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Section 1: Context Related to the Funding Request
To respond to the questions below, refer to the Instructions and Essential Data Table(s). 

1.1 Key References on Country Context
List key reference documents referred to in this funding request that provide the country’s contextual cross-cutting and disease-specific information. A list of which types of documents can be used is included in the Instructions.

	Key areas
	Reference document
	Attachment 
	Page(s)

	Health system strategies
	1. Government of Bangladesh (2017). Ministry of Health & Family Welfare. Directorate of Health Services. Planning Wing. Health-6. Bangladesh Secretariat. 4th Sector Programme, TB-L&ASP/2017/247; Date 15 May 2017 
	Attachment 
	Pages 5, 14-18, 23-25

	
	2. Revised 4th National Strategic Plan for HIV and AIDS Responses 2022-2023
	Attachment 
	Page 3,20

	
	3. 4th National Strategic Plan for HIV and AIDS Response 2018-2022
	Attachment 
	Page i, 9,10-11

	
	4.  Government of Bangladesh (1996). National policy on HIV/AIDS and STD related issues. Directorate General of Health Services (DGHS), Ministry of Health and Family Welfare, Govt. of the People’s Republic of Bangladesh.
	Attachment 
	Page 7, 10,12-13

	Health system overview
	5. AIDS STD Programme (2019). Annual Report 2018, AIDS/STD Program. Directorate General of Health Services, Ministry of Health and Family Welfare, Government of the People’s Republic of Bangladesh
	Attachment
	Page-10,11, 16, 19, 20, 23 

	
	6. AIDS STD Programme (2016). Mapping study and size estimations of key populations in Bangladesh for HIV programs 2015-2016. National AIDS/STD Program (ASP), Directorate General of Health Services (DGHS), Ministry of Health and Family Welfare, Govt. of the People’s Republic of Bangladesh.
	Attachment 
	Page xv, xvi

	
	7. [bookmark: _Hlk34817415]AIDS STD Programme 2016. Behavioural and Serological Surveillance amongst Key Populations at Risk of HIV in Selected Areas of Bangladesh, 2016 Conducted by Institute of Epidemiology, Disease Control and Research (IEDCR) and icddr,b
	Attachment 
	Page xiv, 54, 120, 128, 130,131

	
	8. AIDS STD Programme (2016). Behavioural and serological surveillance on males having sex with males, male sex workers and hijra, 2015: Technical Report. National AIDS/STD Program (ASP), Directorate General of Health Services (DGHS), Ministry of Health and Family Welfare, Govt. of the People’s Republic of Bangladesh.
	Attachment
	Page 11, 18, 60,130

	Human rights and gender 
	9. Government of Bangladesh (2016). National strategy on addressing gender-based violence for HIV response in Bangladesh (2017-2021). National AIDS/STD Program (ASP), Directorate General of Health Services (DGHS), Ministry of Health and Family Welfare, Govt. of the People’s Republic of Bangladesh.
	Attachment 
	Page 1-36

	
	10. Government of Bangladesh  (2014). Bangladesh Gazette, Registration #SKM/KM-1Sha/Hijra-15-2013- 40, January 22, 2014.
	Attachment 
	Page 1

	
	11. Khosla N. (2009). HIV/AIDS interventions in Bangladesh: what can application of a social exclusion framework tell us? Journal of health, population, and nutrition, 27(4), 587–597. doi:10.3329/jhpn. v27i4.3404
	Attachment 
	Page 587-597

	
	12. Health Policy project 2016. Bangladesh how the decline in PEPFAR funding has affected key populations
	Attachment
	Page 2

	
	13. Harm Reduction International, 2019. The Death Penalty for Drug Offences: Global Overview 2018. Giada Girelli.  ISBN 978-0-9935434-8-7
	Attachment
	Page 33-34

	Disease-specific 
	14. AIDS STD Program. (2019). World AIDS Day presentation slides, December 01, 2019. AIDS/STD Program (ASP), Directorate General of Health Services (DGHS), Ministry of Health and Family Welfare, Govt. of the People’s Republic of Bangladesh.
	Attachment 
	The PPT

	
	15. AIDS STD Programme; UNAIDS. 2019. BANGLADESH INVESTMENT CASE FOR HIV: Sustainable Investment Options in the National HIV Response (Final Draft)
	Attachment 
	Page ix, 19, 20, 27-30, 32-37

	
	16. UNAIDS DATA 2019
	Attachment
	Page 142,143, 156,157




1.2 Summary of Country Context

Explain critical elements of the country context that informed the development of this funding request. 
The following points should be addressed in the response:
· The epidemiological context and other relevant disease-specific information; 
· Information on disease-specific and the overall health systems, along with the linkages between them; 
· Relevant key and/or vulnerable populations; 
· Human rights, gender and age-related barriers and inequities in access to services; 
· Socio-economic, geographic, and other barriers and inequities in access to health services; 
· Community responses and engagement; and
· The role of the private sector.
Refer to information provided in the key reference documents listed in Section 1.1.

	[Applicant response] 3 Pages 
Summary of Country Context
Bangladesh has a low HIV prevalence of <0.1% among its general population. It is one of the seven countries in Asia and the Pacific region to experience an increase in HIV incidence [5, Page 10]. A concentrated epidemic has been rising among key populations (KPs). Surveillance findings from 2015-16 showed HIV prevalence among males who inject drugs (MWID) at 22% in Dhaka city, which is 27% prevalence in a specific l pocket of Dhaka city among the same group. Among the women who inject drugs (WWID) HIV prevalence was 5% in Dhaka. In remaining Dhaka, HIV prevalence was 8.9% among MWID [7, page 120]. HIV prevalence among female sex workers (FSW), men who have sex with men (MSM), and male sex worker (MSW) was less than 1% among each. Among the transgender (hijra), 46 were sampled in Hili, a small northern port bordering with India, and two were found positive for HIV (4.3%); in Dhaka 0.9% were positive [7, page 139, 8 Page 11]. From 1989 to October 2019, a total of 7,374 HIV positive cases were detected; the estimated number is 14,000 [14, Slide # 4; 16, page 142-143, 156-157]. In 2019 a total of 919 new cases were detected till October (including 105 Forcibly Displaced Myanmar Nationals. Among them, most were from Dhaka (381) followed by Chattogram (203), Khulna (90) and Sylhet (59).  PWID, MSM and MSW, FSW and hijra constitute 24%, 3%, 2% and 1% of HIV infections, respectively. [14, Slide #7, 8,10,18]. Figure-1 shows the trends of HIV case detection (1989-2019). Recent data reveals, 74.42% of cases are among those of 25-49 years, most of whom are sexually active; 6.5% were among children (0-18 years) [2, page 3]. About 74% of new infections are male, 25% female, and 1% TG [14, slide # 12, 11]. The size estimation of KPs in 2015-2016 and the number of identified people living with HIV (PLHIV) depict a geographical concentration in Dhaka and 22 other districts [15, page 28-29]. Detected HIV cases are screened for TB (tuberculosis).  In 2019, 27 PLHIV had TB-HIV co-infection; 26 were put on TB treatment [12, Slide #16]. In 2019, a total of 51 HIV positive pregnant women were enrolled for Prevention of Mother-to-Child Transmission (PMTCT). Among them, total live birth was 47, and 2 were born with HIV [14, slide #s16, 17]. 
Disease Specific Information and its Linkages with Health Systems 
TB, Leprosy & AIDS/STD Program (TB-L & ASP) is one of the 29 Operational Plans (OP) under the nation’s 4th Health Population Nutrition Sector Program (HPNSP), 2017-2022. It aims to contain HIV transmission and minimize its impact to end AIDS by 2030 [1, page 5]. The national AIDS response in Bangladesh is guided by the 4th HPNSP, administered by the Ministry of Health and Family Welfare (MOHFW) [5, Page-10, 16]. As per the OP, government provides anti-retroviral (ARV) drugs through 11 public healthcare facilities across the country, and activities are planned for HIV prevention for KPs and migrants; HIV testing; treatment, care and support for PLHIV; Health Management Information System (HMIS); mass awareness; surveillance, surveys, research studies; capacity building; and coordination. It emphasizes referral and linkage to district hospitals [1, page 23]. Prevention for KPs is primarily supported by the Global Fund (GF) and other donors. Non-Governmental Organizations (NGOs), as Principal Recipients (PRs) manage and implement prevention services including HIV testing for KPs. HIV detection is 52.67%; a total of 4,009 PLHIV (till October 2019) received antiretroviral therapy (ART) from the 11 ART and 06 comprehensive Drop-in Centers (CDICs: managed by PR-Save the Children). ART coverage is 65.38% among PLHIV, and viral suppression is 84.60% among those tested [14, slide # 9]. Table 1-Key Population
FSW
PWID
MSM
MSW
TG
102,260
33,067
101,695
29,777
10,199


Key Populations (KPs)  
KPs include FSW, MSM, MSW, TG/hijra and people who inject drugs (PWID) both men and women. Their sexual and injecting practices exacerbate their vulnerability to HIV. In 2016, 52.4% and 53.1% of PWID shared (lent or borrowed) their used needles/syringes in the last injection episode or within the past week respectively [7, page xiv]. About 61-79% and 72-81% of the FSW reported using condoms with new and regular clients, respectively [7, page xiv]. Similarly, 46% MSM, 46.5% MSW and 58.9% TG reported never using condoms with their clients and non-transactional sex partners [8, page 130]. The mean age of first sex of the KPs were 15, 15.75, 13.6 and 12.3 years respectively for FSW, MSM, MSW and hijra [8, page 130].  Table 1 shows the higher ranges of estimated KPs reported from the size estimation exercise in 2015-2016 [7, page xv]. 
Disease Strategy
The revised 4th National Strategic Plan (NSP) 2018-2023 aims to minimize HIV transmission and impact of AIDS by 2030 through: prevention; treatment, care and support; management and coordination; and strategic information. It is based on epidemiological context, 4th HPNSP, the previous 4th NSP (2018-2022), Investment Case of 2019 and projections from the AIDS Epidemic Model (AEM), etc. [15, pages 20, 32-35].  Considering the spread of KPs across various locations, intervention strategies are prioritized in 23 districts, especially Dhaka. HIV testing services (HTS) are available in government and NGO-operated facilities. Ongoing efforts to increase HIV detection includes establishing linkages with TB, Maternal Neonatal Child Health (MNCH) and Sexual Reproductive Health (SRH) programmes. Treatment, care and support services for PLHIV and management of opportunistic infections (OIs) are provided at selected public healthcare facilities. The community-based organizations (CBOs) are mobilized to reach PLHIV, including HIV positive KPs. TB-L & ASP are considered under a single OP under the 4th HPNSP and activities are planned for prevention among KPs and migrants. [1, page 5,14-18]. 
Program Reviews and Evaluations
The national response to HIV/AIDS is guided by the NSP and relies on both international and domestic funding. In 2018, 36% of the funding was domestic [15, Page 25, Figure 3], indicating increasing domestic investment. KP interventions implemented through NGOs focus on HIV prevention, increasing case detection, and providing treatment, care and support services for PLHIV. Currently, the intervention coverage for PWID, FSW, MSM/MSW and hijra are 28.7% (9,500/33,067), 21.6% (22,100/ 102,260), 21.3% (28,000/131,472), and 39.8% (4,062/10,199) respectively in relation to the national size estimation [2, page 20; 6, Page xv]. Districts are prioritized based on the concentration of KP and PLHIV. The investment case of 2019 was carried out using AEM. It demonstrated effectiveness of ongoing prevention programs among KPs and its impact on HIV prevalence. According to the report, if programme had not been in place since 1995, HIV prevalence among KPs and clients of sex workers would be increasing between 1995 and 2018 [15, page 36-40]. If current prevention programme among KPs discontinued after 2020, the estimated PLHIV in Bangladesh would reach 81,154 by 2030; almost all KPs would experience a concentrated HIV epidemic in Dhaka and 60,300 new infections would emerge [15, page 39, Table 13]. The figure 2 shows the graphical feature. The report also suggests the most feasible option would be to scale up efforts in prevention and treatment to reach targets of the revised 4th NSP 2018-2023 and ending AIDS by 2030.
Human Rights, Gender and Age-related Barriers and Inequities in Access to Services
 Human rights and gender-based issues are at the core of HIV prevention in Bangladesh [4, page 7,10,12-13]. The Government of Bangladesh (GoB) has recognized hijra as a separate gender [10, page 1] and has launched a "third gender" category on Bangladesh's national voters list, effective April 2019. In June 2018, a joint advocacy forum titled the ‘National Task Force (NTF) was formed with relevant government entities, NGO stakeholders, icddr,b and UNAIDS to address human rights issues in KP interventions. The ASP developed a Gender Strategy (2017-2021) to address gender-based violence (GBV) among KPs, emerging & vulnerable groups, PLHIV and affected family members [9, pages 1- 36].  Socially-excluded people in Bangladesh include: women, particularly sex workers, MSM, PWID, hijra, PLHIV, and people living in poverty. Double stigmatization ensues among MSM who are diagnosed with HIV. Exclusionary legal barriers include the Section 377 of the Penal Code that criminalizes homosexuality; ambiguity in the legality of brothels, prohibition of sex work in any venue, etc. This ambiguity predisposes sex workers to harassment and hinders their access to healthcare [11, Page 587–597]. Another legal barrier is the Narcotics Control Act (NCA) of 2018. On 27 October 2018, parliament adopted the revised NCA, which expands the applicability of the death penalty to methamphetamine bearers. [13, page 33-34]. The NCA does not recognize needle-syringe exchange as a public health practice. 
Socio-economic, Geographic, and other Barriers and Inequities in access to Health Services
KPs from lower socio-economic strata face challenges in availing health services from public and private facilities, primarily because of socio-cultural taboos. They face stigma, discrimination, and human rights violations, inside and outside healthcare settings. MSM are reluctant to disclose their sexual practices due to the criminal code. Though sex work may be legalized in brothels, FSW face GBV and municipal ordinances against soliciting leading to risk of police harassment [12, page 2]. 
Community Responses and Engagement
ASP engaged various community networks, including Network of PLHIV (NOP+); Sex Workers Network (SWN); Network of People Who Use Drugs (NPUD); STI/AIDS Network; Community Forum, etc. Bandhu Social Welfare Society (BSWS), an MSM-led organization, is a sub-recipient (SR) implementing MSM and hijra interventions. The hijra community-led organization ‘Badhon Hijra Sangha’ is a sub-sub-recipient (SSR) under BSWS and “Sustha Jibon” a hijra CBO is implementing two service centers of MSM and hijra interventions. Nari Mukti Sangha (NMS), an FSW-led organization is working as an SSR for FSW interventions. APOSH, a PWID CBO and a PLHIV organization, Mukto Akash Bangladesh (MAB), are engaged in PWID interventions [5, Page 19, 20, 23]. Ashar Alo Society (AAS) is one of the pioneers of the PLHIV CBOs working under the GF grant since 2008.



1.3 Lessons Learned from Global Fund and Other Partner Investments
Describe how Global Fund and domestic investments, as well as those of other partners, supported national health targets during the current allocation period. Include the main lessons learned that are relevant to this funding request (for example, innovations or bottlenecks in service delivery). 

	[Applicant response] 1 Page

The PRs implement interventions at facilities and communities for prevention, diagnosis, treatment, care and support in most of the 23 priority districts and in some of other districts. Considering 90-90-90 targets, PR-SC provides services to 9,500 PWID (38% of NSP target); till December 2019, about 1,135 PWID living with HIV were identified; 728 are on ART. Further, 1128 PWID receive opioid substitution therapy (OST), including 400 are PLHIV and 396 of them are on ART. PR-SC also covers 18,500 FSW (28% of NSP target). Some best practice examples by PR-SC are:
1. Differentiated HIV testing services: HTS is cascaded from facility to community. It is available at drifting spots of PWID and FSW. Index testing identifies HIV among those who share paraphernalia, families and sex partners. Above 90% of the targeted PWID and FSW were tested in 2019. Community Based HTS guideline was developed and endorsed by government. 
2. Point of care for PWID: The six Comprehensive DICs (CDICs) provide NSE, HTS, OST, ART and co-infection management. Thus, HIV case detection has increased from 31% in 2017 to 76% in 2019 and ART enrolment increased from 39% 2017 to 68% 2019. OST services have been scaled-up from 2% in 2017 to 7% in 2020. To strengthen ART adherence, case workers (CWs) have also been deployed.
3. Community led Responses: The ‘Community Squad’, formed by FSWs, combats violence and reduce discrimination for availing social and health services.
Similarly, PR-icddr,b provides services to 28,000 MSM and 4,062 hijra which is 21.3% and 39.8% of national targets respectively. Some of the best practices of icddr,b from this grant are: 
1. 1. Continued role as implementer and technical-assistance for OST since 2010. It has been working with the Department of Narcotics Control (DNC) for implementing OST. The program showed 85% treatment retention rates among the PWID. 
2. 2. It launched information, communication and technology (ICT)-based HIV prevention intervention from Dec 2018. The services include mobile app and web application for providing preventive information on HIV, STI and viral hepatitis, self-risk assessment of HIV and linking clients to the nearest service delivery points. 
3. 3. From the current grant (2017) icddr,b introduced patient navigation strategy by deploying 5 peer navigators at 4 major cities, which is boosting ART adherence. HTS coverage of icddr,b is 68.7% among MSM/MSW and 65.01% among hijra; a significant increase towards progressing to the global 90-90-90 target in the current grant.
ASP coordinates the overall programme and supports ART facilities including Community Peer Counsellors (CPCs) to strengthen ART adherence. It collaborates with National Tuberculosis Programme (NTP) for TB/HIV co-morbidity. UNICEF has been working with ASP to provide PMTCT services at 11 public health facilities. UNFPA, UNAIDS and NGO partners are working jointly in brothels for increasing awareness and behavioral changes of FSWs. However, Bottlenecks include:
· Coverage: Prevention interventions were not timely rolled out from govt. OP and with the current KP coverage is trivial to achieve “Ending AIDS by 2030” [3, page 10-11]. About 48% of estimated cases are yet to be identified. ART coverage is 65% among PLHIV.
· Readiness: Most health facilities are not equipped for HTS and serving KPs.
· PWID intervention: NSEP continuously faces challenges for drug related legal issues. PWID are always under police incursion and in hiding, increasing unsafe practices.
· Differentiated services: One stop service for viral load testing, ARV drug resistant testing, and other co-infection (TB, Hepatitis, syphilis), HTS services and continuum of care lacks in the health delivery system
· Data reporting: PLHIV database is yet to be fully functional in DHIS2. The available data of KP size estimation and IBSS are from 2015-2016, which might not be reflecting the actual situation in 2020.




Section 2: Funding Request and Prioritization
To respond to the questions below, refer to the Instructions, as well as national strategy documents, Programmatic Gap Table(s), Funding Landscape Table(s), Performance Framework, Budget and Essential Data Table(s). 
[bookmark: _Toc8896984]2.1 Overview of Funding Priorities
Summarize the approach used for prioritization of modules and interventions (or in the case of Payment for Results, the performance indicators and/or milestones). The response should include:
· How these prioritized modules ensure the highest possible impact with a view to ending the epidemics of HIV, TB and malaria; and
· How challenges, barriers and inequities, including those related to human rights and gender, are being addressed through the modules prioritized within this funding request.
	[bookmark: _Hlk35439790]Applicant response] 1 page
In Alignment with revised 4th NSP (2018-2023), latest size estimation (2015-2016) [6, page xv], and Investment Case (Scenario-3) 2019 [15, page 33-34] scaling up of KP coverage has been prioritized based on geographical vulnerability. Prevention, differentiated testing and treatment will be strengthened to reinforce towards 90-90-90 targets. The interventions are customized for three different geographical regions: Dhaka, the epi-center; 22 priority districts; and remaining 41 districts. About 62.3% of KPs and 79.8% of detected PLHIV live in the 23 districts (Dhaka and the 22) [15, page 27-30]. Behavioral patterns of each of the KPs and human rights issues are considered. The government PR (ASP) and NGO PRs (Save the Children and icddr,b) will jointly implement the interventions. PR-SC will provide services to PWID in 8 districts, and to FSW in 13 districts. PR-ASP will provide services to PWID and FSW in other 4 districts from govt. hospitals. PR-icddr,b will provide services to MSM/MSW and TG in 23 priority districts and 14 other districts (District list annexed). Table-2 below has the snap-shot of funding priorities:
	Table 2- Funding priorities

	KPs
	Priority Intervention 
	Targets 
	Geographic coverage
	Approach 

	
	
	
	Dhaka 
	Other districts 
	

	PWID
	Prevention, testing, treatment, care and follow-up
	13,926:
11,500 (SC) + 2,100 (ASP)
	6,200: 
100% of NSP target.
	7,726: 
SC - 5,300 (84% of NSP target in 7 districts: 
ASP- 2,100 (80% of NSP four districts from govt. hospital)
	Peer driven differentiated community-led service; referral to govt facilities; 8 CDICs, 2 DICs, 10 outlets (2 under CBOs); OST to 2,600 PWID by SC; OST to 600 by icddr,b. 

	FSW
	Prevention, testing, treatment, care and follow-up
	31,400:
30,000 (SC) + 1,140 (ASP from 2nd Year)  
	13,500: 
87% of NSP targets
	17,900 (80% of NSP): 
SC - 16,500 (68% of NSP target in 12 districts: 
ASP 1,140 (12% of NSP 
	Peer driven differentiated service; 09 DIC (one community led), 16 outlets (four community/CBO led). Referral to govt facilities

	MSM/ MSW
	Prevention, testing, treatment, care and follow-up
	32,500
	5,530 
90% of NSP target in Dhaka
(5,530/6,116)
	 26,970
73.4% of NSP target in other districts 
(26,970/36,751) 
	Peer-driven, community engagement,14 DICs, 18 Sub-DICs, 18 outlets and 13 satellite; two public hospitals will be model of integration for clinical services.  

	TG
	
	5,000
	1,310 
98% of NSP target in Dhaka
	3,690
71.2% of NSP target in other districts
	


ASP will coordinate and advocate with NGO PRs and other entities of government. It will facilitate enabling milieu for KPs for accessing public services without discrimination, upholding human rights. Capacity building of government staff will be organized and district health managers in 28 districts will be engaged with NGO/CBO implementors for HIV testing, treatment and support to the KPs for other reproductive healthcare. Pregnant women will be supported for HIV testing during ante natal care and other SRH care. The National Task Force (NTF) will facilitate human rights issues and KPs’ accessibility to public facilities.





2.2 Funding Priorities 

a) Based on the Global Fund Modular Framework, use the table below to detail each prioritized module proposed for Global Fund investment for the relevant disease component(s) and/or Resilient and Sustainable Systems for Health (RSSH).  
[bookmark: _Hlk8921192]
	[bookmark: _Hlk11328283][bookmark: _Hlk11328334][bookmark: _Hlk11328321]COMPONENT: HIV


	Module # 1
	Prevention- MSM and transgender women (Hijra)

	Intervention(s) & Key Activities
	Intervention: Condom and lubricant programming
Activities: Condoms and lubricants will be promoted and distributed to 32,500 MSM/MSW and 5000 transgender women (hijra), free of cost by peers at cruising sites, from community-based depots and service delivery points (SDPs). 14 Drop-in Center (DICs) will provide services to ≥1000 MSM, MSW & hijra; 18 sub-DICs will serve 700-850 KPs; 18 outlets will be serving 400-550 KPs per outlet. Furthermore, 13 satellite spots will be organized near the community and each satellite spot will provide services to <250 MSM, MSW & hijra. Information Communication Technology (ICT) will be employed to contact hidden groups to ensure they receive services.
Intervention: Behavior change interventions
Activities: Individual- and community-based behavioral change communication (BCC) activities will be conducted at various kinds of outreach locations. BCC will consist of promoting consistent use of condoms, HIV testing, safer sex, etc. Peers In addition, ICT (i.e., mobile app, web, SMS, voice-SMS) will be utilized to contact hidden MSM, MSW and hijra and as part of BCC and to uptake of HTS.
Intervention: Sexual and reproductive health services, including STIs  
Activities: Sexually transmitted infections (STIs) management will be continued through syndromic management approach as per the National STI management guideline, alongside management of general health complaints. Recurrent, non-responsive and complicated STIs will be referred to government healthcare facilities for etiological management. Mobile app and website will be used for self-risk assessment. Linkages will be considered with SRH services for diagnosis, treatment, and counseling of female partners of MSM. On a pilot basis, two public healthcare facilities in two different districts will be utilized for STIs and general health care services for KPs, aiming to examine the feasibility and acceptability of health services offered to KPs.
Intervention: Interventions for young key populations
Activities: Young key-population and most at-risk adolescents MSM and hijra will receive free-of-cost preventive services including condoms and lubricants, BCC, and SRH services. 
Intervention: Addressing stigma, discrimination, and violence
Activities: Advocacy sessions with various groups of stakeholders (i.e., religious leaders, local influential people, members of law enforcement agencies, journalists, etc.) will be conducted at intervention sites to facilitate program implementation. Stigma, discrimination, and violence-related issues will be addressed via group education sessions and life-skill education trainings. Referral/linkages will be established with service providers for providing medico-legal and psychosocial support services to address GBV and Human Rights violations. The National Task Force, established under the leadership of the National Human Rights Commission and ASP, will continue to safeguard KPs’ human rights through providing relevant services.
Intervention: Harm reduction interventions for illicit drug use
Activities: MSM and hijra who use illicit drugs will be linked to relevant government and non-government services associated with harm reduction. Considering the rising use of methamphetamine among hijra and MSM, methamphetamine-related HIV risks and complexities need to be addressed within the HIV prevention intervention. A guideline on management of concurrent drug use (including methamphetamine) will be developed in collaboration with Department of Narcotic Control (DNC), Government of Bangladesh. DIC counselors will be capacitated to provide relevant counseling services to alleviate their HIV-related vulnerabilities, under the support and training of the chief psychiatrist of DNC. Critical cases of meth dependence, referrals, and linkages will be consolidated with rehabilitation and detoxification centers.
Intervention: Prevention and management of co-infections and co-morbidities 
Activities: Community- and facility-based verbal TB screening will be conducted. Presumptive TB cases will be referred to DOTS (Directly Observed Treatment Short-course) Centers for diagnosis and treatment. Management of co-infection and co-morbidities of PLHIV such as Hepatitis B & C will be provided through accompanied referrals to government hospitals. Accompanied referrals for anal cancer, mental health and non-communicable disease (NCDs) will also be initiated at government health centers.
Intervention: Community empowerment
Activities: Community partnership linkage and coordination will be maintained and safe spaces (i.e. DICs) will be established for community members. Like current modality, most of the field level staff will be community members. Besides, icddr,b will involve  more capacitated CBOs in program implementation. Also, involvement of CBOs in treatment, care and support for PLHIV will be ensured. Community members and CBOs will also be involved in advocacy with local and national stakeholders.

	Priority Population(s)
	Males who have sex with males including male sex workers, and transgender women (hijra)

	Barriers and Inequities
	National laws criminalize male-to-male sexual relationships to the harshest degree (i.e., life imprisonment). Moreover, due to socio-cultural constructs and gender norms, sexual practices of MSM and hijra are stigmatized. Feminized males (kothi) and hijra are socially excluded and subjected to human rights violations. KPs’ access to health and other services remain limited and somewhat because of stigma associated with their sexual practices.   

	Rationale
	MSM and hijra populations experience health inequalities due to lack of tolerance towards male-to-male sexual behaviors and relationships, thus, limiting access to necessary services for kothi and hijra. Adverse experiences from public healthcare facilities make them reluctant or resistant seek healthcare, particularly SRH-related services (including STI) from these facilities. The Global Fund recommends offering safe spaces for KPs at risk of STIs, in countries with punitive laws. Hence, HIV and STI services will be provided through SDPs operated by NGOs. HIV prevention services are yet to be made available for these groups at public and other settings.

	Expected Outcome
	Improved safer sex behavior to reduce HIV and STI incidence among targeted MSM and hijra.

	Expected Investment
	US $ 4,696,684



	Module # 1
	Prevention- Female Sex workers and their clients

	Intervention(s) & Key Activities
	Interventions will be implemented by PR-SC and PR-ASP. PR-ASP will implement at a small scale using existing government facilities. Thus, the strategic approaches are different. A mapping exercise will be conducted to avoid overlapping between the intervention areas of the PRs.  
Intervention: Condom and lubricant programming 
Activities: PR-SC will provide free condoms and lubricants in 13 districts for 30,000 FSWs. Condoms and lubricants will be distributed by peer outreach workers (POW) primarily, and also from DICs, outlets and depots. To ensure off hour condom availability, depot holders (e.g. shopkeepers, pimps, madams, etc.). will be engaged. POW will be recruited from the community and their work area will be defined based on concentration and modality of sex trade, settings, e.g. street, hotel or residence. For street based FSWs in Dhaka A1 (older parts of Dhaka), the ratio of POW to FSW is 1:60, whereas it is 1:70 and 1:90 in Dhaka A2 (remaining parts of Dhaka) and other districts respectively. For hotel and residence based FSWs, one POW will be responsible for reaching FSWs in seven hotels and ten residences on average respectively. They will be paired with hotel boy and residence madam. In addition to the free condoms, multiple brands of condoms will be available for purchase among the hotel and residence based FSWs for those who have ability to buy these. A proportion of required condom will be procured from the grant but gradually it will be collected from the government sector programs.
PR-ASP will provide the service from public hospitals to 1,140 FSWs at 4 districts by engaging FSW outreach workers or Peer Educators (PE to FSW ratio 1:200) from the 2nd year of the grant cycle. ASP appointed PE will promote condom use in the outreach and FSW will also receive condoms from the hospitals during their visit as per their requirement. Condoms will be supplied from OP fund.
Intervention: Behavior change interventions 
Activities: PR-SC will implement three approaches for BCC: 1) One to one and group sessions using appropriate IEC materials; 2) Social interaction with friends, family and the community through games, theater, creative works (eg. developing products), social networks (offline and online), and local level sensitization and advocacy. 3) Development of life skills to support business development and marketing to ensure rehabilitation and livelihood for FSWs. Capacity will also be developed so FSW may access social justice and public facilities especially for health care. For hidden and hard-to-reach FSWs virtual space-based BCC will be designed. Online assessment of risk behavior will be introduced.
Under PR-ASP hospital-based counselor will have sessions with the FSW to change their risk behaviors during hospital visits. Also, PEs will conduct one to one and group sessions at the field level using IEC/ BCC materials.
Intervention: Sexual and reproductive health (SRH) services
Activities: Under PR-SC, comprehensive SRH services will be offered to FSWs. Shifting of SRH services from community set-up to government facilities will be gradually increased (25-45%) throughout the grant period. MA will provide counselling, pregnancy test and enhanced syndromic management of STIs either at DIC/Outlet, or at satellite spots. On the other hand, pregnancy care, cervical cancer screening, and etiological management of STIs will be linked with government/semi-government/NGO health facilities. Referral linkage will also be available with private practitioners through voucher schemes. Continuous capacity building and clinical supervision of the service providers will be ensured through formal and on-the-job training and mentoring.
Under PR-ASP, hospital-based SRH services will be provided for FSWs when necessary; and at least once in the year health checkup will be conducted. Medical officer, counselor and service providers from other departments (if required) will ensure the health services for the FSWs. Enabling environment will be ensured for the KPs in the hospital facility.
Intervention: Interventions for young key populations 
Activities: Adolescent FSWs will be reached with customized package by PR-SC. Provision of adolescent POW will be created in every DIC. Adolescent network will be formed to link them with national social safety nets and alternative schemes. Support will be given to obtain birth registration so they can apply for national ID, passport, driving license, bank account, etc.
Intervention: Addressing stigma, discrimination, and violence 
Activities: ‘Community Squads’ and ‘DIC-based Community Group’ will be utilized to respond to sexual violence and social harassment by PR-SC. A hot line number will be operational through Sex Workers Network (SWN). The SWN and CBOs will be engaged for advocacy with local religious and political leaders, and law enforcement agencies for social support and combating violence. Functional linkage will be established between human rights organizations and SWN/CBOs. Strategy document, manual/guidelines, training modules, BCC materials, etc. will be developed for advocacy in association with ASP. Systematic recording, reporting and response mechanism will be built within the intervention.
PR-ASP will arrange workshops, orientations and meetings at the hospital premises with hospital-based service providers and other relevant departments including district social welfare, law enforcement, district administration etc. officials under the leadership of Hospital Superintendent or Civil Surgeon to reduce stigma and discrimination. Violence and discrimination reports (as recorded by NGOs, SWN or CBOs) will be shared in the meetings for way forward.
Intervention: Prevention and management of co-infections and co-morbidities
Activities: Verbal screening for TB will be done at DIC/Outlet by PR-SC and suspected cases will be referred to Govt./NGO facilities for further investigation and management. Functional referral network will be established with relevant public and private facilities. IEC/BCC materials specific to TB will be used.
Co-morbidities, mainly with TB, will be referred to relevant departments (eg. NTP TB center) in same compound (by PR-ASP).
Intervention: Community empowerment
Activities: FSWs and their community will be empowered with rights and law literacy by PR-SC. An environment where FSWs can raise their voice through community groups, CBOs and networks will be created. For their economic freedom, cooperatives may be formed. Necessary initiatives will be taken to build capacity of the SWN and CBOs. SWN will lead and implement outreach team mentoring and community-based monitoring. A set of guidelines, policy documents, tools and form/formats will be developed for this.
Intervention: Harm reduction interventions for drug use 
Activities: All outreach staff under PR-SC intervention will be trained on harm reduction interventions to ensure services for WWID who are involved in the sex trade. POW of DICs of Dhaka, Narayangonj and Gazipur will facilitate services required for WWID. These DICs will have provision for NSE and linkages with CDICs (of PWID intervention) for OST and ART. WWID will have access to both FSW and PWID DIC/CDIC/Outlet to avail services.

	Priority Population(s)
	Female Sex Workers and their clients

	Barriers and Inequities
	Generally, sex work is considered a delinquent act. FSW are frequently victims of GBV. Municipal ordinances against soliciting place them at high risk for police harassment [12, page 2]. There are some punitive laws which trigger legal harassment, though the penal code does not criminalize sex work. Abuse of punitive laws hinders the program implementation for FSWs and disrupts consistent availability of condoms. In addition, there are instances, when FSWs are compelled to do sex without condom. FSWs themselves neglect SRH issues including HIV testing due to self-stigma, and discrimination from the service providers. 

	Rationale
	Though condom use rate has increased among the FSWs over the period; younger FSWs have riskier behaviors with a greater number of clients and less access to HIV prevention programmes [7, page 123]. Also, there are knowledge gaps on HIV, STI and safer sex practice with consistent condom use. The investment case 2019 reported, if the current prevention programs among KPs discontinued after 2020, the estimated PLHIV in Bangladesh would reach 81,154 by 2030 (Table 13) and among the most affected groups would be the ‘clients’ of sex worker [15, page 39, table 13]. The clients are a bridging population. The geographical prioritization has been done based on FSW concentration and prevailing sex trade.

	Expected Outcome
	Safer sex behavior increased among the FSWs; reduced number of new HIV infections and STIs among targeted FSWs and their clients.

	Expected Investment
	US $ 3,513,690 SC 3,495,690, ASP – 18,000 



	Module # 1
	Prevention - People who inject drugs

	Intervention(s) & Key Activities
	Interventions will be implemented by PR-SC and PR-ASP. PR-ASP will implement at a small scale using existing government facilities. Thus, the strategic approaches are different. A mapping exercise will be conducted to avoid overlapping between the intervention areas of the PRs.  
Intervention: Needle and syringe programs
Activities: PR-SC will distribute free Needle/Syringe from facilities (CDIC, DIC) and outreach through POW and mobile vans to 11,500 of PWID in eight districts. The program will also encourage PWID over time to use a single-unit needle and syringe, as “attached” units. Pilot will be done to see acceptance of dead space syringe. There will be collection of used needles and syringes through placement of waste-bins at drug spots, and of collection boxes with the people around the drug trade (eg. pushers and peddlers) in addition to the primary engagement of POW for this exchange program. Items for aseptic precautions, such as utility gloves, forceps and puncture-proof bags, will be supplied. POW to PWID ratio will be 1:45 in Dhaka. At the most vulnerable locations of Dhaka (A1) there will be a 1:1 pairing of peer and non-peer outreach workers. POW to PWID ratio will be 1:65 for other districts.
PR-ASP will provide service to 2,100 PWID in four districts (Chattogram, Jessore, Sirajgonj and Barisal). The target will be 80% of NSP targets for PWID of those four districts. NSEP will be conducted from government district hospitals and through outreach. Outreach services will be offered by Peer Educators (PE to PWID ratio 1: 130). Needles and syringes will be procured with funds under the OP. 
 Intervention: Opioid substitution therapy (OST) and other medically assisted drug dependence treatment
Activities: A total of 3,200 PWID will receive OST services from NGO-PRs. PR-SC will provide OST services to 2,600 PWID from 8 CDICs, 2 OST centers at community level and 2 OST centers at government facilities [i.e. drug treatment center in Rajshahi, under the Department of Narcotic Control (DNC) and Mohanagar General Hospital of Dhaka South City Corporation]. Importance will be given to enroll WWID as well as those who are HIV positive. Appointment of clinical psychologists as counsellors in addition to required physicians and nurses, ensuring take home dosage, setting up satellite OST dispensing corner in other facilities, etc. will be arranged. Regular follow-up for adherence and retention will be strengthened.
PR-icddr,b will provide OST services to 600 PWID from the three existing service centers; of which, one is located at the Central Treatment Center, DNC, GoB, which has been rendering OST services since 2010. PR-icddr,b will provide methadone under the supervision of a team (a doctor, counselor, nurse) for quality of care in all of its settings. 
Required quantity of methadone hydrochloride, general health drugs, and clinical consumables will be procured by respective PRs.
Intervention: Overdose prevention and management
Activities: Specific IEC/BCC materials will be produced by PR-SC to inform the PWID on opioid overdose and its prevention. In addition, outreach staff, partners of sharing networks and their family members will receive orientation on the causes and signs of overdose and how to manage it at community and at home. Referral network with nearby government health facilities will also be strengthened for overdose management. 
Under PR-ASP hospital-based physicians and counselors will be trained on overdose management to provide services to the PWID.
Intervention: Condom and lubricant programing
Activities: Free distribution of condoms will be strengthened as per the needs of PWID through peer outreach workers, mobile vans and from DIC/CDIC and outlet by PR-SC.
Under PR-ASP free condoms will be available at the hospitals and, through peer educators, at outreach sites for PWID. Procurement will be under OP funds. Promotional activities using IEC/ BCC tools will also be conducted to promote condom use.   
Intervention: Behavior change interventions
Activities: PR-SC will apply the following three approaches for behavioral change of PWID around using of sterile needles-syringes; reducing sharing; exchanging used needles-syringes; using condoms; and availing OST, HTS, ART, co-infection management, overdose management, and SRH services – 1) One to one and group sessions using appropriate IEC materials; 2) Social interaction with friends, family and the community through games, theater, creative works (eg. developing products), social networks (offline and online), local level sensitization and advocacy; 3) Life skill development for better quality and healthy living. Capacity will be development for accessing social justice and public facilities especially for health care. 
Under PR-ASP hospital-based counselors will counsel PWID to change their risk behavior. Peer Educators will conduct one to one and group sessions at the field level using IEC/ BCC materials.   
Intervention: Addressing stigma, discrimination and violence
Activities: PR-SC will engage the community and its network in advocacy with local leaders and law enforcers for reduction of violence. To support the victim, functional linkage will be established with human rights organizations both at central and district level. Strategy document, manual/guidelines, training modules, BCC materials, etc. will be developed to build staff capacity. Systematic recording, reporting and response mechanism will be built. 
PR-ASP will arrange workshops, orientations and meetings at the hospital premises with hospital-based service providers and officials from other relevant entities including social welfare, law enforcement, DNC, rehab centers, district administration etc. under the leadership of Hospital Superintendent/Civil Surgeon to reduce the stigma and discrimination. Violence and discrimination reports (as recorded by NGOs or CBOs) will be shared in the meetings for way forward.
Intervention: Community Empowerment
Activities: PWID and their community will have better access to basic rights, such as, shelter, health and livelihood. Job opportunity for OST receivers will be created through linkage with corporate agencies under its’ corporate social responsibility or government social safety-net schemes. Community network and its member organizations will be engaged in issue-based advocacy to reduce stigma and discrimination and to address human rights issues with regional and national policymakers. A taskforce at local level will be formed, headed by law enforcers, to support harm reduction interventions.
Intervention: Prevention and management of co-infections and co-morbidities
Activities: Emphasis will be given for screening, diagnosis and treatment of TB by PR-SC. Initial verbal screening for TB will be done at CDIC/DIC/Outlet and suspected cases will be referred to Govt./NGO facilities for further investigation and management. IEC/BCC materials specific to TB will be used.
PR-ASP will be screening the co-morbidities including TB and HCV among the PWID and refer the cases to respective departments for treatment. The hospital-based MO will ensure follow up services for the referred cases. 
Interventions: Sexual and reproductive health (SRH) services, including STIs
Activities: Comprehensive SRH services will be provided to PWID, specially to WWID by PR-SC. Syndromic management of STIs will be provided by a medical team. Etiological management of STIs will be linked at government/semi-government/NGO health facilities. PWID with psycho-sexual disorders will be counselled and referred to government facilities. Continuous capacity building and supportive supervision of the service providers on SRH will be ensured through formal and on-the-job training. 
Under PR-ASP hospital-based centers will provide SRH services for PWID. At least once in the year health checkup will be conducted. Medical officer, counselor and officials of other departments (if required) will ensure the health services for the PWID. Enabling environment will be ensured for the KPs in hospitals. Required drugs will be available with the OP fund.

	Priority Population(s)
	People who inject drugs and their partners

	Barriers and Inequities
	Injecting drug-use is considered a socially-deviant behaviour in Bangladesh. Stigma associated with this practice has a negative impact on the social acceptance and job opportunities for PWID; hindering their rehabilitation and reintegration into the community. [11, page 591]. According to the Narcotics Control Act (NCA) 1990, possession of tools used for taking drugs is punishable with a minimum imprisonment for six months. The newly amended law in the NCA 2018 imposes the death penalty or life-term imprisonment on drug traders, restricting their release from punishment for such crimes.

	Rationale
	The programmatic data of 2019 shows that, among the KPs, PWID share the major proportion of newly detected HIV infections, ie. 24% of the newly detected 919 cases in 2019 [14, slide 10]. HIV is now no longer restricted to MWID within a pocket in Dhaka (A1) but has spread to MWID in other areas of Dhaka (A2) and to WWID as well. MWID in A2 have risky behaviors and there may be further spread in the immediate future [7, page 119]. Therefore, to provide prevention services to PWID is crucial.

	Expected Outcome
	All types of risk behaviors of PWID including sharing of needles-syringes and paraphernalia reduced and quality of life improved among PWID

	Expected Investment
	US $ 5,266,435 (SC-US $ 4,845,004 + ASP-US $ 421,431)



	Module # 1
	Prevention - People in prisons and other closed settings

	Intervention(s) & Key Activities
	Intervention: Harm reduction interventions for drug use
Activities: Initiatives will be taken to sensitize and provide orientation to prison personnel to deliver harm reduction services in Dhaka prison in collaboration with ASP, DG (Prison), DG (DNC), BRAC, and UNODC. HTS, OST, ART and TB management will be provided. High-level policy advocacy from Ministry of Home Affairs might be required, which ASP will support. 

	Priority Population(s)
	PWID People in prisons and other closed settings

	Barriers and Inequities
	Drug users are often arrested and harassed by the law enforces. On the other hand, accessing prisons and providing HIV prevention, testing and treatment services are challenging due to identification of drug users. Drug use and HIV positivity may be an issue of further stigmatization and harassment. Prison authority might also deny the presence of drug use inside the prison.

	Rationale
	Prisons continue to represent high-risk environments globally for the transmission of blood-borne infections. It may also true for Bangladesh. Due to incarceration, prisoners have a chance of discontinuation from harm reduction services and though it is needed, there is no harm reduction intervention currently for PWID in prison settings in Bangladesh.

	Expected Outcome
	Risk behaviors of prisoners will be reduced in related with drug use and quality of life will be improved

	Expected Investment
	US $ 20,107



	[bookmark: _Hlk30413213]Module # 2
	Differentiated HIV Testing Services-MSM and transgender women (Hijra)

	Intervention(s) & Key Activities
	Intervention: Facility-based and community-based HIV testing services 
Activities: Annually 75% of MSM and hijra will be tested for HIV of whom some will be repeat cases and others will be new. Facility-based and community-based HTS will be provided to MSM and hijra.  Linkages to HIV treatment and care to nearby public facility for PLHIV will be ensured. Counseling, including assisted partner notification and index testing, and treatment services for PLHIV will be continued through the leadership of ASP. As a pilot basis two government operated HTS centers in two different districts will be used for HIV testing for KPs to examine the feasibility and acceptability of HTS offered to the KPs along with general populations.

	Priority Population(s)
	Men who have sex with men and transgender women (hijra)

	Barriers and Inequities
	Issues that hinder HTS uptake by MSM and hijra populations include fear/phobia of giving blood for HTS, the social stigma attached to male to male sex and HIV, and fear of social and economic consequences if tested HIV positive.

	Rationale
	HTS need to be strengthen among KPs as they are more vulnerable to HIV infections. Both facility and community-based HTS will be performed for MSM and hijra for detection of HIV infection which will facilitate to reach 90-90-90 targets.  

	Expected Outcome
	HTS coverage increased for early detection and initiation of treatment to reduce HIV transmission to others and reduce morbidity and mortality of MSM and hijra PLHIV.

	Expected Investment
	US $ 455,194



	Module # 2
	Differentiated HIV Testing Services- Female Sex Worker and their clients

	Intervention(s) & Key Activities
	Intervention: Facility-based testing and community-based testing
Activities: Annually, around 90% of FSWs will be tested both at the facility (i.e. DIC/Outlet/Govt. HTS) and community level. The FSWs, female PWID who are involved in sex trade and their clients will be covered by HTS. Government HTS centers will also be utilized where possible through referral. FSWs and their clients will be mobilized for HTS from the community by the peer outreach worker, community groups, CBOs, network and through online. Index testing though already being introduced, but more systematic approaches will be followed. Spouse, children and regular partners of FSWs who are in their drug and sexual networks will be tested. In addition to, DIC/Outlet catchment areas, FSWs’ residence, congregation spots and other public gathering spots, like bus terminal, launch ghat, big bazar, etc. will be used for mass HIV testing campaign to bring more hidden population under service. The service providers will be trained accordingly. 
PR ASP, will conduct HTS for the all population including TB cases through the hospital based HTS center, listed FSWs also be tested at least 90% since 2nd year. Also conduct campaign programme for HTS for the people.  
Intervention: Self-testing
Activities: In this grant, self-testing either guided and or anonymous will be introduced for FSWs and their partners as pilot. The FSWs reached through virtual spaces will be offered self-testing anonymously.


	Priority Population(s)
	Female Sex Worker and their clients

	Barriers and Inequities
	Barriers such as “fear of testing positive” is an issue to FSWs, which will be thrown them away from work.  Further, there is a perceived risk of losing energy and strength for sex work of giving blood sample.  

	Rationale
	The investment case 2019 reported, if current prevention programs among KPs discontinued after 2020, the estimated PLHIV in Bangladesh would reach 81,154 by 2030 (Table 13) and the most affected group would be the ‘clients’ of sex worker [15, page 39, table 13] who are the bridging people. HTS coverage need to be increased for early detection and initiation of treatment among FSWs and its clients to reduce HIV transmission to others and reduce morbidity and mortality of PLHIV and to reach 90-90-90 targets.

	Expected Outcome
	HTS coverage increased for early detection and initiation of treatment to reduce HIV transmission to others and reduce morbidity and mortality of PLHIV among FSWs and its clients.

	Expected Investment
	US $ 280,801



	Module # 2
	Differentiated HIV Testing Services- PWID and their partners

	Intervention(s) & Key Activities
	Intervention: Facility-based (CDIC/DIC/Outlet) testing 
Activities: Considering ‘test and treat’, HIV case identification will be further strengthened through creating annual provision of HTS for 90% of the targeted PWID through provider initiated HTS for PWID and their partners. Government HTS centers will also be utilized through referral.
PR ASP will conduct HTS from the hospital for general population special emphasis will be given to TB cases and listed PWID at least 90%. 
Intervention: Community-based testing
Activities: HTS will be offered to PWID at their residence and congregation spots by lay providers. Mass HIV testing campaigns will be organized at CDIC/DIC/Outlet catchment areas and public gathering spots to bring more hidden populations under services. Index testing will be strengthened for spouses and children, and regular partners of PWID (in their drug and sex networks). Demand generation will be done by community groups, CBOs and drug user network. MA will provide hands-on training and supervise HTS.

	Priority Population(s)
	People who inject drugs and their partners

	Barriers and Inequities
	Though access and utilization of HIV testing among PWID has increased over the years, partner disclosure and testing coverage is inadequate. Injecting and sex partners and children of PWID are often out of HTS. Thus, new case identification and linked HIV care is still a challenge.

	Rationale
	HTS needs to be strengthened among PWID for early detection and immediate initiation of treatment to reach 90-90-90 targets. Both facility-based and community-based HTS will be available for them.

	Expected Outcome
	HTS coverage increased for early detection and initiation of treatment to reduce HIV transmission and reduce morbidity and mortality of PLHIV.

	Expected Investment
	US $ 186,079



	Module # 3
	Treatment, care and support

	Intervention(s) & Key Activities
	Intervention: Differentiated ART service delivery and HIV care
Activities:  Differentiated ART service delivery framework will be updated and implemented to support the national program. Enrolment and retention of PLHIV in chronic HIV care will be strengthened through secondment of CPC, organizing regular coordination meeting and through nutrition support.
Intervention: Treatment monitoring - ARV toxicity
Activities: National program will be supported through provision of investigation cost to monitor ARV toxicity.
Intervention: Counseling and psycho-social support
Activities: Psychosocial support to PLHIV will be ensured through addressing psychological and social problems of PLHIV, their partners, families and caregivers. These will be done by involving self-help groups (SHG)/CBOs at community level for HTS, caregiver meeting, and training of the CPCs. PLHIV Network will be involved in strengthening ART services.
PR ASP Intervention: Treatment Monitoring – viral load
Activities: Procurement of viral load reagents / cartridge for GeneXpert and conduct testing through ART center, drug resistance survey will be conducted through single sourcing contract with BSMMU
Intervention: Prevention, management of co-infections and co-morbidity
Activity: Screening, diagnosis, treatment for TB and other co-infections (Hep. C) through referral with NTP and CDC through existing ART centers

	Priority Population(s)
	All people living with HIV (PLHIV) including KPs

	Barriers and Inequities
	· The major challenges related to ART access might be long distance of ART centers. The location and opening and closing hours, can limit access.
· PLHIV have other health problems/side effects and lack nutritional support 
· Capacity of service providers to understand and work with PLHIV is limited considering protection of privacy and personal information; 
· Requirements for identification, documentation, and registration limit uptake of health services by PLHIV and partners.
· The lack of protection of privacy in health service delivery, is prominent among KPs, who can suffer significant consequences, including bodily harm, if their personal information is inappropriately shared.

	Rationale
	Effective ART improves longevity and prevents OIs in PLHIV. Since 2017, ART delivery is fully by ASP. However, counseling, psychological support and follow-up, and viral load measurement needs to be strengthened. Hence, activities have been planned for optimizing treatment and care to complement ART. A strong follow-up needs to be ensured for treatment adherence.  Peers will work in the community, to ensure linkage with ART services, track beneficiaries, and ensure treatment adherence to reach the 90-90-90 targets. Viral load testing has been piloted in ART sites with GeneXpert and this need to continue to understand the treatment success.

	Expected Outcome
	PLHIV including KPs will be linked with ART and adherence will be ensured to reduce HIV transmission and increase life expectancy of PLHIV.

	Expected Investment
	US $ ‬ 872,167 (icddr,b-US$ 63,528 + ASP-US$  622,560 + SC-US$ 186,079)



	[bookmark: _Hlk35157921]Module # 4
	TB/HIV

	Intervention(s) & Key Activities
	Intervention: Collaborative activities with other programs and sectors
Activities: Verbal TB screening will be conducted for all the KPs visiting any of the SDPs (DIC, sub-DIC, outlets, satellites etc.). In addition, community-based TB screening will be conducted by peer approach. Presumptive TB cases will be referred to appropriate public health facilities through effective referral systems for further diagnosis and treatment. Service providers of HIV program will be trained on TB related services so that they can provide TB related services. Similarly, some providers from TB programme will be trained to address HIV screening.
Intervention: Screening, testing and diagnosis 
Activity: HIV testing among people with TB and people with presumptive TB through 28 HIV testing center. A significant number of TB cases will be diagnosed for HIV.  

	Priority Population(s)
	Men who have sex with men (MSM), including MSW, Transgender women/hijra, Female sex workers (FSW), People who inject drugs (PWID), All people living with HIV and all TB cases

	Barriers and Inequities
	Due to stigma and discrimination, KPs remain hidden and do not attend the available TB treatment centers. Some of the KPs receive HIV prevention services only from the outreach. Hence TB/HIV related cases are not detected fully among those KPs. 

	Rationale
	People living with HIV are 15-22 times more likely to develop TB than persons without. TB is the most common presenting illness among people living with HIV, including among those taking antiretroviral treatment, and it is the major cause of HIV-related deaths. Collaboration between TB and HIV programs, reduce the burden of TB among people living with HIV and the burden of HIV among TB patients. As per WHO guideline it is suggested to HIV test among the TB cases, considering this, ASP planning for the testing through its HTS center based in government hospital. In each year about 3,57,000 TB cases diagnosed in the country of which 15% is targeted in the year 1 and gradually it will be increased.

	Expected Outcome
	TB/HIV cases are detected, referred to the TB treatment centers and reduced TB/HIV related morbidity and mortality. Specific to result  

	Expected Investment
	US $ 704,393 (icddr,b- US $ 2,443+ ASP- US $  692,200 + SC- US $ 9,750  )



	Module # 5
	Reducing human rights-related barriers to HIV/TB services

	Intervention(s) & Key Activities
	Intervention: Stigma and discrimination reduction 
Activities: Campaign/ workshop with religious leader and teachers to reduce stigma related barriers to TB-HIV; campaigns with celebrities and media people through round table conference to reduce stigma and barriers; message development and integration of non-stigmatizing messages into TV and radio shows and print and social media; organize anti-discrimination programs and policies in work, health and education settings in association with districts health managers and NGO PRs in 28 districts.

	Priority Population(s)
	All people living with TB/HIV and PLHIV

	Barriers and Inequities
	TB/HIV affected people are stigmatized both in health facility and society. The health facilities are yet to be enable for TB/HIV infected persons. The service providers might not have sufficient knowledge about this population and co-infection. Similarly, the local leaders, policy makers and social influencers/religious/celebrities might have limited knowledge and information on TB/HIV coinfection or individual infection with in health sector and beyond who can act as a social mobilizer.

	Rationale
	Stigma free enabling environment is a prerequisite for infection prevention. Policy makers, religious leader, teachers, media professional and celebrities can play vital role to change the social and cultural perception on TB/HIV.  Providing quality information, updates on the disease through workshop/ orientation, ASP in association with NGO-PRs will combine efforts to enhance knowledge on TB/HIV for reducing societal stigma and health sector stigma.  It is expected that this intervention will able to influence the right people for creating changes for reducing stigma and discrimination and the affected TB/HIV persons will get due services and to contribute for reducing infection.  

	Expected Outcome
	Right awareness and enabling environment will be created to support TB/HIV reducing stigma and group of public advocates will 

	Expected Investment
	US $ 227,749 (ASP- US $ 18,806+ SC- US $ 100,800+ icddr,b US $ 108143)



	Module # 6
	Resilient and Sustainable System for Health (RSSH): Health Management Information Systems and M&E

	Intervention(s) & Key Activities
	Intervention: Routine reporting
Activities: Data quality will be ensured. ASP will lead the monthly reporting to DHIS2 and will increase the entity all facilities (GO-NGO). It will report on HIV testing services, antiretroviral therapy, tracking loss-to-follow-up, viral load testing, distribution of commodities such as condoms and lubricants, sterile injecting equipment, routine reporting of TB/HIV collaborative activities, analytical capacity building- training, mentoring and supervision of subnational staff on data analysis and use. Further, ASP will review data quality and will do assessments and validations systematically.
Intervention: Analysis, evaluation, reviews and transparency
Activity: Annual/ six monthly workshop for program review at national level, development and sharing periodic report (quarterly newsletter)
Intervention: Survey
Activity: Conduct client satisfaction survey among the prevention and treatment programme beneficiaries in DICs and ART center through partnership with any government / semi government entity as single sourcing contract 

Intervention: Programme Review
Activities: NGO PRs will do the Program review, and needs-based operations research (OR) with any KPs under the Global Fund project. Also, the Participatory monitoring and evaluation (PM&E) will be operational. PRs will report pragmatic progress quarterly to the Global Fund and National HMIS after data verification.

	Priority Population(s)
	All KPs, General population and health service providers  

	Barriers and Inequities
	The current capacity of human resource is a barrier for quality data gathering and its reporting. The KP focused OR   and national reporting of health issues of KPs are inadequate. 

	Rationale
	Recently, ASP has expanded HTS to 28 facilities including 23 priority district hospital. All centers reports are required to see the performance, trend of the epidemic through case detection. The management information is the key to program implementation and it monitoring and evaluation to measure 90-90-90 targets. Programme review, need-based OR and programmatic progress reports are essential parts of programme implementation to enhance the programme and remove bottlenecks of the implementation.

	Expected Outcome
	28 HTS facilities will submit monthly report to DHIS2; Enhanced service delivery through evidence-based decision making

	Expected Investment
	US $ 693,725 (icddr,b- US $ 315,765+ ASP-US $  136,259 + SC- US $ 241,701  )



	Module # 7
	RSSH: Human resources for health, including community health workers program management 

	Intervention(s) & Key Activities
	Intervention: Remuneration & deployment of existing/new staff (excluding
community health workers)
Activities: ASP will provide salaries, monetary and non-monetary incentives to existing grant supported staff based on annual performance review. Due to programme expansion few additional staff will be recruited. Retention schemes and salary payments of current and new staff will be addressed. 
Interventions: In-service training (excluding community health workers)
Activities: training will include provision of quality treatment, care and support, preventive and related social services for HIV; training on leadership and management; supportive supervision to health workers; and updating, revision or new development of training curricula

	Priority Population(s)
	Staff working at ASP and Service providers in government and NGOs sector

	Barriers and Inequities
	Less number of staff against sanctioned posts in government system for optimum operationalization of interventions with relevant skills and frequent transfer of the government trained service providers from particular hospital to other places

	Rationale
	Ensuring universal access to public facilities for the KPs and improving the quality of care for the KPs including general population is necessary on HIV. 

	Expected Outcome
	Increase accessibility of the health and HIV services for the KPs in govt hospital

	Expected Investment
	US $ 840,481



	Module # 8
	RSSH: Integrated service delivery and quality improvement

	Intervention(s) & Key Activities
	Intervention: Service organization and facility management
Activities: ASP will support 28 districts for strengthening district management systems for HIV prevention, testing and treatment. It will increase monitoring and supervision visit to districts for improving HIV service delivery and for integration of services with SRH and MNCH at public hospitals.
Intervention: Service delivery infrastructure
Activities: ASP will support 28 district hospitals for upgrading service delivery infrastructure for KPs and for HTS and treatment and care. The facilities will need refurbishing, furniture and other equipment supports for developing an enabling environment for KPs to ensure privacy and confidentiality in 4 district hospital where KPs will be integrated for prevention services. 

	Priority Population(s)
	Staff working at ASP and Service providers in government 

	Barriers and Inequities
	Government facilities are not ready for providing services to KPs and HIV testing, treatment and care. The infrastructure is not always enabling to provide quality of care. Over burden of patients in district hospitals is not friendly for KPs.

	Rationale
	ASP has been extending its services to 28 districts which needs supports to ensure quality of care for HIV prevention, testing, treatment and care. The providers in public sector is very important to train with improvement of infrastructure of facilities.  Increase monitoring and supervision is required for quality improvement. 

	Expected Outcome
	More number of people/KPs will access public facilities for HTS. Enabling environment will be created at public health facilities for PLHIV and quality of care will be improved.

	Expected Investment
	US $ 76,408



	Module # 9
	RSSH: Community systems strengthening: MSM and transgender women (Hijra)

	Intervention(s) & Key Activities
	Intervention: Community-based monitoring 
Activities: Community-based monitoring (CBM) will be performed to understand and address the barriers to accessing services by KPs. Tools will be developed for CBM and KPs will be trained on the CBM system. In addition, Participatory M&E (PM&E), which had been appreciated by TRP before, will be continued for improving the program implementation and process monitoring.
Intervention: Community-led advocacy and research
Activities: icddr,b and SRs/SSRs have been facilitating the community-led mapping of legal, policy and other barriers that hinder/limit community responses. In this process, the reporting system of gender-based violence (GBV) and human rights issues had been developed, and data collection and analysis will be done to inform relevant stakeholders.
Intervention: Institutional capacity building, planning and leadership development 
Activities: icddr,b has worked with community systems strengthening under the Global Fund grant in 2010-2015 and formed/strengthened 20 CBOs operated by MSM and hijra community. icddr,b will assess the status of these CBOs and work with them so that the potential CBOs can contribute to the intervention. A workshop will be organized and a plan of action will be developed.  Few training sessions with the CBOs and KPs will be arranged so that they can be linked with the SRs/SSRs to be involved in rendering services to its own community. 

	Priority Population(s)
	Men who have sex with men and transgender women (hijra

	Barriers and Inequities
	MSM and hijra are disproportionately affected by heteronormative gender norms leading to gender inequalities, violence, and discrimination. Similarly, FSW and PWID are affected by punitive laws in this country.

	Rationale
	Programmatic experiences suggest that community participation helps the beneficiaries raising their voices against any form of abuse and violence, demand their rights be protected. The reporting mechanism on GBV is first of its kind in Bangladesh, which will help in addressing challenges faced by the community-based on scientific evidence.

	Expected Outcome
	Enhanced HIV related service uptake among KPs and reflect voices and expertise of the community in research, advocacy and program implementation

	Expected Investment
	US $ 291,097



	Module # 10
	RSSH: Community systems strengthening: FSW, its clients, PWID and PLHIV

	Intervention(s) & Key Activities
	Intervention: Community-based monitoring 
Activities: Community Networks (PWID, FSW, PLHIV) will lead and implement the Community-based monitoring. PR-SC will take appropriate capacity building initiatives, i.e. development of guideline, tools and reporting mechanism; orientation and training of networks and their members. There will be joint monitoring visits by the Community Networks
Intervention: Community-led advocacy and research
Activities: Community-led mapping of legal, policy and other barriers that hinder/limit community responses will be done to develop advocacy strategy, population specific policy brief, etc.

Intervention: Social mobilization, building community linkages and coordination
Activities: Microplanning initiatives will be strengthened through social mapping, spot analysis and contact mapping by engaging community. The individual need will be identified and differentiated service delivery modalities will be developed. The community groups will engage in extended outreach where ongoing approach is not appropriate. 
Intervention: Institutional capacity building and leadership development 
Activities: PR-SC will take capacity building initiatives for community networks and their members. Proposed key activities include developing relevant policies; orientation to network office bearers on relevant policies and procedures; supporting Human Resources; conducting meetings including annual general meeting and cross learning visits.

	Priority Population(s)
	Female Sex Workers and their clients; People who inject drugs and their partners; All people living with HIV

	Barriers and Inequities
	Street-based PWID in Dhaka City lack shelter and suffer from severe hunger. Aged FSWs are victims of poverty. Stigma and discrimination are major concerns of PLHIV. Legal barriers affect the lives of the KP.  The spot scenarios are changing frequently, and quality service delivery is becoming challenging through the existing approach. Appropriate record keeping and reporting mechanism on Human Rights issue for KPs is absent. Mechanism for getting service recipients requirements is currently inadequate. Due to lack of capacity, community networks are not able to properly negotiate with stakeholders for their needs and rights.

	Rationale
	Community based monitoring will help understand the community needs and their human rights status. PR-SC has built partnerships with community networks under existing Global Fund grants. So, ‘Community Networks’ can engage in a more meaningful way for community-based monitoring. Functional engagement of DIC based’ Community Group’ will be helpful for social mobilization for receiving services, identifying new KPs in the community and for coordination between community and project staff. 

	Expected Outcome
	Functional engagement of community networks and organizations will lead to sustainability of some activities for KPs for reducing HIV transmission.

	Expected Investment
	US $ 303,329



	Module # 11
	RSSH: Program Management 

	Intervention(s) & Key Activities
	Intervention: Coordination and management of national disease control programs
Activities: ASP will do the coordination and management of national disease control programme by doing oversight, monitoring/ supervision and technical assistance from national to sub national levels includes DICs and other intervention sites; it will do coordination with district/ local authorities between DICs. ASP will organize Quarterly coordination meetings among stakeholders centrally.  
Intervention: Grant management: 
Activities: Supervision of SRs/SSRs by the NGO PRs, timely submission of the reports and related grant documents, oversight and technical assistance related to effective and efficient Global Fund grant implementation and management will be conducted. Human resource for program management, training for the staff of SRs/SSRs, PRs and community members will be organized if needed. PRs will incur overheads cost. The regular coordination with ASP, district and local authorities, regular coordination meetings with SRs/SSRs/CBOs, quarterly meeting, office rent and costs related to office management, procure required IT equipment for PR, SRs/SSRs will be procured by the PRs.

	Priority Population(s)
	All KPs, Services providers and all stakeholders

	Barriers and Inequities
	District health manger/ civil surgeons’ engagement is challenging due to its multiple works and involvement at the district and other priority areas.  

	Rationale
	Program management is mandatory to ensure grant compliance in terms of program, M&E, Finance, governance, and PSM. It is crucial to achieving grant outputs, outcomes and impact as agreed. It is important to note that under program management, besides the HR cost category, many other costs are included as Global Fund guidelines. Ensuring engagement of the national and sub national level health manager is important for coordination. 

	Expected Outcome
	Ensured smooth implementation of the Global Fund program. Improved programme quality and increase accountability of the implementers. 

	Expected Investment
	US $ 3,101,104 (ASP-US $ 163,954 + icddr,b US $ ,655,855+ SC- US $ 2,937,150    )


(Add additional tables as relevant)


b) Does any aspect of this funding request use a Payment for Results modality? 

☐ Yes         ☒ No

If yes, in the table below, indicate the relevant performance indicators and rationale for the choice of performance indicators and/or milestones. 

	Performance indicator or milestone
	Target
	Rationale for the indicator/milestone selection for Global Fund funding

	
	Baseline
	Y1
	Y2
	Y3
	

	
	
	
	
	
	

	
	
	
	
	
	

	Add rows if necessary
	
	
	
	
	

	Total amount requested from the Global Fund
	



Specify how the accuracy and reliability of the reported results will be ensured.

	[Applicant response]





c) [bookmark: _Hlk11416730]Opportunities for integration: Explain how the proposed investments take into consideration: 
· Needs across the three diseases and other related health programs; 
· Links with the broader health systems to improve disease outcomes, efficiency and program sustainability. 

	[bookmark: _Hlk15391278][Applicant response] 1 Page
In the HIV programme, ASP has effective collaboration with the NTP and it has been implementing TB/HIV collaborative activities since GF Round 5. The SRH issues including complex STIs are also being addressed through and has referral linkage with government facilities. 
TB/HIV collaborative activities: TB, leprosy and AIDS/STD program (TB-L & ASP) are considered under a single entity in the government OP and single management in the 4th health sector program which allows for better coordination. However, activities of each program and budgetary allocation are distinct. This funding request has proposed a TB-HIV module similar as earlier grants where TB case detection expects to be enhanced among the KPs and will be referred to public health system for further treatment. Similarly, under NTP, TB patients are to be screened for HIV from selected DOTS centers. In addition, TB patients can access government operated HTS centers for HIV testing. Coordination with the NTP, BRAC, WHO, USAID and other relevant stakeholders will be continued. The National TB/HIV Coordination Committee is functional. Strengthening of the collaboration between ASP and NTP is well addressed under one operational plan and one Line Director (LD).  There is a national TB/HIV guideline is being implemented. 
HIV treatment and care in Government setting: ASP takes lead for providing ART services to the PLHIV from 10 public facilities from OP budget. It has planned to expand the ART services to 04 more centers from government budget in coming days. The PLHIV are connected to each of the treatment and care center based on its vicinity since 2017 and it has been successfully using by the PLHIV. ASP is willing to extend its HTS services to 28 districts capturing all 23 priority districts.  
Laboratory system:  ASP has planned to link with all the DOTS centers at 28 districts and the laboratories for better coordination for HTS and using those laboratories capacity for HTS but using gene-expert machines. The selected medical college hospitals/district hospitals where ART services are linked will be formally networked with this reference laboratory for triple elimination (HIV, Syphilis and Hepatitis). The diagnosed cases will be reported to HMIS and will be referred to treatment for respective ART center. 
Health Management Information Systems (HMIS) and M& E: Government already has established and well run DHIS2 to capture service statistics of GF funded KP interventions. However, system strengthening is being proposed for monthly reporting system to capture data from government and NGO facilities where KPs will take services. The OST and ART data yet to be reported in national HMIS. HMIS strengthening is proposed for the upcoming grant.   
Integrated service delivery and quality improvement:  Differentiated HTS and ART services at 28 public facilities will be established based on concentration of PLHIV of the specific districts and co-financing will be adopted. Capacity building of DGHS staff will be required for integration from upcoming grant. However, for quality improvement capacity building of staff will be needed from grant money and which will be leading sustainability of the programme. 
Health products management system: ASP will take lead for health product management system including procurement of condom, needle-syringe, OST drugs and ARV from government OP budget to integrate with the programme. 
Coordination: Coordination with other ministries, directorates, DNC and other relevant areas will be done from upcoming grants. and the joint activity with other HIV PRs will be taken to execute differentiated ART services; ASP will implement all the activities from central level with the active engagement of district health managers and hospital superintendent/ Directors where needed. 
Human Resources (HR): The health care providers in the national system will be trained to provide quality services to KPs and to address its medical, SRH need from existing system. ASP and government’s active role and co-financing policy to integrate different HIV interventions to national system will lead to sustainability and the KPs will be counted as mainstreamed service recipients. 



d) Summarize how the funding request complies with the application focus requirements specified in the allocation letter.

	[Applicant response] 1 Page 
[bookmark: _Hlk34825079]The proposal for upcoming grant 2020-2023 is developed based on evidences of HIV epidemiological context, disease burden, KPs’ vulnerability to HIV, need for community system strengthening, country financial status as lower lower-middle-income country and the supports need Resilient and Sustainable System for Health (RSSH).
The key populations: this application is very much disease specific and the KP (PWID, FSW, MSM and hijra) focused. The proposed interventions will be addressed the entire HIV prevention and treatment cascade. HIV prevention cascade that consists of three key domains of motivation, access, and effective use of services by the key populations for preventive services, differentiated HIV test, treatment and care to close the gaps of 90-90-90 targets. The interventions will be extended to community level and at KPs’ vicinity by satellite sessions, outlets, cruising points, both within hour and/or after hour.  The total of 66% are proposed for entire prevention, testing and treatment and care interventions for KP; among those (59% for prevention, 3.20 % for HIV testing, 3.8% for treatment and care. 
Community systems: the community involvement of each of the KP groups has been addressed from beginning of NSP and proposal development. Investment in community system strengthening will be ensured through KPs’ participation in grant implementation at community level by different approaches e.g. peer to peer, community care, community monitoring, increasing accessibility, reducing stigma and discrimination for the entire period which leads to sustainability. Both the NGO-PRs and ASP will directly work with community both at facility and out of facility to maximize its participation meaningfully. A total of 2.58% budget has proposed for community system strengthening. 
Investment in health system: The proposal emphasizes on improving the national HMIS for capturing quality, authentic and timely data. Quality improvement and continuum of care is the integral part of system enhancement and which need investment under health system improvement. Integration of services for KPs with DGHS and DGFP facilities needs training and capacity building of the public sector service provides. ASP will adopt co-financing policy in different areas of health system. A total of 3% budget is proposed for investment in health system for the entire programme cycle. Government will co-finance for its system strengthening.   
Investments in human rights and gender: Bangladesh government has proactive role addressing human rights and gender issues in many instances including recent voting right for hijra as a third gender but there are areas to be focused. The National Task Force (NTF), which established under the leadership of the National Human Rights Commission and ASP to safeguard the human rights of KPs will continue to provide related services. However, the community need to be strengthened on raising its own voice and capacity of individual members, which need to be promoted by capacity building. A total of 0.99% budget is proposed for investment in human rights and gender.  
Co-financing: GoB has demonstrated its commitment to increase domestic funding for HIV prevention, treatment, and care and support services over the years. HIV prevention, treatment, care and support activities in Bangladesh have combined efforts of the government, NGOs and development partners. It is proven that domestic funding has already been increased in-line with enhanced economic growth of Bangladesh as documented over the last several years. The previous co-financing commitment has been realized. Government has been anticipated using US $ 17,495,433 from 2019-2023 as its co-financing policy to support HIV programme along with donors which is 76% of GF allocation from 2020-2023.




e) Explain how this funding request reflects value for money, including examples of improvement in value for money compared to the current allocation period. To respond, refer to the Instructions for the aspects of value for money that should be considered.
	[Applicant response] 1page 
To ensure value for money (VfM), several aspects have been considered in this proposal.  This has reflected all the principles of the Global Fund guideline related to VfM. It is anticipated that the following approach will generate a greater impact on each of the components of VfM outlined in the Global Fund guideline: 

Economy: To have positive impacts on VfM,  coverage of KPs has been scaled-up without no additional costs instead beneficiaries will get the services at close to its community by outreach activities through peer approach. For procurement, global standard policy of competitive bidding system will be followed to get quality products but reasonable price. The best quality product will certify in terms of price, functions, endurance/life, warranty, delivery, distribution, after-sale services, disposal cost etc. Bulk procurement will be done to achieve suppliers’ economic scale; procured products will be with long expiry dates to ensure longer life and enable products to use until the end of the project. Long-term fixed-price contracts will be made to ensure the economy in price. Integrated or combined procurement will be planned to reduce transaction costs, manhour etc. and increase value for money by ensuring lower costs.

Efficiency: The DIC model has proposed to be outreached trough satellites, outlets, cruising points and peer-based approaches at close vicinity of the community and it will be linked to public health facilities. Peer-based service will be integral and will be expanded for meaningful behavior change communications (BCC) for consistent safer practices by the KPs. Use of ICT and virtual space will be optimized as a cost-effective way to reach to hidden and agreeable KPs. Participatory monitoring and evaluation for efficient service delivery will be conducted. Capacity-building activities will be organized to improve efficiency by improving the skills of staff to avoid mistakes and appropriate service delivery. LMIS will be continued to maintain to view stock position at a glance, to assess demand, forecast, avoid stock-outs and emergency supply etc.  for increasing efficiency of the supply chain. Policy and procedures will be in place to reduce confusion and misjudgment related to services.

Equity: The program will try to reach all segments of the target populations including MSM/MSW, transgender, female and male partners of male, female and hijra sex workers, FSW and its clients and both male and female PWID and its partners. Hence, it ensures availability and accessibility of services by the vulnerable and marginalized populations. Services are designed for the gender and sexual diverse people (i.e., MSM and hijra) who are otherwise discriminated from existing health systems to provide them equal access to services. In addition, the human rights issues will be overarching to entire implementation of grant for all beneficiaries both at national and district level. Continued advocacy activities will be going on for that





2.3 Matching Funds (if applicable)

This question should only be answered by applicants with designated matching funds, as indicated in the allocation letter.

Describe how the programmatic and financial conditions, as outlined in the allocation letter, have been met.

	[Applicant response]
Not applicable 




[bookmark: _Toc7075896][bookmark: _Toc7080092][bookmark: _Toc7080213][bookmark: _Toc7080228][bookmark: _Toc7082335][bookmark: _Toc1122238][bookmark: _Toc1127667][bookmark: _Toc5011519][bookmark: _Toc5195533][bookmark: _Toc6994679][bookmark: _Toc7000520][bookmark: _Toc7000630][bookmark: _Toc7074796]Section 3: Operationalization and Implementation Arrangements

To respond to the questions below, refer to the Instructions and an updated Implementation Arrangement Map[footnoteRef:4]. [4:  An updated implementation arrangement map is mandatory if the program is continuing with the same PR(s). In cases where the PR is changing, the implementation arrangement map may be submitted at the grant-making stage. 
] 

a) Describe how the proposed implementation arrangements will ensure efficient program delivery.

	[Applicant response] 1pageFigure 3: 23 Priority Districts 
[image: ]

[image: ]The Bangladesh Country Coordination Mechanism (BCCM) has decided to continue with the three current PRs: i) AIDS and STD Program (ASP) ii) Save the Children International (SC) and iii) icddr,b. The activities of the three PRs are defined without overlap. Value for money (VfM) has considered by establishing an effective relationship with the public sector for HIV prevention and for optimizing HTS in order to achieve the 90-90-90 targets. Human rights and gender equity have been ascertained for KPs. It is integral to consider geographical priorities, proportionate to concentration of KPs, PLHIV and KPs’ mobility. Figure 3 portrays 23 priority districts. ASP emphasizes working with the mainstream government system through adopting RSSH modules. It will implement activities by engaging 28 district health managers and government hospitals. ASP will develop strategic relationships with other government programmes to embed HTS at selected public healthcare facilities. CBO partnerships and PLHIV networks will be strengthened to facilitate access to services and propel treatment and care in line with the 90-90-90 goal. To conduct the survey/ drug resistance survey ASP will build strategic partnership with govt/ semi govt organization including BSMMU. ASP don’t have any SR under this proposal rather existing staff will be continued based on their performance and will recruit few new staff to carry out the prevention module for PWID an FSW in 4 district hospitals. Furthermore, ASP addresses TB/HIV coordination and other co-morbidities via joint actions with NTP and other relevant experts. HMIS and M&E will be key areas where ASP will confirm data gathering and reporting in an accurate and timely manner. Figure 4 depicts the PR-SC implementation arrangement for FSW and PWID. For FSW in 13 districts (district name annexed) a total of 9 DIC (one community-led) and 16 outlets (two community led and 2 CBOs run) will be set up, following differentiated service delivery approaches. Intensive service packages will be run in 7 districts (annexed) based on the HIV vulnerability of populations residing in those locations. In other districts, basic service packages (Condom, HTS and linked clinical services with government/semi-government/NGO facilities) will be offered for FSW. For PWID, 8 districts (annexed) have [image: ]been prioritized, considering the concentrated epidemics among PWID in Dhaka and adjacent districts, and concentration of people who use opiate-based drugs and has Hepatitis-C prevalence. Differentiated service delivery approaches for PWID will be provided through 8 CDIC, 2 OST centers, 2 DIC and 10 outlets (including 2 operated by CBOs). OST will also be provided to 2,600 PWID. The PR-SC proposes creating a virtual space for hidden KPs for conducting BCC initiatives and increasing service uptake. In order to strengthen the treatment, care and support services for PLHIV and enhance the community component, community peer counsellors (CPC) will be deployed at government-operated ART and ART refill centers. PLHIV Network will also be actively engaged to enhance ART service delivery. PR-SC will continue with the existing Sub-recipients (SRs): Care Bangladesh, Light House and Ashar Alo Society (AAS). The respective SR will be responsible for reformulating the consortium based on geographical locations and population-based needs. The modality would also be redesigned to foster community engagement and enhance integration with government facilities. As plotted in figure 5, PR-icddr,b will provide peer-driven services to MSM, MSW and hijra, with engagement of CBOs. A total of 14 DIC, 18 sub-DIC, 18 outlets, and 13 satellites will be in place to deliver services in all priority districts, along with 14 other districts. Three OST clinics for 600 PWID will be continued in three existing facilities. PR-icddr,b has also proposed to employ ICT-based approaches to contact hidden MSM and MSW for providing prevention and follow-up services. PR-icddr,b will continue with the existing two SRs i.e., Bandhu (BSWS) and Light House (LH). Separate grant agreements will be signed with them for implementing services in the respective geographical areas with support and community engagement of SSRs (i.e. implementing partners).  The major procurement will follow the respective procurement policies of each entity by ensuring quality and VfM. The Technical Working Group on HIV, nominated by the BCCM, is responsible for endorsing the technical aspects of the application.  



b) Describe the role that community-based organizations will play under the implementation arrangements.

	[Applicant response] 1 page

The CBOs from each of the KP groups will be the center of grant implementations. 

Under PR SC, two PLHIV CBO Ashar Alo Society (AAS) and Muktoakash Bangladesh (MAB)], one FSW CBO Nari Mukti Sangho (NMS)], and one PWID CBO (APOSH) working as SR and SSR at different geographical locations. In addition, five PWID CBOs and three FSW CBOs will also be implementing HIV prevention interventions with SR and SSR as strategic partner. PR-SC and SRs/SSRs will engage CBOs and networks to strengthen outreach activities through social mapping, spot analysis and contact mapping. Participatory monitoring and mentoring of outreach team will be led by CBOs and networks. ‘Community Squad’ will respond to GBV and harassment of PWID and FSWs. Systematic recording, reporting and response mechanism will be carried out by CBOs and Networks for effective advocacy.

PR- icddr,b and SRs/SSRs have been facilitating the community-led mapping for identifying  legal, policy and other barriers that hinder/limit community responses will be continued. In this process, the reporting system of gender-based violence (GBV) and human rights issues has already been developed from current grant, which will be continuing to collect data and to analysis implicitly to inform relevant stakeholders. Currently the MSM-led organization BSWS is working as an SR with PR-icddrb in implementation of prevention, diagnosis and other interventions. Six hijra and MSM CBOs will be directly implementing HIV prevention and other services with PR-icddr,b. 

Since, the proposed funding request concentrates on effective community engagement and espousing with public facilities, the PRs will follow the GF guidelines and transparent procedures for engaging more CBOs strategically for programme implementation. Respective CBOs will work for their own quality of life and human rights towards minimizing stigma, getting better services and reducing vulnerabilities within this grant structure. However, technical and financial capacity of CBOs needs to be strengthened. Community-based monitoring (CBM) will be facilitated in association with CBOs to understand and to address the barriers for accessing quality services and for continuum of care. User-friendly tools will be developed for CBM.  The CBOs of MSM and hijra, FSW and PWID and PLHIV will be trained on the CBM with technical guidance from PRs and SRs. In addition, Participatory M&E (PM&E), which had been appreciated by TRP before, will be continued for improving implementation and monitoring. 




c) Does the funding request envisage a joint investment platform with other institutions?

☐ Yes         ☒ No

If yes, describe specific arrangements and modalities.

	[Applicant response]




d) Describe key, anticipated implementation risks that might negatively affect (i) the delivery of the program objectives supported by the Global Fund, and/or (ii) the broader health system. Then, describe the mitigation measures that address these risks, and which entity would be responsible for these mitigation measures. 1 Page

	Key Implementation Risks
	Corresponding Mitigation Measures
	Entity Responsible

	Program Quality: Poor quality of prevention and treatment services, lack of adherence to treatment, and irrational use of health and pharmaceutical products. 
	Follow national/international SOP/ guidelines for service delivery and treatments, keeping proper records, and availability of required documents for verification.
	PRs, SRs and SSRs, LFA

	Monitoring and Evaluation: Lack of M&E systems, lack of staff capacity, and misinterpretation of results, poor validity and reliability of data
	Introducing participatory M&E systems and low-cost training of respective staff and continue refresher training when needed on data collection, management and interpretation.  
	PRs SRs and SSRs, LFA

	Procurement and in-country supply chain: Delay in procurement, low quality and price hike of products, possibility of negative health outcomes among the beneficiaries from treatment disruptions due to issues in the supply chain management.
	Follow standard pre-qualification criteria, Bulk procurement with long expiry date at comparatively lower price, framework agreement, back-up and contingency arrangements.
	SRs, PRs

	Grant-Related Fraud & Fiduciary: 
Funds are not used properly as per agreed workplan and budget within the organizational policies. Agreed-upon reports are not submitted on time
	Complying the approved work plan and spend as per budget by strictly following the organizational relevant policies, where policies are unavailable, develop without any delay. Implement financial monitoring strictly with reports and documented actions. 
	All PRs

	Accounting and Financial Reporting: Global Fund funds are not properly recorded, accounted for, or reported by PR or SRs
	There is tally-based accounting software to be used. Regular verification of the accuracy of the figures of the submitted report to be aligned with the software based financial report. PRs is submitting PUDR to GF semi-annually. All figures are supported by the ERP Microsoft navigation system. Therefore, chance of inaccurate data recording and reporting s minimal. 

	All PRs

	National Program Governance and Grant Oversight: Possibility that the CCM exhibits unmitigated conflict(s) of interest; poor multi-stakeholder and constituency representation; weak organizational structure, policies and processes; inadequate leadership and quality of CCM secretariat staff; lack of transparency; ineffective PR selection, oversight or sanctions; or insufficient engagement and coordination with program stakeholders and partners
	Under the guidance of GMS consultants, BCCM was restructured by following the Global Fund guidelines. through elections, members of various constituency have now on-board. Meetings are taking place, COI polices signed by Individual CCM members and as such decisions are made transparently, oversight committee of BCCM is functional and conducting oversight visits, PR selection was conducted by following the Global Fund guidelines, Moreover, the civil society and other stakeholders also have remarkable representation in the BCCM.
	BCCM and BCCM oversight committee

	Risks related to human rights and gender: Gender-based violence and human rights issues may create problems in rendering services to KPs. 
	Routine advocacy and sensitization meetings with relevant stakeholders need to done. The NTF has to be functionalized.
	National Task Force (NTF), BCCM, All PRs and SRs







Section 4: Co-Financing, Sustainability and Transition

[bookmark: _Hlk13737743][bookmark: _Hlk14421843]To respond to the questions below, refer to the Instructions, the domestic financing section of the allocation letter, the Sustainability, Transition and Co-Financing Guidance Note, Funding Landscape Table(s), Programmatic Gap Tables(s), and a sustainability plan and/or transition work-plan, if available[footnoteRef:5].  [5:  Note that information derived from the supporting documentation provided in response to the questions below, including information on funding landscape or domestic commitments, may be made publicly available by the Global Fund.] 


4.1 Co-Financing

a) Have co-financing commitments for the current allocation period been realized?

☒ Yes         ☐ No

If yes, attach supporting documentation demonstrating the extent to which co-financing commitments have been met. 

If no, explain why and outline the impact of this situation on the program.

	[Applicant response] 
Government has met the co-financing commitments in current grant cycle and it has realized the co-financing amount through 4th sector programme budget and operational plan. The figure 6 and 7 shows 82% of domestic resources has spent out of committed amount from national budget (document attached).   






b) Do co-financing commitments for the next allocation period meet minimum requirements to fully access the co-financing incentive? 

☒ Yes         ☐ No

If details on commitments are available, attach supporting documentation demonstrating the extent to which co-financing commitments have been made. 

If co-financing commitments do not meet minimum requirements, explain why.

	[Applicant response] 
The total estimated costs in the 4th revised NSP for the year 2020-2023 for HIV is USD $ 223,973,040. In the OP under the 4th health sector program, USD$ 14,747,110 has been allocated for HIV interventions, treatment and care during the same period. The GF will provide USD $ 23 m for 37 months (i.e. Dec 2020 Dec 2023). Therefore, in the period of 2020-2023, there is a gap of USD$ 209,225,930 for implementing various components of the NSP. It is expected that efficient utilization of domestic funding will be optimized in-line with enhanced economic growth of Bangladesh as documented over the last several years after mid-term revision of 4th HPNSP in March-April 2020. Unfortunately, service gaps (as reflected the programmatic gap table) in terms of coverage of KPs still remains though better aligned with NSP. However, it is predicted that with better utilization of government funding, this service gap will eventually be reduced. Quite a few issues have been considered under the proposed Funding Request, which is sustainability of HIV programme. Hence, integration of STIs, SRH, HTS, treatment and care services to government healthcare settings has been planned. At 28 districts, government will provide HTS, treatment, care, support for KPs, immigrants and general population including PLHIV. ASP has been supporting serological and behavioral surveillances, training of health care providers on STIs, HIV and AIDS. The figure- 8 shows the anticipated funding for HIV from 2019-2023 from 4th sector programme is US $ 17,495,433 under the OP of Tuberculosis-Leprosy & AIDS STD Programme which is 76% of GF upcoming allocation from 2020-2023. Government has planned 100% coverage of PLHIV for ART from OP budget and it has been providing services from 2017 from different public facilities.  
These efforts will be enhanced gradually though the public health systems of Bangladesh. 



c) Summarize the programmatic areas to be supported by domestic co-financing in the next allocation period. In particular:
i. The financing of key program costs of national disease plans and/or health systems; 
ii. The planned uptake of interventions currently funded by the Global Fund.
	[Applicant response]
The financing of key program costs of national disease plans and/or health systems
AIDS/ STD Programme is implementing HTS and ART services through 28 government hospital in 23 priority districts since 2017. Each of the hospital authority deployed one medical officer, one nurse as counselor and Medical Technologist (MT) laboratory (total 84 persons) for continuing the services. On the other hand, hospital Director/ superintendent is coordinating and supervising the services regular basis. Recently, ASP recruited 28 full time counselors cum administrator, and MT lab at all those centers in January, 2020 who are working in the government hospital to serve the beneficiaries. ASP also recruited three programme coordinators for the headquarter to coordinate and monitor the services. The HTS and ART logistics including ARV, testing kits are supporting by OP budget. Beside this, 13 senior level officials from government OP are in regular organogram including Line Director, Director, Deputy Director, Programme manager, Deputy Programme managers, Medical officers who oversee the implementation as part of the national response and are being paid by government revenue. However, Under the 4th HPNSP operational plans, ASP has NSP objective wise plans for the following services:
Objective 1 of NSP prevention services for KPs
a) There are provision of prevention programme for the different types of KPs include Brothel Based Female Sex Workers- 3600, Hotel/ Street Sex Workers- 5000, PWID- 10,000, MSM/ TG- 5000. Meanwhile, the brothel-based sex workers package has begun and it is serving 3600 FSW. Rest of the interventions are under process of implementation. Besides this, ASP procuring different service logistics for the KPs including condom, syringe, methadone from the OP fund.   
b) Case Detection: ASP has started its HIV testing services at 28 government hospitals in 23 priority districts since December 2018. Centrally, ASP has been procuring HIV testing kits and accessories and supplying to these hospitals. ASP has appointed counsellor and medical technologist for laboratory (MT-Lab) for all those hospitals who does HIV testing. Hospital authority has provided space and supports to HTS center. Physician, nurses and MT Lab from the government revenue budget are working in the HTS center to attain 90-90-90 targets. 
c) Mass awareness: Mass awareness programme has been airing through electronic media Bangladesh television (BTV) and other popular media under the HPNSP OP from sector programme. 
 Objective 2: universal access to treatment care
a) ASP has been working for increasing treatment coverage to PLHIV. ASP already established 10 ART/ re-fill centers in alignment with the geographical presence of the PLHIV population. Respective public hospitals have arranged space, physicians, nurse and other relevant staff to provide services in qualitative manner. ASP procures ARVs from the OP fund and supplies to the hospital in a regular basis. Hospital authorities support for the drug for opportunistic infection management. 
b) PMTCT programme: with the support from UNICEF at selected hospitals ASP has been implementing PMTCT programme in 11 hospitals under the priority districts.  
Objective 3: coordination and capacity building 
a) Training and capacity building activities are continuing under OP fund for the different level of health service providers including doctor, nurse, MT lab and other relevant staff. 
Objective 4: Strategic information  
a. ASP is implementing STI surveillance (2019- 2021) through IEDCR to understand the prevalence and factors associated with the STIs

The planned uptake of interventions currently funded by the Global Fund
Currently, government has minimum uptake from GF funding which is a total of US $1,074,700 for 2017-2020.  ASP has been using the GF money to complement government resource in agreement with GF Country Team. Following are the interventions supported by GF:
1. ASP has been working for strengthening HIV routine reporting and MIS system of DGHS. The HIV programmatic data are being incorporated in national DHIS2 in corporation with NGOs. 
2. ASP has been conducting routine monitoring and supervision visit to DICs; IBBS has been planned and it has been ongoing to update country situation on HIV prevalence. 
3. Higher level advocacy with other government ministries and department is on going to mobilize both resource and opinion toward HIV intervention 
4. Capacity building of government staff and service providers for reducing stigma, discrimination and ensuring quality of care is ongoing activity of ASP
5. ASP has been working with the management of government hospitals for creating enabling environment for KPs and PLHIV; it provides training and orientation in tis regards.
6. ASP has established functional linkage in between district health managers and DICs and NGO-PRs staff for integration of services
7. ASP takes the leadership role to develop/revise SOP/guideline/manual related to HIV programme implementation or technical update. 



d) Specify how co-financing commitments will be tracked and reported. If public financial management systems and/or expenditure tracking mechanisms require strengthening and/or institutionalization, indicate how this funding request will address these needs. 

	[Applicant response]
The GoB has its own Implementation Monitoring and Evaluation Division (IMED) under the Ministry of Planning. This Division collects quarterly program implementation and spending status from all ministries, departments and divisions, including ASP. Based on the collected data, IMED analyses the program implementation and spending progress and provide necessary feedback to concerned ministries, departments and divisions (http://www.imed.gov.bd). Besides this, Program Management and Monitoring Unit (PMMU), under the Planning Wing of the MOHFW regularly monitors progress (Program and Financial). Bi-annual and annual reports are also produced and disseminated. Apart from the GoB mechanism, the country has two mechanisms for tracking the response and health expenditure; the Global AIDS Response and Progress Report (GARPR) report is produced annually and periodic National AIDS Spending Assessment (NASA) is produced every two years. 






4.2 Sustainability and Transition

a) [bookmark: _Hlk15383591]Based on the analysis in the Funding Landscape Table(s), describe the funding need and anticipated funding, highlighting gaps for major program areas in the next allocation period. 

Also, describe how (i) national authorities will work to secure additional funding or new sources of funding, and/or (ii) pursue efficiencies to ensure sufficient support for key interventions, particularly those currently funded by the Global Fund.

	[Applicant response]

Considering the updated NSP 2018-2023 target to reach [2, page 35] and to attain the targets of 2030, there is huge gap in funding for programme implementation. According to NSP and investment care 2019, it requires an average of USD 21.7 million a year to adopt the targets set in the NSP, new HIV infections could be then reduced to 338 per year by 2030 to achieve 90-90-90 targets [15, page 45, 52, table 15]. But, the funding landscape shows, from 2021-2023, there is 340%, 370% and 420% funding deficit respectively in each year.  Figure 9 and figure 10 shows the funding gap without funding request and with funding request below. 



The gaps of funding primarily in HIV prevention areas which needs US $ 14.8 per year to reach the coverage of KPs based on national size estimate. There are additional US $ 2,847,630 available from other external sources (UNICEF, UNFPA and IOM) than GF from 2021-2023 but the gaps remain significant. ASP will mobilize some resources from others ministries. However, it has planned to consolidate government funding and to maximize utilization of existing resources efficiently. ASP has planned to strengthen efficiency of government money and to safeguard VfM by collaborating district level facilities, national research institutes and national HMIS. 




b) [bookmark: _Hlk13735435]Highlight challenges related to sustainability (see indicative list in Instructions). Explain how these challenges will be addressed either through this funding request or other means. If already described in the national strategy, sustainability and/or transition plan, and/or other documentation submitted with the funding request, refer to relevant sections of those documents. 

	[Applicant response]

Considering the vulnerability and epidemiological context of HIV, interventions are directed toward KPs. The CBOs and community people would play visible roles. Furthermore, service delivery models are designed to increase the uptake of services effectively. The challenges for HIV programme are compound both in financial and programmatic management. Considering low prevalence of HIV <0.1% among general population causes stumble of external resources and causes less attention from in country policy makers. On the other hand, continued rise of infection among KPs need additional resources other than GF. Regrettably, lack of mobilizing domestic resources to scale prevention efforts affects both financial and programmatic sustainability. In Bangladesh, public expenditure of total budget in the health sector is too low. In FY 2018-2019, public health expenditure is only 5% of the total budget, which is the foremost challenges for sustainability of HIV financing. However, sustainability has considered through modular approach of interventions as a parallel approach of integration through peers at community level and through referral and linkage at public facilities. To strengthen the services for the KPs in the government health systems, regular meetings, seminars and in-person communications will be maintained. ASP would play the key-roles to ensure sustainability. The government is well-aware of the activities and the target groups and their needs; which will facilitate the sustainability of the program. Moreover, several activities are operated through government revenue budget such as treatment of PLHIV, skills development training for transgender, the inclusion of HIV related issues in the secondary school book and operating HMIS through government web portal and extend social safety net programme for KPs.
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Annex 1: Documents Checklist

Use the list below to verify the completeness of your application package.

	☒
	Funding Request Form

	☐
	Programmatic Gap Table(s) 

	☐
	Funding Landscape Table(s) 

	☐
	Performance Framework

	☐
	Budget

	☐
	Prioritized above allocation request (PAAR)

	☐
	Implementation Arrangement Map(s)[footnoteRef:6] [6:  An updated implementation arrangement map is mandatory if the program is continuing with the same PR(s). In cases where the PR is changing, the implementation arrangement map may be submitted at the grant-making stage.] 


	☐
	Essential Data Table(s) (updated)

	☐
	CCM Endorsement of Funding Request 

	☐
	CCM Statement of Compliance

	☐
	Supporting documentation to confirm meeting co-financing requirements for current allocation period 

	☐
	Supporting documentation for co-financing commitments for next allocation period 

	☐
	Transition Readiness Assessment (if available)

	☐
	National Strategic Plans (Health Sector and Disease specific)

	☐
	All supporting documentation referenced in the funding request

	☐
	Health Product Management Tool (if applicable)

	☒
	List of Abbreviations and Annexes
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Figure 7
Goverment spending  for HIV 2017-2019

Committed 2017-2019	8904440	Realized 2017-2019	7294229	

Figure 6
Government realization of cofinancing committment 


Realized 2017-2019	Unspent 2017-2019	7294229	1610211	

Figure 8-Anticipated Domestic Funding from 2019-2023

2019	
2748323.6702798083	2020	
4504663.4736576751	2021	
3248991.6813713135	2022	
3411441.2654398791	2023	
3582013.3287118734	

Figure-10 
Resource Gaps Including FR 2021-2023

Anticipated Resources with funding request	12188857.529999999	12173507.66	11737958.43	Total Remaining Funding Gap (annual amounts) 39951427.58	41430668.119999997	45034869.710000001	49354264.409999996	

Figure 9
Resource Gap 2020-2023 with GOB funding 

 Total anticipated resources (annual amounts) 	2020	2021	2022	2023	12101486.385867616	4344858.4953433331	4294822.8205328966	4450394.8838048913	 Annual anticipated funding gap 	2020	2021	2022	2023	39951427.5807513	49274667.153604381	52913554.546866871	56641827.9567101	
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Figure-4.

PR-SC: Implementation Arrangement for FSW & PWID
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Figure 5
Proposed Implementation arrangement for MSM & TG: PR-ICDDRB
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