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Statement of purpose
At the 21st International AIDS Conference in Durban, South Africa the Executive
Director of UNAIDS, Michel Sidibé, stated that “We have a fragile window of

opportunity to achieve 90–90–90 by 2020 and lay the foundation to end the AIDS
epidemic by 2030”. Barriers to achieving the 2020 goals include sub-optimal
prevention efforts, continuing high rates of undiagnosed HIV, and poor linkage to,
and retention in, HIV care. During a Bridging Session at the Durban conference on
“Adopting Routine Patient-level Data to Track the HIV Epidemic and Inform HIV

Prevention and Treatment Strategies”, hosted by the MeSH Consortium, it was
highlighted how routinely collected HIV data play a critical role in reducing HIV
transmission, diagnosing persons more promptly, and ensuring HIV care is optimal
for all.
On 26th and 27th October 2016 an expert group of public health practitioners gathered
in Tallinn, Estonia to consider the challenges ahead, identify innovative and efficient
methods for routine HIV measurement and surveillance, and agree on the next steps
for moving to and beyond 2020. The two-day symposium was hosted by the MeSH
Consortium.
Through a series of presentations and discussions the expert group considered four
questions:
How can we maximise the demand, supply, and use of routine HIV data to improve
individual and population-level HIV outcomes?
How can we better track and improve linkage to, and retention in, care, as well as
care outcomes?
How can we characterise the locations and populations that require urgent action?
How can we identify what is needed in the locations and among the populations
requiring urgent action?
As identified by the group of public health experts, in this report we present
recommendations for priority setting to move to and beyond 2020.
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Symposium Executive Summary
In his video address to the Tallinn symposium, Professor Baron Peter Piot stated that “the challenges for accurate
[HIV] data, for measurement and for evaluation are going to grow”. During the two-day symposium, the challenges
of improving the collation, collection and use of strategic HIV information to strengthen prevention, testing
and treatment efforts were considered and discussed in relation to the four questions presented in our
statement of purpose. From these discussions, the Tallinn symposium participants identified priorities for
action to realise the vision of data-driven decision making for HIV programmes.
The Tallinn group agreed that first and foremost, we must strengthen the demand, supply and use of strategic
information by programmes. To do so, as data systems evolve they must continue to improve in their costeffectiveness and efficiency. We must strive for systems that prioritise use of data at the facility and local
level to support good decisions. These systems will in turn support onward reporting of strategic information
to donors and policy makers. Further, we must foster the capacity of local stakeholders to generate,
interrogate and act on the data. These actors will require data feedback loops that are optimal in their
timeliness, and we must find approaches that balance speed with quality assurance to maximally support the
use of strategic information.
The Tallinn group recognises the value of the treatment cascade as a framework to monitor the progress of
HIV testing and treatment programmes. We must continue to enhance durable and replicable data systems
for programmes that collect and use individual-level data, guided by the principles of case-based surveillance.
When designing and implementing new systems we need to consider the potential impact of our actions on
existing parallel systems. Systems must develop in their capacity to link data from a range of sources,
including pharmacies, laboratories and vital registration platforms. This will be made possible by expanding
the use of sophisticated approaches to unique identification of patient data. As this trend develops, the
concerns of clients and civil society about the potential for confidentiality breaches and human rights abuses
must be addressed at all stages. We must continue to innovate in understanding the clinical outcomes both
of those who are actively in care, and of those who are lost to follow up or discontinue treatment.
Programmes that harness data to improve the client experience will be a key engine in driving down the
proportion of people living with HIV who remain undiagnosed, untreated or who experience sub-optimal
clinical outcomes.
The Tallinn group also recognises the growing importance of targeting our efforts, especially in HIV
prevention. Better data systems that give rise to user-friendly tools, such as dashboards and hotspot maps,
that can be used by local practitioners to drive more effective and efficient prevention programming are
essential. For programmes to achieve optimal impact with limited resources we must continue to enhance
our understanding of the size and location of, and behavioural and HIV epidemiological dynamics among,
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hidden populations at the highest risk. To do so we must improve approaches to triangulating and
extrapolating from data collected through key population programmes and targeted surveys using
sophisticated sampling and statistical analysis techniques. Deploying new technologies such as sample testing
algorithms that can identify those who have been recently infected has the potential to provide programmes
with new insights.
Finally the Tallinn group recognises the importance of monitoring the interventions we deploy, and
identifying which needs are not currently being met. The prevention cascade offers a novel analytic
framework that has the potential to leverage strategic information from data collected by HIV prevention
and testing programmes in the field. To achieve this aim we must innovate and improve the data we collect
and refine how these are used to support programme planning. Further, we must continue to improve in,
and systematise, how we evaluate stigma and other structural barriers to the effectiveness of programmes.
In response to these priorities, Tallinn symposium participants discussed a range of novel approaches to data
system design, analysis and use that are being developed by the MeSH Consortium and other partners. These
efforts must continue to be strengthened if programmes are to act with the greatest impact and if global
goals for HIV mortality and incidence reduction are to be met.
In this report we consider each of the four questions in turn, present a summary of the presentations and discussions, and propose
areas for priority setting. Under each proposed priority area (presented in red), we present points for consideration (presented in
black). Appendix 1 presents the full list of priorities and provides information on projects conducted / being taken forward by
the MeSH consortium that address the four questions considered at the Tallinn symposium. Appendix 2 presents the full
programme, and appendix 3 lists presenter and delegate biographies. Presentation may be available on direct request to presenters
(see appendices 2 and 3).
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Professor Baron Peter Piot video address to the Tallinn Symposium
In his video address to the Tallinn Symposium, Professor Peter Piot, Director of the London School of
Hygiene and Tropical Medicine (LSHTM), suggests we are entering a new phase of the response, one where
monitoring and measurement will be more complex and where formidable, practical, and methodological
challenges for HIV metrics will have to be overcome.
Highlighting that there are still over two million new HIV infections every year, Professor Piot calls for a
consistent and long-term view to HIV surveillance and argues the need for good data and metrics for guiding
programmes, for informing advocacy, and for advising decision makers to secure resources, abolish
counterproductive laws, and create an environment conducive to HIV prevention and treatment and better
rights.
To better understand HIV incidence, ART coverage, and prevention needs, Professor Piot proposes the use
of local technology, linking routine HIV data with pharmacy and procurement systems and routine data
relating to other health issues, and data triangulation.
Professor Piot concludes:
“HIV / AIDS is going to be with us long-term, let’s not fool ourselves… the challenges for accurate

data, for measurement, for evaluation are going to grow…we need commitment from those who
invest in AIDS programmes that they will also invest in data measurement, collection and estimates,
and their use, over the long term”.

An address to the Tallinn
symposium from Professor Peter
Piot, Director of LSHTM
Click on image to open
Password = hummus
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Tallinn symposium word cloud
Two days of discussion summarised in a word cloud, where the size of the word indicates the
frequency of its use in this report ~
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How can we maximise the demand, supply, and use of routine HIV data
to improve individual and population-level HIV outcomes?
For routinely collected HIV data to play a critical role in reducing HIV transmission, promoting engagement
with care, and improving health outcomes we need to maximise their demand, supply and use. Based on five
presentations and a discussion, we identified three priority areas for maximising data demand, supply and
use; these were as follows (priority areas in red and points for consideration in black):

Improve the efficiency, cost-effectiveness and sustainability of the systems & data
we develop
Often the data from HIV service delivery tracking systems are not used optimally to improve
services. To improve efficiency, we need to ~
 Understand the best ways that data may inform programs, thereby increasing data demand (fig.1)
 Shape a community of practise for optimally utilising information from separate data sources to produce
longitudinal data – example of a platform is the Health Information Exchange (HIE) (fig.2)
 Consolidate system design efforts and reduce duplication of tasks; be aware of the potential gains and
threats posed to and by parallel systems

 Design systems as a platform for case based surveillance of HIV and other diseases - for example,
integrate existing HIV and tuberculosis registers
 Simplify systems of data collection and collation at the local level and ensure they are user friendly and
sustainable in the local context
 Develop analytical methods to account for potential biases in routine data; for example, to ensure trends
reflect true epidemiologic patterns
rather

than

changes

in

service

provision or utilization
 Build resiliency in to the system and
don’t forget about the basics; for
example, promote effective facilitybased

record

keeping,

recognise

things may work differently setting to
setting, and maintain paper-based
records when rolling out electronic
records.

Prof. Andrew Boulle presenting on using data to improve clinical practise
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Ensure data are credible and valuable to facilities and programmes as well as for
regional, national and international stakeholders
HIV measurement and surveillance systems can fail to gain stakeholder buy-in, and therefore
lack credibility, which limits data utilisation. To attain buy-in from relevant stakeholders and
build trust, we should ~
 Invest in local human and technological capacity to collect, collate and analyse data, and validate,
improve, and use estimates
 Appoint a national-level steward to oversee programmatic, clinical and surveillance activities
 Ensure the people collecting the data also use the data to respond to locally important questions
 Recognise information needs may differ depending on local context
 Present data in an appropriate format and communicate with stakeholders such that data outputs may
be clearly and simply utilised to address local issues
 Create robust feedback loops to those reporting data to address the common problem of data travelling
only in one direction
 Foster communication with, and education of, frontline data collectors on limitations of the data, the
need for robust data and data quality standards, and data value (particularly important if the tangible
benefits are not readily visible to those who produce and send data)
 Evaluate whether actions measurably improve the health of individual clients and inform decisions
regarding scale-up at the sub-national and national level
 Align regional / global HIV indicator sets so that they support, and do not hinder, country activities
 Assess whether the value of the data collected justifies the cost
 Consider whether the data improves the patient / client experience, protects rights, or does potential
harm; for example, by reinforcing stigma or competing with other data demands, supply, and use

Get the timings right so that routine data is available in a timely manner whilst
considering the need for adequate quality control
The need for “real time” data is often expressed. Efforts to produce “real-time” data may have
detrimental effects. To meet the demand for timely data, we need to ~
 Negotiate the balance between timeliness and quality data - data dissemination cycles must allow for
comprehensive data collection, robust data quality improvement and the production and review of
meaningful and interpretable outputs
 Evaluate the period in which data outputs can be digested by end users, and informed and meaningful
decisions can be made and implemented
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 Focus on the collection and quality improvement of individual (line-listed) data on a small number of
variables that inform action
 Develop tools that reflect uncertainty and quality in, and value of, data; for example, an algorithmic
approach to using data of varying quality - confidence levels of high, medium, and low could be assigned

Figure 1 : Why we need to increase data demand

Presentation by Mary Mahy, UNAIDS

Figure 2: Health Information Exchange & viewing application for clinicians

Presentation by Andrew Boulle, University of Cape Town
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How can we better track and improve linkage to, and retention in, care, as
well as care outcomes?
Among people living with HIV, a diagnosis is an important first step to accessing care and treatment, and
achieving viral suppression. Major barriers to a person diagnosed with HIV attaining viral suppression are
linkage to, and retention in, care. Nine presentations and a discussion session led to three priority areas being
identified to use data to improve care pathways; they were as follows:

Develop / utilise unique IDs whilst ensuring confidentiality
Collecting unique personal identifiers can help link data within health systems and across
fragmented health services to monitor service engagement; advocating for the availability and
use of universal health identifiers, we advise the following ~
 Develop a unique identifier that
works across multiple health services
(for example, in both HIV testing
and care facilities) and across parallel
systems
 Assess balance of using unique
identifiers and biometric methods to
identify and track populations and
ensuring privacy / confidentiality
 Consider civil society concerns with
using unique identifiers and identify
solutions that get the balance right
 Identify whether data needs for linkage are the same as those to conduct record deduplication
 Evaluate whether enough identifying data is accessible to perform de-duplication / data linkage

Link HIV care and treatment data to alternative information systems to develop
data-informed strategies to optimally retain patients in HIV care
In many highly HIV-affected countries, data that could provide a more complete picture of a
patient’s healthcare engagement experience exist in separate systems; to gain a more complete
understanding we should ~
 Assess loss to follow-up from care, and under ascertainment of mortality among people in HIV care, by
using alternative data sources for triangulation with patient file data; for example, insurance, pharmacy,
laboratory, vital statistics, and population data systems (fig.3)
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 Assess measurement differences in retention and linkage between survey and cohort data (fig.3)
 Trace HIV positive patients lost to follow-up, but when doing so focus on aspects of health other than
HIV in order to maintain patient confidentiality
 Track whether tracing was attempted and if it was successful - where a death has been recorded also
track whether this information was obtained through tracing, programme data, or vital registry linkage
 Use routine data to identify population groups at risk of failing to be linked to care or being lost to
follow-up from care; for example, link testing and care data and conduct a risk analysis
 Promote retention in care through good patient management which, in turn, can be promoted through
good system design - information systems need to work and link at the facility level to directly promote
patient care and get good quality surveillance data

 Engage with persons now retained in care who previously were not linked to, or lost from, care to gain
insight and develop strategies to improve linkage to care and maintain regular service engagement among
persons at increased risk

The care cascade is a critical tool and we need to improve and expand guidance
on its indicators
The treatment cascade has emerged as a critical tool for tracking progress with HIV diagnosis,
treatment and, ultimately prevention. Many countries are using data from multiple sources,
which presents challenges; to overcome these we need to ~
 Produce robust disaggregated care cascades to track progress, identify gaps, and assess and highlight
increased uncertainty
 Routinely assess the quality and value of data at each stage of the cascade – be transparent about the
limitations of the data (quality; representativeness; completeness); for example, apply a traffic light
assessment for each data source (fig.3)
 Attempt to measure progress along the cascade from point of diagnosis onwards as there is a trend
towards measuring quality of care from point of accessing care or treatment

 Objectively represent progress along the whole care cascade by presenting cascade stages as a percentage
of all persons living with HIV
 Attain estimates of diagnosed and undiagnosed HIV to gain an anchor for cascade measurement
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 Apply meaningful denominators against which subsequent stages of the cascade can be measured; for
example, presenting the percentage of people retained in care as of those enrolled in care will result in an
inflated estimate of success as it excludes persons diagnosed but not linked to care
 Cautiously interpret cascade indicator results; for example, interpreting a high proportion of viral
suppression among people on ART as signifying success in care provision is problematic if the
proportion living with HIV who are diagnosed, or who are linked in to care, remains unknown
 Standardise the time thresholds for linkage to, and retention in, care as well as the threshold and value
for viral suppression
 Consider a fourth 90 indicator to measure sustained viral load suppression
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How can we characterise the locations and populations that require urgent
action?
To respond to the HIV epidemic with the greatest impact it is important that we characterise populations
most at risk of infection. Nine presentations and a discussion focused on characterising hot-spots and key
populations. Based on these, three priority areas were identified. These were as follows:

Utilise available data, including spatial data, to develop hot-spot maps
Exploiting geographic heterogeneity in risk is key for epidemic reversal. However, to accurately
characterise hot-spots we must ~
 Assess the level of disaggregation useful to inform action, recognising there are limits to the usefulness
of granular data in characterising populations at risk of HIV
 Emphasise the need for model-based estimates to reflect available data
 Use routine data for spatial analyses that enable decision makers to prioritise resource allocation; hotspot mapping can help advocate for additional service sites, elucidate transmission dynamics among
networks, and identify a need to expand treatment coverage where population viral load is high (fig.4)
 Identify localities where risk is highest and the where mobility impacts HIV epidemiology and
programme action; for example, identify whether internal and/or external migrants are a key population
requiring action
 Develop a typology of hot-spot areas and a conceptual way of thinking about geographies that map to
how programs and services are delivered; for example, rural/urban/peri-urban/market-centres
 Not overthink spatial analysis - overall prevention efforts should not be delayed by an overburdened
process of identifying hot-spots for targeted intervention
 Acknowledge that lower level geographical estimates result in higher uncertainty / imprecision and
ensure uncertainty is clearly measured and presented

Improve methods to estimate the number, location and needs of key populations
The challenges of obtaining accurate strategic information among key populations are profound
and different data sources may be required to represent each population. For example, in some
settings programmatic data may be a useful data source to inform targeted outreach among sex
workers whereas, for MSM clinic data may be sufficient and possibly have better coverage for
low-risk categorized MSM. To overcome challenges ahead we advise to ~
 Develop standards for periodic national and local estimation of key population size and distribution
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 Integrate small area estimation and dynamic modelling for robust incidence, care cascade, and mortality
estimation at lower spatial levels (fig.4)
 Align additional data collection systems with existing health care / surveillance systems
 Collect as few variables as necessary, and only those that inform action
 Incorporate more individual level, community collected, data in the development of strategic
information
 Make decision making transparent and formalize processes to be evidence based to allow for replicability
 Apply, where relevant, a missing data framework to improve estimates where contextual information is
available for some but not all geographical areas – be clear that such methods assume places where direct
estimates are available are representative of places without this information
 Improve model specifications by compiling contextual information such as transport routes, tourism,
and education
 Invest in data quality improvement – with limited resources put them into data quality rather than, for
example, data interpolation / imputation methods
 Be explicit about assumptions made and uncertainty – develop methods to measure, account for, and
report on, error and uncertainty; for example, apply a decision-tree to highlight which assumptions were
met, which were not, and how best to proceed given different circumstances

Identify recent or “soon” infections
One method for characterising concentrated sub-epidemics within general epidemic settings is
to identify recent infections using an antibody-based assay; to pursue this method we must ~
 Consider using cross-sectional recency sampling to estimate incidence – planning is key as incidence
estimation for national surveillance, key population surveillance, and impact assessment can be a long
and difficult road
 Calculate the sample size required to achieve desired power – to inform sample size calculations assess,
amongst other factors, prevalence, HIV testing coverage rates, mean duration of recent infection
(MDRI), and the false recency rate (FRR)
 Recognise contextual change when calculating recency – assess whether risk behaviour or testing
patterns have changed; for example, has the introduction of test and treat resulted in more individuals
looking like a recent infection due to being on treatment? (consider viral load and ART testing)
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How can we identify what is needed in the locations and among the
populations requiring urgent action?
To allocate limited resources to achieve the greatest possible impact we need to identify HIV prevention
needs, select effective HIV prevention interventions, and better understand how interventions interact. Four
presentations and a discussion session led to three priority areas being put forward to identify need in
locations, and among populations; these were as follows:

At the country and community level, develop and apply prevention cascades to
map prevention needs, provision, and utilisation
We often fail to understand where risk is and to match need to action. In order to better track
progress, and identify gaps in prevention we should utilise prevention cascade frameworks to
identify service gaps, improve data quality and value, and develop interventions and measure
outcomes. To develop and apply prevention cascades we must ~
 Build foundations for collecting standardised prevention information
 Agree on a framework that defines the populations at risk, develop quality standards, and provide
guidelines for characterising interventions (fig.5)
 Clarify the core elements of the prevention package (behavioural, biomedical, and structural
interventions) and the means of delivery
 Identify the required supervision and monitoring elements for promoting local quality improvement,
and build and support the necessary technical infrastructure

 Breakdown component parts to understand what is required to increase coverage; for example, defining
coverage and defining the determinants of coverage (demand, supply and capability), both of which can
be at the macro (populations surveys; program data) or micro (program development data) level (fig.5)
 Include the partners of people at risk of HIV, or living with HIV, in prevention efforts
 Collect process data as they are an important part of program data and can be used for action – may
include the number contacted, involved, using the service, and presenting behaviour change
 Align activities with HIV Prevention 2020, a UNAIDS management framework for prevention targets
and delivery
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Triangulate survey and programmatic data
Data triangulation can bridge the gap between a proliferation of data sources and informed
decision making, and can overcome some of the limitations of individual data sources; we
should ~
 Review and interpret secondary data (for example, vital statistics) from multiple sources, evaluate
interventions, conduct population size estimation, and identify need at the population level through
triangulation – can be useful when meta-analysis / data linkage at the individual level is not possible
 Consider the potential limitations of triangulation – impact of poor quality data; lack of reproducibility;
ecological fallacy

Systemise the study of stigma and other structural barriers
The fear of stigma and discrimination has been reported by WHO as the main reason why
people are reluctant to get tested, disclose their HIV status, and take antiretroviral drugs. A
range of other structural barriers are also key. To advance the field of stigma research and
increase the uptake of stigma we must ~
 Harmonise stigma measurement activities
 Recognise stigma as a quantitatively measurable and actionable risk factor for limiting the provision and
uptake of services, and for HIV acquisition and transmission (fig.5)
 Document relevant societal changes (for example, introduction of repressive laws) and measure impact
on fear and stigma using standardised indicators
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Thank-you to all who contributed to the
Tallinn symposium
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Appendix 1: How best to use routinely collected data to control the HIV
epidemic to 2020 and beyond – questions, priorities, and aligned MeSH
activities
To maximise the demand, supply, and use of routine HIV data to improve individual
and population-level HIV outcomes we need to…
Improve the efficiency, cost-effectiveness and sustainability of the systems & data we develop
Ensure data produced are credible and valuable to individual facilities and programmes as well as for
regional, national and international stakeholders
Get the timings right so that routine data is available in a timely manner whilst considering the need for
adequate quality control
Aligned MeSH activities:
o Conducted situational assessments for the implementation of HIV case based surveillance (CBS) (leads:
University of California, San Francisco (UCSF), University of Cape Town (UCT), & LSHTM
o Collaborated with WHO in developing CBS guidelines (lead: UCSF)
o Currently assessing working and describable HIV CBS systems from which elements of good,
generalizable practice may be illustrated (lead: UCSF)
o Developing a standard operating procedure, supported by revised clinical stationery, for reporting HIV
PoC tests, in which a duplicate copy of every test performed will be sent to the laboratory, together with
other biological specimens and test request forms, for capturing (lead: UCT)
o As a step towards implementing CBS, we are to collect relevant information in HIV testing and
counselling facilities in Tanzania and link these data to care and treatment clinics (lead: LSHTM)

To better track and improve linkage to, and retention in, care, as well as care
outcomes we must…
Develop / utilise unique IDs whilst ensuring confidentiality
Link HIV care and treatment data to alternative information systems to develop data-informed strategies
to optimally retain patients in HIV care
The care cascade is a critical tool and we need to improve and expand guidance on its indicators
Aligned MeSH activities:
o Conducting statistical analyses of individual patient data from studies with back to care / tracing
programmes, reviewing existing methods for LtFU adjustment of mortality estimates, and developing
user-friendly interfaces to allow treatment and care programmes to estimate mortality among patients
lost to follow-up (lead: University of Bern)
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o Cross-validating data linkage/tracing designs for estimating bias arising from LtFU (lead: LSHTM)
o Constructing HIV cascades which begin at HIV testing and which can be routinely produced in a manner
that is timely enough to be actionable for individual patient benefit (lead: UCT)
o Developing methods for data linkage and improved data capture in both South Africa and Tanzania
(leads: UCT & LSHTM)

To characterise the locations and populations that require urgent action we had
better…
Utilise available data, including spatial data, to develop hot-spot maps
Improve methods to estimate the number, location and needs of key populations
Identify recent or “soon” infections
Aligned MeSH activities:
o Extrapolating size, coverage, and other indicators from local estimates to the national level using
generalised additive model for situations where data are limited, and comparing venue based and
respondent driven sampling results from studies conducted among key populations in sub-Saharan Africa
(lead: University of North Carolina (UNC))
o Exploring better sampling methods (and simpler/cheaper surveys) to gain nationally representative
measures of prevalence, coverage, combination prevention and other indicators (lead: Johns Hopkins
Bloomberg School of Public Health (JHSPH ))
o Planning three independent but linked pilots on the routine use of recency tests (lead: LSHTM)

To identify what is needed in the locations and among the populations requiring
urgent action we have a duty to…
At the country and community level, develop and apply prevention cascades to map prevention needs,
provision, and utilisation
Triangulate survey and programmatic data
Systemise the study of stigma and other structural barriers
Aligned MeSH activities:
o Expanding the scope of stigma measurement and developing stigma as core components of HIV
surveillance, and validating a stigma index and harmonizing stigma metrics to track progress towards
stigma reduction (lead: JHSPH)
o Combining surveys and program data to derive an indicator of program coverage (leads: LSHTM &
JHSPH )
o Conduct a review / data analysis on prevention cascades, includes cascades relating to female sex work
and voluntary medical male circumcision in sub-Saharan Africa (leads: LSHTM, JHSPH, & UNC)
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Appendix 2: Agenda

MeSH scientific symposium
Tallinn - Wednesday 26th and Thursday 27th October, 2016
Data driven decision making to control the HIV epidemic:
moving to and beyond 2020
Mission statement: Identify and discuss innovative and efficient
methods for routine HIV measurement and surveillance, and agree on
the next steps for moving to and beyond 2020

To consider:
 Strategic HIV measurement and surveillance needs to 2020 and beyond
 Strengths and weaknesses of existing HIV surveillance systems, measurement gaps, and the
use of new technologies to fill gaps
 How best to use routinely collected data to identify geographies and populations with a high
risk of HIV infection, identify service gaps and deficiencies, mobilise greater strategic
investment in HIV programmes, and strengthen accountability

Symposium and accommodation at the von Stackelberg Hotel
Tuesday 25th: Drinks reception at von Stackelberg (7.30pm – 8.30pm)
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Wed 26th: Data driven decision making for individual & population health
9.00am

Registration & coffee

9.30am

Aims of the meeting and introductions – James Hargreaves (LSHTM) (30mins)

10.00am

Welcome / Tere tulemast – Anna-Liis Pääsukene (Estonian Ministry of Social Affairs) (15mins)

10.15am

Session 1: How can we maximise the demand, supply, and use of routine HIV
data to improve individual and population-level HIV outcomes?
Session 1a: Chairs – Sabin Nsanzimana (RBC, Kigali) & David Stanton (USAID)
How to improve data demand – Mary Mahy (UNAIDS) (20mins)
Data interoperability: utilising HIV & non-HIV data – Chris Seebregts (Jembi) (20mins)
Using routine data to improve HIV clinical practise – Andrew Boulle (UCT) (20mins)

11.15am

Coffee break

11.45am

Session 1b: Chairs - Irja Lutsar (Uni of Tartu) & Kristi Ruutel (TAI, Tallinn)
Using data in the community – Sharon Weir (UNC / LINKAGES) (20mins)
Monitoring HIV from the subnational to global level – Wolfgang Hladik (CDC) (20mins)
Discussion (sessions a&b) – identify three key steps / recommendations to drive the demand
for, and improve the supply and use of, routine data (30mins)

1.00pm

Lunch

2.00pm

Session 2: How can we better track and improve linkage to, and retention in,
care, as well as care outcomes?
Session 2a: Chairs – Stef Baral (JHU) & Rand Stoneburner (UCSF)
The Estonian experience – Liis Lemsalu (TAI, Tallinn) (20mins)
Measurements to reduce LtFU & improve outcomes – Matthias Egger (Ub) (20mins)
7-14-28 presentations on country care cascades – David Maman (MSF), Mutsa Mhangara
(Zim MoH), Sabin Nsanzimana (RBC) & Paul Mee (LSHTM) – (30mins)

3.10pm

Coffee break

3.30pm

Session 2b: Chairs – Mary Mahy (UNAIDS) & Basia Zaba (LSHTM)
Care cascade: methodological problems & solutions – George Rutherford (UCSF) (15mins)
Feedback from Dubrovnik cascade workshop – Txema Garcia-Calleja (WHO) (15mins)
Key ingredients for a successful HIV CBS system – Sandy Schwarcz (UCSF) (15mins)
Discussion (sessions a&b) – identify three key steps / recommendations to promote linkage
and retention, and improve the accuracy of care cascades (30mins)

4.45pm

Wrap up – Brian Rice (LSHTM) (15mins)

6.15pm

Country focus groups (Malawi; South Africa; Tanzania; Zimbabwe – 1 hr)
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Thurs 27th: Data driven decision making to reduce incidence
9.30am

Recap of day 1 and introduction to day 2 – James Hargreaves (LSHTM) & Brian Rice (LSHTM)
(20mins)

9.50am

Video address from Peter Piot (LSHTM) (10mins)

10.00am

Session 3: How can we characterise the locations and populations that require
urgent action? - groups at high risk of infection or living with undiagnosed HIV
Session 3a: Chairs – Wolfgang Hladik (CDC) & Sharon Weir (UNC)
Estimating HIV incidence in Eastern Europe – Pillerin Soodla (Uni of Tartu) (20mins)
Use of routine data in next generation models – Jeff Eaton (Imperial) (15mins)
Use of data from testing platforms to guide programmes in the community – Frances Cowan
(CeSSHAR) (15mins)
7-14-28 presentations on approaches to identifying risk – Anastasia Pharris (ECDC), Pedro
Pisa (Wits) & Neil Parkin (FIND) (20mins)

11.10pm

Coffee break

11.30am

Session 3b: Chairs – Matthias Egger (Ub) & Anastasia Pharris (ECDC)
Geospatial analysis to identify high-risk populations – Frank Tanser (Africa Centre) (20mins)
Data for DREAMS – Isolde Birdthistle (LSHTM) (20mins)
Feedback on Tallinn side meeting: estimating the size, location and key characteristics of
most-at-risk populations – Jess Edwards (UNC) (20mins)
Discussion – robust / generalizable methods for characterising risk (30mins)

1pm

Lunch

2pm

Session 4: How can we identify what is needed in locations and populations
requiring urgent action? - informing and measuring prevention activities
Chairs – Gina Dallabetta (BMGF) & Keith Sabin (UNAIDS)
Using routine data to support prevention services delivery – James Blanchard (20mins)
Where now for stigma surveillance? Tracking the 2020 target and measuring change over
time – Stef Baral (JHU) (20mins)
Debate: how should we develop HIV prevention cascades? – Bernie Hensen (LSHTM) &
George Rutherford (UCSF) (40mins)

3.20pm

Coffee break

3.40pm

Session 5: To 2020 and beyond: next steps
Chairs – Michelle Morrison (BMGF) & James Hargreaves (LSHTM)
Birds of a Feather table discussions – review and rank recommendations (40mins)
Table feedback (20mins)
What next? – symposium output(s) and next steps (20mins)

5.00pm

Wrap-up & thank-you – Michelle Morrison (BMGF)
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Appendix 3: Delegate Biographies
Nina Anderegg - Universität Bern, Switzerland (nanina.anderegg@ispm.unibe.ch)
Nina is a statistician and PhD-student working at the University of Bern for the mortality
working group of MeSH as well as for IeDEA-Southern Africa (IeDEA=International
epidemiology Databases to Evaluate AIDS). Before joining the team at the University of Bern,
Nina completed her studies in mathematics at the Swiss Federal Institute of Technology (ETH)
in Zurich, where she also worked for three years at the Seminar for Statistics as a statistical
consultant and as an assistant in the Advanced Studies in Applied Statistics. She is currently
working on methods to improve mortality estimation in patients starting ART, most notably
on methods to correct for mortality under-reporting due to loss to follow-up.
Dr Stefan Baral - Johns Hopkins School of Public Health, United States of America (sbaral@jhu.edu)
Stef is a physician epidemiologist and an Associate Professor in the Department of
Epidemiology at the Johns Hopkins School of Public Health (JHSPH). Stefan completed his
certification in Community Medicine as a Fellow of the Royal College of Physicians and
Surgeons of Canada and Family medicine with the Canadian Council of Family Physicians.
Through his role as the Director of the Key Populations Program at the JHSPH, Stefan has led
HIV epidemiology and implementation research focused on characterizing the epidemiology
of HIV and effective HIV prevention, treatment, and care approaches for gay men and other men who have sex
with men, transgender women, and female sex workers across Western and Central, and Southern Africa with
support from USAID, CDC, NIH, amfAR, and the Global Fund.
Dr Isolde Birdthistle - London School of Hygiene and Tropical Medicine, UK (isolde.birdthistle@lshtm.ac.uk)
Isolde is PI of the Bill & Melinda Gates Foundation funded impact evaluation of PEPFAR’s
‘DREAMS’ – a collaboration between LSHTM and 4 partner institutes in Kenya, South Africa
and Zimbabwe. Irish-born, and raised in Libya and Malaysia, Isolde’s initial training was in
biology and then epidemiology. She has worked on adolescent health promotion with
UNICEF and WHO (the Global School Health Initiative). Her research has focused on sexual
health risks among adolescents and young women. She served for 3 years as Chair of the
research ethics committee at Marie Stopes International.

Professor James Blanchard - University of Manitoba, Canada (James_Blanchard@umanitoba.ca)
James is an epidemiologist and public health specialist focusing on global health. He is a
Professor in the Departments of Community Health Sciences and Medical Microbiology and
Director of the University of Manitoba’s Centre for Global Public Health. He is a Canada
Research Chair in Epidemiology and Global Public Health. Dr. Blanchard received his MD
from the University of Manitoba and his MPH and PhD in Epidemiology from the Johns
Hopkins University. His research focuses on how the characteristics of individuals,
communities, and large populations contribute to the local and global distribution of
communicable and non-communicable diseases. Building on this knowledge, he works with policy makers and
public health leaders to develop and implement effective public health strategies for disease prevention. Over
the past ten years Dr. Blanchard has led extensive research and public health program development related to
HIV/AIDS and maternal and child health in India, other Asian countries and Africa.
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Dr Andrew Boulle - University of Cape Town, South Africa (andrew.boulle@uct.ac.za)
Andrew is a Public Health Specialist working for the provincial health services in the Western
Cape Province of South Africa, where he has supported HIV services for 15 years, including
the development of provincial and national information systems to support HIV
treatment. He currently leads an initiative to established a province-wide data center and
health information exchange for routinely collected person-level health data. He has a joint
appointment at the University of Cape Town in the School of Public Health and Family
Medicine and Centre for Infectious Disease Epidemiology and Research. His research
interests include HIV cohort research on clinical and health service aspects of HIV treatment,
and approaches to context-appropriate information systems development.
Sungai Chabata - Centre for Sexual Health and HIV AIDS Research, Zimbabwe (sungai@ceshhar.co.zw)
Sungai is a Medical Statistician at the Centre for Sexual Health and HIV/AIDS Research
(CeSHHAR), Zimbabwe. He recently completed his MSc. in Medical Statistics at the London
School of Hygiene and Tropical Medicine. His dissertation was on female sex worker (FSW)
population size estimation in communities in Zimbabwe using the service multiplier
method; which combined the programme data and the SAPHH-IRe (Sisters Antiretroviral
Therapy Programme for Prevention of HIV – an Integrated Response) trial baseline data.
He is currently in the second year of his fellowship with the European and Developing
Countries Clinical Trials Partnership, and is involved in the Size Estimation and Engagement
in Services among FSWs study as well as assisting in the analysis of the SAPHH-IRe trial
endline in which he is leading in the comparison, triangulation and validation of multiple size estimation methods.
Professor Frances Cowan - Centre for Sexual Health and HIV AIDS Research, Zimbabwe & Liverpool School of
Tropical Medicine (Frances.Cowan@lstmed.ac.uk)
Frances is Professor of Global Health at Liverpool School of Tropical Medicine. She has lived
and worked full time in Zimbabwe since 1999 and has also worked across Southern Africa
and in India. In 2012, founded the Centre for Sexual Health and HIV AIDS Research
(CeSHHAR) Zimbabwe (www.ceshhar.org.zw) where she is currently CeSHHAR Executive
Director. She leads a large portfolio of HIV prevention research which includes large scale
impact evaluations of national HIV programmes. She oversees implementation of
Zimbabwe’s “Sisters with a Voice’ program for sex workers which has national
coverage. She works closely with the Zimbabwe Ministry of Health and Child Care and
National AIDS Council to provide evidence for their HIV prevention strategy - most recently
as part of a consortium funded by UNITAID to Stimulate and Shape the Market in HIV self-testing in Africa. She
is co-chair of HPTN’s Adolescent Science Committee, has been on a number of WHO expert panels and is co-PI
on a number of research capacity strengthening initiatives focusing on Southern Africa.
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Dr Gina Dallabetta - Bill & Melinda
(gina.dallabetta@gatesfoundation.org)

Gates

Foundation,

United

States

of

America

Gina is a Senior Program Officer at the Bill & Melinda Gates Foundation in Integrated Delivery
/ HIV. She currently manages a portfolio of investments in HIV prevention research and
impact evaluation, HIV epidemiology, HIV prevention costing, improved routine HIV data,
and evaluation and documentation of the Avahan project, a large HIV prevention
intervention in India where she lived and worked for 5 years. Prior to joining the foundation
in 2005, she was Director of HIV Prevention at Family Health International working on the
USAID funded global HIV projects, AIDSCAP and IMPACT. There she oversaw programs in
sexually transmitted diseases prevention and treatment, behaviour change communication,
sex work, injection drug use, workplace programs, uniform services, orphans and vulnerable
children, and program links with care and treatment in over 40 countries. Dr. Dallabetta has
been involved in international STI and HIV prevention for over 25 years. She graduated from Johns Hopkins
University as a Doctor of Internal Medicine with a subspecialty in Infectious Diseases and was a Mellon Fellow in
clinical epidemiology. She has published on STI and HIV in international settings.
Dr Jeff Eaton - Imperial College, United Kingdom (jeffrey.eaton@imperial.ac.uk)
Jeff is a researcher at Imperial College London and co-investigator of the HIV Modelling
Consortium and UNAIDS Reference Group on Estimates, Modelling, and Projections. His
research interests involve developing methods and data for estimating HIV epidemic trends
in sub-Saharan Africa, using mathematical modelling to characterise HIV epidemic dynamics
and the impact of HIV prevention interventions, and utilization of routine health system
data for generating strategic information, informing policy decision making, and evaluating
programme impact. He works closely with the Manicaland HIV Cohort Study in eastern
Zimbabwe and ALPHA Network of general population HIV cohorts.
Dr Jess Edwards - University of North Carolina, United States of America (jkedwar@email.unc.edu)
Jess is a Research Assistant Professor in the Department of Epidemiology at The University
of North Carolina at Chapel Hill. Her research interests center on developing and applying
quantitative epidemiologic methods to improve decision making in public health.
Substantively, she is focused on estimating the effects of interventions on the continuum of
HIV medical care using observational data, particularly for hidden and hard to reach
populations. Methodologically, she works on developing approaches to account for missing
data and measurement error, as well as applying novel approaches for estimating the
effects of interventions in complex longitudinal settings.
Professor Matthias Egger - Universität Bern, Switzerland (matthias.egger@ispm.unibe.ch)
Matthias heads the Institute of Social & Preventive Medicine (ISPM) at University of Bern. He
is a member of the Swiss National Science Foundation’s governing council and has served on
several WHO, NIH, Wellcome Trust and UK Medical Research Council guidelines or review
panels. He is a member of the CONSORT working group and the convenor of STROBE. His
research is concerned both with substantive and methodological issues in clinical
epidemiology and global health, with a focus on HIV/AIDS, tuberculosis and other infectious
diseases, and cancer. Overarching interests include the interface between biology and
epidemiology, inequities in health and ‘big’ research questions that are best addressed in
large collaborative studies. Methods include meta-analysis, and particularly meta-analysis of individual patient
data, clinical trials and analyses of large cohort studies. Prof. Egger is the PI or co-PI of several large research
projects, including the NIH funded International Epidemiological Databases to Evaluate AIDS (IeDEA), the
Wellcome Trust funded Ebola vaccine trial in Guinea, the Swiss HIV Cohort Study and the Swiss National Cohort.
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Dr Elizabeth Fearon - London School of Hygiene and Tropical Medicine, United Kingdom
(elizabeth.fearon@lshtm.ac.uk)
Liz is an epidemiologist from the London School of Hygiene and Tropical Medicine
conducting research primarily with key populations highly at risk of HIV in East and
Southern Africa. She collaborates with the Centre for Sexual Health and HIV/AIDS
Research Zimbabwe (CeSHHAR) to evaluate interventions and characterise the HIV
epidemic among female sex workers in Zimbabwe using routinely collected programme
data and respondent driven sampling surveys. Following research with community
groups serving men who have sex with men in the region she works on the TRANSFORM
project to describe and advise on the HIV prevention needs of MSM in Kenya and South
Africa. She has particular methodological interests in respondent driven sampling,
population size estimation, the use of routinely collected data, and social networks analysis.

Dr Txema Garcia-Calleja - World Health Organization, Switzerland (callejaj@who.int)
Txema is an infectious diseases epidemiologist with the World Health Organization (WHO)
in Geneva, Switzerland. Dr Calleja has worked at WHO in a variety of capacities, including
in the HIV/AIDS Department and currently, with the Evidence and Information for Policy
Department. Previously he was an epidemiologist with the Joint United Nations
Programme on HIV/AIDS (UNAIDS) in the Strategic Information Unit in Geneva. A national
of Spain, Dr Caellja received his medical degree from the Valladolid University School of
Medicine. He subsequently trained in tropical medicine and spent many years in
emergency situations in a number of countries, including Afghanistan, Cameroon,
Equatorial Guinea, Liberia, Sudan and Zambia. In 1988, after completing a Master’s in
Public Health at Leeds University, UK, Dr Calleja joined the Global Programme on AIDS with WHO and relocated
to Africa. Later he joined the Andalusian School of Public Health, where he worked on health reform issues in
Latin America and strengthening health systems. Although maintaining an interest in tropical medicine and
health systems reform, he is most actively working in the fields of HIV infection and epidemiology

Kat Granger - London School of Hygiene and Tropical Medicine, United Kingdom (kathie.granger@lshtm.ac.uk)
Kathie is the Project Manager for the MeSH Consortium. She maintains overall
administrative and financial responsibility for the project and plays a key role within the
MeSH Secretariat providing information and direction to the consortium to develop and
execute strategies to achieve the overall goal of the project. Kathie’s previous role was
project manager for a research group specializing in the social, behavioral and policy
aspects of HIV & Sexual health in MSM and Black Africans in the UK.
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Professor James Hargreaves - London School of Hygiene and Tropical Medicine, United Kingdom
(james.hargreaves@lshtm.ac.uk)
James is Professor of Epidemiology and Evaluation, director of the London School of Hygiene
and Tropical Medicine ‘Centre for Evaluation’ and director of the international MeSH
consortium ‘Measurement and Surveillance of HIV epidemics’. His areas of research focus
include: (1) evaluation methodology – including impact and process evaluation design and
mixed-methods research, (2) HIV prevention – with a focus on evaluating behavioural and
structural interventions, and, (3) HIV epidemiology – with a focus on social determinants
and HIV epidemic dynamics among high-risk populations.
His research is diverse: his first-author publications include analyses of cluster randomised trials, cross-sectional
and cohort studies, systematic reviews and qualitative, policy and participatory research. His research has also
had significant impact: for example, the IMAGE study which he co-led in South Africa is widely cited as the first
RCT of a structural intervention for HIV prevention, his methodological approaches have been influential
especially with regard the growing interest in trials of complex social interventions, and he recently co-supervised
a replication analysis of Miguel and Kremer’s famous cluster-randomised stepped-wedge trial on the impact of
school-based deworming, receiving significant media coverage.
Richelle Harklerode - University of California, San Francisco, United States of America (richelledh@yahoo.com)
Richelle is a Program Manager and Research Analyst for the University of California SanFrancisco (UCSF) since 2014. She manages the contracts with the Measurement and
Surveillance of HIV Epidemics Consortium (MeSH) and is a technical advisor on surveillance
projects in Kenya, Namibia and Tanzania. Prior to joining UCSF, Ms. Harklerode worked for six
years at the California Tribal Epidemiology Center, enhancing data access and quality on the
health of American Indians. She has a MPH in Epidemiology and Global Health from Loma
Linda University, and a BS in Microbiology from the University of California, Davis.

Dr Bernadette Hensen - London School of Hygiene and Tropical Medicine, United Kingdom
(bernadette.hensen@lshtm.ac.uk)
Bernie is an epidemiologist with an interest in the control and prevention of HIV and other
STIs. She is particularly interested in the structural and social drivers of HIV risk, their influence
on access to available prevention and treatment services and in developing and evaluating
programs to reach populations with limited access to available services. She is also interested
in understanding how place and social networks influence access to HIV prevention
interventions. Her research to date has mainly focused on strategies to increase uptake of HIV
testing services, with her PhD research focusing on increasing men’s uptake of HIV testing
services in Zambia. She currently supports two HIV self-testing trials in Zambia and an impact
evaluation of the DREAMS initiative, a combined package of interventions to reduce the risk of HIV among
adolescent girls and young women at highest risk of HIV infection, in Zimbabwe.
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Dr Wolfgang Hladik - Centre for Disease Control (CDC), United States of America (wfh3@cdc.gov)
Wolfgang is chief of the Epidemiology and Surveillance Branch at CDC’s Division of Global
HIV and TB in Atlanta, U.S.A, supporting staff working on key population surveillance, clinic
based surveillance, as well as general population-based surveys. He started working with
CDC in 1999; in 2005 he moved to Uganda, supporting the local CDC/PEPFAR program there.
He returned to Atlanta in 2012 where he led the Key Population Surveillance Team until
2016.

Dr Kristi Huik - University of Tartu, Estonia (kristi.huik@gmail.com)
Kristi is a researcher in HIV research group from University of Tartu in Estonia (hiv.ut.ee). She
has been engaged with HIV research during past 10 years. In 2014, Kristi defended her PhD
from the same university and the subject was the associations between host genetic factors
and HIV and/or HCV susceptibility in Caucasian intravenous drug users. The main focus of
her research of host genetic factors has been on the diversity of CCR5, CCL5 and TLR genes.
In addition, she has evaluated the relationship between host and viral genetics. She has
research experience in HIV and HCV drug resistance studies and host genomics associated
with HIV and HCV infection. Kristi has broad skills in different laboratory methodologies and
statistics; she has worked with different molecular methods, immunological assays and analyses of population
studies. She is participating in the development of Estonian HIV-positive patients’ database and biopank
(hiv.ut.ee/tutvustus). She is a council member of European Society for Translational Antiviral Research which
focuses mainly on research of HIV and HCV drug resistance.
Dr Olivia Keiser - Universität Bern, Switzerland (olivia.keiser@ispm.unibe.ch)
Olivia studied biology at the University of Basel with a focus on epidemiology and then moved
to Lausanne where she worked at the data center of the Swiss HIV Cohort Study for several
years. In parallel she completed a Master in Statistics at the University of Neuchâtel. In 2006
Olivia joined the Institute of Social & Preventive Medicine (ISPM) at University of Bern to do
her PhD on outcomes of ART in the ART-LINC and IeDEA Southern Africa collaborative
networks. She gained first-hand experience of the scale-up of ART in Malawi and South Africa.
In parallel she continued to work on HIV- and Hepatitis C projects in high-income countries
using data of the Swiss HIV Cohort Study and the Swiss Hepatitis C Cohort Study. Olivia
defended her PhD (“The clinical and public health epidemiology of combination antiretroviral therapy in lowincome settings: collaborative analyses of cohort studies”) in November 2009. She is now a research group leader
at ISPM. Olivia has published over 90 articles in peer-reviewed journals.
Liis Lemsalu - National Institute for Health Development, Estonia (liis.lemsalu@tai.ee)
Liis is a researcher at the National Institute for Health Development in Estonia and has been
conducting epidemiological studies among HIV high-risk groups and PLHIV for the past four
years. She is a PhD Candidate in Medicine at University of Tartu focusing on mortality of the
HIV infected in Estonia.
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Professor Irja Lutsar - University of Tartu, Estonia (irja.lutsar@ut.ee)
Irja is a professor of clinical microbiology and head of the department of medical
microbiology, University of Tartu. She is leading a group of scientists involved in HIV
research at the University of Tartu. The research of her group is mainly concentrated on
looking at the evolution of antiretroviral resistance in Estonia and to evaluate host
pathogen relationships in HIV infection. Her group is also involved in studies looking at the
course of HIV infection by using data of the Estonian HIV-positive patient database (E-HIV).
Her group is a member of the CASCADE/EuroCoord consortium and works in cooperation
with all Estonian Hospitals managing patients with HIV infection. She has more than 100 publications in
international journals.
Dr Mary Mahy - The Joint United Nations Programme on HIV/AIDS (UNAIDS), Switzerland
(mahym@unaids.org)
Mary is the Chief of the Strategic Information and Monitoring Division of UNAIDS where
she is responsible for producing and analysing global data on the HIV epidemic and
response --including the annual HIV estimates and country reporting results. She leads a
team of senior epidemiologist and analysts which is further supported by over 60 strategic
information advisers in UNAIDS country offices around the world. The division is focused
on improving the capacity of countries to understand and respond efficiently to their HIV
epidemics. Prior to moving to UNAIDS headquarters in Geneva, Dr. Mahy was the UNAIDS
strategic information adviser in Namibia where she supported the Namibian Ministry of
Health and Social Services use available data and knowledge to strengthen prevention efforts and develop
measurable targets.
Dr David Maman - Médecins Sans Frontières, France (david.maman@epicentre.msf.org)
David joined epicentre in March 2010. Medical doctor, he previously worked as a clinician
in MSF HIV programs in Malawi and Democratic Republic of Congo and completed a MSc
of Epidemiology at the London School of Hygiene and Tropical Medical. He initially joined
Epicentre for his PhD and is now in charge evaluating impact and population outcomes in
HIV programmes in high prevalence settings in Malawi, Kenya, Swaziland and south Africa.

Dr Paul Mee - London School of Hygiene and Tropical Medicine, United Kingdom (paul.mee@lshtm.ac.uk)
Paul is an Epidemiologist and Data Scientist, working at the London School of and Tropical
Medicine. He has a PhD in Epidemiology from the University of Umeå, Sweden and an MSc
in Epidemiology from LSHTM. His main research interests relate to the manner in which
spatial and socio-demographic determinants of morbidity and mortality influence health
outcomes and the associated inequalities resulting from these relationships. This work
focuses on the impact of the provision of antiretroviral treatment in resource-poor
settings. More recently he has been investigating the use that can be made of routine data
collected from national HIV treatment programs and other sources to monitor the
development of HIV epidemics and the impact of the national responses.
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Dr Mutsa Mhangara - Zimbabwe Ministry of Health, Zimbabwe (mutsa.mhangara1@gmail.com)
Mutsa is a public health specialist and strategic information coordinator for HIV/TB
Programs working for the Zimbabwean Ministry of Health. He established and is now the
technical lead in the Ministry for surveys, surveillance, evaluation and operational
research related to the national HIV/AIDS programs. He also guides the monitoring and
evaluation of these programs. He is a national technical member for; the HIV Testing
Services subcommittee, the HIV/AIDS protocol and guideline adaptation committee and
the HIV estimates and projection technical working group. He is technical coordinator of
national HIV drug resistance monitoring and national technical lead for the development
and dissemination of the consolidated strategic information guidelines for HIV in the
Health Sector in Zimbabwe. His scientific interests include the general epidemiology with
a special interest in HIV/AIDS and TB, HIV surveillance and Health Management Information Systems.
Michelle Morrison - Bill & Melinda
(Michelle.Morrison@gatesfoundation.org)

Gates

Foundation

-

United

States

of

America

Michelle is a Program Officer, HIV Epidemiology and Surveillance, in the Global Health
Program of the Bill & Melinda Gates Foundation. Since she joined the foundation in
November 2012, Ms. Morrison has concentrated on strategy development and managed
investments focusing on developing tools and methods for understanding HIV incidence,
as well as acquisition and transmission risk. In addition, she is interested in understanding
what facilitates better use of epidemiological and risk data in policy and program
decisions. Prior to joining the foundation, Ms. Morrison worked for five years for the
International Training and Education Centre for Health (I-TECH) based in the Department
of Global Health at the University of Washington. At I-TECH, she managed clinical training programs in India,
Vietnam, Ukraine, Angola, Uganda in addition to providing technical assistance in the development and roll out
of electronic health information systems and mHealth systems in Kenya, Vietnam and Mozambique. Ms.
Morrison has provided biostatistical analysis and support as well as data management for large longitudinal NIH
studies.
Dr Sabin Nsanzimana - Rwanda Biomedical Center - Rwanda (nsabinco@gmail.com)
Sabin is trained as a Medical Doctor, Clinical Epidemiologist and Epidemiology PhD
student at University of Basel, Switzerland. Currently He serves as the Director of National
HIV program for Rwanda and Division Manager for HIV/AIDS and Viral Hepatitis in the
Institute of HIV Disease Prevention and Control-Rwanda Biomedical Center; with 10 years’
experience in HIV program design, implementation, and operational research with and
focus on global care and treatment of people infected and affected by HIV. Dr Sabin is
currently conducting his doctoral research studies on HIV linkage and retention in entire
national HIV program for Rwanda.
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Dr Neil Parkin - FIND, Switzerland & Data First Consulting, Belmont, CA USA (Neil.Parkin@finddx.org)
Neil is a scientific consultant with extensive experience in the area of viral drug resistance,
especially HIV and HCV. He is the founder and Executive Director of Data First Consulting,
Inc., based in Belmont, California. Dr. Parkin received his PhD degree in biochemistry from
McGill University in Montréal, Canada in 1990. He completed his postdoctoral training in the
laboratory of Dr. Harold Varmus at the University of California, San Francisco in 1993. Dr.
Parkin entered the field of HIV drug resistance in late 1996 as a scientist at Monogram
Biosciences (formerly ViroLogic Inc., now owned by LabCorp) in South San Francisco,
California, and participated in the initial development of the PhenoSense and PhenoSenseGT
combination drug susceptibility tests. He led research on HIV-1 and HCV drug resistance to
develop new resistance assays, and to better understand the relationship between
phenotype, genotype and viral replication.
Dr Anastasia Pharris - European Centre for Disease Prevention and Control (ECDC), Sweden
(Anastasia.Pharris@ecdc.europa.eu)
Anastasia is an Expert in HIV at the European Centre for Disease Prevention and Control
(ECDC) in Stockholm, Sweden. She is a nurse with Masters degrees in public health and
community health nursing and a PhD in public health. Since 1997 she has worked on clinical
and public health aspects of HIV in the USA, Uganda, Zambia, Vietnam, Sweden and, now,
at European-level. At ECDC she is responsible for HIV surveillance within the countries of
the European Union, an ECDC project on the HIV continuum of care, and has led ECDC
scientific guidance project on the prevention of infections among people who inject drugs
and men who have sex with men.
Dr Pedro Pisa - University of the Witwatersrand (Wits) Reproductive Health and HIV Institute, South Africa
(PPisa@wrhi.ac.za)
Pedro is a senior researcher at Wits RHI (University of the Witwatersrand). He completed
his PHD in Nutrition (Epidemiology) in 2009 at the North West University (NWU)
(Potchefstroom campus), South Africa. After completion, he was granted a post-doctoral
research scientist position at the NWU university for two years where he received further
training before moving to International Agency for Research on Cancer/ World Health
Organization (IARC/WHO) in Lyon France in 2011 where he completed his second postdoctoral research training that was granted through the Marie Curie Fellowships. To date
he has been responsible for designing and leading various research initiatives and projects,
strategically identifying and addressing important research questions and knowledge gaps
across different developmental stages (life course approach) in both African and European settings.
Amrita Rao - Johns Hopkins School of Public Health - United States of America (arao24@jhu.edu)
Amrita is a Senior Research Program Coordinator with the Center for Public Health and
Human Rights. Amrita received her ScM in Epidemiology from Johns Hopkins Bloomberg
School of Public Health and her BS from Cornell University. Her research interests center on
the intersection of sexual and reproductive health and HIV, and include prevention of motherto-child transmission of HIV, safe pregnancy, and female sex worker specific interventions.
She has a strong commitment to furthering reproductive health rights and improving health
outcomes for key populations through quality epidemiologic methods.
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Dr Georges Reniers - London School of Hygiene and Tropical Medicine - United Kingdom
(georges.reniers@lshtm.ac.uk)
Georges is a demographer and statistician based at the London School of Hygiene and
Tropical Medicine where he is an Associate Professor. He specialises in the linkage of data
between clinic and community for the ALPHA Network.

Dr Brian Rice – London School of Hygiene and Tropical Medicine, United Kingdom (brian.rice@lshtm.ac.uk)
Brian is an Epidemiologist specialising in HIV measurement and surveillance. He has
conducted research on the changing trends of HIV infection in the UK, Europe, Central Asia
and South Africa. He has also developed methods for accurately describing risk of HIV
infection among migrant groups in the UK and Europe. His PhD, entitled "How is the
epidemiology of heterosexually-acquired HIV infection evolving, particularly among black
Africans, in England, Wales and Northern Ireland?" was awarded by City University London.
After completing his Masters in Environmental Epidemiology and Policy at LSHTM in 2001 he
commenced work at the Public Health Laboratory Service as an HIV surveillance scientist.
Subsequent roles have included HIV Epidemiologist at the Africa Centre for Health and
Population Studies in South Africa and Principal HIV Scientist at Public Health England. In September 2015, he
took up the position of Associate Professor and Deputy Director of the MeSH Consortium at the school.

Professor George W Rutherford - University of California, San Francisco, United States of America
(George.Rutherford@ucsf.edu)
Professor Rutherford is the Salvatore Pablo Lucia Professor of Epidemiology, Preventive
Medicine, Paediatrics and History; Head of the Division of Infectious Disease Epidemiology
and Vice Chair of the Department of Epidemiology and Biostatistics at the University of
California, San Francisco. He directs UCSF’s residency program in General Preventive
Medicine and Public Health and helped create the highly innovative joint internal medicinepreventive medicine residency program in partnership with the Kaiser Permanente Medical
Center San Francisco. He also directs the Prevention and Public Health Group within UCSF’s
program in Global Health Sciences. He has worked primarily in public health, with an
emphasis on the epidemiology and control of communicable diseases, both domestically
and internationally. He has held a number of positions in public health agencies, including having served as State
Health Officer and State Epidemiologist for California, Director of the AIDS Office for the San Francisco
Department of Public Health, Director of Immunizations for the New York City Department of Health and an
Epidemic Intelligence Service Officer at CDC. He has been in academic medicine and public health since 1995,
where his interests have largely focused the epidemiology and control of infectious diseases of public health
importance, and more specifically on HIV infection in low- and middle-income countries. He has a special interest
in meta-analysis and has served as the Coordinating Editor of the Cochrane Collaboration’s HIV/AIDS Group. Dr.
Rutherford serves as an advisor to the World Health Organization, the United Nations Joint Programme on HIV
and AIDS and the Global Fund to Fight AIDS, Tuberculosis and Malaria, is the past chair the American Academy
of Paediatrics Section on Epidemiology and was the first Chair of the Department of Veterans Affairs Research
Advisory Council.
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Dr Kristi Ruutel - National Institute for Health Development, Estonia (kristi.ruutel@tai.ee)
Kristi is the head of the infectious diseases and drug monitoring department in National
Institute for Health Development, Estonia. She coordinates bio-behavioral surveillance
and monitoring and evaluation of prevention, treatment and care services for high-risk
groups and people living with HIV. Her primary research interests include risk factors
related to HIV and associated infections among at-risk groups and people living with HIV.

Dr Keith Sabin- UNAIDS, Switzerland (sabink@unaids.org)
Keith is a senior advisor in epidemiology at UNAIDS and was formerly at the World Health
Organisation in Geneva. He is a graduate of The Johns HopkinsJohns HopkinsSchool of
Public Health and Columbia University School of Public Health. Dr. Sabin began his career
working on HIV sero-surveillance with the New York City Department of Health and Mental
Hygiene in 1992. Prior to joining WHO, Dr Sabin was an epidemiologist with the U.S.
Centers for Disease Control and Prevention for 12 years. During his first 6 years with CDC,
he developed and managed surveillance systems for viral hepatitis and HIV among
injection drug users in the United States. Over his last 6 years with CDC, Dr Sabin served as the HIV surveillance
team lead for the Global AIDS Program, which is responsible for implementing the U.S. President’s Emergency
Plan for AIDS Relief, (PEPFAR.) He has helped to implement HIV surveillance systems in more than a dozen
countries in Africa, Europe, Asia and the Americas. He has led numerous training workshops worldwide, and has
published extensively on HIV surveillance, particularly behavioural surveillance, with more than 30 peerreviewed publications to his credit. His recent work focuses on improving monitoring and evaluating HIV
prevention programs providing services to high risk, socially vulnerable populations, such as sex workers, men
who have sex with men and people who inject illicit drugs.

Dr Sandy Schwartz - University of California & the San Francisco Department of Public Health, San Francisco,
United States of America (Sandy.Schwarcz@ucsf.edu)
Sandy is an Associate Professor of Epidemiology & Biostatistics at the University of
California, San Francisco. Sandy has worked in the area of national and international
public health surveillance since 1987. As Co-Director of Global Strategic Information
Education and Training and Faculty Lead for Kenya surveillance activities, Dr. Schwarcz
works with both the Global Strategic Information (GSI) group at UCSF and the San
Francisco Department of Public Health, HIV/AIDS Surveillance and Epidemiology
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Dr Chris Seebregts - Jembi Health Systems South Africa, South Africa (chris@jembi.org)
Chris has a background in biomedical research, computer science and information systems
as well as more than twenty years’ experience in the research and development of digital
health solutions in the public, private and academic sectors. He is the founder, CEO and
Executive Director of Jembi Health Systems NPC, a South African non-profit company with
an accomplished track record in developing and implementing innovative health
information systems in low resource settings, particularly in Africa. He has participated in
establishing health informatics academic and training programmes at two universities in
South Africa and has honorary academic appointments in computer science and health. He
is part of the leadership of several international open source health informatics
communities, including the Open Medical Record System (openmrs.org) and the Open Health Information
Exchange (ohie.org) communities. His research interests include biomedical and health informatics especially the
development of health information systems supporting public health systems in Africa and the underlying burden
of disease. He has a particular interest in the development of systems with a reusable architecture.
Dr Pillerin Soodla - University of Tartu, Estonia (pilleriin.soodla@ut.ee)
Pillerin is an infectious diseases physician and is carrying out doctoral research in the
Department of Microbiology in the University of Tartu, studying newly diagnosed HIV cases
and HIV incidence calculations using avidity assays is a part of it. She also teaches medical
students in the University of Tartu and works in the Department of Infectious Diseases in
the Tartu University Hospital.

David Stanton - United States Agency for International Development (USAID), United States of America
(dstanton@usaid.gov)
In 1979 David went to Liberia as a Peace Corps Volunteer and immediately fell in love with
Africa and international public health. The AIDS pandemic became the logical focus of
these two interests; shaping over 30 years of his professional career. David joined USAID
in 1997 as a technical advisor on HIV/AIDS. He became director of the Office of HIV/AIDS
in 2012 and recently stepped down to server as the Office’s Senior Science Leader. Prior
to joining USAID, he was on the staff of the Johns Hopkins AIDS Service for the span of 10
years where he served as an AIDS clinician and clinical epidemiologist. While there he
worked on numerous ACTU/ACTG studies starting with the wrap up of ACTU 001. During
this time, he took two years of leave to live and work in Ghana managing a USAID funded STI treatment survey;
providing technical support to Save the Children’s community based AIDS prevention programs; and served as
the IRC country director for its programs for Liberian refugees.
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Dr Rand Stoneburner - University
(rlstoneburner@gmail.com)

of California,

San Francisco, United States

of America

Rand is an American medical doctor trained in internal medicine and as a CDC EIS
epidemiologist with experience in disease surveillance, outbreak investigations and
interpretation of epidemiological, demographic, and sociological data as they relate to
evaluation of disease dynamics, intervention impacts and health policy. His work on the
HIV pandemic extends over thirty years associated with: The U.S. Centers for Disease
Control; the Department of Health, City of New York; the World Health Organizations’
Global Program on AIDS; the Institute for Global Health at the University of California,
San Francisco: The United States Agency for International Development; The Global Fund; and UNAIDS. Most
recently, as Senior Advisor to the unit of Strategic Intelligence and Analysis, UNAIDS Geneva, he developed and
led country level investigations in collaboration with WHO and The Global Fund of empirical data to assess the
effect of HIV and TB intervention investments.
Specific areas of achievement include leading initial investigations linking the HIV and TB epidemics and the larger
spectrum of HIV disease in injecting drug users in the United States as well as documenting the impact of HIV
behavioral dynamics. Contributions in developing countries as a WHO/Global Program on AIDS medical officer
extended these analytical approaches to better understand population level HIV dynamics and behavioural
change impact in Uganda and East Africa including development of novel HIV modelling methods in the early
1990's. More recent work includes development of triangulation methods using even imperfect routine
surveillance and program data to demonstrate population and programmatic impact of HIV interventions in
Botswana, Swaziland and Zimbabwe
Professor Frank Tanser - Africa Health Research Institute, South Africa (ftanser@gmail.com)
Frank is an infectious disease epidemiologist who has pioneered the use of geographical
information systems (GIS) technology and spatial methods in the field of infectious disease
epidemiology. His research has led to ground-breaking insights into the impact and
evolution of the HIV epidemic in this era of enhanced HIV treatment and prevention
interventions. As well as being appointed professor at UKZN, he is also the research
director of the Epidemiology and Population Studies Programme at the Africa Centre and
he further holds honorary professorships at University College London and the University
of the Witwatersrand. Prof Tanser was a founder member of the Africa Centre for Health
and Population Studies (started in 1997) and was responsible for setting up the GIS unit at
the Africa Centre which has since achieved international recognition for the novel application of spatial methods
to infectious diseases and health systems research. In 2013, Prof Tanser had a major scientific breakthrough that
received substantial international recognition. His research provided the first conclusive evidence that
population-level reductions in the transmission of HIV could be achieved in public-sector ART programs in rural
sub-Saharan African settings. The study had wide-reaching and rapid policy impacts as the first results of several
population-based cluster-randomized trials testing this hypothesis were only expected in late 2016.
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Dr Sharon Weir - University of North Carolina, United States of America (sharon_weir@unc.edu)
Sharon’s research focuses on methods that identify and characterize local sexual and
injecting drug use networks in resource poor settings. She developed and piloted the
Priorities for Local AIDS Control Efforts (PLACE) method in South Africa in 1999 to identify
where to reach persons most at risk of acquiring and transmitted HIV. Since then, the PLACE
method has been implemented in over 28 countries and has been improved through the
application of new technologies in HIV and STI testing, improved methods in spatial analysis,
and new application of epidemiologic research tools. The method won the USAID Pioneer
Prize for Science and Technology in 2013. The largest implementation of PLACE to date was
in Uganda in 2013-2014. PLACE was implemented in 30 districts in Uganda and included
interviews and HIV testing of over 18,000 persons socializing at high risk venues.
Sharon has collaborated with UNAIDS and the World Health Organization since 2009, co-chairing a working group
to develop operational guidelines for monitoring and evaluation of HIV prevention and treatment programs for
people who inject drugs, sex workers, men who have sex with men and transgender people. In the past two
years, she has worked closely with the Global Fund to develop guidelines for estimating the size of key
populations. Sharon currently leads the UNC team for a new USAID project that focuses on improving HIV
prevention and treatment programs for sex workers, men who have sex with men, people who inject drugs and
transgender people. Over the next five years, her research will focus on improving methods to estimate the size
of these key populations and tracking them along the HIV prevention and treatment cascade.
Professor Basia Zaba - London School of Hygiene and Tropical Medicine, United Kingdom
(basia.zaba@lshtm.ac.uk)
Basia has been conducting research into the demography of HIV for over 15 years. She
founded the ALPHA network of African HIV community-cohort studies, which links ten
studies in the high prevalence countries of Eastern and Southern Africa. As a member of
the UNAIDS reference group on estimates, projections and modelling, Professor Zaba
ensures that the ALPHA network findings assist in forecasting HIV epidemic dynamics and
contribute to policy formulation in care and prevention.

Dr Sabrina Zadrozny - University of North Carolina, United States of America (sabrinaz@unc.edu)
Sabrina is an epidemiologist and Postdoctoral Research Scholar at the Carolina Population
Center (CPC) at the University of North Carolina at Chapel Hill. Her research interests
include infectious diseases, vulnerable populations, causal inference, size estimation and
practical applications of complex epidemiologic methods to solve real-world problems. At
CPC, her work focuses on using epidemiologic methods to leverage existing data to inform
policy-level decision making about hard-to-reach populations, where data are often
missing. Sabrina holds a PhD in Epidemiology from UNC Chapel Hill, a MS in Epidemiology
from the George Washington University and a BA from Assumption College.
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