


The VMMC ship has already sailed!

ofc 2 OT er1re PNE < Qud DT evide s 0 s RADE evide s 0

Evidence of safety Check Rare severe adverse events. Average of 0.3 per 100 (0.3%) based
on a 2019 systematic review that identified 31 relevant
publications

Evidence of acceptability = Check Wide acceptability in published studies. Over 30 million by the

and feasibility end of 2022 circumcised indicates the acceptability of
VMMC to men and parents

Evidence of cost Check Cost effective and cost saving, even more so in comparison with

effectiveness other HIV prevention interventions

WHO recommendation

VMMC should continue to be promoted as an additional efficacious HIV prevention intervention in combination prevention for adolescents 15 years and older
and for adult men in generalized epidemics to reduce the risk of heterosexually acquired HIV infection. (Strong recommendation, High quality evidence

The question has shifted from questioning the fidelity of VMMC to
how VMMC could be leveragead for efficiency, to catalyze other g@wmd Health
prevention programs and to reach boys and men 3 Organization



Enter Sustainability! It is more about themes than definitions

No universally agreed definition; meaning depends on context,

setting and situation. But rigid definitions are less important
than key themes that drive its meaning

CAPACITY INTEGRATION OWNERSHIP RESOURCED
Capacity of VMMC services to Integration into health system’s Country ownership and Resource mobilization,
continue to function effectively routine health services leadership through a co- including domestic and
produced approach external funding

Capacity to deliver as long as necessary and relevant with an understanding that programs
may change in the advent of new global evidence and guidelines \\f@ World ,Hea_lth
&Y Organization



Sustainability — key principles

—————————————————————————————————————————————————

In alignment with UHC principles, all people should have access to |
necessary, affordable, and effective health services (including !
prevention) I

Widely Accessible
Services

—————————————————————————————————————————————————

Services should put people and communities, not diseases, at the |
center of health systems, empowering people to take charge of their !
health, supported with education and support I

High quality and
people-centered

—————————————————————————————————————————————————

Programmes may focus on adolescents as a sustainable, effective, and |
Nelel s el=ai el [S=e N acceptable approach towards wellbeing that maximizes near-term !
impact on the epidemic I

—————————————————————————————————————————————————

VMMC integration has the potential to enable efficiencies and spur

Emb.edded within relationships with HIV and health programs
roUtine SYyStems R T R !

Scale up and sustainability are two separate but interlocking

elements. Sustainability is about efficiencies, synergies, impact,

e A @g\@,mm Health
B Organization



A Global Framework for Sustainable VMMC services — six building

blocks and critical enablers

Planning for sustainable
VMMC services requires
attention to each of the
six WHO building blocks
of health systems and
critical enablers.

Building block | component

,_--,'-l"."'- Finance

ﬂ Q Health
m workfarce

* Resource allocation and mobilization
* Purchasing of services
 Financial risk protection

» Health workfarce planning
* Pre-service and continuing education

Management, support and supervision

oOOoo— y
8= Strategic
— information

Supplies and
equipment

Data collection and management
Data quality

Data analysis and use

Safety monitoring

¢ Korms and standards

Procurement, supply and distribution
Quality of VMMC supplies and equipment

[
3
&

s

Leadership and

Programme leadership and coordination
Accountability, oversight and regulation
Inter-sectoral coordination

Gg) Gga governance Health sector plans and palicies
= * Access (strategic planning of health services)
Sarvica ditl * Reorienting service delivery models
' i * Empowering and engaging people
—— » Safety and quality

Critical enablers

Multisectoral partnerships
Enabling laws and policies

Adolescent leadership, co-produced health services, local ownership and participation
Community engagement and empowerment

The health systems
building blocks are the
foundation of
sustainable services

s

\‘/’@ World Health
ly v : =
NS Organization



A baseline for sustainable VMMC - From the upcoming WHO landscape analysis

* BB breakdown: (89
scored)
* 16 “advanced”
*61 “intermediate
*12 “early”

»n

* Patterns by BB:

* More countries
“advanced” in
Supplies

* More countries
“early” in Finance

o

Botswana

Leadership

A,
A §hs

Ethiopia
Eswatini

Kenya

Lesotho

Malawi
Mozambique

MNamibia

Rwanda

South Africa
South Sudan

Uganda

United

Republic of
Tanzania

Zambia

Zimbabwe

Advanced

Intermediate

Early

“The need to scale up VMMC services is crucial. The drive towards sustainability should not take

anything away from that need. Sustainability rather should reinvigorate, enhance scale up, align with
other health interventions, support health systems, plug wastage, and help improve on our current N
messaging on VMMC”

v

==

\éq\-...

- J

ANL
VMMC P

€

) Do @UNAIDS

. essentially no

sustainable features
Intermediate = some
sustainable features, but much
to do

- = all key sustainable
features in place; the work
needed is to sustain them

Iy

@v World Health
6

y Organization



VMMC sustainability enhances that strategic shift to a broader boys’ and

men’s agenda

R IV S e o 15 HIV Testing and Treatment Cascade among WOMEN compared to MEN (AGED 15+ YEARS), 2022 (%)
#5% of people at risk of HIV have equitable acc se appropriate, 0 0
prioritized, person-centred and effective combination tion options 'I

1 2 3 4 5

KEY ADOLESCENT ADOLESCUNT CONDOM ARV -BASED
POPULATIONS GIRLS AND BOYS AND MEN PROGRAMMING PREVENTION

YOUNG WOb [EN 8 0

Combination Combination Combinaticn Promotion and Pre-expasiine
prevention and ham prevention pa kages [ prevention pac ages distribution of male prophylazis,
reduction packages in settings wit 1 high in settings with yigh and fernale condoms posi-exposune
for and with HiVincidence HIV incidence aswell as lubricants prophylaxis,

Sex workers treatment as

Gay men and ather (bazed on {including velur tary pravention induding 6 0
mien who have sex differentiated, medical male fiar elimination of

with men layered packai es) circumdision ar d vertical ransmission

Peaple who Inject promating acce is to
drugs testing and

-Transgender treatment)
o 40

Prisoners

ACCESs THROUGH

Community-based and community-led outreach, health facilities including sexual and reproductive 20
health services, schools, private sactor, virtual platforms and other innovations

FOUNDATIONS
SOCIETAL AND SERVICE ENABLERS AND ADDRESSING UNDERLYING INEQUALITIES 0

Percentage of people living with HIVwho  Coverage of people living with HIV who  Percent of people living with HIV who are
know their status are on treatment virally suppressed

H|V Preventlon 2025 Roqd qu Source: Global AIDS Monitoring 2023 The Wldening men gap

Sexual and reproductive health and rights » Gender equality » Ending stigma and discrimination

Conducive policies and environment » Multisectoral, integrated & differentiated approach  Sustained investment in HIV prevention

Key shifts
7%\, World Health

Strategic shift from VMMC as stand-alone pillar towards combination prevention packages for boys and men.
Comprehensive package for men and boys including community-based HIV testing, self-testing, ART, condoms, PrEP, PEP, CSE : Hea
other SRHR, and harm reduction. L ¥ Organization

==
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@ a few best practice examples — VMMC as a launchpad for men's health

Male wellness clinics, Eswatini South African National Integrated Men’s Health Strategy
A Demand Supply Environment
- = Increasing demand for health Increasingthe supply, quality Ensuringlaws, policies and
t - . 4 T s ; services among men and accessibility of health strategies include the
. \ “ . services engagement of men

Adolescents Young men
(10-19) (20-34)

: e EYE C : I ' HIV Testing HIV Testing
| f.. ~ | ‘; 5 \ o )
- ! f ; STl screening
HPV vaccination
Hepatitis B and C
Diabetes
Behavioral
Hearing , sight
and oral High cholesterol
screening
Bodv image Mental health
Sexual disorders
Behavioral
interventions

ILO and WHO promote
workplace HIV self-

Male-focused service pro === testing
some sites

A =
Youth line up for HIV Testing at a Grassroot
Soccer tournament in South Africa.




Learnings from @ a few best practice examples — sustainability in VMMC programs

g’@ World Health

WY Organization



s1PME P 24K8/s B il B0l CO 85

GUIDELINES | POLICY BRIE RESOURCES | NEWS

Adolescents

Why voluntary medical mq

...adolescents 15 years and
with generalized epidemics.
HIV prevention options hay

pre-exposure prophylaxis (F RS
WHO VMMC A

~adolescents must take inty

concerning the offer of VMI

next section). There is also {

All VMMC resources incl. on =it

advantages...

Su St 3 | Na b| | |ty s oy oo Manual for male circumcision
PP under local anaesthesia and HIV
levels, programmes need to prUEnﬁﬂn SENi{ES fur ﬂdIJlESCEnt

aon. The Guideline Developn

limited evidence and other hnys a nd men

offer...

VMMC App iOS; VMMC App Android

Enhsnciiig siptaks among Adolescent boys and Men

...adolescents and men, Tot _ o
communication skills of pro Younger adolescent boys B  Sustainability

providers must be enhance rus (HIV) is an

barriers must be explored a Devices Patient safety Enhancing uptake dy’s immune system,
addressed simulta...

:ells called CD4 cells.

XN World Health x  Q [#
% Organization

l
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https://apps.apple.com/us/app/who-vmmc/id1545149960
https://play.google.com/store/apps/details?id=com.whovmmc

Parting thoughts

Countries need to lead from the front. Country ownership and effective collaboration with
partners are essential at all levels — national, district and local

Countries should take a prominent role in the mobilization, allocation and
administration of resources.

It is now beyond VMMC, support for a broader boys and men's agenda is critical. VMMC
serves as a veritable entry point.

VMMC sustainability is NOT about ‘eternal VMMC'. Rather it is about doing things differently,
spurring efficiency, deleting waste and capitalizing on the renowned successes of VMMC

programmes for the greater good of adolescent boys and men. i
4‘{@\3 World Health

WSV Organization




Cost-Effectiveness of
Sustaining Support for VMMC
Programs

John Stover, Yu Teng, Robert Glaubius

Innovations for sustainable integrated biomedical prevention programming in sub-
Saharan Africa

SAT037
24 July 2023

Avenir

* Health




Background

* When VMMC programs started in 2008 several studies estimated that
they would be highly cost-effective and even cost-saving.

e Uthman et al. Economic Evaluations of Adult Male Circumcision for Prevention in Heterosexual Acquisition of HIV in
Men in Sub-Saharan Africa: A Systematic Review PLoS One March 10, 2010.
https://doi.org/10.1371/journal.pone.0009628

* Recent modeling analysis has shown that VMMC continues to be cost-
effective in most settings in the short-term

* Bansu-Matharu et al. Cost-effectiveness of voluntary medical male circumcision for HIV prevention across Sub-
Saharan Africa: results from five independent models Lancet Global Health 2023;11:e244-55

* However, the HIV epidemic is much different today than in 2008

13


https://doi.org/10.1371/journal.pone.0009628

Incidence is much lower today compared to 2010,
with an average decline of 71% from 2010-2022

Incidence, 15-49, Both Sexes

= = N N w w
o Ul o Ul o 5

Percent of Susceptible Population Newly Infected
o
(Oa]

o
o

fb‘\fb ,b(\

@
Q
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P '\,’Z’ S < /\‘,\‘Q
@) (_)0
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Liii 'iI i
Q\

m 2010 m2022

Source: UNAIDS aidsinfo online 14



Many countries are close to global treatment targets
On average, 81% of PLHIV are virally suppressed

Treatment Cascade, 2021
100

90 N R R R || —1
80
70
60
50
40
30
20
10

0

°\ \<5° P ~o\?’
<b°’<9 Qf\fb <<§\\O % \3"9 & @o@éo\ éb Q\\% c,o\“'& . /\’b&’b \)Q;b /\/’b ’0(60%0
B Proportion of PLHIV who know their status M Proportion of those who know their status on ART

B Proportion of those on ART that are virally suppressed

Source: UNAIDS aidsinfo online 15



Will VMMC programs be cost-effective in
the future? For how long?

* The cost-effectiveness of VMMC depends on incidence. That
determines how many boys and men need to be circumcised to avert
one HIV infection.

* If incidence continues to decline, at some point VMMC will no longer
be cost-effective.

* High levels of treatment coverage and viral suppression, if sustained,
may lead to continued incidence decline.

* s it still cost-effective to scale up VMMC to reach global targets? If so,
how long should VMMC programs be sustained?

16



Scaling Up VMMC to meet Global Targets by
2030 is cost-effective in most settings

Discounted cost per infection averted

$10 000

$8 000

$6 000

$4 000

$2 000 I

. == I
eso 0 Malawi e Namibia Rwanda  South Africa  Tanzania Zambia

-$2 000

-$4 000

Discounted (at 3%) net cost per infection averted from 2022-2090 of scaling up male circumcision coverage from 2021 levels to
90% of all men 15-49 by 2030 compared to no further VMMC program. All other interventions are held constant. Net costs .,
include the cost of the VMMC program minus any savings in treatment costs. Projections based on the Goals ASM model.



Should VMMC support continue after 20307

Sustainability analysis assumptions Male circumcision

o After 2030 support for the VMMC 0
program continues for 0, 5, 10, 15, 20 .
or 25 years

 Circumcision rates for 15-year-olds
return to 2008 levels once the VMMC =
program stops )

* Coverage for all other interventions is
constant at 2021 levels

* Discounting at 3% per year
e Evaluation period: 2022 — 2090

18



Incremental cost per infection averted increases with
longer duration of support due to declining incidence

Mozambique Incidence 15-49

S5 000 0,60%

©
(]
> S
G—
5 54000 S 050%
5 =
g Lh
g $3000 2 .
© S 0,40%
5 5
= = >
£ S 2 030%
. o 5
& $1000 S
- o
% o 0,20%
8 _ a
é - 10 yrs 15 yrs 20 yrs 25 yrs S 0.10%
C ’
S -$1000 S
[ (]
- [a
0,00%

-$2 000 2022 2032 2042 2052 2062 2072 2082
Incremental cost per infection averted by duration of support after Incidence among 15—-49-year-old adults projected by the Goals ASM
target coverage is reached in 2030. Costs and infections are model under the assumption of constant coverage of all
cumulative from 2022-2090 discounted at 3% per year. Costs include interventions. As incidence drops due to high viral suppression theo

VMMC and ART. PLHIV population ages and average (age-weighted) risk drops.



In many settings VMIMC costs are likely to exceed cost-
effectiveness thresholds at some point in the next 25 years

Cost per DALY Averted, 2023-2090, discounted at 3%, by duration of support past 2030

$35 000
$30 000
$25 000
$20 000
$15 000 _
$10 000

$5 000

5 -II _l'l'l—l-—_ll — _-III 0
Eswatini Lesotho Malawi Mozambique Namibia South Africa Tanzania Uganda Zambia Zimbabwe

-$5 000

ES5y 10y m15y m20y m25y

DALY thresholds are based on health spending 2000-2016 per DALY gained as estimated by Daroudi et al. (Cost Eff Resour Alloc
(2021) 19:7) based on GBD estimates of DALYS and health expenditures. They are only used to illustrate the concept that VMMC 20
programs will need to compete with other health priorities as HIV incidence declines in the future.



Incidence varies significantly across
the region. Areas of high incidence
still remain.

Distribution of Subnational Population by Incidence,

Millions
w B U (@)}
o o o o

N
o

By
o

0 lIIIII...I.._--_._-

0,00 0,05 0,10 0,15 0,20 0,25 0,30 0,35 0,40 0,45 0,50 0,55 0,60 0,65 0,70 0,75 0,80 0,85 0,90

For 29% of population, incidence < 0.05%, for 25% it is 0.05%-
0.10%, for 23% it is 0.10% - 0.35%, for 23% it is >0.35%

UNAIDS 2022 estimates from Naomi Model

HIV incidence, 15-49, Both, December 2021




Summary

* The HIV epidemic is very different today from 2008 when VMMC
programs were just getting started. Incidence is lower and ART
coverage is higher.

* VMMC programs remain cost-effective in most settings and will
remain cost-effective for the next 10 years. There are important
differences across countries and sub-national regions.

* Cost-effectiveness will decline as incidence drops.

* Programs and donors need to develop plans to address these
changes. For example, responses might include accelerates short-
term response, sub-national focus and integration with routine health
services.



Dr Brian Abel Maponga, Population Solutions for Health

Innovations for Sustainable Integrated Biomedical Prevention Programming
In Sub-Saharan Africa

Innovations for
sustainable VMMC
service delivery

RIAS 2023

23 - 26 July - Brisbane and virtual ias2023.org



! INTEGRATE

Catalyzing Integrated Sustainable Subnational
Biomedical Prevention in Zimbabwe

Introduction

RIAS 2023

Support improved GoZ-led subnational health system performance to sustain improved access,
coverage, quality, and safety of integrated HIV biomedical prevention through:

1) Integration of VMMC into the health system and,

2) Integration of broader biomedical prevention with an already robust VMMC program.

BILL&MELINDA
(GATES foundation

Funder, $19.7M, 3-
year 7-month
program ending
May 2024

23 - 26 July - Brisbane and virtual

Prime technical
assistance, system
strengthening and

adaptive
implementation
and learning
partner.

° Population
i Solutions
for Health

15t tier subrecipient
and lead
Zimbabwean
implementing
partner

ias2023.org

/ J
,'
8 SAADS
R i
2"d tier
subrecipient
testing models for
sustainable

community-led
demand

2" tier
subrecipient of
service/demand
input financing

through 8
provincial, 27
district subgrants

G:ENESIS

25 YEARS OF UNLOCKING VALUE

Shang Ring
acceptability,
costing, cost

effectiveness, RBF
evaluation
research partners



INTEGRATE Project Primary Outcomes

&

Demonstrate
Integrate VMMC Shang Ring
into Subnational Device Method
Health System Safety,
Pillars and with Acceptability,
Biomedical Cost
Prevention Effectiveness for
13-14s

Test, Demonstrate, Communicate Sustainability Models which can maintain
VMMC coverage and be applied more broadly in Health programs

23 - 26 July - Brisbane and virtual ias2023.org



Support to 27 districts differentiated based on
potential Impact and need

Catch Up = High HIV incidence, low VMMC Coverage. ”E
Support 6 districts to reach 80% 15-29 VMMC
coverage with vertical partner-led support May not
transition to sustainability

Transition = Medium HIV incidence, medium VMMC
coverage (40-60%). Support 13 districts to reach 80%
15-29 coverage, and initiate transition to MoH-led

maintenance models for 15-16’s and 13-14’s (where LE“
there is Shang Ring) e
Maintenance = Support 2 districts to maintain 80% § e
VMMC Coverage (15-29) through routinized and i

Population

integrated demand and services that are planned, L s U __Targe [} sdlions
managed by the MOH.

0
o
=2
o
=
-+

Nov 20 — Dec,21 Jan'22 - Dec,22 Jan'22 — Dec,23

Light Touch TA Support for 4 districts with low HIV
incidence and 2 GFATM districts to target, reach
~males at higher risk of contracting HIV.

Transition 21,544 25,424 23,577

LTTA 4,056 4,787 4,439



RIAS 2023

MOoHCC targets 80% provider coverage
Intensive VMMC training 2018-2020

Targeted Surgical, Shang Ring provider
certification 2021-22

Reduced VMMC provider coverage in 2022
Nurses leaving the country

Movement of trained providers from MOH
to private/partners

Nurses being shifted internally to cover
more critical essential health services

Solution: Harvesting digital solutions to
train/mentor more providers and for virtual
client follow-ups

23 - 26 July - Brisbane and virtual ias2023.org

Service Delivery Capacity Building
Eroded by Provider Attrition
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Shifting from top-down refresher training
and mentorship...

Traditional VMMC Mentorship Model @ ﬁ

2 National Master Trainers (Medical Doctors)

Central Master Trainers

Provincial Training Hub and
Trainers

District Hospitals

Rural Hospitals and
Primary Clinics with
circumcising providers

Hotel (in person training)

AT

&-’.&(Q

Provincial hospital (mentorship)

L

PROVINCIAL COVERAGE

Y

-

2 central master trainers with
provincial assignments

Travel 2 days out of station to
provincial training hub for cne day
refresher program

2-hours in-person theoretical refresher
training at hotel venue

6-hours of practical clinical mentaorship
|deal group size 12, maximum of 16
All mobilization done at single site

Coverage requires repeat delivery to
achieve coverage

Training capacity limits the refresher
to providers showing signs of
deskilling

PYVO- and Provincial trainer select
praviders to travel two days out of
station for a one-day provincial
refresher

Decentralized sites neglected in
favor of high-volume hospitals and
clinics



...10 a Blended, Decentralized Mentorship
Model to Expand Coverage

Blended, Decentralized VMMC Mentorship Model

e

4 Master Trainers provide virtual
training frem-home work-station

» 4 gof / National Master Trainers
available for program.

« Master Trainers deliver virtual
theoretical training from home station
to all providers in all districts at the
same time

Central Master Trainers

o

&

Master Trainers pair with

. . Provincial Trainers in 4
Provincial Trainers rovincial Trainers in

Virtua_ﬂ teams of 2, travel 4 days
ﬂ_160retlca| out of station for 3 days to
de:;?):ﬁgetri all cover all districts

Master Trainers pair with Provincial
Trainers™in4 teams of 2 to conduct
mentorship in assigned districts

District Hospitals

Rural Hospitals

Chikomba

Goromonzi

o

Marondera

Mudzi

P

« District providers

mentored in station

« Clients mobilized

onsite at district
hubs

+ 6 Districts, 89

providers mentored
in 3 days

* Mentorship can be

decentralized to high
and Pl"imary g volume rural sites
Clinics with /'\/\ /\/\ / « Traveling providers
move 2 days out of
circumcising RIR [RBIRA &Rl [RBlal ([RIA (Al station for 1-day
providers PROVINCIAL COVERAGE program

v



Workforce App to ease provider burden, enable

pOSt-S u rgi ca I Se I f-ca re WORKFORCE APP DEMAND CREATION AND POST-OP CARE CASCADE

8910 8910

Choose Physical Choose Physical

Follow-ups Follow
with Providers

32658
E-referral
Vouchers Issued 48%
Redeem
e-voucher

62%
Choose
Self-care
55%
Actually 8138

self-care 55% Actually
from e-referals Self-Care Self-Care

15616 14750
66% of clients 62% Choose

E-REFERRAL VOUCHERS ISSUED SERVICES BY ENTRY POINT PREFERRED FOLLOW-UP METHOD  ACTUAL FOLLOW-UP METHOD

Workforce App Self-care Outcomes

Resend instructions

Concerns for provider __ 2%

follow-up
10%

Complications: Pain, _——
Fever, Red, Pus
4%




South-to-South learning, sharing of
VMMC theoretical e-learning linked to
practical mentorship

South-South learning between Zimbabwe MoH and South
Africa NDOH to share content, approach

VMMC Online Training Hub

Voluntary Medical Male Circumcision for HIV Prevention

Developing Moodle-based MoHCC e-learning platform for
expansion to any service/function/continuum

Developing e-learning Surgical and Shang Ring modules for
basic training, linked to practical mentorship for proficiency

Work in progress:
e User acceptance testing of South Africa content, platform
e Development of e-learning content

* Engaging for zero rating of training website to manage
costs




Integrating VMIMC, HIV Biomedical Prevention
into the Nursing Preservice Training Curriculum

2021-2022 May — July 2023 2024
o Negotiation Curriculum review o Provider Pipeline
Engagements with * Stakeholder sensitisation meetings « RGN Graduates May, Sept, Dec 24
AIDs and TB unit * Needs assessments for the Registered « Midwifery graduates May ’24
and Director Nursing Nurse, Midwifery, PCN curriculum « PCN 1st graduantes May ‘24
* Content review and editing

-@—@® ©—1©

Co-creation Expected outputs
These engagements * Co creation of the Nursing Preservice e Abridged curriculum version for current enrolment
”CI'OWdEd in 77 Other training curriculum review design * Full convectional 3-year course
@ * Formation of technical working group ® . Development of statutory instruments and gazeting
health areas fOI’ a * Engagement of consultants of the new curriculum
.comprehenswe review, Jan — Apr 2023 August - December 2023
including RMINCH

23 - 26 July - Brisbane and virtual ias2023.org



Accelerated demonstration of Shang Ring device for use in younger age
groups of males realizes a viable, cost-effective, and efficient approach to
VMMC in Zimbabwe, supporting the MoHCC to achieve a more sustainable
phase, and informing broader WHO recommendations

What are the drivers and
barriers to VMMC for What are the costs

adolescents, their of delivering Shang

parents, and providers; Ring and what is the
and how can demand relative cost-

creation efforts be effectiveness at
created? scale?

Is Shang Ring Procedure Do younger

in adolescents 13/14 adolescents have
years as safe as VMMC capacity to
procedure ( understand the

Surgical/Shang Ring) procedure and give
among older age groups informed assent?

15-16 years old.




Early Learnings Shang Ring Safety study

QAAS 2023

Shang Ring Study Clients Recruitment Progress - Weekly by Cohort

7000
6000
5000
g
=
“§4ooo m15-165
3 m15-16 SR
3000

m13-14 SR
2000
O_--IIIIIIIIIIIIII

1 2 3 4 5 6 7 8 910111213 1415 16 17 18 1% 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36 37 38 39 40 41 42 43 44 45 44 47 48 49 50 51 52 53 54

Jun Jul ec Feb Mar Apr May Jun
Period
[ 2022 I 2023 |

* Residual demand for “the ring”: SR uptake >50% among 15-29-
year-old males in 9 pilot districts since Feb 2022.

* (Client Satisfaction: 98% reported being satisfied or very satisfied;
96% said they would recommend SR to someone.

* Reduced time to Provider Proficiency: Providers who received no
prior VMMC training needed fewer clients (<5) and less time to
proficiency compared to surgical proficiency (10-15 clients).
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Post review of stimulus

68%

Preferences for Shang Ring and surgical VMMC
among adolescents and their parents in Zimbabwe:
Findings from a cross-sectional study

10% seiss1

Preference among
adolescents

6%  seisst

Preference among
adolescents

81% 68%

68/247 710/881 301/443 o 0/ 60/443
Preference % Men who've been circumcised Preference among Preference among parents for 1 0 /0 b P ,1 4 A)
surgically — would opt for Shang if ~ uncircumcised adolescents for Shang Ring as a method of o i o
given the option Shang Ring based on circumcision for son
| undenstanping so far
Shang Ring Surgical Either
| O

Sercsiand There is less pain TE?;&E;%’;; tac?y Surgical circumcision
erceiv 1 i i i i i

harisses Quick procedure time There are no stitches ompared with surgical circumcision using the Is a trusted method

circumcision

Shang

Strong preference for Shang Ring over surgery indicates that VMMC devices could play an important role to increase

VMMC demand and uptake for the long-term sustainability of Zimbabwe’s VMMC programme

Rebecca West??, Sehlulekile Gumede-Moyo'3, Sunny Sharma?, Nisa Hurst!, Will Bench?, Brian Maponga*, Nehemiah Nhando?, Lucy Bullock?, Sinokuthemba Xaba®, Karin Hatzold®
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Conclusions, Recommendations

VMMC and broader HIV biomedical prevention programs are threatened by system
challenges and external shocks.

Differentiated VMMC service delivery support for geographies should be guided by the
anticipated epidemiological impact.

The need for robust and predictable financing to sustain biomedical prevention service
delivery.

Technology and digital innovation can improve efficiency, expand consumer agency and
choice.

Post surgical virtual self-care improves quality of care, client satisfaction and relieves
provider burden.

New technologies such as male circumcision devices could increase demand and uptake,
increase safety and efficiency and reduce costs for VMMC.

The innovations deployed in VMMC service delivery can be used to deploy new
biomedical prevention interventions, whilst consolidating existing interventions.
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Sinokuthemba Xaba — Ministry of Health and Child Care, Zimbabwe

Innovations for sustainable integrated biomedical prevention programming in
Sub-Saharan Africa

Leadership, Management and
Coordination of sustainable
VMMC and Broader HIV
Biomedical Prevention
Programming

RIAS 2023
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R1As2023  Subnational MoHCC Management, Coordination

Challenge 1: MoHCC needs visibility and ownership of input financing budgets

Subgrant input financing through Fixed-Price, Output-Based Milestone agreements which motivate efficient
translation of input decisions into outputs

Challenge 2: Output financing incentivizes individuals and volumes over structures and quality




Integrated support to transition from vertical partner-led to
horizontal MoH-led and planning, management and coordination of
integrated HIV biomedical prevention

Outputs
RBF Output Financing Improved DHE-led planning,

« coordination, problem solving
Subgranted Input
Financing Decisions A

to optimize inputs to outputs

District Medical Officer leads DHE through UCSF, INTEGRATE supported Organizational Development (ODI) \

for improved management, planning and coordination

T
8)) o "J
Accountant Pharmacist

Seconded District Biomedical Prevention Officers support DHE members to take up their integration roles
Seconded Provincial VMMC Officers support DHE members to take up their integration roles

Environment
Health
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PHE Subgranting -
Overview

Challenge: MoHCC needs visibility and ownership
of input financing budgets

Solution: Subgrant input financing through Fixed-
Price, Output-Based Milestone agreements which
motivate efficient translation of input decisions into
outputs in all the 27 BMGF supported districts

23 - 26 July - Brisbane and virtual ias2023.org



Sub granting $2.7M in input financing
through fixed-price, outcome-based
milestone agreements to 8 provinces,
27 districts over 2 years

Mobilization
fund paid upon
executing
agreements to

PHEs and DHEs DHEs deliver
keep milestones,
mobilization e — prepare
funds which invoices with
financed start proof of
up delivery
~ Negotiate
milestones, prices,
agreement terms

Milestone
payments flow
through PHEs
to DHEs for
additional

PHEs
consolidate
DHE invoices
and submit for
payment
PSH pays fixed
price for
milestones

delivered and
verified

Milestones Program Activities

Sub agreement developed between PSH and Manicaland PHE

Outreach campaigns to lower -level facilities

Service delivery fuel

Male Circumcisions Vehicle servicing

conducted in all the

health facilities Mid media demand creation events

Mop-up outreach campaign mobilization

IPC agents' mobilization incentives

Planning and review Quarterly review and planning meeting

meetings with DHE, Shangring stakeholder sensitization meeting

clinics and stakeholders |PHT planning meetings

Capacity building for Refresher training for demand creation cadres

Demand creation Bi-annual Continuous Quality Improvement

providers IPC Agents training

Provider trainings Biomedical prevention messaging

Service provider Annual Refresher training

Service provider Dorsal slit conversion training

Calpaieiing (DUl eilng Certification process training

traning for Service
Conduct TOT Shangring training

Service provider Shangring training

Refresher training for Service provider

Administrative support

Administrative support X -
PP Fuel for meetings and trainings

of VMMC programme
Bank charges

AE management Moderate AE management




Lessons

learned from
twelve months
of subgranting

input financing

through
MoHCC
structures for
ownership.

!

Going direct to 27 Districts would be faster,

but channeling through 8 Provinces builds ownership, accountability

PHE, DHE have taken up
bottom-up planning and
programme
implementation previously
led by partners.

Aligning agreement
management to PHE, DHE
accounting, program
structures is key.

PHE, DHE have taken up
coordination of service
delivery, including
translating inputs to
outputs, but a learning
curve exists.

Low outputs lead to low
earnings which resulted in
unsustainable programme
implementation. Demand

creation is key.

DHE-familiar service
indicators moved faster
than less familiar demand
and training partner led
inputs which required
hand-holding.

High outputs and revenue
led to savings that can be
ploughed back into system
strengthening activities.

Early indications of increased district ownership and accountability of program
service and demand planning and decision-making.



The VMMC Program Performance quickly recovered
i from shift in partner led to MOHCC led input financing,
RIAS 2023 with partner hand holding which waned over time

_______________________________________________________________________________ I
) Year 2 Subgranting negotiation
&000 i PHE subgranting and agreement signing. Schoaol
negotiations and province and
agreementsigning _ ~ - \ district learning
/ . r—=
Performance rebounds to pre subgranting / )
v / Year 2 subgranting
Ievels with normal seasonal variation
4000 f implementation
Subgranting begins, Easter,
introduction School closures

Subgranting

1
1 1
1 |
i 1
1 |
i 1
1 1
1 1
1 1
1 1
1 1
1 |
1 1
1 |
1 1
1 |
1 1
: 3000 Leammg Curve :
1 1
1 1
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: 2000 mm [aintenance :
| mm Tranzition |
[ B Catch Up '
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1 1000 I
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VMMC Output financing approach —
Results based Financing (RBF)

Population
Solutions
for Health

Zimbabwe’s existing RBF mechanism is a health system
reform which substitutes individualized incentives for
system strengthening incentives based on a pay-for-
performance framework that balances quality and
volumes.

Integrating  VMIMC output financing into existing
MOHCC-led Results-Based Financing (RBF) structures
and systems for Maternal Neonatal and Child Health
(MNCH) in four pilot districts

Piloted six quarterly rounds of verification and invoicing
for VMMC services delivered through public sector sites
since October 1, 2021

Pilots informed roll-out to other funders USAID (Going
the Last Mile for HIV Control) and CDC (ZAZIC)



Shifting Output Financing - From Cost

Reimbursement to Results Based Financing (RBF)

Institutional role

1. Funding Agent

2. Fund Holder

National & local
purchasing agent

Service Delivery
Demand Creation

Multi-level Service

Verification

15t Tandem

Client
satisfaction

Incentive
allocation

Individualised,

Public/ :
Private review (Sairterly paid monthly
1. BMGF, El?r?ﬁjgtals’ 2nd Monthly, verifications 80% Staff
Cost USAID Quarterly by central 20%
Riembursement CHWs DOA partner Coordination,
2. PS| engaged by 3rd Semi- team facility
\ I Bublic/ s |
ational, rivate . tructural,
VMMC RBF 1. BMGF Provincial hlospitals, Nurse Ié\éi(l)genous | paid quarterly
i clinics s engage N
Integration MoHCC 2nd PHE, DHE oy PCU oy 75% Facility
2. PSI PCU, with CHWSs QsSS, Counter client surveys development

support

verification

engaged by

MoHCC 25% Staff

from PSH

Incentive
allocation

Multi-level Service § Client
Verification satisfaction

Service Delivery
Demand Creation

National & local
purchasing agent

1. Funding Agent

Institutional role 2. Fund Holder
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Learning 1: Quarterly performance remained steady in the transition
and grew over time. Volumes drive earnings, so demand creation
support and alignment of service delivery and demand are critical.

1200 Monthly VMMC Performance, by district, in the transition to RBF

1000

800

W Zvishavane
600 B Mangwe

m Seke
400 B Chikomba
200

Apr-Jun 21  Jul-Sept 21 Oct-Dec 21 Jan-Mar 22 Apr-June 22 Jul-Sept 22 Oct-Dec 22 Jan-Mar 23

o

Cost Reimbursement VMMC RBF
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Learning 2: VMMC RBF Earnings generally grew, shifted
away from individual incentives to benefit the facility, and
motivated other facilities to activate VMMC demand

VMMC RBF Facility Earnings: USD
7 000
6 000 ;
5000
4 000
Clinic furniture

3 000
2 000 , X o
1000 I I I I .

_ - - ] F o | ™ =~

Chikomba Seke Mangwe Zvishavane Clinic wastc? management
mOct to Dec 2021 W Janto Mar 2022 M Apr-Jun2022 mJul to Sept 2022 MW Oct to Dec 2022 M Jan to Mar 2023 construction materials
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Learning 3: RBF incentives and payments motivated additional
facilities to activate their demand structures and “pull down”
teams from circumcising hubs, steadily increasing the number
of facilities reporting outputs.

Number of Facilities Reporting VMIMC Outputs

Decentralized facilities which
can’t circumcise on their own
activated their demand
structure and pulled down

70
60

50
teams from circumcising “hubs”

40

) I
20
.
) . I I
, 1

Apr-Jun Jul-Sept Oct- Dec Jan-Mar Apr-June Jul-Sept Oct-Dec Janto Mar
2021 2021 2021 2022 2022 2022 2022 2023

movishavane  They were motivated by direct

W Mangwe RBF payments to the sites
— « Seke where the MCs occurred, and
m Chikomba by collective rather than
individualized incentives

Pre-RBF RBF
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Learning 4: VMIMC Service and Data
Quality Scores improved, with DHEs leading the
QA process

Jan - Mar “22 |Apr - Jun “22|Jul - Sept Sparklines
72.9% 77.3% 83.5%| 85.5% 87.9% 86.9%| .~
68.3% 75.0% 79.9%| 82.2% 79.4% 84.4%| —
75.0% 81.5% 88.3%| 89.8% 91.1% 92.9%| .~
56.5% 85.3% 79.4%| 90.2% 95.0% 94.1%| /~

e District-led assessments of VMMC service and data quality has improved, from
being partner-led and inconsistent, to being led by the Districts and consistent.

District-led QA is integrating biomedical prevention interventions (HTS, PrEP, STI,
Condoms, KP, AGYW).

e Third level CBO led client satisfaction and verification presents an opportunity to
improve program and data integrity with a high verification factor in the
community at optimum cost.




szlAs 2023 Intervention

Challenge: DHE members often poorly resourced and
overwhelmed by competing priorities for time
management, coordination.

Proposed solution:

Participate in, expand UCSF OPTIMISE Organizational
Development Intervention (ODI) approach developed with
University of Western England.

ODI implementation facilitates District Health Executive
problem identification and resolution, management and
coordination through systematic and cyclical capacity
building.

It applies the Lead Model (grounded in behavioural
science and insights) through capacity building, coaching,
mentoring, and support in a co-creation approach.

23 - 26 July - Brisbane and virtual ias2023.org

Organizational Development

..............................

Leadership &
Engagement
for Improved
Accountability &
Delivery of
Services (LEAD)
Framework

WORKSHOP

Problem
identification ———— Situational

assessment \

Feedback

PLAN

Continuous
mentoring
& coaching
Training
facilitators

ACT

\k STUDY

Analyze resuilts

Gather
data

Action planning &
metric development

Implement
work plan

TASK TEAM
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e Subnational MoHCC ownership of HIV Biomedical Prevention management and coordination is
key to sustainability.

e Channelling input financing budgets and decisions through MOoHCC structures builds
subnational ownership of the transition of input financing decisions into high quality outputs.

e Integration of VMMC output financing with institutionalized results-based financing “crowds in”
more decentralized facility and shows signs of improving quality and accountability.

e Time-bound secondments embedded within MoHCC structures facilitates district health
executive team members to take up their role, and are critical for supporting Subgranted input
financing.

e Channelling input and output financing through existing MoHCC financing systems tends to
“crowd in”” more system managers and players in the transition from partner-led to GoZ-led
programming.

23 - 26 July - Brisbane and virtual ias2023.org
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Catalyzing Integrated Sustainable Subnational
Biomedical Prevention in Zimbabwe
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Financing: Results and lessons learned from
research on sustainable financing and costing

VMMC Sustainability Satellite Session: IAS 2023 G ° E N E S I S
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VMMC service delivery in Zimbabwe

Results-based Financing and Sustainability
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Overview of VMMC Service Delivery in Zimbabwe

Since 2019, Zimbabwe's VMMC programme has been underpinned by a shift towards sustainability
through the Sustainability Transition Implementation Plan (STIP)

« Shifts to a government-led phase offering VMMC as a routine service to OABYM for long-term HIV
prevention results.

« Shift to the integration of VMMC service delivery into MoHCC's Results-Based Financing (RBF)
programme for Primary Health Care.

* Introduction of Shang Ring in selected districts in 2021.

« Coverage of VMMC in Zimbabwe has almost doubled from 82 060 MMCs performed in 2020 (COVID-
19) to 151 037 MMCs performed in 2021 (UNAIDS, 2023)

« Grounded in six strategic pillars which can be aligned to the WHO’'s (2010) building blocks
framework

« Aims to strengthen the VMMC-related building blocks to address supply and demand side
determinants of the VMMC programme

VMMC Programme Sustainability
“Managerial, financial and operational ability to deliver and maintain 80% VMMC coverage to ensure long-
term health benefits and reduction in new HIV infections.” - STIP 2019-2021

G: | =



WHO Health System Building Blocks & STIP Pillars

VMMC
SERVICES

Equivalent WHO HS
Building Block
SERVICE DELIVERY
SUPPLIES &
EQUIPMENTS
HEALTH
WORKFORCE

DEMAND
GENERATION

Equivalent WHO HS
Building Block
SERVICE DELIVERY

STRATEGIC
INFORMATION

HEALTH
INFORMATION
SYSTEMS

®

1=

PROGRAMME
FINANCING

Equivalent WHO HS
Building Block
HEALTH SYSTEMS
FINANCING

&
S

PROGRAMME
LEADERSHIP,
MANAGEMENT &
COORDINATION

Equivalent WHO HS
Building Block
LEADERSHIP &
GOVERNANCE

VMMC
PROGRAMME
QUALITY

N/A
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The INTEGRATE Programme

The INTEGRATE Programme’s Key Interventions

Results-based financing mechanism PHE subgranting
Demand generation DHE secondments
Shang ring +ODI DHE Management/capacity building

« Designed to support the MoHCC to implement the STIP to achieve the ‘maintenance’
phase of sustainable VMMC programming
 Aims to integrate VMMC service delivery into the RBF mechanism in Zimbabwe,
«  Almsto generate evidence and develop strategies to successfully integrate VMMC service
delivery into the RBF framework
«  Focused on strengthening the supply and demand sides of the health system
« Demand side: To strengthen community systems and create latent demand for VMMC
among OABYM
e Supply-side: To strengthen the health system to improve coverage, access, quality and
safety of VMMC services

G: | =



End-of-Pilot Evaluation of the INTEGRATE Programme for Improved
VMMC Outcomes in Zimbabwe

End-of-pilot, mixed-methods quasi-experimental evaluation design

EVALUAT' O N e Secondary quantitative methods: 2 data collection points (baseline pre-intervention
and post-intervention), and 2 treatment/intervention districts and 2 control districts
D ES | G N e Primary qualitative methods: 1 data collection point (end-of-pilot only) and focus on all

treatment/intervention districts
e Costing, cost-effectiveness and relative efficiency components

Grounded in the Most Significant Change (MSC) approach

EVALUAT| O N e Dialogical, story-based evaluation approach which involves collecting programme
stakeholders’ narratives of perceived significant change
APP ROAC H e Participatory in nature and frequently used to evaluate complex programmes that

may have results that are challenging to measure or predict

G: | =



End-of-Pilot Evaluation of the INTEGRATE Programme for Improved

VMMC Outcomes in Zimbabwe

Qualitative
Methods

Quantitative
Methods

Financing
& Costing
Methods

Desktop
Review

1. To what extent and how did INTEGRATE strengthen the health system for the
VMMC programme in RBF pilot districts?

2. To what extent did the INTEGRATE programme improve VMMC outcomes at
facilities in the RBF districts?

3. How did the programme influence the achievement of results at community,
facility, district, provincial, and national levels?

4. How does integrating VMMC service delivery into the RBF mechanism
influence its costs, relative efficiency, cost-effectiveness and affordability?

5. Did the integration of VMMC into the RBF programme result in sufficient
resources being mobilised and allocated to service providers?




What can we learn from other regional programmes aiming to
support the sustainability of VMMC country programmes in

Southern Africa?

Areas of Strength:

- |eadership and Advocacy (%5)

-> Governance and Coordination (%53)

- Communication and Demand
Generation (%3)

- M&E and Operational Research (%54)

- Domestic Resourcing (%53)

Areas for Development:

- Service Delivery (¥5)

VMMC Sustainability Assessment Findings (2022/23)

e National ==@==Provincial === District

l. Leadership and

advocacy
3

Il. Governance and

VI. Domestic resourcing et
coordination

2
,"'. 1
0

V. M&E and operational

research O

lll. Service delivery

IV. Communication and
demand generation
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‘ Sustainability Assessments: Key Findings and Recommendations (2021)

SERVICE
DELIVERY

* K 570

Partial Progress

Sub-optimal
targeting of
population groups

Unable to achieve
long-term goals

Sub-optimal
integration

Verticalized partner
driven interventions

HEALTH
WORKFORCE

WOW N W

Limited progress

Understaffing

Lack of dedicated
VMMC FPs sub-
nationally

High turnover
Training gaps and

downsized training
organizations

SUPPLIES &
EQUIPMENT

1 B A% A

Partial Progress

Substantive
integration of
procurement into
gov systems

Stockouts

Suboptimal
forecasting and
quantification of
commodities

Strengthen sub-
national systems

HEALTH
INFORMATION
SYSTEMS

* K 97

Partial Progress

Parallel reporting
systems with data
variances

Missing AE
indicator

Sub-optimal data
viz and use

Inadequate
training & capacity
strengthening of
sub-national staff

=%

HEALTH SYSTEM
FINANCING

1.0 A% A

Partial Progress

Resource needs
analysis completed

Costed national
operational plan

Costed sub-national
operational plans not
available

Largely donor funded
(~70%)

Funding gap analysis
to be completed

LEADERSHIP &
GOVERNANCE

* K 97 W

Partial Progress

Costed national VMMC
Strategy &
Implementation Plan

Sub-optimal
government leadership
capacity

Inadequate sub-
national staff capacity,
incl. sub-optimal
ownership and
motivation



Cost and sustainability consideration for the
delivery of VMMC in Zimbabwe
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Overview of Shang Ring costing study

Shang Ring was introduced in selected districts in October 2021. These districts continued to offer surgical
VMMC as a choice to the client. VMMC RBF pilot was also launched in selected districts in October 2021.

STUDY AIM

To determine the total and unit costs of introducing Shang Ring device circumcision into VMMC service

delivery in Zimbabwe.

METHODS

- Difference-in-difference estimation isolates the changes in
unit costs to the introduction of Shang Ring VMMC
(baseline vs endline).

- Mixed methods (ingredients-based and top-down costing).

« Retrospective, financial and economic cost.

« Cost estimates exclude the economic cost of existing
capital items and utilities.

« Costs are presented in 2022 USD, based on an exchange
rate of 1USD = 97.50 ZWL$ (average: 1Jul 21-31January
2022, RBZ Monthly Economic Reviews).

Unit cost

(&)
o

e
[$)]

w
(o]

Figure 1: Difference-in-difference approach
(hypothetical illustration)

Starting
point
Surgical only
sites
Surgical and
Shang Ring
. sites
Baseline End-of-pilot
costing costing
Surgical only Time Surgical and
Shang Ring

Decrease
due to
external
factors

Decrease
due to
intervention
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Overview of Shang Ring costing study

Baseline: 1 July 2021 - 31 January 2022 (pre-Shang Ring) Baseline results: all districts show the cost of surgical

Endline: 1 July 2022 - 31 January 2023 (post-Shang Ring) VMM.C _ . o
Endline results: results in surgical-only districts show

the cost of surgical VMMC; results in mixed (surgical +
SR) districts show the cost of Shang Ring VMMC

Baseline: 8 districts and 35 facilities (all surgical)

Endline: 4 districts and 16 facilities (surgical) District total cost: total for study period incurred at the
4 districts and 12 facilities (surgical & SR) district level
] . o o Facility total cost: total for study period incurred at the
Baseline & endline: 4 RBF districts; 4 non-RBF districts e
facility level
.. . _ _total facility cost
A~ Facility unit cost = total facility output Average unit costs
calculated using
. . . _ total district cost volume-weights
B District unit cost =

total district output
Average surgical and SR unit costs
calculated as volume-weighted average

of all = € inrespective districts

(averagein G ‘
each district) :

C  Total average unit cost per district= (A + B



KEY RESULTS FROM THE SHANG RING
COSTING STUDY



On average, the direct cost of SR is more than that of surgical VMMC

On average

between 25% -
30% of total unit

cost is

comprised of

BASELINE COSTS ENDLINE COSTS DIFFERENCE
Average | Average A\;c;;g?e Average | Average A:i:g?e Changein
district | facility unit district | facility unit average total
unit cost | unit cost cost unit cost | unit cost - unit cost
Surgical-only
districts $ 4.54 $2554 | $30.08 | $4.25 $30.42 | $34.67 $ 4.59
Mixed
districts $5.95 $2449 | $30.44 | $3.08 $43.69 | $46.77 $16.33

Direct delivery costs = direct staff time, incentives, medical & non-
medical supplies

Higher SR cost due to cost of SR device and higher cost of

pharmaceuticals (EMLA cream vs injectable anesthetics)

surgical and SR (when including time for SR removals on day 7)

On average, no significant difference in direct staff time cost between

L -

Incremental cost of SR
=$12.10

Not adjusting for the
$ 4.59 increase in
surgical cost, which is
largely due to change
from reusable
instruments to
disposable kits (also
used for SR)
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Indirect costs are highly variable between facilities and between
districts and are highly volume-dependent

On average

between 65% - BASELINE ENDLINE DIFFERENCE
70% of total unit i
o - Average | Average | Average | Average | Average | Average Change in
cost is o - . o1 average
comprised of dlgtrlct fa‘C|I|ty t.otal dlgtrlct faOC|I|ty t.otal total unit
indirect costs unit cost | unit cost | unit cost | unit cost | unit cost | unit cost cost

Surgical-only '

districts $ 46.48 $17.83 $ 64.30 $ 56.77 $29.29 $ 21.76
Mixed

districts $ 5893 $ 33.55 $ 92.48 $ 69.03 $12.49 $ (10.97)

HR component (largely
fixed)
e Surgical: $ 54 (64%)
e Mixed: $ 47 (58%)

e Indirect costs = indirect staff time, travel costs for outreach, demand creation and
client mobilisation (fuel & per diems), demand creation materials
e Indirect unit costs are largely dependent on volumes obtained in districts /

facilities Transport and demand
e Average indirect HR costs are driven up by relatively higher cost of PSH staff in creation costs (varied)
some districts e Surgical: $ 31 (36%)

e Mixed: $ 34 (42%)

G: | o=



Indirect costs are highly variable between facilities and between
districts and are highly volume-dependent

250

— - 3]
a o n o
o o o o

Indirect unit cost (USD, 2022)

o

0

District indirect unit cost vs volumes

200 400 600 800 1000 1200
Total VMMC output (endline)

1400

Facility indirect unit cost vs volumes

0 ® ® L T [ 7 ] o @
0 100 200 300 400 500 600 700
Total VMMC output (endline)
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Indirect costs are highly variable between facilities and between
districts and are highly volume-dependent

On average

between 65% - BASELINE ENDLINE DIFFERENCE
70% of total unit i
o - Average | Average | Average | Average | Average | Average Change in
cost is o - . o1 average
comprised of dlgtrlct fa‘C|I|ty t.otal dlgtrlct faOC|I|ty t.otal total unit
indirect costs unit cost | unit cost | unit cost | unit cost | unit cost | unit cost cost

Surgical-only '

districts $ 46.48 $17.83 $ 64.30 $ 56.77 $29.29 $ 21.76
Mixed

districts $ 5893 $ 33.55 $ 92.48 $ 69.03 $12.49 $ (10.97)

HR component (largely
fixed)
e Surgical: $ 54 (64%)
e Mixed: $ 47 (58%)

e Indirect costs = indirect staff time, travel costs for outreach, demand creation and
client mobilisation (fuel & per diems), demand creation materials
e Indirect unit costs are largely dependent on volumes obtained in districts /

facilities Transport and demand
e Average indirect HR costs are driven up by relatively higher cost of PSH staff in creation costs (varied)
some districts e Surgical: $ 31 (36%)

e Mixed: $ 34 (42%)
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Budget considerations of a transition to domestic funding

Key budget considerations
Figure 11. Estimated and projected VMMC expenditure 2009-2021)

¢ MOH already funding a big component (HR [approx.
VMMLC Estimated Expenditure (2009-2017) and 30% of cost]) but can explore efficiencies to reduce
Projected Resources (2018-2021) (millions USD) the high cost of indirect staff time.

*  Should consider major cost drivers currently mainly
funded by external partners including commodities
and supplies, incentives / RBF payments and
transport costs for demand creation and client
mobilisations.

[y

«  $ 61 persurgical MC and $ 75 per SR MC based
on study results.

[y

LM

oA,

&
A3 55 .

2009 2010 2011 2012 2013 2014 2015 2016 2017

e
L]

. In 27 BMGF districts 2022 target was 50,000
VMMCs = approx. $ 3.4 million.

Note: Future projections (2019-2021) have been flat-lined based on 2018 funding. ) _ )
*  Mix between surgical & SR: incremental cost of $ 12

Source: Zimbabwe STIPP 2019-2021, VMMC per MC for introducing SR.

-« $300,000 if 50% of VMMCs in the 27 BMGF
VMMC expenditure by selected partners (PEPFAR & BMGF): districts are switched to SR
- 2021: $16. illi N~ . . .
021: $16.6 million +  The indirect unit cost used for planning / budgeting
e 2022:$ 3.6 million purposes should reflect expected volumes since
indirect unit cost decrease with an increase in volume

(or vice versa). G: ‘ o

(Source: data provided by PSH)




Key cost and budget considerations to support transition to a more
sustainable programme: evidence from the region

Consider evidence around programmatic
efficiencies to reduce costs

In Kenya, implementers and subnational MoHs
identified and executed opportunities for efficiencies
including implementing risk-based HIV testing for
10-14-year-old clients; aligning service delivery with
school holidays for 10-14 year olds; and
strengthening the national MoH'’s restocking sites
where instrument stockouts were an obstacle to
maintaining services with VMMC reusable kits.

Quantify resource need required and
fiscal space required for transition

Zambia have recommended a fiscal space
analysis for health and HIV be conducted
to assess the viability of future increases in
the government budget for HIV and

VMMC specifically. Ensure sufficient budget planning and resource

mobilisation to implement the transition plan.

In Kenya the lack of a dedicated budget to support
the transition and sufficient domestic resource
mobilisation was identified as a key barrier to
implementation.

In the Zimbabwean case, there is evidence and recommendations for efficiencies WHO recommends exploring different funding
e.g. around the use of reusable kits. Previous research has shown that the mechanisms for VMMC, like national health budgets,

introduction and scale-up of re-usable kits will lead to further cost reduction on the taxation and voluntary contributions, to ensure
- diverse and sustainable support.
procurement of commodities.

Source: Davis, Stephanie M., et al. "Making voluntary medical male circumcision services sustainable: Findings from Kenya's pilot models, baseline and year 1." PloS one 16.6 (2021): e0252725. ; Zimbabwe STIPP 2019- G . | 72
2021, VMMC; Fagan, T., and W. Zeng. "Sustainable HIV financing in Zambia: baseline analysis and prospects for new domestic resource mobilization. Washington, DC: Palladium." Health Policy Project (2015).
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