

	
Public Health Response Strategy Using Recency Assays

Instructions: Please go through and discuss key decisions points with relevant stakeholders to ensure the proposed activities and roles are feasible for your context. The sections in blue boxes or red text should be replaced with the requested information to align with the processes and procedures in your country.

Remarkable progress has been made towards universal coverage of human immunodeficiency virus (HIV) diagnosis, treatment, and viral load suppression (VLS) of people living with HIV (PLHIV). The global HIV community has committed to reach the UNAIDS fast track targets. By the end of 2030, the goal is to reach 95-95-95 treatment targets. If met, this would substantially reduce the number of new HIV infections among adults and achieve epidemic control for many countries. New targets have now been set to reach 95-95-95 by 2030, reduce the number of new infections to 200,000 among adults, and reach zero discrimination. Near real-time monitoring of the epidemiology of recent HIV infections facilitates data-driven geographic targeting of interventions with focus on transmission hot spots, including geographical unit and/or sub-populations with high potential of HIV transmission. The Public Health Response Using Recency Assays, summarized in Figure 1 and further described in this document, provides a strategic framework for country adaptation to inform a timely and targeted public health response to recent and long-term infections, including examination of potential transmission hot spots at local, sub-national and national levels to identify and respond to gaps in HIV prevention programming. We have additionally included some recommendations on specific interventions at sub-national and national levels that may be warranted to response to long-term infections.
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Figure 1. Recommended Public Health Response Strategy Using Recency Assays. 

	
	
	



This can be used as an example and should be reviewed and adapted to the local health system and context. 
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[bookmark: _heading=h.gjdgxs][bookmark: _Toc82793439]Sub-National Response
Sub-national level could be district, regional, or provincial level, depending on structure of HIV programs in the country and the area of responsibility for the individuals or teams designated to respond. Described in this section are identification, investigation and response to transmission hot spots of recent HIV infections, as well as an approach for deep-dive analysis and response to long-term HIV infections. Recent infection response takes a four-step approach to respond to potential recent HIV infection transmission hot spots, acting with urgency to identify, investigate and respond to local areas reporting recent HIV infections, aiming to halt ongoing transmission. Presence of long-term infections reveals gaps in case finding and service delivery that may indicate people with delays in HIV diagnosis, engagement in care or interruption in treatment. Detection and response to long-term infections serves as an opportunity to enhance quality improvement efforts to address contributing factors or service gaps, and may align with routine CQI activities. Recent and long-term response activities are described separately due to the differences in response timelines.
[bookmark: _Toc82793440]Responding to Recent HIV Infections
The four-step strategy outlined below is intended to guide a near real-time, sub-national response for recent HIV infections using data-driven geographic targeting of prevention interventions. For the purpose of this strategy the term “HIV Surveillance Team” will be used to describe persons responsible for carrying out the review of HIV surveillance data, coordinating and performing site investigations, compiling findings, and making recommendations to improve HIV prevention, care and treatment and QI activities at affected sites. 
[bookmark: _heading=h.30j0zll]Threshold for Sub-national Response 
A threshold number or proportion of recent HIV infections in a defined geographic area over a defined time period, can assist HIV Surveillance Teams to quickly identify potential transmission hot spots (locations where there is evidence of new or recent HIV transmission and acquisition[footnoteRef:2]). The thresholds serve as signals to HIV Surveillance Teams to help prioritize investigations and interventions to areas with the aim of preventing further transmission. [2:  The term ‘transmission hot spot’ in this document is used to describe a number or proportion of recent HIV infections that are detected in a geographic area in a certain time period and that may indicate ongoing transmission nearby or among specific populations. In this context it does not indicate confirmed evidence of transmission networks or molecular clustering of HIV infections.] 

Defining thresholds for site investigation and response balances responding early and responding accurately. Setting thresholds using RTRI results with real-time data will enable early response, that may initially be an exaggerated response until       VL results become available. Setting thresholds for investigation using RITA results only increases the accuracy of recency testing, but may delay the response      due to turn-around-time. Available resources and capacity of the HIV Surveillance Team may factor into the threshold, as a lower threshold would require more site investigations in a given month than a higher threshold.
	Write agreed working definition(s) for a threshold number, per time period and area, of recent HIV infections that would prompt site investigations. This must be agreed by a group of technical experts after reviewing the available data, given the context of the epidemic in your country, and should be feasible given the resources available to respond. This definition should be reviewed and potentially revised after several months of implementing the strategy. The table below can assist with thinking about how to define a threshold.
	Value
	Space
	Time (Of Recent Tests)

	Examples:
> absolute number of recent infections
> proportion recent infections
	Examples:
Facility (all, high-volume, or low-volume)
District (of facility location or residence; current or permanent)
Region (of facility location or place of residence)
	Examples:
Per week
Per month
Per quarter




Example threshold definitions: 
1. ≥ 4 recent HIV infections by RTRI, (≥ 3 recent HIV infections by RITA) per facility per month 
2. ≥ 4 recent HIV infections by RTRI per town/village by place of current residence per month,
3. Low-volume sites: ≥ 2 recent HIV infections by RTRI per low-volume health facility per month (< 10 new HIV positive cases/month),
4. High-volume sites: ≥ 5 recent HIV infections by RTRI per high volume health facility per month (≥ 10 new HIV positive cases/month)


[bookmark: _heading=h.1fob9te]
Step 1: Identify recent HIV infection patterns in local area(s)
Identify and characterize clustering of recent HIV infections using routine recent infection surveillance data.
Who: HIV Surveillance Team 
	For the purpose of this example HIV Surveillance Team is made up of individuals who are responsible for routinely reviewing, interpreting and summarizing the surveillance data and      developing a site investigation plan. These persons typically hold degrees in Nursing, Biomedical Laboratory and Clinical Medicine with additional training and experience in HIV recency testing/CBS and data use.
Example team members include central or regional surveillance officers or nurses, field emergency response officers, regional health bureau, or HIV coordinators, plus recency or HIV focal persons, clinical mentors or site supervisors depending on how recency testing has been integrated into the health system in your country.



When: 
	Define the frequency or time when this should be performed. For example, 1st Monday of the month.



Activities:
1. Review recency data (i.e., rapid test for recent infection (RTRI) and/or recent infection testing algorithm (RITA) classification) to identify recent HIV infections. 
2. Use threshold (as defined above) to prioritize sites or districts for immediate investigation and intervention. 
3. Map sites above the threshold and visually inspect for additional sites that have cases of recent HIV infections to determine the size (geographically, number of sites involved and number of recent infections) of the area involved.
4. Review RITA and lab QC data to detect and deprioritize for investigation sites that are no longer above threshold for investigation after reclassification of RTRI results. Conduct site visits to assess quality of testing at site(s) if concerns.
5. For all sites that are confirmed above the threshold, evaluate and characterize sites using available data, including by: 
· Percent (%) recent; 
· Recency testing status; 
· Week, month, or quarter of sample collection for recency testing;
· Demographic information (e.g., age, sex, KP status);
· Point-of-testing location (e.g., ART clinic, Community-outreach, OPD, PITC, PMTCT/ANC, VCT[footnoteRef:3]); and [3:  OPD: Outpatient department; PITC: Provider initiated testing and counselling; PMTCT: Prevention of mother-to-child transmission; ANC: Antenatal clinic; VCT: Voluntary counselling and testing.] 

· Recent cases identified through community testing activities in the local area.
· Triangulate data with other available data sources, (e.g. MER, EMR, CBS, national HMIS or program data) examining site level outcomes including ART initiation and VL suppression, index testing cascade, VMMC, PrEP, HIV self-testing coverage. Here if resources permit, an audit of data from all newly diagnosed cases can be reviewed in conjunction with data from recent cases. 
6. Prepare site investigation plans, prioritizing if necessary due to limited resources.

	Define criteria for prioritization of sites for investigation to be used if more sites are identified than can be investigated in a given month. Examples:
· Sites who have reported ≥ the threshold number of recent cases in 2 out of 3 consecutive months;     
· Sites with the most cases or sites in geographic areas with known high-risk behaviors (e.g., injection drug use);     
· Sites reporting high number of recent HIV infections among a high-priority group e.g., men, pregnant and breastfeeding women, adolescents.



Tools: 
1. Dashboard reports to monitor key indicators to identify recent HIV infections
Output:
1. [bookmark: _heading=h.3znysh7]By the end of this step, the HIV Surveillance Team should have a list of sites to investigate with recent HIV infections (initially based on RTRI results), characterized by age, sex, testing location, lab QC, and RITA results (where available) and other known features of the site (e.g., geography and local area features)
Step 2: Investigate recent HIV infections
Sites and local areas identified in Step 1 should be further investigated to identify any contextual factors (e.g., economic, environmental, and social changes) and/or gaps in HIV treatment and prevention services that may be contributing to recent HIV transmission detected at this location. Depending on local epidemiology, available resources and information systems in place, investigation may be focused on recent cases and their risk network in identified sites and local areas, or be an audit of aggregate, routine data for all new HIV diagnoses at the identified sites. With either approach, the investigation should examine index case testing and HIV care cascade data to identify service gaps and opportunities for improvement. See below for specific analyses that can be done for long-term infections. 
	Please determine which investigation type is most suitable for your local context, epidemiology, available resources and information systems in place. Some suggestion options include:
· Focused on recent cases and their risk network in identified sites and local areas,
· Audit of aggregate, routine data for all new HIV diagnoses at the identified sites,
· Focus on recent cases and risk networks and audit aggregate, routine data for all new HIV diagnoses.



Additional information gathered during this step will be summarized and used to inform site, local area and sub-national response action plans. 
Who:   HIV Surveillance Team 
	Please write the team or title(s) of the persons responsible for carrying out the activities detailed below. These should be individuals who are responsible for preparing and carrying out the site investigation and making recommendations to improve HIV prevention at the site and sub-national levels. 
Please indicate if these persons are the same or different from the HIV Surveillance Teams responsible for Step 1.



These persons will work with senior health facility staff to compile and gather additional site-level data at above-threshold sites using the HIV Case Investigation Form [see Appendix 1].
	Please write the suitable person at health facilities who will be requested to work with the HIV Surveillance Team to investigate sites. This could include persons such as HIV focal persons, clinical mentors, site supervisors, IP staff supporting the facility, facility in-charge medical, or nursing officers at health facilities.



This person or team will be responsible for supporting investigation activities for potential transmission hot spots. This may be the same person or team responsible for site, local area or subnational response (Step 3) action planning, follow-up, and implementation of response activities. 
	Please write who the appropriate person to be responsible for this activity and the forum or meeting where findings and recommendations should be shared.



When: 
	Define the frequency or time when this should be performed. For example, 22ndth of the month or within 1 week of Step 1.



Activities
1. Verify the number of recent HIV infections at the site/local area.
2. Engage MOH and IPs to participate in investigations and assist accessing routine data.
3. Complete the Recent HIV Infection Case Response Investigation Form with assistance of health facility staff and medical record review to characterize recent HIV infections at above-threshold sites. Conduct medical record review to compile additional information on HIV cases detected in the transmission hot spot based on the selected investigation approach (e.g., individual data on all recent cases and their partners). Alternatively, or in addition, aggregate site data on all new HIV diagnoses, and their testing/care casecade indicators can be summarized. 
4. Gather information as available on: 
· Demographics (e.g., unique ID, age and sex); 
· Recency testing results; 
· HIV testing, partner notification, HIV prevention and ART services received;
· Index testing and follow-up services; 
· Adherence to ART regimens;
· Viral load testing and viral load suppression; and
· Key and priority population groups known to be stigmatized and/or vulnerable and with high potential for poor outcomes (e.g., people who inject drugs, female sex workers, men who have sex with men, and those reporting higher-risk behaviors).
5. Prepare a summary report of site investigation findings to present to sites, MOH, and IP stakeholders.
[bookmark: _heading=h.2et92p0]Tools: 
1. Dashboard report to monitor key indicators to characterize recent HIV infections. 
2. Data sources, such as medical records or routine programmatic data.
3. HIV Case Investigation Form [Appendix 1]
Outputs:
1. HIV Case Investigation Report [Appendix 2] summarizing information gathered from the dashboard reports and site investigation using the HIV Case Investigation Form or other selected method for data compilation.
· This report should characterize the HIV epidemic in the local area as fully as possible, compiling information from Steps 1 and 2, to inform recommendations and response actions plans. 

[bookmark: _heading=h.tyjcwt]Step 3a: Respond to HIV prevention gaps in the local area(s)
District, regional, or provincial response to transmission hot spots that were identified (Step 1) and investigated (Step 2). Local response is informed by the findings as reported in the HIV Case Investigation Report.
Who: HIV Surveillance Team 
	Please write the title(s) of the persons responsible for carrying out the tasks detailed below. These should be individuals who are responsible for preparing and carrying out the response action plan using information gathered from the site/local area investigations. 
Please indicate if these persons are the same or different from the HIV Surveillance Team responsible for Step 2. 


These persons will work with senior health facility staff to monitor and follow-up on site-level/local area response activities.
	Please write the suitable title for personnel who will be responsible for working with the HIV Surveillance Team to support sites/local areas in their response. This may be the same person who assisted with investigations in Step 2, and could include persons such as HIV focal persons, clinical mentors, site supervisors, IP staff supporting the facility, or facility in-charge medical or nursing officers at health facilities.
Please indicate any additional stakeholders or teams that will be needed to review data and provide additional support, guidance or resources to support the HIV Surveillance Team and their specific role. 



When: 
	Define the time period this should be performed. For example, within 2 weeks of Step 2. 



Activities: 
HIV Surveillance Team to review HIV Case Investigation Reports for gaps in HIV service delivery at each site and develop site response action plans.
1. Identify and report gaps in routine programming at individual sites that may signal factors that contribute to new or recent transmission and acquisition in a particular setting (e.g., HTS coverage, linkage to care, ART initiation, partner notification services and index testing coverage, VL testing coverage, PrEP coverage, HIVST provision, active tracing of clients lost to follow-up from HIV care, availability of community based HTS, or other HIV services). 
2. Formulate recommendations and action plans to improve HIV treatment and prevention services at the site and report to relevant site and sub-national level stakeholders.
3. Develop site response action plans with MOH and IPs aiming to address service gaps and prioritize sites for response.
	Please determine the hierarchy for triaging/prioritizing sites for response to help HIV Surveillance Teams prepare response action plans and follow-up. Some factors to consider are:
1. Inclusion of key and priority population groups;
2. Inclusion of harder to reach populations that are not defined as key or priority populations (long distance truck drivers, men, or migrant workers);
3. Recent infections among pregnant women;
4. Population density;
5. ART coverage; and
6. Viral suppression


4. Work with site staff to ensure that all newly diagnosed cases at the site and their partners have received the appropriate services, addressing any gaps in the HIV treatment cascade, index testing cascade, or prevention services that were identified in Step 2.
5. Request additional resources as needed to address site specific service gaps. 
	Please add or revise activities performed by the HIV Surveillance Team and site level stakeholders at in the response to sites findings from site investigation and who will be responsible for each activity.



Table 1. Example summary report indicators. 
	Please revise this table according to what is standard of care and appropriate in your local context.


 
	Outcome of Interest
	Measures to Report

	 Number of recent index cases 
	· # of recent HIV infections (including index cases and partners, children and social network)

	ART initiation of recent HIV index cases
	· % of recent cases initiated on ART within 7 days (or time to initiation)
· % of recent cases initiated on TLD
· % of recent cases achieved VLS (after 6 months)

	Index testing cascade
	· % of recent cases offered index testing/partner notification services (PNS)
· % of index cases accepted index testing/PNS
· # of partners and biological children elicited (for KP, social contacts could be included), ratio to number of indexes
· % of partners with outreach initiated as part of PNS (includes successful and unsuccessful outreach)
· % of partners tested for HIV within 30 days of being named.
· % of partners of newly diagnosed with HIV
· % of partners with newly diagnosed with HIV tested for recency
· % of newly diagnosed HIV-positive partners who test recent 
· % of newly diagnosed HIV-positive partners who test long-term 
· % of new HIV-positive partners initiated on ART within 7 days (or time to initiation)
· % of new HIV-positive partners initiated on TLD% of new HIV-positive partners achieved VLS (after 6 months)

	Retesting of HIV-negative partners
	· % of all HIV-negative partners (of recent cases) returning for retesting according to national HTS guidelines
· % of eligible HIV-negative partners provided other preventative services (e.g., condoms)

	PrEP/PEP for eligible HIV-negative partners 
	· % eligible clients offered PrEP
· % of those offered who initiated PrEP 
· % of eligible clients offered PEP within 72 hrs of exposure

	Known HIV-positive partners ART status
	· % of know HIV-positive partners already engaged in care
· % of known HIV-positive partners not retained in care (e.g., documented ARV pick-up >30 days ago)
· % of known HIV-positive partners retained in care without documented VLS 
· If VL unsuppressed, % by reason and follow-up:
· Out of care: 
· % successfully re-engaged in care
· % with documented VLS after 6 months
· In care: 
· % receiving enhanced adherence counseling
· % with documented VLS after 6 months
· Suspected drug resistance (VL elevated after 3 months of good adherence): 
· % switch in treatment regimen
· % with documented VLS after 6 months
· % prescribed TLD

	Lost to follow-up
	· % of recent indexes and their partners lost to follow-up from HIV care, including reasons

	Social network testing
	· # of recent HIV infections identified as belonging to KP group
· % of KP offered social network testing
· # of social contacts tested 
· % of social contacts tested and newly diagnosed HIV-positive


*If site data audit is used instead, where only aggregate analysis is possible (vs. individual level network analysis linking indexes to partners), use monthly/quarterly reported index testing and treatment cascade data for newly diagnosed index cases.
Tools: 
1. Site Investigation Report as developed from HIV Case Investigation Form [Appendix 1] data

Outputs: 
1. Response action plans to address site specific gaps in HIV prevention services this site, with activities, responsibilities, and timeline for review and completion.

[bookmark: _heading=h.3dy6vkm]Step 3b: Respond to HIV prevention gaps across multiple local areas 
Review program performance across multiple sites/local areas and address any gaps identified. 
This step includes summarizing HIV Case Investigation Reports across multiple sites (district, region, or province, as defined in country), identify and report service gaps or needs for additional programmatic support that affect multiple sites/local areas.
 Who: Sub-National Health Management/Bureau 
	Please write the team or working group who would be most appropriate to review program levels gaps and prepare program response actions plans. These persons typically make up a task-team or subcommittee for recency or HIV programs and hold degrees in nursing, biomedical sciences, laboratory and clinical medicine with additional training and experience in HIV prevention, testing and treatment services. 
This might include roles such as central or regional surveillance officers or nurses, field emergency response officers, regional/provincial health bureau or HIV coordinators, focal persons, or facility in-charge, depending on how Recency Testing has been integrated into the health system in your country. 




When: 
	Please indicate the frequency at which the team or working group will convene to review and discuss site investigation reports and the appropriate way forward for the HIV Surveillance Team to communicate investigation findings.



Activities:
1. Review HIV Case Investigation Reports to look for missed opportunities for earlier diagnosis and/or challenges related to linkage to care and/or adherence to ART. 
2. Identify and report gaps in routine programming across multiple sites that may signal factors that contribute to new or recent transmission and acquisition (e.g., HTS coverage, linkage to care, ART initiation, ART retention, partner notification services and index testing coverage, VL testing coverage, PrEP coverage, HIVST provision, active tracing of clients lost to follow-up form HIV care, availability of community-based HTS, or other HIV services). 
3. Determine if additional interventions, beyond site-level activities, are warranted (e.g., community level interventions such as media campaigns, strengthening local partnerships, mapping of resources, targeted outreach and testing at venues).
4. Develop recommendations and action plans for district, regional, provincial, or national level programs to address service gaps.
	Please add any additional activities required in the program level response.



Tools: 
1. HIV Case Investigation Reports [Appendix 2] for multiple sites/local areas.
2. Routine program data

Outputs:
1. Program response action plan for district/regional/provincial level to address HIV treatment and prevention service gaps identified across multiple sites/local areas, including activities and timeline for completion.
2. Communicate outcomes of the meeting to sites affected and relevant stakeholders.
	[bookmark: _heading=h.1t3h5sf]Case study: Investigating community-based transmission hot spots 

Examining HIV recency data based on clients’ district or ward of residence may signal potential transmission networks or, after further investigation, reveal blind spots in existing HIV prevention services in the wider community beyond the health facility.
Country A collects testing location and the current residence information of clients who receive recency testing through routine services. This enables examination of community-based transmission hot spots as a trigger for deeper investigation and a targeted public health response. Examining the data by residence highlights patterns of recent infection that may not be apparent when examining the data by testing site.
Examining data in this way revealed a single local government authority (LGA) that reported ~25% of all RITA recent cases in a three-month period. Recent cases were majority young females, aged 15-29 years old, who had received HIV testing through 9 different facilities and community-based testing sites both within and beyond the local area.
Surveillance officers of the national Ministry of Health launched an investigation around recent HIV infections in the community, aiming to understand drivers of HIV infection and service availability for the local population. They conducted key informant (KI) interviews with local stakeholders, including a faith-based community initiative coordinator, local community implementing partners and facility-based service providers who work in or have knowledge of the area. [Appendix 4: Community-based Transmission Hot Spot Interview Guide]
These interviews revealed some blind spots for HIV programs at the local and national level. The area contains a university campus, military and police training sites, as well as a transit hub with a major railway station with associated businesses nearby. It is also a location with a high number of people of low socioeconomic status, and key and vulnerable populations, including female sex workers, men who have sex with men, and people who inject drugs. HIV service providers in the area reported, among other items, interruption of HIV prevention services, particularly at the university; stock outs of condoms, lubricants, HIV self-test kits and PrEP; low awareness in the community of HIV preventive services and no specific KP friendly services. 
As a result of these findings a national emergency response council is leading a coordinated response to address gaps at community, regional and national levels. In the community, partners are working with regional Ministry of Health officials, implementing partners and existing sites to offer KP friendly services, create flexible hours for PrEP provision and HIV testing, as well as address supply shortage of test kits and PrEP. Nationally, Ministry of Health are working with implementing partners to expand HIV and recency testing services to military sites and are working to establish novel approaches to encourage HIV testing through social media and digital platforms. 



Step 4: Review response action plans 
After an agreed period of time, HIV Surveillance Teams return to the site to review response action plans with key responsible persons. During this review, HIV Surveillance Teams document outcomes of test and treatment cascade s of recent HIV infections and newly diagnosed cases to identify specific service gaps or blind spots in the site/program level response that can help enhance local programing. The decision to close a site investigation will not likely be fixed, rather carried out after specific criteria are met.
Criteria: 
Use the following to determine when to conclude above-threshold monitoring of recent HIV infections: 
	The criteria on when to close a site investigation should be agreed by senior technical stakeholders. Some examples to consider include:
· If the number of recent HIV infections per month is below the above threshold definition for x sequential months.
· If the number of recent HIV infections per month is zero for x consecutive months.
· If there are no new HIV-positive persons identified for x consecutive months, and all contacts have been traced and tested.
· Whether all newly diagnosed HIV-positive persons (including index cases and newly diagnosed HIV-positive partners) have been successfully linked to care, initiated ART, and show evidence of viral load suppression as defined in national guidelines.
· Whether HIV-negative persons partners of newly diagnosed persons have been retested after 3 months. If previously HIV-negative person tests HIV-positive after 3 months, follow-up should continue until they have been successfully linked to care and show evidence of viral load suppression as defined in national guidelines in your country. 
· [Please revise or add any additional criteria]



Who: 
	Please write who should be responsible for following up action plans at both site and program level, reviewing the site investigation reports, discussing and agreeing on when the site investigation, response and follow-up activities may end, and efforts focused elsewhere.



When: 
	If different from the program review meeting in Step 3, please indicate the frequency at which a meeting will be convened to review and discuss site investigation reports and whether to close a site investigation.   


Activities:
Site level:
· If site continues to have a high number of recent infections, HIV Surveillance Team to follow-up monthly:
· Collecting data on additional recent and long-term HIV cases and their partners identified in the latest time period; and
· Review action plans for completion of agreed activities.
· Conduct 6-month follow-up at all sites that have opened a site investigation to track treatment outcomes (e.g., ART status, care status, and VLS) for recent and long-term cases.

Program level:
· For each group of sites for which sub-national response and action plan is initiated, review completion of agreed activities and outcomes of response activities at and agreed time interval.
· Communicate outcomes of HIV response, as agreed during regular meetings with appropriate stakeholders, including whether sub-national monitoring of a response action plans at sites have concluded.

	Please add any additional activities required to end a site investigation and response activity for sites that were above the threshold level for monitoring of recent HIV infections.


Tools: 
1. HIV Case Investigation Reports [Appendix 2], including response action plan and follow-up
2. Dashboard review for key indicators to monitor trends in HIV recency results for sites in the region
3. Routine program data

Outputs:
1. Summary report/communication to stakeholders with investigation and response outcome



[bookmark: _Toc82793441]Responding to Long-term HIV Infections
While surveillance of recent HIV infection cases allows programs to rapidly identify groups at highest risk for incident HIV infections, understand HIV transmission dynamics and plan interventions accordingly, long-term (LT) HIV infection cases also represent an opportunity for intervention. LT cases by definition acquired HIV ≥12 months ago, which has both clinical and programmatic implications. At the subnational program performance level, understanding why LT infections are presenting as new diagnoses can help to identify service delivery gaps and highlight areas for improvement. 
A high number of LT infections presenting as new diagnoses is an opportunity to evaluate service delivery in a given site or geographic area, and to identify gaps that may require intervention. However, there are a number of reasons why LT cases can present for HIV testing at any given point, including true late diagnoses, those with interruption in treatment seeking to re-engage in care and those already on ART who may be seeking to transfer care or who are inappropriately tested. Baseline viral load on LT cases could help to identify those on ART who have achieved viral load suppression (VLS), however this is just a subset of those who are already aware of their status and are not truly new diagnoses at the time of testing. It is therefore important to understand who the LT cases are in order to address the appropriate service gaps (see Table 2).  

Table 2. 
	Population presenting for HTS and found to be living with LT HIV infection
	Potential gap(s)
	Service areas to evaluate

	PLHIV who were previously unaware of their status
	· Inadequate HIV testing coverage and/or uptake
	· HTS strategy, including approach to outreach and inclusion/exclusion criterion for testing

	PLHIV aware of their status, but never engaged in care or initiated on ART
	· PLHIV not adequately linked or engaged in care after initial HIV diagnosis
· Suboptimal systems for PLHIV who know their status to engage in care
	· Linkage & early engagement processes
· Tracing processes
· Processes for initiating ART in known positives

	PLHIV previously engaged in care, but currently experiencing interruption in treatment
	· PLHIV not retained in care
· Suboptimal systems for PLHIV to re-engage in care 
	· Retention strategies involving the community
Re-engagement/ return to care processes


	PLHIV currently engaged in care and on ART (with or without VLS)
	· Suboptimal systems for PLHIV to transfer care
· HIV testing pre-screening practices inadequately addressing client motivations for repeat testing,
	· Transfer processes
· HTS screening practices



Suggested approach:
1) Characterize LT cases
· Describe LT cases with available demographic, socioeconomic, and clinical variables, including age, sex, geography, education, occupation, KP status, baseline VL, median CD4, etc. to gain a better understanding of this population.

2) Identify specific program gap(s) contributing to LT case numbers
· This could be through review of routine reporting indicators (e.g. MER indicators), interviews with key informants and triangulating information from other data sources (e.g. medical records, population size estimates).

3) Evaluate the root causes of services gap(s) and identify areas for intervention 
· Quality improvement (QI) approaches may be useful to better understand the root cause of service gaps. This could include evaluating different elements of the service delivery system, including people, process/policy, equipment/supplies and the immediate environment.

4) Address root causes 
· Performance improvement or action plans should be developed in collaboration with relevant stakeholders. These should have specific, measurable and time-bound goals.


[bookmark: _heading=h.4d34og8][bookmark: _Toc82793442]National Response
National program review to inform policy decisions and resource allocation to address gaps and enhance HIV prevention and treatment programs
[bookmark: _Toc82793443]Response to Recent HIV Infections
National programs should be using recent HIV infection data to monitor progress of HIV prevention and treatment programs at the national level and use this data to inform policy decisions and resource allocation to address gaps in HIV      programming nationally. Such review should include reports from site-level investigations gathered through the local and sub-national response activities (defined above) and recency surveillance data considered alongside routine program data to make informed policy decisions.
Who: Technical Working Group 
	[A national response plan typically involves national HIV stakeholders and policy makers in HIV prevention or care and treatment programming. This meeting will have decision making authority on HIV prevention and care and treatment in your country.]



When: 
	[Please indicate the frequency at which selected national HIV stakeholders and policy makers will meet to review and discuss site investigation reports and the appropriate way forward for the HIV Surveillance Team to communicate investigation findings. It will likely be less frequent than the program review described in Step 3B]



Activities:
Broadly, national technical working groups will carry out the following:
1. Discuss epidemiologic trends across all sites nationally during recency stakeholder meetings; 
2. Agree on policy changes, if any, that might be required to improve HIV prevention and HIV programming in affected areas (e.g. HIV testing, PrEP,      TLD prescription guidelines, retention and adherence counseling);
3. Agree on resource allocation to respond to epidemiologic trends (e.g., ensuring sufficient staff, supervision/monitoring, expansion of HIV testing and treatment services and supplies to meet increased demand); 
4. Review threshold definition for site investigation and sub-national level response (as defined in country) based on epidemiologic trends and feasibility; and
3. Documentation, oversight, and monitoring of national policy decisions.

	Please add any additional activities that would be the responsibility of the national technical working group for the national program level response.



Recommendations could include:
	1. Expand PrEP indication to include all HIV-negative partners of all new infection index cases and/or specific high-risk groups that are identified (e.g., truck drivers)
2. Expand social network testing, through routine evaluation of KP status on all new infection cases, regardless of where they access services, and prioritization of testing their social contacts if found to be a KP
3. Offer re-testing for high-risk HIV-negative partners of new HIV infection index cases (i.e. risk network testing)
4. Expand HIVST eligibility, promote counselling for HIVST at every opportunity
5. Provide training for PrEP provision
Ensure TLD is available per guidelines


6. Disseminate U=U messaging through national channels
7. Ensure HTS staff are trained in partner notification and index testing counselling
8. Enable community outreach HTS
9. Prioritize specific geographic areas during the scale-up or roll-out phase of new services (e.g. PrEP, TLD transition, HIVST)
10. [Please add or revise according to local HIV guidelines]



Tools: 
Multi-site investigation summary including services gaps requiring national programmatic response
1. Dashboard review for key indicators to monitor      surveillance trends in HIV recency results for sites nationally
2. Routine program data

Outputs: 
1. Programmatic guidance, addendum, memo, or policy document informing sites and coordinators of enhancements or modifications to programmatic activities. 


[bookmark: _Toc82793444]Response to Long-term HIV Infections
Similar to what is done with recent HIV cases, national or other sub-national entities (e.g. district or regional authorities) should do a periodic review of LT infection data as part of routine data review processes (e.g. quarterly reviews). As with the sub-national response to long-term infections above, this review should identify groups (e.g. age/sex, geography, key or priority population groups) at highest risk of presenting as LT infections and triangulate this information with other available program data and local knowledge to characterize these populations and reasons for presenting as a LT case. If population-level patterns emerge, tailored approaches should be considered to address specific service gaps identified (e.g. testing campaigns, communication/education activities etc.).

[bookmark: _Toc82793445]Response to Misclassified RTRI Recent Infections 
The limitation of the RTRI is that it can misclassify those who are already on ART and therefore not newly diagnosed as a recent infection. In countries implementing RITA, viral load measurement performed at diagnosis reclassifies those RTRI recent cases who have lower than 1000c/mL viral load to long-term. Reclassification data enables programs to estimate the level of non-disclosure of prior HIV diagnosis and ARV use that is occurring in the program. 
National programs should examine reclassification trends occurring at national and sub-national levels to understand the characteristics of individuals who seek repeat HIV-testing while already in-care and virally suppressed. Understanding the geographic areas, care settings or client characteristics of the repeat testing population is a first step towards to understanding client motivations for repeat testing. National surveillance partners should engage HIV testing partners to address repeat HIV testing that is detected through routine surveillance data. 
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