizations /
13.11 legal and regulatory issues concerning IDUs 2010 5 5 5 5 CCM )
and prisoners (work in progress) Local NGOs; PLHA
P organizations
Provide technical assistance to related b
1.3.1.2 ministries for elaborating policies aimed at technical assistance 1ITA& | 11TA& ComTr:iS;one International
o eliminating legal barriers to effective HIV/AIDS solicited 2LTA 2LTA d by CCM organizations
interventions among IDUs and prisoners
Organize policy forums and roundtable
meetings for all stakeholders to discuss policy # Of roundtablg International
1.3.13 alternatives meetings and policy 4 4 2 2 2 2 CC™m organizations
forums
stigma level among
1.3.2 Mount advocacy focused on stigma and | health care providers, CCM & International
discrimination, primarily among the health care media and public 2011 TBD organizations /
) MoLHSA
providers Local NGOs
(TBD)
Conduct operational research aimed at To.be. | ional
identifying key factors related to stigma, . commissione ntem.at'(.)na
1.3.21 devel dati P id # of research studies 1 1 d by organizations
.eve op .recommgn ations for evidence- CCM/MolLHS /NGOs
informed interventions. A
Plan and implement adequate interventions ccMm International
1.3.2.2 aimed at combating stigma among the health organizations
care providers. /NGOs
. . _ # of media International
Support media capacity building to ensure . . -
1.3.2.3 e ffglz tive communicz tiony of H IVmgssa o5 * representatives trained 40 40 ccm organizations /
g through workshops NGOs
Organlze 'eﬁect/ve /ni’ormat/on campaigns to # population reached; ; To be International
1.3.2.4 build public support # of media campaigns 4 1MmC 1mC 1MmC 1mMC 1MmC commissioned organizations /
M by CCM/ NGOs

(MC) carried out

* Media Campaign
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Objectives and Activities Baseline Timeframe and targets Responsible Funding™ /
No . Implementing
Indicator (figure) Year V1 v2 v3 L Y5 Y6 Agencies Partners
MoLHSA
. # of advocacy activities
133 Advocate for greater involvement of people (stakeholderymeetin s
living with or affected by HIV/AIDS (GIPA) in the . . = MoLHSA
national response media events) with
P GIPA
Establish grant programs for PLHA to support # of grant programs Iontern.atisnal
1.3.3.1 advocacy efforts, peer education and implemented by PLHA 2010 5 5 5 5 5 5 MoLHSA GI—EiT(I:Z; F:‘EQSA
networking. (TBD) organizations
1.3.3.2 . . A % of PLHA aware of International
e VIAIDS matonalresponse, | avalablehealthand | 2011 | 78D 100 | Motwsa | organiations/
P social services (TBD) NGOs
Tob i
1333 Develop training materials and conduct % of NGOs and Gov. oo Inten.'latl.onal
.. . . 90% commissioned organizations /
trainings for NGOs as well as Gov. agencies on | agencies aware of GIPA | 2011 TBD ° by CCM/ NGOs:
how to implement GIPA principles * principles (TBD) MoLHSA PLHA organizations
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Strategic Area 2: Improve quality and scale of preventive interventions

Objectives and Activities Baseline Timeframe and targets Responsible Funding &
Agencies Implementing
No Partners

Indicator (figure) Year Y1 Y2 Y3 Y4 Y5 Y6
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No

Objectives and Activities

Baseline

Timeframe and targets

Responsible
Agencies

Funding &
Implementing
Partners

Indicator (figure)

Year

Y1

Y2 Y3

Y4

Y5

Y6

2.1.1

Increase the scale & scope of integrated

preventive interventions

% of IDUs know where
to get confidential test
on HIV and received
needle/syringe,
condom, informational
material, educational
information from
preventive programs
during last 12 months
(4.6%)

2009

10%

15%

20%

% of FSW know where
to get confidential test
on HIV and received
condoms from
preventive programs
during last 12 months
(75%)

2009

80%

80%

80%

% of MSM know where
to get confidential test
on HIV and received
condoms from
preventive programs
during last 12 months
(TBD)

2010

TBD
after
baselin
e

TBD
after
baselin
e

TBD
after
baselin
e

% of prisoners received
information on
preventive methods
and offer on
confidential HIV testing
during last 12 months
(TBD)

2011

TBD

TBD
after
baselin
e

TBD
after
baselin
e

% of MARA know where
to get confidential test
on HIV and received
information on
preventive methods

2012

TBD

TBD
after
baselin
e

TBD
after
baselin
e

MOoLHSA;
Ministry of
corrections

and legal
assistance
of Georgia

International
organizations /
GHSPIC; Drug
abuse service
providers;
Penitentiary
facilities; NGOs.
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Objectives and Activities Baseline Timeframe and targets Responsible Funding &
Agencies Implementing
No Partners
Indicator (figure) Year Y1 Y2 Y3 Y4 Y5 Y6
during last 12 months
(TBD)
% of IDUs tested on HIV
and know their results o o 0
during last 12 months 2009 20% 30% 35%
(5.7%)
% of FSWs tested on
HIV and know their
results during last 12 5% 5% 5%
months 2009 increa increa increa
se se se | ional
(Thilisi-27.5%,Batumi- nternationa
23.3%) MoLHSA; organizations
’ Ministry of (Global Fund, USAID)
2111 Providing VCT services and increasing % of MSM tested on 8D 8D 8D Corrections /GHSPIC; AIDS
uptake of HIV testing among MARPs (including HIV and know their 2010 after after after asasinsfalsleof c:er:,?:eDrrl:iizzl:f
results during last 12 baselin baselin baselin A - prov ’
MARA) o o e Georgia Penitentiary
months (TBD) facilities; NGOs.
% of prisoners tested
on HIV and know their o 0
results during last 12 2008 40% 60%
months (0.9%)
% of MARA tested on TBD TBD
HIV and know their after after
. 2012 TBD . )
results during last 12 baselin baselin
months (TBD) € €
International
# of IDUs including I\'/\Ililr?il;:'riAc;f organizations
; ; inmate IDUs covered by ; (Global Fund) /
2112 Scale up Agonist Maintenance Therapy (AMT) AMT 2009 | 2550 | 3200 | 3700 | 4000 | 4100 | 4100 | SOOI GHopic; Drug abuse
for IDUs and legal service providers;
assistance of - prov !
(1,985) Georgia Penitentiary
g facilities; NGOs.
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Objectives and Activities Baseline Timeframe and targets Responsible Funding &
Agencies Implementing
No Partners
Indicator (figure) Year Y1 Y2 Y3 Y4 Y5 Y6
# of IDUs covered by
drug dependence
treatment services 1000 1200 1500 1600 1800 2000
(900) MoLHSA; International
. organizations / Drug
2.1.1.3 Expand drug dependence treatment services among them # of | 2010 abuse service
IDUs  covered by providers; NGOs
drug  dependence 300 | 400% | s500“ | €00* | 800 | 1000%
treatment  services
under the state
funding (100)
% of IDUs reached by
the programs - during
last 12 months 14% 19% 21%
; f International
Implement needle exchange & other HR rece!ved rom organizations
. . preventive programs MOLHSA
21.1.4 programs and increase access to preventive sterile iniectin 2009 (Global Fund)/
R commodities with the help of peer-driven . J d & ¢ GHSPIC; NGO sector
intervention equipment an - oneo (Harm Reduction
the following: 14%* 22%* 30%* Network)
educational
information, condom,
IEC materials (8%)
# population reached
by media campaigns 2010
(TBD)
Develop and implement effective Behavior | # of media campaigns 2010 Intern.ati:.)nal
icati i carried out (TBD) organizations
2.1.15 Ch'a'n.ge Commumcatlon (BCC) st.rat.egles MoLHSA (Global Fund, USAID)
utilizing multiple channels of communication # of MSM reached with / GHSPIC; NGOs;
peer outreach
2010 450 500 550 600 650 700

interventions

(400 (projected))

a Budget is based on this targets
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Objectives and Activities Baseline Timeframe and targets Responsible Funding &
Agencies Implementing
No Partners
Indicator (figure) Year Y1 Y2 Y3 Y4 Y5 Y6
# of FSWs reached with
peer outreach
interventions 2010 | 300 350 400 450 500 500
(240 (projected))
% of MARPs receiving
integrated prevention MoLHSA: International
2.1.2 Improve the quality of preventive interventions interventions TBD TBD TBD TBD TBD TBD e orga:\]zg’c:)ns/
(TBD)
guidelines for | |
. nternationa
. . preventive e
Devel nd implemen ndard n nal
2.1.21 evelop and implement standard nationa interventions are Done URE™ MoLHSA organizations /
guidelines for preventive interventions Professional bodies,
developed and NGOs:
endorsed
Upgr.ade professional  skills of service # of trained persons 100 100 100 100 200 MoLHSA Inter.r1at|.ona|
providers organizations /
2.1.2.2 " " " " "
200 200 200 200 400 Professional bodies,
NGOs;
% of MARPs receiving
Monitoring and evaluating effectiveness of | integrated prevention to be International
2.1.23 HIV  preventive interventions to adjust interventions TBD 15% 30% commissione organizations /
programmatic decisions & interventions d by CCM NGOs
(TBD)
% of preventive
programs monitored 50% 80% 80%

/evaluated

> Updated and endorsed
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Objectives and Activities Baseline Timeframe and targets Responsible Funding &
Agencies Implementing
No Partners
Indicator (figure) Year Y1 Y2 Y3 Y4 Y5 Y6
2.2 STRATEGIC PRIORITY:
Prevent HIV Transmission within Health Care setting
% of donated blood
2.2.1 Enhance Blood Safety units screened for HIV- |00 | oo | 9o | 100% | 100% | 100% | 100% MoLHSA
in a quality assured
manner (0%)
# of blood units Privat id
. . . rivate proviaers;
2211 Assurlng.that all donated blood s screened scrgened for HIVina 2009 44000 46000 48000 50000 52000 54000 MoLHSA; insurance
in a quality assured manner quality assured manner companies
(38,000)
. . % of voluntary donors International
2.21.2 Promoting Voluntary Donorship 2009 8% 10% 15% 20% 25% 30% MoLHSA; o
(4%) organizations
2.2.2
Reduce post-exposure HIV transmission MoLHSA AIDS Center
. % of all HCWs in need
2221 Provision of PEP treatment to all health care | = oep ' iqeq with | 2000 | 100% | 100% | 100% | 100% | 100% | 100% MoLHSA AIDS Center
workers in the country
treatment (100%)
International
2.23. Implement provider initiated testing (PIT) in | # of HIV cases detected organizations/
. . TBD MoLHSA . .
clinical settings through PIT (TBD) Professional bodies,
AIDS center
International
PIT guidelin izati
2.23.1 Develop standards and guidelines for PIT guidelines done MoLHSA orga.mzat'ons/.
developed Professional bodies,
AIDS center
International
2232 Upgrade professional skills on PIT guidelines # of trained persons 150 150 150 150 150 MoLHSA orga.mzatlons/.
for HCWs Professional bodies,
AIDS center
. X International
Implement PIT of patients in narcology, STI # C_’f_P|T carr_|ed outin organizations / Drug
2.2.3.3 and TB clinics and ANC centers (TB and ANC clinical settings; HIV TBD MoLHSA abuse service
covered by routine surveillance) prevalence among providers; STl and TB
tested patients visiting clinics; ANC
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Objectives and Activities Baseline Timeframe and targets Responsible Funding &
Agencies Implementing
No Partners
Indicator (figure) Year Y1 Y2 Y3 Y4 Y5 Y6
clinics (TBD)
# of vertical
STRATEGIC PRIORITY: transmission of HIV
2.3 . . cases among 2009 0 0 0 0 0 0
Prevent Mother-to-child HIV transmission
children < 1 year (1)
International
2.3.1 #of HI organizations
Reduce HIV transmission from mother-to-child ﬁ thishj;g?tfgged TBD MoLHSA (Global Fund)
Ul (TBD) /GHSPIC; ANC; AIDS
center
Assure universal screening of all pregnant % pregnant women
23.1.1 g preg screened on HIV 2009 | 100% | 100% | 100% | 100% | 100% | 100% ANC
women on HIV MoLHSA
(100%)
% of HIV + pregnant nt tional
. . .. nternationa
231.2 ProylFIe preventive ARV treatment to all HIV receiving cc])cmplete 2009 100% 100% 100% 100% 100% 100% organizations /
positive pregnant women cours.e of ART MOLHSA GHSPIC AIDS center
prevention (100%)
% of newborns born to International
2313 Provide preventive . .ARV therapy to all HI'V.+ mothers 2009 100% | 100% | 100% | 100% | 100% | 100% organizations /
newborns of HIV positive mothers receiving complete MoLHSA GHSPIC; AIDS center,
course of ART (100%) NGO
% of newborns born to '“tem_atit"’nal
. . e organizations
2314 Provide SOC'EI care to all newborns of HIV | = HIV positive n.”(:thers 2009 | 100% | 100% | 100% | 100% | 100% | 100% (Global Fund, UN) /
positive mothers recelwlng social care MOLHSA GHSPIC; AIDS center,
services (100%) NGO
23.2 # of HIV detected
Improve the quality of PMTCT program othrou;:ﬁslfli' (‘T'Be[():) € TBD MoLHSA
. - PMTCT and Perinatal
2.3.2.1 Integrate PMTCT program with existing hepatitis prevention ? ? ? MoLHSA

Perinatal Hepatitis B Prevention Program

program is integrated
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guideline is updated

International

2.3.2.2 Update PMTCT guidelines U&E U&E U&E MoLHSA organizations / AIDS
and endorsed
center
International
Upgrade professional skills of HCWs in . organizations /
2.3.23 PMTCT # of trained persons 200 200 200 MoLHSA Professional bodies,
AIDS center
Objectives and Activities Baseline Timeframe and targets Responsible Funding &
Agencies Implementing
No Partners
Indicator (figure) Year Y1 Y2 Y3 Y4 Y5 Y6
24 STRATEGIC PRIORITY:
Reduce Youth Vulnerability to HIV
2.4.1 % youth covered with
Ena.ble young people to pt:otect themselves and Y1 proveata il D 5
their peers from HIV Infection L
activities (TBD)
% of youth correctly o
identify ways of HIV b4 Tl i :
L . Education International
transmission and reject 2011 TBD : .
X X i and Science; organizations
major misconception MoLHSA;
(TBD)
% of 19-24 persons
reporting condom use Gl - 5
at last sexual contact
(TBD)
BCC strategy focusing
Strat. )
. . on youth developed; International
2.4.1.1 Develop and implement effective BCC develo | TBD | TBD | TBD | TBD | TBD organizations
focused on youth # of youth reached ped (USAID)
with BCC interventions
Advocate for integrated drug and HIV # of schools providin
24.1.2 prevention training course into National L P & 50 150 300 400 500 600
. training course
Education Plan
Develop and advocate for .
2.4.1.3 institutionalization of Drug-Free School Policy document done

Policies in secondary schools *

developed
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Strategic Area 3: Maintain access to ART and improve treatment outcomes

No

Objectives and Activities

Baseline

Timeframe and targets

Indicator (figure)

Year

Y1

Y2

Y3

Y4

Y5

Y6

Responsible
Agencies

Funding /
Implementing
Partners

3.1.1
0 H .
Maintaining and, if possible, increasing current A)of'adults and children International
level of access to ART with advanced HIV organizations
infection receiving 2009 >95% >95% >95% >95% >95% >95% MoLHSA (Global Fund),
antiretroviral therapy GHSPIC / AIDS
(95%) center, NGOs
International
organizations
Providing regular laboratory and clinical | % of HIV cases entering MOLHSA: (Global Fund) /
0, 0, 0, 0, 0, 0, ’
3141 examination of patients clinical care (TBD) | 2010 | >99% | 29%% | 295% | >85% | >95% | >95% | ipgcenter | GHSPIC, National
and regional AIDS
centers
# of patient MOLHSA International
ients on . -
3.1.1.2 Providing ARVs to all patients in need Of patients o 2009 1160 1370 1610 1860 2140 2460 ° i organizations
treatment (655) AIDS center (Global Fund)
/GHSPIC; National
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Objectives and Activities Baseline Timeframe and targets . Funding /
Responsible .
No N " A . Implementing
Indicator (figure) Year Y1 Y2 Y3 Y4 Y5 Y6 gencies Partners
and regional AIDS
centers
International
L . . . . . ) organizations
3113 g/lamtfammg T&C services in conflict region of # of pat|e7n1ts on ART 2009 130 170 210 250 300 350 AII\/lD(;LCI-SQ,er (Global Fund)
eorgla (71) /GHSPIC; AIDS
center, NGOs
International
. organizations
3.1.2 . . % of patients on ART
Ll G P e S G U picking drugs on time 2009 >95% >95% >95% >95% >95% >95% MoLHSA (Global Fun.d)/
on ART o GHSPIC; National
(92%) and regional AIDS
centers
% of patients with
undetectable viral load 2011 TBD
(TBD)
International
organizations
Providing home based adherence monitoring # of monitoring visits MoLHSA; (Global Fund) /
3.1.2.1 and support (1340) 2009 2900 3425 4025 4650 5350 6150 AIDS center GHSPIC; National
and regional AIDS
centers
. . # of HIV/TB patients TBD
3.1.2.2 Isr;tre\zligcr:)tlng of HIV and TB services (one stop benefiting from one 2011 after MoLHSA AIDS center, NCTLD
stop service (TBD) OR
% of clinical care Intern.atitc.mal
3.1.3 Strengthening ART management capacity facilities meeting the 100% 100% 100% 100% 100% MoLHSA (glr(g)zr;:z;uf;)s/
standards (NA) GHSPIC; AIDS center
. . # ART sites meeting
Implementing HIV dr r n HIVDR
3.1.31 ple ? ting drug_resistance ( ) Early Warning 1 4 4 4 4 4
prevention and assessment strategy .
Indicators targets
International
# of surveys to monitor organizations
HIVDR prevention and 1 1 1 ) ) ) MoLHSA; (Global Fund);
associated factors in AIDS center /GHSPIC, National

sentinel ART sites

and regional AIDS
centers
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monitoring tests

Objectives and Activities Baseline Timeframe and targets . Funding /
Responsible .
No A . Implementing
Indicator (figure) Year Y1 Y2 Y3 Y4 Y5 Y6 gencies Partners
# of surveys to evaluate
transmitted HIVDR 1 ! ! ! 1 !
# of WG meeting on
HIVDR 3 3 3 3 3 3
International
organizations
3132 Updatl.ng rggul.at.'ly c.llnlcal guidelines using # of guidelines updated ) ) ) ) ) ) MoLHSA; (Global Funq, WHO)
emerging scientific evidence AIDS center /Professional
bodies, Nat. & reg.
AIDS centers
International
Implementing clinical audit clinical audit guidelines guideli _ ‘ _ ‘ . MOLHSA:; organizations
3.1.33 developed and audit audit audit audit audit (Global Fund, WHO)
. ne AIDS center
implemented / Nat. & reg. AIDS
centers
Maintaining HIV/AIDS clinical database HIV/AIDS clinical MOoLHSA:
3.1.34 database functional 2010 done done done done done done AIDS ’
X center
(work in progress)
10 10 20 25 25 25
# of trained persons International
20* 20* 20* 25% 25% 25% organizations
(Global Fund,
- # of professional WHO
Training necessary human resources for © .pro. eSSIOné > 4 4 4 4 4 4 MOoLHSA; v
3135 curative HIV/AIDS services attending international AIDS center Professional bodies;
training courses 8* 8* 8* 8* 8* 8* ’
National and
# of professionals 4 4 4 4 4 4 regional AIDS
attending international centers
conferences 8* 8* 8* 8* 8* 8*
# of HIV tropism tests 60 70 80 95 110 125
) -
# of HIVDR testing for 80 100 | 120 | 140 | 160 | 180 _
new drug classes International
. . . ) organizations/
3136 Implementmg m'ode:n hi-tech laboratory tools | 4 of HIVDR testing for AI/\Z:;LHSA, National and
for ART monitoring low viral load/low 60 70 80 95 110 125 center regional AIDS
frequency centers
# of therapeutic drug 120 | 140 | 160 | 190 | 220 | 250
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Objectives and Activities Baseline Timeframe and targets . Funding /
Responsible .
No - - A . Implementing
Indicator (figure) Year Y1 Y2 Y3 Y4 Y5 Y6 gencies Partners
% of patients receiving
. .. uality care for i
Scaling up management of opportunistic q ¥ MOoLHSA; Naponal and
3.14 infections (Ols) and other co-morbidities LSS AIDS center regional AIDS
other co-morbidities centers
(TBD)
# of investigations 1530 | 1850 | 2360 | 2770 | 3180 | 3640
provided with CT
Scan/MRI imaging . . . . . .
Investing in modern instrumental diagnostic services 3450 4165 4950 5815 6675 7645 National and
. MoLHSA;
services - ; :
3141 # of instrumental 2850 | 3440 | 4160 | 4900 | 5630 6670 | AIDS center regional AIDS
. ) . centers
diagnostic services
(including X-Ray,
ultrasound and 8000% | 9655% | 11485* | 13485% | 15485% | 18355%
endoscopy )
% of HIV/TB patients
. , who received 2009 | >80% >85% >90%
Improving management of latent and active | treatment for both TB National and
3.1.4.2 T8 and HIV (67%) MOLHSA; regional AIDS
AIDS center centers, NCTLD
% of HIV patients with 4
LTBI who received
prevention for TB
# patients screened on
active mycobacterial 100 200 200 200 200 200
infection
# patients treated
45 45 45 45 45 45 International
Developing capacity for management of On NTM infection organizations
3.14.3 infections  caused b non-tuberculosis ; MoLHSA; (Global Fund)/
T . y_ # patients screened 100 200 200 200 200 200 AIDS center GHSPIC, National
mycobacteria (NTM), fungi and HPV fungal infections and regional AIDS
. 3 centers
# patler?ts tre.ate 12 12 12 12 12 12
fungal infections
# patlentsl_;c\;eened on 400 550 650 750 850 950
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Objectives and Activities Baseline Timeframe and targets . Funding /
Responsible .
No - - A . Implementing
Indicator (figure) Year Y1 Y2 Y3 Y4 Y5 Y6 gencies Partners
International
Improving management of HIV/HCV co- | # of eligible patients on ; organizations
3.1.4.4 . fp V('j g manag / " é%/' pat! 110 110 110 110 110 110 A'I\gcs’Lc'lsnﬁér (Global Fund),
infected patients treatment GHSPIC / Nat. & reg.
AIDS centers
# of eligible patients International
receiving preventive for 800 1000 | 1200 | 1400 | 1600 | 1800 nternationa
organizations
3.1.4.5 Providing management (prevention, diagnosis Ols MoLHSA; (Global Fund),
and treatment) of other common Ols # of eligible patients AIDS center aG:jsrelciéﬁ:Itfln;sl
receiving treatment for 350 400 450 500 550 600 8
centers
Ols
PrO\;Idlng in-patient care for all patients in # of patients receiving MoLHSA National and
3.1.4.6 nee . . 2009 540 620 720 720 720 720 ’ regional AIDS
in-patient care AIDS center centers
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Strategic Area 4: Assure Adequate Care and Support to the PLHA

Objectives and Activities Baseline Timeframe and targets . Funding &
Responsible .
No A . Implementing
Indicator (figure) Year Y1 Y2 Y3 Y4 Y5 Y6 gencles Partners
% of PLHIV that have
access to free basic
STRATEGIC PRIORITY: external support
(including health,
4.1 Assuring access to basic care and support psychological or 2011 UL
services emotional and other
social and material
support (TBD)
Assure current level care and support services International
and future expansion driven by need organizations
411 MoLHSA (Global Fund) /
GHSPIC; NGOs
HOCUS HIV/AIDS
POCUS Pro.V|d|ng counseling z?md psychological | # hot-line consultations 2009 1600 1600 1800 2000 2100 2200 patient Network of self
assistance to adults and children (1533) support support centers
4111 foundation
# face-to-face 2009 | 900 | 1400 | 1800 | 2000 | 2100 | 2200
consultations (711)
Providing palliative care services (both # patients provided
4112 institutional and home-based) palliative care at 2009 80 90 100 | 100 110 120 MoLHSA NGOs
hospice (60)
# patients provided
home-based palliative 2009 450
care services (447) 500 560 630 700 730
Providing trainings to specialists involved in . . .
4113 . # of trained persons 15 15 15 20 20 20 MoLHSA Professional bodies
care and support services
# patients provided
4.1.1.4 Providing nutritional support * with food assistance 2009 800 960 1130 1300 1500 1720 MoLHSA NGOs
(459)
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Strategic Area 5: Strengthen Health System capacity for effective HIV response

Objectives and Activities Baseline Timeframe and targets . Funding /
No Responsible Implementi
Indicator (figure) Year Y1 Y2 Y3 Y4 Y5 Y6 Agencies P
ng Partners
5.1 STRATEGIC PRIORITY:
Strengthen regulatory system and assure higher quality services in the health
care settings
Parliament of
Georgia,
511 Develop and Implement new regulations for | new regulations are Healthcare and International
o Blood Safety developed and enforced social issues organizations
committee;
MoLHSA
i Parliament of
Develop, implement and enforce state ' Georgia
regulations for Laboratory Testing Standards Laboratory testing standards HeaIthcare’and International
5.1.1.1 mandatory for blood safety. developed and implemented done social issues Ofga(rxg')ﬂons
(NA) committee;
MoLHSA
Develop and implement accreditation
standards for blood & blood products Parliament of
producing units, which would include . . Georgia, .
- . Accreditation standards in 26 47 Healthcare and International
5.1.1.2 mandatory provisions for professional done PI FI L -
R place (NA) social issues organizations
liability insurance for blood and blood committee:
products producing units (private and MoLHSA
public)
Develop and implement state regulations liability requirement g Pagiame.nt of
for Laboratory Quality Assurance (QA) that | developed and in place (NA) one eorgla, ,
. e . - Healthcare and International
5.1.1.3 are intended to facilitate implementation of social issues organizations
overall QA system for labs, which would also committee:
include External Quality Assurance % fJf H.|V Iéboratorles 40% | 100% MoLHSA
participating in QA schemes
Assist  MOLHSA in elaboration and . . i i
5.1.1.4 . - ) Mechanisms in place (2011). done Parliament of International
ek implementation mechanisms geared Targets will be set after Georgia, organizations
towards transition from state/donor & Healthcare and

e Partly Implemented

v Fully Implemented
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Objectives and Activities Baseline Timeframe and targets R . Funding /
esponsible .
No - - A . Implementi
Indicator (figure) Year Y1 Y2 Y3 Y4 Y5 Y6 gencies ng Partners
financed safe blood programs towards the | mechanisms are developed social issues
system of sustainable self-financing committee;
MoLHSA
Parliament of
Georgia,
5115 PollcY dlalogue.s a.nd consensus building # of high level meetings 10 10 Healt.hc.are and Interqatpnal
meetings for objective 5.1.1 social issues organizations
committee;
MoLHSA
Parliament of
Georgia,
512 Develop and implement QA regulations for new regulations are Healthcare and International
a medical facilities for infection control developed and enforced social issues organizations
committee;
MoLHSA
Develop and implement mandatory state
regulations for infection control within . .
hegalth care setting, which would include % of functional medical
5.1.2.1 o 2 i facilities meeting the 50% | 80% | 100% | 100% | 100%
Universal precautions" aimed at preventing . .
transmission of HIV, hepatitis B and C, and permits requirements
other blood or body fluid borne pathogens.
Parliament of
Enforce these regulations through facility % of functional medical Georgia,
5.1.2.2 accreditation system facilities meeting the 10% | 30% | soy | Hfedfthcareand f international
o X social issues organizations
accreditation requirements committee;
MoLHSA
Parliament of
Georgia,
5123 PO|ICY dlalogue.s a?nd consensus building # of high level meetings 10 HeaIt.hc?re and Interqatlgnal
meetings for objective 5.1.2 social issues organizations
committee;
MoLHSA
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ANNEX 1 — NSP Monitoring and Evaluation Framework

Objectives and Activities Baseline Timeframe and targets . Funding /
Responsible .
No - - A . Implementi
Indicator (figure) Year Y1 Y2 Y3 Y4 Y5 Y6 gencies ng Partners
5.2 STRATEGIC PRIORITY:
Assure necessary investments in the infrastructure and human resources
The Global
Strengthen Human Resource capacity for GHSF:IEdL/ |
5.2.1 quality of preventive and curative HIV services MoLHSA serv’iceoca
[See relevant sections] providers,
NGOs
The Global
Fund /
522, Assure necessary investments in the Ol GHSPIC,. Local
infrastructure service
providers,
NGOs
# of AIDS treatment centers 3
in Regions refurbished
# of AIDS treatment
Develop adequate physical infrastructure for facilities in Thilisi 1 The Global
5.2.2.1 AIDS treatment facilities in Thilisi and three constructed MoLHSA Fund /
regions of Georgia These facilities equipped GHSPIC
and furnished with
diagnostic and clinical done
laboratory equipment (e.g.
CT scan, X-ray, etc.)
# of new VCT centers in 1 1 1
regions refurbished 1* 1% 1% 1* 1%
# of AMT Centers
. . 201 1 2 3 2 1
refurbished & equipped (15) 010
Based on needs assessment develop S MoLHSA:
5.2.2.2 physical infrastructure for HIV prevention | #of AMT Centers In prisons 2010 1 1 ’ The Global
services refurbished & equipped (1) Ministry of Fund /
Corrections and GHSPIC
i 1 1 1 1 1
d# of rzfurblsthedtdrugt Legal Assistance
ependence treatmen ;
centers % 3% 3% 1% 1% of Georgia
# of functional mobile 1 1 1
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ANNEX 1 — NSP Monitoring and Evaluation Framework

No

Objectives and Activities

Baseline

Timeframe and targets

Indicator (figure)

Year

Y1

Y2

Y3

Y4

Y5

Y6

laboratories for IDUs *

# of constructed drug
dependence residential
centers *

Responsible
Agencies

Funding /
Implementi
ng Partners
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ANNEX 2: SUMMARY BUDGET - HIV/AIDS STRATEGIC PLAN 2011-2016*® - SCENARIO 1

1 Governance and Advocacy
Increase capacity of the CCM's secretariat and enable with the required
1.1 systems/instruments that assure effective implementation of the e Ll ek ekl S el bl
coordinating function
Developing new CCM bylaws in line with the provisions of recently
11, | 2doptedlawon HIV/AIDS and equipping CCM with the needed 22,956 14,706 14,706 14,706 14,706 14,706 96,485
- regulations-instruments for effective execution of its roles and
responsibilities
1.1.2 | Increase capacity of the CCM's secretariat 97,750 94,300 94,300 94,300 94,300 94,300 569,250
113 Develop, implement and fully operationalize one M&E framework 582,906 350,859 448,212 245,982 463,353 166,132 2,257,444
o Assure adequate financing of HIV/AIDS interventions, to guarantee
- quality prevention, diagnosis and treatment 43,175 92,625 8,200 4,100 . 4,100 152,200
1.2.1. | Advocate for increased state/national financing for HIV/AIDS 43,175 92,625 8,200 4,100 - 4,100 152,200
13 Carry out necessary advocacy to create conducive environment for
c=b national response 190,065 212,690 179,270 141,345 160,370 140,420 1,024,160
1.3.1. | Reduce legal and regulatory barriers for drug users \and for prisoners 1,665 36,640 36,270 1,295 370 370 76,610
Y Mount advocacy focused on stigma and discrimination, primarily among
2% | the health care providers 151,200 138,000 110,000 110,000 135,000 110,000 754,200
Y Advocate for greater involvement of people living with or affected by
-3 HIV/AIDS (GIPA) in the national response 37,200 38,050 33,000 30,050 25,000 30,050 193,350

8 Budget is estimated in USD



ANNEX 2: SUMMARY BUDGET - SCENARIO 1

211

Improve quality and scale of preventive
interventions

Increase the scale & scope of integrated preventive interventions

5,539,540

6,593,180

7,533,820

8,390,049

9,360,839

10,041,309

47,458,736

2.1.2

Improve the quality of preventive interventions

24,600

31,040

39,240

31,040

55,640

62,080

243,640

231

Reduce HIV transmission from mother-to-child

458,184

467,889

477,594

477,594

477,594

2.2.1 | Enhance Blood Safety 331,606 346,133 360,661 375,188 389,716 404,243 2,207,547
2.2.2 | Reduce post-exposure HIV transmission 2280 2,280 2,280 2,280 2,280 2,280 13,680
2.2.3 | Implement provider initiated testing (PIT) in clinical settings 67 841 87,021 87,021 87,021 87,021 87,021 502,947

477,594

2,836,446

23.2

Improve the quality of PMTCT program

Enable young people to protect themselves and their peers from HIV
Infection

16,400

84,095

31,040

50,370

50,000

31,040

50,000

8,200

50,000

31,040

50,000

117,720

334,465




ANNEX 2: SUMMARY BUDGET - SCENARIO 1

Treatment Care

5,498,970 36,597,159

3.1.1 | Maintain and, if possible, increase current level of access to ART 3583 690 4,467,032 6,510,172 7,629,180 8,908,115
607,775 4,111,125

3.1.2 | Improve treatment adherence among patients on ART 411.800 500,050 720,750 856,000 1,014,750
. 701,262 4,566,382

3.1.3 | Strengthen ART management capacity 546,435 596,083 853,614 906,549 962,439

Scale-up management of opportunistic infections (Ols) and other co- 5,290,280 33,729,180

3141 orbidities 3,937,810 4,568,310 5,914,855 | 6,596,070 | 7,421,855

4 Care and Support

Assure current level care and support services and future expansion
driven by need

530,400

625,680

779,630

875,720

964,700

1,026,580

4,802,710
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ANNEX 2: SUMMARY BUDGET - SCENARIO 1

5 Health System Strengthening
4ol Strengthen regulatory system and assure higher quality services in - 806,125
’ the health care settings 680,775 125,350 - , .
B 668,475
5.1.1 | Develop and Implement new regulations for Blood Safety 574,000 94,475 R R -
519 Develop and implement QA regulations for medical facilities for - 137,650
" | infection control 106,775 30,875 - - B
Assure necessary investments in the infrastructure and human 1,712,070 14,168,663
52 | lesources 4,010,023 = 6:239,353 982,708 900,020 323,588
521 Strengthen Human Resource capacity for quality of preventive and - -
- curative HIV services - ) . . )
5.2.2 . . .
Assure necessary investments in the infrastructure 4,010,923 6,239,353 1,712,070 982,708 900,020 323,588 14,168,663




ANNEX 3: SUMMARY BUDGET - HIV/AIDS STRATEGIC PLAN 2011-2016* - SCENARIO 2

1 Governance and Advocacy
Increase capacity of the CCM's secretariat and enable with the required
1.1 systems/instruments that assure effective implementation of the 678,612 299,865 557,218 309,988 572,359 255,138 2,673,179
coordinating function
Developing new CCM bylaws in line with the provisions of recently
111 | 2doptedLaw on HIV/AIDS and equipping CCM with the needed 22,956 14,706 14,706 14,706 14,706 14,706 96,485
regulations-instruments for effective execution of its roles and
responsibilities
1.1.2 Increase capacity of the CCM's secretariat 97,750 94,300 94,300 94,300 94,300 94,300 569,250
1.1.3 Develop, implement and fully operationalize one M&E framework 557,906 190,859 448,212 200,982 463,353 146,132 2,007,444
12, Assu.re adequat.e flna.ncmg ?f HIV/AIDS interventions, to guarantee 43,175 92,625 8,200 4,100 _ 4,100 152,200
quality prevention, diagnosis and treatment
1.2.1. | Advocate for increased state/national financing for HIV/AIDS 43,175 92,625 8,200 4,100 - 4,100 152,200
in Car.ry out necessary advocacy to create conducive environment for 51,665 86,690 61,270 31,345 50,370 30,420 311,760
national response
1.3.1. | Reduce legal and regulatory barriers for drug users \and for prisoners 1,665 36,640 36,270 1,295 370 370 76,610
132, Mount advocacy foc.used on stigma and discrimination, primarily among 25,000 20,000 ) ) 25,000 ) 70,000
the health care providers
133 Advocate for gre.ater |nvolyement of people living with or affected by 25,000 30,050 25,000 30,050 25,000 30,050 165,150
HIV/AIDS (GIPA) in the national response

9 Budget is estimated in USD



ANNEX 3: SUMMARY BUDGET - SCENARIO 2

Improve quality and scale of preventive
interventions

2.3.1.

Reduce HIV transmission from mother-to-child

458,184

467,889

477,594

477,594

477,594

2.1.1. Increase the scale & scope of integrated preventive interventions 5,537,540 6,502,430 7,376,320 8,075,049 8,809,589 9,568,809 45,869,736
2.1.2 Improve the quality of preventive interventions 24,600 15,520 23,720 15,520 40,120 31,040 150,520
2.2.1 Enhance Blood Safety 331,606 346,133 360,661 375,188 389,716 404,243 2,207,547
2.2.2 Reduce post-exposure HIV transmission 2,280 2,280 2,280 2,280 2,280 2,280 13,680
223 Implement provider initiated testing (PIT) in clinical settings 67,841 87,021 87,021 87,021 87,021 87,021 502,947

477,594

2,836,446

2.3.2.

Improve the quality of PMTCT program

Enable young people to protect themselves and their peers from HIV
Infection

16,400

75,525

31,040

50,000

50,000

31,040

50,000

8,200

50,000

31,040

50,000

117,720

325,525




ANNEX 3: SUMMARY BUDGET - SCENARIO 2

3 Treatment Care

Assure current level care and support services and future expansion
driven by need

384,000

450,000

572,840

637,820

690,200

711,820

3.1.1 Maintain and, if possible, increase current level of access to ART 3,583,690 4,467,032 5,498,970 6,510,172 7,629,180 8,908,115 36,597,159

3.1.2 Improve treatment adherence among patients on ART 411,800 500,050 607,775 720,750 856,000 1,014,750 4,111,125

3.1.3 Strengthen ART management capacity 354,455 367,413 435,782 537,899 537,899 537,899 2,771,347

3.1.4 Scaletup,management of opportunistic infections (Ols) and other co- 2,933,470 3,305,600 3,773,210 4,058,880 4,364,430 4,725,660 23,161,250
morbidities

4 Care and Support

3,446,680
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ANNEX 3: SUMMARY BUDGET - SCENARIO 2

5 Health System Strengthening

4ol Strengthen regulato.ry system and assure higher quality services in 680,775 125,350 : : : 806,125
the health care settings

5.1.1 Develop and Implement new regulations for Blood Safety 574,000 94,475 - - - 668,475

519 Pevelgp and implement QA regulations for medical facilities for 106,775 30,875 i i i 137,650
infection control

50 Assure necessary investments in the infrastructure and human 3,586,080 3,361,580 1,055,600 662,120 600,020 9,265,400
resources

521 Strengthen Human Resource capacity for quality of preventive and ) i i ) ) )

- curative HIV services
5.2.2. Assure necessary investments in the infrastructure 3,586,080 3,361,580 1,055,600 662,120 600,020 9,265,400




ANNEX 4: DETAILED BUDGET - HIV/AIDS STRATEGIC PLAN 2011-2016"° - SCENARIO 1

! Governance and Advocacy

111

Developing new CCM bylaws in line
with the provisions of recently
adopted Law on HIV/AIDS and
equipping CCM with the needed
regulations-instruments for effective
execution of its roles and
responsibilities

22,956

14,706

14,706

14,706

14,706

14,706

96,485

1111

Provide technical assistance to the
MoLHSA in developing new bylaws for
the CCM.

8,200

8,200

1.11.2

Widely disseminate information about
the new role of the CCM through
various media sources

14,756

14,706

14,706

14,706

14,706

14,706

88,285

>0 Budget is estimated in USD




ANNEX 4: DETAILED BUDGET - SCENARIO 1

1.1.2

Increase capacity of the CCM's
secretariat

97,750

94,300

94,300

94,300

94,300

94,300

569,250

1.1.21

Support regular participation of the
CCM'’s secretariat and its members in
HIV/AIDS international events and
conferences at global and regional
levels

32,000

32,000

32,000

32,000

32,000

32,000

192,000

1.1.2.2

Assure sustainable financing of CCM’s
secretariat;

65,750

62,300

62,300

62,300

62,300

62,300

377,250

1.1.3

Develop, implement and fully
operationalize one M&E framework

582,906

350,859

448,212

245,982

463,353

166,132

2,257,444

1.1.3.1.

Assure sustainable functionality of the
national HIV/AIDS surveillance
program, which renders critical
epidemiological and programatic
information about national response

410,806

250,859

385,912

170,982

401,053

116,132

1,735,744

1.1.3.2.

Develop national M&E framework and
its implementation arrangements

34,800

34,800

1.1.3.3.

Conduct HIV/AIDS related operational
research to inform policies and
practice

137,300

100,000

62,300

75,000

62,300

50,000

486,900

1.2

Assure adequate financing of
HIV/AIDS interventions, to guarantee
quality prevention, diagnosis and
treatment

43,175

92,625

8,200

4,100

4,100

152,200

1.2.1.

Advocate for increased state/national
financing for HIV/AIDS

43,175

92,625

8,200

4,100

4,100

152,200

1.2.1.1.

Provide technical assistance to the
MoLHSA for improved budget planning
in close collaboration with the Ministry
of finance(MoF) to ensure sustainable
financing of HIV/AIDS services.

8,200

8,200

8,200

24,600

1.2.1.2.

Provide technical assistance to
MoLHSA for exploring opportunities
for inclusion of HIV/AIDS coverage
under insurance schemes.

34,975

34,975

1.2.1.3.

Conduct economic evaluation of
various preventive and curative
interventions to inform resource
allocation decisions

80,325

80,325
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ANNEX 4: DETAILED BUDGET - SCENARIO 1

1.2.1.4.

Conduct National AIDS Spending
Assessment and Financial Gap
analyses to inform policy decisions
(incl. UNGASS reporting)

4,100

4,100

4,100

12,300

1.3.

Carry out necessary advocacy to
create conducive environment for
national response

190,065

212,690

179,270

141,345

160,370

140,420

1,024,160

1.3.1.

Reduce legal and regulatory barriers
for drug users \and for prisoners

1,665

36,640

36,270

1,295

370

370

76,610

1.3.1.1.

Support the multisectoral group
working on legal and regulatory issues
concerning prevention of IDU among
prisoners

925

925

925

925

3,700

1.3.1.2.

Provide technical assistance to the
related ministries for elaborating draft
policies aimed at eliminating legal
barriers to effective HIV/AIDS
interventions among IDUs and
prisoners.

34,975

34,975

69,950

1.3.1.3.

Organize policy forums and roundtable
meetings for all stakeholders to discuss
policy alternatives

740

740

370

370

370

370

2,960

1.3.2.

Mount advocacy focused on stigma
and discrimination, primarily among
the health care providers

151,200

138,000

110,000

110,000

135,000

110,000

754,200

13.21

Conduct operational research aimed at
identifying key factors related to
stigma, develop recommendations for
evidence-informed interventions.

25,000

25,000

50,000

1.3.2.2

Plan and implement adequate
interventions aimed at combating
stigma among the health care
providers.

20,000

20,000

1.3.23

Support media capacity building to
ensure effective communication of HIV
messages [low priority]

16,200

8,000

24,200

1.3.2.4.

Organize effective information
campaigns to build public support
[low priority]

110,000

110,000

110,000

110,000

110,000

110,000

660,000
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ANNEX 4: DETAILED BUDGET - SCENARIO 1

133

Advocate for greater involvement of
people living with or affected by
HIV/AIDS (GIPA) in the national
response

37,200

38,050

33,000

30,050

25,000

30,050

193,350

1.3.3.1.

Establish grant programs for PLHA to
support advocacy efforts, peer
education and networking.

25,000

25,000

25,000

25,000

25,000

25,000

150,000

1.3.3.2.

Improve information availability for
PLHA on the HIV/AIDS national
response

5,050

5,050

5,050

15,150

1.3.3.3.

Develop training materials and conduct
training for NGOs as well as
governmental agencies on how to
implement GIPA principles [Low
priority]

12,200

8,000

8,000

28,200
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ANNEX 4: DETAILED BUDGET - SCENARIO 1

Improve quality and scale of
preventive interventions

interventions to inform programmatic

2.1.1. Increase the scale & scope of 5,539,540 6,593,180 7,533,820 8,390,049 9,360,839 10,041,309
integrated preventive interventions 47,458,736
2.1.1.1 | Providing VCT services and increase 712,244 788,722 807,388 826,053 885,513 903,382
uptake of HIV testing among MARPs 4,923,303
including MARA
2.1.1.2 Scale up Agonist Maintenance Therapy 2,569,656 2,955,260 3,406,812 3,706,812 3,855,260 3,855,260
(AMT) for IDUs 20,349,060
2.1.1.3 | Expand drug dependence treatment 773,000 1,040,200 1,275,000 1,530,000 2,048,200 2,550,000
services 9,216,400
2.1.1.4 Implement needle exchange & other 1,094,059 1,372,103 1,561,412 1,797,662 1,996,029 2,123,265
HR programs and increase access to 9,944,529
preventive commodities
2.1.1.5 Develop and implement effective BCC 390,581 436,895 483,208 529,522 575,836 609,402
strategies utilizing multiple channels of 3,025,444
communication
2.1.2 Improve the quality of preventive 24,600 31,040 39,240 31,040 55,640 62,080
interventions 243,640
2.1.2.1 | Develop and implement standard 16,400 - - - 16,400 -
national guidelines for preventive 32,800
interventions
2.1.2.2 | Upgrade professional skills of service - 31,040 31,040 31,040 31,040 62,080
providers 186,240
2.1.2.3 | Monitor and evaluate HIV preventive 8,200 - 8,200 - 8,200 -
24,600
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ANNEX 4: DETAILED BUDGET - SCENARIO 1

decisions
2.2 Prevent HIV Transmission through 401,727 435,434 449,962 464,489 479,017 493,544

Health Care 2,724,174
2.2.1 331,606 346,133 360,661 375,188 389,716 404,243

Enhance Blood Safety 2,207,547
2.2.1.1 Assure Screening of all donated blood 319,606 334,133 348,661 363,188 377,716 392,243

in a quality assured manner 2,135,547
2.2.1.2 . 12,000 12,000 12,000 12,000 12,000 12,000

Promote Voluntary Donorship 72,000
2.2.2 Reduce post-exposure HIV 2,280 2,280 2,280 2,280 2,280 2,280

transmission 13,680
2.2.2.1 | Provision of PEP treatment to all health 2,280 2,280 2,280 2,280 2,280 2,280

care workers in the country 13,680
223 Implement provider initiated testing

. . . 67,841 87,021 87,021 87,021 K ,

(PIT) in clinical settings 87,021 87,021 502,947
2.2.3.1 | Develop standards and guidelines for 4,100 - - - - -

PIT 4,100
2.2.3.2 | Upgrade professional skills on PIT - 23,280 23,280 23,280 23,280 23,280

guidelines for HCWs 116,400
2.2.3.3 | Implement PIT of patients in narcology, 63,741 63,741 63,741 63,741 63,741 63,741

STl and TB clinics and ANC centers 382,447

(covered by routine surveillance)
2.3 Prevent Mother-to-child HIV 474,584 498,929 477,594 508,634 485,794 508,634

transmission 2,954,166
2.3.1. Reduce HIV transmission from 458,184 467,889 477,594 477,594 477,594 477,594

mother-to-child 2,836,446
2.3.1.1. Assure universal screening of all 399,954 399,954 399,954 399,954 399,954 399,954

pregnant women on HIV 2,399,721
2.3.1.2. | Provide prophylactic ARV treatment to 50,850 59,325 67,800 67,800 67,800 67,800

all HIV positive pregnant women 381,375
2.3.1.3. | Provide prophylactic ARV therapy to 480 560 640 640 640 640 3,600

all newborns !
2.3.1.4. | Provide social care services to all 6,900 8,050 9,200 9,200 9,200 9,200 51,750

newborns !
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ANNEX 4: DETAILED BUDGET - SCENARIO 1

2.3.2. Improve the quality of PMTCT 16,400 31,040 ) 31,040 8200 31,040 117,720
program
2.3.2.1. | Integrate PMTCT program with existing 8,200 - - - - -
Perinatal Hepatitis B Prevention 8,200
Program
2.3.2.2 | Update PMTCT guidelines 8,200 8,200 _ 16,400
2.3.2.3 | Upgrade professional skills of HCWs in - 31,040 - 31,040 - 31,040
PMTC 93,120
2.4. Reduce Youth Vulnerability to HIV 84,095 50,370 50,000 50,000 50,000 50,000
334,465
24.1. Enable young people to protect 84,095 50,370 50,000 50,000 50,000 50,000
themselves and their peers from HIV 334,465
Infection
2.4.1.1. Develop and implement effective BCC 58,200 50,000 50,000 50,000 50,000 50,000 308,200
interventions focusing on youth !
2.4.1.2 | Advocate for integrating drug and HIV 17,325 - - - - -
prevention training course into 17,325
National Education Plan
2.4.1.3 | Develop and Implement Drug-Free 8,570 370 - - - -
School Policies for schools 8,940
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ANNEX 4: DETAILED BUDGET - SCENARIO 1

3
Treatment
3.1 .
Improve ART Survival Rates 8,479,735 10,131,475 12,098,287 13,999,391 15,987,799 18,307,159 79.003.846
’ '
3.1.1 Maintain and, if possible, increase
TP ’ 3,583,690 4,467,032 5,498,970 6,510,172 7,629,180 8,908,115 36,597,159
current level of access to ART
3.1.1.1 | Provide regular laboratory and clinical
° (,je ?gu a ab? atory a d clinica 1,644,500 1,955,580 2,281,380 2,645,260 3,036,360 3,454,320 15,017,400
examination of patients
3.1.1.2 . . .
Provide ARVs to all patients in need 1,675,540 2,145,100 2,734,950 3,265,300 3,849,800 4,555,770 18,226,460
3.1.1.3 | Maintain T rvices in confli
aintain T&C services in conflict 263,650 366,352 482,640 599,612 743,020 898,025 3,353,299
region of Georgia
3.1.2 Improve treatment adherence amon,
F{ g 411,800 500,050 607,775 720,750 856,000 1,014,750 4,111,125
patients on ART
3.1.2.1 | Provide hom heren
ov!de' ome based adherence 411,800 500,050 607,775 720,750 856,000 1,014,750 4,111,125
monitoring and support
3.1.2.2 | Integration of HIV and TB services (one ] ] ] ] i ]
stop service)
3.1.3 ]
Strengthen ART management capacity 546,435 596,083 701,262 853,614 906,549 962,439 4,566,382
3.1.3.1 i D
Implem.ent HIV drug resistance (HIV R) 275,655 296,813 363,182 464,299 464,299 464,299 2,328,547
prevention and assessment strategy
3.1.3.2 i _
Support regular update of evidence 8,200 8,200 8,200 8,200 8,200 8,200 49200
based guidelines ’
3.1.33 i i ini
2:25{0“ implementation of clinical 24,600 16,400 16,400 16,400 16,400 16,400 106,600
3.1.34 L L.
Maintain HIV/AIDS clinical database 12,000 12,000 12,000 12,000 12,000 12,000 72,000
3-1.3.5 | Training necessary human resources 68,000 68,000 68,000 69,000 69,000 69,000
for curative HIV/AIDS services ! ’ ! ! ’ ! 411,000
3.1.3.6 | Implement modern hi-tech laborator:
P o y 157,980 194,670 233,480 283,715 336,650 392,540 1599 035
tools for ART monitoring 1999,
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ANNEX 4: DETAILED BUDGET - SCENARIO 1

3.14

Scale-up management of
opportunistic infections (Ols) and
other co-morbidities

3,937,810

4,568,310

5,290,280

5,914,855

6,596,070

7,421,855

33,729,180

3141

Provide modern instrumental
diagnostic services

1,347,350

1,709,530

2,124,600

2,617,315

3,158,010

3,835,215

14,792,020

3.1.4.2

Improve management of latent and
active TB

39,380

46,340

53,120

62,740

72,840

84,200

358,620

3.143

Develop capacity for management of
infections caused by non-tuberculosis
mycobacteria, fungi and HPV

170,530

192,580

194,480

196,380

198,280

200,180

1,152,430

3.1.44

Improve management of HIV/HCV co-
infected patients

1,219,900

1,219,900

1,219,900

1,219,900

1,219,900

1,219,900

7,319,400

3.1.45

Provide management (prevention,
diagnosis and treatment) of other
common Ols

215,650

260,400

309,300

359,800

415,600

474,600

2,035,350

3.14.6

Provide in-patient care for all patients
in need

945,000

1,139,560

1,388,880

1,458,720

1,531,440

1,607,760

8,071,360

Care and Support

4.1 i
Assure access to basic care and 530,400 625,680 779,630 875,720 964,700 1,026,580 4.802.710
support services ,802,
4.1.1 Assure current level care and support
services and future expansion driven 530,400 625,680 779,630 875,720 964,700 1,026,580 4,802,710
by need
4.1.1.1 | Provide counseling and psychological
. R 105,100 138,600 208,800 232,000 243,600 255,200
assistance to adults and children 1,183,300
4.1.1.2 | Provide palliative care services (both
275,900 308,400 361,040 401,820 442,600 452,620
institutional and home-based) 2,242,380
4.1.1.3 idi ini iali
PrOV|d|ng trainings to specialists ‘ 3,000 3,000 3,000 4,000 4,000 4,000 21000
involved in care and support services ’
4.1.1.4 ) N
Provide nutritional support 146,400 175,680 206,790 237,900 274,500 314,760 1,356,030
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ANNEX 4: DETAILED BUDGET - SCENARIO 1

5 Health System
Strengthening

5.1 Strengthen regulatory system and
assure higher quality services in the 680,775 125,350 - - - - 806,125
health care settings

5.1.1 Develop and Implement new 668,475

) 574,000 94,475 - - . B
regulations for Blood Safety

5.1.1.1 | Develop, implement and enforce state
regulations for Laboratory Testing 185,250 - - - - - 185,250
Standards mandatory for blood safety
5.1.1.2 | Develop and implement accreditation
standards for blood & blood products 123,500
producing units, which would include
mandatory provisions for professional 123,500 - - - - -
liability insurance for blood and blood
products producing units (private and
public)

5.1.1.3 | Develop and implement state
regulations for Laboratory Quality 277,875
Assurance (QA) that are intended to
facilitate implementation of overall QA
system for labs, which would also
include External Quality Assurance
5.1.1.4 | Assist MoLHSA in elaboration and
implementation mechanisms geared 78,150
towards transition from state/donor
financed safe blood programs towards
the system of sustainable self-
financing.

5.1.1.5 | Conduct Policy dialogues and
consensus building meetmgs. for 1,850 1,850 i ) i ) 3,700
objective 5.1.1.(at least 10 high-level

meetings)

185,250 92,625 - - - R

78,150 - - - - -
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ANNEX 4: DETAILED BUDGET - SCENARIO 1

5.1.2 Develop and implement QA
regulations for medical facilities for 106,775 30,875 - - - - 137,650
infection control

5.1.2.1 | Develop and implement mandatory
state regulations for infection control 135,800
within health care setting, which would
include "Universal precautions" aimed 104,925 30,875 - - - -
at preventing transmission of HIV,
hepatitis B and C, and other blood or
body fluid borne pathogens.

5.1.2.2 | Enforce these regulations through 1850 i i i i ) 1,850
facility accreditation system. ’

5.1.2.3 | Conduct Policy dialogues and
consensus building meetings for 1850 ) ) ) i ) 1,850
objective 5.1.2.(at least 10 high-level ’

meetings)

5.2 Assure necessary investments in the

4,010,923 6,239,353 1,712,070 982,708 900,020 323,588
infrastructure and human resources 14,168,663

5.2.1 Strengthen Human Resource capacity
for quality of preventive and curative - - - - - - -
HIV services
2.2, i i 14,168,663
>.2.2 tAssure necessary investments in the 4,010,923 6,239,353 1,712,070 982,708 900,020 323,588
infrastructure
5.2.2.1 | Develop adequate physical
. 11,016,898
mfr,a,s,tru?ture,f,or AIDS treatme,nt 3,901,923 3,853,765 1,241,070 879,120 841,020 300,000
facilities in Thbilisi and three regions of

Georgia

5.2.2.2 | Based on needs assessment develop
adequate physical infrastructure for 109,000 2,385,588 471,000 103,588 59,000 23,588 3,151,765
HIV prevention services
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ANNEX 5: DETAILED BUDGET - HIV/AIDS STRATEGIC PLAN 2011-2016°" - SCENARIO 2

1 Governance and Advocacy
11 Increase capacity of the CCM's secretariat and
enable with the rt.equw.ed systems/.mstruments 572,359 255,138 2,673.179
that assure effective implementation of the 678,612 299,865 557,218 309,988
coordinating function
1.1.1 Developing new CCM bylaws in line with the provisions
of recently adopted Law on HIV/AIDS and equipping
. ) . 14,706 14,706 96,485
CCM with the needed regulations-instruments for 22,956 14,706 14,706 14,706
effective execution of its roles and responsibilities
1.1.1.1 | Provide technical assistance to the MoLHSA in
. 8,200 - - - - - 8,200
developing new bylaws for the CCM.
1.1.1.2 | Widely disseminate information about the new role of 14.706 14706 88,285
the CCM through various media sources 14,756 14,706 14,706 14,706 ! ! ’
1.1.2 Increase capacity of the CCM's secretariat 94,300 94 300 569 250
97,750 94,300 94,300 94,300 ! ! !
1.1.2.1 | Support regular participation of the CCM’s secretariat
and its members in HIV/AII?S international events and 32,000 32,000 32,000 32,000 32,000 32,000 192,000
conferences at global and regional levels
1122 A inable financing of CCM’ i 62,300 62,300 377,250
ssure sustainable financing o s secretariat; 65,750 62,300 62,300 62,300 , , g
1.1.3 Develop, implement and fully operationalize one M&E 463353 146,132 2007 444
framework 557,906 190,859 448,212 200,982 ! ! e
1.1.3.1. | Assure sustainable functionality of the national HIV/AIDS
surveillance  program,  which  renders critical
. . . . . 401,053 96,132 1,585,744
epidemiological and programatic information about 410,806 140,859 385,912 150,982
national response
1.1.3.2. | Develop national M&E framework and its
. . - - - - - 34,800
implementation arrangements 34,800

>t Budget is estimated in USD




ANNEX 5: DETAILED BUDGET - SCENARIO 2

1.1.3.3. | Conduct HIV/AIDS related operational research to inform

policies and practice 112,300 50,000 62,300 50,000 62,300 50,000 386,900
1.2. Assure adequate financing of HIV/AIDS interventions,
to guarantee quality prevention, diagnosis and 43,175 92,625 8,200 4,100 - 4,100 152,200
treatment
1.2.1. | Advocate for increased state/national financing for 8200 4100 4100 152,200
HIV/AIDS 43,175 92,625 ’ ’ ) ’ ’
1.2.1.1. | Provide technical assistance to the MoLHSA for
improved budget planning in close collaboration with 8200 8,200 8200 i i i 24,600

the Ministry of finance(MoF) to ensure sustainable
financing of HIV/AIDS services.

1.2.1.2. | Provide technical assistance to MoLHSA for exploring
opportunities for inclusion of HIV/AIDS coverage under 34975 - - - - - 34,975
insurance schemes. '
1.2.1.3. | Conduct economic evaluation of various preventive and

curative interventions to inform resource allocation - 80,325 - - - - 80,325
decisions
1.2.1.4. | Conduct National AIDS Spending Assessment and
Financial Gap analyses to inform policy decisions (incl. - 4,100 - 4,100 - 4,100 12,300
UNGASS reporting)
1.3. Carry out necessary advocacy to create conducive
environment for national response 51,665 86,690 61,270 31,345 50,370 30,420 311,760
1.3.1. | Reduce legal and regulatory barriers for drug users
\and for prisoners 1,665 36,640 36,270 1,295 370 370 76,610
1.3.1.1. | Support the multisectoral group working on legal and
regulatory issues concerning prevention of IDU among 935 975 975 925 - - 3,700
prisoners
1.3.1.2. | Provide technical assistance to the related ministries for
elaborating draft policies aimed at eliminating legal i i ) i 69.950
barriers to effective HIV/AIDS interventions among IDUs 34,975 34,975 ’
and prisoners.
1.3.1.3. | Organize policy forums and roundtable meetings for all
stakeholders to discuss policy alternatives 740 740 370 370 370 370 2,960
1.3.2. | Mount advocacy focused on stigma and discrimination,
- - 25,000 - 70,000

primarily among the health care providers 25,000 20,000

1.3.2.1 | Conduct operational research aimed at identifying key
factors related to stigma, develop recommendations for 25,000 - - - 25,000 - 50,000
evidence-informed interventions.
1.3.2.2 | Plan and implement adequate interventions aimed at

combating stigma among the health care providers. ) 20,000 ) ) ) ) 20,000

79



ANNEX 5: DETAILED BUDGET - SCENARIO 2

1.3.3 | Advocate for greater involvement of people living with
. . 25,000 30,050 165,150
or affected by HIV/AIDS (GIPA) in the national response 25,000 30,050 25,000 30,050
1.3.3.1. | Establish grant programs for PLHA to support advocacy 25 000 25 000 150,000
efforts, peer education and networking. 25,000 25,000 25,000 25,000 ’ ! ’
1.3.3.2. | Improve information availability for PLHA on the
. - 5,050 - 5,050 - 5,050 15,150
HIV/AIDS national response
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ANNEX 5: DETAILED BUDGET - SCENARIO 2

Improve quality and scale of preventive
interventions

2.1 Prevention HIV spread among MARPs 5,562,140 6,517,950 7,400,040 8,090,569 8,849,709 9,599,849 46,020,256
(IDUS; CSWS; MSM; Prisoners) and MARA
2.1.1. Increase the scale & scope of integrated preventive 5,537,540 6,502,430 7,376,320 8,075,049 8,809,589 9,568,809 45,869,736
interventions
2.1.1.1 | Providing VCT services and increase 4,923,303
uptake of HIV testing among MARPs including MARA 712,244 788,722 807,388 826,053 885,513 903,382
2.1.1.2 | Scale up Agonist Maintenance Therapy (AMT) for IDUs 2,569,656 2,955,260 3,406,812 3,706,812 3,855,260 3,855,260 20,349,060
2.1.1.3 | Expand drug dependence treatment services 1,028,200 1,275,000 1,530,000 2,048,200 2,550,000 9,202,400
771,000
2.1.1.4 | Implement needle exchange & other HR programs and 1,094,059 1,293,353 1,403,912 1,482,662 1,444,779 1,650,765 8,369,529
increase access to preventive commodities
2.1.1.5 | Develop and implement effective BCC strategies utilizing 3,025,444
multiple channels of communication 390,581 436,895 483,208 529,522 575,836 609,402
2.1.2 Improve the quality of preventive interventions 150,520
24,600 15,520 23,720 15,520 40,120 31,040
2.1.2.1 | Develop and implement standard national guidelines for - - - - 32,800
preventive interventions 16,400 16,400
2.1.2.2 | Upgrade professional skills of service providers - 93,120
15,520 15,520 15,520 15,520 31,040
2.1.2.3 | Monitor and evaluate HIV preventive interventions to 8,200 - 8,200 - 8,200 - 24,600
inform programmatic decisions
2.2 Prevent HIV Transmission through Health Care 2,724,174
401,727 435,434 449,962 464,489 479,017 493,544
2.2.1 Enhance Blood Safety 2,207,547
331,606 346,133 360,661 375,188 389,716 404,243
2.2.1.1 | Assure screening of all donated blood in a quality 2,135,547
assured manner 319,606 334,133 348,661 363,188 377,716 392,243
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ANNEX 5: DETAILED BUDGET - SCENARIO 2

2.2.1.2 | Promote Voluntary Donorship 72,000
12,000 12,000 12,000 12,000 12,000 12,000
2.2.2 Reduce post-exposure HIV transmission 2,280 2,280 2,280 2,280 2,280 2,280 13,680
2.2.2.1 | Provision of PEP treatment to all health care workers in 2,280 2,280 2,280 2,280 2,280 2,280 13,680
the country
2.23 Implement provider initiated testing (PIT) in clinical 502,947
settings 67,841 87,021 87,021 87,021 87,021 87,021
2.2.3.1 | Develop standards and guidelines for PIT 4,100 - - - - - 4,100
2.2.3.2 | Upgrade professional skills on PIT guidelines for HCWs - 116,400
23,280 23,280 23,280 23,280 23,280
2.2.3.3 | Implement PIT of patients in narcology, STl and TB clinics 382,447
and ANC centers (covered by routine surveillance) 63,741 63,741 63,741 63,741 63,741 63,741
23 Prevent Mother-to-child HIV transmission 2,954,166
474,584 498,929 477,594 508,634 485,794 508,634
2.3.1. Reduce HIV transmission from mother-to-child 2,836,446
458,184 467,889 477,594 477,594 477,594 477,594
2.3.1.1. | Assure universal screening of all pregnant women on HIV 2,399,721
399,954 399,954 399,954 399,954 399,954 399,954
2.3.1.2. | Provide prophylactic ARV treatment to all HIV positive 381,375
pregnant women 50,850 59,325 67,800 67,800 67,800 67,800
2.3.1.3. | Provide prophylactic ARV therapy to all newborns 3,600
480 560 640 640 640 640
2.3.1.4. | Provide social care services to all newborns 6,900 8,050 9,200 9,200 9,200 9,200 51,750
2.3.2. Improve the quality of PMTCT program - 8,200 117,720
16,400 31,040 31,040 31,040
2.3.2.1. | Integrate PMTCT program with existing Perinatal 8,200 - - - - - 8,200
Hepatitis B Prevention Program
2.3.2.2 | Update PMTCT guidelines 8,200 - - - 8,200 - 16,400
2.3.2.3 | Upgrade professional skills of HCWs in PMTC - - - 93,120
31,040 31,040 31,040
2.4. Reduce Youth Vulnerability to HIV 325,525
75,525 50,000 50,000 50,000 50,000 50,000
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325,525

2.4.1. Enable young people to protect themselves and their
peers from HIV Infection 75,525 50,000 50,000 50,000 50,000 50,000

2.4.1.1. | Develop and implement effective BCC interventions 308,200
focusing on youth 58,200 50,000 50,000 50,000 50,000 50,000

2.4.1.2 | Advocate for integrating drug and HIV prevention - - - - - 17,325
training course into National Education Plan 17,325
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3 Treatment
3.1 Improve ART Survival Rates 7,283,415 8,640,095 10,315,737 11,827,701 13,387,509 15,186,424 66,640,881
3.1.1 Maintain and, if possible, increase current level of 3,583,690 4,467,032 5,498,970 6,510,172 7,629,180 8,908,115 36,597,159
access to ART
3.1.1.1 | Provide regular laboratory and clinical examination of 1,644,500 1,955,580 2,281,380 2,645,260 3,036,360 3,454,320 15,017,400
patients
3.1.1.2 | Provide ARVs to all patients in need 1,675,540 2,145,100 2,734,950 3,265,300 3,849,800 4,555,770 18,226,460
3.1.1.3 | Maintain T&C services in conflict region of Georgia 3,353,299
263,650 366,352 482,640 599,612 743,020 898,025
3.1.2 Improve treatment adherence among patients on ART 1,014,750 4,111,125
411,800 500,050 607,775 720,750 856,000
3.1.2.1 | Provide home based adherence monitoring and support 1,014,750 4,111,125
411,800 500,050 607,775 720,750 856,000
3.1.2.2 | Integration of HIV and TB services (one stop service) - - - - - - -
3.1.3 Strengthen ART management capacity 2,771,347
354,455 367,413 435,782 537,899 537,899 537,899
3.1.3.1 | Implement HIV drug resistance (HIVDR) prevention and 2,328,547
assessment strategy 275,655 296,813 363,182 464,299 464,299 464,299
3.1.3.2 | Support regular update of evidence-based guidelines 8,200 8,200 8,200 8,200 8,200 8,200 49,200
3.1.3.3 | Support implementation of clinical audit 106,600
24,600 16,400 16,400 16,400 16,400 16,400
3.1.3.4 | Maintain HIV/AIDS clinical database 72,000
12,000 12,000 12,000 12,000 12,000 12,000
3.1.3.5 | Training necessary human resources for curative 215,000
HIV/AIDS services 34,000 34,000 36,000 37,000 37,000 37,000
3.14 Scale-up management of opportunistic infections (Ols) 2,933,470 3,305,600 3,773,210 4,058,880 4,364,430 4,725,660 23,161,250
and other co-morbidities
3.1.4.1 | Provide modern instrumental diagnostic services 1,116,170 1,355,080 5,167,770
448,500 570,820 750,360 926,840
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Care and Support

3.1.4.2 | Improve management of latent and active TB 4,440
740 740 740 740 740 740

3.1.4.3 | Develop capacity for management of infections caused 1,152,430
by non-tuberculosis mycobacteria, fungi and HPV 170,530 192,580 194,480 196,380 198,280 200,180

3.1.4.4 | Improve management of HIV/HCV co-infected patients 1,219,900 1,219,900 1,219,900 1,219,900 1,219,900 1,219,900 7,319,400

3.1.4.5 | Provide management (prevention, diagnosis and 1,445,850
treatment) of other common Ols 148,800 182,000 218,850 256,300 297,900 342,000

3.1.4.6 | Provide in-patient care for all patients in need 1,139,560 1,388,880 1,458,720 1,531,440 1,607,760 8,071,360

945,000
4

support services

4.1 Assure access to basic care and support services 3,446,680
384,000 450,000 572,840 637,820 690,200 711,820

4.1.1 Assure current level care and support services and 3,446,680
future expansion driven by need 384,000 450,000 572,840 637,820 690,200 711,820

4.1.1.1 | Provide counseling and psychological assistance to 1,183,300
adults and children 105,100 138,600 208,800 232,000 243,600 255,200

4.1.1.2 | Provide palliative care services (both institutional and 2,242,380
home-based) 275,900 308,400 361,040 401,820 442,600 452,620

4.1.1.3 | Providing trainings to specialists involved in care and 3,000 3,000 3,000 4,000 4,000 4,000 21,000
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5 Health System Strengthening

5.1 Strengthen regulatory system and assure higher quality = - - - 806,125
services in the health care settings 680,775 125,350

5.1.1 Develop and Implement new regulations for Blood - - - - 668,475
Safety 574,000 94,475
5.1.1.1 | Develop, implement and enforce state regulations for - - - - - 185,250
Laboratory Testing Standards mandatory for blood 185,250
safety
5.1.1.2 | Develop and implement accreditation standards for - - - - - 123,500
blood & blood products producing units, which would 123,500
include mandatory provisions for professional liability
insurance for blood and blood products producing units
(private and public)

5.1.1.3 | Develop and implement state regulations for Laboratory - - - - 277,875
Quality Assurance (QA) that are intended to facilitate 185,250 92,625
implementation of overall QA system for labs, which
would also include External Quality Assurance

5.1.1.4 | Assist MoLHSA in elaboration and implementation - - - - - 78,150
mechanisms geared towards transition from state/donor 78,150
financed safe blood programs towards the system of
sustainable self-financing.

5.1.1.5 | Conduct Policy dialogues and consensus building 1,850 1,850 - - - - 3,700
meetings for objective 5.1.1.(at least 10 high-level
meetings)

5.1.2 Develop and implement QA regulations for medical - - - - 137,650
facilities for infection control 106,775 30,875
5.1.2.1 | Develop and implement mandatory state regulations for - - - - 135,800
infection control within health care setting, which would 104,925 30,875
include "Universal precautions" aimed at preventing
transmission of HIV, hepatitis B and C, and other blood
or body fluid borne pathogens.

5.1.2.2 | Enforce these regulations through facility accreditation 1,850 - - - - - 1,850
system.

5.1.2.3 | Conduct Policy dialogues and consensus building 1,850 - - - - - 1,850
meetings for objective 5.1.2.(at least 10 high-level
meetings)

5.2 Assure necessary investments in the infrastructure and 3,586,080 3,361,580 1,055,600 - 9,265,400
human resources 662,120 600,020
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5.2.1 Strengthen Human Resource capacity for quality of - - - - - -
preventive and curative HIV services
5.2.2. Assure necessary investments in the infrastructure 3,586,080 3,361,580 1,055,600 9,265,400
662,120 600,020
5.2.2.1 | Develop adequate physical infrastructure for AIDS 3,506,080 3,257,580 8,826,400
treatment facilities in Thilisi and three regions of Georgia 942,600 579,120 541,020
5.2.2.2 | Based on needs assessment develop adequate physical 439,000
infrastructure for HIV prevention services 80,000 104,000 113,000 83,000 59,000
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ANNEX 6: COSTED TECHNICAL ASSISTANCE PLAN 2011-2016 — Scenario 1

Governance and Advocacy

1.1.1 R . Sy
with the needed regulations-instruments for effective execution of its roles and responsibilities

Developing new CCM bylaws in line with the provisions of recently adopted Law on HIV/AIDS and equipping CCM

8,200

8,200

1.1.2 | Increase capacity of the CCM's secretariat

73,800

73,800

1.1.3 | Develop, implement and fully operationalize one M&E framework

1.2.1. | Advocate for increased state/national financing for HIV/AIDS

69,700

45,100

107,100

152,200

. . 16,400 53,550
1.3.1. | Reduce legal and regulatory barriers for drug users \and for prisoners 69.950
1.3.2. | Mount advocacy focused on stigma and discrimination, primarily among the health care providers 8,200 i 3200
. . . . . 14,350 -
1.3.3 | Advocate for greater involvement of people living with or affected by HIV/AIDS (GIPA) in the national response 14.350

2 Improve quality and scale of preventive interventions

2.1.1. | Increase the scale & scope of integrated preventive interventions

16,400

16,400

2.1.2 | Improve the quality of preventive interventions

2.2.1 | Enhance Blood Safety

57,400

57,400

2.2.2 | Reduce post-exposure HIV transmission

2.2.3 | Implement provider initiated testing (PIT) in clinical settings

4,100

4,100




ANNEX 6: COSTED TECHNICAL ASSISTANCE PLAN - SCENARIO 1

.. 24,600 -
23 Prevent Mother-to-child HIV transmission g
24,600
2.3.1. | Reduce HIV transmission from mother-to-child - - -
. 24,600 -
2.3.2. | Improve the quality of PMTCT program 24,600
o1 32,800 -
2.4. Reduce Youth Vulnerability to HIV 32,800
. . 32,800 -
2.4.1. | Enable young people to protect themselves and their peers from HIV Infection 32,800
3 Treatment
A 155,800 -

3.1 Improve ART Survival Rates 155,800
3.1.1 | Maintain and, if possible, increase current level of access to ART - N N
3.1.2 | Improve treatment adherence among patients on ART N ° °

. 155,800 -
3.1.3 | Strengthen ART management capacity 155,800
3.1.4 | Scale-up management of opportunistic infections (Ols) and other co-morbidities - - -
4 | Care and support
4.1 Assure access to basic care and support services . - -
4.1.1 | Assure current level care and support services and future expansion driven by need - - -
5 Health System Strengthening -
. . . . . 131,200 669,375
5.1 Strengthen regulatory system and assure higher quality services in the health care settings 800,575
. 102,500 562,275
5.1.1 | Develop and Implement new regulations for Blood Safety 664775
. . . . . . 28, 107,1
5.1.2 | Develop and implement QA regulations for medical facilities for infection control 8,700 07,100 135 800

5.2 Assure necessary investments in the infrastructure and human resources . - -
5.2.1 | Strengthen Human Resource capacity for quality of preventive and curative HIV services - - -
5.2.2. | Assure necessary investments in the infrastructure . . .
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ANNEX 7: COSTED TECHNICAL ASSISTANCE PLAN 2011-2016 — Scenario 2

Governance and Advocacy

Developing new CCM bylaws in line with the provisions of recently adopted Law on HIV/AIDS and equipping CCM

1.2.1. | Advocate for increased state/national financing for HIV/AIDS

45,100

1.1.1 . 8,200 -

with the needed regulations-instruments for effective execution of its roles and responsibilities 8,200
1.1.2 | Increase capacity of the CCM's secretariat 73,800 - 73.800
1.1.3 | Develop, implement and fully operationalize one M&E framework 69,700 -

107,100

152,200

1.3.1. | Reduce legal and regulatory barriers for drug users \and for prisoners 16,400 53,550 69.950
1.3.2. | Mount advocacy focused on stigma and discrimination, primarily among the health care providers - - -
1.3.3 | Advocate for greater involvement of people living with or affected by HIV/AIDS (GIPA) in the national response 6,150 - 6.150

2  Improve quality and scale of preventive interventions

2.1.1. | Increase the scale & scope of integrated preventive interventions

16,400

16,400

2.1.2 | Improve the quality of preventive interventions

2.2.1 | Enhance Blood Safety

57,400

57,400

2.2.2 | Reduce post-exposure HIV transmission

2.2.3 | Implement provider initiated testing (PIT) in clinical settings

4,100

4,100




ANNEX 7: COSTED TECHNICAL ASSISTANCE PLAN - SCENARIO 2

23 Prevent Mother-to-child HIV transmission 24,600 - 24,600
2.3.1. | Reduce HIV transmission from mother-to-child - - -
2.3.2. | Improve the quality of PMTCT program 24,600 - 24,600

2.4. Reduce Youth Vulnerability to HIV 24,600 - 24,600
2.4.1. | Enable young people to protect themselves and their peers from HIV Infection 24,600 - 24,600

3 Treatment

3.1 Improve ART Survival Rates 155,800 S 155,800
3.1.1 | Maintain and, if possible, increase current level of access to ART - - -
3.1.2 | Improve treatment adherence among patients on ART - - -
3.1.3 | Strengthen ART management capacity 155,800 - 155,800
3.1.4 | Scale-up management of opportunistic infections (Ols) and other co-morbidities - - -

4 | Care and support

4.1 Assure access to basic care and support services - - -
4.1.1 | Assure current level care and support services and future expansion driven by need - - -

5 Health System Strengthening -

5.1 Strengthen regulatory system and assure higher quality services in the health care settings 131,200 669,375 800,575
5.1.1 | Develop and Implement new regulations for Blood Safety 102,500 562,275 664.775
5.1.2 | Develop and implement QA regulations for medical facilities for infection control 28,700 107,100 135.800

5.2 Assure necessary investments in the infrastructure and human resources - - -
5.2.1 | Strengthen Human Resource capacity for quality of preventive and curative HIV services - - -
5.2.2. | Assure necessary investments in the infrastructure - - -
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