YOUTH ALIVE UGANDA

Specialized Community Drug Delivery and Adherence Support Points

Need: Youth Alive Uganda (YAU) needs to Establish and Sustain Specialized Community Drug Delivery and Adherence Support Points for Non-Suppressed and Second/Third-Line CLHIV in Northern Uganda Post-USAID Funding Closure.
1.0 Background
The withdrawal of USAID funding for HIV/AIDS programs in Northern Uganda has created a significant crisis for particularly vulnerable sub-group of the population: Children Living with HIV (CLHIV) who are non-suppressed (do not have a suppressed viral load) and those on second or third-line antiretroviral therapy (ART). These children require a highly specialized and intensive level of care that cannot be effectively managed through standard, overburdened health facilities. YAU proposed a targeted, 12-month strategy to establish and operate specialized community-based drug delivery and adherence support services and points. This model will ensure uninterrupted access to their complex medication regimens, provide intensive psychosocial and adherence counseling, and strengthen the link to clinical care, thereby preventing treatment failure, the development of further drug resistance, and the potential for a new wave of infections in the region.

2.0 Background and Problem Statement

While differentiated service delivery models (DSDMs) have been successful for many stable CLHIV, they are not a one-size-fits-all solution. Moreover, the recent donor (USAID) pull-out has a disproportionately negative impact as all the Community Drug Delivery Points (CDDPs) were hurriedly closed with the closure of our community HIV service delivery projects. The situation is worse for specifically two categories of our beneficiaries;
· Non-Suppressed CLHIV: These clients often have underlying issues with adherence, drug resistance, or co-morbidities. Their treatment requires a high level of personalized support, including intensive adherence counseling and frequent viral load monitoring, which is difficult to provide in a crowded, under-resourced clinics. Without this support, they are at higher risk of treatment failure and onward transmission of HIV.

· Second and Third-Line Regimens: CLHIV on these advanced regimens have failed their initial treatment due to a variety of factors, including drug resistance. The drugs for these regimens have a higher pill burden, and often require stricter adherence. These drugs also have a more complex supply chain, which is fragile and easily disrupted. Stock-outs or treatment interruptions for this group can lead to a rapid progression to treatment failure, leaving them with limited options. 

The sudden closure of USAID OVC Northwest Activity that used to fund these community HIV activities has exacerbated these challenges, leading to increased travel burdens, fragmented care, and a high risk of losing these vulnerable children to follow-up.

3.0 Goal

To ensure sustained access to specialized ART and intensive adherence support for non-suppressed and second/third-line CLHIV in Northern Uganda, preventing viral failure and preserving the effectiveness of advanced treatment regimens.

4.0 Project Objectives

· Objective 1: Re-establish and operationalize at least 20 specialized community drug delivery points in selected high-burden sub-counties by the end of Month 6, with dedicated support for non-suppressed and second/third-line CLHIV.

· Objective 2: Achieve and maintain a viral load suppression rate of over 80% among non-suppressed clients enrolled in the program within the 12-month duration.

· Objective 3: Ensure that 100% of second and third-line clients enrolled in the program have uninterrupted access to their medication, with no reported stock-outs at the community points.

· Objective 4: Strengthen the capacity of 50 trained Community Health Workers (CHWs) and peer leaders to deliver intensive, one-on-one adherence counseling and follow-up for these specialized patient groups.

5.0 Proposed Interventions and Activities

This project will employ a focused and intensive model of care tailored to the specific needs of these client groups.

Phase 1: Identification, Mobilization, and Training (Months 1-3)
· Client Identification and Referral: 
· Work in close collaboration with District Health Teams (DHTs) and health facility staff to identify and map non-suppressed and second/third-line clients at risk of dropping out of care. 
· Establish a formal referral system to the community points.

· Specialized Training: 
· Train a dedicated team of 50 CHWs and peer leaders. The training will focus on:

· Intensive, client-centered adherence counseling techniques.

· Recognizing signs of treatment failure and opportunistic infections.

· Management of specialized regimens.

· Psychosocial support for clients with complex needs.

· Simplified data collection for viral load and regimen-specific tracking.

· Stakeholder Engagement: 
· Conduct sensitization meetings with local leaders and community members to reduce stigma and create a supportive environment for these clients.
· Collaborate with the health facility on the HIV Drug resistance meetings to give input on the Household perspective for informed clinical decisions.  
Phase 2: Specialized Service Delivery (Months 4-10)
· Intensive Adherence Support:
· Implement a Directly Observed Therapy Support (DOTS)-like model for non-suppressed clients, where CHWs conduct regular home visits to ensure medication intake but also integrate the home based drug delivery especially for clients who have challenges reaching the facility.

· Organize small, confidential peer-support groups for second/third-line clients to share experiences and reinforce adherence.

· Targeted Drug Delivery:
· Partner with a health facilities to establish dedicated, secure supply chain for second and third-line drugs.

· Drugs will be pre-packaged and labelled at the central facility and delivered to the community points by a designated team to prevent stock-outs.

· Clinical and Laboratory Linkage:
· Establish a streamlined system for scheduling and transporting clinicians to the communities for required viral load testing and clinical reviews.

· Support CHWs to serve as a vital link, communicating client needs and challenges to clinic staff.

· Psychosocial and Nutrition Support:
· Provide one-on-one counseling to address mental health issues, stigma, and other social factors that contribute to non-adherence.
· Provide nutrition education and services to CLHIV on second and third line regimen to counter side effects of the medication.
Phase 3: Sustainability and Transition (Months 11-12)
At the end of the 12-month project, our goal is to ensure that the activities continue to be sustained by the community and the public health system. Therefore, we will not be creating a parallel system but rather strengthening existing structures and empowering them to take over.

· Integration with Public Health Systems: We will work in close partnership with the District Health Office and the local health facilities. We will formally integrate the specialized community delivery points into the district's health service delivery plan. This will ensure the model is not seen as an external project but as a core component of the local health response. We will advocate for the District Health Office to allocate a budget for these points in their annual work plans.

· Community Ownership and Empowerment: We will empower the peer leaders and CLHIV groups to lead the management of the delivery points. We'll provide them with the necessary skills in basic financial management, record-keeping, and leadership to manage the day-to-day operations. This community-led approach has proven to be an effective model in our programming for long-term sustainability leading to formation of independent peer support clubs - Youth Alive Clubs. The groups will be formally registered and recognized by the local authorities, giving them a strong foundation for future activities.

· Resource Mobilization: YAU will work with the community groups to develop a sustainable financing strategy. This will include advocating for local government funding, exploring partnerships with local private sector actors, and helping them apply for smaller grants. By diversifying the funding sources, the initiative will not be dependent on a single donor and will have greater resilience to future funding changes.

6.0 Monitoring and Evaluation

YAU will track the project's results using a robust monitoring and evaluation framework to ensure we are achieving our objectives for this highly vulnerable group. This will go beyond just counting the number of clients served. Our approach will be to monitor outcomes and service quality using both quantitative data and qualitative feedback.

· Routine Data Collection: At each community delivery point, trained CHWs will use a simplified data collection tool on a mobile device to ensure real-time reporting. We will track key indicators, including:

· Number of clients by ART regimen type (second vs. third-line) and viral load status (suppressed vs. non-suppressed).

· Medication pick-up rates and timeliness to measure adherence.

· Viral load results at scheduled follow-ups to track suppression.

· Referral completion rates for clinical visits or lab tests.

· Number of intensive adherence counseling sessions provided per client.

· Clinical and Laboratory Linkage: We will establish a direct line of communication with the collaborating health facilities. This will allow us to immediately get viral load results and flag clients who have not achieved suppression for a clinical review. This referral system will ensure that no one falls through the cracks.

· Qualitative Assessments: We will conduct regular focus group discussions with peer leaders and one-on-one interviews with clients and their caregivers. This will help us understand their experiences, identify barriers to adherence, and gather feedback on the quality of services. This information will be used to refine and adapt our approach throughout the 12-month period and beyond.

8.0 Budget (Summary)

The budget will be focused on the intensive nature of the project and will include:
	No
	Budget Category
	 Amount 

	1
	Phase 1: Identification, Mobilization, and Training (Months 1-3)
	    12,160 

	1.1
	Client Identification and Referral
	        1,200 

	1.2
	Specialized Refresher Training in CDDP
	        7,500 

	1.3
	Stakeholder Engagement
	        3,460 

	2
	Phase 2: Specialized Service Delivery (Months 4-10)
	    58,600 

	2.1
	Intensive Adherence Support
	      15,000 

	2.2
	Targeted Drug Delivery
	      14,000 

	2.3
	Clinical and Laboratory Linkage
	      16,000 

	2.4
	Psychosocial and Nutrition Support
	      13,600 

	3
	Phase 3: Sustainability and Transition (Months 11-12)
	      7,500 

	3.1
	Integration with Public Health Systems
	        4,000 

	3.2
	Community Ownership and Empowerment
	        3,500 

	3.3
	Resource Mobilization
	               -   

	4
	Monitoring and Evaluation
	      12,000 

	4.1
	Routine Data Collection
	        3,000 

	4.2
	Clinical and Laboratory Linkage
	        4,000 

	4.3
	Qualitative Assessments
	        5,000 

	 
	Total
	      90,260 


9.0 Conclusion

Youth Alive Uganda's proposed intervention offers a critical and specialized response to the post-USAID funding environment. By focusing on the most at-risk CLHIV, we can prevent a public health setback and ensure that those who have invested years in their treatment are not abandoned. We propose a targeted, efficient, and sustainable approach to stabilizing the HIV/AIDS response, setting a precedent for a locally-driven, long-term solution to complex HIV challenges.

