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Introduction 

FAITH-ENGAGED COMMUNITY POSTS IN CONTEXT, 2018-2022
Historically, UNAIDS had set forth global Fast Track 90-90-90 targets to achieve by 

2020: 90% of people living with HIV (PLHIV) to know their HIV status; 90% of people 

who know their status to be on treatment; 90% of people on treatment to have viral 

load suppression. By the end of 2019, fourteen countries across three regions achieved 

these targets. Yet there were still significant gaps in achieving the 90-90-90 targets. 

In Zambia, during the course of the PEPFAR Epidemic Control 90/90/90 Project (see 

Preface), a plateau was observed in the uptake of HIV treatment: only an estimated 70% 

of PLHIV were accessing ART with low coverage among children, men, and young adults. 

Challenges emerged in ineffective targeting for testing (with low community positivity 

rates); failures in efficiently linking individuals testing positive to treatment; and 

inadequacies in initiating ART quickly. In light of the need for renewed efforts to identify 

PLHIV and efficiently link them to treatment, CRS and its local partner Circle of Hope 

(COH) in Lusaka Urban District designed and piloted the Faith-Engaged Community 

Post (CP) model. The CP model gained attention when COH exceeded its testing and 

treatment targets by more than any other partner, with success in closing gaps for men, 

women, youth, and children. After site visits and data review, the success of the CP 

model emerged as a best practice to address challenges in case identification and 

treatment scale-up.

The next set of UNAIDS 95-95-95 targets aims to end the AIDS epidemic by 2030: 95% 

of people living with HIV knowing their HIV status; 95% of people who know their status 

being on treatment; and 95% of people on treatment having suppressed viral loads so 

that at least 86% of PLHIV will have viral load suppression. Achieving these targets 

requires HIV testing for the majority of PLHIV, initiating PLHIV on treatment, and 

ensuring their adherence to and continuity of treatment.

From 2019 through 2022, the success of the Zambia COH Faith-engaged Community 

Post model led to its promotion as a PEPFAR Solution1, expanded support and 

evaluation during the PEPFAR Faith and Community Initiative, scaling within 

government-supported facilities in Zambia, and successful replication in Zimbabwe.

FAITH-ENGAGED COMMUNITY POSTS AND PEPFAR’S FIVE-YEAR 
STRATEGY, DECEMBER 2022 AND BEYOND

PEPFAR’s 5-year strategy, Fulfilling America’s Promise to End the HIV/AIDS Pandemic by 

2030 (December 2022), sets a bold vision for ending HIV/AIDS as a global health threat. 

The Strategy emphasizes the pivotal role that faith and community leadership play in 

ensuring success and sustainability of the Strategy, particularly since in most countries 

with high HIV burdens, 60-75 percent of the population regularly attends religious 

services 2.   The Strategy also emphasizes the priority of closing 1st 95 equity gaps in 

priority populations, such as AGYW, youth, children, key populations, and in many high 

burden countries, men.
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1. PEPFAR Solution: https://www.pepfarsolutions.org/solutions/2019/9/30/circle-of-hope-using-faith-based-community-
outreach-posts-to-increase-hiv-case-finding-linkage-and-retention-on-treatment-in-urban-and-rural-settings-in-zambia

2. Pew-Templeton Global Religious Futures: http:/www.globalreligiousfutures.org/.funding in FCI



INTRODUCTION 

PEPFAR’s collaboration with faith and traditional community leaders and Faith-Based 

Organizations (FBOs) helps accelerate 95-95-95 treatment targets and the new 

UNAIDS 95% combination prevention target -- which aims for 95% of PLHIV to be 

engaged in evidence-based combination prevention.  

PROGRESS IN CLOSING EQUITY GAPS

Through collaborations with FBOs and faith and traditional leaders, the Faith-Engaged 

Community Posts model helps optimize HIV testing and assure continuing care. This 

model overcomes key barriers to seeking care, including cost of travel, poor customer 

care, distance, time spent in facilities, and stigma.

Zambia’s and Zimbabwe’s, Faith-engaged Community Posts (CPs)  support 

decentralized person-centered care by faith-engaged staff through CPs located in 

hotspots. This program  reaches  more men than the Non-Faith-Engaged CPs, to close 

gaps in the 1st 95 (Fig. 2); In men, viral load suppression was greater in the Faith-

Engaged CPs (94.8) than in Non-Faith-Engaged CPs (90.4).  Faith-engaged CPs also 

show higher performance in AGYW, adolescent boys and young men, women, and 

children than the comparison models.

THE COMMUNITY POST MODEL 

The Community Post (CP) Model is a community model of care designed to expand 

HIV services by improving the efficiency and efficacy of HIV case finding, linkage 

to treatment, and continuity of treatment in care. It focuses on identifying PLHIV 

and linking them to same-day ART initiation. First envisioned and developed for 

the Zambian context by Circle of Hope (CoH) with support from Catholic Relief 

Services (CRS), the model decentralizes HIV service delivery, including HIV testing; 

comprehensive HIV care and treatment, including differentiated ART delivery models; 

and HIV prevention services, from ART facilities to static CPs. The CP model aims to 

harnesses community platforms - such as churches, markets, and bus stops - and 

resources to deliver more accessible HIV continuum of care services and alleviate 

the burden on overwhelmed health systems in high HIV burden countries. The model 

is designed to address the time, resource, and stigma constraints of accessing HIV 

treatment and care from traditional clinic settings. 

Critical elements of the model's success are its acceptability by individuals, the 

location of the CPs, the stakeholder engagement of the local community and faith 

leaders, and the selection of local community health workers (CHWs) who know the 

geographic and social terrain of the surrounding community. The model has been 

successful 

in increasing case identification among those at high risk of HIV through targeted HIV 

testing strategies, in particular index case testing and partner notification improving 

linkage to treatment rates; improving continuity of treatment in care and viral load 

suppression; and increasing access to hard-to-reach populations, such 

as men, adolescents, and female sex workers. The model generated quick wins in 

Lusaka: case identification among those at high risk of HIV increased; linkage to 

treatment rates improved; continuity of treatment in care and viral load suppression 

improved; and access to hard-to-reach populations increased, specifically men 

and adolescent boys and young men. The model is being expanded in Zambia and 

beyond, with Community Posts established throughout Zambia, as well as in Nigeria 

and Zimbabwe. The Community Post Model training package and accompanying tools 

aim to support further scale-up of this model as a strategic approach to ending HIV/
AIDS as a public health threat by 2030. 
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MODULE I: 
Introduction and Overview 
of the Conununity Post Model 

INTRODUCTION 

Module 1 describes the context of the local HIV epidemic (Zambia) and the contextual 

challenges in achieving epidemic control, including the six key barriers to HIV service 

delivery. The module provides an overview of the CP model, including a description 

of a CP; the CP model's three-pronged response strategy; and the core values and 

principles of the CP model, known as the RECIPE. Module 1 provides an overview of 

the process of setting up a CP from stakeholder engagement to mapping for strategic 

site selection, securing infrastructure and supply needs, and identifying the CP team. 

It summarizes the strategies that CPs employ for case identification, treatment and 

viral load suppression, staff capacity building, and ongoing team motivation. Finally, 

Module 1 discusses some of the key successes of the CP model in Zambia, and 

presents data on these successes. Module 1 of the Participant's Guide includes tools 

to support implementation of this content. 

KEY MESSAGES FROM MODULE 1 INCLUDE: 

■ In Zambia, the CPs address critical gaps in HIV service access, including HIV 

testing, ART coverage, and VLS, in particular for underserved and high-risk groups,

such as men, children, adolescents, and female sex workers.

• In each context there are key barriers to service delivery, including demand-side and 

supply-side barriers; the CP model aims to address these key contextual barriers.

• CPs have been successful in improving case identification and linkage to ART, in 

particular among men and adolescents.

■ The CP entails a three-pronged approach designed to address these gaps:

• Decentralized service delivery: CP services are conveniently located closer to the

community - thereby addressing important barriers to service access. 

• Strategic partnerships: establishing and operating CPs requires engaging

community members as key stakeholders and leveraging community assets,

which build trust.

• Core values (RECIPE): critical to addressing key barriers to HIV service access

and an integral part of CP model implementation.

■ The RECIPE core values are embodied in the day-to-day implementation of the CP

at all levels and are critical to its success.

■ This module discusses the various steps involved in establishing and implementing

a CP, including the preparatory steps, as well as the service delivery strategies and

monitoring of service delivery within the CP.

• High-level steps for CP model implementation include stakeholder engagement,

mapping for strategic site selection, securing infrastructure and supply needs,

identifying the CP team, employing diversified case identification strategies,

adopting sustainable treatment and viral suppression strategies, CP staff capacity

building and mentoring, ongoing team motivation, and ongoing monitoring.
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MODULE 1 

1.2 CP CONCEPTUAL FRAMEWORK 

DESCRIPTION 

The CP conceptual framework summarizes the key features of the CP model. It serves 

as a reference for the RECIPE and the key components of the CP model. 

USERS 

The CP conceptual framework can be a resource for all stakeholders from a CP 

staff member that references it for the components of quality customer care to a 

donor/agency/IP that is summarizing the different components of the CP model. 

The CP model is aimed at delivering quality customer care through its core values, 

or "RECIPE" (responsibility, empathy, compassion, integrity, passion, and ethics), 

which are critical to its operation and underpin its success. Linkage to care through 

community and faith-based structures mobilized through the model are also 

major elements. The model features service provision in non-stigmatizing settings, 

evidence-informed approaches to case identification, differentiated service delivery, 

innovative strategies for demand creation and linkage, and service delivery at high­

volume, easily accessible locations. 

6 / COMMUNITY POST MODEL - PARTICIPANT'S GUIDE 































































































Primary health care 

HIV testing 

HIV prevention 

HIV care and treatment 

MODULE 7 

Services are offered to all individuals of all ages seeking HIV testing, care and 
treatment, and include: 
• Basic screening for noncommunicable diseases acknowledging that some

individuals, men in particular, may not seek health services specifically to seek
HIV testing.
-Malaria testing and treatment.

-Hypertension screening.

-Diabetes screening.
• STI screening and treatment.

• TB screening.

The CP offers HIV testing to all seeking care in the CP and not aware of their 
HIV status. Facility-based testing includes: 
• Optimized Provider Initiated Testing and Counseling (oPITC) using age­

appropriate, context-specific HIV-risk screening tools applied to all individuals 
seeking care to identify and offer HIV testing to individuals at risk of HIV.

• Index case testing/assisted partner notification offered to all new PLHIV to 
ensure all their sexual partners, as well as all biological children. are offered 
HIV screening and testing. Index case testing is also offered to all clients with 
high VL.

• HIV self-testing is offered as part of partner notification, in case other options 
to reach the sexual partner(s) have been exhausted. Index cases are provided 
with an HIV self-test kit to provide this to their sex partner(s).

• HIV prevention/PrEP: All individuals testing HIV negative are offered HIV/STI 
prevention counseling and screened for PrEP eligibility.

• Post-Exposure Prophylaxis (PEP): Clients are screened for gender-based and 
sexual violence, and offered PEP in line with national guidance (and PrEP as 
appropriate). Community post staff members are trained in first-line GBV care 
and support (LIVES). A PEP kit is available at all CPs.

• STI screening and treatment: STI prevention education, screening,
and management are integrated into HIV testing and HIV care and
treatment services.

•  VMMC: The CP provides VMMC education as part of HIV prevention 
education, as well as referral to a health facility with VMMC capacity.

• Same day ART initiation: All individuals testing HIV positive, either in the CP or 
the community, are immediately linked to care for same-day ART initiation (see 
Walk strategy, Module 8).

•  Comprehensive HIV care:

-WHO screening and staging, including screening for Ols and advanced HIV 
disease (CrAg, CD4, TB LAM).

-01 treatment and prevention (Cotrimoxazole prophylaxis).

-TB diagnosis and treatment.

-Tuberculosis Preventive Treatment (TPT).
•  Viral load monitoring (see Laborator:t services).

•  Continuity of treatment support (see Module 9).
-Monitoring and supporting continuity of treatment in care:

- Monitoring of ARV adherence.

- Adherence counseling: treatment literacy for clients new on ART; enhanced 
adherence counseling for clients not virally suppressed.

- Psychosocial support: linkage to additional community-based support. 
services and ongoing support by community-based volunteer (see Module 8). 
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Considerations for a status
neutral approach to 
testing services

-A status neutral approach to HTS is not the same as universal testing; 
rather, it is ensuring individuals in need of HTS, receive safe and ethical 
HTS and support to ensure timely linkage to appropriate prevention 
and/or treatment services based on the individual’s needs. 















Update: Case Identification with 
HIV ‘Screen-in’ Validated 
Methods

In COP/ROP23 Guidance and FY24 Tech Cons, there's a shift away from risk screening and toward increased use of 
more affordable HIVST. Risk screening in CPs uses ‘screen-in tools’ to identify high-risk individuals for HIV testing, 
such as anyone with: rapid weight loss; persistent cough; fever or night sweats; unexplained tiredness; prolonged 
swelling of lymph glands in armpits, groin, or neck; sores of the mouth, anus, or genitals; For children: recurrent 
skin problems or infection, swollen abdomen, delayed growth and development, poor health in the last 3 months or 
hospitalized, swollen lymph nodes, intermittent diarrhea, oral thrush, history of TB or TB symptoms, pus from the 
ear, discharge, sores in genital area; For women: any mother of a child born with HIV or with unexplained illness 
who died before age 2 years. 

Update: Considerations for a 
status neutral approach to 
testing services

-A status neutral approach to HTS is not the same as universal testing; 
rather, it is ensuring individuals in need of HTS, receive safe and ethical HTS 
and support to ensure timely linkage to appropriate prevention and/or 
treatment services based on the individual’s needs. 



























MODULE 11 

CHALLENGES STRATEGIES 

COMMUNITY/COMMUNITY LEADERSHIP 

• People think the CP will not be a
permanent facility. 

• Suspicion, belief systems, and stigma 

in communities.

IMPLEMENTING PARTNERS/MOH 

• Local politics of ownership/success attribution.

• Jealousy of other partners/stakeholder/facilities.

• IP claims to targeted geographical area.

• Partners implementing the model take time to

know the model and adapt supervision approach,
monitoring, and logistical support needed.

SERVICE PROVIDERS 

• Lack of understanding of the model by service
providers and CHW. 

• Orientation and training needed for CHW to really 

grasp the CP model and RECIPE.

• Lack of capable local CHW compromising the

quality of support provided by CHW. 

• Silo mentality of service providers and CHW. 

• Stigma among HCP. 

LOGISTICS 

• Findings the best fit between a suitable space and 
an affordable space. 

• Partners implementing the model take time to

know the model and adapt supervision approach,

monitoring, and logistical support needed.

• Resource gaps:

- Inadequate funding to support logistics,
including transportation;

- Gaps in supply chain (01 drugs).

• Regular meetings with communities and
their leaders. 

• Invite community and faith leaders to see the

parent facility and IP officers, especially during

scanning process and launch (participation

in scanning).

• Foster relationships with the community;
build trust.

• Attend community events.

• Share results and obtain community feedback 

during meetings (with focus on customer care). 

• Orientation of stakeholders on the CP model (IPs,

MoH, agencies), including RECIPE and customer 

care and how this applies also to partnership.

• Share data on the success of the CP.

• Leveraging stakeholder relationships; participate
in events when invited to foster relationships.

• Orientation on CP and RECIPE. 

• Ongoing coaching and mentorship of the 
CP teams. 

• Customer care training across the full cascade.

• Pep talk, performance feedback (encouragement,

praise via WhatsApp).

• Stigma training for HCP (see 3.2: Resources to 
Address Stigma).

• Community scanning.

• Orientation of MoH/IPs on the model, including

planning for logistics (including for SV

and monitoring).

• Facilitate redistribution/stock sharing with other

facility partners to ensure steady supply. 

• Leverage stakeholder relationships/sharing
of resources.
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