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Agenda

Perspectives from Global Fund: Hepatitis within GC8 Investments — Amir Shroufi

CHAI's GC8 Resource Toolkit — Yuhui Chan & Eric Nyanjom, CHAI
o Overview of Global Fund GC8 policy scope and key considerations

o Summary of resources available in the toolkit and steps of GC8 process they support

Uganda's Experience — Dr Emmanuel Olal, CHAI

The Power of Community Engagement — Jennifer Ho, Global Fund Advocates Network Asia-Pacific

Overview of WHA’s Global Fund Advocacy — Dee Lee, WHA
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Why are we here?

OPPORTUNITIES AND
RISKS FOR HEPATITIS
IN GLOBAL FUND
PROGRAMMES

Evolution of GFATM Policy

Y

2002 Scale-up of HIV PMTCT
services Resource Toolkit e

This brief provid.
Fund's Gray

on GFATM 2023-2025 Funding Opportunities for Hepatitis

community systems.

A LOOK BACK AT HEPATITIS IN GC7

OVERVIEW
—

How did the Global Fund’s policies evolve for
. s increasingly enable hepatitis?
H 1: Version: December 2022 count epatitis services -
Inclusion o Syph|||s PMTCT e e i
r opulations, hepatitis pr of
and pregnant women i hepatt
‘epportunity in Grant Cyele 7 (GC7, 2023-2025). health (SRH), har

(ANC) platforms. In GC7, Global Fund policy allowed

However, global forthe be included in

. 2015 Inclusion of HCV co-infection
services among PLHIV

GC7 — GFATM HEPATITIS DATA'

. 2020  sStrong recommendation for . $60M USD committed for hepatitis: 3x
comprehensive harm reduction ) )
increase vs. prior cycle

incl. prevention and hepatitis C THE
services « HBV — $47M USD approved: $41M for GLOBAL
: . . J FUND
. 2022 GGC7 policy expands to diagnostics, including $34M for HBsAg RDTs —
inclusion of HBV PMTCT primarily aligned with triple elimination strategies

services within TE approaches

1. Announced by GFATM in Q4 2024 webinar. Data reflects ~85% of country demand, based on intended (not confirmed) procurement; includes commodity costs only (testing + treatment), excluding non-commodity costs.



Why GC8 is a defining moment

Three converging forces, and a narrowing window

/ Stronger Policy \
Architecture

()

/ Tighter Fiscal \
Environment

/ Narrowing Window \
for Action

o

=

GC8 explicitly names hepatitis B
& C, harm reduction, and triple
elimination as investable
priorities — the most ambitious
integration in any GF cycle to

With PEPFAR uncertainty,
Official Development Assistance
(ODA) pressure, compressed
envelopes, stand-alone hepatitis
asks are harder to defend.

©
NG

Country concept notes and
NSPs are forming now. A 3-6
month window exists to embed
hepatitis integration into
investment asks before priorities

Integration is now the only

k date. j

Qscally defensible argument.j

are locked.

$400M+ estimated hepatitis financing gap across GF-eligible countries. 20—40% efficiency gains ]

A 4

from integrated delivery models. The case for integration is both clinical and fiscal.
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From policy to investment ask i,.,,,;

What GC8 unlocks, and how the Toolkit translates it into country action

GC7: The Foundation GC8: The Opportunity

ﬂ Triple elimination aspirational, limited C][:] Hepatitis B & C explicitly named in
funding tags investment criteria

Hepatitis eligible but not prominently costed }& Hafm reductlor) 26 INEGEIEE SEEE
delivery modality

@ Triple elimination as measurable, costed
outcome target

¢|q> Harm reduction siloed in HIV modalities

— | Integrated SRHR & communicable disease (JO HBV birth-dose & adult vaccination eligible
—@® framework introduced 0O  for costing

The Toolkit translates this into:

Structured GC7 to GC8 Costed integration models Frameworks for Hep B/C, Entry points: concept
advocacy narrative & country examples harm reduction & triple notes, NSP chapters, TWG
elimination | inputs
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Who is it for?
* Application leaders

| 1< » Technical partners
integrgation w1g'th Hepatitis, Harm ’ ) Advocates for VH’ HR Or TE

Reduction, and Triple Elimination
within Global Fund's Grant Cycle 8

Resource Toolkit E.

What does it do?

« Help users understand what is
eligible for support under GC8

« Translate policy into

actionable asks

Navigate the GC8 application

process

What is in it?

GUIDING DOCUMENT

Section 1: Why this matters, GC7
lessons, what changed in GC8
Section 2: GC8 guidance by
population group and for RSSH
Section 3: GC8 process and getting
your ask into the application

RESOURCES

Readiness Scorecard

Country Assessment Template
Sample Advocacy Language
Costing and Budgeting Guide
GC7 Country lllustrations
Triple Test Considerations
Module and Activity Mapping

Noahkowph=
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harm reduction and triple elimination

Stronger policy foundation Tighter financing, sharper review
 Triple elimination testing (PE11, new) » Most countries receiving flat or reduced
- SRH and hepatitis screening for key and allocations
vulnerable populations (PE5, new)  New “Rigorous Prioritization™: activities
- Harm reduction (PE3, continued) and categorized as priority, optimization and efficiency,
coinfection management in HIV care or lower priority
(PE16, continued) * Technical Review Panel lens sharpened on
integration, value for money, and sustainability

What are Program Essentials (PEs)?

Evidence-based interventions the Global Fund recommends every applicant to address.
Introduced in GC7 within the HIV Prioritization Guidance, PEs direct where countries prioritize within eligible
activities, and anchoring an investment to a PE is the strongest policy basis available.
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The Toolkit synthesizes GF’s guidance by population i«;&

People living with HIV

People who use drugs and other

key and vulnerable populations

Pregnant women, breastfeeding
women, and infants

HIV clinics, ART, PHC

Harm reduction (HR) & SRH platforms

Antenatal and postnatal care platforms

* HBV/HCV screening for at-risk PLHIV in
HIV care

* HCV treatment & HBV management

Anchor: PE16 — integrated coinfection
management (continuing from GC7)

* Core HR for PUD: NSP, OAMT, overdose
prevention

+ HBV/HCV screening & treatment within
HR & SRH/KVP platforms

« HBV vaccination service delivery & referral
(not vaccine cost)

Anchors: PE3 — harm reduction (continuing);
PE5 — SRH including hepatitis screening
(new)

* Integrated testing: HIV, syphilis and
HBsAg at ANC - triple test introduction
opportunity in policy

« Treatment: ARVs; syphilis treatment;

tenofovir prophylaxis for HBsAg-positive
mothers. Chronic HBV management
supported for PLHIV

* Newborn: Hep B birth dose vaccine
delivery costs (not vaccine cost); infant
prophylaxis and management for those
exposed to HIV, syphilis and/or HBV

* Follow-up: Early infant diagnosis of HIV
and retention support mothers living with
HIV

Anchor: PE11 — integrated ANC testing
(new for GC8); full TE scope also draws on
PE1, 2, 10, 12, 16, 18




E.g., What GC8 supports for pregnant women, breastfeeding
women and infants

Table 3: GC8 intervention table — what GF supports for Pregnant women, breastfeeding women and infants

®=in scope © = partially in scope, context-dependent, or GF financing limited O=

GF Intervention

(corresponding PE)

Prevention of
incident HIV among
pregnant and
breastfeeding women

Prevention

What GF supports
(per Modular Framework)

® Condom & lubricants
provision and information on
safer sex, condom use; Pre-
exposure prophylaxis (PrEP)

GF prioritization tier
(per HIV Prioritization Guidance)

Priority; Condoms; lowest-cost oral and

injectable PrEP in settings with either =3%
incidence, or 1-3% incidence and high-risk
behavior; continued PrEP access for those

inferred based on GC8 guidance

Financing notes

Use the lowest-
cost oral and
injectable PrEP
options

(including ST1) and post-exposure prophylaxis | currently using PrEP; screen for gender-
(PE1, PE2) (PEP); intimate partner based violence (GBV) and ensure referral
response; STl prevention, per WHO guidance
screening, testing and Lower-priority: Limit one-month PrEP ring
management; partner testing | for new user; deprioritize PrEP diagnostics
and engagement and service not in WHO minimum service
package
Optimization: RDTs and HIV self-tests for
PrEP initiation and follow-up; task shifting
for PrEP; GBV referral networks
Maternal HBV ©OVaccine referral and linkage | — Maternal HBY
vaccination for pregnant women vaccine cost not

supported by GF
and requires
alternative
financing. Referral
for HBV
vaccination falls
under scope for
SRH and harm
reduction
platforms and
therefore only
interpreted as
inferred for
pregnant women

What changed from GC7 — GC8 (Prevention)

IGC7: Broader framing for HIV and 5T| prevention including condoms, PrEP, PEP, GBV prevention, 5Tl services, HIV self-testing. HBV
jprevention included vaccination delivery supported within HIV platforms for PLHIV and KVP (vaccine cost excluded).

IGC8: For HIV prevention, GF prioritizes lowest-cost oral and injectable PrEP in high-incidence settings (>3% or 1-3% and high-risk
behavior), and deprioritizes PrEP diagnostics and services not in WHO minimum service package and one-manth PrEP ring for new
lusers. STl prevention still included though not explicitly prioritized. Maternal HBV vaccination not explicitly named. HBY vaccinati
Ireferral for HBsAg-negative pregnant women is inferred from PES screening for KVP and SRH/HR platform scope.

IOverall: For HIV prevention, tighter PrEP targeting by incidence, with new cost-efficiency and deprioritization guidance. For HB
waccination for pregnant women, explicit GC7 scope for PLHIV/KVP replaced by inferred scope within triple elimination under G(
WMinimal change in 5Tl prevention prioritization.

“TT 7T

Integrated testing of
pregnant women for
HIV, syphilis and HBV

® Integrated testing for HIV,
syphilis and HBsAg (including
re-testing during pregnancy

Priority: HIV testing as part of antenatal
care in high-burden settings; HIV testing for
women in KVP groups or at high risk;

Treatment costs
for HIV, syphilis
and HBV sit under

management of
common coinfections

positive pregnant women
identified through antenatal

2
]
K
o (PE11 — new for and breastfeeding); linkage to | integrated HIV, syphilis and HBsAg testing ‘Treatment, Care
g GC8) treatment; test commodities (dual HIV/syphilis test as first test and Support’
= (dual HIV/syphilis kits, HBsAg | encouraged) module.
g tests); community Optimization: Leverage innovations HRH/training
3 mobilization, demand creation, | including dual HIV/syphilis RDTs and self- under RSSH.
peer navigation tests, and forthcoming WHO-prequalified
Triple test (HIV/syphilis/HBsAg); optimize
service delivery to ensure rapid linkage to
treatment for mothers and timely
interventions for infants
= Antiretroviral ® ART drugs; ART initiation and | Priority: ARTs procurement and optimized | Sits under
§ treatment (ART) for | viral suppression management | service delivery; adherence for patients Treatment, Care
pregnant and for pregnant and breastfeeding | with viral non-suppression and re- and Support
g breastfeeding women | women living with HIV; engagement support module
L (PE10) adherence support; Optimization: resource-saving dispensing
differentiated service delivery | models; multi-month dispensing; regimen
models switching; health products cost efficiency
including transition from protease
inhibitors, retention of tenofovir, tenofovir
alafenamide and abacavir, transition to
combined paediatric regimen
Integrated ® Treatment for syphilis- Priority: Syndromic management of 5Tls Sits under

Treatment, Care
and Support

— Syphilis treatment | screening module
for syphilis-positive

pregnant women

(PE16)

Integrated ® Tenofovir prophylaxis for Priority: ldentify and manage HBY among Sits under

management of
comman coinfections
— HBV prophylaxis
for HBsAg-positive
pregnant women
(PE16)

Postnatal infant

prophylaxis
(PE12)

eligible HBsAg-positive
pregnant

#Tools and job aids for post-
natal prophylaxis for HIV-
exposed infants (including
management of infants exposed
to syphilis and HBV); ARTs for

those most at risk and within triple
elimination programs

Priority: Infant prophylaxis for all children
exposed to HIV

Treatment, Care
and Support
module; long-term
HBV care
supported for
PLHIV

Infant HBY birth
dose vaccine cost
not supported by
GF. Gavi or
domestic financing

Similar tables are available for PLHIV, and people who
use drugs and other key and vulnerable populations




What makes stronger asks

Requests should be

Anchored to Program Essentials
Tightly integrated within priority HIV
platforms

Measurable, deliverable, and clearly linked
to HIV outcomes

Grounded in epi, program data and national
strategic plans

Built on GC7 delivery data

Visible in community and civil society

priorities (mandatory annex for High Impact
and Core portfolios)
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Avoid

« Standalone “hepatitis add-ons” outside the
iIntegrated HIV investment case

» Broadly scoped, hard to measure,
expensive parallel delivery

* No clear co-financing or sustainability
map e.g., Global Fund vs GAVI vs
domestic boundaries unclear

 Introduced late in the proposal-writing
stage rather than during country dialogue
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=
L = Ready-to-use templates

. 1. Readiness Scorecard: set ambition and PE anchor(s), applied
separately by population

2. Country Assessment Template: translate positioning into a
defensible package with a financing map

3. Sample Advocacy Language: narrative for CCM justification, TRP
£ response, and clarification questions
g 4. Costing and Budgeting Guide: practical costing framework

A

-4
5 o
.\%\ N .

Resource Toolkit

Strengthening HIV Outcomes through
integration with Hepatitis, Harm

in
Reduction, and Triple Elimination
within Global Fund's Grant Cycle 8

Reference materials

5. GC7 Country lllustrations: what worked across Africa and Asia

6. Triple Test Considerations: introduction planning, incl. product
landscape, PQ timelines, and decision framework

7. Module and Activity Mapping: table of interventions lifted from GF
Modular Framework and HIV Prioritization documents
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How to use these materials to shape your GC8 ask ){*«4&

. Sample . . Module and
W . . Readiness Country Costing and |GC7 Country| Triple Test . .
hat this Step includes Scorecard | Assessment SRR Budgeting |lllustrations |Considerations Actlv_lty
advocacy Mapping

. Understand: burden, gaps, integration
1. Build the " .
. opportunities at relevant entry points; cost-
evidence base , . L :
effectiveness evidence; national strategies.

2. Engage in the Position asks in CCM/stakeholder
integrated discussions early; secure space in program
country dialogue split & integrated investment narrative

3. Map the ask to Place activities in the applicable GC8
Modular Frame module(s), intervention(s), and PE
-work & PEs anchor(s)

Focusing on: allocative efficiency (e.g.,
cost per outcome), technical efficiency
(gains from integration), & equity (closing
access gaps).

4. Articulate the
value for money
(Vfm) defense

5. Address the
Prioritized Above
Allocation
Request (PAAR)

Identify priorities that will not fit within the
allocation and position them in the PAAR
and UQD register

6. Choose the Single Multicomponent (GF-
submission recommended), Grant Ready (for existing
route PR), Transitioned/Focused (per GF)
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Uganda: hepatitis integration in GC7 and GC38 i‘;”,“]“;’;gl
How early GC7 coordination and creative use of Global Fund mechanisms brought HBV into the PMTCT ask

GC7 approach GC7 outcomes' GCS8 strategy

for prioritization throughout screened for HBV @0 5 priority investment
application development nationally (1 28%
4.1%, HBV prevalence from 2022 to 2025)

ﬁ Early identification of funding =g Continue hepatitis testing for
priorities, leveraging CHAI Toolkit W Service delivery @ high-risk populations
1-29%, HBV prevalence expanded closer to (pregnant women, PLHIV,
among PW Hepatitis investments articulated community-level people who use drugs)

ﬁ and costed under the PMTCT PHC

module, with transparency of P_Ianning for introduction of

complementary investments ﬁ Strengthened health triple tests for ANC

% workforce selissning

T

<19% HCV prevalence

US$500,000+ of GC7 allocated to:
PMTCT expanded to syphilis b

"@". Diversifying finance sources,
(2017) and HBV (2019), but @ HIV, syphilis, and HBV R indluding G2G partaorships
HBV PMTCT progress lagged screening commodities :

HIV and syphilis by 2023 (RDTs) and advocating for

increased local financing
HBV VL commodities and
consumables

1. Other domestic resources were also pooled with GC7 investments to achieve these outcomes



Resources to support community
advocates engage with Global Fund
processes
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Advocacy resources

« Opportunities and risks for hepatitis advocacy briefing: co-
developed with CHALI, this briefing supports communities to
advocate effectively for hepatitis-integrated interventions in Global

Fund-supported programmes.

* Introduction to navigating your countries CCM: page 35 of
CHAI's ‘Resource toolkit on GFATM 2023-2025 funding

opportunities for hepatitis’

« New GC8 advocacy briefing coming soon!

o

OPPORTUNITIES AND
RISKS FOR HEPATITIS
IN GLOBAL FUND
PROGRAMMES

A LOOK BACK AT HEPATITIS IN GC7
OVERVIEW —————————————
—

lobal Fund's policies evolve for
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Calls to action
Raise your Gather 3 Build
m Voice s evidence a coalitions
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Key advocacy messages

1. Equity: investing in hepatitis protects marginalised groups who are disproportionately
impacted by hepatitis and supports human rights.

2. Sustainability: early action saves health systems from high future costs; it supports liver
health and prevents liver cancer.

3. Value for money: hepatitis vaccines, diagnostics, and treatments are affordable, effective,
and scalable.

4. Integration: hepatitis fits naturally into Global Fund priorities on integrated care for
pregnant women and key populations, resilient and sustainable systems for health, and
primary healthcare. Triple elimination is now a programme essential and should be
included in country applications.

World
Hepatitis
Alliance



Thank you!
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