
Malawi Network of People Living with HIV (MANAT+)  ! Centre for the 
Development of People (CEDEP) !  Coalition of Women Living with HIV (COLHA) 
! National Association of People Living with HIV (NAPHAM) ! Malawi Network of 
Religious Leaders Living with or Affected by HIV and AIDS (MANERELA) ! Health 
and Rights Education Program ( HREP) ! Network of Journalists Living with HIV 

(JONEHA) 
 
We commend PEPFAR for the unique approach it has taken for Malawi in selecting the sites 
based on site level data and not focus on district epidemiological data as it is the case in other 
countries. 
 
We also support the idea of aligning COP 15 to the National Strategic Plan, however there are a 
number of issues which may not have been addressed fully in the NSP and these need not be 
ignored. A variety of major priorities should be better reflected in COP 15 for programs to be 
implemented next year. We have made our recommendations based on the Strategic Direction 
Summary. Below are key issues noted and what the CSOs recommend: 
 
Key priorities & Recommendations 
 
1. Support the role that the CSOs have to play in achieving the three 90s which have also 
been aligned to the NSP and COP 
 
PEPFAR should work towards HIV Treatment Universal Eligibility (Treatment on Demand) 
by significantly scaling up investment in direct treatment services 
 
Malawi is the first country in Africa to have integrally adopted the 90:90:90 global targets 
through its new National HIV and AIDS Strategic Plan (2015-2020). COP 15 also commits to 
increase epidemic control and accelerate progress towards attainment of the national 90-90-90 
objectives by 2020. 
 
We, Civil Society Organizations (CSOs) in the HIV and AIDS response in Malawi would like to 
take this unprecedented opportunity in the HIV and AIDS response to better position ourselves 
and contribute strategically to these new targets, in order to end the AIDS epidemic by 2030 in 
our country. 
 
With the halting of the START trial it is now clear-PLHIV should have the opportunity to start HIV 
treatment immediately. We support the move outlined in the Malawi NSP to immediate 
treatment, regardless of CD4 count. New evidence now shows that people living with HIV can 
benefit significantly-both for their own health and to prevent HIV transmission. There is 
significant potential for epidemiologic impact by keeping PLHIV alive while also halting a major 
portion of HIV infections. Malawi has long been a leader in implementing science-based policies 
and we believe this will be an important one PEPFAR should fully support. We believe this fits 
exactly the new mission in PEPFAR 3.0 as outlined by Mr. Craun-Selka in discussions with 
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CSOs. In reviewing last year’s COP it is clear that very little direct service programming is 
currently being paid for by PEPFAR. This may have made sense in the past, but currently 
Malawi faces serious challenges in achieving universal ART, and addressing these should be 
among PEPFAR’s main priorities. 
 
COP 2015 
PEPFAR Malawi reports that it will invest increased resources in treatment. Yet, it appears that 
the major treatment activities PEPFAR Malawi plans to support are comprised of technical 
support, mentoring, quality assurance, and other forms of technical assistance, as opposed to 
buying drugs and paying the salaries of direct staff to expand service delivery capacity (p.47). 
What is included as supporting “direct service delivery” (p.45) seems to be activities very 
indirectly linked to the front-line delivery of treatment services. The COP explicitly states that 
even in rapid scale-up sites PEPFAR plans to provide more of the same type of support as it 
has in past years (p. 19)-yet there is only so far that mentoring and quality improvement can go 
given Malawi’s significant shortfall in human resources. 
 
In addition while the COP suggests (p.47) that there is not a need for purchasing drugs, we 
believe this is based on questionable assumptions. Even if fully approved, over 80% of the 
GFATM concept note treatment budget is needed for ARVs and VL monitoring of the 550,000 
clients currently on treatment with no buffer stock available. Rapid scale up requires more drugs 
more quickly-PEPFAR should support this. 
 
We welcome the ambitious targets that PEPFAR Malawi has proposed in the FY 2015 COP. 
However, the COP also seems to plan to count all people currently on ART in selected sites as 
supported by PEPFAR even while providing only limited support to those sites-buying no drugs, 
paying no doctor or nurses or clinical officer salaries. 
 
Recommendations: 

● Shift to direct service: it is time for PEPFAR to ensure that the TA model is 
complemented by direct investment in the ART program. The program is now the 
second largest funder of HIV in the country-these millions of dollars need to directly 
reach PLHIV in Malawi. This should likely include, as it does in PEPFAR programs in 
other countries: 
- Paying to add staff in the ART programs, which is stretched to the breaking point-
salaries and retention need to be supported directly, not just workshops and training. 
- Identifying the gap in ARVs and other commodities to reach immediate initiation for all 
compared with potential funding in the coming years, which the COP does not currently 
contain in detail. 
- Paying for ARVs where there are shortages of high quality medicines to achieve 
universal treatment for all identified by the analysis. 

● PEPFAR should be clear on how they intend to support community system 
strengthening interventions bearing in mind that we cannot achieve the 90s in the 
absence of strong community systems. Although we appreciate the fact that the CSO 
involvement has been mainstreamed across different sections, it mainly refers to the use 
of expert clients and the twinning between CSOs and Health facility and is not so 
obvious. We need to have a separate chapter on the twinning and how CSO/CBOs will 
be integrated in the health facilities and it should be clear on who will coordinate and 
supervise this. 

● It is mentioned that Peace Corps volunteers (to be conversant with the capacity needs of 
the community structures) will be placed in Health facilities to work with Community 
Based Organizations to promote treatment adherence and retention. This collaboration 



should be better explained and more space should be given to CSO/CBO in Health 
facilities as their role is not only about referrals and adherence but also watchdog for 
Human Rights and advocacy. 

● Just like the Global Fund Concept note, COP 2015 puts more emphasis on biomedical 
interventions as opposed to behavioral and structural interventions. Much as we 
appreciate that Treatment will be used as prevention, we need not abandon other HIV 
prevention interventions. The need to be specific on how other non-biomedical 
interventions will be supported. 

 
2. Expand the number of rapid scale-up sites 
The overarching approach by PEPFAR Malawi to prioritization seems to be relatively strategic-
grounded in achieving epidemic control, and flexible based on the national context and need. 
However, it is unclear how the particular list of sites (and not others) were chosen as areas to 
focus PEPFAR support based on the overarching criteria outlined (i.e. selecting sites that had 
90% of ART unmet need, 90% of expected HIV-positive pregnancies, and would achieve 90% 
of patients on ART). Some further explanation of the assumptions here would be useful to allow 
us to evaluate this prioritization process. 
 
COP 2015 
The maintenance of basic quality support to all sites is an important element of the COP that we 
believe should be maintained. There had been worry that PEPFAR pull-out from particular sites 
would jeopardize the capacity of the Ministry to ensure quality-getting more specific about how 
this will be maintained would help. 
 
We are concerned that while 413 sites are identified as “priorities" 58 of them (a relatively small 
proportion) are targeted for “rapid scale up.” Moreover, of those identified as rapid scale-up sites 
(as shown on p. 24-35 in Table 4.1.4), a large proportion have already achieved 80% ART 
coverage and therefore might be considered be “low-hanging fruit”. 
 
In addition, we are confused by the ART Targets for epidemic control set for priority sub-national 
units. For many of the sites, the target current number of people on ART in 2016 appears lower 
than the expected numbers of current patients on ART in 2015, and the numbers of newly 
initiated patients on treatment do not seem to bear any relationship to these previous columns 
(see Table 4.1.4 on p.24-35). 
 
Recommendations: 

● Expand the number of “rapid scale up” sites to include at least half of the priority sites. 
 
3. Provide further details on “community care platform” and support community ART 
delivery 
The Malawian ART effort can be more effective and wider reaching by significantly 
strengthening the “community system” to support and deliver services. 
 
COP 2015 
We strongly support the commitment by PEPFAR Malawi to support a community-based service 
delivery platform, especially to address the needs of key and so called “hard to reach” 
populations (p.19), to be rolled out in 8 of the highest priority districts. We strongly advocate 
increasing the number of districts targeted by this effort. However, future details regarding the 
vision for this platform-how it will work, who PEPFAR envisions funding to do this, etc-are 
needed. 
 



Moreover, while PEPFAR support for community involvement in delivery prevention and care 
services is explicit, it is unclear whether there will be support for evidence-based community-
based ART programs, which could be critical in ensuring effective treatment scale up in the 
context of limited human resources for health. On p. 47, mentioned among the adult ART 
interventions PEPFAR will support is “implementation of alternative and innovative service 
delivery models to mitigate the growing patient volumes and increase access for key and 
vulnerable populations”. However, we are left uncertain about whether this will include support 
for the implementation of community-based ART delivery models. 
 
Recommendations: 

● Explicitly plan to support community-based, PLHIV-led treatment efforts: 
- The MSF-sponsored CAGs model is one excellent example of what communities want. 
PLHIV report that a major barrier to care and retention is the cost of transport and time 
needed to go to clinic. PEPFAR should support wide expansion of similar models-not 
just piloting, since it’s been proven to work. This is just one of a number of community 
oriented models that support increased access to treatment and care along the cascade 
that PEPFAR can support to maximize national efforts to scale up treatment and care for 
PLHIV. 
- To roll out nationwide however PEPFAR needs to support the community health 
workforce to monitor and support the groups. 
- PEPFAR should support and partner with networks of PLHIV and key populations to 
scale these programs up. 

 
4. Support a bold adherence, treatment literacy effort 
Treatment as prevention only works if people are retained in care. This is a challenge, even for 
Malawi’s very strong program, due to a lack of sufficient resources. This should be a major 
priority for PEFPAR. 
 
COP 2015 
The COP mentions the treatment cascade but it is not very specific about how it will address it. 
There are important nods to the expansion of expert clients and default tracing-two important 
tools that would be a good use of PEPFAR funds and should be expanded. 
 
The current treatment cascade data provided in Table 1.1.2 (p.6) is very hard to interpret, as the 
denominators aren’t always clear and do not appear to be consistent. Most notably, cascade 
data on key populations are not available. Improving this data and addressing those lost to 
follow up will be key issues for the coming year. 
 
Recommendations: 

● Explicit commitment to increase adherence support & treatment literacy throughout all 
the priority sites. While there is a real lack of health workforce to achieve these goals in 
facilities, this could be rectified by PEFPAR partners training, hiring, and retaining staff to 
work in public facilities. In addition PLHIV need information about viral load-what it 
means, how to use it, and education about how it relates to HIV prevention. 

● Support CSO-led demand creation-this is also important to make PLHIV aware of the 
benefits of early ART to drive demand early in diagnosis for enrollment and adherence. 

 
5. Address the structural barriers on the issue of access to health services for key 
populations 
 



It is clear that addressing the immediate needs of, and the legal, economic and social barriers 
faced by, key populations is critical if Malawi is to achieve sustainable epidemic control. 
 
COP 2015 
We welcome the inclusion of support to key populations among the core activities (p.17) and 
explicit commitments to improving targeted HTC, linkage to services, community prevention, 
care and treatment for key populations, disproportionately affected by the epidemic (including 
sex workers, men who have sex with men, prisoners, estate workers and fishing communities 
(p.19). 
 
We are concerned that PEPFAR’s targets regarding these key population groups may not be 
sufficiently ambitious. For example, based on PEPFAR reported estimates of the total number 
of MSM nationwide (n=38,734), PEPFAR plans to prioritize only 51% of MSM for prevention 
interventions (p.4 and p.23). This seems like an excessively low percentage of what is likely an 
under-estimate of the total number of MSM nationwide. Similarly, only 44% of the estimated 
total number of female sex workers (24,300 in 5 districts) is prioritized for prevention 
interventions (p.4 and 23).  
 
Adding to these concerns is the fact that there is currently no mention of support for MSM and 
other key populations in non-priority districts (p. 50-51). The SDS mentions that “key 
populations will be targeted in urban areas where there is high population density, HIV 
prevalence; unmet need for treatment and hotspots based on current data sources" (p.19). 
However, there is currently no mention of support for MSM and other key populations in non-
priority districts (p. 50-51). How closely does this geographic prioritization match existing 
epidemiological and demographic data for MSM, FSW and other key populations? Does current 
data adequately capture the full picture regarding the geographic distribution of key population 
groups in the country? We caution restricting these interventions in this way. 
 
The SDS contains good language on gaps in service delivery targeting key populations, and 
mentions plans to support community-based key populations programming. However, it is not 
exactly clear how PEPFAR will ensure that service delivery for key populations provided via 
"strong peer networks and trusted providers" (p.40)? Will PEPFAR take steps to make sure that 
funding for such services goes to community-level civil society organizations, as opposed to the 
large international NGOs that historically have received funding in this area? 
 
Structural barriers do not appear robustly enough in this analysis-specifically the policy 
environment in which criminalization and lack of systems to address gender-and sexuality-
based violence create barriers to care that will not be fully addressed by more services. 
 
Finally, we have noted the lack of robust data on key populations. “Preliminary” population size 
estimates on MSM and FSW reported are drawn from smaller scale studies, there is no 
demographic data available on people who inject drugs (PWID), and critical epidemiological 
data (in particular cascade data) is not available for any of these groups. What is the plan for 
developing and/or improving key population size estimates and cascade data? What are the 
gaps (and margins of error) in the current population size estimates for FSW and MSM? Given 
the reality of gaps here, should critical services for key populations be extended beyond the 
priority sites? 
 
Recommendations 



● Overall, we would like to see more ambitious treatment, prevention and care targets for 
key populations groups-that will ensure that a larger proportion of these communities are 
reached. 

● We would also like assurance that outreach and services for key population groups will 
be expanded to relevant sites (regardless of whether they meet the other geographic 
prioritization criteria). 

● We suggest expansion of support for advocacy and other legal empowerment strategies 
aimed at addressing structural barriers to accessing care. 

 
6. Support CSOs to undertake their watchdog (advocacy role) in relation to Government 
(Ministry of Health) on access to HIV services 
 
There is remarkably little funding available in Malawi for AIDS and health advocacy that 
is independent of official government sources. This makes it difficult for CSOs to play 
the effective outside watchdog role that has proved essential in the AIDS response. 
 
COP 2015 
PEPFAR Malawi acknowledges that ensuring improved “oversight and stewardship” of Malawi’s 
HIV response by civil society. In particular, the SDS notes the importance of ensuring “formal 
channels for civil society engagement in shaping HIV policies, programs and services” and 
strengthening the “enabling environment for civil society engagement” (p.11)-critical issues 
revealed through the Sustainability Index and Dashboard. 
 
When CSOs are supported with: 

● Direct support to enable them to have full-time advocacy initiatives 
● Information sharing from the USG about the state of the epidemic 
● Research and documentation capacity by CSOs-support CSOs led research and build 

their capacity to document best practices and conduct client satisfaction surveys for 
PEPFAR services. 

They are able to improve quality of service delivery, monitor expenditure of funds, and improve 
the overall value for money of PEPFAR investments. 
 
Recommendation(s): 

● Explicit commitment from PEPFAR Malawi to support increasing the capacity for 
monitoring and accountability of HIV policies, programs and service-delivery by civil 
society (and affected communities) in Malawi through information-sharing, training, and 
financial support. 

 
7. Shift the human resources for health strategy to support both existing and new health 
staff 
There has been an overreliance in Malawi in general on both pre-service and in-service training, 
not just by PEPFAR. We note that PEPFAR has been paying for bursaries for pre-service 
nursing training for many years now and this has not seemingly resulted in a significant dent in 
the workforce shortage for ART programs. Bonding supported health workforce to the work site 
is a good first step but does not address limited national capacity for HRH scale up. Greater 
support is needed for the government-led HRH strategy-not just training and bursaries. There is 
need to make sure that existing health staff are well taken care alongside the new cadre of HTC 
staff to be recruited. 
 
COP 2015 



Strategies to address Malawi’s profound shortage of human resources for health-a potential 
major barrier to scale-up efforts-seem limited in the SDS. PEPFAR Malawi reports that it will 
help hire and train a cadre of HIV testing staff, and continue to provide bursaries and 
scholarships to facilitate the training of 191 nurses and 83 clinical officers. However, both these 
interventions seem inadequate for addressing Malawi’s human resources for health challenges. 
In particular, why aren’t more resources going to paying salaries of health care workers? It also 
seems that a significant amount of resources will go to workshops and in-service training-is this 
the best use of scarce resource, in the context of acute shortages (p.59)? 
 
Recommendations: 

● Increase the HRH expenditure as part of a move toward a direct-service model of 
support overall-including directly through the public sector. This means directly 
supporting training, salary, and retention for doctors, nurses, and clinical officers to 
provide ART. 

● However PEPFAR must ensure that in doing so it collaborates directly with the public 
sector and does not simply move HCW out of the public sector through increased pay 
and incentives. 

● The COP should include a specific number of new HCW, especially in the lower cadres, 
who will be 1) Trained 2) moved into salaries paid by PEPFAR support-doing so through 
government/public sector and 3) retained for the year. 
 

8. Expand a variety of other proven prevention efforts and shift funding there-including 
expanding VMMC not contracting it. 
 
COP 2015 
We applaud the major push to “ensure the first 90 is reached faster”. However, this is a 
significant investment in testing scale up that will also identify many Malawians who are HIV 
negative. What are the plans for linkage of this testing scale up to comprehensive prevention 
(including VMMC, PrEP, and condom promotion), particularly given that prevention activities 
targeting the general population are designated as non-core activities? 
 
Despite relatively low coverage of VMMC and modeling data that indicates that the VMMC 
program needs to perform 1.3 million male circumcisions in 14 priority districts over the next 5 
years, PEPFAR Malawi indicates that due to a reduction in funding, the scaled down their 
support from 8 districts in FY 2014 to 5 districts in the Malawi COP 2015. Please specify what is 
happening to the three priority districts where VMMC is not being funded at present-are 
programs closing while the central funding is sought? If so, what has been the cost to close 
these programs? At the same time, unit costs for VMMC seem to be comparatively high, 
reported at $100 USD, excluding the cost of kits (p.20). 
 
In the face of anticipated funding cuts, targets for VMMC are unacceptably un ambitious-goals 
of reaching 40,664 people (out of a need of 874,861 people) in 5 districts to reach 22% VMMC 
coverage (up from 19%). Additionally, PEPFAR indicates that even if funding is increased to 
allow it to continue VMMC in 8 districts, the expected coverage in FY 2016 will only rise to 23%. 
 
The draft COP indicates that “PEPFAR COP funds will primarily support YFHS [youth friendly 
health services] and 100 new Youth Alert Listener clubs, as well as support to 600 existing YA 
clubs.” We note that YA clubs focus on abstinence and condom promotion as prevention 
strategies for adolescents. The first has not been shown effective and the latter, while important, 
is not a young-woman controlled method-as discussed further below. 
 



Recommendations: 
● It is critical that PEPFAR Malawi rectify this lack of VMMC ambition. We also note that 

more ambitious VMMC targets will need to be accompanied by the identification of 
additional funding-both via central initiative funds (as suggested in the SDS), and via 
budget efficiencies, as a matter of urgency. 

● Emphasis should be put on peer to peer strategy as per NSP (provide a page in the 
NSP) to address youth friendly interventions as well as gaps in VMMC coverage. 

● In addition there is need for a review of the abstinence component for YFHS funding in 
order to avoid unproven or disproven programming and expand access to proven HIV-
prevention interventions. 
 

9. Prioritize direct investment in viral load monitoring 
Most Malawians have no access to information about their viral load-which means they cannot 
effectively use ARVs for prevention. This is a huge disincentive for PLHIV to engage in care 
who want to protect their own health and those of their partners. 
 
 
COP 2015 
The existing coverage and plans to scale up viral load monitoring are not made sufficiently clear 
in the COP. It is reported that 85% of patients who received viral load testing were virally 
suppressed at 12 months (p.6). However, the number of patients on ART with receiving viral 
load testing is not reported. Is there information on the current coverage of viral load monitoring 
in Malawi? 
 
The support for sample transport from PEPFAR has been important and should continue 
throughout the country-as the COP suggests will occur. 
 
Based, on the information provided in Table 1.2.1 (p.8), it appears as though MSF is the only 
major donor providing funding/support for viral load monitoring. Ensuring epidemic control will 
require scale up in support for viral load monitoring. Please clarify what, if any, support PEPFAR 
and other USG agencies are currently providing for viral load monitoring currently. There are 
several staff positions supported by PEFPAR in the COP, but these seem insufficient for the 
need. Most importantly, it is not clear what activities, commodities, human resources and 
technical assistance PEPFAR believes are required for the scale up viral load monitoring in FY 
2016 and how this relates to PEPFAR plans. Specifically, will PEPFAR be supporting viral load 
monitoring activities, beyond “technical assistance”? 
 
Recommendations: 

● We have also noted that no targets have been set in this area. We strongly recommend 
that PEPFAR Malawi set ambitious achievable targets regarding the scale up of viral 
load monitoring. 

● Detail the necessary laboratory staff and supplies to scale up to universal access-and 
what portion of this PEPFAR will cover. 

● Increase support to laboratory staffing. 
● Support additional VL machines (Ideally via rental agreements which allow more 

flexibility to secure better adapted technology in the coming years) and reagents. 
 
10. Greater focus on support for adolescent girls and young women & details on what 
will be covered under the DREAMS initiative 
 
COP 2015 



The specific priorities of the DREAMS initiative remain unclear. Suggestions (p.20) that the 
initiative will focus on high risk male partners for ART or VMMC rather than proven biomedical 
interventions for young women such as PrEP are problematic. We are also unclear on exactly 
what is meant by “layered prevention and impact mitigation strategies.” 
 
Recommendations: 

● Full civil society engagement be considered in the development of DREAMS priorities in 
Malawi. 

● Specific discussions on the use of PrEP be included. 
 
11. Improved civil society engagement in planning going forward 
 
The engagement of civil society was certainly the most robust it has ever been this year. 
Preparation for COP 2015 moved quickly-and while many consultation meetings occurred civil 
society did not get to see any of the draft targets or list of sites until they were completed or draft 
COP until after it had been submitted. This made it difficult for meaningful dialogue between 
CSOs and PEPFAR about how to improve the program. 
 
Going forward we understand there will be more regular quarterly reviews. 
 
Recommendations: 

● Provide draft targets, sites, and plans in writing a week ahead of meetings so that CSOs 
can analyze, review, and discuss among themselves. 

● Share SAPR and APR data regularly and review with CSOs for recommendations about 
how to improve quality and quantity of programming. 

● Approach consultation as a two-way street-neither information provision by PEPFAR nor 
just “listening” by PEPFAR but instead a discussion about the real decisions being faced 
by the program before they are completed. There is need for a clear framework on 
engagement and reviews and roles specified. 

 
12. Scaling Up Early Infant Diagnosis 
Much as Malawi has been praised internationally with its Option B+, EID coverage is very low 
(4% national coverage in a year). There is need for rapid scale-up of EID services in the sites 
that have been selected. 
 
 


