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Foreword

More than two decades, Cambodia has made tremendous efforts to response to the
spread of HIV and provides the universal access to the continuum of care services with good
achievements, particularly access to the Antlretroviral Treatment. In fact, the HIV prevalence
among general population aged over 15 years-old was declined from 1.7% in 1998 to 0.7% in
2011. At the meantime, more than 80% of PLHIV adults and children who are eligible for ART are
on ART up to Quarter 3, 2012, The acheevements are recognized by the United Mations and
presented its  awarded to the Royal Government of Cambodia for its efforts to dramatically
reduction of HIV prevalence and incidence, and provide universal access to care and treatment
services for PLHIV in Cambodia.

Despite the success for prevention, care and treatment for PLHIV, the HIV prevalence
remains high for MARPs including Entertainment Workers (EW), Men who have Sex with Men
(MSMY), Transgender (TG), and People who Use Drug (PWUD). Furthermore, the access to
continuum of care and treatment services for MARPS is limited.

Cambodia supports the new global initiatives "Three Zero” Strategy of the United Mations,
leading to the elimination of new HIV infections, zero death related to HIV, and no-discrimimation
against PLHIV. To achieve the above ambitious goals, the Ministry through the National Center for
HIV/&IDS, Dermatology and STD, together with all development partners conducted reviews of
the achievements, and identified gaps of the implementation of S0P for CoPTC, and develop a
Boosted CoPTC for MARPS,

This comprehensive standard document will be implemented at hot spots where MARPs
are located. All stakeholders include government institutions, development partners, civil society,
ard community that actively participate in the reviews this document ta improve access to CoPTC
services for MARPs,

The Ministry of Health strongly hopes that all concerned stakeholders will implement this
S0P innovatively by adapting to local context to achieve to the goal of elimination of new HIV
infections in Cambodia by 2020.

Phnom Penh, @t/ Aprl/ 25013
Ministry of Health Mﬁ,

5EERET1’|.R'I’ OF STATE
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MARPs Definitions

Target populations of this S0P, are defined as follows:

Maost At-Risk Populations (MARPs)

Definition;

Population groups that have an increased probability of being Infected by a communicable
disease, such as HIV, and whose Involvement ks vital for an effective and sustainable
response. Such key populations vary according to the local context and include in
Cambodia, people who sell sex, men who have sex with men, transgender women, peopie
who inject drugs, and prisoners. Also to be considered at high risk, are the sexual clients
and partners of individual members of MARPs.

Entertainment Waorkers [EWs)

Definition:

EWs are defined as women or girls who exchange sexual services for money or goods,
either regularly or occasionally, where the sex worker may not consciously define such
activity as Income-generating.

hen-who-have-Sax-with-Men [M5M)

Definition:

An inclusive public health term used to define the sexual behaviors of males having sex
with other males, regardless of sexual identity, motivation for engaging in sex or
identification with any or no particular ‘community’. The words 'man' and ‘sex' are
interpreted differently in diverse cultures and societies as well as by the individuals
invohsed. As a result, the term M5M spans a large variety of settings and contexts In which
male to male sex takes place.

Transgender {TGs)

Definiticn:

An umbrella term for individuals whose gender identity and expression does not conform
o norms and expectations traditiomally assoclated with their sex assigned at birth.
Transgender people may self-identify as transgender, female, male, trans-woman or trans-
man, transsexual, or other culturally specific transgender identities, and may express thelr
gendar(s] in a variety of masculine, feminine and/or androgynous ways. This SOP targats
TGs who were biclogically male at birth because they are the TG population in Cambodia
at high risk of contracting HIV.

People Who Inject Drugs (PWID)

Definition:

In the Carmbodian context, most PWID use a needle and syringe to inject the illicit drug
Heroin into a main vein located in the arm, leg, groin or neck. Other forms of illicit drugs
miay also be used for injection, such as crystalline methamphetamine, or may be mixed
with Heroin.
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People Who Use Drugs [PWUD)

Definition:; PWUD Includes all aother people who use illicit drugs such as amphetamine,
methamphetaming, yama, marjuana, ketamine, L5D, ecstasy, cocalng, or solvents. The
means of administration varies depending on each drug, and could incude smoking,
chasing, ingesting, snorting or sniffing. For the purpose of this SOP, PWUD are targeted as
part of another most at-risk population, such as drug-using EWs, M5M or TG.

Definition: For the purposes of this S0P Prisoners refers to individuals who are incarcerated in a
prison facility under the management of the General Depariment of Prisons (GDoP) or
have recently been released from such a facility back into the commumnity.

! For a more in depth description of provisions for Prisoners, please refer to the Standard Operating
Procedures for HIV, 5TI and TB-HIY prevention, care, treatment and support In prisons (and correctional
centers) in Cambodia, January 2012.






1. Introduction

Cambodia has been in the forefront of the fight against HIV and AIDS having successfully reversed
its generalized HIV epidemic. Estimates and Projections published by NCHADS in 2012 show a steady
decrease in prevalence in the adult population (aged 15-45) from a high of almost 1.75% (A the |ate 15905
to @ projected 0.7% in 2012." Moreover, a stronger health system and improved service delivery and
linkages have made it possible for approximately B0% of adults and chitdren living with HIV and in need of
antiretroviral therapy (ART) to access care and treatment at Continuum of Care {CoC) sites.”

Despite these successes, pockets of high prevalence continue to exist, particularly in most at-risk
populstions [MARPs), entertainment workers (EWs), men who have sex with men (MSM], transgender
women {TG), and people who inject drugs (PWID). Notably, with 70 percent of the population in the
country under 30 years, and that many members of MARPs are young. Vulnerability among MARPs is
further compounded by multiple and overlapping risk behaviors, such as PWID who buy and sell sex, and
EWs, TG and M5M who use drugs. For instance, a survey on Most-at-Risk Young People (2010} found that
29.2% and 13.8% of sexually active young mon and women respectively reported the use of illicit drugs,
compared to 5.3% of young men and 0.4% of young women wha never had sex.’

1.1 Entertainment Workers

HIV transmission in Cambodia is primarily due to heterosexual sex, which is linked to the country’s
sex industry. According to NCHADS mapping (December, 2010) there are 37,034 entertainment workers
(EWs) in Cambaodia. Although not all EWs sell sex, direct and indirect sex workers are currently referred to
collectively as "entertalnment workers™. The majority of EWs live In Phinom Penh (59%), followed by Slem
Reap (9%), Battambang (6%), and Banteay Meanchey (4%). EWs are categorized into a number of sub-
groups, including karaoke, massage, beer promotion girls, beer garden girls, and freelance; however,
currently there is no standardized definition. Estimating the number of EWs in each sub-group Is made
difficult by EWs' frequent movement between different venues,

HIV prevalence varies among EWs. According to the 2010 HSS study, among those who have more
than 7 clients per week, prevalence |s estimated at 13.9%,* while 2012 C/PITC data show a positivity of
10.5% among massage girls. This situation s compounded by the blurring of distinction between
commercial partners and sweetheart relationships, with over 35% of men reporting paying their
sweetheart for sex.® Anecdotal evidence suggests that many sweethearts of EWs are previous dients.
Although condom use with clients is relatively high (B1.5% among EWs with less than two partners per
day, and 86.2% reported by men in the past three months)®, studies have found that condom use in
sweetheart relationships is much less consistent (39.4% in the past three months according to EWs, and
51.3% according to men)’. OF nate, condom use with sweethearts is also on the decline.

Many EWs are at particular risk due to their concomitant use of illicit drugs, high consumption of
alcohol, low condom use with sweethearts, and sexual activity with men who have sex with men and
women {MSMW). According to the 2005 5T Sentinel Surveillance survey (555], 0% of MSM had sex with
a female partner in the past year, with fernale EWs identified as the most common sexual partner, Drug

1 NCHADS (2011}, Estimates and Projections of HIV/AIDS in Cambodia 2010-2015

¢ NCHADS (2012) ART Report, Quarter 1, 2012

a Ministry of Education, Youth and Sports (20107, Most at Risk Young People Survey: Cambodia,

* HSS 2010

5 P51 2010.TRaC Summary Report: TRaC Study Evaluating Condom Use with Swesthearts among High-Risk
Urban Men (HREUM] from Phnom Penh, Siem Reap, Baltambang and Sthanoukville2010, Phnom Penh, 2011,
6 NCHADS 2011.Estimnation of the HIV Prevalence among General Population in Cambodia, 2010,
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use Is also an emerging issue: the 2007 Behavioral Sentinel Surveillance [(B55) found 10% amphetamine
(vama) use among brothel-based EWs. Ina 2006 study by Population Services International [P5l] up to 6%
of fernale karaoke workers reported ever injecting drugs.

EWs also have distinct sexual and reproductive health needs. A study among 600 EWs in
Cambodia found 2B8% had had an abortion tn the past year [compared to an 8% abortion rate In the
general population according to the CDHS); this is despite EWs reporting almost 100% condom use with
last cilent.' EWs also reported low use of other methods of contraception (3% were using hormonal
methods), particularly in comparison to the general population.

1.2 Men who have Sex with Men [MSM)

MEM have been considered most at-risk of HIV infection since they were identified early in the HIV
epldemic, yet information on this group remains limited. To date, the populaticn size of MSM has not been
officially estimated nationwide. In 2010, sccording to KHANA and FHI 360, the MSM population was
estimated to be 21,327, though no transgender segment was enumearated.

FHI 360 and NCHADs" BROS Khmer study (2010) found an HIV prevalence of 2.1% amongst MSM
and 55.3% and 67.5% consistent condom use by M5M onby (MSMO) with male paid partmers and male
non-paid partners respectively. This study also found that 42.9% had a self-reported 5T1; and only 34% had
had an HIV test in the past year and knew the result. Only 63.7% of respondents had recelved HIV and
AlD5 education,

Like EWs, M5M appear to have overlapping risks. The BROS Khmer study (2010} found that men
who have sex with men and women (MSMW) had more than double the drug use rate as M5MO and men
who have sex with women [MSW) = 42.4% compared to 19.6% and 20.9% respectively. According to the
BROS Khmer study, among high-risk urban men, 72.3% reported using condoms with 2 paid partner, while
51.2% reported condom use with a non-paid partner.”

1.3 Transgender (TG)

Although little is known about the TG population, including its size, members of this population
appear to be at partlcular risk. In the past TG have been Included in prevention programs targeted at
M5M and as a result their unigue needs have often been neglected. In the 2005 5T prevalence
assessment, HIV prevalence was higher among transgender than MSM (9.8% vs. 2.6%). In the Bros Khmer
study (2010}, the proportion of HIV positive TG was also higher than that of MSM (2.6% vs. 1.9%)
Additionally, ST prevalence (including rectal or urethral chlamydia and gonorrhea, or syphilis) was 21% for
TG while only 7% for MSM.

The 2007 BS5 revealed that more TG reported having ‘ever sold sex” than MSM [B0% vs. 36%).
Amang all who sold sex, TG reported first selling sex’ at an earfier age than M3M. The first sexual partner
for TG was more commanly a man [(93%) and for M5M it was more commonly a woman (S6%)L The survey
also reported that TG tended to use condoms less consistently with all sexual partners, and reported more
condoms breakages and using lubricant less frequently than MSM. For both TG and MSM, condom use
was the lowest among non-paying partners.

"Morineau, G, etal 2011, Falling through the cracks: Contraceptive neads of female sex workers in Cambodia
and Laos, Contraception B4, pp. 194-198. Delvaux, T. etal, The Need for Family Planning and Safe AbortGon

Services among Women Sex Workers Seeking 5T1 Care in Cambodia. Reproductive Health Matters, Volume 11,
Issue 21, Pages BR-95, May 2003

# FHI 350, 2010.Behavioral Risks On-5ite Serosurvey among At-Risk Urban Men in Cambodia (BROS Khmer).
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An upcoming IBBS study and size estimation among transgender will be conducted by FHI 360 In
2012, which will help to snderstand transgender risk behavior, sexual health needs, and the size of the
population. This in turn will allow for the design of better targeted, culturally relevant, appropriate, and
acceptable prevention and care programs.

1.4 People Who Use Drugs {PWID and PWUD)

In Cambodia, the population size of drug users (PWUD) is estimated to be approximately 13,000,
with 2,000 PWID," although some NGOs consider the actual number to be far higher. Most drug users are
young people, aged 18-25 years™ and drug use s predominantly concentrated In the urban centers of
Phnom Penh, Battambang, and Poipet, though almost all provinces have recorded at least some drug use.
Injecting Drug Users are thought to be mastly confined to Phnom Penh.

HIV prevalence among PWID was estimated to be 24.4% In 2007, compared to the much lower
1.1% among PWUD.® An assessment of HIV risk behavior found that 47% of PWID had shared injecting
equipment at least once, while 32% reported sharing on the day of the assessment.”® The 2007 Drug User
IEBS reported that 35% of PWID had shared at last injection, Although 74% reported always using clean or
new eguipment within the previous month, no one reported disinfecting eguipment with bleach as
recommended. Condom use with all partners is lower among PWID than among PWUD.

The MACD five-year Mational Plan on drug Control (2010-2015) sets forth strategies in five key
areas, including Demand Reduction, Supply Reduction, Harmm Reduction, Law Enforcement and
International Cooperation. The maln law enforcement bodies are the National Police of the Minstry of
Interior (MCI) and the Military Police of the Royal Cambodian Armed Forces. Drug use ks illegal in
Cambodia under the Law of Drug Contrel (January 2012},

Symptomatic trestment programs are offered via NGOs and progressively by the Ministry of
Hezlth in selected areas. The law also allows for the distribution of methadone and bupranorphine for
Opiate Substitution Therapy (OST) for people dependent on heroin by agencies authorized by the NACD,
The Ministry of Health is currently the only provider of Methadone Maintenance Therapy (MMT), with the
program located in Khmer-Soviet friendship hospital, In 2010, a Community-based Drug Dependence
Treatment Program [CBTx) endorsed by MACD, has been plloted In Banteay Mean Chey Province [with
plans to replicate nationwide). This program aims to provide an alternative evidence-based, human-rights
focused, community-based system to the Temporary Centers for Drug Education (Treatment) and
Rehabilitation (TCDER). The possession of needles/syringes is legal in Cambodia. With MOI authorization,
in 2004, a formal pilot needle/syringe program (N5P) commenced. As of mid-20132, there are two NGO's
with a MACD license for the delivery of N5P as part of a comprehensive harm reduction package and
hepatitis C.

While non-injecting drug use dose not in itself leave the user at a higher risk of HIV infection, it can
lead to the user taking part in other high-risk behaviors., As a result of this, non-injecting drug users are
targeted by HIV program interventions through their exposure via other risk behaviors.

1.5 Prisoners

The prison system in Cambodia is under the General Department of Prisons (GDoF), which is under
the Ministry of Interior. There are a total of 28 prisons in Cambodia, four are National Correctional

18 NCHADS, Drug User IBBS 2007

1114, 2007

12 14, 2007

13 Report for 2011, Secretariat General, National Authority for Combating Drugs, 2012
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Centers and under the direct management of the GDoP, while 24 are provinclal prisons under the joint
management of the provincial authorities and the GDoP, In 2012, the number of peaple in prison was
15,404: an estimated 8% of the population is female.™

Assessing the overall prevalence of HIV in prisons is difficult due to the lack of systematic HIV
surveillance. During the first six months of 2011, the GDoP reported 310 individuals within the prison
population who were known to be living with HIV, which is an overall prevalence of 2%. However HIV
prevalence varies from prisen to prison, Numerous surveys by NGODs have reported higher Incldence
amongst female detainees”, who may have been infected prior to imprisonment or who have higher
exposure to HIV and T8 while in prison. Furthermore, due to the concentrated epidemic in Cambodia and
current policies negatively affecting MARPs, especially women, it is estimated MARPs are overrepresented
amongst prisoners.  In response, ain January 2012 8 Standard Operating Procedure for HIV, 5T, and TB-
HIV Prevention Carg¢ Treatment and Support in prisons {and correctional centers) in Cambeodia was
developed by NCHADS, in cooperation with UN, NGOs and development partners.'® As part of this SOP,
the Ministry of Soclal Affairs, Veterans and Youth Rehablilitation (MoSVY) is tasked with providing
systematic referrals to prisoners upon release. For newly released prisoners who are identified as
members of MARPs, this mechanism reguires strengthening to ensure a reliable bridge to HiV-related
services in the community.

1.6 Legal Barriers

The implementation of the Human Trafficking and Sexual Exploitation Law (enacted in March
2008) and the Village Community Safety Policy (implemented since January 2011) constitute the barriers
affecting HIV-related outreach activities and service provision to MARPs. To address this situation, the
Ministry of Interior (Mal) with technical and programmatic support from NAA, the Police-Community-
Partnership Initiative [PCP1) will be employed at the municipal and operational district level and below as
part of this Boosted SOP. The PCPI zims to strengthen a collaborative partnership among AIDS officials,
health care providers, local authorities, police, military police, development partners, non-governmerntal
organizations and MARPs to foster an enabling environment where MARPs may fresly and woluntarily
access services, The PCPI underpins the Cambodia 3.0 (and its accompanying frameworks and S0Ps) and
ensures its effective iImplementation.

1t 2010 report on Prisons, The General Department of Prisons, Ministry of the Interior

Ui 2011, Medecins Sans Frontiers {M5F) conduded a HIV screening in three prisons in Phmom Penh [CC1, ©C2 and
Palice Judiciaira (P1]] indicating that HIV was 4 to b times higher than the generzl population amongst male inmates;
.’;lﬁnd esthmated a HIV rate of 12.2% amongst female detainees, MSF Cambeodia Annual Report 2011
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2. Rationale

Program data and recent implementation research of the National Center for HIV/AIDS,
Dermatology and 5TD {NCHADS) demonstrates that HIV prevalence in Cambodia remains high among EW,
MEM, TG and PWID and that high-risk behaviors, unprotected sex with muliiple partners and clients,
selling sex and Injecting drug use, continue or are on the rise, Matlional program data also indicates that
HIV testing amang some groups of MARPs is low (e.g. only 34% of MSM were tested in 2009 and knew
their result). The combination of high frequencies of risk behavior and low HIV testing coverage threatens
the success to date of the prevention and care of PLHIV in Cambodia. It also increases the likelihood that
the positive trend will be reversed, leading to a resurgence of HIV in Cambodia, As such, to prevent new
infections, efforts are needed to reach MARPs with more effective high quality HIV prevention, care and
treatment.

To prevent HIV infection, NCHADS and development partners must improve detection of HIV-
positive individuals and provide them the adherence ART treatment. Further, MARPs have distinct health
needs that are defined by aspects of individual biology, context and risk behaviors. Individuals engaging in
risky sexual practices must be reached with HIV testing along with sexual health services, including 5Tl
screening and treatment. Women invelved in high risk activities require contraceptive services and access
to safe abortion, People who inject drugs require mental health senvices and may also be in need of opioid
substitution therapy, in addition to access to clean injecting equipment through needle and syringe
programs. For PLHIV, retention in care and treatment services is critical to ensure optimal patient
outcomes, reduce transmission of HIY from the infected persen to their partners, and to reduce HIV-
related mortality.

Strengthening management and coordination structures are also needed to Improve retention and
follow up among individual MARPs. Efforts to Improve coordination should also address challenges related
to the enabling environment, particularly recent policy and law enforcement realities that can impede
access to services for MARPs. The coordination and management structure must increase the active
engagement of PCPl stakeholders and strengthen the partnerships between health and non-health
institutions at national, provincial and district levels.

In June 2011, at the UN General Assembly, Cambodia expressed its support for global goals and
targets and committed to reaching Zero New Infections by 2020, In line with the global *Three Zeros™ and
“Treatment 2.0" initiatives, the National Centre for HIV/AIDS, Dermatology and STI (NCHADS) of the
Minlstry of Health (MOH) [s working to eliminate new HIV infections using a range of strategies. Cambodia
3.0 propases building on successful responses — HIV prevention targeting MARPs, the linked response for
PMTCT, and the continuum of care for ART expansion — to actively detect HIV cases and ensure
immediate enrclment in care, and immediate/early initiation of ART and retention In treatment.

To reach most at-risk populations (MARPs) with prevention, care and treatment services, the
national Core Group on Elimination of New HIV Infections chaired by NCHADS, developed a boosted
strategy, known as the Boosted CoPCT. This boosted strategy bullds on successes of the previous CoPCT
framewark, while aiming to maxdmize Impact by strengthening service delivery, retention and
coordination.

Since 2009, EW CoPCT S0P developed by NCHADS and development partners played a major role
in guiding and coordinating public, Intemational and lacal NGO services in priority provinces, In late 2010,
a similar S0P was produced for MSM and TG but was never fully implemented. In addition, 8 number of
relevant documents, such as the framework on CoPCT-R for PWUD-PWID, the concept note on
community/peer initiated counseling and testing {C/PTC) and the needle and syringe policy, have been



developed. There has also been a mewly published S0P for HIV, 5T and TB-HIV prewvention, care,
treatment and suppart in prisons.”’

Although much has been achieved through the implementation of existing CoPCT frameworks and related
policies, they are limited by addressing risk according to simplistic group classifications, defining risk
groups as mutually exclusive and targeting each group separately. This Boosted CoPCT — a single S0P for
all MARPs that recognizes Individuals” multiple and overlapping risks — Is intended to bring together these
various policy documents to create a cohesive guide for 8 coordinated continuum of HIV prevention, care
and treatment for all most-at-risk populations in Cambodia.

This Boosted CoPCT has been developed to ensure an integrated, coordinated, comprehensive national
response to HIV.




3. Goal & Objectives

3.1 GOAL: To eliminate new HIV infections in Cambodia by 2020 (Cambodia 3.0).

3.2 DBJECTIVES:

3.2.1 The overall objective of the Boosted CoPCT is to contribute to Improvements in the health
status of MARP's (PWID, PWUD, EW, MSM, TG, and prisoners,'® together with their partners and clients).
This objective will be achleved by significantly reducing the transmission of 5Tis and HIV and increasing the
level of testing to facilitate early treatment.

The goal and objectives of the Boosted CoPCT will be achieved through a strong partnership led by
the Royal Government of Cambadia (RGC) in close collaboration with NGOs, CBOs and the community with
support from relevant UN/Development Partners, at the national, provincial, district and community

levels,

3.2.2 Five specific objectives will contribute to achieving the overall objectives:

Coordinate and harmonize the delivery and management (including monitoring,
evaluation, research, use of data) of the Boosted CoPCT at national, provincial, district and
community levels;

Strengthen the managerial and technical capacity of RGC and its NGO and CBOD partner
staff at the national, provinclal, district and community levels to implement the Boosted
CoPCT;

Increase demand for HIV prevention, care and treatment and harm reduction services by
MARPs, their partners, and clients;

Expand coverage and improve the availability, accessibility and quality of RGC's and its
NGD and CBO partners’ HIV prevention, care and treatment and harm reduction
interventions In areas where MARP's are most concentrated;

Create an enabling environment (o support service dellvery and use by MARPs, their
partners, and clients,

B prisoners are officlally part of MARPs In Cambodia; however specific needs of prisoners are addressad In the
Standard Operating Procedure for HIV, 5T1 AND TB-HIV Prevention, Care, Treatrment and Suppaort in Prisons (and
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5 Packages of Services

To achieve the objectives of preventing HWV infection and HIV-related mortality among MARPS,
NCHADS and implementing partners will deliver a range of service packages developed to address the risk
behaviors and exposures relevant for each target population. This section of the S0P describes the
services—{a) Core CoPCT and (b) Expanded Core Package—that are available through the Boosted CoPCT.
Maodes of service delivery at all service delivery points are described in the following pages. Service
packages bave been tailored to meetl the needs of individuals according to risk behaviors documented
among MARPs in Cambod fa:

unsafe vaginal and anal sex,

unsafe drug injection practices,

selling sex,

having multiple sexual partners, and

Being the sexual partner of an EW, MSM, TG, or injecting drug user.
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HW Testing  Either ouresch, including CPITC, andior fived site, ncluding VOCT
NEP Storle Neadie/Syrings Program and related intervertions
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ART Ani-Retroviral Therapy
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make up. Where ail these services an svaiacie, the package |s to be called
Package



5.1 Core Service Package

All components of the Core Package should be provided to all MARPs through the Boosted CoPCT.
Services will be provided during outreach (by outreach workers at each contact), via referral, or through
direct service delivery.

The Core Service Package will be delivered during outreach in hotspots/entertainment
establishments and in Drop in Centers [DICs) [Please refer to section 6.2 for details on DICs). it will also be
provided in Family Health and NGO clinics.

The Core Service Package is:

5.1.1 Behavior change communication [BCC):

5.1.1.1 BCC aims to increase awareness of the risks associated with key behaviors as well as
the strategies and means available to reduce the risk of HIV transmission. BCC services are
delivered by Outreach Workers (OWs) during HIV-related education sessions.

= OWSs provide BCC to all dients at least once per month either in one-on-one or
small group sessions,

# Chents identified by OWs or district-level Boosted CoPCT Implementation Teams
as needing additional outreach andfor at higher risk will receive 2-4 BCC sessions
per month. PWID and freelance sex workers are examples of those who may be
considered at higher risk.

# OWs are actively encouraged to provide BCC services to those whom have not
previously recelved them,

5.11.2 BCC tools will be used during sessions; written infarmation, such as service directories,
will also be distributed. |deally, a BCC tool will be developed for each specific behavior/risk-
related topic, with tools and topics used with clients changing on a quartedy basis.

#  BCC messages delivered by different NGO/CBO partners will be coordinated by the
implementation Team at the district level to ensure consistency of approach.

£1.2 Condoms:

» At every contact, OWs, NGO service providers and health workers are to provide at
|east ane sample pack of condoms and lubricant for free to MM and TG clients and at

least one condom for free to EW, PWID and PWUD clignts,
# Condoms and lubricants will be avallable for purchase throughowt the country at
diverse points of sale, including pharmacies, small markets, and petrol stations.

5.1.3 5Tl screening/testing:

s 5Tl screening is an Important entry point into care for MARPs and thelr partners. Each
MARP i to recelve 5T screening/testing on a guarterly basis (once each guarter).

s Symptomatic 5Tl screening will be provided during outreach in
hotspots/entertainment establishments and in DICs. During screening, clients
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3.1.4

diagnosed with symptoms will be ghven appropriate medicine, as well as doses for
their primary partner.

Dutreach workers will also provide referrals for 5T kb testing in health facilities.
Referral cards will provided to MARPs with positive symptom screening to direct them
ko a health facility for lab testing.

ST testing will be conducted in health facilities. ST services targeting MSM and
transgender will also include anal health consultations,

HIV testing:

Each MARP is to receive an HIV test every slx months.

HIV Testing and Counseling (HTC) is provided in approved government and NGO health
facilities (such as WOCT), and through Community/Peer Initiated Testing and
Counseling [C/PITC) during outreach and In Drop In Conters.

HIV testing Is also provided in the private sector which licensed by the Ministry of
Health. All private HIV testing facilities refer HIV positives clients for second or third
HIV confirmation test at VCCT having the pre-ART/ART services and refer syphilis
positive clients for RPR confirmation test at the family health clinics.

All individuals recelving an HIV test will be encouraged to bring their partners far
testing, or to provide a referral card to their partner,

Rapid HIV testing must follow the SoP on Counselling and Testing approved by the
Ministry of heailth in 2012. Syphilis test is also screening by taking blood from the
finger.

5.2 Expanded Core Service Package

The Expanded Core Package is the Core Service Package plus additicnal services,

which should be provided based on an individual's risk behaviors identified during
consultation and core package service delivery:

Meedie and Syringe Program [N5P):

NSP is to be implemented in accordance with the (1) Policy (2) Operational Guidelines,
and (3) sub decree on drug treatment and rehabilitation of the Ministry of Health and
Mational Authority for Combating Drugs (NACD).

MSP s available at the Khmer Soviet Friendship Hospital and NGO clinics in Phnom
Penh. Additional hotspots for NSP provision may be identified over the course of
Boosted CoPCT implementation.

Cutreach workers will identify dients who need clean needles and syringes and
provide these commaodities during outreach sessions, Clients will also be referred to
MNSP distribution points, as needed,

Methadone Maintenance Therapy [MMT):

MMT is provided in accordance with the protocols established by the Ministry of
Health.
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5.2.4

52.5

MMT is provided at the Khmer Soviet Friendship Hospital, in conjunction with NSP
services.

Regular referral or direct transportation support to MMT services may be provided to
clients by NGOs. These NGDs also regularly follow-up with MMT clients to minimize
loss, nen-adherence, and to support their sccess to other services, as needed.

Pre-ART and ART Services:

ART is only provided in government and NGO health facilities that are integrated into
the national program's Continuum of Care. Referral to ART services s required
following an HIV positive diagnosis and post-test counseling,

Indhviduals receiving a positive HIV test will be immediately enrolled in care and
treatment in the comprehensive Continuum of Care provided at pre-ART/ART services.
Patients with a CD4 count of-350/mm3 will be enrclied on Antiretroviral Therapy
{ART).

The concept note on the provision of Treatment as Prevention is also being approved
by the Ministry of Health in late 2012 and will be implemented in the second quarter
of 2013 and will be rolled out as part of the Cambodia 3.0 strategy. Initially, to
minimize transmission to the non-infected partner, ART will be provided to HIV+
partners in sero-discordant couples with 3 CD4 count is between 350<C04<500.

PLHIV will receive necessary laboratory support based on their specific needs.
Additional senvices, such as CD4 and viral load testing, toxicity screening, and other
menitoring necessary to detect Opportunistic Infection, will also be avallable at ART
sitas.

Indviduals enrclled in pre-ART/ART care will be encouraged 1o bring their partners for
HIV counseling and testing.

Reproductive Health Services:

During outreach and in DICs, clients with an unmet need for contraception will be
referred to health facilities for contraceptive commodities. Clients will also be
referred for basic sexual and reproductive health care, including safe abortion and 5T1
screening and treatment.

EWs who become pregnant and wish to sustain their pregnancy will be referred by
Dws for antenatal care and follow-up as described In the Boosted Linked Response for
elimination of mother to child transmission of HIV and syphilis.

Peychosoclal support:

Pre and post-test counseling will be provided at health facllities where HIV testing Is
provided.

Support groups organized in NGO DICs will entail sessions on ssues of particular
importance to clients, including drug use and abuse.

Counseling will be provided, at the ART site and through support groups, to HIV
positive MARPS to ensure ART adherence.
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# Psychosocdal support services are made available to PWUD/PWID based on
assessment and follow-up by NGO partners and by Mental Health Unit of the MaH,
including through CBTx. Refer to the existing CoPCT-PR for PWUD/PWID for details.
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6. Service Delivery and Referral Mechanisms

The services described above in the core package and expanded package are provided in @ range
of fadlities by government, NGO and peer service providers. Services will be delivered through outreach In
the community, at NGO health facilities, and at government haalth facilities

When clients access a single service induded in the CoPCT, the health worker, NGO staff or
Outreach Worker may determine that they are eligible for additional services. Based on this individual
consultation and assessment, clients may be referred for all services In the CoPCT service packages.
Referral cards will be issued and the client may be reguested to attend services at a different location or
simply at a different service point in the same health facility.

Some services, such as HIV Testing and ART, will be provided free of charge, while other services
may entail a fee. Recognizing that many members of MARPs are also often poor, clients will be supported
to benefit from social protection mechanisms, such as Health Equity Funds that provide free medical care
and enrolment in the 1D Poor program. These mechanisms enable its members to acoess a variety of other
sacial protection schemes, depending on one's residence. When able, it is expected that MARPs will pay
for the services they access, but when they are unable, necessary services will be provided free of charge.

6.1 Service delivery through Outreach:

Dutreach workers will conduct wisits to venues where MARPs can be reached, including places of
work and drop in centers, Outreach workers will be eguipped to provide the core package of services: BCC,
condom, referral for ST1 screening and treatment, and HIV testing or referral for HIV testing, to individuals
during each outreach visit. Outreach workers will also provide referrals for additional services that are
deemed to be necessary.,

6.1.1 Outreach Services and Referrals

Direct service provision at | Referral at Outreach:

Outreach
1. BCC 1. HIV testing
2. Condoms 2. Reproductive Health
distribution 3. 5T testing
3. STl screening 4. TB Diagnostic workup
4, HIV testing 5  Antiretroviral therapy
5. TBScreening 6. Meedle and syringe programs (Referral to
&, M5SP leensed hospitals)

7.  Methadone Maintenance Therapy (Referral
to licensed hospitals)
8.  Psychosocial services

6.1.2 Travel Subsidies

Travel subsidies will be provided by the NGO service providers through thelr OWs to those MARPs
who are identified as unable to pay for their servces. The amount of subsidy will vary depending on the
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distance to be travelled and the level of poverty of the individual. It is estimated that the Individual rate
will be between USD51 - 3. Travel will be coordinated where necessary by the Implementation Team on a
district level to ensure improvement in both access to services and In cost efficiency.

6.2 Service delivery at Drop in Centers:

6.2.1 Drop in centers (DICs) are vital for reaching key affected populations in hot spot areas with
services, They can reach individuals that outreach work canmot, while also providing a safe space for
people to socialize without Fear of stigma or discrimination. DICs alsa provide a space where people can
network with others with a similar lifestyle and who face similar issues. Drop in centers are established by
NGOs and they are located in close proximity to the populations they are serving and maintain opening
hours to ensure maximum accessibility. The Core Service Package will be provided a2t all drop-in centers.
Additional services can alse be provided, depending on the needs of the target populaticn and the
mandate of the service provider, including:

6.2.2 Drop in Centers Services and Referrals

Direct service Referral from DIC to Health Facility:
provision at DIC
Jd  BCC L8 HIV testing
2 Condoms 9 Reproductive Health
4 5Tl screening 10 5TI testing
A HIV testing .11 TB diagnostic workup
5 THBscreening 13 Antiretrowviral therapy
& MNSP .13 Meedle and syringe programs [Referral to licensed hospitals)
.7 Psychosocial .14 Methadone Maintenance Therapy (Referral to licensed hospitals)
support 15 Psychosocial services

6.3 Service delivery at Health Facilities:
Health workers at Health facilities will provide the expanded package of services either directly or
through referral;

6.3.1 Family Health Clinics Services

Direct service provision at Family Health Clinics
BCC

Condoms

HIV testing

5T screening
TB screening
RH/FP for EWs

e R
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6.3.2 Referral Hospital Services

Direct service provision at Referral Hospitals:
1. HIV testing (at Referral Hospital)
2. Reproductive Health/ Family Planning
3. 5T screening
4, TBservices [screening, diagnosis,
treatment)
Artiretroviral therapy
Meedle and syringe programs [Referral to
licensed hospitals)
7. Methadone Maintenance Therapy [Referral
to licensed hospitals)
B. Psychosocial services

oot

Note: In areas with no family health or NGO clinic, MARPs will be referred to the nearest Health Center for
services and further referrals,
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6.4 Responsibllities for services delivery by NGO cutreach workers and health facility service providers

are desorised in the following table:

Component | Dutreach Worker Health Worker
Whera How Frequency Transport™ Where Higwe Frequency Transport
BCC Hotspots| Provide in A% least once | MR Mi& [reortes health worker provides health education and
VRS GrP=-Gr & markh and coundaling, but nod BEC) refer to OW, DIC
orvey'small 24 times for
ETOLR high risk
AR Py
Comdorm & Haotspots/ Provaldia 1n AL laast ance | MJA Hualth Praovids Evgry [T
Luksricasnt WETIES D3 Of 2 monch and faciny during comact
ore=ismall 2-4 times for medical
group high risk checi
WAAR Py
STSH point of | Refer to Provide Ewery 3 A neecied Healih Clhent Evizry 3 A
care Eeath referral card | monts facliny {571, | relerred by | meanths
taciliy ta cliang HC, RH] -
radprred
HIV Testing EPITE CIRmL Every & As neaded CEmL: Chent Every & HAA
point of cans hotspots Arange monyies hotspatsfy | redennsd by manths
RS Lesting tme; B A el
VCCT: WECT: Pegwida WECT: WECT | refirred
Refer ta referral cands faciiny
Fally
L Hrclgnasd Prowide tha By A5 neaviad Asslgned Pronida tha | Ewary As readng
BH, KL, seruicn, or if comtact RH, HiC, sarvice, or if | contact
(1 urawvailaile, oic unavalable,
provide provids
referral card rederral card
Lo elient i el
Pro-&RT / ART | Rafer to Provide As mrisednd As newcied ARAT il Chiesni Ax fiaeded Net neaded
ART site refarmal cand rafermed by
tao clisng ol
raderred
22 RBefer to Provide As mepded Az needed Health Chent Ax needed MfA
heaith referral cand Faciity (M, | referned by
Facilhy (BH, | to cliens HE, b, el
HE, RE0, FEC) raferre]
FHC}
AH+ LE Befer to Provide Az needed A neeced Health Cl=nt A5 necdes HA
heaith eferral card facling (AH, | fefedred by
Facility (R, | to cllent NGO, FHC] || Ol
MG, FHCH ridmrrid
WIAT Fsfer to Provide Ewmry Yas (elinic MMT elinle | Chent Crally BLA
BT clinkc | rerfereml cand toatact wahisidy) rdnrmed by
ta client e
LeafffHC
staff or self-
referred
Payehio-Social Prodide  [n | Prowlde  the | As pesded Aig needed HUS  arel | Chesni As fpeded A
Sappert, DOCs; Aeler | eervice, ar soFmE referred by
i HUB ang | unavallable, SaLel g LT
SOMme provide haalth raferned
satellne referml  cand faciitios
heaith ta cliens
Facllies

1% The Quireach Worker [0W) provides services both during outreach and in the DIC
0 Transport provizion means [t (3 an assisted referral,
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6.5 Partner Tracing and Referral for HIV and 5T Testing

Pariner tracing and referral aims to accelerate HIV case detection and to prevent HIV and 5T
transmission among couples. It does so in part by faciiitating HIV treatment as prevention (TasP).

Partner tracing and referral involves identification of a sexual or drug injecting partner of an
individual who is HIV positive, who has an 5T1, or who |s suspected to have an HIV infection due to high risk
behaviors. Once identified, the individual is then offered HIV and/or 5T testing.

According to UNAIDS and WHO, partner tracing and referral must observe the principles of
confidentiality and non-compulsion.

6.5.1 Strategles:
There are three starting points for partner tracing and referral [Figure 1):

6.5.1.1 An HIV positive person is the Index case: Providers can offer an HIV positive individual
a choice of four partner tracing methods for referring his/her partner(s) to HIV testing:

& Method (A): Prowider referral: Provider contacts client's partner(s) while
maintaining confidentiality of the client (does not disclose client’s name or
status)

e Method ([B): Clent referno! with disclosure: Cllent contacts partner(s) and
discloges status

» Method [C): Conditional referral: Client agrees to contact partmer{s) within a
set period of time, but If unable to do so, provider contacts cllent’s partner(s)
while maintaining confidentiality of the client (the provider does not disclose
the client’s name or status)

« Method (D): Clent referral without disclosure: Clent promotes HIV testing to
their partners without disclosing their own status by using 3 partner referral
card

6.5.1.2 An 5T patient is the index case: Providers can offer an 5T1 patient a choice of two
partner tracing methods for referring his/her partner(s) to 5T1 testing:

= Method (B): Client referral with disclosure (as detailed above)
» Method (D}: Client referral without disclosure (as detailed above)

6.5.1.3 An Individual member of a3 MARP in the community whose HIV status is unknown s
the index case: OWs encourage each client to contact herfhis partner(s) to encourage
uptake of HIV testing via:

s Method (D) Cient referral withoul disclosure (as  detalled above)



Figure x: Partner Tracing and Referral Strategies

Wmmm\

Method (B): Client referral
with disclosure

Method (C): Conditional
referral

Method (D): Client referral
without disclosure (using
referral slips)

STT patient as index case Mﬁuﬂﬁeﬂm

Method (D): Client referral
without disclosure (using
referral slips)

MARP whose HIV status is nerative or unknown

Method (D): Client referral
» without disclosure (using
referral slips)
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6.5.2

Implementation of the Methods of Referrals:

For HIV positive index cases, Method (A) is to be offered first. If the index case does not want
Methaod (A), Methods (B, (C) and (D) should be offered successively. Similarly, for ST1 patient index cases,
Method (8) should be offered first, followed by Method (D).

Guldance for iImplementing each Method is as follows:

Mathod [A) Provider referral and Method [C) Conditional referral {In case provider needs to

contact the partners)

The index case provides the health professional the contact details (telephone numbers, email
addresses, addresses| of his/her sexual and/or injecting partner(s). Once the contact details are obtained
there are different approaches the provider can use to contact the partners. There are advantages and

disadvantages to each one.
By phone By letter/email in persan
Advantages »  Quick, and »  Anxiety can be The health care
appointments can be reduced by providing provider can give full
taken written information details immediataty,
* Low-priced about testing and deal with the response
# Confidential confidentiality and link the indvidual
¢ Allows the person to to appropriate support
choose to phone Immediate ST or HIV
when their testing can be offered,
confidentiality is depending on
assured clreumstances and
staff training
| Disadvantages |  Provides only verbal | * May create anxiety, Physically seeing the
infarmation especially if the letter provider might affect
* Canbe Is read when services perceptions of
uncomfortable are closed confidentiality,
disclosing full details | = Inappropriate for particularly in small
* (Can be averheard by disclosing details rural communities
somebody else * Difficult for people Can give impression of
» Challenging for with low literacy or controlling
people with hearing for the visually Expensive and time
impairment impaired consuming

Method (B): Client Referral with Disclosure

The provider encourages the index case to contact hisfher partner(s) to encourage uptake of
testing. The client discloses his/her status to his/her partner,

Method (D): Client Referral without Disclosura (Use of referral card distributed by client)

The client can promote testing among his/her partner|s) without disclosing his/her own status by
providing a partner referral card. These cards are provided by the Outreach Worker during one-on-one
and/or small group outreach sessions. These partner referral cards will differ from the primary dient’s
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card In that partner referral cards are only for referrals to HIY and 5T| testing,
65.3 Challenges and Potential Solutions for uptake of Partner Tracing and Raferral:

Fear of loss of confidentiolity: OFfer provider referral for greater anonymity

Client unwilling to confront sexual partners: Practice role play

Client does not accept the diognosis: Allow more time for counseling and support

Cient unoware of 5T1 and/or HIV consegquences: Provide appropriate educational

materials and discussion

+  Disregord for consequernces fo contacts: Explain that contacts tend to fnd out
eventually; emphasize the risk of re-infecticn

#= Fear of revenge from partner!s): Explain the Infection process. Encourage and offer
support; Discuss various scenarios and how they can be dealt with and also offer to
inform the partner on behalf of the client

«  Shame of having o disease: Explain the infection process

6.6 Service Directories

To ensure target populations kmow where to access needed services in Boosted CoPCT target
areas, directories of avallable services will be developed. NCHADS will coordinate the development of
these directories in collaboration with development partners. There will be two directories produced:

66.1 Hational directory. This directory will provide information on all HiV-related services and
service providers operating in Cambodia; it will be reviewed annually and updated, as
needed.

6.6.2 Small pocket sized directories for each target group. These directories will be distributed
to MARPs during outreach. The content and design of these directories will be
determined in consultation with clients to ensure suitability and utility. Recognizing the
mobility of many MARPs, directories will contain countrywide service information, Print
ready files of the directories will be sent to all relevant service providers to print and then
distribute.

6.7 Outreach Workers {OWs)

DWs are responsible for delivering the Boosted CoPCT service package during outreach in the
community (venues and hotspots) and In DICs, as well as for providing referral 1o other services,

6.7.1 Conditions of Service:

= OWs will be selected from the community they are to serve
= Transparent selection criteria and methods should be employed, such as social network
analysit and nomination techniques

& DWs will receive regular training incleding comprehensive training at the beginning of
service and monthly refresher courses thereafter

s OWs will be provided with the necessary equipment (e.g., uniform/t-shirt, badge, bag,
BCC materials) to carry out their role

= OWs will be provided with an allowance of 580 per month for their work

® Each OW will have a minimum number of clients to make contact with each month {80-
100 for EW, M5M and TG; and 30-50 for PWID and PWLUD)



6.7.2 Responsibilities:

The OW is responsible for meeting on a regular basis (at least once per month) with
clients to provide BCC, commodities and referrals to clients and to the client’s primary partner,
as appropriate. The specific roles of the OW entall:

6.7.2.1

6.7.2.2

6.7.2.3

6.7.2.4

6.7..5

Planning: Drafiz a weekly activity plan for his/her defined outreach area [based
the mapping)

Service defivery (Qutreach):

Conducts outreach in venues and hotspots (e.g., karaoke/KTV, saunas, parks) and
assigned DICs. Outreach will be conducted with individuals andfor small groups
(3-8 pecple).

& Conduct counseling and HIV, syphilis test by finger prick, family planning
{condoms, pills and depo proverajfor MARPs; refer those who are HIV positive
to do HIV test confirm at VCCT of the referral hospital having OIfART sites.
OWs refer MARPs having syphilis test positive to do RPR at the family health
chinics or NGOs STD clinic nearby. OWs that responsible for the above activities
must receive training and licensed from NCHADS and NGDs supervisors.

¢ PBuild and maintain good relationships with stakeholders, including
establishment owners, health care providers, police and clients

Service Coordination/Referrals:

= Encourages cliemts to have two HIV tests and four ST1 screenings per year

= On every contact, provides dients with a referral card for 571 and HIV testing,
as well as other services, as appropriate (e.g., reproductive health, dally
referral for MMT)

=  Provides clients with a referral card for 5TI and HIV testing for the client’s
primary partner (using the partner referral card)

& Wisits the health facllites [on a3 monthly basis) to collect referral cards and
bring them to the implementing organization’s office

®» Promotes and provides clients with dates and times of mobile services, such as
C/PITC

Coordination, M&E, Reporting:

s Completes primary data collection tools (OW log book) to record the delivery
of Boosted CoPCT services, such as number of clents reached, and number of
condams and lubricants distributed

= fAttends meetings, including those with other OWs and implementing
organization staff to discuss issues, plan for upcoming activities, and to share
progress and exparience

= Compile the report every month and send them to NGOs

Outreach and othaer Service in the DICs:

®  Lizises with health care facilities to schedule mobile service delivery
®  Ensures all visitors are registered in the register log book and encourages new
wvisitors to sign up for membership
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# Ensures condoms are prominently displayed for distribution or social
marketing

e Facllitates educational sesslons, support groups, etc., as scheduled
Organizes and participates in special events
Provide other services same as point 6.6.2.2 for OWSs recelving training and
licensed from NCHADS and invelved NGOs.

6B NGDs Support to OWs

6.8.1

Local NGO: who s responsible to monitor the outreach activities should supervise 15
Outreach Workers.

Roles and Responsibilities of NGOs supervisor

Recrult OWs [Outreach Workers)

Provide training and refresher session to the OWs;

Develop monthly workplan and detail schedule for outreach activities;

Supervise and manitor the implementation of outreach activities conducted by OWs;
Organize monthly mesting for field staff and the OWSs to discuss the progress of the
activities, solve problems, address gap &tc.;

Attend DEC meeting every two months and ITE meeting every month;

Participate in the training fworkshop on HIV, syphills counseling testing;

Refer MARPs groups who are HIV positive for rapid HIV confirmation test to WCCT at
Pre-ART/ART services;

Ensure that MARPS who are HIV positive will recelve immediately ART adherence.
Collect monthly report from OWSs and provide feedback;

Submit guarterly report to OD HIV/AIDS coordinator and data management unit of
HCHADS;

Ome local NGO staff should supervise:

4 OWs for EW or

4 O for MSM or
4 OWs for TG or

4 OWs for PWIDor
4 OWs for PWUD,
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7. Coordination and Management Structure

At the national level, the National TWG for the Boosted CoPCT {NTWG), which is chaired by the
Director of NCHADS, will play a leading role in coordination, providing guidance, reviewing progress, and
endorsing plans and budgets relating to the S0P, Of particular importance, the NTWG will alse ensure
harmony and synergy with the Boosted Linked Response and the Boosted CoC. Further, it will also be
responsible for compiling reports and submitting them to the National Steering Committee. The NTWG
will meet on a quarterly basis,

At the provincial level, the Provincial Steering Committee for Elimination of New HIV Infection
(P5C), which Is chalred by the Provinclal Governor or Governior, will provide political support and overall
management for the implementation of the SOP at the provincial and district levels. The PSC will also
promaote understanding of the Boosted CoPCT and coordinate inftiatives under other 3.0 strategies [at the
provinclal level) to eliminate new HIV infection, This committee will meet two times per year, A
secretariat will be established to provide support. This secretary will meet every month,

At the district level, the District Steering Committee for Elimination of Mew HIV Infection {DSC),
which Is chalred by the District Governor, will provide political support and overall management,
coordination and guidance on the implementation of the S0P at the district and commune levels. In
addition the DSC will be involved in the annuzl mapping of MARPs, hotspots and service delivery points.
The DSC will meet every two months,

At the commune level, the Implementation Teamn of the Boosted CoPCT (ITB) will orient and
update the local authority, the enteriainment establishments’ representatives and MARPs on the
avallabllity and location of services, The ITB will also ensure avallabllity of condoms and lubricants In the
entertainment establishments, and support the referral of MARPs to appropriate services. Further, the ITB
will conduct a review of S0P progress and submit reports to the DSC every six months, The [TB will also
compile quarterdy reports and submit them to the Provincial Steering Committee as well as the District
Stearing Committee. The ITE will mest once a month,

Also at this commune level, the Rapid Response Team [RRT, composing of post police, OW, NGO,
MARPs and Meka) will be responsible at the ground level for facilitating all activities relating to service
provisions for MARPs [e.g. supply of condoms, educational activities, referral, mapping, training etc.). The
RAT will interact and immediately deal with any incident which might happen and keep the ITB informed.
This team will meet every month and will report to the ITB.
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7.1 National TWG for Boosted CoPCT (NTWG B CoPCT)

7.11

Membership

Director of NCHADS Chair
MNAA Representative Vice Chair
Mol Representatives (head of HIV secretariat) Member
iGeneral Director of Health (Mo\WA) hMember
MACD Representative Member
MaSWY Representative Member
LIsAID Member
uscoc Member
AusalD Member
KHAMA Member
FHIZED Member
1] Member
RHAC Member
CWPD Member
HACC Member
CHAI Member
EW Representative Member
h5M Representative Member
TG Representative Member
PWUD/PWID Representative Member
PLHIV Representative hMember
UNAIDS Member
WHO Member
Chief of BCC Unit Secretary

7.1.2 Roles and Responsibilities

Coordinate among the Boosted CoPCT, the Boosted CoC and Boosted LR

Provide overall management and guidance on the implementation of the Boosted
CoPCT

Review progress of the Boosted CoPCT across targeted ODs for adjustment and
Improvement

Prepare and endorse work plans and budgets for the Boosted CoPCT

Ensure alignment of resources with the objectives and outcomes of the Boosted
CoPCT and lead resource mobilization

Ensure Integration of enabling environment waork within the Boosted CoPCT

Review and incorporate emerging evidence in HIV into the Boosted CoPCT

Complle reports and submit them to the National $teering Commities

BCC & 5T Units of NCHADS will conduct regular maonitoring and supervision of the
CoPCT activities at the Provincial and OD levels.

7.1.3 Secretariat: Chief of the BCC Unit of NCHADS will be the secretariat of the NTWG with

the additional assistance provided by relevant NGOs or UN agency.

The responsibilities of the Secretariat are as follow:
» Organize meetings and set the agendas
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# Take minutes
# Provide administrative, coordination and technical assistance to the NTWG

7.2 Provincial Steering Committee for Elimination of New HIV Infection {(PSC)

7.21 Membership

*  Provinclal Governor or Vice Governor Chailr

& Director of PHD Vice Chalr
» Provincial Pollce Commissioner Member
& PASF manager hMember
= Director of each Referral Hosgital Member
# [¥rector of each OD Member
* NGO Representative {Health/Non Health) hember
& EW Representative Member
= MSM Representative Member
& TG Representative Member
« PWUD/PWID Representative Member
e« PASP [BCC Officer) Secretary

7.2.2 Roles and Responsibilities

= Provide political support and secure a safe environment for the effective
implementation of initiatives to eliminate new HIV infection, including the Boosted
CaPCT

+ Provide overall management and guidance on the implementation of the Boosted
CoPCT

= Promote understanding of the Boosted CoPCT within the provincial committee and
with key stakeholders

s Coordinate initiatives to efiminate new HIV infection, including the Boosted CoPCT

Ensure alignment of resources with the objectives and outcomes of the Boosted

CoPCT and lead resource mobilization

Ensure integration of enabling environment work within the Boosted CoPCT

Monitor the results of the Boosted CoPCT

Compile reports and submit them to the NTWG

Meet two times per year,

7.2.3 Secretariat: PASP (BCC Officer] will be secretariat of the PSC, with the additional
assistance provided by relevant NGOs.,

The Responsibilities of the Secretariat are as follows:

Organize meetings and set the agendas for meetings

Take minutes

Provide administrative, coordination and technical assistance to the PSC

Provide necessary backup to the PSC, such as compiling data, drafting reports,

arganizing meetings, organizing trainings, etc.

= Conduct monthly field visits to all ODs to monitor and supervise Boosted CoPCT
activities.

= Monitor activities of health providers and NGOs at the OD level
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#  Assist the PSC to develop letters of agreement with implementing agencies.

7.3 District Steering Committee for Elimination of New HIV Infection (D5C)

7.3.1

Membership

District Governor or Vice Governor Chair
District Police Inspector Wice Chair
0D Director Permanent Vice Chair
RH Director Member
NGO Representatives (and OW Representative) Member
EW Representative Member
MSM Representative Member
TG Representative hember
PWUD/PWID Representative Membaer
Establishment Owners Representatives Member
HIV/AIDS 0D Coordinator Secretary

7.32 Roles and Responsibilities

Provide political support and secure a safe environment for the effective
implementation of initiatives to eliminate new HIV infection, including the Boosted
CoPCT

Provide overall management, coordination and guidance on the implementation of
the Boosted CoPCT

Carry out annual mapping of MARPs, hotspots and service delivery paints and
compile updated maps every quarter

* Ensure Integration of enabling erwironment waork within the Boasted CoPCT
s Monitor the results of the Boosted CoPCT
= Monitor and oversee the work of the Rapld Response Team to ensure it functions

effectively
Meet every two months

[The District Police Inspector will provide facilitation to HIW/AIDS activities and
resolve any problem locally).

7.4 Implementation Team of BCoPCT (ITB)

7.4.1 Membership

Dutresch Worker
NGO Representative
Health staff (VCCT, ST, ART, MMT and SRH)

7.4.2 Roles and Responsibilities

Orient and update local authority, entertainment establishments' representatives
and MARPs on the availability and location of health and non-health services

Ensure condom, lubricant, and other relevant HIV prevention commodities are
available in and around hotspots and entertainment establishments

Coardinate and develop Mols with the establishment owners to facilitate the
implementation of the Boosted CoPCT
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743

Perform outreach activities to target populations at the designated areas
Refer MARPs to appropriate services (with passible transport support)
Compile guarterly reports and submit to the PSC and the DSC
Wonitor referrals and provide feedback to service providers
Allocate agenda time for community networks to raise pertinent issues
Coordinate/ensure consistency of educational/BCC messages to be delivered by all
Implementing partners
MMeet on a monthly basis

Secretariat: NGO Staff member nominated by the DSCwill be the secretariat of ITE
which will rotate on an annual basis.

The responsibilities of the Secretariat are as follows:

L

Organize meetings and set the agendas

Take minutes

Provide administrative, coordination and technical assistance to the Implementation
Team

Compile the Quarterly report for submission to the PSC and DSC,

7.5 Rapid Response Team (RRT)

T.5.1

Membership

Representative of post police at the 0D level
OW at the OD level

Heakth Care warkers

MARPs representative (EW, MSM, TG and PWID)
Meka of the entertainment establishment

7.5.2 Roles and responsibilities

Facliitate HiV-related program activities, such as training, educational activities,
supplies of condoms and other commodities, referrals, mapping, etc.

Immediately respond to any incident and keep the IT and the D5C informed, The
team will keep in contact through phen ecall or sms

Conduct monthly field visits and meetings. These will rotate montly from one
hotspot to another

The Post police will lead this meeting

Each hotspot commune will hove one RRT

CCWCE (Commune Committee for Women and Children) should be lnked to (or be o
member of] the RRT, especially when women and children are concerned.
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8. Enabling Environment

8.1 Human Right Protection

Roval Government of Cambodia has recognized and committed to promote and
protect human rights of people living with HIV, as well as the rights of women, children, and
members of vulnerable and most at risk of HIV populations in the context of HIV [UNGASS
2001). This only not reduce the personal suffering that can be associated with HIV , but also
helps to create social and legal environment that encourage people to take up and use HIV
services. Such efforts are essential to achieve the High Level Meeting targets In HIV
prevention, treatment, care and support. Therefore, advancing human rights and gender
equality Is one of the three strategic pillars in the response to HIV, In order to protect people
living with and affected by HIV and to support the effective response to HIV, national
programme needs to include key programme to reduce stigma and discrimination, gender
based violence and Increase to justice, Thelr rights to equality- non-discrimination, dignity,
respect and participation and voice should be protected. These programme not only help
realize basic human rights and access to justice in the context of HIV, they are also critical
enablers to the success of basic HIV prevention and treatment programme. Moreover, they
should Include capacity bullding and community mobliisation component so that those who
are affected can participate in the design and delivery of the programme as well as
leadership and advocacy for their HIV related rights.

Lpecial provision and funding are being sought to protect the human rights and
provide legal support to the key populations through a targeted legal service provision as a
strong referral service, The toclkit developed by International Development and Law
Organization (DLO), in partnership with UNAIDS and UNDP, will be followed while designing
the legal services to PLHIV and MARPs.

B.2 Legal Support

The provision of community legal support and services is recognized as being vital
for members of MARPs to protect themselves and realize their rights, including accessing
and utilizing HIV services, Because MARPs may be marginalized by malnstream society, thay
may experience stigma and discrimination and face harassment, rape, arrast, as well as loss
of housing or other essential services, There ks currently no system of documenting legal
needs of PLHIV, including MARPS. The document for legal support to MARPs will be
formulated in the future,

8.3 Gender Based Equality and Gender Vialence

Addressing gender norms and inequities is essential to reducing HIV risk and
increasing aocess to HIV prevention, care and treatment services for women and men. In
Cambadia, more than half of those living with HIV are women. Under Boosted CoPCT,
reproductive health counseling and services will be provided in outreach services as well as
im QI/ART clinics, including providing services for FEW. HMV-infected women who become
pregnant will be linked to ANC services and closely monitored in fadlities and by MCH/HIV
teams 2t the OO level to minimize loss to follow-up.

Gender-based violence is assocated with increased HIV risk for men and women.
Curriculum and tools to address GBY will be developed, with particular emphasis on
reduting GBV for MARPS and identifying and addressing vialence the context of disclosure
and partner-testing,
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B.4 Police Community Partnership Initiative (PCP1) [Focusing on the Roles of Police)

In the context of the Boosted CoPCT, the enabling environment |s defined as all
arrangements and activities at the national, provincial, district and commune levels that
create condithons that support the smooth implementation of all services for MARPs
delivered by government health facilities and NGO partners. Creating an enabling
environment Is part of the Boosted CoPCT to ensure all conditions required for supporting
the country to achieve its 3.0 commitment are in place.

The enabling environment concept has been one of the main compeonents of the Maol's
Strategic Plan (for 2008-2013), which clearly states that the palice are to serve as enablers at
the community level for securing an environment in suppoart of HIV/AIDS intervention
among MARPs. As such, palice will be active partners, along with OWs, NGO staff and
members of MARPs In a new project called the Police Community Partnership Initiative
(PCPI}. The PCPI will work to prevent any difficulty and seek appropriate solutions to
problems/bottlenecks that are occurring due to conflicts ameng laws or policies and HIV
interventions among MARPs. For instance, there is a need to create links across the human
trafficking and sexual exploitation law, the recent village safety policy, and the effective
implementation of HIV/AIDS Interventions, especlally among MARPs. PCPI actions will
include legal and/or policy adjustment, supporting mechanisms, coordination meetings, and
monitaring visits.

The detail information for implementing PCPIl i clearly highlighted in the 5 year
strategic plan 2008-2013 of the Ministry of interior.
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2 Monitoring, Reporting & Evaluation

9.1 Reporting Process

The official reporting process for this SoF will involve the use of Outreach Worker Log
Books by all OWs working with MARP:,

Data collection and reporting entall a number of stages:

1. Outreach workers record all contacts with their target members In their Log Books,
Including what type of services have been dellvered to the client,

Z. The NGO field office collects and conscolidates the information contained in the OW Log
Books on a monthly basis and enters this into thelr computerized databases.

3. The NGD then completes a guarterly report on the final day of the Quarter and submits
this to the Implementation Team. CQuestions of clarification are asked of the NGO, as
needed,

4. The Implementation Team then amalgamates all of the NGO reparts into a guarterly
reporting form and submits this form to the Secretariat of the Provincial Steering
Committee.

5. Al the same time the Implementation Team feeds the synthesized Information back to
the District Steering Committee for use in micro-planning.

6. The Secretariat of the Provincial Steering Committee then amalgamates all of the
reports from the Implementation Teams into a final Provincial Quarterly Report on the
Boosted CoPCT and submits it to the Secretariat of the National Technical Working
iGroup on the Boosted CoPCT.
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9.4

Mapping and Micro-planning

9.4.1 Mapping

9.4.1.1 The purpose of the mapping Is to:

*  Enumerate entertainment establishments (EE) and other venues (e.g., streets,
parks] in hotspot locations, member of MARPs frequenting each hotspat, and
the type of health and non-health service providers and services provided.
Maps should also record sites of condoms avallability and service hours to assess
if they are suitable for MARPs to access services,

+  Produce estimates and Inform micro-planning. Based on a good understanding
of the needs and gaps, service providers can jointly plan well targeted and
coordinated interventions.

=  Complement and triangulate with results from national population size
estimates carried out In connection with integrated biclogical and behaviorsl
survelfance (IBBS) conducted every 3 years for each MARPs to produce mutually
agreeable denominators for use as part of the MEE Framework,

5.4.1.2 Populations covered by Mapping

The populations covered by mapping are:
EW — in EEs and other hotspots
MSM = in EEs and other hotspots
TG —in EEs and other hotspots
PWID = in hot spots

E & & 8

in addition, the mapping team will document the organizations in the area that
provide services from the service package to MARPs. This will include, but is not limited to:

*  Health facilities providing services from the complete minimum package {public,
NGO and private}

*  legal service providers

+  Drop-in Centers

*  MMT and NSP providers

9.4.1.3 Locations for Mapping
= Priority ODs that will be determined by MNCHADS based im part om HIV

prevalence.
= EEs and open-air hotspot venues, such as streets, parks etc. within the identified
0Ds.
5.4.1.4 Mapping Methodology

Mapplng will be undertaken by the Provincial AIDS and 5T1 Programme [PASP), NGD
service providers, bocal authorities/PCPI and other stakeholders induding representatives of
MARPs, The District Steering Committee will be responsible for conducting the mapping,
with technical and financial support from the PASP. In general mapping should be
conducted during the 4th quarter of each year,

+  Tralning. A national training workshop will gather representatives from each

PASP and from NGOs providing outreach services. The PASP will be responsible
for carrying out the mapping at the provincial level. At the workshop, training is
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provided to the provincial represemtatives on how to properly conduct the
mapping, Representatives are also guided in the planning and preparation of
the mapping, as the level of effort Involved with the mapping will vary from
districk to district, depending on size and the number and gecgraphic
distribution of EEs, the number of MARPs, and awvailable services targeting
MARPs.

»  Disseminate/Prepare for the Procass. The PASP representative will hold an
initial meeting at the provincial level upon return, to relay the Information from
the national training to representatives of the District steering Committees and
ather stakeholders from the priority ODs within the province.

= Form Mapping Teams  After thelr return to the District level, the
representatives of the PASP in cooperation with the District Steering Committee
representatives who have recelved training begin mapping preparations. This
entails convening meetings to establish Mapping Teams (MTs), comprised of
representatives of the PASP and the District Steering Commitiee, NGO service
providers {staff or OWSs), MARPs representatives, establishment owners and
local authorities/PCPI, This team’s task Is to collect the Information In EEs and
other hot spots.

*  Conduct Mapping. MTs mark EEs and other hotspots on paper maps [previously
drawn to represent the geographic area). The team then establishes a data
collection plan and divides into smaller MTs to collect primary data from EEs and
other hotspot venues.

MNodes;

Data in EEs, where the target population are recorded by OWs, will be collected by
the MTs from log books. In other EEs where there is no formal register, often in
cases where the target population are the customers (e.g. saunas for M5M and TG
and bars frequented by MARPs), the traffic through the venue will have to be
estimated by key informants, such as the establishmeant awner or manager and the

OW working in the particular venue, Data will be validated through separate
interviews with local authorities and ather key informants.

Data in hotspot locations other than EEs [e.g. parks and streets) will be collected In
close consultation with outreach workers, community members and service
providers. OWSs providing outreach in these locations will estimate the number of
individuals within target populations In each site. Where necessary, these fgures
can be supported and supplemented with information from other parties including
local authorities,

Each MGD working in a particular district will allocate money to fund their own
participation in the mapping process.

* Compile data. The data from different EEs and other hotspots are compiled into
& master sheet and processed by NGO service providers to distingwish between
high and low risk venues.

»  Validate data. The master sheets from each District are sent to the PASP to
check and validate the data and revert to MTs where necessary to obtain
additional information or to seek validation ar clarification.

*=  Consult with stakeholders. The PASP will arrange a meeting with
representatives of the mapping teams within the province to discuss the Initial



results and complle the data, The PASP will then draft a final report which will
be sent to NCHADS, using the tamplate and guidelines provided by MCHADS.

=  Discuss at national level. Once the data has been compiled, they will be
reviewed and discussed at a national workshop among provincial and District
representatives. This workshop will be held to discuss problems faced during
the mapplng process and to 1dentify potential solutions,

9.4.1.5 Quarterly Reporting

The District Steering Committee will also carry out a guarterly update on whether
there has been closure or opening of EEs or ather hotspots in their target areas and report
on the number of individuals working/attending the establishments, according to the NGOs
warking in the area. A reporting tool will be created by NCHADS for this purpose.

9.4.2 Micro-planning

9.4.2.1 Once the data are validated, MTs at the District level will conduct micro-planning.

9.4.2.2 Micro-planning sessions involve the PASP, service providers, and other stakeholders
Including representatives of MARPs. Micro-planning entalls planning how the package
of services will be provided to each MARP, in each District, through a collaborative
effort of service providers.

9.4.2.3 Main outputs of the micro-planning sessions are an agreement on denominators
(number of various EEs and hotspots in need of services) and coverage targets for each
service provider (number of EEs and hotspots to be reached by a specific package of
interventions and by whom).

9.4.2.4 Achievernent of results is measured by each service provider sgainst its specific
coverage target,

9.4.2.5 More specific and detailed information and instructions for mapping and micro-
planning processes, including the tools to be used, will be provided at the
national/regional training workshops. These workshops will draw from the
experiences of those involved in prior mapping exercises carrled out under the EW Sof
for CoPLT.
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