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Glossary
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Acquired Immuno Deficiency Syndrome
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Indian Council of Medical Research 
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Intravenous Drug Use

IDUs
Injection Drug Users

MIS
Management Information System
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Manipur State AIDS Control Society

MSACS
Meghalaya State AIDS Control Society

MSM
Men having Sex with Men

MSJE
Ministry of Social Justice and Empowerment

M&E
Monitoring and Evaluation

MzSACS
Mizoram State Aids Control Society

NACO
National AIDS Control Organisation

NGO
Non Governmental Organisation 

NSACS
Nagaland State AIDS Control Organisation

NSS
National Service Scheme

NYK
Nehru Yuvak Kendra

PLWHA
Persons Living With HIV/AIDS

PPTCT
Prevention of Parent To Child Transmission of HIV

RCH
Reproductive and Child Health Program

RIAC
Rapid Intervention And Care

RPNA
Rapid needs Program Needs Assessment

RSU
Regional Support Unit

SACS
State AIDS Control Society

SAEP
School AIDS Education Program 

STD
Sexually Transmitted Disease

STI
Sexually transmitted Infections

TB
Tuberculosis

TI 
Targeted Interventions

UCT
UN Country Team

UN
United Nations

UNAIDS
Joint United Nations International Programme on HIV/AIDS

UNICEF
United Nations International Children Emergency Fund

UNODC ROSA
United Nations Office of Drugs & Crime- Regional Office of South Asia

UTA
University Talks AIDS

VCTC
Voluntary Counselling and Testing Centre

VCT
Voluntary Counselling and Testing

WCD
Women and Child Development

Executive summary

Project Origin and Design Preparation 

In 1999, AusAID developed a project design to address HIV concerns in 3 North Eastern states of India and Delhi, the capital city. However, the Project was not implemented due to administrative reasons. Subsequently, in 2004, AusAID expressed interest in a similar initiative and proposed to extend financial support of AUD 10 million over a 5-year period drawing on the capabilities of relevant UN agencies based in the country. The states to be covered under this renewed endeavor were Nagaland, Manipur, Mizoram, Meghalaya and Assam. ‘Rapid Program Needs Assessment’ (RPNA) was carried out to determine the status of the epidemic and identify current needs for informed programming December 2004 to January 2005. Primary and secondary data from various stakeholders such as representatives from the State AIDS Control Societies, other relevant Government departments, NGOs, positive people’s networks as well as general population such as students and women’s groups were collected. A series of key informant interviews, focus group discussions and state level workshops in each of the states were carried out and the RPNA report was generated through a process of induction and triangulation. 

Subsequently, the Design mission was commissioned on February 9, 2005 and the final report was submitted by March 21, 2005. At the time of developing the Design, state level workshops were held to validate the RPNA findings in the five states of Nagaland, Manipur, Mizoram, Meghalaya and Assam. In each of the state Workshops, the copies of the report were circulated and highlights of the state specific RPNA findings were presented. The Project Director of the SACS indicated gaps in the current responses in the state and suggested project directions for the future. Following these deliberations, the participants from government, civil society (including community-based organizations and NGOs) and networks of ‘People Living With HIV/AIDS’ (PLWHA) identified inputs and activities required to achieve outputs that would address issues emerging from RPNA. Thereafter, members identified their state project priorities through a ranking exercise. Schematic representations of these prioritization exercises are included in the annexes (Annexure 1).
The interstate workshop was convened in Kolkata on 25th and 26th of February 2005. 4 states took part in this Workshop to develop state specific HIV program design. Assam which was to be addressed through funding from other donors was not a part of this interstate meet. Representatives of the SACS and NGOs from the four states, UNAIDS, India Country Office and its UN co-sponsors, AusAID and members of PLWHA networks participated. Following a presentation on the RPNA findings and program priorities, participants were introduced to various design options. This was followed by group work, initially in mixed groups, and subsequently in state-specific groups. This process identified common themes across all states as well as confirmed the priority needs specific to each state. The workshop finally considered detailed design options. The Design Team weighed these options and following further analysis a preferred option emerged, which is presented below. The section ‘Project preparation steps’ in the present document provides further details in this regard. 
Problem Analysis and Strategies Chosen 
The HIV scenario and the response varied across the states even while a few similarities did exist. The HIV epidemic has clearly progressed beyond the prototype of being driven by injection use and hetero sexual route of transmission has gained momentum. It was found that almost all of the HIV related services were concentrated in the urban settings and the geographical reach into the rural areas was poor. Women with unequal access to health and nutrition and lesser level of participation in social and political decision making processes are particularly at a disadvantage increasing their vulnerability to HIV/AIDS significantly. Many children have been forced into the streets due to poverty and broken homes, raising concerns about child laborers and street children. The interface between poverty, migration and sex trade is significant and vulnerability of women and children is frequently linked to need of food and security. It was also evident that while the epidemiological data on occasions failed to capture different vulnerabilities on ground, in many aspects the data had not been used appropriately towards developing an evidence based response. Of the 4 states, Nagaland and Manipur had already been identified as generalized epidemic states 3 and 7 years ago respectively. In Nagaland, the high HIV prevalence among young women pointed to serious on going transmission through the sexual route, while Manipur, reported a very low HIV test uptake among clients of the ‘Targeted Intervention’ sites (TIs). On the other hand, Mizoram had transited from a concentrated epidemic to a generalized one. More than 1% HIV prevalence among ante natal clinic attending women for the last three years and steady rise of HIV prevalence from 1.6% to 5.3% among injecting drug users had been recorded in this state. Meghalaya was in a state of denial with very low reported number of HIV infections and AIDS cases in the absence of a robust surveillance system and just one operational HIV-VCTC in the entire state. Information, education and communication also became a casualty as the post earmarked to handle these issues in the SACS team has remained vacant for the last few years.

In view of the above, strengthening the capacity of the state machinery to enhance quality of responses to the HIV epidemic, addressing the needs of women and children, reaching out to the far flung districts by developing a network of services in partnership with the state machinery as well as other community based service providers emerged as program priorities. 

Based on the deliberations in the interstate Workshop held at Kolkata, two project design options were identified. The first option addressed based on state specific priorities while the second offered the opportunity to adopt a regional project with one common theme across all the 4 states. In both the options, cross cutting issues such as capacity building, advocacy, quality systems, inter-sectoral collaboration, monitoring and evaluation as well as project management and co-ordination were also to be addressed. As 2 states favored the first and 2 others the second, the Design team identified a third option to accommodate a regional theme as well as state specific priorities. The feminization of the epidemic emerged as the regional theme in all the four states. Efforts to address other needs will be made based on state level consultations. The preferred third design also offered the opportunity for each of the 4 states to carry out innovative interventions based on state specific needs. The cross cutting issues addressed in the other options continued to be part of the design. It must be pointed out that the components are linked and complement each other. The components are not stand alone initiatives and need to be carried out in tandem. A detailed description of the process followed to arrive at the recommended design is presented in the section titled Analysis in the present document.
Project Description

The project was developed based on 6 guiding principles of equity, flexibility, transparency, accountability, non-duplication of available services and sustainability which were articulated during the interstate Workshop at Kolkata. The proposed project will be carried out in the 4 states of Nagaland, Manipur, Mizoram and Meghalaya in selected districts of each state. Districts away from the capital or those which receive inadequate HIV services were chosen specifically as the project proposed to reach out to the rural population. UNAIDS India Country Office will be responsible for the overall coordination of the project, with UNODC as the Lead Agency taking responsibility for programme implementation on the ground. A steering committee, composed of the United Nations agencies active in the project, will be established for the purpose of project oversight and guidance.  The Committee will be chaired by the United Nations Resident Coordinator and will operate within the guidelines of the Umbrella Agreement signed between AusAID and UNAIDS on 8 June 2005. The UNAIDS Secretariat through the Regional Support Team, Bangkok, will be responsible for overall reporting to AusAID as per the agreed reporting requirements

A Regional Support Unit (RSU) will be established in North East India as part of the UN system’s existing presence in the region with technical staff in key areas to support the four states. In addition each of the four SACS will be provided with one technical state project officer to provide sustained technical support at the state level. The RSU will be managed by UNODC and maintain a close link with UNAIDS India Country Office and with the Project’s State Project Officers located in the 4 states. The different phases of the proposed 5 year project with the time schedule and a diagrammatic representation of the proposed project are presented below. During the evaluation and phasing out, alternative resources and supports would be organized through SACS and other CBOs to ensure continuity of the activities. Detailed information in this regard is available under the section titled, Project description.  

Phases of Program Implementation (60  months) 
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Diagrammatic Representation of the Preferred Project Design Showing the Relationship between Goal, Purpose, Components and Output 
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Components and Outputs in Preferred Option 
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Implementation 

The project will be implemented with active participation of stake holders at different levels - national, state and community. The value of involving multiple levels of stakeholders in implementation is recognized and has been built into the project in terms of:

· Developing interventions based on community-based assessment 

· Roadmap to foster leadership in the community, government as well as elected representatives

· Facilitating inter-sectoral collaboration

· Assessing changing needs of the community with regard to HIV/AIDS epidemic and addressing the same through innovative approaches through the already existing community based partner organizations

Regional co-ordination in this phase will aim at achieving the principles of 3 Ones followed at national level, namely, ‘one agreed HIV/AIDS action framework for all the partners’, ‘one coordinating authority with broad-based multi-sectoral mandate’ and ‘one agreed monitoring and evaluation system’. An outline of the specific areas of involvement of the partner organizations is presented below:

· UNAIDS, India Country Office plays a key role in coordinating the UN system response to HIV in India, extends technical assistance to the National AIDS Control Organization (NACO) and works towards strengthening mobilization of community responses through advocacy and outreach. In the proposed Project, UNAIDS, India Country Office will take the lead role in areas such as advocacy at the level of federal government in India and also in coordinating the Project related activities with its 9 UN co-sponsors. 

· The National AIDS Control Organization (NACO) is the national level body set up by the Government of India to implement the country wide National AIDS Control Program (NACP) which is now in the second phase. NACP is implemented through NACO at the national level and State AIDS Control Societies (SACS) at the state/Union territories. It is worth noting that while the Project is in line with the NACP framework, it will complement rather than duplicate the on-going national efforts. In the proposed Project NACO will provide critical support in different stages of implementation with region specific inputs and by facilitating cooperation from the State AIDS Control Organization (SACS)

· SACS are the implementing agencies of the NACP as relevant to the states. The SACS of states of Nagaland, Manipur, Mizoram and Meghalaya will participate in activities of the Project both as beneficiaries of the Project (capacity enhancement) and as Project partners (in advocacy, monitoring etc). SACS will play the lead role in facilitating inter-sectoral collaboration by working with different state government departments such as social welfare, education, labor etc.

· Non-Governmental Organizations (NGOs) are the main implementers of the NACP working in partnership with SACS and other donor agencies in each of the four states. As part of the proposed Project, NGOs will be involved in assessment, planning and implementing programs in addition to receiving training on specific aspects of their work.
· Community Based Organizations (CBOs) like women’s groups, youth organizations and self-help groups are seen as the main agents for change in the community. CBOs will receive training inputs to empower themselves and also deliver HIV related services at the grass- root level. 

· Religious organizations influence public opinion and also play a role in providing health services and social support for marginalized groups. The Project will undertake sensitization programs to garner their support and also involve them in service provision.
· ‘People living with HIV/AIDS’ (PLWHA) networks are recognized as primary stake holders and their involvement will be sought at every level of project execution. The Project also intends to provide critical support for formation of these networks in the state or districts where they currently do not exist.

The responsibilities and roles of each of the stake holders are well defined. The monitoring and evaluation system will ensure systematic reporting and evaluation procedures to guide the implementation and making course corrections when required. Implementation Schedule with indicative budget is appended in Annex 5.

Benefits, risks and justification

The proposed Project seeks to empower stakeholders at all levels through capacity enhancement activities and by providing opportunities for hands-on-training. SACS representatives will receive inputs to undertake evidence based planning and carry out advocacy. NGOs and CBOs will carry out needs assessment, develop programs to address felt needs, monitor systematically and evaluate programs to identify lessons learnt leading to enhanced quality of service. The multi-sectoral response at the level of the government and the networking of partner agencies and communities at the level of service provision will build a sense of ‘community ownership’ that will sustain intervention efforts even after completion of the project.  All of these activities will increase the access of women and children to HIV related services in all the 4 states and also carry out state specific initiatives related to HIV prevention or risk reduction. It is important to note that all these components programs will lead to the development of sustainable processes and activities leading to lasting benefits that will rest with the community even when the proposed Project funding comes to an end. 

The synergic effect of all these activities will eventually build the regional capacity to address HIV/AIDS issues, increase the geographical reach of HIV services, enhance the quality of service delivery and reduce the risk and impact of the HIV epidemic in the region.

1. Project Preparation Steps
HIV/AIDS has become an increasing priority for Australia’s international development co-operation program over the last two decades. While there are several factors that are acknowledged as key components of successful approaches to date, it is recognized by the Australian Agency for International Development (AusAID) that each epidemic is unique and that there is consequently no one way to success
. This appears more relevant for the North Eastern states of India, some of which witnessed rapid spread of HIV in the early 1990s through sharing of contaminated injecting equipment and paraphernalia but subsequently took different courses in different states. While in some states, HIV prevention efforts are the need of the hour, in other states, providing access to HIV related services is an immediate priority. Australia’s international HIV/AIDS strategy permits responding to these very needs by seeking to 

· Reduce the spread of HIV/AIDS, particularly in the Asia-Pacific region and 

· Mitigate the effects on people living with HIV/AIDS (PLWHA) and their families and on the society to which they belong.

1.1 Project Origin

In 1999, AusAID undertook a situation analysis and developed a project design for capacity building of State AIDS Control Societies (SACS) and partner agencies. The purpose of this effort was to plan, co-ordinate and implement responses to the HIV epidemic in 3 North Eastern states of India (Manipur, Meghalaya and Mizoram) and Delhi. However, the Project was not implemented due to administrative reasons. Subsequently, in 2004, the Australian government expressed interest to work in collaboration with the UN system in India to address the HIV epidemic in the North Eastern states. After a series of meetings, AusAID proposed to extend financial support of AUD 10 million over a 5-year period drawing on the capabilities of relevant UN agencies based in the country. The states to be covered under this renewed endeavor were Meghalaya, Assam, Manipur, Nagaland and Mizoram. Between 1999 and 2004, the epidemic and the responses to it evolved considerably in some of the states. Therefore, it became necessary to re-assess the situation in these 5 states to determine the status of the epidemic and identify current needs. 

1.1.1 Assessment and Preliminary Preparation
The ‘Rapid Needs Assessment’ (RPNA) was carried out in The 5 North eastern states mentioned above between December 2004 and January 2005. RPNA was initiated to understand the needs of people on issues related to HIV/AIDS at state, district and community levels with gender differences in vulnerability in the 5 states. The Assessment identified ongoing efforts, resources and critical gaps in the response. The RPNA collected primary and secondary data. Epidemiological reports generated by the SACS, research papers, statistical and economic handbooks and census reports pertaining to the states under study were used as sources of secondary data. Primary data was collected through interactions with respondents at 4 levels. Key informant interviews were held with government functionaries of Departments of Health, Social Welfare, Women and Child Development, Education and SACS. Representatives from NGOs working the field of HIV/AIDS participated in state-level workshops to deliberate on various aspects of their states’ HIV/AIDS prevention and care programs through group work. Focus Group Discussions (FGDs) were held with representatives of PLWHA with adequate gender representation where possible. Women affected by family members using drugs or having an HIV positive family member also participated in FGDs. Perceptions of the general population about the epidemic and program needs were elicited through FGDs with women’s and students’ groups. The responses were handwritten verbatim, and transcripts computerized within 48 hours of data collection. Analysis was carried out on an ongoing basis through a process of induction and triangulation. A brief outline of the RPNA findings is included in the section Analysis. The present project is to be implemented in the 4 states namely, Nagaland, Manipur, Mizoram and Meghalaya the exception being Assam. The UN system in India is committed to identify potential donor support to fund the initiative in Assam. 

1.2 Study Team and Method

The following section summarizes how the current Project Design been prepared. An analysis of the issues and sub-issues identified through triangulation in RPNA formed the mainstay of the subsequent Project Design. The Design mission was commissioned on February 9, 2005 and was completed by March 21, 2005. 

1.2.1 Team and Mission

The 5-member Project Design Team drew upon expertise from different fields comprising sociology, drug and gender, capacity building, institutional strengthening, clinical epidemiology and HIV intervention design. Different UN co-sponsors and AusAID provided inputs at different points of time during the development of the current Project Design Document.

The Design Team was contracted to develop a comprehensive Project Design Document based on the RPNA findings and in accordance with the Aus AID guidelines. The document was expected to contain detailed implementation plan, the logical frame work matrix, description of the coordination and administrative modalities and outline the monitoring and management strategies. Risk assessment, sustainability analysis and costing with indicative budgets was also to be included.

 1.2.2 Key Aspects of Methodology
State level workshops

As part of the design mission, state level workshops were held at each of the 4 state capitals. Representatives from SACS, other government departments, civil society (including CBOs) and NGOs) and networks of people living with HIV/AIDS (PLWHA) participated in the workshops Copies of the state-specific RPNA report were   circulated following which the RPNA findings as relevant to individual states were presented and validated. It must be mentioned that approximately 50% of the respondents in the RPNA also participated in the Design Workshops. This provided continuity of the process even while providing new perspectives. In each of these Workshops, the Project Director of the SACS indicated gaps in the current response to the HIV epidemic in the state and suggested project directions for the future. Following these inputs, the participants worked in groups and identified inputs and activities required to achieve outputs that would address issues emerging from RPNA. Thereafter, members in each of the groups identified their state project priorities through a ranking exercise. In the plenary, through a facilitated process of deliberation the participants arrived at a group consensus that defined their state’s project priorities. Schematic representations of these prioritization exercises are included in the annexes (Annexure 1).
Interstate Project Design Workshop

Following the state specific Project Design workshops conducted in each state, two-day interstate Design workshop was convened in Kolkata on 25th and 26th of February 2005. Representatives of the SACS, NGOs, PLWHA networks from the four states as well as AusAID and UNAIDS India Country Office and other UN co-sponsors participated. A brief outline of the RPNA findings and the state specific prioritization of needs identified in the state level Design workshops were presented. Participants were introduced to various design options followed by group work, initially in mixed groups, and subsequently in state-based groups. This process identified common themes across all states as well as confirming the priority needs specific to each state. The workshop finally considered detailed design options. The Design Team subsequently considered these options and following further analysis a preferred option emerged. This is presented below.

2. Analysis

The basic premise on which the Project will be based is presented below. The status of the epidemic, the developmental issues that influenced it and the responses were studied through an extensive participatory process during the Assessment. Extensive consultation, brainstorming and weighing of advantages and disadvantages between different responses in relation to the project outlay fed into the Project Design.

2.1 Development Context

Historically, the North Eastern region of India at different points in time witnessed social and political turmoil, some of which were related to inter-ethnic conflicts. Of the 4 states covered under the present Design exercise, Nagaland, Meghalaya and Mizoram were carved out of erstwhile Assam in 1963, 1972 and 1987, respectively in an effort to address the need for state representation of the major ethnic groups. The princely state of Manipur had joined the Indian Union in 1949. However, some of these states continued to be troubled by secessionist movements and inter-ethnic rivalry that has not only plagued the overall development of the state but has increased vulnerability of different population groups to HIV and negatively impacted the HIV/AIDS program. 

2.1.1 Location and Geography

Nagaland, Manipur, Mizoram and Meghalaya are located in the North Eastern part of India. Temperatures vary widely between summer and winter months. Depending upon the altitude, the climatic conditions vary from tropical to sub-alpine. There is substantial variation in rainfall and shortfalls affect agriculture drastically. 

Interfaces at borders between states and international neighbors appear important with regard to HIV/AIDS intervention. While heroin trafficking routes at several points cross the international border between Myanmar and 3 North Eastern states of India, namely, Nagaland, Manipur and Mizoram, dextroproproxyphene finds its way from other parts of India through Assam to different states in the region. Assam serves as the gateway to North East India and Silchar, the business hub in the South Eastern district of Cachar in Assam witnesses a huge trading community from Tripura
, Manipur and Mizoram passing through it. The cultural similarity between the population groups of these borders facilitates migration and mixing. On the other hand, each state is also conscious of its own tribal identity and perceives itself as being distinctly different from the other. 

2.1.2 Socio-economic and Cultural Context

Folklore passed down the generations through word of mouth is an integral part of the lives of people in these North East Indian states. Music occupies central stage in the lives of the majority tribal population. Folksongs eulogizing traditional heroes and the great deeds of warriors and poetic love songs immortalizing ancient tragic love stories fill the air at the time of festivities. In the areas dominated by Christian populations, youth sing gospel songs and modern tunes are rendered exquisitely. The 4 states are home to more than 29 tribes and the traditional ceremonial attire of each tribe is in itself an awe-inspiring sight to behold. 

The poor economic development in North East India is reflected by the fact that about 30% of the population in the 4 states of Nagaland, Manipur, Mizoram and Meghalaya lives below the poverty line. All these states are predominantly agricultural and industrially backward. Unemployment, poverty and underdevelopment shapes the vulnerability of the local youth and health problems related to HIV and drugs needs to be looked at against this backdrop. Women have unequal access to health and nutrition, fewer opportunities for education and employment and participation in social and political issues is poor. Diffused sex trade and inter-ethnic conflicts are 2 more issues with roots in the socio-political determinants have further compounded the problem.

2.1.3 The People Involved

UNAIDS, India Country Office and other UN partners 


In India UNAIDS is cosponsored by 9 organizations of the UN family. The UNAIDS,  India Country Office was established in 1996 and has been playing a key role in coordinating the UN system response to HIV, extending technical assistance to NACO and works towards strengthening mobilization of community responses through advocacy and outreach. In this Project UNAIDS, India Country Office has been involved right from the start when the RPNA was undertaken and continued to provide inputs in different stages of design development. In the proposed Project, UNAIDS will continue to be an active participant taking the lead role in areas such as advocacy at the level of federal government in India and also in coordinating the Project related activities with its co-sponsors. 


Government of India

When the first case of HIV/AIDS was reported in the country in 1986, the Government of India recognized the seriousness of the problem and formed National AIDS Committee the same year.  National AIDS Control Program (NACP) was launched in 1987 and is presently in its second phase. NACP is implemented through NACO at the national level and State AIDS Control Societies at the state/Union territories. NACO has been involved in the Design process of the current Project. They have also appreciated from the RPNA findings that the HIV epidemic in the selected 4 states in North East India is now being driven by heterosexual sex in addition to the long recognized transmission due to drug use in the region. It is worth noting that while present Project is in line with the NACP, it will complement rather than duplicate the on-going national efforts. In the proposed Project NACO will provide critical support in different stages of implementation with region specific inputs and by facilitating cooperation from the SACS. 
State AIDS Control Societies (SACS)

SACS are the implementing agencies of the NACP as relevant to the states. The funds are received from the federal government and the SACS carry out the implementation at the state level. The current Project will actively seek the support of SACS in the states of Nagaland, Manipur, Mizoram and Meghalaya during the entire period of project implementation. The SACS will also participate in activities of the Project both as beneficiaries of the Project (capacity enhancement) and as Project partners (in advocacy, monitoring etc). SACS will play the lead role in facilitating inter-sectoral collaboration by working with different state government departments such as social welfare, education, labor etc.

Department of Social Justice and Empowerment

The Ministry of Social Justice and Empowerment (MSJE) at the federal government level, implements programs at the state level through the Department of Social Welfare. MSJE funds 362 addiction treatment centers across the country. In 2001, NACO in a collaborative initiative placed field workers in 96 MSJE funded treatment centers to address HIV related issues with this high risk group.  The Regional Resource and Training Centers which were set up by MSJE in 2001 were entrusted with the task of training the field workers as well as other staff in the selected treatment centers. An Assessment of this initiative highlighted the strengths even while providing the road map for strengthening and future scaling up
. This inter-ministerial collaboration is evidence of how sharing of resources and expertise can be mutually beneficial in furthering their own mandates. 

Department of Women and Child  

At the Government of India level, Department of Women and Child Development and Department of Education come under the Ministry of Human Resource Development. But at the state level Department of Women and Child Development operates under Social Welfare Department. In some states Women and Child development has become a separate entity. Although development of women and child is the primary responsibility of the state governments, the various schemes that it operates receives funding from the Government of India. Though the endorsement for including HIV/AIDS concerns have already been made both in National Policy for Empowerment of Women and National Plan of Action for Children, the states are yet to come up with clear plan of action. The proposed Project intends to review the existing involvement of the State Women and Child Development Department in addressing the impact of HIV/AIDS on women and children and forge improved collaboration with SACS in joint programming. 

Department of Education

Department of Education functions under Ministry of Human Resource Development at the Government of India level and has its presence as a separate departmental entity in the state level. Most states have two or three departments, each of which handles basic or elementary education, higher education and/or technical education. At the national level the HIV/AIDS collaborative program is already in place in the form School AIDS Education Program (SAEP) and University Talks AIDS (UTA). But RPNA identified the need of reviewing the existing programs based on external evaluation. Reaching out to out of school children and youth has been an expressed program need, which calls for improving collaboration at the state level between this department to reach out to out of school children, through NFE (non-formal education) program.

Non-governmental Organizations (NGOs)

NGOs have made significant contribution in the field of HIV prevention and control in partnership with SACS and other donor agencies in each of the four states. In addition to implementing the NACP program, some have also developed innovative approaches to address the various facets of the problem. NGOs will play an active role in this Project in various components. They will receive training on specific aspects of project implementation.

Community Based Organizations (CBOs)

Women’s groups, youth organizations and self-help groups are a few relevant examples that the present Project will work with. These organizations will be strengthened through leadership training during project implementation and will be able to carry out HIV intervention activities much beyond the life of the Project. By virtue of being located within the community and having experience of delivering services at the grass-root level, these organizations will function as key stakeholders of the Project and will be the main actors for change.

Religious Institutions 

Given the wide acceptance of the religious leaders and their tremendous ability to influence public opinion, the Project intends to work with them in a number of activities. It is worth noting that a large part of the population in the 4 states is Christian; 88% in Nagaland, 34% in Manipur, 86% in Mizoram and 65% in Meghalaya. However, the presence of many denominations poses a challenge to the Project on how to bring them together to collectively address the issue of HIV/AIDS. As most of the hill districts are predominantly inhabited by Christian population, the Church is the natural choice in the list of important stakeholders. Under the current Project Design, churches will play an important role in sensitizing people about different prevention and care services. In addition to accepting a public health perspective to HIV prevention initiatives, they will encourage the community members to take the same stand. This is in tandem with the traditional role that the churches have played in providing health care and social support for marginalized groups. 
People Living With HIV/AIDS (PLWHA)

Networks of PLWHA exist in 3 of the 4 selected northeastern states, the exception being Meghalaya. These networks actively participated in the RPNA and Design processes that generated the present document. While many of them have also been involved in various HIV prevention and care related activities in these states, women’s networks are yet to obtain functional visibility. The current Project will see active involvement of these networks in most of the activities and contribute to the achievement of the Project objectives. This approach will also ensure that PLWHA retain their rightful position as primary stakeholders in HIV programming. 


Healthcare Workers

The present Project will work with a wide range of health care workers from those based in the community (such as traditional medicine practitioners, village health workers) to nurses and doctors trained in allopathic system of medicine. This will help in reaching out to the women and children in need of HIV/STI care as well as the other groups in far flung areas away from the capital cities. The Project will provide opportunity for them to be trained on specific areas of STD and HIV care to strengthen the delivery of services in these areas. Moreover the Project will catalyze building referral linkages so that a sustainable system of care is established.

2.1.4 Institutional Context

National AIDS Control Organization

In 1992 the National AIDS Control Organization (NACO) was established and charged with the responsibility of implementing a five-year strategic plan, funded with World Bank credit ($US 84 million). Phase II of the National AIDS Control Program (NACP) commenced in 1999, assisted by World Bank credit ($US 250 million). Additionally, a further Global Fund Assistance has been approved raising the total cost of NACP II from Rs. 194.191 million to Rs. 206.465 million to fund projects for 2 years ending 2005 - 2006. NACO has responsibility for policy and national program development. 

States AIDS Control Societies (SACS)

NACO facilitated a process of decentralization to overcome problems inherent in Phase I of the national program. In anticipation of Phase II, State AIDS Cells, the state government agencies responsible for the AIDS program at state level, have progressively registered under the Societies Act as societies. Each SACS, under the chairmanship of the state Secretary for Health, has appointed a Project Director and support staff, including an NGO Adviser. Each SACS which enjoys a good deal of functional autonomy prepared a Project Implementation Plan (PIP 1999-2004), with a detailed budget, outlining the state-specific activities planned within the framework of the national program. Once approved by NACO the state assumes full responsibility for implementation of the state-specific plan. Most planned activities will be implemented through state based NGOs, many of which require considerable support to develop capacity to implement the anticipated responses. The SACS vary in their experience and capacity to respond to the epidemic as evident from the RPNA. The Proposed project will strengthen capacity of SACS in program management and in advocacy to bring about an integrated response.

Other Government Departments and Agencies

The situation analysis indicated that the epidemic is having a broad impact across society in all four states and thus requires multi-sectoral responses. While the NACP has recognized the need for collaboration between various departments, the institutional mechanism is not fully in place. Alliances of this nature require further development and consolidation across all four states. It is anticipated that government departments and agencies will actively participate across the activities of the Project and that SACS would coordinate these activities.

Non-Government Organizations and Community Based Organizations

The SACS are dependant upon NGOs for implementation of planned activities in each state. NGOs and CBOs are already active in responses to the epidemic in all four states. In addition to receiving grants from SACS, many are supported by philanthropists within the community as well as other bi-lateral and international agencies. The involvement and quality of responses by the NGOs are not however uniform across the region. Many NGOs have their origin among those most directly affected by the epidemic, best illustrated by those NGOs formed in Manipur by ex​-IDUs. CBOs are particularly strong in the states of the north east where state wide women's and youth organizations exist. In all areas identified as priorities for this Project, NGOs and CBOs are actively working with vulnerable and affected communities including PLWHA and their families, widows and orphans, female sex workers (FSWs), men having sex with men (MSM), prisoners, street children, migrant laborers and slum dwellers. At state level there is a heavy reliance upon NGOs to support state responses through implementation of planned activities. To effectively carry out this increasing responsibility, NGOs require greater support and capacity than exists at present. This is acknowledged in the Project Design with emphasis placed on building the capacity of the SACS to support NGO program needs and also through training and technical support provided to NGOs.

2.1.5 Policy and Program Context

National AIDS Policy

Government of India’s multi-sectoral strategy for prevention and control of AIDS in the country is implemented through NACO at the national level and through the SACS at the state level. The program concentrates on the following aspects conforming to the global AIDS prevention and control strategy
:

· Program management

· Surveillance and research 

· Information, education and communication including social mobilization through NGOs

· Control of sexually transmitted diseases

· Condom programming

· Blood safety and 

· Reduction of impact

The basket of resources
 of National AIDS Control Program (NACP II, 1999 - 2006) was approved by the Cabinet Committee on Economic Affairs (CCEA) in December 2003 as follows:

	No.
	Funding Agency
	INR

(in million)
	Proportion

	1
	Government of India
	19.6
	10.09%

	2
	World Bank
	95.91
	49.39%

	3
	USAID (APAC)
	6.458
	3.33%

	4
	USAID (AVERT)
	16.6
	8.55%

	5
	DFID (Sexual Partnership Project)
	48.7
	25.08%

	6
	CIDA (ICHAP)
	3.781
	1.95%

	7
	AusAID
	2.465
	1.27%

	8
	UNDP
	0.647
	0.34%

	Total
	194.161
	


Additionally a further Global Fund Assistance has been approved raising the total cost of NACP II from Rs. 194.191 million to Rs. 206.465 to fund projects for 2 years ending 2005 - 2006.  As the prevalence of HIV and its implication vary from state to state, State AIDS Control Societies (SACS) functioning under the state governments’ departments of health, device their own strategies and action plans based on NACO’s guidelines. Technical and managerial personnel and funds for program management are provided through NACO. 

NACO partners with 

· The World Bank, DFID, USAID, CIDA and AusAID in implementing a comprehensive national AIDS control program

· The Joint United Nations Program on HIV/AIDS (UNAIDS) and its nine UN co-sponsors: UNICEF, ILO, UNDP, UNFPA, UNESCO, WHO, UNODC, WFP across the UN Theme Group on HIV/AIDS and the World Bank

· International AIDS Vaccine Initiative (IAVI) and the Indian Council of Medical Research (ICMR) to develop a vaccine for the HIV sub-type most prevalent in India and with the Center for Disease Control (CDC), Atlanta.

· With industry coalitions like CII, FICCI and ASSOCHAM and the private sector.

· With paramedical fraternities like Indian Red Cross

· With the Global Fund on AIDS, TB and Malaria (GFATM)

· With Bill and Melinda Gates Foundation

· With networks of positive people, NGOs, elected representatives, women’s groups, self-help groups, community based organizations and many others

The present Design is enthused by the precedents of international partnerships that have worked successfully in the region. It therefore intends to draw on the strength of the National AIDS Policy and foster similar collaborations at the state and community levels in the four states of North East India towards containment of the HIV epidemic and for care and support to women and children in need. NACO has initiated partnerships and as well as Departments that deal with Youth Affairs, Social Justice and Empowerment and Armed forces. Funds have been provided by NACO and services planned and delivered by the partner agencies. Efforts to sensitize elected representatives of the Parliament and Legislative assemblies have also been made. In this backdrop, developing integrated responses at the state level is a logical continuation of the process. Yet, it must be understood it needs a good deal of leadership and advocacy at the state levels to translate these into integrated responses that actually work at the community level.     

The National AIDS Control Programme Phase II is coming to an end in March 2006 and preparations for the Phase III are underway. The Government of India is developing a National framework for the Phase III of the programme where different partners can align their programs within the overall framework.  The needs reflected in the RPNA and during the State workshops identified gap areas and prioritized needs for the individual states, which will be part of the NACP III framework. 

National Policy for the Empowerment of Women (2001)
The goal of this Policy is to bring about the advancement, development and empowerment of women. In its present form it is futuristic in outlook and provides an opportunity for a range of innovations to ensure that women have access to comprehensive, affordable and quality health care. The policy expresses commitment that measures will be adopted to take into account the reproductive rights of women, their vulnerability to sexual and health problems together with endemic, infectious and communicable diseases such as malaria, TB, and water borne diseases as well as hypertension and cardio-pulmonary diseases to enable them to exercise informed choices. The social, developmental and health consequences of HIV/AIDS and other sexually transmitted diseases will also be tackled from a gender perspective. The present Design seeks to take advantage of scope of interventions that this policy would permit.

National Plan of Action for Children (1992)

Acknowledging the need for health and protective services for women and children, a range of plans have been drawn up based on a vast network of governmental and non governmental agencies. Under section 22, this plan seeks to address the needs of children affected and afflicted with HIV/AIDS. Using the leverage offered by this document, linkages can be established to reach out to children and mothers to deliver awareness as well as other HIV intervention services.

2.2 Problem Analysis

In the following section a brief analytical perspective of the status of the HIV/AIDS epidemic in Nagaland, Manipur, Mizoram and Meghalaya, and gaps in responses is provided, albeit not a detailed response analysis. In this regard, in addition to data gathered at the time of the RPNA
, qualitative and quantitative data have been drawn from the presentations of the Project Directors of the SACS in the state Design workshops. NGO responses in these workshops, 2 UN documents, namely, ‘Co-ordinated Response to HIV/AIDS in India (2001 – 2002)’ and ‘Response to HIV/AIDS in India (2003): Expanded Theme Group on HIV/AIDS’ and consultation with different UN co-sponsors at the time of writing this document further contributed to this analysis.

Many commonalities are identified in relation to the HIV epidemic in Nagaland, Manipur, Mizoram and Meghalaya. It is clear that the HIV epidemic in the North East has gone well beyond the prototype of being driven by injection drug use and hetero-sexual routes of transmission needs to be addressed in all seriousness. 78% of TIs in Nagaland, 73% in Manipur and 50% in Mizoram focus on injection drug use related issues. Efforts however are needed to review these in terms of reach, geographical location and quality of service. It is worth noting that Targeted Interventions (TIs) of the SACS focus on groups with high risk behavior only and concerted efforts to address sexual transmission of HIV in other population groups like women are yet to be taken adequately. Epidemiological data generated from all the 4 North Eastern States throws light on few issues that warrant attention. While in some of the states the data was far from depicting the real infection load in the community, in others, the data was not used appropriately towards evidence-based response. In Nagaland the high HIV prevalence among young women indicated serious ongoing transmission through sexual route. Manipur reported a very low HIV test uptake among clients of TIs under MACS. Mizoram has already transited to the generalized epidemic category with prevalence rates among ANC attendees having crossed the 1% level consistently over the past 3 years but this is yet to be recognized widely. On the other hand, Meghalaya is yet to put in place a robust surveillance system that could capture the trends of the epidemic. 

Commonalities were also observed in relation to the challenges to be met for effective containment of the HIV epidemics in the states. These challenges comprise feminization (the greater impact of the HIV infection on women) of the epidemic, the lack of reach of HIV related services in rural areas, care and support needs for women and children and negative impact of conflict situations on the course of the epidemic. Encouraging leadership initiatives to address HIV/AIDS issues at all levels-community, churches, SACS as well as elected representatives appear pertinent. The cross-cutting programmatic issue that emerged through the process of response analysis was the need for strengthening the capacities of the SACS in these states, reaching out to the districts away from the capital and development of leadership at various levels to steer an effective response. State specific discussions are detailed below.

2.2.1 Nagaland

Nagaland, one of the states of North East India, has a population of a little less than 20 lakhs, of which 16.4 lakhs (83%) live in the rural areas. Male to female ratio is 10.4 lakhs: 9.5 lakhs and a sex ratio of 909 females to 1000 males, which is less than the national statistic. The overall literacy rate is 67% as per the 2001 census with a male: female divide of 72% and 62%, respectively. Dimapur, the business centre of Nagaland, connects the state with the neighboring state of Assam and there is a significant level of movement and migration of people through this district town.

The state of Nagaland saw a quick transition of the HIV epidemic from concentrated to generalized category between 1998 and 2002. HIV sentinel surveillance was initiated in the state in 1998 and within the next 4 years more than 1% HIV prevalence was recorded among ante-natal clinic (ANC) attending women
. The state continues to be in the generalized HIV epidemic category to date. As HIV prevalence among ANC attendees below 20 years of age can reflect relatively new HIV infections, it is of concern that the prevalence data from this sub-group in 3 districts of Nagaland in 2002 and 2003 ranged from 1.5% to 12.8%. This is indicative of serious on-going transmission of HIV in the general population and women in particular. The HIV prevalence in female sex workers (FSWs) also recorded to be high at 4.4% in 2003 that further completed the picture of hetero-sexual transmission of the virus from high-risk behavior groups to the general community through bridge population. Some of the FSWs also inject drugs increasing their vulnerability to HIV/AIDS. High HIV prevalence of about 8% among injecting drug users (IDUs) over the last 6 years was another source from where the infection continued to spread to the hetero-sexually linked population groups. All these indicate the necessity of immediate strengthening condom promotion and improved STI management in the general community as well as population groups covered under targeted interventions (TIs). The TIs have been operating in the state for the past 7 years and 78% of the TIs  concentrate on addressing risk related to IDUs .Of the current 21 TIs supported by the state, 15 are for IDUs, 2 for jail inmates, 2 for school drop-outs, 1 for truckers and 1 functions as a composite intervention. The Bill and Melinda Gates Foundation’s Project ‘Organized Response for the Control of HIV in Districts’ (ORCHID)
 supports 11 other TIs of which only 1 focuses on FSWs and the rest work with IDUs. 

In the light of the growing HIV epidemic in the general population as well as groups observing high-risk behavior, the challenge is to match the quality of interventions with the speed of spread of the virus in Nagaland. The breakthrough in this regard can however come only with well-orchestrated advocacy efforts. This would help the community including religious leaders modify its HIV intervention approach from being largely moralistic to one that has a public health orientation. Creating a supportive environment by which youth and vulnerable women in general
 including FSWs can access safer sex messages and materials such as condoms are also imperative. Resource allocation for TIs needs to be reviewed in recognition of these issues. Research data generated on vulnerability and estimated size of the population groups including men who have sex with men (MSM), jail inmates and school drop-outs should also inform this decision-making process. The other major challenges for Nagaland are to initiate cross-border intervention along with Assam keeping the business city of Dimapur in focus and addressing the needs of AIDS orphans whose numbers are steadily increasing. In Nagaland, apart from forming multi-sectoral collaborations, fostering co-ordination between the health department (that looks after different disease control programs), the medical department (involved in supervising different hospital related activities) and the Nagaland State AIDS Control Society (NSACS) is essential. Initiating facilities for HIV/AIDS care and support in far-flung districts is an urgent need and initiating collaborations at different levels remains central to facing this challenge. United Nations International Children’s Emergency Fund (UNICEF) has been focusing its attention in utilizing the village health council that is responsible for overseeing all health-related matters at the grass-root level to deliver the ‘Prevention of Parent to Child Transmission’ (PPTCT) program. If the process and outcome indicators developed for this system reflect gains, one could harness its strength for AIDS prevention and care as well.

2.2.2 Manipur

Although the HIV epidemic in Manipur was fuelled during its initial years largely by injection heroin use, the vulnerability has gone long beyond the prototype of IDUs. The epidemic is now well established in several other population groups such as FSWs and Men having Sex with Men (MSM) and has also gained foothold in rural settings. Manipur began sentinel surveillance in 1994, and recorded 1% HIV prevalence in ante-natal clinic (ANC) attendees within the next three years. Since 1997, the HIV prevalence in ANC attending women has remained above 1% highlighting the gravity of the situation and unabated transmission of new infections in the general population. The state expressed its commitment in controlling the epidemic by formulating a state AIDS policy in 1996 that endorsed harm reduction interventions. Moreover, presently 31 TIs under Rapid Intervention and Care (RIAC) focus on IDUs, and their sex partners and 11 more TIs work with FSWs, migrant workers, truckers and MSM population. Prevention of Parent to Child Transmission (PPTCT)
 of HIV and free Anti-Retroviral Therapy (ART) are two other initiatives that require special mention. However, the existing risk reduction initiatives require immediate strengthening to be able to impact upon the epidemic. A minimum 6-fold increase in the number of sterile syringes and needles distributed to the IDUs covered under RIAC, increasing the reach of the existing TIs to cover more than 80% of the estimated number of IDUs including females reducing the sexual risk of transmission of HIV in and from IDUs and initiating pilot intervention project on buprenorphine substitution are essential in this regard. The Assessment also identified a very low HIV test uptake among TI clients that demands urgent attention. Addressing the psychological, social and economic needs of AIDS orphans is another challenge that is yet to be met. Manipur has well-established networks of HIV positive men and women
. These networks are actively involved in drawing attention of policy makers and program planners to issues relating to AIDS orphans in addition to the needs of adult HIV positive people including widows. However, the link between these activist groups and other key stakeholders including students’ union, women’s organizations and local pressure groups appear essential for success of a comprehensive HIV program. Further, advocacy should seek to minimize the disruption of HIV intervention activities caused by threats from the local pressure groups to the IDUs. Political and inter-ethnic conflicts as well as resistance by the community at large to different risk reduction approaches are other areas for advocacy.

2.2.3 Mizoram

The HIV scenario in Mizoram can be best described as an epidemic in transition. Unfortunately, the opportunities for effective containment that existed during the turn of the millennium are now showing signs of being lost. The last 3 sentinel surveillance rounds since 2002 have consistently recorded HIV prevalence in ANC attending women over 1% (1.2%, 2.1% and 1.5% in 2002, 2003 and 2004, respectively). The HIV prevalence in IDUs has also shown a steady rise from 1.6% to 5.3% during the same period. Examined together, these data sets indicate that Mizoram has entered the generalized epidemic category from a stage when HIV was concentrated among IDUs. Very high HIV prevalence of 14% among FSWs in 2004 and noticeable VDRL positivity (test for syphilis) in the serum samples collected for HIV sentinel surveillance in ANC attendees and IDUs underline the assertion that the epidemic in Mizoram is now being driven by unprotected sexual acts. Gender stereo-typing and absence of support systems for women was identified in District Situation Analysis for ‘Co-ordinated HIV/AIDS and STD Response through Capacity building and Awareness’ (CHARCA) to limit the capacity of women to deal with issues that were detrimental to them. It was also found that enhancement of capacity did not appear to be concurrent with high literacy rates
. The state’s HIV control program should therefore attempt to limit the further spread of the virus in IDUs through pragmatic risk reduction measures and at the same time check the progress of the epidemic in general population. However, the provision of the sterile syringes and needles for IDUs covered under the existing program is far from being adequate. Twenty four syringes per IDU per year are now available from the program in contrast to the conservative requirement of 180 syringes (at the rate of 1 sterile syringe per IDU every alternate day). The modules developed by United Nations Office on Drug and Crime Regional Office of South Asia (UNODC ROSA) for South Asian countries on safer practices could serve the purpose well in this regard. Presently 21 NGOs implement 28 TIs in Mizoram, 14 of which are for IDUs. Of the rest, 5 TIs work with FSWs, and the others focus on migrant workers, jail inmates and school drop outs. While current TIs for IDU is and FSWs reach out to around 60% of the lower estimates of the population size, the rest of the TIs reach out to 5% or less of the target populations - a shortfall that needs to be immediately corrected. Stigma and discrimination against IDUs and people living with HIV/AIDS have been an impediment against risk reduction initiatives as well as HIV/AIDS care in the state. The state AIDS program needs to launch a communitywide advocacy program in conjunction with church leaders, young Mizo association and positive people’s networks to overcome these barriers. Establishing a cross-border project between Mizoram and Myanmar appears beneficial. Physicians in Aizawal (the capital city) have expertise in managing abscesses, septicemia and other frequently occurring illnesses among IDUs. Due to lack of awareness, lack of availability of these services in the peripheral districts and costs involved, many delay seeking help and amputations are often the only option. Using the Aizawl personnel as resource to train and orient health care providers in peripheral districts is another prominent call of the day.

2.2.4 Meghalaya
The first case of HIV infection in Meghalaya was detected in 1990 and all routes of transmission were established in the local populace within the next 8 years. Presently, 3 TIs reach out to truckers and FSWs and one HIV Voluntary Counseling and Testing (VCT) are operating. Noticeable degrees of denial still exists in the state as many yet refer to the epidemic as something brought by students who come from other North Eastern states to Shillong, the capital of the city, to pursue their studies. While effectively addressing this denial remains the major challenge for Meghalaya, the other challenges are a) establishing a robust sentinel surveillance system and b) initiating risk reduction among street based IDUs in and away from Shillong. A substantial umber of IDUs have been estimated and mapped in the recent past. The under-researched issues in the state that also demands immediate attention are vulnerability of women working in coal mine areas and dhabas (roadside food joints used mostly by transport workers and travelers), HIV prevalence in FSWs and street based IDUs and effective means of reaching out to street children. Providing state support to form positive people’s networks and involving them in various prevention and care activities will go a long way in improving the HIV/AIDS program in Meghalaya. The last two rounds of the Family Health Awareness Campaign (FHAC) in the state have recorded a significantly higher proportion of men and women requiring treatment for Sexually Transmitted Disease compared to the previous 4 rounds. This highlights the need for enhanced intervention efforts for promoting condom use and improved STI management in the community.

Since documentation of the rapid spread of HIV in 3 states (Manipur, Mizoram and Nagaland) of North East India in the early 1990s a few attempts have been made in the NGO sector to create opportunities to learn from each other across the states in the region. In this regard, NGOs of 5 states, namely, Meghalaya, Assam, Manipur, Nagaland and Mizoram came together in 2000 to form North East India HIV/AIDS Network (NEIHAN)
. Later, North East Indian Harm Reduction Network (NEIHRN) was established in Imphal (Manipur) to promote HIV prevention initiatives based on harm reduction principles. North East India Drugs and AIDS Care (NEIDAC) was another network established in 1996 in Shillong, the capital of Meghalaya to facilitate responses to drug abuse, HIV and AIDS in the region. However, various determinants rooted in individual NGO functioning vis-à-vis NGO network dynamics, ethnic and cultural differences as well as interstate differences in political climate acted as deterrents to reaping the maximum possible benefits of these network initiatives. 

2.2.5 Strategy Selection

In the Design workshops held in each of the four state capitals, following discussion on major issues and sub-issues related to the HIV control programs, prioritization exercises were undertaken. This helped in identifying critical areas that topped the rank in state level program considerations. Subsequently at the four-state Design workshop at Kolkata, the priorities were re-examined in the light of regional commonalities as well as state specific needs. Based on the deliberations two project options emerged. The first option favored a regional approach while the second focused on state specific sub-projects. One was favored by two states and the other by the other two states. The Design Team subsequently conceived a third, the preferred option. The third option respects the needs expressed by all the states and also accommodates regional thematic areas. The following describes each of the three options. 

Option One: State-specific sub-projects based on priority areas and/or vulnerable populations

This model consisted of state-specific sub-projects each with components based on agreed state-specific priority areas. The advantage of this model was that agreed priorities were directly reflected in a Design that acknowledges the inherent capacity of SACS to act. An additional fifth sub-project offered the potential to address cross-cutting issues common to all states including capacity building, advocacy, quality systems, inter-sectoral collaboration, monitoring and evaluation, and project management and co-ordination.

Option Two: A regional Project addressing a single common agreed priority through a comprehensive and integrated manner, namely the support and care for women and children affected and infected by HIV/AIDS in all four states.

This model offered the opportunity to direct all resources of the Project to a common agreed priority with one theme in a comprehensive and integrated manner. The advantage of this model was that a high priority area would receive substantial support with the potential to develop a common regional approach while allowing four state-specific components to address specific needs in each state in relation to the common priority area. An additional fifth sub-project offered the potential to address cross-cutting issues common to all states including capacity building, advocacy quality systems, inter-sectoral collaboration, monitoring and evaluation, and project management and co-ordination.

Option Three: A regional Project with one components addressing a common theme and one components allowing for state-specific application .

Option Three evolved from considerations of cost effectiveness and combined elements from options One and Two. The care and support needs of women and children emerged as the theme for the regional component of the Project that would be implemented in all the 4 states. The other three overarching issues of capacity enhancement; advocacy and issues related to program management were also part of the design. In addition, each state would undertake different innovative initiatives. While Mizoram and Manipur under this innovation wanted to address IDU related issues, Nagaland opted to design interventions for youth. Meghalaya on the other hand wanted to utilize this opportunity to develop an innovative HIV awareness campaign. 

This preferred model offers a more sustainable option as it addresses common needs for capacity development of the SACS whilst fostering inter-sectoral collaboration to mobilize greater on-going support to the care and support of women and children infected or affected by HIV/AIDS (the single issue of priority need); and to foster innovative responses to complex issues that continue to drive the epidemic and/or heighten vulnerability to HIV transmission. 
Rationale for Preference

The course of the HIV epidemic and the responses in the 4 North Eastern states of India differ considerably from each other. The vulnerability of those yet uninfected with HIV is also dissimilar. The widespread impact of the epidemic demands an integrated response from various sectors such as health, social welfare, education and labor. The RPNA identified that close partnerships need to be forged and strengthened between relevant departments of government and NGOs/ CBOs to effectively address the vulnerability to and impact of HIV/AIDS. The Design Workshops following RPNA in the 4 states and the combined workshop in Kolkata clearly corroborated and underlined these findings.

The 2 major concerns that remained central to preferring the third option over the others in this context were as follows: 

· Reduction of the disproportionate impact of the epidemic on women and children, and 

· Working together with partner agencies in the government as well as the community 
The proposed Project will thus strengthen this capacity through training and technical support and will ensure the sustainability of responses beyond the life of the Project. The active participation of individuals and communities most affected by and/or vulnerable to the epidemic will be the core principle adopted and applied during selection of this integrated response. Co-ordination mechanism between different line departments at the state level developed in the process of implementing this integrated response will be the added benefits and enhance the effectiveness potential against cost incurred and also contribute usefully in future planning processes. 

3. The Project 
This section provides a detailed description of the Project. It is presented in 5 components each with a specific objective that contributes to the achievement of the project purpose. For each component a narrative description of outputs is provided together with indicative activities for each output. This is set out in summary form to output level in the Logical Framework (Annexure 2). Guiding principles developed during the Kolkata Workshop for the implementation of the Project comprised the following:

i. Equity (distribution of resources according to needs rather than equal distribution)

ii. Flexibility (ability to respond to changing needs)

iii. Transparency (mechanism of the modes of operation amenable to public scrutiny)

iv. Accountability (responsibility of stakeholders for efforts and effects) 

v. Non-duplication (not replicating the on-going intervention efforts) 

vi. Sustainability (what remains with the community and what goes on even after the Project comes to an end)

3.1 Goal and Purpose

The overall goal of the Project is to contribute to the national response in reducing the risk and impact of HIV/AIDS in four states of North East India, namely Nagaland, Manipur, Mizoram and Meghalaya.

The purpose of the Project is to “improve the quality and augment the response to the HIV epidemic in NE India” improve the quality and delivery of the national HIV/AIDS prevention and control program in the four states. 

3.2 Component Structure

The Project structure is represented diagrammatically in Figure 1. Four components directly contribute to the achievement of the purpose of the Project, while the fifth component supports the other four through the management and co-ordination of the Project including the provision of technical assistance.

The framework described below clearly indicates that a range of skills and expertise would be required on a continuous basis for successful implementation of this five year Project. At the same time it is important to keep in mind the resource constraints and implement the Project with minimum essential workforce. It therefore appears that while a Regional Support Unit (RSU) should be set up to address issues that are regional in nature, the Project will also require staff at the state level. Each member of the Project team will bring with them specific expertise and carry out a distinct set of responsibilities as indicated below:

The Project comprises five components, each with identified outputs. Each output description provides indicative activities. These activity sets provide an indication of how the output could be achieved but have been developed primarily as a basis for implementation plan, resource identification and cost schedules. The framework of the program design has been presented below in a diagrammatic form. 

Diagrammatic Representation of the Preferred Project Design Showing the Relationship between Goal, Purpose, Components and Output 
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Components and Outputs in Preferred Option
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3.2.1 Component Objectives and Relationship between Outputs

The overall Project goal is to contribute to the national response in reducing the risk and impact of HIV/AIDS in 4 states of North East India. The component objectives of the Project will help in fulfilling the purpose of increasing the regional capacity and improving the quality of the national response in the 4 states through which the Project goal will be achieved. Component objectives depicted in the above diagram complement one another. Each component objective however is realized when its independent set of outputs is delivered. Each output in turn is dependent on a series of activities accomplished. While the present document provides indicative activities, state level consultation during implementation of the Project will allow for flexibility and innovations.

Component A: To increase the capacity of SACS for strategic planning,                  

                           co- ordination and monitoring and evaluation for an integrated 
                           response to HIV/AIDS in each state 

The SACS are the implementers of the NACP in the states/ Union Territories of India. As the responsibility of implementing NACP at state levels rests with SACS, strengthening existing systems that would allow effective management of HIV programs would go a long way in improving the quality of responses. Moreover, developing multi-skilled human resource is also pivotal in allowing the current responses to go beyond the limited potential of the on-going TIs implemented by SACS. The epidemic is no longer driven only by injection drug use and calls for urgent responses to address the risks of transmission through the sexual route. While enhancing the quality of service delivery in the TIs will address high risk behavior groups like IDUs, enhancing the advocacy skills and leadership capacity of SACS will facilitate development of integrated responses to address needs of other groups as well. The proposed Project therefore aims at providing critical inputs towards these ends. It also intends to facilitate developing effective leadership that will remain with the system and community much beyond the life of the Project.

Output A.1: 
Evidence-based annual planning for an integrated response established and conducted in each state

NACO has established a sentinel surveillance system across the country and has also undertaken behavioral surveillance survey (BSS) to track the progression of the epidemic. In view of the changing nature of the epidemic, it is pertinent to note that since the time of NACP I, 2 of the 4 selected states have moved into the generalized epidemic category and a third has more recently transited there. Yet the changed scenario has not been reflected in the distribution of sentinel sites. Further, state-specific BSS to guide planning is as yet unavailable. The evidence at hand appears inadequate to inform the planning process. The activities under this output are geared towards providing the scientific basis on which HIV control programs in the 4 selected states can be founded and built upon. 

With expertise from regional academic and research institutes and assistance from the State Project Officers of the Project located in the states and the RSU, the capacity of SACS personnel and other stakeholders (including PLWHA) involved in planning the states’ responses will be enhanced through orientation, hands-on training and participatory review processes.

Activities

A.1.1
Carry out a participatory review of SACS’ current planning process.

A.1.2
Identify skill and competency requirements of the planning team in SACS to undertake evidence-based planning (to identify information gap and the manner in which data is interpreted and utilized). 

A.1.3
Provide inputs to SACS and other stakeholders including representatives of PLWHA to address skill and competency requirements of the planning team and develop in-state human resource for evidence-based planning.

A.1.4
Generate evidence for annual planning by engaging the in-state human resource developed and assistance from public health professionals and social scientists associated with regional academic institutes such as Indian Council for Social Science Research (ICSSR), Indian Council of Medical Research (ICMR), etc.

A.1.5
Monitor the extent to which evidence generated is reflected in the annual action 
            plan.

Output A.2: 
Leadership development program for senior staff of SACS and community opinion makers of each state established and conducted

HIV in North East India continues to pose challenges to the leadership of the states. The challenge is to place HIV as a development priority, ensuring a sustainable response by including it in the state plans. There is also a need to advocate with NACO on region specific issues and related program support. More specifically, the challenge in Nagaland is to utilize the Inter-sectoral Committee, the Committee of Concern and the Legislators’ Forum to ensure a concerted effort to provide program direction. Manipur set an example for the whole country by developing its State AIDS Policy in 1996. The challenge here remains is to not only review the existing policy in the light of the current situation of HIV/AIDS but move forward to initiate action that will ensure effective prevention as well as care and support mechanisms for all districts of the state. The need in Mizoram is to sensitize and engage the church leadership to endorse the public health approaches to HIV prevention. Meghalaya has lost a lot time in denial. In addition to a weak surveillance system, the non-recruitment of an expert in communications as per NACO guidelines has severely affected the coverage of the awareness initiative and quality of awareness material generated by the SACS. At the Design Workshop in Meghalaya, the Chief Guest, a legislator and Chairman of the state’s Economic Development Council expressed concern about the development implications of HIV for his state which reflects the concerns of the elected representatives. 

With the raging HIV epidemic, SACS can no longer remain just implementers of one of many ‘centrally sponsored programs’. The SACS needs to be pro-active and review its ability to draw the attention of their state communities, other government departments and the political leadership therein to address the above mentioned challenges. 

Efforts will be made to engage with the district administration and key functionaries from the State governments to both sensitize them on the need to develop a comprehensive response to the epidemic as well to involve them in the operationalisation of the project in the States.

Towards developing leadership among community opinion makers and the SACS, the present Design proposes activities that would inform and update political and administrative leadership as also community opinion-makers. Sensitizing village level traditional leaders, elected state level Legislative assemblies as well as other opinion leaders is essential. Developing State AIDS Policies (in line with National AIDS Policy) in the states will be a major achievement in this regard. While the exact nature and method of activities may vary with annual plan reviews, the following is an indicative list which will be implemented by the Project’s personnel.
This component will also include strengthening capacities of large networks of community based organizations and NGOs who will be critical partners for shaping the response at the State level.  During the preparatory phase as assessment will be made to determine the special needs of community based organizations and key influencers in each State. 

Activities

A.2.1.
Establish a system in collaboration with the SACS to inform and update political, administrative and community leadership on the status of the epidemic in each of the states on a regular basis.

A.2.2.
Assist the SACS in Nagaland, Mizoram and Meghalaya to develop state-specific AIDS policies

A.2.3.
Conduct training in advocacy for SACS officers in the development impact of 
            HIV

A.2.4
Assist the 4 SACS to enable local leadership in the community and the political leadership of the state to be actively involved in responses to the epidemic in their states. 

A.2.5.
Advocate with respective State Planning Boards to include HIV on their list of Plan priorities


A.2.6
Sensitize opinion-makers such as leaders of CBOs and churches to the far reaching impact of HIV on the communities they represent

A.2.7
Document newer inter-sectoral collaborations (beyond those undertaken by the Project) resulting from leadership training.

A.2.8
Monitor the nature and extent of active participation and leadership displayed by the SACS, NGOs, CBOs, church leaders and other opinion leaders in their states’ HIV control programs

Output A.3: 
Competency based training program in planning, co-ordination and M&E for SACS established and delivered

Officials from the states’ health departments are deputed to serve in various positions in the SACS. Providing specific inputs on different aspects of HIV programming will help them use their skills and program resources in a more efficient manner. Training under the current Project will be carried out by the Regional Support Unit (RSU) on technical aspects such as care and support services, STD service delivery, HIV VCT, education and awareness strategies, risk reduction, interpreting surveillance data etc. Practical guidance on program management including needs assessment, program design, management and monitoring and evaluation systems will be provided. Training will be organized once in the management institution located in nearby states of the country (e.g Institute of Management in Kolkata), followed by periodic hands-on-training by the State Project Officers as well as the regional Project team.

The Regional Support Unit will develop a training plan and protocol based on training needs assessment of SACS officials, identify resource people to conduct the training, co-ordinate the project activities and also ensure that there is a continuity of support to assist the SACS officials. Project Directors, Deputy Directors, NGO Advisors and Monitoring and Evaluation Officers of the SACS in all the four states will be trained to ensure development of the entire unit. Training will be carried out jointly for SACS officials of all the 4 states and evaluated on a periodic basis. 

Activities

A.3.1
Assess training needs of SACS officials in the four states.

A.3.2
Develop project training plan and protocol to meet the identified needs 

A.3.3
Identify experts from within the region and / or management training institutes who will conduct the training and continue to provide technical support whenever needed 

A.3.4
Conduct training programs with periodic evaluation of the training

Component B: To mainstream HIV and AIDS at the national level and State level   

                          through collaboration and initiatives in multiple sectors. 

Inter-sectoral collaboration, although perceived as key to successful implementation of any comprehensive national response to HIV, attempts to foster it have so far taken a vertical approach from the level of the federal government. As this vertical approach has not yielded much successful collaboration, the present Design recognizes the need for adopting a different approach and thus incorporates advocacy at both central as well as state level in its scheme of activities. 

Output B.1: 
Advocacy to national government authorities by SACS to and with other state level government agencies, non-government organizations and PLWHA groups fostered.

 NACP II envisaged an integrated response to the HIV epidemic through inter-sectoral collaboration. Subsequently, mainstreaming of HIV related issues was stressed upon at several forums repeatedly. NACO initiated efforts in this direction and HIV/AIDS has found mention in 2 national level policy statements. The National Policy for the Empowerment of Women (2001) and the National Plan of Action for Children (1992) incorporated HIV/AIDS concerns in their framework. However, wide translation of these initiatives into action is yet to be seen at the level of the states. ‘School AIDS Education Program’ and ‘Integration of HIV/AIDS issues in Drug Demand Reduction’ are just 2 examples of countrywide inter-ministerial collaboration in this regard. The following activities attempt to initiate concerted, planned efforts for generating other collaborations in the 4 states. Advocacy carried out by the states with NACO and different government departments at the national level and formulation of state level action plans will constitute the major part in such an endeavor. Showcasing successful collaborative efforts that are newly forged through the proposed Project will provide a template for scaling up similar initiatives in the national response. UNAIDS, India Country Office and the RSU will play a catalytic role in these indicative activities. While the first and third activity described below will be carried out by the personnel of the RSU, the second will be the responsibility of the SACS.

Activities

B.1.1 
Organize advocacy workshops involving NACO, Department of Women and Child Development (DWCD), Ministry of Labor and Ministry of Education and the four SACS to develop a framework and position paper for collaboration and decide institutional mechanism for reporting

B.1.2
Develop 3 action plans each including selection criteria for implementing agencies in consultation with WCD, Labor and Education Departments in the state to implement an integrated community-based care response

B.1.3 
Showcase the advocacy effort of SACS along with CBOs through the above mentioned departments of the national government, to provide replication template for national response to HIV/AIDS epidemic in the country

Output B.2: 
State-level collaboration between SACS and Departments of WCD, Labor and Education initiated

The spread of HIV is no longer limited to groups practicing high risk behaviour and has entered the general population putting women especially at risk and children on the brink. By their very nature, TIs are restricted in their potential to respond to this changing face of the epidemic. On the other hand, the widespread socio-economic impact of the epidemic demands a multi-sectoral response. Although NACP II stressed on such a strategy, it is yet to be reflected adequately in practice in state-specific contexts.

The proposed Project through a series of activities will establish functional inter-departmental collaboration. While on the one hand community-based organizations will be identified and oriented for initiating inter-sectoral collaboration at the community level, on the other, inter-departmental collaboration will be initiated at the level of the state governments through these activities. The primary responsibility of catalyzing these collaborations will lie with the State Project Officers located in the Project states. A mainstreamed response to HIV with potential for sustainability will be the greatest benefit of this approach.

Activities

B.2.1 
Identify and select potential community-based organizations in 4 districts (other than the state capital) for implementing inter-ministerial collaboration, in consultation with state specific departments of WCD, Labor and Education and PLWHA networks.

B.2.2 
Develop guidelines for implementing inter-sectoral community based initiatives in conjunction with concerned state departments and selected implementing agencies. (e.g. community-based organizations and SACS)

B.2.3 
Train community-based organizations identified for implementing inter-ministerial collaboration.

B.2.4 
Implement inter-ministerial collaborative projects through trained community-based organizations.

B.2.5 
Monitor the community-based projects and suggest necessary modifications as per institutional mechanism identified through consultation between different state government departments and CBOs.

Component C: To establish an integrated response to provide STI/HIV care and    

                           support services especially for women and children in each state.

Support services for women and children were identified as the regional theme to be addressed across all 4 states in the Project. Yet, the state-level expression of addressing this thematic issue is different as indicated by the activities listed below. The different stages of the epidemic in each of the 4 states, the responses to it, the differences in the health care delivery system and varied nature of the community-based organizations necessitated different approaches. These approaches evolved through consultations and matrix development during state level Design workshops. The Logical Matrix framework is appended in Annex 2.

The early response to the HIV epidemic largely focused on IDUs. Epidemiological data from each of the 4 states show that the hetero sexual route of transmission is significant. While the TIs were initiated to address groups with high risk behavior like injection drug use, the needs of women and children have not been adequately addressed. Women by virtue of the socio-cultural influences can avail of fewer opportunities for education and employment. Even while being charged with numerous responsibilities of caring for the family, her access to nutrition as well as health care is poor. Even in the absence of high risk behavior many contract STI/HIV from their spouses and face even higher levels of stigma and discrimination in the community. Poverty, abandonment or widowhood forces women into the sex trade increasing risk of transmission of STI/HIV. It is often seen that vulnerability of women and children largely center on food, security and health care. The Project seeks to address the needs of women and children by initiating a network of community based services to address STI/HIV care needs. Detailed operational plans to address the nutritional and security needs will be developed through state level consultations in collaboration with the Department of Women and Child Welfare and the World Food Program partners of the UN system.   

Care and support is a critical element for comprehensive programming in this region.  The project will develop community based programme responses that facilitate increase to access, availability and acceptability of care and support services.  Low cost community based care and support mechanisms are the corner stone for developing sustainable options for programming in this area.  While the project will engage with the State AIDS Control Societies, bilateral and multilateral donors who are investing in his area, for improving and increasing quality services. The project will support the capacity building processes at the village, block and district and state level to network and enable services at the doorstep for the infected and affected.  During the consultations held at the State level for the development of the project design, one of the glaring gaps in the existing programmes was the near absence of services for women and children.  The situation in some states with high prevalence indicates, women partners of infected males seldom have access to Anti-Retroviral Drugs, on the other hand they carry the burden of prolonged support to the infected person despite their own needs for similar services.  This may also be an opportunity to establish linkages with the national programme.

In view of the above, it is critical that through this project efforts are made to strengthen the capacities the State governments and civil society partners to evolve effective mechanisms to address the special concerns of women and children.  Simultaneously efforts will be made to integrate the activities initiated in the project with ongoing of the National government which are operational at the State level.  This will enable the project to evolve a convergent response which will include covering and strengthening efforts directed at overall care and support for infected and affected communities including male partners.

Output C.1: 
Care and support needs of women and children in Nagaland determined and services delivered according to Project annual plans

The understanding of ‘community’ in Nagaland is influenced by tribal identity and suggested action plan for delivering care and support to women and children must keep this consideration in mind. Community organization in this state means working through a committee of a single ethnic group headed by a leader called ‘Tribal Ho-Ho’. In any defined locality there is a village committee, which deals with maintenance of law and order situation following ‘Customary Law’ and is headed by a chief called ‘Gaonburra’. There is also a strong network of Naga mothers association and youth associations mainly within the church set up which can be harnessed for the indicative activities described below. Even while their concern for the well being of the community is laudable, the moralistic stand of the church and other groups connected to it has come in the way of its HIV related activity and needs to be addressed while carrying out the following activities.

Access to health care facilities in Nagaland continues to be poor. The percentage of assisted deliveries is only 3.28% and complications related to pregnancy and childbirth occur due to lack of supervised ante-natal, natal and post-natal care partly due to the low density population and poorly organized transport systems. National Family Health Survey II (NFHS 2) revealed that less than 2% of surveyed women had received a home visit from a health or family planning worker. Even today, indigenous medicine practitioners are the largest health care service providers with only 40% of the villages accessing modern allopathic medicines. NGOs are being particularly recognized for their significant role in health education and service provision through immunization drives, camps and mobile services. Against this backdrop of poor health infrastructure and given the progression of HIV in young women in the state, the following activities are proposed for implementation. 

Activities

C.1.1
Identify barriers to HIV VCT uptake, map availability of and access to existing VCT services for women and children, and possible ways of overcoming identified barriers.

C.1.2
Mobilize the community by involving key influencers such as church leaders, NGOs and the media to overcome identified barriers to VCT uptake. 

C.1.3
Identify the willing community based village health committee members and members of women’s groups such as branches of Naga Mothers Association to provide information in the community on advantages of HIV test in districts will comprise Tuensang, Dimapur, Wokha and Mokokchung. 

C.1.4
Conduct orientation sessions for selected community based groups on community sensitization, sex and sexuality, STI and HIV

C.1.5 
Assess the training needs of the existing HIV VCT counselors and members identified by the village health committee.

C.1.6
Organize training and orientation of the existing HIV VCT counselors and members identified by village health committee members to provide HIV VCT services. 

C. 1.7
Monitor provision of STI and HIV counseling services by the trained community based members and existing HIV VCT counselors in government health service outlets.

C.1.8
Assess and map existing health care facilities / services (all sector – govt., private, informal and formal) and identify gaps in services for women and children, initially in the districts of Tuensang, Dimapur, Wokha and Mokokchung.

C.1.9 
Develop a plan for providing STI/HIV care services through the Reproductive and Child Health (RCH) program collaboration with SACS, village health committees
, village councils, indigenous medical practitioners and NGOs.

C.1.10
Assess the needs to enhance skills of community based health care providers (health or family planning worker and indigenous medicine practitioners) to provide STI/HIV services and develop training plan.

C.1.11
Provide training to different health care providers, according to the training plan

C.1.12 
Establish co-ordination and referral linkages between community-based health care providers and government run health care outlets.

C.1.13 
Monitor the provision of STI and HIV services provided to women and children through the RCH program

C.1.14 
Establish HIV positive women’s groups in the pilot districts

C.1.15 
Engage PLWHA networks in activities under the section 3.4 

C.1.16
Conduct annual review to assess additional needs for appropriate response and resource identification

Output C.2: 
Care and support needs of women and children in Manipur determined and services delivered according to Project annual plans

Women as sexual partners even in marriage are vulnerable to the risk of HIV transmission in Manipur. This is highlighted by the persistently high HIV prevalence of more than 1% among ante natal clinic attending women in the state since 1997. A very high HIV prevalence (45%) has also been recorded among non injecting wives of HIV positive IDUs in the state.
 Care and support activities for women and children suggested below have kept these considerations as central. The needs of widows and children will also be addressed in this scheme of activities. 

Manipur initiated HIV interventions long before the other northeastern states due to the documented explosive spread of the virus among local IDUs by the Indian Council of Medical Research and the support received thereafter from various donors. Since then HIV test and counseling services in and around most of the district headquarters have been well established. However, the reach of these services in the rural areas remains to be addressed.

RPNA found that, PPTCT services merit immediate strengthening particularly in the hill districts of Manipur. However this Design took cognizance of the representation by the Project director, MACS who stated that ‘Global Fund for AIDS, Tuberculosis and Malaria’ (GFATM) resources are in the pipeline for this purpose and would therefore not duplicate the effort. 

Activities

C.2.1
Assess and map availability of existing HIV VCT services and women and children’s access to these services both in rural and urban settings in Chandel, Ukhrul, Churachandpur and Imphal

C.2.2 
Assess the training needs of VCT counselors

C.2.3
Train and supervise HIV VCT counselors on a periodic basis

C.2.4
Sensitize opinion leaders including Church representatives about the importance of HIV VCT

C.2.5 
Establish core teams at the state and district levels with representation from SACS, NGOs, Directorate of Health Services, PLWHA networks, media/human rights organizations to co-ordinate HIV/AIDS care and support services in districts of Chandel,  Ukhrul, Churachandpur and Imphal


C.2.6 
Establish village level core groups comprising local health care providers through whom continuum of care services can be provided at homes, community clinics and hospitals

C.2.7 
Assess and map existing STI/HIV health care facilities / services (all sectors- government, private, informal and formal) and identify gaps in HIV/AIDS services for women and children, with the help of village level core groups in the districts of Chandel, Ukhrul, Churachandpur and Imphal initially

C.2.8
Assess training needs of village core group members to provide HIV/AIDS care services

C.2.9
Provide training to different village level core group members according to training plan based on assessment findings

C.2.10 
Establish referral mechanism for care at the village and district levels 

C.2.11
Identify social, economic and legal problems faced by women and children affected by HIV/AIDS and also service gaps in the districts of Chandel, Ukhrul, Churachandpur and Imphal

C.2.12
Address service gaps in collaboration with existing systems (e.g. self-help groups, existing TIs, inter-departmental collaboration, existing health and development initiatives) to improve access of women and children affected by HIV/AIDS to social, legal and economic support 

C.2.13
Monitor the extent to which women and children are able to access social, legal and economic support 


C.2.14
Conduct annual review to assess additional needs for appropriate response and resource identification 


Output C.3: 
Care and support needs of women and children (including unwed and single mothers and orphans) in Mizoram determined and services delivered according to Project annual plans

Sentinel surveillance among ANC attendees since 2002 have indicated transition of the state from a concentrated epidemic category to a generalized epidemic. It is also evident that the epidemic is now being driven largely by unprotected sexual acts. However, HIV prevalence in IDUs has also touched the figure of 5% and drug-sex interface has been recorded in the state to play an important role for determining the vulnerability of female drug users. The reach of the present 5 TIs among FSWs however is low. Awareness about usefulness and availability of HIV VCT is mostly restricted to Aizawl the capital city. The changing nature of the epidemic in the state highlighted above was also characterized by positive test for syphilis in a considerable proportion of serum samples collected for HIV sentinel surveillance. Given the epidemiological synergy that exists between ulcerative and non-ulcerative genital diseases and HIV, need for improved STI management emerged as an important issue against this backdrop.

In line with the principle of non-duplication, the present Design will focus on non-CHARCA districts, namely, Lunglei, Chhimtuipui and Lawngtlai. Though 30% of the state’s population lives in these 3 districts, their share of total VCT uptake is a mere 5%. Importantly, though the number of women who took the HIV test in VCTCs was much lower than men, HIV sero-prevalence in women was double that of men. This indicates the urgency to increase access of women to HIV test and prevention services. With lessons from these 3 districts, the Project’s services can be expanded to include other districts of the state.

Indicative activities in the selected districts of Mizoram will involve CBOs and churches, and will sensitize the larger community towards these goals. Moreover, establishment of women-friendly services and active involvement of men to address and reduce the vulnerability of the community to STI/HIV will be pursued through these activities. Finally, monitoring the trend of partners seeking treatment during any episode of STI management will improve the status of STI/HIV care and support for women and children in the state.

Activities

C.3.1
Launch information campaign on the usefulness and availability of HIV VCT services in the Project districts, namely, Lunglei, Chhimtuipui and Lawngtlai of the state, ensuring the reach to rural areas.

C.3.2
Sensitize key influencers such as church leaders, Young Men’s Association (YMA), leaders of church youth fellowships such as Kristian Thalai Pawl (KT), Salvation Army youth (SAY) and Pentecostal Youth Department (PYD), etc in the 3 districts to encourage people to take HIV test. 

C.3.3
Establish systems (such as collection and transportation of blood samples) so that groups of villages/ development blocks begin to access VCT services

C.3.4
Conduct community assessment to identify requirements for VCT service provision in the 3 districts and design action plan to address it.

C.3.5
Assess and map existing STI/HIV (all sector – government and private) services and identify gaps in services for women and children, initially in the districts of Lunglei, Chhimtuipui and Lawngtlai.

C.3.6
Develop a plan for providing STI/HIV services in collaboration with SACS and NGOs.

C.3.7
Assess the needs to enhance skills of health care providers among NGOs, GOs and CBOs (such as Mizo Hmeichhe Insuihkhawm Pawl - MHIP) to provide STI and HIV related services and develop training plan.

C.3.8
Provide training to different health care providers including doctors, according to the training plan

C.3.9
Establish co-ordination and referral linkages between health care providers in the 3 districts

C.3.10
Monitor the provision of STI/HIV services through RCH care facilities in relation to among women and children

C.3.11
Orient CBOs of males such as Mizo Upa Pawl (MUP), YMA and KTP to issues of increased vulnerability of men and women to STI/HIV under the influence of substance use, alcohol and in the context of domestic violence, and availability of STI treatment services and need for partner treatment.

C.3.12
Identify a cadre of male and female volunteers from the above mentioned CBOs to reach out to couples with health education messages and materials

C.3. 13
Monitor the trend in partners seeking treatment for any single episode of STIs

C.3.14
Engage PLWHA networks in activities under the section C.3 

C.3.15 
Conduct annual review to assess additional needs for appropriate response and resource identification

Output C.4:
Care and support needs of women and children in Meghalaya determined and services delivered according to Project annual plans

Complementing the on-going HIV intervention initiatives in Meghalaya, this output aims at improving different aspects of STI and HIV care services in 4 districts of the state initially. The activities will be conducted in both rural and urban settings in these districts. Lessons learnt annually will form the basis for expansion of services in subsequent years. 

Training needs for HIV VCT will be assessed following examination of the present provisions of HIV VCT for women and children under this output and competency-based training will be delivered as deemed appropriate. Similar approaches will be pursued for assessing the status of STI and HIV care services provided through the existing RCH care facilities and enhancing the skills of health care providers in the selected districts.

In these efforts, the involvement and active participation of SACS, NGOs and CBOs (self help groups and traditional institutions) will be ensured by the technical support personnel located in the state and regional Project personnel. A community-based system of care provision will eventually develop through this approach. The network of people living with HIV/AIDS (PLWHAs), which will be formed through activities under this output, will also be engaged in these activities. Establishing a referral system between different health care providers, extending critical support for effective functioning of newly formed PLWHA networks and making annual plans for service provision based on agreement between relevant stakeholders will be the mainstay of mechanisms adopted for achieving these outputs.

Activities

C.4.1
Assess and map availability of existing VCT services and women and children’s access to these services

C.4.2
Assess the training needs of VCT counselors

C.4.3
Assess and map existing health care facilities / services (all sector – govt., private, informal and formal) and identify gaps in services for women and children, initially in the districts of East Khasi Hills, Ri Bhoi, Jaintia Hills and South Garo Hills of Meghalaya.

C.4.4
Develop a plan for providing STI/HIV care services through the existing RCH care facilities in collaboration with SACS, traditional institutions (dorbars, nokmas etc.) and NGOs.

C.4.5
Assess the needs to enhance skills of health care providers among NGOs, GOs and CBOs to provide STI and HIV care services and develop training plan.

C.4.6
Provide training to different health care providers, according to the training plan

C.4.7
Establish co-ordination and referral linkages between health care providers

C.4.8
Monitor the provision of STI and HIV care services among women and children

C.4.9
Identify and select community based women’s groups willing to provide STI and HIV care services including HIV counseling

C.4.10
Conduct initial training for selected community based groups on sex and sexuality, basic skills on counseling, STI and HIV

C.4.11
Monitor provision STI and HIV counseling services by the community based 
            groups

C.4.12
Provide seed funding support for facilitating formation of PLWHA network with women and men’s wing

C.4.13
Engage PLWHA networks in activities under the section 3.1 

C.4.14 
Conduct annual review to assess additional needs for appropriate response and resource identification

Component D: To develop state specific innovative interventions to augment the 
                           response to the epidemic. 

While Components A and B seek to address needs common to all the 4 states regarding strengthening the ongoing HIV control programs, Component C deals with STI/HIV related care and support for women and children in these states. The present Component (Component D) provides opportunity for the state-specific innovations that could be showcased to improve the quality and coverage of present responses. Such showcased interventions will serve as a tool for advocacy for the 4 states to draw attention as well as identify and allocate additional resources through NACP III and other donors.

Output D.1:
Youth-friendly HIV prevention activities implemented in Nagaland

The HIV epidemic in Nagaland has established itself well among the youth. There is evidence for serious ongoing HIV transmission in women representing female general population below 20 years of age. Studies have also highlighted a worryingly high HIV prevalence of 9.7% in FSWs below 20 years of age in Dimapur, the commercial hub of the state. RPNA respondents identified local youth including school drop outs as groups at risk of STI/HIV, thus corroborating earlier findings. However the community opinion leaders particularly those belonging to churches are yet to look at the epidemic from a public health perspective. Ongoing targeted interventions, on the other hand, focus largely on high risk groups such as injecting drug users. Innovative interventions therefore need to be designed to address the current status of the epidemic among youth in the state. Initiatives are needed to help local youth appreciate risk associated with different practices, internalize their own risks and provide access to youth friendly services.

The present Project will persist with participatory approaches to help develop innovative interventions to address the need for HIV prevention among youth in Nagaland. Seed money will be provided to state-level agencies for designing and implementing these interventions. State-level agencies will also identify critical elements for success of these interventions and provide a template for phased replication. As part of this process low cost peer led and peer education approaches will be adopted.   These will include training large cadres of young people and adopting safer practices and behaviours to reduce their vulnerabilities.  This would also include possible ways in which access to services such as availability of condoms and access to voluntary counseling and testing would be ensured.  Issues around sex and sexuality, life skills education for young people be an integral part of the strategy.  The large network of community based youth groups and the efforts of the State AIDS Society, Department of Youth Affairs and Education will be the stepping stone for developing a community wide response for engaging with young people across the State.

While interventions with for female sex workers efforts will also be made to target clients of sex workers.  The prevention needs to male and transgender sex workers, young people living with HIV will also be addressed.  

This component will also make efforts to engage young people in developing and designing strategies which are best suited to meet their needs.  The continuing dialogue with youth in the State will also enable them to have greater ownership of the program as well as help the process of developing large cadres of volunteers, who are willing to take on the responsibility to contribute towards a comprehensive response in the States.

Activities

D.1.1
Identify partner agencies in the community including churches in any 2 of the 4 selected districts (Tuensang, Dimapur, Wokha and Mokokchung) willing to work towards reducing the vulnerability of local youth to STI/HIV

D.1.2
Commission a rapid assessment to be conducted in the selected communities of the 2 districts by identified partner agencies for understanding vulnerability determinants of youth 

D.1.3
Design socio-culturally appropriate peer led interventions for youth   in consultation with partner agencies and community stakeholders, based on study findings.

D.1.4
Implement intervention as per design developed. 
 

D.1.5
Document the process undertaken for intervention and elements that reduce vulnerability of local youth to STI/HIV 

D.1.6
Extend successful interventions to other districts following lessons learnt and annual review
 

Output D.2: 
Risk reduction initiative primarily through community-based detoxification services established in Manipur 

The State AIDS Policy of Manipur has endorsed harm reduction initiatives since 1996 and the state has also pioneered many interventions such as large-scale needle syringe exchange and sublingual buprenorphine substitution in this regard. While needle syringe exchange is currently being supported by MSACS and Project ORCHID, buprenorphine substitution program came to an end due to lack of continued funding. Subject to availability of funds the option to continue the substitution program will be explored.  However as the respondents in the RPNA and participants in the Design Workshop emphasized the need to try out innovative approaches such as community-based addiction treatment camps. This camp approach was seen not only as a means of responding to the vulnerability of drug users to HIV but also as a contact point where the community at large and the drug users could get information on several other services related to STI/HIV.  The objective should be to provide a menu of options and the one which is most suited should be promoted. 
HIV/AIDS prevention and care programmes for injecting drug users typically include a wide variety of measures (the ‘package’ approach), ranging from drug dependence treatment, including drug substitution treatment, outreach providing injecting drug, users with information on risk reduction and referral to services, clean needles and syringes, and condoms, voluntary counseling and testing, treatment of sexually transmitted infections, antiretroviral therapy, and interventions for especially at-risk populations such as prisoners and sex workers who inject drugs.

The activities indicated below will seek to ensure community participation so that the community has the capacity to understand and respond to the phenomenon of drug addiction better. In addition, these camps will exemplify cost effectiveness of this approach as against the high cost of drug treatment through institutional facilities. The multiple relapses, a characteristic of opiate use, makes repeated treatment efforts costly which further justifies the innovative camp approach. These camps allow many drugs users to access treatment, who otherwise would not have done so. While the identified community-based partner agencies will be provided with seed fund to carry out these activities, a careful documentation with critical examination of the effectiveness of the camp approach will be necessary before it can be extended to other geographical locations in phases.

Activities

D.2.1
Make an assessment of the existing programs on drug detoxification and prepare a menu of options including the resources required for each.

D.2.2 
Identify partner agencies in the community including churches in any 2 of the 4 selected districts (Chandel and Ukhrul, Churachandpur and Imphal) willing to carry out community-based addiction treatment camps

D.2.3
Mobilize the community for participation in these camps

D.2.4
Organize exposure visits for staff of partner organizations to community based camps organized by TTK Hospital in villages of Tamil Nadu and interact with professionals who organize and run such camps

D.2.5
Conduct quarterly community-based addiction treatment camps simultaneously in 2 sites per district 


D.2.6
Explore possible ways to support and advocate for oral substitution programs coupled with community based services for recovering uders 

D.2.7
Document the process undertaken for these camps and elements critical to foster community participation in such endeavors.

D.2.8
Based on lessons learnt, extend the camps to other districts after annual review

Output D.3:
Risk reduction initiative primarily through advocacy to strengthen on-going HIV risk reduction activities among IDUs established in Mizoram 

Although Mizoram initiated HIV prevention through risk reduction intervention such as needle syringe exchange in late 1990s, these interventions are still viewed by the community with apathy. The RPNA also recorded unwillingness on the part of the community to allow establishment of drop-in-centers for drug users and care home for PLWHA. Due to such factors, MzSACS has not been able to ensure the actual delivery of needles and syringes to IDUs despite having adequate funds for procuring them. This prompted the representatives from Mizoram in the Design Workshops in Aizawl and Kolkata to articulate the need for innovative advocacy initiatives. This gains additional importance in the light of the most recent sentinel surveillance data that indicates the transition Mizoram has made from a concentrated to generalized HIV epidemic category.

Although the National AIDS Policy endorses harm reduction initiatives as a key strategy to reduce vulnerability of IDUs to HIV, a lack of community support for the strategy has impeded successful implementation of such interventions in Mizoram as also in many other states. The following activities therefore will be carried out by the identified community-based partner agencies with seed money provided by the Project. Advocacy will seek to impress on the community and its opinion makers about the larger impact of the HIV epidemic on the state and the consequent urgency to adopt public health approaches. Necessary skills will be provided towards effective advocacy.

Activities

D.3.1
Identify partner agencies in the community including churches in any 2 of the 3 selected districts (Lunglei, Chhimtuipui and Lawngtlai) willing to undertake innovative advocacy initiatives.
D.3.2
Define the change that the advocacy initiative would bring in at the level of the community, the population groups at risk of STI/HIV, service providers and opinion-makers, and plan the initiative. 

D.3.3
Identify areas where the selected partner agencies need to develop their skills to bring in changes as defined. 

D.3.4
Develop skills as identified (e.g. how to conduct inter-personal communication, how to sensitize the community, preparing press release, etc)

D.3.5
Implement the innovative advocacy initiative at the level of the community

D.3.6
Undertake innovative advocacy initiative at the level of MzSACS towards formulation of State AIDS Policy endorsing 

D.3.6
Document the process undertaken for advocacy and changes that resulted 

D.3.7
Articulate the advantages of risk reduction and safer practices in HIV prevention in the State AIDS Policy based on lessons learnt in pilot districts 

D.3.8
Extend innovative advocacy to other districts based on the lessons learnt

Output D.4:
Population and content specific HIV/AIDS awareness and education initiative in Meghalaya established

HIV/AIDS awareness and education has been the casualty of the absence of an IEC person (despite provision for the position) in the MSACS since many years. The state continues to languish in denial of the HIV epidemic even though the first case of HIV infection was detected in 1990, and the epidemic was established in the state through all known routes of transmission by 1998. Although during the RPNA, vulnerability of young men and women in the state to STI/HIV through unprotected sex was appreciated by many, the following gaps in the HIV/AIDS awareness and education program were identified:

· Absences of messages on risks related to different sex practices

· Wrong information about STI and HIV

· Inadequate awareness material on specific issues such as HIV test

· Limited availability of health education materials in educational institutions 

· Ad hocism in AIDS education in colleges and 

· Very late start of the School AIDS Education Program and its limited reach

Moreover, risk characterization of local vulnerable groups such IDUs and FSWs is yet to be conducted without which HIV/AIDS awareness and education cannot be contextualized and made specific.

Given the plurality of the traditional community-based systems, the proposed activities intend to include districts in the state where, according to respondents in the RPNA, a substantial number of vulnerable populations reside. The identified members of the traditional institutions (dorbars and nokmas) will be assisted by communication specialists to develop and finalize HIV/AIDS awareness and education messages. Emphasis will be laid on reaching out to rural areas and developing contents of awareness materials specific to the population groups. A wide range of modalities such as television (Doordarshan and the local cable networks), radio, posters with images of people that local populace could identify with, and folk media need to be used. Seed money will be provided by the Project to identified partner agencies to carry out these activities. Field testing will ensure the quality of content and annual reviews will assess impact of the initiative and suggest necessary modifications. 
For HIV prevention efforts to be successful some basic principles need to be followed.  It is important that human rights and gender equality be the foundation of programs and policies for HIV prevention.  In addition it is important that for a comprehensive HIV prevention program the program should effectively engage with other sectors such as sexual and reproductive health, life skills education, work place education, drug related education etc.  This also implies that for a comprehensive approach its important not only to address the risk but also the causes of vulnerability such as unemployment, equity in education and food security.  Community participation is crucial for any development program and involvement of the community in developing the HIV prevention programs would ensure ownership. 

The awareness and education initiatives will be complemented with increasing access to services for reducing the vulnerabilities. This will involve engaging with civil society partners and district administration to ensure that development programs that are especially operational in remote rural areas mainstreamed HIV/AIDS concerns. Simultaneously intensive work will be undertaken at the local level with community opinion leaders and the education system in order to advocate for creating a culture of safer sexual practices, reduced HIV related stigma and empowerment of women and girls for improving their negotiation skills for a healthy and safe life.

Activities

D.4.1
Identify partner agencies in the community including traditional institutions (dorbars and nokmas) and churches in any 2 of the 4 selected districts (East Khasi Hills, Ri Bhoi, Jaintia Hills and South Garo Hills) willing to conduct contextualized HIV/AIDS awareness and education 

D.4.2
Commission studies with partner agencies to characterize risks of local vulnerable groups (e.g. IDUs, FSWs, street children and women working in coal mine areas and dhabas,) in consultation with experts

D.4.3
Research communication needs in the selected communities of e 2 districts identified by partner agencies with assistance from communication research specialists. 

D.4.4
Develop, field test and finalize scientifically accurate and contextualized awareness messages based on the findings of the risk characterization exercise and communication needs study.

D.4.5
Develop comprehensive community based approaches for involving key stakeholders including opinion leaders, district administration, education and women and child development departments, church and civil society in shifting community norms to create a culture of safer sexual practices. 

D.4.6
Disseminate finalized messages through socio-culturally appropriate means identified through community consultations.

D.4.7
Assess the impact of HIV/AIDS awareness and education initiative

D.4.8
Document the processes undertaken for the HIV/AIDS awareness and education initiative and lessons learnt

D.4.9
Extend successful initiatives to other districts following annual review

Component E: To establish efficient management and co-ordination including the 
                          provision of technical competence

This component is integral to the implementation of Components A through D mentioned above. The delivery of Project activities at local level by a range of organizations including the Project team, staff of the SACS and NGOs requires a coordinated management system and the efficient management of Project activities. The following outputs are geared towards the same.

Output E.1: 
Project management systems established

UNAIDS India Country Office will be responsible for the overall coordination and effective implementation of the project. UNODC has been identified by the UN System as the Lead Agency based on its presence in the region and technical capacity to manage the operation of the programme. UNODC as the Lead Agency will take responsibility for programme implementation at the ground level. A Regional Support Unit (RSU) will be constituted to provide the technical support to the project in North East India. This Office will maintain a close link with UNAIDS India Country Office, UNODC and NACO and with the State Project Officers located in the 4 states who will be placed with the SACS in each of the states and be allowed by the SACS to use office infrastructure for their day-to-day activities. It is envisaged that this arrangement will benefit the SACS in improving the execution of the ongoing HIV control program. 

Before recruitment of staff to the Project and establishing Regional Support Unit (RSU), UNAIDS India Country Office will inform all key stakeholders at national and state levels about the implementation protocol to be followed and Recruitment Guidelines. This will ensure transparent Project initiation.

Activities

E.1.1
Recruit all Regional Support Unit (RSU) staff and State Project Officers to be located at the SACS as per Recruitment Guidelines developed by UNAIDS India Country Office for this Project within the first 3 months of Project life.

E.1.2
Provide training in project and finance management to all Project staff within the first 3 months of Project life. This induction training will be the responsibility of UNODC.

E.1.3
Establish the Regional Support Unit (RSU) in North East India within the first 3 months of Project life.

E.1.4
Establish travel co-ordination and administrative systems within the first 3 months of Project life.

E.1.5
Write and distribute Project Procurement Guidelines to all staff of the Project within the first 3 months of Project life.

E.1.6
Provide the Regional Project team with office furniture, computer support and other necessary equipment procured within the first 6 months of Project life as per Procurement Plan

E.1.7
Provide the State Project Officers located in the SACS offices with office furniture, computer support and equipment procured within the first 6 months of Project life as per Procurement Plan. 

E.1.8
Provide ongoing office administration and logistics support to the State Project Officers located in the 4 states.

E.1.9
Formulate rules and regulations for Project staff with a special focus on rights issues, gender and ethical principles, in consultation with key stakeholders and staff and make it known.

E.1.10
Develop standard reporting formats (narrative and financial) within the first 3 months of Project life.

E.1.11
Develop annual staff performance appraisal guidelines to assist decision-making to make available training and exposure opportunities for Project staff.

E.1.12
Draft standard contracts for NGO activities within the first 3 months of Project life.

E.1.13
Plan end-term evaluation before the end of the last quarter of the 4th year and implement it during the 3rd and 4th quarters of the 5th year. 

Output E. 2:
 Project co-ordination mechanisms established

The proposed Project will follow a co-ordination mechanism that draws upon the existing strengths of key institutional stakeholders including AusAID, UNAIDS India Country Office, other UN agencies and NACO and at the same time remain flexible to move activities quickly on the ground. The Design respects that each of these stakeholders have long established administrative systems. The co-ordination mechanism described below has taken cognizance of this and is based on the principle ‘Who can best serve Project priorities?’ This question should guide the choice of agencies at all levels when making decisions about who would be associated with the implementation of the Project. However, as implementers of NACP, NACO and the SACS will take up defined responsibilities described under the Components A through D in the present proposal. This Project Design also recognizes that 3 of the 4 Project states are already in the generalized HIV epidemic category and responses must address the issue of impact reduction along with prevention and care.

The activities under the co-ordination mechanism listed below have been generated after careful consideration of experiences from other UN and international projects in North East India (CHARCA and Project ORCHID, respectively). As effective implementation of the current Project requires decision-making at various levels from the community to the federal government, the co-ordination mechanism has been kept simple so as to be understood by stakeholders in the state – SACS, NGOs, CBOs and PLWHA networks. The principles that have been followed in the process of developing these management related co-ordination mechanisms are

· Representation of competent national and regional people

· Training strength of organizations in Northeast India and local resource persons

· Quick disbursement of funds at the site of action

The responsibility of project co-ordination at the Regional level will rest primarily with UNODC through the Regional Support Unit (RSU) with the four state project officers. The required skills and expertise of these Project personnel have been indicated briefly earlier in this document.

Activities 

E.2.1 
A steering committee, composed of the United Nations agencies active in the  

            project, will be established for the purpose of project oversight and guidance.  The 
            Committee will be chaired by the United Nations Resident Coordinator and will 
            operate within the guidelines of the Umbrella Agreement signed between AusAID 
            and UNAIDS on 8 June 2005. The UNAIDS Secretariat through the Regional 
            Support Team Bangkok, will be responsible for reporting to AusAID as per the 
            agreed reporting requirements

E.2.2  Steering Committee firms up management and coordination plan along with UNAIDS India Country Office before recruitment of project staff for the regional office. 

E.2.3
UNAIDS India Country Office and UNODC as the Lead Agency jointly develops roles and responsibilities of the project staff as well as other UN partner agencies


E. 2.4
UNODC establishes management system with the help of recruited staff in the regional office. .

E.2.5
Core staff of the Regional Support Unit (RSU), develop line of reporting responsibility with UNODC.
E.2.6
UNAIDS India Country Office and Steering Committee jointly identifies resource pool associated with the respective UN partner agencies that the project could draw upon as per proposed plan 

E.2.6
UNAIDS, India Country Office, identifies the UN partner agencies interested in supporting project activities through complementary funding support in addition to the available AusAID fund

Output E.3:
Technical competence ensured through capacity enhancement and training

Recruitment of staff to the Regional Project will follow the guideline as described before in Output E.1. Technical competence of staff recruited will be assured. Delivery of all technical support, in particular training inputs in the 4 states will bear in mind linguistic and contextual considerations. 

Activities

E.3.1
Assess training needs of SACS officials and selected partner agencies in the 4 
            states.

E.3.2
Build regional and state resource directory indicating resource persons/ organizations to identify and list sources of technical support

E.3.3
Develop project training plan to meet the identified needs including identification of appropriate existing courses provided by regional institutes.

E.3.4
 Adapt, use and develop training modules and materials as per training plan

E.3.5
Conduct training and/or provide access to existing training courses 


E.3.6
Monitor the implementation of the training plan

E.3.7
Conduct annual review and revise the training plan

3.3 Suggested Timing

The project will be implemented over 5 years period in the North Eastern region of India in 4 selected states namely Nagaland, Manipur, Mizoram and Meghalaya. The entire project will have 3 distinct phases, as follows:

Phase I (Preparatory phase – 6 months): In the first 3 months of this phase,  project staff will be recruited, the Regional Support Unit (RSU) will be set up, and administrative and contract guidelines will be prepared. During this period detailed operational plans for the States will be prepared and the role of different UN agencies determined.  Following this the UN agencies will prepare their agency specific plans to support the overall implementation at the State level.  The Regional Support Unit will work closely with the UN agencies during the operationalisation and UNAIDS, India Country Office would be responsible for timely implementation of the plans. The following months will observe identification of the partner organizations, finalization of the training guidelines and conduct of the assessment studies.

Phase II (Implementation phase – 4 years): This Phase will span 4 years, interspersed at the end of each year with annual review and after 2 years by mid-term assessment. The Project will be implemented in all the 4 states simultaneously. Each state, before implementation of the Project, will go through a process of consultation with the Project staff (during first month of Phase II) fine tune the action plan, detail out the training programs and finalize objectively verifiable indicators (OVIs). Procedures, protocols and guidelines related to the implementation of the Project will also be firmed up along with monitoring and evaluation (M & E) system during these state consultations. Documentation of the lessons learnt (what works and what does not) on several counts will be a major deliverable in this phase, a few of which are narrated below:

· Developing interventions based on community-based assessment study findings

· Roadmap to foster leadership in the community as well as in government settings 

· Facilitating inter-sectoral collaboration

· Assessing changing needs of the community with regard to HIV/AIDS epidemic and addressing the same through innovative approaches

Regional co-ordination in this phase will aim at achieving the principles of 3 Ones followed at national level, namely, ‘one agreed HIV/AIDS action framework for all the partners’, ‘one coordinating authority with broad-based multi-sectoral mandate’ and ‘one agreed monitoring and evaluation system’.

Phase III (Evaluation and Phasing out - 6 months): While evaluation will be planned during the last quarter of the second phase, actual outcome evaluation will be carried out in a participatory manner during the last 6 months of the project life. Efforts will be made in coordination with SACS to identify partner agencies and other donors to take over the Project activities and ensure sustainability. Findings from this evaluation will serve as a resource base for similar projects in future. The Implementation Schedule with the indicative budget is included in Annex 5.
4. Monitoring and Management Strategies

4.1 Performance Indicators and Benefits

4.1.1 Measurement of Performance

Performance in this Project can be measured at the level of a) activities and outputs, b) component objectives and c) purpose. It is suggested that a comprehensive M & E Framework be developed at the end of Phase I when initial baseline studies will be completed. Also, at that stage the State Operational Plans would have been developed by the State AIDS Control Societies.  This will help in establishing denominators for targets to be set annually, for activities, outputs and component objectives, and in providing a baseline against which the impact can be measured. The SACS in each state must be able to draw upon lessons learnt through Management Information System (MIS) information with assistance from the Project’s staff when making decisions about future funding of partner organizations and project proposals. The proposed M & E framework comprises a set of key information collection methods with a corresponding tool. A ‘method’ is the way in which information is gathered and collated, whereas the ‘tool’ is the document or report on which the information is recorded. Specific indicators for each level of the logical framework (outputs, component objectives and purpose) are suggested with these methods and tools in mind. Activities and inputs are not listed in the logical framework but are included in the M & E system as an integral aspect of monitoring for project management purposes. The structure of the M & E is built upon the following framework:

	Level of Log Frame
	Appropriate  Methods
	Possible Tools

	Purpose
	Surveys of behavior change among selected communities
	Behavioral sentinel survey questionnaires and survey reports prepared by technical support personnel (including regional academic/ research institutions)


	
	Surveys of changes in access to care services
	Health utilization survey questionnaire and survey report prepared by technical support personnel (including regional academic/ research institutions)


	
	Analysis of capacity enhancement initiative
	Document review and studies undertaken and report


	Component Objectives
	Assessment of progress, coverage and effectiveness of Project activities
	Compilation and analysis of reports from partner organizations and management information matrix prepared by technical support personnel (including regional academic/ research institutions)


	
	Assessment of improved organizational capacity and management performance
	Organizational assessment methodologies and reports completed by technical support personnel (including regional academic/ research institutions)


	Outputs
	Records of activities undertaken and achievements of Project staff and partner organizations in selected communities
	Quarterly reports of technical support personnel located in the states


	
	
	Six-monthly financial report


	
	
	Training summary report


	Activities 

(not in Log Frame but part of M & E system)
	Records of activities undertaken against agreed planned activities
	Project reports prepared by partner organizations


	
	
	Training summary forms


	Inputs 

(not in Log Frame but part of M & E system)

	Records of inputs provided against agreed budgets
	Acquittal reports from partners


4.1.2 Reporting Requirements for the Project

The reporting requirements of the Project are linked with M & E Framework and will be developed by UNAIDS India Country Office in consultation with the respective partner organizations and SACS during the first month of Phase II (7th month of Project life) of the Project. In particular, the reporting requirements would include 

· Quarterly reports to UNAIDS India Country Office and onwards as appropriate

· Reports of the baseline assessments (training needs, needs of women and children in the selected community, communication needs, etc) conducted during the second 3 month period of Phase I

· Half-yearly financial reports to UNAIDS India Country Office

· Reports of annual reviews

· Modified action plan based on annual review and 

· End-term evaluation reports at Phase III of the Project.

Care would be taken to finalize this list during state consultations in the first month of Phase II so that the reporting requirements and M & E Framework enrich the existing one followed by SACS and NACO without adding to complexity.

4.2 Risks and Risk Management

Stakeholders and Design Team members talked about key assumptions and risks during group work in the state Design Workshops. A summary of these discussion points can be obtained in the following section (4.2.1). It is appropriate that this list is refined at the time of the state level consultations that will be held in the first month of Phase II of the Project. The Risk Management Matrix is included as Annex 3   

4.2.1 Key Assumptions and Risks
Risks identified and discussed during group work in Design Workshops and among the Design Team members thereafter include:

· Non-involvement of community groups, traditional systems of governance and PLWHA network, in planning, implementation and evaluation (including annual reviews) of interventions, limits the potential of interventions.

· The reach of the government health care delivery is not wide in the community and a limited number of vulnerable population access them

· Applying generic strategies without assessing community specific needs could prove less effective

· Training without training needs assessment would not enhance capacity of SACS, NGOs and CBOs to respond in an integrated manner

· Intervention design not based on baseline assessment findings in places where no recent assessment has been done runs the risk of being irrelevant

· Non-availability of competent human resources responsible for defined Project activities will jeopardize implementation of the Project.

· Given the specificity of the context in different states of North East India, innovative intervention design demands state-specific approaches.

The 3 major strengths of the present Design that would help in minimizing most of the above mentioned risks comprise a) extensive consultation with the primary stakeholders including PLWHA and SACS towards program planning, b) commitment to develop and modify interventions from baseline assessment findings as well as annual review and c) ongoing technical support to develop local human resources throughout the life of the Project. Flexibility in all these areas have been kept as a key element. This would allow the Project to respond to the changing needs in the community by identifying potential constraints and realigning Project activities.

Key assumptions and risk areas that have been identified as critical to achieve the objectives of the Project include: 

· Community based organizations like self-help groups, women’s organizations, churches and PLWHA networks have been identified as important partners in the present Design. Their willingness and capacity to participate in the activities remain central to successful implementation of the Project. 

· Ability to absorb inputs for capacity enhancement by the partner organizations and reflecting it in action will be necessary in the Project. The Design provides for specific and repeated inputs for the same and also has a monitoring system that will record the effect. Non-congenial organizational environment however may not permit realization of due benefits of the inputs provided.

· Collaboration and establishing linkages which are core activities depend heavily on the quality of advocacy efforts carried out by UNAIDS India Country Office and the project team with NACO and SACS. The fact that mainstreaming of HIV related activities are part of the SACS mandate and their appreciation of the need to reach out to the rural areas by networking are factors that will work to the advantage of the project.

· The level of community denial and stigma that exists can hamper the project activities. The various sensitization efforts involving a wide range of opinion makers and dissemination of good practices can address this risk effectively.

· Risks arising out of incompatible working relationships between the Project at the regional and state level and SACS and other counterparts such as CBOs can undermine the productivity of the Project. The challenge in this regard is to work harmoniously with different states and people from diverse backgrounds.

· The negative impact that differential working relationship between the Regional Support Unit (RSU) and any one state might have on the functioning of the Project in other states can be minimized by establishing uniform management procedures for all 4 states of the region.

· Accountability of the Project to UNAIDS India Country Office should not stifle or unduly influence the day-to-day decision-making processes at regional or state level. Clearly laid-out management guidelines should be followed by the concerned agencies in this regard.

· Unexpected withdrawal of support of the national and/or state governments to the Project will make the implementation of the Project impossible. The project proposes to work in tandem with SACS which are the key implementers of the national program on HIV/AIDS. While the project can not guarantee against a cardinal shift at the national level, it must be emphasized that the India government has made a commitment to address the HIV/AIDS issues and has reflected this in practice consistently over the past two decades. 

· Raising unrealistic expectations in the community should be avoided to avert any risk that may hamper community participation in the Project.

· Political unrest or ethnic conflict can disrupt Project activities. Community sensitization and other advocacy efforts will help reduce this Project management risk.

Good management practice established through participation of different community stakeholders, undertaking development approaches, enhancing capacity to perform as per Project plan and accurate and up-to-date information dissemination on Project achievements and constraints in a timely manner is the crux of minimizing risk in the proposed Project. The UN system in India will be primarily responsible for risk management and will follow this practice.

4.3 Sustainability and Sustainability Management

The project in its present form has a great sustainability potential. Right from the needs assessment onto program design, the participation of the various stakeholders from the government, NGOs and CBOs has been ensured. The project implementation also draws heavily on their active involvement. While SACS as a major partner agency will carry out advocacy activities at the national and state levels, the CBOs and NGOs along with PLWHAs will take up the responsibility of community sensitization as well project implementation. 

In terms of project management, UNAIDS India Country Office will play the lead role initially assisted by UNODC as the UN Lead Agency and the RSU. As the Project makes head way, capacity enhancement of SACS, regional representatives and NGOs in different aspects of planning, monitoring and evaluation would have taken place. A skilled local management hub would be available to take over the activities of the Project. On the other hand, by utilizing the available regional technical expertise and community based traditional institutions, a sustainable partnership at the state level will be created. Local institutions will play an important role in providing support to the project and ensuring that the learnings during the project period can be sustained at the local level. As the proposed activities are in line with the NACP framework, and will utilize existing human resource groups by creating functional linkages, the financial sustainability of the Project is on strong ground. The project also adequately addresses gender issues and has in-built mechanism to minimize risks related to political and social turmoil. The detailed Analysis of Sustainability is presented in Annex 4.
The National AIDS Control Programme is in advanced stages of phase II and is currently elaborating on the design for the third phase due to commence in March 2006.  This project will build on the strategies adopted for the Phase III of the National Programme.  During the preparatory phase efforts will be made to engage with the SACS to ensure convergence and greater synergies while developing the operational State level work plans for this project.  The project will also contribute to the efforts of the SACS to develop their Project Implementation Plans for the Phase III.  Synergies with the national response will be the foundation for sustaining the initiatives developed through this project.

The project also lays greater emphasis on developing capacities of key stakeholders in the North East to enable them to optimally utilize the resources available through the National planning process.  This is a pre-requisite for ensuring that the innovative approaches serve as demonstrations for future scale by the national resources.  The project will also ensure that the SACS and the National AIDS Control programme are involved on a continuous basis.  The project will also adopt low cost approaches which will increase quality coverage and be a sustainable option for the national programme.

4.4 Management and Co-ordination Strategies

AusAID and UNAIDS have entered into an agreement on working together on AIDS in South Asia.  Under the terms of this agreement, the UNAIDS Regional Support Team (RST) in Bangkok will coordinate the overall ‘umbrella agreement’ implementation, while the UNAIDS Country Offices will coordinate the country-specific  UN system implementation of programmes/projects and be responsible for preparing periodic country progress reports to be submitted to AusAID through the RST.

 This initiative represents a comprehensive support plan by the UN System in India for the implementation of AIDS control programmes in 4 North Eastern states.  Once NACO-supported state plans have been established, agency specific and joint agency strategies and work plans will be coordinated based on each agency’ mandate and comparative advantage to best support the endeavours in the Northeast. 

This programme is “UN reform in action”, as it will facilitate joint UN action at the state level and demonstrate consolidated UN support to the SACS and other existing mechanisms of the decentralised AIDS response. In addition, a well-established Regional Support Unit will be able to effectively track progress against set indicators and deliverables, including expenditure and provide Technical Assistance identified during the preparatory phase.

UNAIDS secretariat will serve as the secretariat for the overall implementation of the project. UNODC as the UN lead agency will oversee implementation management in the Northeast. A Committee will be chaired by the United Nations Resident Coordinator and will operate within the guidelines of the Umbrella Agreement signed between AusAID and UNAIDS on 8 June 2005. The UNAIDS Secretariat will be responsible for reporting to AusAID as per the agreed reporting requirements
The management structure of the Project will be reviewed 18 months into the project’s life.
 
REGION: North East

A Regional Support Unit (RSU) will be set up in the North East.


The RSU will operate under the leadership of a Programme Manager assisted by an Operations Officer.  The primary responsibilities of the Programme Manager will be to:

· Manage the project on behalf of the UN system including coordinating preparatory work to assemble a qualified team of project personnel

· Orchestrate UN’s regional support to the programme

· Share technical resources and mobilisation of expertise between States

· Roll out of the State operational plans

· Coordinate and manage the implementation phase including all activities required to initiate, adjust, monitor and execute activities to achieve timely results.

· Coordinate and oversee preparation of reports on programme performance 

· Ensure effective financial management and monitoring of project budget

· Ensure that programmed activities are carried out in a timely fashion and coordinated with implementation partners

The RSU will engage Technical Officers with expertise in specific thematic areas as required.  This technical expertise may be seconded by different UN agencies or engaged from outside.

At the State level, project management will be located in the State AIDS Control Societies, with the support of NACO.  The project will support the implementation of the States Plan in critical areas and not create a parallel or independent agenda. In each of the States the project will finance State Project Officers, whose role will be to help with the implementation of the state work plans, tapping into the technical support available at the Regional Support Unit and among UN agencies. The State Project Officers will be a long term technical resource available to the SACS in strategic areas identified by them. The State Project Officers will be expected to share information amongst themselves and offer each other specific technical support.

The Programme Manager and all project staff hired directly will be selected by UNODC as the UN Lead Agency and UNAIDS.

The Programme Manager will report directly to UNODC as the UN Lead Agency. UNODC will work closely with UNAIDS in its supervisory tasks. 

CENTRE: New Delhi

UNAIDS Role 

According to the terms of the agreement, implementation arrangements are agreed by the Steering Committee. The following roles and responsibilities will be accorded to UNAIDS:

· Support UNODC as the UN Lead Agency on specific programme areas as agreed

· Provide overall global learning relevant to the project setting 

· Serve as the Secretariat for the Steering Committee to facilitate synergies between different UN Agencies and ensure involvement of all agencies for a multisectoral response at the state level. 

· Design financial tracking mechanisms and the M&E framework for the project.

· Advocate for and liaise with national and state institutions for mainstreaming issues and concerns related to prevention of HIV and care and treatment of AIDS in ongoing development programmes.

· Facilitate smooth fund-flow mechanism from their headquarters to the UN Joint Programming mechanisms.

· Draft Terms of Reference for project staff in collaboration with UNODC as the UN Lead Agency

· Coordinate with UNODC as the UN Lead Agency to finalize the detailed operational plans for the states and the consequent apportionment of funds between UN agencies

· Design reporting guidelines and formats for both narrative and financial reporting to match requirements of AusAID agreement.

· Report on the total utilization of funds and project progress on a periodic basis to AusAID through their Regional Support Team. 

· Co-ordinate the preparation of annual periodic reports, and present the progress to AusAID, as appropriate. 

· Provide periodic updates to NACO, Expanded Theme group and AusAID.

UN Lead Agency-UNODC
UNODC has been nominated as the UN Lead Agency, based on its presence in the Region and technical capacity to manage the operation of the programme from the preparatory phase, to subsequently provide the overarching programme management support for the operations in the Northeast. Programme management arrangements will be reviewed from time to time, and are within the purview of the Steering Committee to change if considered to be desirable.

Roles and Responsibilities for the Lead Agency

· Responsible for programme management and operations in the North East. 

· Recruit the Project staff at the Regional and State level, in collaboration with UNAIDS and the SACS.
· Procure essential equipment for establishing the RSU and the strengthening of the office infrastructure for use by the SACS, as per the procurement guidelines
· Oversee, in collaboration with UNAIDS and relevant UN agencies the development of the State specific operational plans. 
· Revisit the project log frame and undertake risk management analysis in partnership with key stakeholders.

Roles and Responsibilities for other participating UN Agencies

· Other UN agencies will participate in the implementation of the Joint Programme in keeping with their areas of expertise, and in strict concurrence with the identified needs of the region.

· Detailed activities and responsibilities will be defined during the preparatory phase.

· Staff to be provided to the project within the areas of expertise of other UN agencies will either be provided directly, or hired under the project management arrangement.  In either case, the first line of report for all staff will be the Project Manager, to provide a coherent team, capable of operating as such.

Project Steering Committee

A steering committee, composed of the United Nations agencies active in the project, will be established for the purpose of project oversight and guidance.  The Committee will be chaired by the United Nations Resident Coordinator and will operate within the guidelines of the Umbrella Agreement signed between AusAID and UNAIDS on 8 June 2005. The UNAIDS Secretariat through the Regional Support Team Bangkok, will be responsible for reporting to AusAID as per the agreed reporting requirements

Initially monthly, and then quarterly meetings are anticipated. Specific tasks would be:

· Plan the UN expertise support to the project, to be finalized by the TRT (UNAIDS technical resource team).

· Review programme strategies and project’s performance.

· Approve and periodically review the annual work plans.

· Review indicators for monitoring of the programme and assess the overall performance of the project. 

· Facilitate learning and sharing of experience. 

Programme Coordination Committee (PCC)

A Programme Co-ordination Committee will be formed to provide overall policy and technical guidance.  This Committee will include NACO, States representatives, UN agencies and Donor organizations representatives.  UNAIDS will provide the Secretariat to this committee. 
The Project Coordination Committee shall meet twice a year to provide guidance on substantive policy and technical matters relating to the execution and management of the project.

Practical and Reporting Arrangements

UNODC as the UN Lead Agency will provide office space and connectivity for the RSU Programme Manager and Operations Officer. It will have its management costs financed from the proceeds of the project.

The Programme Manager will report to the Head of UNODC, as the UN Lead Agency. All other staff of the RSU and the States will report to the Programme Manager. 

The Programme Manager will be responsible for all aspects of project implementation. 

UNODC as lead agency will provide a report on a monthly basis on technical and financial aspects of the programme.  UNAIDS Secretariat will be responsible for submitting timely reports to the donor(s)
.  

Programme Operations 

· The subsidiary agreement for India will be signed between AusAID and UNAIDS Geneva.  The Programme Manager and the Operations Manager will be recruited and in place for project start-up.

· A six month preparatory phase will then take place during which the detailed operational and monitoring plans will be developed by the States AIDS Control Societies with the support of NACO and the Programme Manager.  During this period, all key project staff job descriptions, performance evaluation guidelines and recruitment will be finalized. 

· As per the AusAID / UNAIDS agreement funds would be transferred to UNAIDS Geneva.  

· UNAIDS Geneva will pass on funds to UNODC as the UN Lead Agency and UN implementing Agencies and Programmes in accordance with agreement signed between AusAID and UNAIDS which includes MOU between UNODC as the UN Lead Agency, UN implementing Agencies and Programmes and UNAIDS attaching respective budgets and work plans
· The UN Agencies support plans will be prepared in support of the State plans, by the end of the preparatory phase for the first year.  Funds will be made available to the UN Agencies on the basis of these plans. 
Proposed Management arrangement for the North East Joint UN Programme
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4.4.1 Planning and Budgeting System 

Budget disbursement for the project will be done by UNAIDS Geneva as per agreed annual work plans. While composition of these two bodies can be finalized through state and national level consultations, activities of them can be seen under Output E.2.The broad budget is presented with the Implementation Schedule in Annex 5. Detailed budget will be developed in the first six months preparatory phase of the project. 

5. Feasibility and Sustainability

5.1 Manageability of the Project

The feasibility of managing the Project in its present form is high for the following reasons:

· The Project emphasizes on working with and through local CBOs who will actively participate in planning and implementing the integrated response within a co-ordinated framework. Considerable inputs in developing human resources in the community built into the Design will make this possible.

· Working through multiple organizations is pivotal to having a broad-based approach towards HIV intervention. By ensuring such collaboration, the Project will stand a greater chance of achieving its objectives as the bottlenecks created through dependence on one organization or system will be less in such an endeavor.

· Ongoing technical support envisaged in this Project Design will depend mostly on the regional resource pool. Advice will also be sought as appropriate from Indian experts from other states. Together, they will ensure technical support to the Project without being overly demanding on the limited available funding resource.

· As assessed by the Design Team, the Project will be able to provide state level monitoring and technical support by recruiting competent personnel from within the country who will also work closely with the SACS and other partner organizations.

All the above factors, active participation of representatives from NACO and the UN system in India in the Design process and political support to the Project from elected representatives in different states makes the Project highly feasible from a management perspective. However, the Design recognizes the different levels of support that the Project may expect from the 4 states due to their varied inter-departmental relationships (e.g. Health Department and SACS) and local capacities. 

5.2 Technical Feasibility

The different technical responsibilities in the Project will be fulfilled by a combination of experts from regional academic institutes, technically competent resource persons from within the country and Project staff. 

The capacity of the SACS, the state level partner agencies and local CBOs will be enhanced on a regular basis through a well-designed training plan based on training needs assessment. In addition to Project staff, the involvement of local academic institutes and technically competent resource persons from within the country will upgrade the quality of training provided through the Project. Further, these institutes and resource persons will assist the Project in conducting commissioned studies and assessments towards constructing relevant and realistic responses. These technical inputs will be sought on an annual basis and exemplify how national response to the HIV epidemic could qualitatively advanced through such an approach.

5.3 Financial and Economic Feasibility
Rather than aiming at economic returns, the present Project aims at improving the health and social well-being of the community in which it will be implemented. A full cost-benefit analysis of the Project is therefore not warranted. However STI/HIV prevention in the larger community with a primary focus on care and support for women and children in the 4 selected states in North East India will contribute to their economic well-being. Moreover this Project does not seek to share financial responsibility of any on-going TIs under NACP but complement the states’ HIV control program through critical funding support that will be spent for capacity enhancement to ensure the quality of the response. The Project will also assist the states to pilot innovative interventions, which will form the basis for appropriate state program modifications in future. Moreover, this Project opens up vistas for the states to attract additional resources to address newly identified community needs beyond HIV. All of these bring in added value to the present response in the states to HIV/AIDS epidemic with minimum capital investment as it plans to work through community based organizations. 

5.4 Impact on Poverty
The HIV/AIDS epidemic negatively impacts upon human development by 

a) undermining the benefits of development initiatives through disproportionate deaths in young

b) deepening the poverty at family and household level due to increased morbidity and cost of care and 

c) reversing the gains in health indicators. 

The present Project will have an indirect impact on poverty by reducing the vulnerability of the community at large and women and children in particular to STI/ HIV which will also reduce HIV transmission, mitigate the effect of the epidemic through an expanded program of care and support, and enable women and children to access different prevention and care services. 

5.5 Social and Cultural Impact and Gender Implications
The Project Design drew heavily on the findings of the RPNA that identified the social, cultural and gender determinants of vulnerability of local youth, women and children to HIV. The current HIV control programs in the states were also found by the RPNA to be restricted mostly to urban settings. The vulnerability of women in rural settings arose not only from lower level of knowledge about prevention of STIs and HIV but also due to poverty that sometimes forced them away from their homes and into sex work. Moreover, women in the 4 states were not only excluded from decision-making bodies but also subjected to domestic violence, often under the influence of alcohol/drug use by their male partners. Widows who lost their husbands to HIV/AIDS and AIDS orphans added to the complexity of the picture. 

The Project Design takes the above factors into consideration while planning activities and intends to address gender issues not only from women’s perspective but also by involving men through innovative intervention initiatives. On the other hand, the issues related to the impact of complex political and cultural environment on HIV interventions was addressed in the Project Design by appropriate advocacy plan at multiple levels. Deliberate efforts have been made under the Project Design to select districts away from the capital cities which would provide a template for initiating interventions in other rural settings.

5.6 Institutional and Governance Feasibility
The bottom-up process of planning initiated during the RPNA and Project Design phases ensured substantial contribution by different stakeholders at national, regional and state levels and thus brought in the scope of enhanced accountability and ownership of this endeavor. The consultative processes between UNAIDS, India Country Office and NACO, and the direct participation of NACO in the Design process with AusAID ensure a high level of national commitment to the proposed Project. The participation of the representatives of the UN system in India enriched the Design by their participation. The UN partners have also shown commitment to provide technical support and their deliberations on co-ordination mechanism guarantees the institutional feasibility of the Project. 

At the level of the states, the SACS were also involved in the RPNA and Design stages of this endeavor along with representatives from other government departments and NGO and CBO representatives. In addition to state-specific issues, the representatives at the 4-state Design Workshop in Kolkata recognized the need to address the important issue of care and support for women and children and quality assurance of the ongoing HIV control program across the region. 

The Project Design has evolved out of an extensive process of consultation and validation to ensure that it meets the real needs of the community. NACO and the UN system have considerable expertise in delivering HIV related services and SACS have shown a lot of enthusiasm in the project development. All these factors demonstrate good institutional and governance feasibility.




Annexure 
Annex 1: Schematic Representation of state specific prioritization of HIV Program Issues
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Annex-2: Logical Framework Matrix

	Code
	Narrative summary
	Objectively verifiable indicators
	Means of verification
	Assumptions

	Project Goal: To contribute to the national response in reducing the risk an impact of HIV/AIDS in 4 states of North East India namely Nagaland, Manipur, Mizoram and Meghalaya

	Purpose: To improve the quality and delivery of the national HIV/AIDS prevention and control program in the 4 states

	Component objective A
	To strengthen the capacity of SACS to plan, coordinate, monitor and evaluate integrated responses to HIV/AIDS in each state
	Improved planning process, coordination and monitoring mechanism and systematic evaluation 
	· Evidence based planning process & minutes of the planning meeting with listing of participants,

· Examination of the new reporting format  

· Number and description of evaluations carried out 
	

	Component objective B
	To strengthen inter-sectoral collaboration at the national level and establish similar collaborations at state level towards integrating HIV/AIDS initiatives in multiple sectors 
	Action plans of different departments of state governments include HIV/AIDS initiatives 
	· Documents describing the process of initiation of inter-sectoral collaboration 

· Reports of the  collaborative projects 
	


	Code
	Narrative summary
	Objectively verifiable indicators
	Means of verification
	Assumptions

	Component objective C
	To establish an integrated response to facilitate STI/HIV care and support needs for women and children in each state 
	Proportion of women and children accessing STI/HIV care and support services increased
	· Quarterly reports of the partner organizations on number women and children accessing STI/HIV related services
	

	Component objective D
	To execute state specific innovative interventions in responding to the identified needs with regard to the HIV/AIDS epidemic 
	Innovative projects implemented
	· Annual report of the proposed project from each of the 4 states  
	

	Component objective E
	To establish efficient management and coordination including the provision of technical competence 
	Technical competence regarding managing and coordinating integrated response  enhanced 
	· Mid-term evaluation and end of project evaluation findings verified against baseline

· Organizational assessment

· KII interview 
	


	Code
	Narrative summary
	Objectively variable indicators
	Means of verification
	Assumptions

	Component objective A: 
To strengthen the capacity of SACS to plan, coordinate, monitor and evaluate integrated responses to HIV/AIDS in each state

	Output 
	
	
	
	

	A.1
	Evidenced based annual planning for an integrated response established and conducted in each state 
	System established 
	· Assessment report on skill / competency of planning team and planning process including participation of different stakeholders at the project initiation and annually

· Input audit with a focus on the degree of involvement of regional research agencies

· Research study report generating evidence for planning on an annual basis


	· SACS willing to generate and carry out evidence based planning


	Code

	Narrative summary
	Objectively verifiable indicators
	Means of verification
	Assumptions

	A.2
	Leadership development program for senior staff of SACS and community opinion makers of each state established and conducted  
	· New initiatives fostered by  community opinion makers  

· Increase in number of new initiatives by SACS  and decisions made in this  regard  
	· FGD/KII in the community indicating faster and relevant decision making during mid term review

· Annual  review of records of meetings held and action taken by SACS  

 
	SACS and community opinion makers are willing to participate in leadership efforts for an integrated response to HIV/AIDS

	A.3
	Competency based training programme in planning , co-ordination and M&E for SACS established and delivered 
	Competency developed in the areas covered through training initiatives   
	· No. and frequency of training reported by training coordinator

· Assessment report of the impact of the training in developing competency
	Training develops skill rather than just knowledge


	Code
	Narrative summary


	Objectively verifiable indicators

	Means of verification
	Assumptions

	Component Objective B : To strengthen inter-sectoral collaboration at the national level and establish similar collaborations at state level towards integrating HIV/AIDS initiatives in multiple sectors

	Output
	
	
	
	

	B.1
	Advocacy to national government authorities by SACS and other state level government agencies, NGOs and PLWHA groups fostered 
	Institutional mechanism for collaboration established
	· Advocacy workshop report and position paper developed by SACS on  inter departmental collaboration

· 3 action plans for implementation by Women and children, Labor and Education departments in the state

· Document on lessons learnt from inter-sectoral collaboration
	SACS, other government departments ,NGOs and PLWHA networks are not hesitant about carrying out advocacy with the federal government


	Code
	Narrative summary


	Objectively verifiable indicators 
	Means of verification 
	Assumptions

	B.2
	State level collaboration between SACS and department of Women and Children, Labor and Education initiated 
	Collaborative initiatives between SACS and the departments of WCD, Labor and Education
	· List of identified CBOs for collaborative initiatives in each of the 4 states

· Guidelines to implement collaborative initiatives  between SACS, other  state government departments and CBOs

· Training reports 

· Monitoring reports with indicators of CBOs enhanced involvement in collaborative initiatives
	Willingness of other departments to participate in this initiative


	Code
	Narrative summary


	Objectively verifiable indicators
	Means of verification
	Assumptions

	Component Objective C : To establish an integrated response to facilitate STI/HIV care and support needs for women and children in each state

	Output
	
	
	
	

	C.1
	Care and support to women and children in Nagaland determined and delivered according to Project annual plans
	· Range of STI/HIV care services provided to women and children according to their needs

· Proportion of women and children in the select community of the selected districts accessing STI/HIV care services

· Number of people in the community of the select districts accessing HIV VCT desegregated by gender, age and other demographics
	· Reports on needs assessment and mapping of existing STI/HIV services in the selected districts

· Jointly developed program proposal by SACS, health department, NGOs and CBOs to deliver STI/HIV services  

· Training needs assessment and audit report

· Case management files

· Quarterly report submitted by the  partner organizations

· Client satisfaction assessment on the services received 
	CBOs willing to participate in STI/HIV care services


	Code

	Narrative summary
	Objectively verifiable indicators
	Means of verification
	Assumptions

	C.2
	Care and support to women and children in Manipur determined and delivered according to Project annual plan
	· HIV VCT counselors trained 

· HIV VCT services accessed by more  women and children

· STI/HIV care services accessed by more  women and children

· Social, economic and legal services provided by core teams and village level core group to  women and children in the selected districts 

	· Report on training needs assessment for village level core group

· Report on training needs assessment of HIV VCT counselors

· Report on assessment of health care needs and mapping of existing STI/HIV care services  

· Jointly developed program proposal by SACS, health department, NGOs and CBOs to deliver STI/HIV services 

· FGD with core team on aspects of co-ordination on an annual basis

· Case management files

· Client satisfaction assessment on the services received 

· Quarterly report submitted by the  partner organizations 


	Core groups willing to take additional responsibility STI/HIV services




	Code

	Narrative summary
	Objectively verifiable indicators
	Means of verification
	Assumptions

	C.3
	Care and support to women and children ( including unwed and single mothers and orphans) in Mizoram determined and delivered according to Project annual plan 
	· HIV VCT services accessed by more  women and children

· STI/HIV care services accessed by more  women and children

· Perception of the community about advantages of HIV test and need to seek  STI treatment promptly increased
	· Annual report on sensitization meetings and their outcomes

· Quarterly reports indicating HIV VCT uptake with gender, age, risk category desegregation

· Report on assessment of health care needs and mapping of existing STI/HIV care services  

· Jointly developed program proposal by SACS, health department, NGOs and CBOs to deliver STI/HIV services and establish linkages with different drug treatment services 

· Case management files

· Client satisfaction assessment on the services received 

· Quarterly report submitted by the  partner organizations on STI/HIV service provision

· 6 monthly network activity report that reflects mobilization of different stake holders and their participation in community sensitization as well as STI/HIV service provision


	Different departments and CBOs willing to contain the epidemic in an integrated manner




	Code

	Narrative summary
	Objectively verifiable indicators
	Means of verification
	Assumptions

	C.4
	Care and support to women and children in Meghalaya determined and delivered according to Project annual plan
	· HIV VCT services accessed by more  women and children

· STI/HIV care services accessed by more  women and children

· Local PLWHA network formed
	· Reports on needs assessment and mapping of existing STI/HIV services in the selected districts

· Jointly developed program proposal by SACS, health department, NGOs and CBOs to deliver STI/HIV services  

· Training needs assessment and training audit report with regard to HIV VCT 

· Training needs assessment and training audit report regarding STI/HIV service delivery

· FGD with members of locally formed PLWHA network on an annual basis 

· Case management files

· Quarterly report submitted by the  partner organizations

· Client satisfaction assessment on the services received
	PLWHA come out into the open as positive speakers


	Code

	Narrative summary
	Objectively verifiable indicators
	Means of verification
	Assumptions

	Component  Objective D: To execute state specific innovative interventions in responding to the identified needs with regard to the HIV/AIDS epidemic

	Output
	
	
	
	

	D.1
	Youth friendly HIV prevention activities implemented in Nagaland
	· Rapid assessment research conducted 

· Locally appropriate intervention in the selected districts developed based on the Rapid Assessment findings

· Number of youth reached (desegregated by gender and age)

· Range of services for youth established 
	· Rapid assessment research report

· Intervention design document  showing link between Assessment findings and developed interventions

· Quarterly reports from partner organizations 


	Partner organizations having active contact with local youth and understanding of intervention development 

	D.2
	Risk reduction initiatives primarily through community based detoxification services established in Manipur
	· Orientation obtained by the partner organization through exposure visits

· Camps conducted as per project proposal 
	· Exposure visit report

· Camp reports

· Documents on lessons learnt from camps Intervention design document  showing link between Assessment findings and developed interventions


	Community willing to tend support to the treatment camps 


	Code

	Narrative summary
	Objectively verifiable indicators
	Means of verification
	Assumptions

	D.3
	Risk reduction initiative primarily through advocacy to strengthen on going HIV risk reduction activities among IDUs established in Mizoram
	· Skill of the partner organizations in effective advocacy developed

· State policy endorsing risk reduction interventions formulated 

· Risk reduction projects with operational drop- in- centers located in the community 
	· Skill development session report 

· State AIDS policy 

· FGD with the community members where drop- in- centers  are located 

· Quarterly reports of risk reduction projects
	Out reach workers and other staff working in risk reduction projects are accepted  by the community at large

	D.4
	Population and content specific awareness and HIV/AIDS education initiative in Meghalaya established
	· Contextualized IEC campaign launched

· Scaled up IEC campaign in other districts based on lessons learnt


	· Vulnerability assessment report

· Communication needs assessment report

· Plan of contextualized IEC campaign

· Annual review report on IEC campaign plan


	Local context is reflected in the IEC material developed


	Code

	Narrative summary
	Objectively verifiable indicators
	Means of verification
	Assumptions

	Component Objective E: To establish efficient management and co-ordination including the provision of technical competence

	Output

	E.1
	Project management systems established
	· Extent and quality of management performance including 

· Personnel management

· Contract and financial management

· Financial disbursement schedules

· Relationship with the partner organizations

· Responsiveness to changing circumstances

· Analysis of training and technical support provided 


	· Recruitment guideline document

· Financial management guideline

· Training plan and training reports for the project staff

· Travel co-ordination and administrative system document

· Procurement guideline

· Document on rights, gender and ethical principles to be followed in the project

· Quarterly reports of the project

· Annual staff performance appraisal guideline

· Standard contract form for partner organizations / NGOs / CBOs

· Mid-term assessment reports

· End-line project evaluation report


	Project mechanism is initiated on time and starts functioning as per plan 


	Code

	Narrative summary
	Objectively verifiable indicators
	Means of verification
	Assumptions

	E.2
	Project co-ordination mechanisms established
	· System established
	· Document describing the coordination system developed by the first month of the preparatory phase
	UN system will be able to find a workable coordination system well ahead of the initiation of the Project 

	E.3
	Technical competence ensured through capacity enhancement and training
	· Number and types of training activities

· Number of participants (desegregated by gender and partner agency)


	· Resource directory related to training

· Training reports 


	Willingness of the partner agencies including SACS to apply skills learnt through training


Annexure 3: RISK MANAGEMENT MATRIX
	Identified Risks


	L
	I
	R
	*
	Management Strategy
	Responsibility
	Timing

	Institutional 


	Non-involvement of community groups, traditional system of governance and PLWHA network (where present) in planning, implementation and evaluation of interventions, limit the potential of interventions to have an impact on the HIV epidemic
	M
	H
	5
	*
	Project during its formulation involved NGOs/CBOs,PLWHAs and SACS and in its present form has built in strategies to specifically foster participation of the traditional institutions that are already existing and identified by the stakeholders
	Regional project team and the respective SACS
	Quarterly

	The reach of the government health care delivery in the community and proportion of vulnerable population accessing them is limited
	H
	H
	5
	*
	Project provides alternative strategy to reach out to the far flung districts by involving community based organizations   
	Regional project
	Quarterly

	Failure to establish linkages, communication and collaboration between different departments of the state governments with regard to implementation of certain project components will constitute considerable risk. 
	M
	H
	4
	*
	Representation of different government departments including NACO and SACS in program needs assessment and design have initiated dialogues in the area of inter-sectoral collaboration  and the project also harnesses upon the strength of the present NACO policy that identifies a technical position in the ministry to foster such collaboration
	Regional project, SACS and UNAIDS
	Inception and bi-annually thereafter

	Accountability of the project to UN partners in India could stifle and unduly influence the day-to-day decision making process at the regional and state levels 
	M
	M
	4
	
	UNCT, UNAIDS and NACO take the responsibility of ensuring clear management lines are spelt out and followed
	UNAIDS
	Throughout the project life


	Unclear reporting lines which may effect management of the lead agency and the Regional Support Unit  (RST)
	M
	M
	4
	
	Final responsibility for reporting lies with UNAIDS through the RST and in country ongoing monitoring by the steering committed chaired by the UN Resident Coordinator.
	UNAIDS
	Throughout the project life

	Non-congenial environment in the partner organizations and / or SACS leading to staff turn over  and poor morale may interfere  with effective implementation of the project 
	M
	M
	3
	
	Mandates of the respective SACS and other government departments to mainstream HIV issues and selection process of the partner organizations to be followed by the project  may minimize such risk
	SACS project directors and heads of the partner organizations
	Throughout the project life


	Identified Risks


	L
	I
	R
	*
	Management Strategy
	Responsibility
	Timing

	Technical



	Inability of the partner organizations to absorb inputs provided for capacity enhancement and reflecting this in action will affect the project outcome
	M
	H
	5
	*
	The design provides for specific and repeated inputs based on training needs assessment of the selected partner organizations
	Regional project team
	First nine months of the project

	Lack of appreciation of the wider impact of HIV epidemic by different stakeholders in the project states may negatively influence the quality of response
	H
	H
	5
	*
	HIV/AIDS situation assessment with the stakeholders including PLWHA networks, women’s organization and self help groups and advocacy at various levels and dissemination of information on the spread and impact of the epidemic at different forum have been built into the project design
	Regional project team, SACS, Partner organizations, NACO and UNAIDS
	Annually


	Differential operational mechanism for project implementation will negatively affect achieving the overall purpose and goal of the regional project  


	M
	 M
	4
	*
	Provision of technical support with emphasis on two state specific support persons, monitoring by regional project office and project principles of equity, transparency, accountability, flexibility, non-duplication and sustainability will adequately address this risk
	Project team
	Quarterly

	Raising unrealistic expectations in the community and non-fulfillment of these may decrease community participation during implementation
	M
	M
	3
	*
	Induction procedures for staff in the project as well as partner agencies and clear description of the project activities in the design and quarterly review have been built into the proposal  
	Project team
	Inception and quarterly

	Insufficient NGOs addressing the issue of women and children affected by AIDS. 
	M
	M
	3
	*
	Ongoing mobilization of NGOs and CBOs, capacity building and building partnerships to ensure long term success. 
	UN System and the Project Team
	Through the life of the project


	Identified Risks


	L
	I
	R
	*
	Management Strategy
	Responsibility
	Timing

	Training may not lead to desired capacity enhancement 
	M
	M
	4
	*
	The training sessions for SACS officials and partner organizations in this project will preceded by training needs assessment. Training plan will be based on this and conducted appropriately as per plan and evaluated for impact to ensure capacity enhancement
	Project team
	Through out the project life

	Interventions designed may prove irrelevant
	H
	H
	5
	*
	The project design allows for development of interventions based on participatory assessments undertaken by the community based partner organizations and regional academic institutions. Moreover opportunities are in-built to also accommodate changes based on the annual review process. Both of these will ensure that the interventions are relevant. 
	Project team and partner organizations
	Preparatory phase and annually

	Inability to attract and employ  competent human resources responsible for defined  project activities will jeopardize project implementation
	H
	H
	5
	*
	The project will follow a well defined selection procedure and the work environment and emoluments will ensure that personnel with the needed expertise will be encouraged to take up the responsibility. 
	UN system organizations
	Preparatory phase

	Due to socio-political and cultural differences generic strategies will not allow addressing state specific needs for innovative interventions
	M
	M
	3
	*
	One of the 5 components of the project is solely dedicated for state specific innovations. The other objective that deals with women and child issues accommodates responses based on socio-political and cultural differences in each state.
	Project team, SACS
	Through out the project


	Identified Risks


	L
	I
	R
	*
	Management Strategy
	Responsibility
	Timing

	Political

	Political unrest and ethnic conflicts in any of the 4 states can interfere with project implementation and quality of services delivered 
	M
	M
	3
	
	Community based partner organizations and the present project will address the state priorities such as STI, HIV/AIDS and drug use related issues which are being increasingly recognized by different political factions as important and therefore would not in all probability attract political hostility. However, addressing the determinants of ethnic conflicts and influencing them is beyond the scope of the present project. 
	Project team and partner organizations
	Throughout the project life 

	Unexpected withdrawal of support of the national and /or state governments to the project will make the implementation of the project impossible

	H
	H
	5
	
	High degree of institutional coordination, transparency in financial transactions and regular sharing of information on project achievements and good public relation with various levels of government  will be required
	NACO and UNAIDS
	Throughout the project life


Annex 4: ANALYSIS OF SUSTAINABILITY

	Aspect of sustainability
	Strategy to attain sustainability in the project
	Examples of outputs with corresponding indicators incorporated into the M& E system
	Outputs contributing to this classification of sustainability

	Sustainability of processes
	Project design envisages establishment of processes that will enhance capacity to develop internal responses to HIV/AIDS within the states and thereby achieve a sense of local ownership without the need for continued external support 


	· The respective SACS are empowered to undertake evidence based planning, effectively coordinate and monitor even without additional inputs and project funding 

· Community participation in needs assessment and project implementation leading to community empowerment 

· Networking , processes of collaboration and referral systems established that will last for long 

· The states assisted to develop the state specific AIDS policies which will guide HIV program well into the future 

· Advocacy processes established that can be maintained by the community groups and SACS after project comes to an end

· Capacity enhancement takes place in the community the process of planning, monitoring and changes based on review becomes an internalized process.
	-  A.1.3, A.3.3,A.3.4

- D.1.3
-C.1.8,C.2.7, C.3.4, C.4.3

- A.2.w,D.3.6

- A.2.1, A.2.5, B.1.1
-C.1.9, C.1.7, C.1.13,

C.2.13,C.3.10,C.4.8


	Aspect of sustainability
	Strategy to attain sustainability in the project
	Examples of outputs with corresponding indicators incorporated into the M& E system
	Outputs contributing to this classification of sustainability

	Sustainability of benefits
	The project will be based on a strategy that will facilitate a change in the community towards ability to organize itself to respond to the emerging needs irrespective of external support.


	· The project will be implemented without constructing any new vertical structure and mostly harness upon the strengths of the existing horizontal system and can thus continue without the financial support of the project

· The project will strengthen the existing government and non government service facilities through training and they will become better equipped to address the far reaching impact of HIV / AIDS in future

· Community ‘ownership’ of the health problems will develop through a series of sensitization and advocacy activities under this project will help the community to effectively reduce stigma as well as respond appropriately to other emerging  health problems 

·   The acquired expertise of developing an intervention based on situation assessment will rest with the communities covered under this project and will help in undertaking similar initiatives voluntarily in future

· All assessments conducted to guide the project will undertaken with the participation of the local community and the skill building that has taken place will have a lasting impact


	- C.1.10, C.3.5,C.4.4
-E.3.5.A.2.3,C.1.11, C.2.3,C.2.9,C.3.8 C.4.6,C.4.10, D.2.3,.D.3.4
-A.2.4,A.2.6, C.1.3,C.2.4, C.3.1,C.3.2,C.3.11, C.3.13
-D.1.2, D.2.4, D.2.4
  D.4.3,


	Aspect of sustainability
	Strategy to attain sustainability in the project
	Examples of outputs with corresponding indicators incorporated into the M& E system
	Outputs contributing to this classification of sustainability

	Sustainability of activities
	The Project envisages activities that enhance the capacity of the existing on-going interventions and cultivate the community based networks rather than creating program structures that will depend on external funding.
	· Multi-sectoral response whereby other government departments will carry out HIV related activities as their own mandate will be ensured even after the project life 

· Networks will be established between SACS, NGOs, CBOs and PLWHA networks, which will  facilitate increased utilization of services on n continuous basis 

· Partner agencies will fine tune their service delivery and build on their capacity to plan, deliver, monitor and review their activities by virtue of working in a participatory manner during the project life and internalize these inputs. This will reflect positively on all their future efforts
	-A.2.4,B.1.1,B.1.2, B.2.3,B.2.4

-B.2.2, ,C.1.14, C.1.15, C.2.6, C.2.12, C.3.3, C.3.6




	Aspect of sustainability
	Strategy to attain sustainability in the project
	Examples of outputs with 

corresponding indicators 

incorporated into the M& E system
	Outputs contributing to this classification of sustainability

	Sustainability of institutions
	The Project intends to work largely with the existing mechanism in the government, and community and sensitize other groups as well as regional academic institutions that are not yet part of the response which will continue to operate even without external support 
	· Building the expertise of partner agencies will  reflect on their own quality of services and help build their organizations

· Assisting the various government departments and other partner agencies to address HIV issues will create linkages within many institutions including underutilized regional academic institutions and mainstream the activities and broaden the scope of work 

· Capacity building of partner agencies to plan and deliver quality services will strengthen the institutional structure and have a lasting impact on their future endeavors  

· By sensitizing and involving the opinion makers in HIV related activities and building the network for an effective response will create an enabling environment in the community as well as increase the reach of the organizations that deliver services
	- D.4.8

-E.3.2, A.1.4, C.1.12, C.1.6, C.3.9, C.4.4 
-D.1.5,D.2.5,D.3.6,D.4.7, D.2.4 

-C.2.4, C.3.2, D.2.6


	Aspect of sustainability
	Strategy to attain sustainability in the project
	Examples of outputs with 

corresponding indicators 

incorporated into the M& E system
	Outputs contributing to this classification of sustainability

	Sustainability of funding
	The Project will work in close collaboration with SACS ensuring that the initiatives will receive support from the level of policy makers even while nurturing  community ownership of the efforts to ensure continuity and will also open up avenues for new resources
	· As the activities of the project match well with the NACP that guides the national response to HIV/AIDS  continued funding is possible

· Inbuilt activities that will measure impact, documentation of best practices to facilitate scale up of the activities will help partner agencies seek funding from other sources too

· Mainstreaming of activities in collaborations with other departments will be done during the lifetime of the project will not require on going funding from external sources thereafter


	-D.2.5, D.3.2,D.4.7,


ANNEX 5: INTERVENTIONS IN THE NORTH EASTERN REGION OF INDIA

(UN AGENCIES)

	AGENCY
	PREVENT THE SPREAD OF HIV
	PROVIDE CARE & SUPPORT FOR THOSE INFECTED & AFFECTED BY THE DISEASE
	REDUCE THE VULNERABILITY OF INDIVIDUALS & COMMUNITIES TO HIV/AIDS


	ALLEVIATE THE SOCIOECONOMIC & HUMAN IMPACT OF THE EPIDEMIC
	STATES/ REGIONS
	RESOURCES

	ILO


	Collaboration with Central Board for Workers Education (CBWE) for HIV/AIDS prevention education among formal and informal sector workers

Collaboration with UNODC and MSJE in drug de-addiction workplace programmes

 
	
	
	Conducted Study on the Socio-economic impact of HIV/AIDS on PLWHA and their families through PLWHA networks in four states, including Manipur
	Entire North East through CBWE offices of Imphal, Guawahati, and Tinsukia  
	

	UNDP

	a) Preparation of State Human Development report for mainstreaming HIV/AIDS into planning instruments.

b) Enhanced understanding of the burden of disease and socio-economic impact of HIV/AIDS for strategic planning


	Nagaland

Nagaland
	USD 55,000 approx. 

USD 80,000 approx*. 

	
	c) Preparation of State Human Development report for mainstreaming HIV/AIDS into planning instruments.

d) Enhanced understanding of the burden of disease and socio-economic impact of HIV/AIDS for strategic planning


	Manipur

Manipur
	USD 15,000 approx.

USD 80,000 approx*. 

	UNESCO


	Enhancing the education sectors response to HIV/AIDS

- Pre-service and 

- In-service teacher educators.

- Non-formal
	Counselling care and support.
	
	
	
	

	UNFPA


	NGOs Capacity building for increasing knowledge on HIV causation, transmission and prevention 
	   ---
	     ---
	   -----
	Focus on all North Eastern States 
	Rs. 11,00,000 only

	UNICEF
	
	Increased coverage of service delivery systems
	Focussing on status of children in the North East

Young People study together with UNODC
	Worked with State Planning  teams
	
	

	WHO


	
	Model VCT in Imphal
	
	
	Manipur
	Used PAF funds for building capacity of VCTC in Imphal

	UNDP REACH
	Advocacy programmes including public speaking with media, community, educational institutions, religious leaders and civil society organisations

-Advocacy programmes

-Outreach activities
	Empowerment of women living with and affected by HIV/AIDS in Churachandpur by developing their capacity on :

-Organizational development

-Advocacy 

-Care and support 

Establishment of GIPA Alliance for the effective implementation of 3 X 5 Initiative including:

-developing a comprehensive state wide plan for implementing the 3X5 initiative  

-developing strategies for strengthening and expanding GIPA alliance 

-developing advocacy strategies for recognition of GIPA
	
	
	Manipur 

Manipur 
	USD 25,000

USD 2133

	UNODC ROSA 


	“Community Wide Demand Reduction in the N-E States of India” (PAF E41). Special attention is given to the training aspect: district level training for service providers and key influencers, training of trainers, peer education training. Other aspects are best practice dissemination through the concept of committees of concern, and newsletter.

Mobilization of NGO’s/CBO’s

Increase community awareness and intervention

-Inter - sector collaboration amongst stakeholders

Setting up of Nodal Training Centres

Young Peoples study together  UNODC and UNICEF 

Ministry of Social Justice and Empowerment, Government of India and 

ILO 1999-2003 collaborative project.
	Established Drop in centres 
	Especially addressed 

Drug users and high sero prevalence areas and communities through sensitization and training programmes 
	Provided vocational training to recovering users and their partners 
	-Arunachal Pradesh

-Assam

-Manipur

-Meghalaya

-Mizoram

-Nagaland

-Tripura
	US$ 700,000 

(Project completed in Year 2003, infrastructure in place for continuing projects in NE)

Project Office Estabilished in Shillong and continuing its operations in other projects 

	UNODC


	Training programmes 
	Drop in centres

Self Help Groups 

Commitees of Concerns for policy advocacy (all in place) 
	Mainstreaming HIV/AIDS concerns in the ongoing drug demand reduction programmes in the N-E States: To stabilise the spread of the HIV/AIDS epidemic among injecting drug users and those affected by its consequences. To mainstream HIV/AIDS related concerns in ongoing Drug Demand Reduction activities and programs in the N-E states of India.-through PAF funds -10 NGOs

-20 CBOs
	
	-Manipur

-Mizoram

-Meghalaya

-Nagaland
	USD 200,000

	UNODC 
	Formation of Peer Networks to address HIV risks in Injecting   Drug Using Populations (northeast India and metropolitan cities in India)

This project will build on previous joint interventions of the Ministry of Social Justice and Empowerment and UNODC ROSA in the north-eastern states of India. The project attempts to strengthen the outreach and knowledge of service providers in the north-eastern states of India and metropolitan cities like Kolkata, Chennai, Delhi and Pune/ Mumbai through the already established Regional Resource and Training Centers (RRTC) by using peer educators. The Peer Educators would bring about a paradigm of change in drug demand reduction/HIV/AIDS. 
In turn, it will build on the strength of UNODC, Ministry of Social Justice and Empowerment, National AIDS Control Organization (NACO), other bilateral agencies and networks of people living with HIV.    


	
	Special focus on injecting drug users and their partners 

50 peer educators supported in NE
	
	Manipur

-Mizoram

-Meghalaya

-Nagaland
	USD 210,000

	UNODC 
	Drug Use in the north east monograph for use for advocacy and strategic planning on address drug use and HIV in the region 

(Likely to be released in end August – early September 2004)


	
	
	
	
	

	UNODC 


	Coordinated HIV/AIDS & STD Response through capacity building and awareness (CHARCA)


	
	CHARCA aims to reduce the vulnerability of young women aged between 13-25 years to HIV/AIDS through providing information, improving skills and increasing access to quality reproductive health services in 6 selected districts in India. 

 It also aims to build leadership, increase support networks and create positive enabling environment. 
	
	UNODC is the lead agency for the project in Aizwal (Mizoram).
	USD 699,300


	AGENCIES SUPPORTED BY 

USAID/FHI
	PREVENT THE SPREAD OF HIV
	PROVIDE CARE & SUPPORT FOR THOSE INFECTED & AFFECTED BY THE DISEASE
	REDUCE THE VULNERABILITY OF INDIVIDUALS & COMMUNITIES TO HIV/AIDS


	ALLEVIATE THE SOCIOECONOMIC & HUMAN IMPACT OF THE EPIDEMIC
	STATES
	RESOURCES

	Social Awareness Service Organization (SASO)


	Individual and group behavioral change communication through peer education in outreach sites for IDUs;

Provision of drop in center for information and services;

Referral for needle syringe exchange;

Provide sexual health services including STI treatment and 

Referral for condom; and  

Provision of counseling and referral for VCTC


	Home based care through home visits;

Training of care givers on home based care;

Primary health services for IDUS and their sexual partners;

Provision of psychosocial support through counseling; and 

Referral services to hospitals care centers and drug treatment services for IDUs.
	Detoxification of IDUs; and 

Provision of rehabilitation activities for recovering drug users through referral to vocational training and formation of support groups.
	Referral to vocational and income generation programs for wives of IDU PLHA and widows;

Formation of PLHA support groups;

Sensitization programs with medical professional;

Advocacy with community leaders and opinion makers; and 

Working with media to cover HIV/ AIDS issues and networking with other NGOs to collaborate and strengthen the  interventions.
	Imphal, Manipur
	US$ 78,828 for 18 months

	Social Awareness Service Organization (SASO) with the sub partner  North East India Harm reduction Network (NEIHRN)


	Build the technical capacity of local NGOs and CBOs of the region to address legal, ethical and socio-economic issues concerning IDUs including women;

Capacity needs assessment of NGOs and CBOs; and 

Training of NGOs and CBOs on identified technical and programmatic area


	
	
	Advocacy with NACO, SACS and North East Council to address harm reduction in its overall HIV/AIDS policy of the NE states
	All the North eastern states
	US $36,870 for 18 months

	Proposed intervention with 

Eleutheros Christian Society

(Based on situational assessment report)
	Mass Awareness Raising about HIV/AIDS among SHGs, FBOs, and Tribal Councils;

Targeted Intervention with Intravenous Drug Users and partners;

LSE through Core groups in 17 Schools and 2 Colleges – age 10 years and above;

Condom promotion and needle syringe exchange programs
	Provision of Home based care services.

Provision of voluntary community care services through village level Health Care Teams.

Formation of Support groups of PLHAs for psychosocial support and Small Enterprise 

Development activities among IDUs/PLHA

Referrals to the Hospital for treatment of STI, OIs, TB other care services.

Involvement of FBOs in rendering psychosocial support, nutritional and financial care.
	Referral services for VCTC and PPTCT and the clinics run by ECS.

Community Outreach services to the most vulnerable OVC and PLHA affected families.
	Advocacy and sensitization activities for GIPA with the NSACS, Tribal Councils, FBOs, HCPs, and the Government for providing services.


	
	


	AGENCY

SUPPORTED BY GATES FOUNDATION
	PREVENT THE SPREAD OF HIV
	PROVIDE CARE & SUPPORT FOR THOSE INFECTED & AFFECTED BY THE DISEASE
	REDUCE THE VULNERABILITY OF INDIVIDUALS & COMMUNITIES TO HIV/AIDS


	ALLEVIATE THE SOCIOECONOMIC & HUMAN IMPACT OF THE EPIDEMIC
	STATES
	RESOURCES

	Project ORCHID

(EHA/AIHI)


	Comprehensive Harm Reduction strategies among IDU, Sex Workers and their sexual partners
	
	BCC
	
	Manipur

Nagaland
	5 million USD over 5 years (BMGF)

	SHALOM Mizoram 


	Needle Excahnge, Condom Promotion

Street Peer Outreach

Jail Outreach 

SW interventions


	Clinic based Care

Home based Care

Counselling
	Community Campaign

School Education


	Income Generation 
	Mizoram
	AusAID (40 Lakhs INR over 3 years)

Mizoram SACS (15 lakhs INR /yr)

EHA UK (3 lakhs INR yearly)

	SHALOM Manipur
	Needle Exchange Condom Promotion 

SW interventions
	Community Care Centre

HBC

Widows and Orphan Care

TB DOTS
	Women Home

Community Education
	IGA


	Manipur
	Manipur SACS (20lakhs INR /yrly)

Tear Australia
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� Australian Government AusAID July 2004 Meeting the Challenge: Australia’s International HIV/AIDS Strategy


� Tripura is one of the 8 states of North East India along with Assam, Arunachal Pradesh, Manipur, Meghalaya, Mizoram, Nagaland and Sikkim. While Sikkim has Nepal, Bhutan and China as its international neighbors, Arunachal Pradesh shares its borders with Bhutan, China and Myanmar. Mizoram has a common international border with Myanmar and Bangladesh. Nagaland, Manipur and Mizoram share their international border with Myanmar. Meghalaya, Assam and Tripura share their borders with Bangladesh. 


� Panda S, T Roy, V Thirumagal 2004 ; Final Report of Rapid assessment of NACO-MSJE-Collaboration on integration of HIV/AIDS in Drug Demand reduction Programme in India (FHI-Impact-UNAID)


� Ministry of Health and Family Welfare, National AIDS Control Organization (NACO) National AIDS Prevention and Control policy (undated)





� Ministry of Health and Family Welfare, National AIDS Control Organization (NACO) Annual Report 2002 – 2003, 2003 – 2004 (upto 31 July 2004)


� Panda S, Thirumagal V, Daniel S and Devi J 2005; Rapid Appraisal of the HIV Program Needs in Five North Eastern States of India (An Assessment in Meghalaya, Assam, Manipur, Nagaland and Mizoram). A Joint Initiative of AusAID, UNAIDS and NACO





� Persistent HIV prevalence in ante-natal screening of mothers between 1999 and 2002 has been considered as an issue requiring targeted education and intervention as well as specialized obstetric and paediatric services. Increasing awareness is presently resulting in partnership with the community to take care of PLWHA. The classic example of dedicated community-based care is exemplified by Eleutheros Christian Society (ECS) (Government of Nagaland 2004; Nagaland: State Human Development Report). Co-ordination measures undertaken in Nagaland comprise establishment of Committees of Concern in every district headed by the Deputy Commissioners, Inter-sectoral Committee headed by the Chief Secretary to the Government of Nagaland and the Network of Naga Drugs and AIDS Organizations (N-Naga DAO). However, fostering co-ordination between the Department of Health (in charge of different disease control programs), Medical Department (supervising hospital related activities), other government sectors and the SACS remains a glaring gap. It appears that neither a variety of committees nor isolated examples of community-based initiatives have yet been effective to contain the HIV epidemic in the state. 





� Project ORCHID is the North East Indian component of India AIDS Initiative funded by Bill and Melinda Gates Foundation. The Project seeks to prevent the spread of HIV among injecting drug users and their sexual partners, primarily. In both states, Project ORCHID operates in districts allocated to it by the respective SACS. In Nagaland, Project ORCHID manages 11 TIs spread over 5 districts. Only 1 TI supported under Project ORCHID focuses on FSWs. In Manipur, the Project supports 7 TIs among IDUs and their sexual partners. The Project Management Unit is located in Guwahati in Assam with state coordinators based in each state. The Project was launched in Nagaland and Manipur in June and December 2004, respectively. It is too early to assess the impact of this 8-month old Project.





� In the Naga tradition, the girl child is equally cared for, dowry deaths unknown and women have a right to divorce their husbands at any time. Yet, they are excluded from decision-making processes, have no independent income and do not inherit landed ancestral property. Violence in the form of wife-beating, rape and molestation are on the increase and are being reported in recent years. There are 33 reported cases of crime against women in the state during 2002 – 2003, out of which 24 were rape, 5 molestations, 2 wrongful restraints, 1 abduction and 1 case of murder. This rising negative trend is a matter of serious concern for a tribal society where such crimes were unheard of till recently.





� The Project Director of MACS mentioned in the state design workshop (February 17, 2005) that an initiative supported by Global Fund for AIDS, Tuberculosis and Malaria (GFATM) was in the pipeline to strengthen PPTCT in all the districts of the state. Other attempts to reach the hill districts include a 4-year old initiative by Catholic Relief Services (CRS) and Project ORCHID (launched in December 2004) in Manipur. The CRS project focuses on HIV prevention with 80% of the project’s funds allocated to 3 hill districts. The remaining 20% is channeled to 5 interventions in the valley districts. However, the project does not allow for procuring needles and syringes or condoms for risk reduction. Collaboration has been attempted with Family Health International (India) in this project to provide necessary technical support. On the other hand, Project ORCHID supports 7 interventions with IDUs and their sexual partners in 3 districts (Ukhrul, Chandel and Bishnupur). In this Project, training to build capacity of the partner NGOs receives major emphasis and procurement of needles and syringes is based on demand for supply from the clients covered by the TIs under Project ORCHID. On the contrary, TIs under MACS follow a central procurement plan after a lengthy indenting process. It must be noted that while Project ORCHID was launched in Nagaland as early as June 23, 2004, the project was launched in Manipur 7 months later after protracted negotiations on co-ordination. This provides lessons for future collaborative efforts.





� ILO supported study on “Socio-economic impact of HIV/AIDS on People Living with HIV/AIDS and their families”. The study was conducted by 4 PLWHA networks in India. Delhi Network of Positive People, Manipur Network of Positive People (MNP+), Network of Maharashtra by People Living with HIV/AIDS (NMP+) and Positive Women Network of South India (PWN+) to document the overall experiences of positive people and their families and understand the impact especially on women and children. The study revealed that HIV has, in general, made a deeper impact on women. Women diagnosed with HIV have faced more discrimination, more hardships and had to assume more responsibilities to run the households once their husbands died of AIDS. 





� In 2001, 8 UN agencies (ILO, UNDP, UNESCO, UNFPA, UNICEF, UNIFEM, UNODC, WHO) as well as UNAIDS, in partnership with NACO, the State AIDS Control Societies of 6 states, NGOs and donors initiated the CHARCA Project. The project purpose is to contribute to the empowerment of young women (between 13 – 25 years of age) in 6 districts so that they can protect themselves against HIV/AIDS and STD. The aim of the project is to reduce young women’s vulnerability by providing information, improving their skills and increasing their access to quality reproductive health services. DFID participated in the funding of this joint UN project with funds earmarked for this activity in the North East of India. The 6 CHARCA districts are erstwhile Aizawl (now divided into districts of Aizawl, Champhai, Kolasib, Mamit and Serchhip in Mizoram), Bellary (Karnataka), Guntur (Andhra Pradesh), Kanpur (Uttar Pradesh), Kishanganj (Bihar) and Udaipur (Rajasthan). Impact of CHARCA in Mizoram is yet to be assessed and documented. 


� Sida has been supporting NGOs for injecting drug use (IDU) intervention projects and capacity building, particularly in Manipur since 1993, and has now expanded its support for capacity building, advocacy and experience through the North East NGOs Network on HIV/AIDS (UNAIDS 2001-2002; Co-ordinated response to HIV/AIDS in India). 


� Under ‘Communitization’ (Nagaland’s state program expression of developing community ownership), each village community has set up its Village Health Committee (VHC) to manage, co-ordinate and monitor the functioning of its health services. The committee consists of members representing the main stake holder groups such as the Village Council, the Village Development Board etc. 





� Panda S, Chatterjee A, Bhattacharya S 2000 et al, Transmission of HIV from Injecting Drug Users to their Wives in India, International Journal of STD and AIDS 


� In case additional donors support the expansion of the project, the same management structure would apply.  The PCC would be expanded to include these additional donors
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