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STREAM 1: National Strategic Plan Support Grants
Summary Level
	RF stream
	Country/  Project
	Narrative
	Documents

	Stream 1: RF National Strategic Plan Support Grants 


	Summary:

The NSP Support Grants are coordinated by the respective Ministry/Departments of Health in the 14 PICs.  Its key purpose is to support the implementation of the NSP with a focus to HIV/STI priority activities at national level. This allocation is one of the main sources of funding for HIV/STI activities that are carried out by the Ministry/Department of Health.  Within this allocation, some countries have also apportioned funds to other line ministries and outsourced to civil society partners. Noting that many PICs access more than one source of funding to support their NSPs, the work-plans developed under this allocation took into consideration where funding gaps were most critical and not already (or not sufficiently) supported by other funding sources.  This was also to ensure a reduction in the duplication of funding support for similar activities and to ensure greater equitable distribution of resources across the national response. 
Some progress has been made through this allocation to facilitate a whole of health approach in supporting national coordination of the HIV/STI response, direct implementation of prevention, care and stigma reduction activities through provincial health outposts, national rollout of the Stepping Stones programme, support continued capacity development of national HIV/STI Core teams, review and update national strategic plans for HIV/STIs, and the development of monitoring and evaluation frameworks. In some countries, this allocation has provided support to hire needed programme management and technical staff to carry out and support HIV/STI activity implementation and monitoring.  11 of the 14 PICs are accessing this allocation accounting for 79%.
Noting that many PICTs access a variety of funding sources to support the implementation of their HIV/STI NSPs, the work-plans and budgets developed under this allocation took into consideration critical gaps in funding support for priority areas of the NSPs and as indicated by national coordinators.  This was not only to ensure a reduction in the duplication of funding support for similar activities in-country, but also to ensure greater equitable distribution of funds to support priority areas either not funded, or insufficiently funded, by other national and external donor funds.
Financial Data
Total Lifetime Grant Commitment – AUD$4,245,000.00
	

	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	Cumulative 

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	$672,318
	$429,347
	$157,745
	Total of 11 out of 14 PICTs have now accessed this stream of funding, with 6 of the 14 coming on board during 2010 for the first time.

Disbursement in this stream has been very slow as this stream is directly disbursed to SRs through countries’ Ministry of Finance and then re-directed to the MOH.   Some of the issues to be highlighted in this stream are that funds transferred to some countries through their ministry of Finance are in the government account for almost 6 to 7 months before the MOH could access the funds.  These are due mainly to internal processes within the countries.

The burn rate which is the total expended by SRs divided by the total disbursed reflected for this stream is 23%.  This reflects the slow absorption and the delay by countries to access funds in –country. Consequently the acquittal reports received by the countries are also affected.

Secondly, for the July-Dec 2010 report, this is actually received in 2011, thereby equating to a 6-month period for 99% of the SRs which is not reflected in the acquittal expenditures for 2010. This applies to all the streams under the RF. Hence, burn rates noted, may appear artificially lower than in actuality (i.e. reflecting Jan-Dec period).
There was a 76% increase in this period in the amounts disbursed to the SRs when compared to the 2009 period.  This reflects an increase in the new SRs accessing their grants in under Stream 1.
Total funds acquitted increased from $157 to $157,618 when comparing 2010 from 2009 figures.  
	


Individual Grant Level
	Fiji


	Ministry of Health
	General Comments

Fiji’s MOH finalised the Stream 1 NSP Support Grant costed work plan last quarter of 2009. A total of FJD$304,403 was disbursed in first quarter of 2010 for the period Jan – Jun 2010. Planned Activity implementation focussed on prevention, clinical and monitoring & evaluation priorities. To date, the MOH has not submitted both narrative and financial report. Although many communication follow up has been undertaken and several face to face meeting was also held both at the Ministry as well as SPC offices.

MOH and PC&SS collaborated very well in 2010 in establishing the Stream 2 – CDO Grant programme and Stream 3 – Community Action Grant programme.
	

	
	
	Programmatic Achievements/Highlights

No reports submitted to date. Several meetings have been undertaken as well as follow up communication regarding submission of outstanding reports. An unofficial draft report has been submitted. Data cannot be reported for this 2010 Annual report due to no submission of official report from Ministry of Health Fiji.  GMU has been advised that reports will be submitted first quarter of 2011.

Challenges

The HIV Project Officer departed in April 2010 and an officer at the Ministry was Acting on the position as well as coordinating her other MOH designated role. The new HIV Project Officer was recruited in January 2011. Due to these changes, a lot of time was spent in building capacity of staff who assumed the role. 
Financial Data
Total Lifetime Grant Commitment – AUD$750,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative


	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$172,140
	$172,140
	-
	Fiji has been disbursed 23% of its total grant value.  Funds were transferred in April 2010 and the MOH did not access the funds until 5 months later due to internal processes within Fiji.  No acquittal has been received and follow ups have been done by the GMU team.  Changes in project personnel in the MOH also attributed to the delay in accessing funds for the MOH.
	

	
	
	HIV &STI Epidemiological Situation 

HIV Tests Conducted = 260 (based on Mataika House Lab only)

Total Patient on ART = 40 (33 in central/eastern division and 7 in western division)

Chlamydia Tests Conducted =1562

CT & GC testing in Fiji is yet to achieve its ultimate goal. With the initial goal of providing diagnostic testing to cover important population in the community, this is yet to be realized. Testing is currently been offered to the Reproductive Health Clinic in Suva with a total sample of 1, 570 received during the reporting period. 8 samples were rejected and 1, 562 were tested during the reporting period. 272 samples have CT and GC co- infection, 221 have CT only and 330 have GC only and 16 samples have an indeterminate result. Overall CT prevalence among samples tested is 31% and GC prevalence of 38%. 17% of these patients have CT and GC co-infection.

Prevalence of infection by gender shows that in females there were 189(34%) CT, 122(22%) GC and 83(15%) of these samples had CT and GC co-infection. Prevalence in males shows 304(30%) had CT, 480(48%) had GC and 189(19%) had CT and GC co-infection. Prevalence by ethnicity shows that Fijians have 393 (38%) CT and 480 (46%) GC. 228 (22%) of these samples had CTGC co-infection. Indians have 62 (17%) CT and 83 (22%) GC. 30 (8%) had CTGC co-infection. Other ethnic groups have 38 (25%) CT, 31 (20%) GC and 14 (9%) of these samples have CTGC co-infection.
	

	
	
	HIV &STI Epidemiological Situation 

HIV Tests Conducted =798

Total Patient on ART = 0

Chlamydia Tests Conducted =807
STI Assessed

Gonorrhoea

Chlamydia

Syphilis

HIV

Trichomonas
 

Total tests

Detected

%

Total tests

Detected

%

Total tests

Detected

%

Total tests

Confirmed

%

Total tests

Detected

%

Total male + female

807

77

10%

807

138

17%

716

0

0%

798

0

0%

0

0

0%


	


Stream 2: Capacity Development Organisation

Summary Level
	Stream 2: Capacity Development Organisation 


	Summary: 

The RF Stream 2 CDO Grant programme is the catalyst for broader NGO engagement in the national HIV & STI response. It continues to include and involve an increasing number of non-traditional health, as well as HIV-specific NGOs in its capacity development programs, and through the RF Stream III Community Action Grants managed directly by the CDO. The CDO Programme Coordinator is a key and influential partner in the national response working alongside the Ministry/Department of Health and respective national AIDS committees in coordinating, planning, implementing and reporting on the national response irrespective of funding. 
Financial Data
Total Lifetime Grant Commitment – AUD$1,500,000.00


	

	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	$384,561
	$326,577
	$183,570
	The total value of this stream being disbursed to countries is about 26% and the total acquitted is about 48%.  10 PICs have benefited from this stream.  Five out of the 10 of the PICs were new projects that accessed their funds in 2010, and which reflects 50% of the new PICs accessing funds.  
A total percentage increase in disbursement of funds resulted in a 463% increase in 2010 when compared to 2009 figures. In the 2009 period, the amount disbursed was AUD$57,984 and in 2010 the amount was $326,577.  This is attributed to the increase in numbers of SRs accessing their grants from 2009 to 2010
Total funds acquitted increased from $30 to $183,540 in 2010 and this is due to funds being disbursed in 2009 being reported in 2010.
The acquittal report level is higher in this stream as all of those accessing funds are civil society organizations (and hence are often not hampered by burdensome bureaucratic processes). 80% of the PICs that access this funding have started while 20% are yet to commence. Current RF guidelines require the CDOs to be hosted by a local NGO, but some countries wish to have their CDOs to be hosted by their MOH, so there is better coordination and monitoring of the activities in country. The SPC GMU notified these PICs to submit a concept paper to the PRFC for consideration and approval. One of the countries is yet to make a decision as to which NGO would best would carry out this role.  So one of the issues confronted by the PICs is the limited capacity and man-power in-country to carry out such roles.
	


Individual Grant Level
	Fiji
	Pacific Counseling Services (PC&SS )
	General Comments

 Pacific Counselling and Social Services (PC&SS) began its CDO operations in the first quarter of 2010. 
	

	
	
	Programmatic Achievements/Highlights

· Successful completion of 3 HIV Counselling & Testing Practitioners based Essential Standard training for health care workers in Central /Eastern, Western and Northern division. A total of 41 participants from the 3 divisions included health care workers from both government and civil society
· Undertook 2 RF CAG Call for Proposal submissions. A total of 5 out of 10 applications received are approved from the first CAG proposal call, while the second call is yet to be finalised
· Completed 1 Project Design Management (PDM) Training. 15 participants who submitted CAG Grant proposals completed the PDM Training.
· Participated in the Regional CDO/NAC meeting to discuss issues and progress of programme implementation
· Capacity building of the CAG grant partners undertaken face to face
· Networked with other partners to coordinate national priorities activity implementation, such as the Stepping Stones programme and Workplace Development programme
· Undertook 6 coordination meetings with the MOH
· 16 VCCT sites were reviewed. Of these, 6 were in the Western Division, 4 in the Northern Division and 6 in the Central/Eastern division. 3 of the 16 VCCT sites met essential standard assessments. These include 33% (2 out of 6 sites in the Western Division) and 25% (1 out of 4 sites in the Northern Division) and 0% in the Central/Eastern Division met essential standard. Recommendations for improvement of the sites to meet essential standards were made and conveyed by PC&SS to the site operators

Challenges

The main issue it the finalising of the Standard Operating Procedures for the RF CAG Grants Most Significant Change Story from participants who attended the Basic Counselling Skills for Work in HIV and Other STIs Field Training workshop.
Financial Data
Total Lifetime Grant Commitment – AUD$150,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$18,988
	$18,988
	$9,531
	This is one of the SRs that had accessed this funding in 2010 for the first time.  13%, or $18988, of the total grant value has been disbursed. 50%, or $9531, has been acquitted. 
Reporting is usually on time but incomplete documentation has caused some delay in finalizing their acquittal reports. The SPC GMU also experienced some difficulties in the number of fees this organization claimed from the project which became challenging at times to resolve.
62%, or $5929, of the acquitted amount was utilized for the payment of staff PC&SS involved in the project. 17%, or $1605, was attributed to training activities, while the remaining percentage was attributed to operating cost, capital cost and travel expenses. 
	


Stream 3: Community Action Grants

Summary Level:
	Stream 3 
Community Action  grants administered through the CDO in -Country


	Summary: 

The Community Action Grants (CAG) is tailored specifically for community-based groups in the PICs. The grant promotes capacity building of small community groups with basic programme and financial systems, using the grant as an opportunity to improve these, and supporting organisations prepare themselves in such a way as to qualify for these small grants. It also allows for HIV & STI issues to be integrated into a range of other community-level interventions and development initiatives. The grant is a stepping stone for community groups to invest in their systems, gain experience with managing small grants and progress towards bidding and managing bigger grants. 

Most SRs have not yet started their RF CAG projects with the exception of Vanuatu CAG SRs. In those countries where a CDO has been selected, they are currently in the process of finalising proposals from the communities to be endorsed by their respective National Aids Committees/National Coordinating Committees.

Financial Data
Total Lifetime Grant Commitment – AUD$1,410,000.00
	

	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	Cumulative 

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	$71,178
	$71,178
	$37,957
	A total of 14 PICs access this funding for Community Action Grants. This stream showed a 100% increase from 2009.
These funds are to be disbursed through the CDO who will hold these funds in a Separate Trust Account for disbursing once the NAC/NCM has approved projects to be funded.    The CDO’s role is to call for proposals from the community and assess them with criteria already being set with NAC/NCM for eligibility. This stream has a wide coverage in all levels for the community.  Some of the criteria may also include gender and equality considerations, to name a few.

The GMU will only disburse funds to the CDO once SPC receives an approved list of proposals being endorsed by the NAC/NCM in partnership with the MOH in country.

After this, the CDO’s role is also to compile and consolidate the reports from the CAG recipients and then forward these to GMU for reviewing.
	


Individual Grants Level
	Fiji


	Pacific Counseling Services 
(PC&SS )
	General Comments

PC&SS had established the Stream 3 Grant programme. It took a while to establish the Grant Trust Account as a lot of documentation was needed by the Bank, and for NACA to determine the signatories to the account.
The first round of Call for Proposal submission was made in 2010. A total of 10 proposals were received which mostly reflected prevention-related projects. Funding is yet to be released as of December 2010. 
	

	
	
	Programmatic Achievements/Highlights

· 5 proposals endorsed by NACA
Challenges

Financial Data
Total Lifetime Grant Commitment – AUD$180,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$0
	$0
	$0
	
	


Stream 4: Competitive Grants
Summary Level
	Stream 4 

Competitive Grants 

	Summary: 

There are 45 Competitive Grant (CG) projects supporting 35 organisations in the implementation of innovative prevention, education, care and support activities. These organizations include local and regional NGOs, local government agencies and other community-based civil society organizations.  Of these, 20 projects are implemented by 10 organisations that have 2 projects each. Those currently accessing Stream 4 are national NGOs (e.g. Wan Smolbag Theatre, Fiji Network of Positive People, Youth to Youth in Health, MenFiji, etc.), whilst others include affiliates of international NGOs like Save the Children, Red Cross, Burnett Institute and the International Planned Parenthood Association, or other government agencies (i.e. Pohnpei State HIV and STI Programme). These projects tend to have more specific target groups or activities such as social research and working with specific risk groups such as sex workers, men who have sex with men and seafarers.  One project was completed in December 2010 (Yap Oceania Community Health), and will be evaluated in 2011. 
Strategies funded this stream tend to be wide-ranging and are often based on innovative approaches (i.e. Red Ribbon Club for Children in 4 Honiara settlements, income-generation projects for sex workers in Fiji, drama and infotainment in Tonga and Fiji, and Stepping Stones roll out in Federated States of Micronesia, Solomon Islands and Fiji, etc.). Marie Stopes International Pacific projects were terminated in December 2010 due to a closure of its Pacific operations. 11 projects had not commenced in 2010 due to lack of capacity and human resource among other things. The GMU is continuing to work with the respective organisations to progress these projects, and explore avenues through capacity building and technical support to mediate these. As a last resort, and in line with the GMU Performance-based Grant Management Policies, the option of termination of the grant has been made known to the SRs. This was enforced by the GMU in 2010.  
Financial Data
Total Lifetime Grant Commitment – AUD$4,627,000.00
	

	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	Cumulative 

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	$1,342,414
	$899,178
	$524,988
	A total of 45 projects were under this stream in 2010.  Some PICs have about 10 projects.  This stream was the first of the RF streams to be accessed by the SRs as it consisted of more projects in comparison to all the other streams. 
This stream showed a percentage increase of 103% in the amount disbursed in 2010 when compared to 2009 figures.  In the 2009 period, $443,236 was disbursed, while in 2010, $899,178 was disbursed.
Total funds acquitted increased from $118 in 2009 to $333,540 in 2010. This reflects 76% of funds transferred in 2009 and acquitted in 2010

19 out of the 45 were new SRs that accessed their funding in 2010. 11 out of the 45 remaining SRs will access their funding in 2011.  One of the grants has been terminated due to organization ceasing operations in the Pacific.
	


Individual Grant Details
	Fiji
	Fiji Network for Positive People (FJN+)

(RFJFNP02)
	General Comments

This project’s main focus is to conduct a survey to assess the ability of key populations to access to appropriate HIV/STI testing and treatment services.  Project target groups included street kids and young people.  The report for this project has yet to be finalised and is due in June 2011.

	

	
	
	Programmatic Achievements/Highlights

· Conducted a survey to assess the level of access to HUB Centre Services for HIV/STI testing and treatment. The research project was able to attract a total of 32 research participants from Suva, Lautoka and Labasa.
Challenges

· Significant amount of staff changes/shortages at the HUB Centre in Labasa resulted in coordination difficulties and conducting/maintaining Patient Interviews and Record Reviews for the purpose of research component of the project.
Financial Data
Total Lifetime Grant Commitment – AUD$50,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$37,698
	$0
	$23,250
	A total of 75% has been disbursed out of total grant value of $50,000.  No funds have been acquitted in the 2010 period. The issue is the delay in reporting and the GMU RF is carrying out follow up actions.

44%, or $9063, of the acquitted amount relates to personnel costs.  22% is attributed to payments for publications, while 11% is attributed to training costs. 13% is attributed to capital costs and the remaining 10% was for operating expenses such as rent and utilities.
	

	Fiji

	Fiji Network for Positive People (FJN+)

(RFJFNP03)


	General Comments
This grant is solely to support the institutional strengthening of FJN+ in terms of core funding addressing staff salaries (approved by AusAID as a continuation of prior PRHP support).  All activity costs are supported by other grants (including other RF streams).
	

	
	
	Programmatic Achievements/Highlights

· World AIDS Day Pre-Launching conducted
· World Testing Day Roadshow conducted promoting Voluntary Testing and Prevention of Parent to Child Transmission of HIV around Vitilevu from 5th to 11th July 2010. Villages visited were Veinuqa in Tailevu, Naibita Village in Wainibuka, Tavualevu, Wyndham Hotel at Denarau, the Sheraton Hotel, Sabeto Village, Namatakula in Sigatoka, and Vunibau Village in Deuba.
· AIDS Ambassadors Participation in the events
· Road Shows conducted where the Fiji Network for People Living with HIV & AIDS organized a road show with the theme to promote voluntary HIV testing and Prevention of Parent to Child Transmission HIV Campaign. The 6-day road show targeted young people particularly at child bearing age from 18yrs – 40yrs.  
· Advocacy Training was conducted in August, 2010 for 11 PLHIV.  It had two major components, including Training of Trainers and the development of an Advocacy Strategic Plan for the next five years.
· Stepping Stones and Life Skills Training conducted.  The combination of the two programmes was designed to enable people to explore the huge range of issues which affect their sexual health- including gender roles, money, alcohol use, traditional practices, attitudes to sex, attitudes to death, and their own personalities. During FJN+ participation in HIV awareness or event at any community the two programmes are been combined to allow participant to participate and open up with HIV issues. This has significantly increased their knowledge on HIV and AIDS and strengthens their ability to cope with daily challenges. 
· A four-week Stepping Stone Training Workshop was held from 6.9.10 to 28.9.10 at Matata Settlement, Lami organized by FJN+. The training was initiated by Foundation of the South Pacific International (FSPI), funded by Ministry of Health (NACA) and implemented by FJN+. The workshop had been effective in generating sustainable effective behaviour change in many communities. It helped the community members to develop a greater social capital in relation to the issues that make the community vulnerable to HIV. The training was designed to allow women, men and young people to address their relationships in a constructive, fair and equitable way. People who went through the training would be able to explore their social, sexual and psychological needs, to analyse the communication blocks they faced and to practice different
Challenges

· To transfer the skills and knowledge into practice with the limited resources available for PLHIV advocacy work
· Translating the advocacy strategic plan in vernacular to other members that does not understand and speak English
Financial Data
Total Lifetime Grant Commitment – AUD$130,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$20,792
	$20,792
	$0
	FJN+ have accessed their funding for the first time in the second half of the 2010 period, hence no acquittal reports were received for this reporting period. 
	

	Fiji
	Pacific Counseling 
and Social Services

 (RFJPCS02)
	General Comments

This project is under PC&SS’ VCCT Programme at CWM Hospital. The project aims to provide pre and post test counseling targeting both ante-natal mothers and their partners to have informed decisions about HIV testing and other prevention information.


	

	
	
	Programmatic Achievements/Highlights

· Gradual improvement in the integration of counselling services into the routine ante-natal process that aims at minimizing the risk of parent to child transmission (PPTCT) of HIV.
· Pre and post test counselling is conducted on a daily basis to expectant mothers and their partners who have been referred from the nurses or approached by PC&SS counsellors, daily counselling numbers were given to ante-natal staff to compare against numbers booked and were able to identify numbers of mothers who had missed out.

Jan – June 2010 period stats                                               July – Dec 2010 period Stats 
Pre test – Total of 451 completed

Post Test Total of 465

Age group

M

F

Age group

M

F

15 – 25

66

151

15 – 25


2

232

26 – 35


0

207

26 – 35


66

132

36 – 55


14

21

36 – 55


0

24

56+

1

· A total of 538 pre-test sessions for women were conducted during this reporting period (This number omits those who did not yet return for their post-test counselling before the end of 2010). 49% of this total are between the age group of 15-25 years. 92% of the total gave their written informed consent to be tested. 33% of those giving their consent have had a HIV test in their previous pregnancy. Fijians made up the larger percentage (74%) of those counselled, due to the larger population proportion. A total of 1005 pre test sessions was conducted for the period January to June and was not reported earlier due to the delay in receiving post test results.

· Slight improvement in the referral system from the nursing staff was evident when on a couple of weeks 100% referrals were achieved. Change of nursing staff often contributed to the drop in sustaining this trend. Discussions to maintain 100% referral is on-going.
· Positive response from males/spouses to the Men’s Programme was evident in slight increase in numbers of males pretested for HIV/STI and the increase in males accessing condoms and lubricants at ANC.
· The specialized men's programme at the CWM hospital has progressed on despite the challenges faced.  A total of 92 expectant fathers were pre-tested at CWM during this period compared to the 159 for the last reporting period. The decrease is attributed to the fluctuating number of men that often accompany their partners to the clinic. 53% of the men seen during this period were within the age group of 15-25 years of age, inadvertently capturing a significant proportion of a high risk group for contracting and transmitting HIV/STIs (i.e. sexually active young people).
· In 2010, a total of 251 men attended HIV counselling at the ANC, of which 31% (n=79) gave their written informed consent to be tested for HIV. Fijians made up a greater proportion of male clients. Compared with women more men reported being currently sexually active (75% as opposed to 58%), and reported a greater number of current sexual partners, with only 85% indicating they had only a single sexual partner (compared with 98% of women).
· More men than women reported ever using a condom (61% versus 42%). However, only 60% of these men reported using a condom with their regular partner.
· Internal evaluation of the Men’s programme was conducted in June to enable PC&SS to learn more about the men’s experiences with the programme. A total of 48 interview forms were reviewed and the data collected summarised.
· HIV Presentation was delivered at the antenatal clinic waiting room to a total of 3383 females and 325 males. 
· 68% (n=172) declined the HIV test 32% (n=55) reported they would consider testing later. Some other reasons reported for declining the test are recently tested, busy with baby or simply choose not to give a reason.
COMMODITIES DISTRIBUTION – 2010
Nausori Maternity
Jan - Jun
Jul - Dec
Total
Male
2164
3766
5930
Female
443
508
951
Lubricant
875
253
1128
Dissemination of IEC Materials
 
 
Jan - Jun
Jul - Dec
Total
HIV Brochure
English
499
604
1103
Fijian
492
699
1191
Hindi
145
97
242
Total
1136
1400
2536
STI Brochure
English
0
173
173
 
 
Jan - Jun
Jul-Dec
Total
Number of HIV Presentation
 
20
29
49
Head Count 
580
756
1336
    Challenges

· Low number of mothers receiving their results due to mothers default in clinic attendances or transferred to other sites. Others are due to nursing staff oversight.
· Need for more awareness of the services provided with the Men’s Programme in ANC amongst spouses/husbands
· Not enough regular supply of breastfeeding pamphlets as this is a very good tool for pregnant mothers, especially first-time mums
Financial Data
Total Lifetime Grant Commitment – AUD$150,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$58,987
	$34,515
	$33,709
	A total of 39% has been disbursed of the grant value. Acquittal reports were received on time but incomplete. The challenge noted in PC&SS reports was the many fees being charged for services provided in-house by PC&SS but requiring clarity to ensure there is transparency on charges incurred and whether they were relevant to the project.

95%, or $32161, is attributed to personnel costs for PC&SS staff involved in this project. The other 5 % is attributed to the operating/capital costs.
	

	Fiji
	Pacific Counseling and Social Services
(RFJPCS04)
	General Comments

The Sekoula project aims to target sex workers in the Western Division to improve sex workers’ knowledge on HIV/STIs including other sexual health information, and have improved access to sexual health commodities such as condoms.

	

	
	
	Programmatic Achievements/Highlights

· Conducted on-going support group and/or sessions at the drop-in centre
· Distributed condoms and other information materials available at the drop-in centre
· Worked with sex workers to build their capacity in project management

Challenges

· Need to re-programme prevention outreach services due to the HIV Decree that had specific clauses about engagement of sex work, and which did not create an enabling environment for sex workers, and which could potentially jeopardise the legality of the prevention work with sex workers 
Financial Data
Total Lifetime Grant Commitment – AUD$140,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$0
	$0
	$0
	
	

	Fiji
	 Fiji Amateur Sports Association and National Olympic Committee (FASANOC)
(RFJASA01)
	General Comments

	

	
	
	Programmatic Achievements/Highlights

· STOP HIV developed a Community Coach Curriculum by combining with the Oceania Sports Education Program (OSEP) Curriculum with the Kicking AIDS Out Peer Leaders Training programme. This curriculum was piloted in Fiji from the 15th to the 19th of February 2010 where 9 young coaches from various sports acquired the life skills training that will be utilized in coaching clinics in schools and communities for disseminating messages on prevention of HIV through sports. OSEP had previously trained 36 community coaches and peer leaders in 2009, and increased to 45 in 2010.
· 7 STOP HIV Champions were recruited for 2010, and underwent a comprehensive 3-day training for from the 12th to 14th of March 2010 held at the Club Coral Coast. The main aim of the training was to introduce the champions to the programme and equip them with basic HIV and AIDS knowledge. Along with the seven new recruited STOP HIV Champions, three 2009 Champions extended their term for a further 6 months into 2010. By the end of 2010, STOP HIV Programme trained 22 STOP HIV Champions.
· STOP HIV Team was invited to take part in the inaugural Pacific Youth and Sports Conference organized by the Oceania Football Confederation in the New Zealand from 15- 20 March, 2010. A team of STOP HIV Champions from Fiji and Vanuatu were selected to facilitate sessions throughout the week and raised awareness and knowledge amongst the youth in the region. The main objectives of this conference was to enable the team of STOP HIV Champion to increase the knowledge amongst the youth of the Pacific on HIV/STIs, and how other countries could encourage their NOC to start STOP HIV in their respective countries and to promote the programme’s key message: “ Be A Leader, Promote Sports, Prevent HIV”. They reached out to more than 200 youth from 14 countries. The Fiji Delegation was awarded with USD 20,000.00 from the OFC to deliver the STOP HIV programme to the Fiji football teams in 2011.
· FASANOC STOP HIV National Coordinator and STOP HIV Regional Manager attended a three-day training held at the Studio 6 Conference Room between the 26th, 27th and the 29th of April 2010 on HIV/AIDS Policy in the Workplace. This were jointly organized by the MOH and the Ministry of Labor - Industrial Relation and Employment, together with their regional partners, the International Labor Organization, Red Cross and UNAIDS. This training targeted government and NGOs that advocate on HIV and AIDS in the workplace. FASANOC, as the driver of the STOP HIV Programme nationally, began the process of developing its own HIV/AIDS Policy in the Workplace, and which will be passed down to all the 40 National Federations affiliated to FASANOC by the end of 2011.
· The STOP HIV Project Team, namely the FASANOC Chief Executive Officer, and the National Programme Coordinator joined the Regional Manager for the STOP HIV at the Studio Six Conference for a half-day training workshop on the M&E Framework on the 11th of June, 2010. This workshop was organized by SPC RF Team based in Suva, as part of the agenda for the Annual Meeting of the CDO/NAC. The session covered identification of various key reporting data and identification of areas that need attention to ensure all work plans are finalized, refined and consolidated. All recipients for the RF were invited to this last session and engaged in generated discussions and highlighted on the MSC aspect of the evaluations.
· Completed 15 Safe Games & Sports Outreach events in 2010. This included the Easter Weekend Games, National Volleyball Trials, Nasinu and Suva Netball Knockout Tournament, 2010 Fiji Secondary Schools Athletics 2010 Coke Games, 2010 Pacific Rugby Cup, Fiji Games 2010, Marist Eastgate Memorial Tournament, Inter- District Championship Soccer, National Trials- Swimming, Fiji Secondary School Basketball Championship, Inter-District Championship Netball, and the Fiji Secondary School Hockey Championship.
· Conducted three Basic STOP HIV 101 sessions with Elite Athletes. This included the Athletic Training Squad Session, 2010 Oceania Weightlifting Championship (OWC) Fiji Team Session, and evening team sessions with the Pacific Team who participated in the Pacific Rugby Cup Series.
· Strengthened of STOP HIV Governance Structure
Challenges

· Managing STOP HIV Champions/Volunteers who need constant coaching irrespective of their gender, ethnicity, social commitments and perceptions
· Outreach Team had to travel long distances, and especially in the evening for conducting Team Talk Sessions. This was due to the fact that the team camping site is not near to game venue, and travelling times were long
Financial Data
Total Lifetime Grant Commitment – AUD$125,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$59,822
	$35,739
	$33,087
	FASANOC was disbursed 48% of the total grant value and the acquittal funds acquitted was about 39%.  Reporting was on time with well-organized supporting documents. 

30%, or $9833, of the acquitted amount is attributed to payment of personnel costs coordinating the activities. 28%, or $9355, related to transportation costs. 17%, or $5,519, was for training costs.  7%, or $2383, was for communication costs, and the remaining 8%, or $2525, was for payment of flyers or pamphlets used for the STOP HIV campaign.
	

	Fiji
	Youth Inc Fiji

(RFJYIF01)
	General Comments

This project is a behavioural research project aimed at targeting street kids in Fiji. The project proposal submission was submitted by Youth Inc. Fiji who eventually endorsed its novation to FSPI. Youth Inc. Fiji had some management issues to address, and impacted upon the commencement of the project until the management of the project was addressed.


	

	
	
	Programmatic Achievements/Highlights

· A research committee was set up to oversee the research component of the Streetwise project. Relevant stakeholders, such as the MOH, Department of Social Welfare, UNCEF, USP, PHSRC, Save the Children and SPC were invited to sit on the research committee and consult the research project activities. 
· Research protocols were developed to guide the research. The draft research protocol underwent a process of scrutiny, and was assessed by members of the research committee before it was submitted to the National Health Research Committee (NHRC) for endorsement. The research committee has been constantly engaged in the progress of the research protocol, and in providing advice and technical assistance on how the research protocol can best address the concerns of the NHRC. The research protocol has been submitted and feedback has been received from the NHRC. Five key issues raised by the NHRC were:
1.  Who will provide consent for the minors (under legal age of consent of 18 years)?
2. Age of study participants
3. Who is the legal guardian for these minors?
4. Legal implication for some sensitive questions if used in the survey tool (e.g. sex with minor, experience with sexual violence, current practice sexual practices, use of recreational drugs like marijuana, and other illegal activities and health-risk situations like glue sniffing)  

Challenges

· Finalising ethical standard of the research proejct by addressing issues raised by the Research Ethics Committee

Financial Data
Total Lifetime Grant Commitment – AUD$100,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$31,453
	$31,453
	$6
	A total of 31% has been disbursed for this project in the last period of 2010. Hence their acquittals will be covered in the 2011 period.

	

	Fiji
	Reproductive & Family Health Association of Fiji
(RFJRFH01)
	General Comments

The Stemming the Tide Project is a male-focused approach to HIV/STI and unplanned pregnancy control project which commenced in 2009, with specific focus on HIV & STI education and training of trainers of seafarers through the College of Maritime, Fiji. The module used is mirrored off the International Planned Parenthood Federation’s Integrated Comprehensive & Life Skills Sexuality Education.

	

	
	
	Programmatic Achievements/Highlights

· Involvement of more younger male seafarers in the awareness programmes
· Working with College of Maritime and the Ports Authority of Fiji in having a Memorandum of Understanding (MOU) in the setting up of drop-in-centres which can be utilised by seafarers to access information on Sexual & Reproductive Health & Rights (SRHR) which includes HIV and AIDS as well as STIs
· Meeting with Medical Services Pacific (MSP) to also have an MOU whereby RFHAF will be able to make referrals for seafarers to utilise their HIV testing services as well as clinical services   
· Involvement of seafarers spouses, although programmes for spouses have not begun    

Challenges

· Establishment of clinics for seafarers that can also provide testing services (one stop shop)
· Require HIV workplace policies for seafarers
· Data collected by the MOH not segregated by occupation, but may be taken into consideration as part of the data collection aspect of the project
· Need to do carry out research on sexual behaviours of seafarers to inform the work of the project
Financial Data
Total Lifetime Grant Commitment – AUD$100,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$52,917
	$40,144
	$20,509
	A total of 52% has been disbursed of the grant value to the SR for this grant, and 39%, or $20,509, has been acquitted.  The main issue is the incompleteness of reports and delay in reporting.

48%, or $9,804, of the total funds acquitted is attributed to training costs, and 38%, or $7,758, is attributed to payment of staff involved in the project.
	

	Fiji
	Fiji Red Cross Society

 (RFJRCS01)
	General Comments

The Fiji Red Cross HIV & Workplace Project focuses on providing HIV/STI prevention and the development of workplace policies in selected work places in Fiji.
Programmatic Achievements/Highlights

· 13 Trainings in the Workplace completed. These brought the numbers of workplaces trained for 2010 from 1 to 19 workplaces.  Specifically, 7 workplaces in Labasa, 4 workplaces in Suva, and 2 workplaces for Lautoka. A total of 73 beneficiaries were reached. 
· After the Trainings in the Workplace were completed, workplace managers were approached on a face-to-face basis who had conducted the trainings.  The purpose was to monitor build up after the training, and gage any further assistance needed from employers in completing a draft HIV and AIDS Workplace Policy.
· Training of Trainers conducted 
· Database for HIV in the Workplace training developed
· Assessment for Workplaces and Instructors conducted
· Monitoring visits to two project sites completed. Both project sites delivered training sessions and follow up visits to targeted workplaces. Labasa developed strong, effective collaboration and partnership with targeted workplaces in the District. This resulted in employers allowing their employees (company representatives) to attend a one or 2 full days of training on HIV and AIDS in the workplace during their normal working days. 
· All training sessions conducted were monitored through pre and post knowledge data collection and evaluation forms and findings noted below. 
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Challenges

· Lack of participation of key employers representative

	

	
	
	Financial Data
Total Lifetime Grant Commitment – AUD$100,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$36,580
	$14,936
	$19,651
	Total amount acquitted utilized 30%, or $5,832, for payment of staff. 32% is attributed to the purchase of office equipment, and 15% was attributed to training activities, while the remaining funds acquitted were utilized for payment of operating costs, communication and local travel costs.
	

	Fiji


	Fiji Red Cross Society

 (RFJRCS02)


	General Comments

The Fiji Red Cross “Together We Can” Peer Education project focuses on providing prevention and outreach activities targeting young people in 5 districts in Fiji.

	
[image: image2.emf]HIV & Blood IEC  Materials Review Report Sept 10.pdf



	
	
	Programmatic Achievements/Highlights

· Identification, recruitment and training of peer educators whereby a total of 27 Peer Educators were recruited from the implementing branches to attend the Training of Trainers which was held at National Office in Suva
· Revision of peer educators selection criteria and role description completed  
· 20 communities were visited by trained Peer Educators: 5 in Rakiraki, 3 in Tavua, 3 in Savusavu, 1 in Lautoka, 5 in Taveuni, 2 in Labasa and 1 in Sigatoka 
· 1127 direct beneficiaries were reached in the 20 communities visited. Peer education sessions were conducted in these communities with regular follow up which include the provision of male/female condoms and IEC materials.
· A review of the FRCS HIV and AIDS Frequently Asked Questions Brochures in the three languages was conducted by a Consultant in August. The purpose of the review was to evaluate the quality of the IEC materials and to document lessons learnt in terms of the current IEC materials development and intervention. The scope of the review also focused on an analysis of the quality of the IEC materials and its effectiveness. It was conducted for a period of 2 weeks which included desk review at the National Office, interview of key stakeholders and a field visit which was conducted in selected communities in the Western, Eastern and Northern Division where the IEC materials have been distributed through various FRCS programmes. 

Challenges

· Communication breakdown between implementing branches and targeted communities sometimes cause delay and cancellation of project activities
· Transport to remote communities is expensive and intermittent often requiring peer educators to stay in the village for extended days
· In some communities, the group was not able to be split into young men and women due to decisions from the village leaders and adults. 

Financial Data
Total Lifetime Grant Commitment – AUD$120,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$16,933
	$16,933
	$0
	Red Cross Fiji accessed their funding in the second half of 2010. 14%, or $16933, of the total grant value has been disbursed to the grantee. Acquittal reports for the July-Dec period will be reflected in 2011.
	

	Fiji
	Marie Stopes International Pacific

(RFJMSI02)


	General Comments

The MSIP TT4U grant was terminated on 25th Dec 2010 due to the closure of the MSI Pacific Office as a directive from the Marie Stopes International Australia office. The reason given was the global economic crisis that resulted in a scaling down and closure of MSIP operations, and based on an assessment made by MSIA in terms of ‘value for money’. Closure procedures were implemented between October and December 2010.

	

	
	
	Programmatic Achievements/Highlights

· Participation at the Fiji School of Medicine Open Day in which information and awareness was carried out to more than 500 students. IEC materials were distributed as well as demonstration on the proper use of condoms both male and female

· Participation at the Hibiscus Festival event which profiled and sold Try Time condoms, as well as the distribution of HIV/STI information. More than 5000 young people accessed the health booth set up during the weeklong event.

· The team managed to secure 4 new outlets to distribute Try Time condoms located at:
· Early Shop, Martintar, Nadi

· Shameems Service Station, Queens Highway, Nadi
· Rana’s Service Station, Kabisi, Sigatoka, Queens Highway
· Touch & Go Enterprises, Nadi, Queens Highway
Challenges

· The acceptance of condoms is still an issue in traditional communities and for the older generation. Also, talking about sex is still a taboo in some conservative communities. Consequently, the team had to change some of the approaches used.
· The CSM project covers four towns in the West which is quite a challenge to the small team and small budget
· Condom social marketing approach cannot work as a standalone and the integration of this with the community peer education project is the strategy used
· The closure of the project has discontinued work and achievements made through the project.
Financial Data
Total Lifetime Grant Commitment – AUD$100,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$51,395
	$20,877
	$27,296
	MSIP terminated in September 2010.  Other procedures are still being undertaken by SPC to officially close this project.  This relates to acquittal of funds being disbursed. 

63% of the acquitted funds was attributed to payments for staff involved in the project, whilst 26% was attributed to training and publication materials.  The remaining 10% was utilized for payment of communication and some research costs.
	

	Fiji
	Marie Stopes International Pacific

 (RFJMSI03)


	General Comments

 Please refer to MSIP comments above.  Grant terminated.

	

	
	
	Programmatic Achievements/Highlights

Challenges

Financial Data
Total Lifetime Grant Commitment – AUD$140,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$0
	$0
	$0
	
	

	Fiji
	 Males Empowerment              Network Fiji

(RFJMEN01)
	General Comments
The project commenced in 2009, however there were substantial delays by the Fiji National Ethics Committee in the approval of the research. The project proposal was revised to include an Integrated Behavioural Biological Survey (IBBS), and not confine it only to the behaviour KAP survey proposed originally. This had to be reviewed and approved by the GMU.  The approval was received in October 2010 with the fieldwork implemented in December 2010.  Analysis and results will be made will be made available in 2011. The study has two survey components, a behavioural survey and a biological (bloods and urine) component. The aim of the study is to establish the levels of knowledge, attitudes, practices and behaviours of Men Who Have Sex With men (MSM) in Fiji. From the results of this study, MENFiji will then design their intervention and other relevant me addressing the needs of their constituents in Fiji. The participants will be asked for their signed consent to participate in both arms of the research.  
	

	
	
	Programmatic Achievements/Highlights

· Approval obtained in November 2010 for MENFiji to undertake the IBBS study which was an expansion from the initially planned behaviour only survey among MSM members in Suva, Lautoka and Labasa
· 470 samples were collected in Suva and Lautoka
· This is the first of its kind in the region to include both behavioural and clinical assessment of MSM population with a large sample size, and with screening tests including Hepatitis B, syphilis,  Chlamydia and gonorrhoea
· Good collaboration with the Fiji Medical Lab through the MOH for the clinical component of the research 
Challenges

· Supplementary ethics application was requested by the Fiji Independent Reviewers for the blood and urine tests delayed the approval of the project, and subsequent commencement date
Financial Data
Total Lifetime Grant Commitment – AUD$50,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$33,333
	$0
	$423
	This is one of the most problematic organizations in terms of reporting and acquitting of funds disbursed.  67% of the total grant value has been disbursed, but 100% has not been acquitted in 2010. Follow-up actions have been carried out by the GMU, and reports have now been received in 2011 for funds received in 2009.
	

	Fiji
	Males Empowerment Network Fiji

(RFJMEN02)
	General Comments

 Please refer to RFJMEN01 section above.
	

	
	
	Programmatic Achievements/Highlights

Challenges
Financial Data
Total Lifetime Grant Commitment – AUD$45,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010
(AUD$)
	Financial Narrative
	

	
	
	Cumulative
(AUD$)
	FY 2010
(AUD$)
	
	
	

	
	
	
	
	
	
	

	Fiji
	Pacific STI & HIV Research Centre (PSHRC)

(R01PRC02)
	General Comments

 This project commenced in the last quarter of 2010. The project focuses on conducting secondary data analysis on the SG Country Data for selected PICs. The criteria for countries selected was done in consultation with the SPC STI Advisor. 5 PICs were selected for this project.


	

	
	
	Programmatic Achievements/Highlights

· A Coordinator was recruited in 2010
· Approval was obtained from 3 countries (Fiji, Solomon Islands and Vanuatu) to implement the project in 2011
Challenges

2 countries (Tonga and Samoa) did not consent to being part of the project due to the lack of understanding and consultation held with the respective MOHs on the purpose of the project that supported PRSIP II. There was a cloud of suspicion that the regional organisation would implement a project that would not benefit national policy and HIV/STI interventions.
Financial Data
Total Lifetime Grant Commitment – AUD$140,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$22,867
	$22,867
	$6
	This organization has been disbursed 16%, or $22,687, of its funds in the last half of 2010. Hence, their acquittal report is not reflected in this period.
	

	Multi Country Projects
	Burnet Institute Pacific

(R01BIP04)
	General Comments

Please refer to R01BIP03 above.
	

	
	
	Programmatic Achievements/Highlights

Challenges

Financial Data
Total Lifetime Grant Commitment – AUD$50,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$0
	$0
	$0
	
	

	Multi Country Projects
	Foundation of 
the Peoples of the South Pacific

(R01FPS02)
	General Comments

FSPI has been involved with UNIFEM, UNFPA and UNDP to create opportunities to strengthen the Gender Based Violence (GBV) and HIV/AIDS reduction initiatives. The project commenced in 2010 as a one-year programme supplementing the Regional Stepping Stones Programme through the use of drama and gender discourse.
	

	
	
	Programmatic Achievements/Highlights

· Two males and one female potential SS trainers received and completed a 4-week training course in Gender Relations and Human rights with Fiji Women’s Crisis Centre.   The intention of this was to develop the capacity of and build the number of facilitators within FSPI who could facilitate discussions on gender and power relations, actions which lead to women’s empowerment or disempowerment, challenge ingrained behaviours and attitudes which discriminate against women and children and increase the risk in transmission of STIs/HIV, and gender-based violence.

· Two scripts were commissioned, developed and workshopped with the Dynamic Vocals and FSPI. They were based on ‘Domestic Violence’ and ‘Rape’. FSPI had the assistance of a Fiji-based New Zealand PHD student researching playback theatre and helped to guide the development of an effective social change theatre by providing support to the drama group. The Regional Health Programme Manager (RHPM), the Health Promotion Adviser and trainers also undertook a peer review during this development of the script and performance.  

· The RHPM compiled and developed a series of resources and background material on gender and HIV for the drama group’s reference for their work and together with the HPA they provided gender issues briefings to the group.  The HPA drew on her background of SS to guide the conceptualisation the script on key issues raised in community discussions and training.

· In April 2010, FSPI partnered with the MOH to conduct another facilitator training course. There were 5 MOH communities (which comprised of four community facilitators and an Assistant HIV Officer), two Peace villages and one FJN+ community representative. The FSPI trainers who had received gender training actively participated in additional sessions focusing on gender relations. The intention was to strengthen other facilitators’ capacity to discuss and act about sensitive issues such as gender violence and rape. 

· The Director of FWCC conducted an introductory talk on gender awareness and women’s human rights session with participants. The Fiji training provided the opportunity for FSPI to overcome a key challenge highlighted in the last reporting period and that was to increase the gender and human rights and male engagement to advocate for gender equality and reduction of gender-based violence.

· A total of 4 new male facilitators and 2 new female facilitators were present at the Fiji training in a bid to overcome the loss of regional technical assistance from SPC. These six individuals are experienced and skilled community facilitators and will be called upon for future regional trainings.  

· The HPA visited Tonga to introduce SS to a range of community organizations and established a relationship with the Tonga Women’s Crisis Centre (TWCC) to ensure gender related issues becomes a strong component of SS in Tonga. As a result, TWCC will be running pre-training workshops on gender with facilitators before the first in-country SS training.  

· The Gender Equity Measure Scale was refined and improved resulting in quicker analysis and feedback on the gender attitudes, but with some issues requiring a stronger focus. The new system ensures absolute confidentiality while matching the age/village data to increase indication of behavioural change analysis. Since this process is continually being reviewed and improved, key questions which may indicate changes in behaviours as well as attitudes will be explored.

Challenges

· Training a cadre of committed male SS facilitators to address and challenge masculinities within themselves, their peers and their communities of men and women which negatively impact on gender equality and women's empowerment in their relationships with women. For SS communities to be able to identify and analysis gender discrimination and its impacts and create positive strategies for change within each community
· M&E of the increase in behaviour change as an impact of the pilot gender through drama for social change community conversations approach
· SS facilitator’s ability to challenge gender stereotypes with community members.
Financial Data
Total Lifetime Grant Commitment – AUD$50,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$50,000
	$50,000
	$22,009
	Total disbursed to FSPI is 100%.  Total acquitted is 44%, or $22009.  Follow up action is being carried out by the GMU team on remaining un-acquitted amounts.
78%, or $17,076, was attributed to payment of project staff involved in implementing the project, while the remaining balance was attributed to fieldwork costs and other operating and communication costs.
	

	Multi Country Projects
	Pacific Islands AIDS Foundation (PIAF)
(R01PIA05)
	General Comments

The programme commenced in 2009. It is reliant on the work of the Intern Communications Officer based in the Cook Islands. The project also deviated from its original proposal of capacity building of media practitioners through formal training, and instead initiated Facebook updates through the PIAF page as a means to advocate for sensitizing media stories on HIV and STIs. This role has seen the project put out more than 10 responses to the media on the continued use of negative terms that fuel rather than reduce stigma and discrimination attitudes in the PICTs. 


	

	
	
	Programmatic Achievements/Highlights

· Established network with 3 media agencies in Fiji and Tonga 

· Increased postings on Facebook that has continued to profile the project as well as raise awareness on the issues around insensitive reporting and the likely consequences around stigma and discrimination

· 10 media releases addressed to Pacific Island Media corporations to highlight the continued negative media stories on HIV issues
Challenges

· Reports are not submitted in a timely manner and the delay in sorting out programme and financial issues. This continued to affect the continuity of the project.
· PIAF not consulting the GMU on progressing with the project by using its core funds in the instance RF project funds was not forthcoming due to outstanding financial acquittals. The GMU had advised that this is not a practise the GMU will support in future. This is important as some activities charged against the grant were not in line with the project objectives and which have been rejected by the GMU. This would have been avoided had the approval been sought from the GMU to use other funds.
Financial Data
Total Lifetime Grant Commitment – AUD$75,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$0
	$0
	$0
	
	

	
	
	$48,177
	$48,177
	$20,933
	Homosphere has been transferred 32% of their funds in the first half of 2010.  A total of 43% has been acquitted.  One of the main challenges is the language as all acquittals are in French. Help has been sought form one of the GMU staff in Noumea to assist with the translation of the information received. Translation tool in MS Word was also used to help with financial acquittals interpretation.
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$34,844
	$17,444
	$5,864
	31%, or $$34,844, has been transferred of which $17,444 (50%) of that amount relates to 2010 disbursement.  There has been a delay in reporting from this SR for the 2010 period.
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$24,133
	$16,785
	$10,150
	A total of $16785 was disbursed in 2010 and only 42% was acquitted in 2010.
	


STREAM 5: PRSIP Support Grants
Summary Level

	Stream 5

Regional Grants 

(summary level)


	Summary: 

Funding Stream 5 – PRSIP Support Grants provides funding to regional and international support
organisations for the implementation of high priority activities identified in PRSIP II and contributing to
PRSIP II outcomes and objectives.  
All of the PRSIP Support Grants support a range of activities across the PICTs, and in collaboration with a wide range of stakeholders addressing regional capacity development initiatives, research and policy development, and discussion forums/meetings. Under the coordination of SPC, regional partners via technical working groups and strategic planning meetings, coordinate activities and address the need for technical assistance for PICTs under this allocation.

All of these grants were originally managed out of the SPC GMU office based in Suva.  However, due to Suva staff movement and departures, the SPC GMU based in Pohnpei took over management of the non-SPC SRs in November 2010 (14 grants). The other 6 Stream 5 grants are still managed out of Suva and split between the 2 PDOs based in Suva.  For the Pohnpei team this arrangement has posed some specific challenges in providing oversight and assistance in the management of these grants due to the remoteness of the Pohnpei office from the regional partners who are mainly based in Suva, including PC&SS (Lautoka), Cook Islands (PIAF) and New Zealand (NZAF). Initial 2010 budgets did not include Pohnpei staff travel to Suva for the sole purpose of conducting monitoring visits with Stream 5 SRs, so these activities took place in conjunction with other planned SPC RF GMU meetings in Suva. 
Financial Data
Total Lifetime Grant Commitment – AUD$7,050,200.00
	

	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	$2,448,675
	$1,377,686
	$1,350,380
	The Stream 5 financial situation has been mixed, with some SRs progressing well with their activities and providing timely reports, while others are significantly under-spending with delayed activity implementation and late submission of reports, indicating a wide range of organizational and technical capacities.  
In addition, a number of activities were over-budgeted resulting in significant savings which contributed to the low cash burn rates by the end of 2010. Technical support from the SPC GMU RF has and continues to be prioritised and provided to those to SRs review their budgets and activity plans to ensure a more accurate and realistic reflection of how things have progressed to date, including more stringent monitoring of SR activities by the GMU RF Team.       
	


Individual Grant Level

	Country
	Organisation
	Narrative

	Documents

	Multi Country Project
	UNAIDS

(R00UNA01)
	General Comments

The proposed programme is part of a partnership between the UN system through its coordination mechanism, UNAIDS (for the purposes of this initiative including the UNAIDS Secretariat, WHO, UNFPA, UNICEF and UNDP), and SPC. The purpose of the project is to assist selected countries to develop coherent M&E systems which contribute to more efficient use of data and resources by ensuring that: 1) systems appropriate for the small island, low population, low prevalence settings of the region are comparable over time; 2) reduce duplication of effort; 3) are country owned, understood and managed; and 4) that data generated serve the needs of the country and regional constituents, including national programme managers, researchers, donors and implementers in a coordinated and consistent manner.  This grant supports M&E development activities in the Solomon Islands, Vanuatu, Fiji, Cook Islands, Kiribati, Tonga, Nauru, FSM, Tuvalu and Palau.

Activities supported under this grant include:

1. Review and develop national strategic plans for HIV/STIs (in partnership with Burnet Institute Stream 5 grant)
2. Review and develop national M&E frameworks for HIV/STIs (in partnership with Burnet Institute Stream 5 grant)
3. Assist countries to conduct assessments on the progress made towards Universal Access (UA) targets 

4. Assist PICs to prepare 2010 UNGASS Reports

5. Pre-test Country Response Information System (CRIS) software

6. Undertake National AIDS Spending Assessments (NASA) in PICs

7. Support the implementation of GF for HIV M&E SS (Systems Strengthening) in PICs

8. Establish and support a Pacific regional M&E Technical Working Group – PMEWG (in partnership with Burnet, WHO, SPC, UNFPA, UNICEF and UNDP)
9. Provide input into the UNDAF Outcome Group 3 monitoring framework

10. Mapping of regional data collection instruments, HIV Focal Points, training tools, assessments and surveys

11. Administrative fees (UNICEF)

12. End-of-Project Evaluation (EPE) 


	

	
	
	Programmatic Achievements/Highlights

· Reporting on the UNGASS Declaration of Commitments by PICs increased from five in 2008 to ten in 2010, which indicates significant improvements in capacity of PICs to monitor and report on the status of their respective HIV and AIDS responses. It is important to acknowledge that the reporting process was country led, and the output from the exercise will provide the most comprehensive dataset on HIV for an increasing number of PICs. It also sets the foundation for PICs to be engaged in assessing progress made toward universal access to HIV prevention, treatment, care and support services to all those who need them.
· Fiji became an entry point to pre-test the rollout of the Country Response Information System (CRIS) software designed to assist countries in tracking HIV data. A comprehensive training on the use of the software was conducted involving national and district level HIV officials of the Fiji Ministry of Health.
· There has been a remarkable improvement in collaboration between the SPC, UN and other Development partners on the monitoring and evaluation of the HIV situation and response in the PICs. 
· The development of the Pacific M&E Training Curriculum commenced allowing for more capacity building opportunities – trainings to be rolled out in 2011
· Through the efforts and consistent meetings of the Pacific M&E Technical Working Group, there is a sense of improved coordination among regional partners in planning and implementing M&E related activities in the Pacific.
· Other M&E activities including the M&E Self Assessment of GF R7 recipient countries, the Fiji NASA and other M&E related activities were jointly planned and implemented.

Challenges

· There were capacity challenges in some of the countries to collect the necessary data and prepare the UNGASS National Composite Policy Index. 
· Countries which have opted to undertake the UNGASS reporting process without TA could not perform as expected
· Difficulty in engaging and having commitments from some countries national AIDS authorities
· Maintaining the momentum and commitment of partners to the PMEWG
· Late disbursement of funds by SPC and PICs’ government internal financial processes  delayed some actions to be taken
· Internal communication challenges within PICs’ governments contributed to the delay of implementing some activities
Financial Data
Total Lifetime Grant Commitment – AUD$450,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$323,451
	$210,565
	$126,161
	A total of 59%, or $74,336, was acquitted against fieldwork costs consisting of mainly hiring consultants for the implementation of project activities. 31%, or $38,506, related to training activities, while the remaining 10% was attributed to travel costs for the project.
	

	Multi Country Project
	WHO

(R00WHO01)
	General Comments

The purpose of this project is to strengthen the capacity of national laboratories for HIV/STI diagnosis through hybrid training approach using online education and in-country practical/hands-on workshops.

In consultation with WHO, the Pacific Paramedical Training Centre (PPTC) is to be sub-contracted to develop a training programme that can be regularly updated in light of new developments and best practices suitable for the Pacific environment and administered through the WHO’s Pacific Open Learning Health Net (POLHN) website.  Recognised by many Health Ministers as a valuable capacity building mechanism, there are currently 19 POLHN centres in 12 PICs delivering various key health courses in the Pacific.

At the commencement of the project, there were initial delays due to lengthy SPC/WHO negotiations of the terms and conditions of the RF grant, which in turn resulted in the delay of the disbursement of the first tranche of funds.  Secondly, the WHO’s internal administrative practices further delayed access to the funds.  Taken as a whole, the project fell behind schedule by approximately six months. Despite this, it is currently anticipated that the project will be completed within the original timeframe.
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	Programmatic Achievements/Highlights

The main achievement for 2010 was the development of the ‘hybrid’ course consisting of two parts: a theory component consisting of 11 weekly modules covering all the STIs and RTIs (Reproductive Tract Infections) and the practical workshop that will be conducted in the National Laboratory of participating countries. It is anticipated that each theory module will take between 1 – 2 hours to complete.  In order to evaluate the student’s understanding of the subject matter, at the end of each module, there will be a series of multi-choice questions that must be successfully completed before moving on to the next module.
It is anticipated that the course will be accessible via POLHN by Q2 2011 with in-country workshops for further capacity building and mentoring commencing thereafter.  
Challenges
As mentioned above, there were initial delays with the commencement of the project.  However, the current challenge is addressing WHO’s contracting and procurement policies which currently conflicts with the agreed terms and conditions of the RF grant, namely the acquittal of 85% of funds disbursed before further funds can be disbursed.

There was an apparent lack of orientation to RF reporting requirements and templates for the SR which resulted in incomplete narrative and financial reports. The SPC GMU identified this oversight and provided the SR with proper review and training of the reporting templates. Subsequent reporting has improved.
Financial Data
Total Lifetime Grant Commitment – AUD$449,700.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$118,145
	$118,145
	$14
	Financial reports submitted were not always correctly filled, but this was quickly resolved with some guidance and explanations.
	

	Multi Country Project
	SPC AHD
Adolescent Health and Development

(R01SAH01)
	General Comments

The SPC Adolescent Health and Development Programme (AHD) RF project under the SPC Public Health Division commenced in January 2010 and complements the AHD core activities funded by UNFPA that includes the inclusion of Family Life Education (FLE) into the school curriculum, strengthening of peer education networks and the establishment of youth friendly facilities in selected PICs. The objective is to ensure an increased access to sexual and reproductive health services for young people.
	

	
	
	Programmatic Achievements/Highlights

· Empowering Nurses for Youth Support - Peer Education and Reaching out to Most At risk Young People
· 50 Peer Educators trained at the Fiji College of Nursing
· 130 young people attend a peer education refresher training in Makin Island (Kiribati). This is a joint activity with the Reproductive Health and Adolescent Health coordinators at the MOH/TA provided by the SPC AHD 
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· Assistance provided to the Vanuatu and Kiribati MoEd Curriculum Development Units to analyse the National Curriculum and Assessment Framework and explore the opportunities for the inclusion of the Family Life Education programme 
· Development of the Youth Friendly Health Services Guideline - Consultation Workshop (Vanuatu)
· Assessment of Saupia Health Centre for the Integration of Youth Friendly Services (Vanuatu)
Challenges

· Difficulties in getting data on youth reached for all activities including clinic (YFS) data
· Delayed reporting as well as some reports not forthcoming despite multiple facilitations
· Government commitment is sometimes unclear or weakening in certain areas of health care – e.g. decreasing support towards project funded programmes
· Addressing youth health in the context of social, economic, educational and other developmental areas
Financial Data
Total Lifetime Grant Commitment – AUD$450,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$50,783
	$50,783
	$105,367
	Total percent disbursed against the grant value was 11% for SPC AHD. But they managed to acquit more than the disbursed amount to implement the activities that was planned for 2010 resulting in 207% shown as acquitted against the disbursed amount. They had submitted their Jan-Jun 2010 and Jul-Dec 2010 together at the end of 2010 which has contributed to the acquittals been more than the disbursed amount. 

Total amount acquitted was attributed to trainings for in-country activities. 42%, or $44699, of this acquitted amount paid for in-country activities. 35%, or 36,724, was attributed to co-sharing personnel costs for staff involved in implementing this project.  22% was attributed to operating costs, travel and capital items to refurbish some of the youth clinics in-country.
	

	Multi Country Project
	National Serology Reference Laboratory, Australia (NRLTM)

(RAUNSR01)
	Background
This project aims to support the field validation of HIV confirmatory rapid test algorithm for use in selected PICTs. HIV testing is a challenge in the Pacific with blood samples for confirmatory testing needing to be sent overseas laboratories for confirmatory testing.   Because of geographical and logistical reasons, turnaround time for HIV confirmatory test results is often lengthy and delayed.  Therefore, patients do not receive timely and appropriate care.  This issue was addressed during the regional Technical Consultation on HIV Testing in the Pacific held in May 2008 in Pago Pago, American Samoa.  The meeting recommended a harmonized HIV testing algorithm using rapid tests.  

For Phase I of the project, the National Serology Reference Laboratory (NRL) based in Melbourne, Australia, was contracted by SPC to conduct validation testing in order to choose two HIV rapid tests as confirmatory testing for a reactive HIV Determine screening test (NB- most PICTs are using this test as the rapid HIV screening test). This project builds upon the results taken from that Phase I and supports both Phase II, the field validation of the testing algorithm in select countries, and Phase III, broader implementation and monitoring of the testing programme.
General Comments

Because of the performance of the rapid tests in the Phase I validation study, and the three years it took to complete the validation of the recommended HIV testing algorithm, the HIV Testing Task Force decided to expedite the validation testing by combining the field validation (Phase II) with the actual implementation of the algorithm (Phase III).  This means that there is continuing validation of the HIV testing algorithm and quality assurance with roll out of the HIV testing algorithm.
	

	
	
	Programmatic Achievements/Highlights
The recommended HIV testing algorithm has been implemented in seven countries:  Kiribati (June 2010), Solomon Islands (August 2010), Vanuatu (August 2010), Marshall Islands (September 2010), Samoa (November 2010), Palau (November 2010) and Federated States of Micronesia (December 2010).  A combined laboratory and clinical training was conducted in the seven PICTs mentioned by a team composed of SPC’s HIV/STI Laboratory Consultant, SPC’s HIV Treatment and Care Adviser and a staff from NRL.  A total of 32 laboratory staff have been trained on the HIV testing algorithm in the seven PICTs mentioned.

Challenges

The plan was to pilot the recommended HIV testing algorithm in Fiji first.  However, Fiji MOH was ready to adopt the recommended HIV testing algorithm.   There was also an issue of harmonizing funding support for the laboratory experts that conducted the training in-country. 
Financial Data
Total Lifetime Grant Commitment – AUD$89,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$68,571
	$40,666
	$30,199
	As of September 2010, 77% of the value of the grant was disbursed with only 44% acquitted as of December 2010. No additional disbursements were requested in July-December 2010.
	

	Multi Country Project
	Pacific Counselling and Social Services

(PC&SS)
(RFJPCS03)
	General Comments

This project addresses building national level human resources to have a sound HIV and other STI counselling and testing (GC & CT) network throughout ten PICs. This is the second aspect of a wider project with SPC and the Global Fund (HIV and other STI VCCT Practitioners training in ten countries).

The goal of the project is to promote and provide access to professional HIV Continuum of Care Treatment and Support services by training counsellors to the Diploma level, thus establishing a foundation for an infrastructure of professional counsellors throughout the PICTs with broader counselling skills, and who could provide support to those trained in basic HIV/STI counselling (VCCT). These counsellors will become an integral part of OSHHMM teams in each country who take a leading role in HIV and other STI awareness, prevention, testing and care and support programmes.  Diploma candidates are from the Cook Islands, Niue, Solomon Islands, Tonga, Vanuatu, Nauru, Tuvalu, Vanuatu, Kiribati, Palau, RMI and the FSM.

Through self-study and distance learning courses students are expected to complete 22 units.  The SR conducts face-to-face in-country workshops and practicals periodically during the course of the programme to supplement the students’ self-learning.  The SR also evaluates and monitors the students’ progress in completing their units. 
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	Programmatic Achievements/Highlights

· 24 diploma candidates continue to be trained and participate in the course in order to develop an in-depth understanding of the five therapies of counselling and how each therapy could be integrated to provide a holistic approach counselling support to their client
· Allowed self-evaluation for the trainees where a particular trainee highlighted the need to work on self- improvement to see a positive change in others.
· Some countries have started to utilize the services of these trainee counsellors in assisting their clients
· Diploma candidates have been able to apply their counselling skills and knowledge to other aspects of their work, including health promotion and outreach and HIV/STI prevention work
· Block 3 tutorial, which focuses more on practical experiences (i.e. conducting role play sessions/demonstration of skills) was conducted successfully for the trainees in the South
· The trainees also have an opportunity to role play using the five therapies
· Units were submitted and resubmissions were given a priority
· Through continual mentoring and follow up, there was great improvement from Kiribati students in submission of their units
· A total of 8 out of 24 students were able to submit up to Unit 22 by December 2010
Most Significant Change Story:
The most significant change for me was how the training has equipped me with the necessary basic counselling and communication skills which has now enabled me to be more confident to conduct counselling for youths accessing our service. I had a different perspective of counselling when coming into to attend this training. Initially when I went through the units I thought they are very short than what I have expected in terms of content.  However when the facilitator conducted the tutorial, going through each units, doing group exercises, discussions etc, I became overwhelmed with the knowledge I have gained and was speechless on how professional the facilitators were.

Before when I use to conduct counselling, I thought my sessions were conducted in a very professional manner because I am a qualified nurse. However this training has made me realized that there was no proper procedure nor was there any structure on how the sessions were conducted and I also lacked a lot of skills in counselling. In addition I had no awareness of the importance of rapport building with clients; there was no risk assessment or any documentation of the pre-test and post test counselling session. Sessions were conducted even without explaining confidentiality and its limits. While we were going through the training I began to realize the importance of engaging clients from the first time you meet them and this was thoroughly covered in this Diploma.
Through this unit, “Working with clients” I was made to reflect on what I was doing in my previous counselling sessions and it empowered me to think about ways in which I can improve on the service that I am providing to the youths. Now I have learnt that trust is the foundation of a positive working relationship with clients. Thus in order to conduct a successful counselling session, rapport building by engaging a client in a positive way will display to the client that you are a professional thus enabling/ empowering the client to feel comfortable to express themselves.
In addition, the effective communication skills I have acquired from this Diploma training has greatly improved my communication skills both in my personal and professional life because I am more aware of the communication barriers and I am trying my best to listen and listen well and look at the different issues I come across from another perspective. Moreover I am now eagerly looking forward to take what I have from this training and implement it in my daily work as an ARH nurse and HIV trainee counsellor.
Challenges

One of the main challenges of this project was the late submission of units or slow responses from students on re-submission of units. There are varying factors as to why students were late in submitting their required course work which included, competing obligations and work commitments, lack of supervisory support and oversight, other technical issues, and connectivity challenges which limited the students’ access to the internet, and resulting delays in the reviewing and marking of completed units.

Another challenge that was evident through the role plays was that the students are still finding it difficult to put some of the counselling concepts into practical demonstration (application of concepts). To tackle this issue, the students were provided with a Five Therapies DVD.  Students could use this as a learning tool when they are back in their respective countries and for role play practices. 
Especially in the smaller PICs, where prevalence of HIV is particularly low, the diploma candidates did not have adequate opportunities to practice and apply their counselling skills and knowledge. It was suggested by many of the candidates and their supervisors to the SR that arrangements should be made to provide secondment opportunities in Fiji for those candidates.

Because the entire course was conducted in English, including study materials, units, study groups, in-country workshops and practicums, those students whom English proficiency was low, encountered some difficulty and challenges in completing their courses, and comprehending course presentations and lectures.
Financial Data
Total Lifetime Grant Commitment – AUD$332,300.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$268,052
	$208,448
	$117,876
	79% of funds acquitted were attributed to training activities implemented by PC&SS. 13% was utilized for staff costs and 9% was used for operating expenses.
As of December 2010, 81% of the total grant was disbursed with 44% of the disbursed funds acquitted as of December 2010. PC&SS is currently requesting to extend the project due to slow implementation to December 2011.
	

	Multi Country Project
	OSSHHM - Oceania Society for Sexual Health and
HIV Medicine

(RFJOSS02)
	General Comments
OSSHHM was awarded a Stream 5 PRSIP Support grant to support the capacity building of health care workers engaged in HIV and sexual health care in the Pacific. Specifically OSSHHMM works with 115 members in 16 PICs. 
 
	

	
	
	Programmatic Achievements/Highlights

· Formation of 2 OSSHHM country teams – OSSHHM had initiated discussion with Vanuatu and Solomon Island to form OSSHHM in-country teams
· Flip chart distribution – 65 copies of the flip chart distributed to four countries for OSSHHM members. The flip chart is used to assist in the delivery of voluntary confidential counselling and testing for HIV (VCCT)
· Increasing membership numbers
· International training of OSSHHM members – 2 OSSHHM members selected and supported to attend the  Annual ASHM conference and International short course in HIV medicine and related matters

Challenges

· Membership engagement remains an on-going challenge. Various issues have limited member engagement such as:

· Limited or no regular internet access of many members

· Geographical isolation of members limit their access to resources 

· OSSHHM’s role remains unclear to members 
· HIV treatment issues continue to exist in some countries with pre-existing human and health resource limitations. OSSHHM endeavours to continue to provide ongoing professional development in the Pacific to ensure a pool of well-trained HIV clinicians in each country with PLHIV  

· Brain drain continues as HIV care providers depart to other employment opportunities abroad
· OSSHHM’s work is limited to HIV and needs to extend its scope include STIs and general sexual health issues
Financial Data
Total Lifetime Grant Commitment – AUD$418,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$129,901
	$51,105
	$112,432
	The total percent disbursed against the grant value was 31% (2009 and 2010). In 2010, they managed to acquit 87% of the total value that was given to them to implement their activities. 
46%, or $51646, of the amount acquitted was attributed to personnel costs, 33% or $37,645 was attributed to training in country. 17% was utilized for travel costs while the remaining amount was attributed to communication, operating costs and publication expenses.
	

	Multi Country Project
	Regional Rights Resource Team (SPC)
(R01SRR01)
	General Comments

The RRRT Stream 5 grant focuses on the implementation of the HIV and Human Rights Programme in the Pacific. The specific focus of this project is in capacity building, as well as input into to national-level legislative changes where HIV is being noted in countries’ legislative agendas.

	

	
	
	Programmatic Achievements/Highlights

· Tuvalu HIV Comprehensive Law Recommendations - The Tuvalu national consultation was held from the 15-19 July with key stakeholders from the MOH, NGOs such as Family Health Support, TUFA, TANGO, Red Cross and the police.  A total number of 16 participants, 4 males and 12 females attended the 5-day consultation. The primary focus of the consultation was the examination of supportive laws that addressed the issues of stigma and discrimination as this was a real concern for Tuvalu. The group developed a Tuvalu-specific set of drafting instructions which was presented to the Secretary for Home Affairs, the AG’s office and the MOH. TUNAC is awaiting formal endorsement from the MOH in order to start the drafting work for a HIV Model Legislation in Tuvalu. The government has informally requested SPC/RRRT for assistance in developing a HIV law which is human rights and gender compliant. 
· Pacific Diploma in Legal Practice, Suva, Fiji, Law School, 4th – 15th October 2010 - As with the first cohort of PDLP students, the second half of 2010 saw the instilling of human rights approach to legislation as a positive thing. HIV was a full-day programme which saw the students learn some of the technicalities surrounding the subject of HIV and the law. Not many knew the human rights issues surrounding HIV, and at the end of the session, many were convinced at the importance of approaching HIV with a human rights approach.
· Regional Lawyers Workshop – Auckland New Zealand, 29th Nov – 2nd December 2010 - A 2-hour session was committed to highlighting to lawyers from around the region the issues surrounding HIV and the law. Many of the lawyers had not been exposed to the subject of HIV and the law. Many questions on criminalisation of HIV and legal liability of victims were raised. It was through a thorough presentation and the Q & A that followed that an understanding of the issues surrounding HIV and the law was appreciated. One point that struck home during this particular presentation was the fact that presenters have to be well-versed not only with legal questions surrounding HIV, but also be conversant about things such as the how and why of transmission. One question that was asked was whether mosquitoes can transmit the HIV virus. The lawyers came from the following countries: Samoa, Solomon Islands, Vanuatu, Nauru, Fiji, Marshall Islands, Tuvalu and Kiribati. The students came from Fiji, PNG, Solomon Islands, Samoa and Vanuatu.   
· Human Rights Defenders Training, 6th – 10th Sept 2010 - During the session that reviewed the human rights issues of regional countries, a recap of the issues for the RMI and FSM were given to the participants. An example of an issue for RMI was that the RMI is the only Pacific country that has criminalised transmission of HIV. The question that was constructed for this issue was: The Government of Peoples Republic of China congratulates the Republic of the Marshall Islands on its report and asks the Republic of the Marshall Islands to explain to the HRC why it has transmission of HIV on its laws when this is not a HR approach to battling HIV? This question was actually put to the Minister of Foreign Affairs for the Republic of Marshall Islands during the “mock session”.  Attending UNAIDS team monthly meetings, where discussion on a range of HIV issues, projects, etc. are done.  Meetings are customarily held on the last Tuesday of every month.
· Universal Periodic Review Report for Samoa and Palau - The Universal Periodic Review process provides an opportunity for PICs to review and prioritize pressing human rights concerns. SPC/RRRT in partnership with OHCHR and the Pacific Islands Forum Secretariat supported Samoa (20th -24th September) and Palau (16-20 August) in developing their state reports and the civil society with their stakeholder submissions. Through these in-country forums, government and civil society were able to draw linkages between HIV and human rights and call for an enabling environment. Samoa and Palau expressed their concerns on the high levels of stigma and discrimination and a need for awareness of HIV issues and comprehensive HIV Legislation. Below are excerpts for the Samoa and Palau State and civil society reports.   
· 2 State Reports undertaken – Samoa and Palau’s state reports completed.

Palau State Report

1. Since testing and surveillance were implemented in 1989, only eight persons have been identified as HIV-positive in the Republic of Palau. Confidential testing and referral is conducted at the Belau National Hospital in the Family Health Unit (Family Planning - Antenatal Clinic) and at the Communicable Diseases Unit. A clinic was set up in 2007 to provide free counselling, testing and referral located at the Palau Community College campus. A resource centre at the same college campus location was also set up in 2007 for education, information, referral and distribution of condoms. Rapid test kits are used for initial testing with preliminary confirmatory tests conducted in Palau using repeated rapid tests and ELISA tests. All such testing is voluntary and services are free. HIV and STI cases are reported to the Reportable Diseases Surveillance System (MOH).

2. There has been some notable successes in the work on HIV and AIDS. A health resource centre was opened in early 2007 on the campus of the Palau Community College next to the only public high school. This resulted in increased condom distribution among high school and college students (more than 3,000 condoms distributed from March to December 2007 and 353 people visited from September to December 2007). The same college campus provides HIV/STI counselling, testing, referral, and care services at its Open Clinic. 

3. A youth peer mentor programme was established in 2007 to educate and to recruit youth for testing and condom distribution. There is provision for universal screening for pregnant women in place known as “Preventing Mother to Child Transmission” (PMTCT).  There is screening of all donated blood. Privacy, confidentiality and consent are key elements in testing, counselling and referrals. 

4. Some key challenges remain:  high mobility of the population which makes it difficult to engage in sustainable prevention activities, community attitude towards high risk behaviours (multiple partners), low prevalence of condom use, and HIV/STIs being perceived as a foreign problem.

Samoa State Report

· HIV and AIDS continues to pose a major threat that requires the maintenance of vigorous public awareness programmes and effective institutional medical responses. The resurgence in tuberculosis is also a concern requiring further strengthening of awareness and treatment regimes.

Challenges

· Cultural and customary barriers
· Religious barriers and misinformation on the virus
· Core financing issues (i.e. New Zealand AID withdrawing funds in areas like human rights, gender and HIV) creating problems in terms of continuing to undertake/sustain these activities 
Financial Data
Total Lifetime Grant Commitment – AUD$450,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$158,757
	$104,810
	$105,503
	The SPC RRRT has managed to acquit 66% of the total funds disbursed. However, this acquitted percentage does not include the Jul-December 2010 acquittals which will be reflected in the 2011 report. 
The total acquitted to date showed that 66%, or $69,200, was utilised for staff costs involved in this project. 23%, or $23,896, was attributed to training activities and travel, whilst the remaining 6% was attributed to operating costs, capital costs and communication expenses for the project.
	

	Multi Country Project
	UNAIDS Pacific in coordination and collaboration with UNDP Pacific Centre, UNICEF, UNDP and ILO under the auspices of the UN Joint Programme on HIV – Leadership Component

 (R00UNA02)
	General Comments
Over the last 2 decades, the Pacific has learnt that confronting HIV requires strong political commitment and leadership; supportive legislative and policy frameworks; enhanced access to treatment, prevention, care and support for people living with HIV; approaches based on human rights to combat stigma and discrimination; the promotion of gender equality; and the active participation of people living with HIV and affected communities. It is generally believed that this cannot be achieved without strengthening the capacity and understanding of Pacific leaders from government, the community and the faith arena.
The RF Stream 5 project is therefore a partnership primarily between UNAIDS and the UNDP Pacific Centre but in partnership with the UNDP Country Office, ILO and UNICEF under the UN Joint Programme on HIV. The purpose of the project is to assist countries to upscale advocacy on leadership at all levels, whether it be at the political, workplace, urban, rural or community level. This is done through training of trainers in-country who undertake the Transformational Leadership for Development programme (TLDP) sessions nationally in order for the information to be disseminated and used widely. These in-country trainers would then undertake the sessions in their own countries.  

Activities under the project also involve participation of groups such as the arts and media to influence a wide audience and contribute to promoting a better understanding on HIV that will be conducive to strengthen prevention and care efforts. This initiative is also in harmony and consistent with other proven initiatives in the region such as Stepping Stones (methodologies are similar, mutually reinforcing and complementary).
	

	
	
	Programmatic Achievements/Highlights
In 2010, efforts have focused on reviewing lessons learnt from previously implemented TLDPs, establishing baselines and liaising with/identifying potential partners in the countries this project will work in.

Two partners were identified in Tonga and Fiji, both faith-based organisations:  The South Pacific Association of Theological Schools (Fiji) and Sia'atoutai Theological School (Tonga). A TOT for participating leaders from these FBOs is planned for Q1 2011. The aim of the TOT workshop will be to:

a. Involve Christian leaders in the HIV response through raising their awareness and sensitizing them with regards to various aspects of the epidemic, including stigma and discrimination 
b. Build on the global momentum gained in and familiarize participants with relevant Christian Leaders Declarations and Position Papers on the HIV response 
c. Familiarize the participants with the Christian Religious Leaders Kit in Response to HIV as a practical tool on how to integrate messages related to HIV and AIDS in their work 
d. Equip the Christian Leaders attending with the skills and tools needed to convey the message to their peers and train others 
e. Adapt the TOT Training Manual which was used in the Arab states to the Pacific context and to be used for the TOT in the three project countries 
Challenges
· There were initial challenges in identifying potential partners among the PICs and ensuring that these partners were willing to spearhead and implement the project activities. There is current discussion among the UN agencies to re-think the current criteria for selecting potential partners for this project in order to overcome delays
· Incomplete reporting by the SR possibly due to the lack of proper orientation and training of the RF reporting requirements and templates
· To ensure that efforts under this project do not duplicate other regional partners efforts to engage faith-based leaders to address HIV and STIs.  The Pacific Conference of Churches (PCC) has a similar project funded under Stream 5.  It will be vital for the SPC GMU to ensure that UNAIDS and PCC communicate and coordinate their work together 
Financial Data
Total Lifetime Grant Commitment – AUD$350,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$115,007
	$0
	$7
	Funds were disbursed in November 2009. Acquittal reports were submitted in January and May 2011 with less than 85% of the disbursed funds acquitted. No additional funds were disbursed as of May 2011.
	

	Multi Country Project
	Foundation

 of the Peoples of the South Pacific International (FSPI)
(R01SFP01)
	General Comments
The regional Stepping Stones project is a joint programme between the SPC Prevention Cluster and the FSPI Health Programme. The project focuses on the provision and coordination of the regional Stepping Stones programme through the provision of technical assistance, and resource mobilisation. The project commenced in 2009 and though t it is a labour-intensive programme, it has provided clear indications of behaviour change amongst target audiences as well as community facilitators, and therefore should be continue to be supported and rolled-out.  
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	Programmatic Achievements/Highlights
· The development and distribution of the Community Facilitator Journal assisted community facilitators in collecting quantitative data regarding their Stepping Stones workshops, and is a tool used by project managers and coordinators in supervising community facilitators and gauging their progress in facilitating Stepping Stones workshops in their communities.

· Many requests for reprinting of the Stepping Stones Manual and M&E Toolkit were met in 2010.  Manuals in English, I-Kiribati and Bislama were reprinted and distributed to support national trainings of community facilitators and implementation of Stepping Stones in new communities.
· Editions 1-4 of the Stepping Stones newsletter were distributed in 2010. There continues to be positive feedback from countries regarding the newsletters. Progressively, more article contributions from country partners were received and included in the newsletter.  The newsletter aims to share and promote Stepping Stones experiences from around the region and internationally, to increase collaboration around the region, and also attempts to document the impacts and success stories that are happening around the region. It is widely distributed electronically and in hard copy format.
· From continuous strong support from the Fiji MOH, in April 2010, the project supported a national community facilitator’s training for 23 facilitators, which included two male facilitators from Guam.  Under the Cross Pacific Sharing Initiative, two experienced facilitators from the Solomon Islands were present to assist in the training of the facilitators. Based on feedback from previous evaluations, two more sessions were added to the 10 day training:  one session to specifically address the issue of gender in order to build facilitators’ understanding of gender issues and to increase their confidence in discussing such issues with their community members, and the second session showed how the use of drama can be used as a powerful tool to educate communities.  

· Building on the strong relationship with the Fiji MOH, funds were released to FSPI to manage the roll- out of Stepping Stones in 8 Fiji communities. This has involved the administrative management of facilitator and community payments and M&E TA support. The two male advocates have provided additional support for facilitators during the gender-based violence sessions and gender relations discussions. Though not funded by the project, but certainly a related activity, the roll-out in Fiji was possible through collaboration and commitment from the national level for Stepping Stones. A positive working relationship has been developed with the Ministry and has resulted in FSPI and MOH collaborating on various other initiatives (e.g. the World AIDS Day celebrations, Fiji Reproductive Health Policy, etc.). From the Fiji work plan developed at the retreat, facilitators mapped out activities for further roll-out and capacity building in the area of M&E and gender analysis. A proposal has been sent to the Fiji MOH seeking these funds for roll-out in 2011. 
· In May, the project funded a stakeholder’s meeting in Tonga to introduce Stepping Stones to potential partners and collaborators.  As a result, Tonga expressed interest in rolling out Stepping Stones in 2011.

· In August, the Solomon Islands National Training was conducted. For this activity, the project funded Nelly Hano’s attendance as a co-facilitator to the training, and provided manuals and community journals for the training. The training was coordinated by the in-country facilitator team from MOH, SIPPA and Oxfam, and funded by Save the Children. The training had a total of 44 participants from the various community and civil society organizations. 

· Remaining funds from an initial tranche that was sent to SPC North for TA to Guam and Chuuk was used to conduct a monitoring trip to Chuuk and to conduct M&E Toolkit training for four facilitators in Guam. In Chuuk, it was noted that community facilitators had a better understanding of stigma, discrimination and gender equality issues and how it relates to HIV and STIs, and had demonstrated more confidence and leadership qualities.   Furthermore, it was noted that there has been an increase in collaboration and partnership with the Chuuk State and FSM National Government and other stakeholder agencies in Chuuk for Stepping Stones activities.  The visit provided an opportunity for the Chuuk group to discuss successes, lessons learnt and challenges and ways to address these challenges.  In Guam, the capacity for the core Stepping Stones support group on the use of the M&E Toolkit and processes was improved. It is envisioned that this TA role for the North will continue to be provided by SPC, and also once the Prevention Adviser SPC comes on board. 

· This reporting period saw the inaugural Stepping Stones Retreat conducted in Fiji from the 22nd – 26th November. Stepping Stones countries present at the retreat included Fiji, Solomon Islands, Kiribati, Vanuatu, Guam and Chuuk, FSM. As countries who are interested in implementing Stepping Stones in 2011, participants from Papua New Guinea (PNG), Tonga and Cook Islands were also present. There were a total of 30 participants and 8 lead resource people involved in the retreat. Additional support was sought from The International Women’s Development Agency, The Pacific Islands AIDS Foundation (PIAF), Salamander Trust (UK), SPC, the MOH Fiji and UNIFEM Pacific. All participants stated that the retreat allowed them to learn how to better implement Stepping Stones in their countries and communities. Key comments included; “the opportunity to share and compare makes me more confident that we are implementing Stepping Stones well in Solomon Islands”, “the retreat was an excellent opportunity to learn from partners” and “I now know that we have to work closely with existing bodies to help support Stepping Stones. We cannot work alone”. The most useful aspects of the retreat as identified by participants included country presentations, sharing and discussing with other facilitators, learnt the importance of M&E, had the opportunity to participate in new sessions on homosexuality and migration, witnessed the work done in Fiji on gender and engaging men and designing national/country work-plans. On the final day of the retreat, countries completed a national Stepping Stones work plan of activities for 2011. The FSPI Regional Health Manager and Gender and HIV Officer worked with countries to ensure all capacity requirements would be met. 

· Key achievements from the inaugural retreat included, 1) agreement of the development of 3 new Stepping Stones modules including sessions on homosexuality, migration and basic gender awareness, 2) countries shared lessons and learned from each other’s implementation, 3) Fiji was able to showcase its work on engaging men and the use of drama and facilitated discussion to strengthen gender analysis skills resulting all countries attending wanting to implement similar work, 4) a selection criteria for all future cross-Pacific sharing activities (with both facilitator and FSPI obligations) was created, and 5) gathered information which will contribute to the up-dating of the Stepping Stones M&E Toolkit (G-Scale update and Analysis Sheet) 

The retreat provided a time for reflection and stock-take on the work of the Pacific Stepping Stones Programme since its inception. It was also a chance to bring together the Stepping Stones family of facilitators and put a face to people that had been communicating regularly over email, phone. etc. It was a week that forged new friendships and re-acquainted old ones. As echoed by one participant on her experience at the retreat:

  "It was an amazing week!  It was fantastic to be amongst so many inspiring, warm and dedicated people, all passionate about implementing and developing Stepping Stones. The new sessions developed in the Pacific such as gender violence, teenage pregnancy and Kava use are very powerful and address the priority needs of communities. They've also created some really cheeky and fun new energisers. The level of dynamism and creativity being poured into the programme is astounding. Thank you again to you all for your wonderful Bula ("welcome") and for giving me a real taste of Pacific culture ;-)"  Amandine Bollinger, Salamander Trust UK
Most Significant Change Story

During my married life I make sure that my wife stays at home and does everything that I want and never to confront me with my work or why I am coming home late. This is strictly my wife’s role as I fear that one day she might become to know or be aware of my extra martial affairs with other women. 

Now I have major plans and dreams to bring back the trust that I have once lost from my wife. However when I return I will ask for her forgiveness and I will buy her a gift. I feel I owe her a lot which means that it has to be a daily change and daily asking for forgiveness. In addition Stepping Stones has helped my see that my wife is a crucial partner to make decision and now I will ask her to contribute with me. Furthermore, I really want to talk to the other older men in the village and we all make a change to the high amount of violence against women. 
Challenges

· Challenge in implementing Stepping Stones with communities and maintaining momentum with facilitators, as well as maintaining community participation and commitment  
· Lack of reliable M&E data available in all Stepping Stones countries. The need for improved documenting of the impacts of the programme and the challenges faced in carrying out the M&E processes of Stepping Stones continues to arise 
· Stepping Stones facilitator’s ability to challenge gender stereotypes with community members
· Loss of/inadequate regional technical assistance
Financial Data
Total Lifetime Grant Commitment – AUD$250,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$141,352
	$96,967
	$86,699
	As of December 2010, 57% of the total grant was disbursed and 44% was acquitted. More than 85% of the disbursed funds were acquitted in 2011 and additional funds were disbursed in early 2011.
	

	Multi Country Project
	New Zealand AIDS Foundation (NZAF)
(RNZNAF01)
	General Comments

The MSM Resiliency Project has been developed as a package of activities and interventions working with a number of partners that aim to reduce the prevalence of undiagnosed HIV and STIs, prevent onward transmission of HIV, reduce health inequalities, and reduce discrimination for Pacific gay men, bisexual men, non-identifying Pacific Island MSMs (fa’afafine, akava’ine and fakaleiti) and other Pacific transgender people.

The project mainly focuses on building the capacity of two organizations in the South Pacific, the Samoa AIDS Foundation (SAF) and the Tonga Leiti Association (TLA) to better serve and support MSMs in their communities, and to establish the Pacific Sexual Diversity Network (PSDN) and to support efforts to implement PSDN’s strategic plan. 

The model of intervention will be to build capacity in the following areas:

· Increasing access to services support (service marketing and social marketing using culturally appropriate models)

· Youth development workshops

· Organisational mentoring and support

· Leadership mentoring

· Funding advice and support

· Business development skills training

· Organising fono that gather Pacific MSM together to celebrate diversity, build networks, empower Pacific MSM and provide leadership and governance skills

· Advocacy skills training to enable Pacific organisations to advocate for policy and/or legislative change that improve access to sexual health care and human rights for MSM
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	Programmatic Achievements/Highlights

· Establishment of the Project Management Committee (PMC) with all partners as key members to oversee the development, implementation and monitoring of the project
· Consultation and establishment of MOU with in-country partners – Tonga Leiti Association, Samoa AIDS Foundation and Pacific Sexual Diversity Network (PSDN) and Work Plan developed with partners.
· From April-July 2010, NZAF conducted intensive work in-country with SAF that included the following key activities:

1. SWOT analysis specifically related to SAF clinical service and peer support programme completed
2. Workshop held for SAF staff and key stakeholders on increasing access to SAF sexual health services using social marketing approaches
3. Discussions with SAF on the key priorities for support of peer education programme
4. Specific workshops and tailored individual training for peer educators

· From April-July 2010, NZAF conducted intensive work in-country with TLA that included the following key activities:
1. Development of a strategic plan for the TLA, including an initial planning agreement with TLA members; member SWOT analysis workshop; two member residential workshops; individual and group stakeholder consultation.  The plan was launched by a member of the Tongan Royal Family at the Miss Galaxy Pageant.
2. Establishment of a funding sub-group of TLA members and training of the group to prepare funding applications
3. Support to formalize TLA partnership with the Tonga Police to develop work to respond to sexual violence against Leitis in Tonga
4. Support to prepare an Expression of Interest (EoI) for the AusAID Human Rights Grants Scheme
5. Support to establish an in-country stakeholder advisory group (including MOH, Tonga Family Health, Police representatives) to advice TLA on issues related to programme delivery, funding, governance and management
· Partnership work between the NZAF and PSDN was focused on identifying funding for the PSDN.  The significant feature of this work was supporting the PSDN Chair and Board members to prepare a funding application for Dutch donor, HIVOS (www.hivos.nl).  This included the development of a two- year work programme based on the PSDN strategic plan and a matching budget.
· An evaluation of the project after one year of implementation was conducted.  Recommendations included:

1. Re-design of the evaluation framework into a logical framework with outputs and revised indicators  
2. Continue to promote participatory approaches in the planning, design, and implementation of the programme 
3. Develop a partnership framework that clearly delineates roles and responsibilities of partners as well as NZAF expectations and anticipated outputs  
4. Foster regular communication between NZAF and partners to extend technical assistance as well as the benefits of the NZAF supported activities. This will require enhanced dialogue and communication skills on the part of the implementing partners as well as proper guidance from NZAF.  
5. Explore innovative ways and alternative methods, such as remote assistance, to build institutional and technical capacity of partners 
6. Strengthen partnerships with other donor organisations supporting the PSDN 
7. Maintain current activities, despite implementation difficulties and possibly expand them to support the sustainability, effectiveness, and impact of the Programme’s wider outcomes
Challenges
· PSDN has been unable to operationalise its strategic plan due to lack of funding
· While the new TLA strategic plan is clear and strong, the lack of any organisational capacity within the TLA will be a significant barrier to implementing the plan (no staff or organizational capacity to do the activities identified).  Part of the current strategic plan will be to create a position that will provide the capacity to support and implement activities.
· Change of Executive Director and structure and SAF. SAF as current host of PSDN secretariat, but no funding available to SAF to continue supporting PSDN in this way.

Financial Data
Total Lifetime Grant Commitment – AUD$400,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$132,041
	$84,152
	$136,306
	33% of the total grant was disbursed as of December 2010 and 1.03% of the disbursed funds were over acquitted. Additional funds were disbursed in 2011.

	

	Multi Country Project
	Pacific Islands AIDS Foundation (PIAF)
(R01PIA01)
	General Comments

HIV-positive people have been largely excluded from participating in research on HIV and AIDS in the Pacific region. The exclusion of HIV-positive people from research initiatives has meant that understanding of the lives and experiences of people living with HIV (PLHIV) is inadequate. The scarcity of evidence and lack of understanding of the lives of HIV-positive people impedes the progress of strategic actions that support the realization of the rights of PLHIV. The research initiatives proposed by PIAF under the RF Stream 5 grant will aim to 1) contribute toward addressing the need to produce research that is grounded in the lives and perspectives of PLWH, 2) collaborate with and build the capacities of HIV-positive people, and 3) ultimately support strategic actions that will contribute to improving the lives of HIV-positive people in the Pacific. 

RF funding will enable PIAF to conduct two research projects. The first research project, will examine women’s vulnerability to HIV in the Pacific context. The second research project will involve collaboration with a research team of HIV-positive people to act as data collectors in investigating satisfaction of treatment and medical care among HIV-positive people in the Pacific.
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	Programmatic Achievements/Highlights
· In 2010, one of the main highlights for the research project entitled "Increasing Knowledge and Understanding of the Lives of HIV-Positive People in the Pacific through Research and Communication" was that significant progress was made in completing the report for the Women and HIV project. The Research Officer was able to code, analyse, and write up (in draft form) the data that was collected during fieldwork. The findings focus on the experiences of women living with HIV and there are specific sections focusing on their experiences of 1) Diagnosis and Disclosure, 2) Health Services, 3) Living with HIV, 4) Being a Woman with HIV, and 5) Ideas about HIV. The insights and observations on these issues have generated analysis that will be outlined in detail within the final report and IEC materials that are produced based on this project. 
· Information-sharing of the findings from the Women and HIV research project at conferences and meetings such as ICAAP, International AIDS Conference, Cook Islands National AIDS Committee meetings, PIAF staff meetings and trainings, and the Pacific Wayfinders and Changemakers meeting held in British Columbia, Canada.  Feedback received from stakeholders of the reports and findings have been integrated into the final report which should be completed by early 2011.
Challenges
· Conducting in-depth trainings  by the peer researchers
· Maintaining regular contact with individuals with the research activities
· Inaccurate budget and underestimated timeframe in implementing key activities.  The SR has made adjustments to the work-plan to speed up implementation of research activities to ensure completion of project within the agreed-upon time frame
Financial Data
Total Lifetime Grant Commitment – AUD$377,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$130,514
	$84,705
	$156,210
	35% of the total grant was disbursed as of December 2010 with 1.19% of the disbursed funds over-acquitted in 2010. Additional funds were disbursed in 2011.
	

	Multi Country Project
	Foundation

 of the Peoples of the South Pacific International (FSPI)
(R01FPS01)
	General Comments
The project aims to develop network partners’ capacity to be responsive to sexual and reproductive health issues, gender sensitivity and HIV and AIDS across the workplace, organisational and community settings. This will involve designing a workplace HIV Strategy and providing training to all community educators/facilitators in HIV, gender sensitisation and stigma and discrimination. This strategy will implement tangible HIV responsive outcomes such as ensuring network partners, and that programmes operate as condom distribution points, actively participate and collaborate with UNFPA’s Comprehensive Condom Programme, provide communities with access to information and awareness materials, promote and respond to community requests to be involved in the Stepping Stones processes, and build the capacity of community facilitators as SS facilitators; and where possible ensure the inclusion of positive people and groups in order to ensure an HIV-sensitised workplace.

The project is focused on the formulation of a Pacific relevant workforce HIV policy development training. FSPI, through this project, aspires to create a HIV-Compliant Workforce Criteria that the organizations involved in policy development can implement. Consultations are being held with PIAF and FJN+ to achieve these objectives.
	

	
	
	Programmatic Achievements/Highlights
· A joint initiative from the FSPI Regional Heath Team, the Fiji Ministry of Labour, Industrial Relations and Employment under their National Occupational Health Safety (OHS) Service and other agencies, saw the first Training of Trainers on the National Code of Practice for HIV and AIDS in the workplace conducted on the 26th, 27th and 29th of April 2010 in Suva. The project supported the attendance of the FSPI Regional Health team and the 3 Network Partners, PCDF (Fiji), SIDT (Solomon Islands) and TCDT (Tonga) who will be developing their HIV workplace policies.   

Participants explored the impact of HIV and AIDS in the workplace, the different elements of the Code of Practice and its application in detail, the existing laws, and the 10 key principles of the ILO Code of Practice (of which the Fiji National Code of Practice is grounded on). The training culminated with participants working in their individual organizations to develop their own workplace policy.

The training provided an ideal opportunity for the Regional Health Programme and Network Partners to sit and begin discussion on the development of a HIV strategy and what a HIV and AIDS-friendly workplace would look like. This enabled the team to begin to think about workplace policies that ensure tangible activities are developed to implement a HIV workplace policy (e.g. the availability of condoms at the reception area of an organization) conducting HIV and AIDS awareness trainings twice a year with employees and their families, and engaging positive peoples in in-house and programme HIV and AIDS-related work. Feedback from the regional participants to the training was encouraging in that it enabled them to start their policy development process with more knowledge and confidence on HIV and AIDS and its impact on the workplace.  
· Supported the attendance of FJN+ in regional trainings. During the training FSPI engaged with PIAF who facilitated sessions on human rights, the law and legislation. FSPI and PIAF have since signed a MOU which will ensure that workplace polices employ human rights-based approaches and protect and promote the protection of PLHIV at the workplace.  

· The newly recruited Project Officer has completed two key trainings, these being the FWCC gender training and the MOL HIV in the workplace TOT. This will ensure that workplace policies are gender responsive and comply with relevant HIV law and legislation in the respective network partner countries.

· Policy training has been conducted with the network partners in Tonga, Fiji and the Solomon Islands and drafts of their HIV workplace policies have been developed. Key CSOs and Government agencies were represented at these trainings.  Other organisations present at the training expressed an interest in developing their own policies for their workplace. 

· The project met its output of developing 3 Network partner HIV workplace strategies: TCDT, SIDT and PCDF in 2010. Additional policies that were developed were FSPI and MENFiji making it a total of five policies developed in 2010. The SIDT HIV workplace policy has been endorsed by their Board and a second draft is in the process of being developed and necessary arrangements have been made to implement the policy via a committee and an annual review of the policy planned. In Fiji, two of the policies are still in their first draft (FSPI and MENFiji) and are awaiting further input from staff that were not able to attend the training. PCDF has developed their second draft. Their policy has been presented to their Board for approval. 
· Organisations have displayed commitment and motivation to developing their workplace policies and the important role the workplace plays in advocating for the rights of PLHIV and those affected, and also in addressing the issues of HIV in the workplace

· Policies developed illustrate the increased capacity and awareness of FSPI and its Network partners to be responsive to sexual and reproductive health issues, gender sensitivity and HIV and AIDS across their workplace, home and community settings
Challenges

· The ability of network partners to sustain a gender-responsive and human rights-based approach to HIV 
· Engaging PLHIV in policy formulation and HIV responses in network partner programmes

Financial Data
Total Lifetime Grant Commitment – AUD$360,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$159,605
	$93,662
	$106,679
	As of December 2010, 44% of the total grant was disbursed with 67% acquitted. Additional funds were disbursed and acquitted in May 2011.
	

	Multi Country Project
	Burnet Institute Pacific

(R01BIP01)
	General Comments

Given the high rates of STIs in the Pacific and the priorities identified within PRSIP II, there is a real need to explore improved strategies to control STIs. Point of Care (POC) diagnostic tests have the potential to enhance existing strategies, particularly when used as a screening tool among the asymptomatic population. 
Governments and technical experts/organisations working in the area of SRH need guidelines to assist decision-making about the uptake of such tests; and they need to understand the circumstances in which point-of-care tests will improve patient management and where to invest their money. Where governments see value in adding point-of-care rapid tests to their existing STI control strategy, they will need to understand the various regulatory, policy, programming, training and monitoring/evaluation implications for different levels of the health system. 
This project seeks to support SPC and the STI Working Group to further build the capacity of PICs to implement their national responses to HIV and STIs. Specifically, it would result in the development and trialling of an operational tool to assist governments to appraise the suitability of STI point-of-care rapid tests in various contexts, and to guide uptake where appropriate.
	

	
	
	Programmatic Achievements/Highlights

As of the end of 2010, the first three phases of the project progressed which included a desk review of the  current status of new diagnostic tests and their use and syndromic management in the region; facilitating a regional forum of key experts in the field and region to discuss the implications for PICs of introducing rapid diagnostic testing; and developing an draft toolkit and guidelines for introducing rapid tests and strengthening STI management.
Challenges
There were numerous challenges this year which severely delayed the progress of this project.  It became clear that the original intent of using the Cambridge Chlamydia Rapid Test was not feasible since the sample collect procedure for the CRT did not allow it to be used at the point of care.
Given this, it was considered to use a syphilis test instead of the CRT and to base the pilot in Vanuatu.  During a fact finding mission to assess the possibility of conducting the study in Vanuatu, it was apparent that further research and consideration was needed to understand the following: whether a POC test for syphilis is needed/justified in Vanuatu and if introduction of a POC/syphilis test is justified, what decisions need to be made before proceeding with implementation?  As a result of this reflection and exploring such questions, it highlighted the need to include in the toolkit and guidelines more guidance on exploring such issues. 
Furthermore, as a result of these questions being raised, it allowed the SR to identify several key challenges in gathering information to allow for planning for the introduction of a POC/syphilis test in Vanuatu. Some key conclusions were that:
· Vanuatu may not be the most suitable place to pilot a POC/syphilis test, because of the background high prevalence of yaws which presents similar symptoms as syphilis; and
· in any setting, the benefits of introducing an existing POC/syphilis test may be outweighed by the possible benefits of using one of the 'more advanced' newly developed tests, such as a test that can screen and confirm at the same time.
These conclusions had implications for the selection of the proposed pilot site and test and the SR is in current discussions with the STI Technical Working group to advise on what test should be used for the pilot, and where the pilot study should occur.  Until then the project is temporarily on hold until such discussions can be had with the TWG.  

It is anticipated that by 2011 these decisions will be made and implementation of the remaining phases of the project will be completed by the end of 2011.  Due to the significant delays and shifts in project implementation, this grant may need an extension beyond 2011.
Financial Data
Total Lifetime Grant Commitment – AUD$205,400.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$77,288
	$20,942
	$64,575
	38% of the total grant disbursed as of December 2010, and 84% of the disbursed funds were acquitted. Additional funds were disbursed in 2011.
	

	Multi Country Project
	Burnet Institute Pacific

(R01BIP02)
	General Comments

Given the expanding response to HIV and STIs in the region and influx of resources, it has been highlighted that there is a need to ensure that PICs have in place a national strategic planning framework, comprising of national strategies, country work plans and monitoring and evaluation plans, that meet appropriate and agreed quality standards to guide the implementation and evaluation of an effective national response. It is also important that countries have the capacity to translate their respective national strategic framework into action, are able to define priorities, and identify the resources necessary to translate agreed priorities into action.
The aim of this project is threefold:
1) To strengthen the capacity of SPC in its newly-assigned leadership role to facilitate national strategic planning monitoring and evaluation at the country level; 
2) To ensure coherence across Regional Partners to the approach to supporting national strategic planning, monitoring and evaluation; and 
3) To build capacity at country level, through the HIV coordinators and national planning teams, to facilitate and support national strategic planning frameworks. 
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	Programmatic Achievements/Highlights
· Establishment of a regional planning team consisting of participants from SPC HIV & STI Unit, UNAIDS, UNFPA, UNICEF, WHO & Burnet Institute (PME WG)
· Continuing engagement of PICs.  The Project Coordinator presented an outline of the rroject goal and approach at the NAC/CDO meeting in Fiji In June 2010. During the course of that meeting, representatives of six countries (Kiribati, Solomon Islands, Marshall Islands, Niue, Palau and Tonga) met with the Coordinator to discuss how the Project could support their strategic frameworks for the response to HIV and STI. Follow-up field visits were arranged for three countries (Kiribati, Solomon’s and RMI).
· Development, testing and adaptation of Tools for Strengthening Planning, Monitoring & Evaluation:  Three tools, the Road Map, the Capacity Assessment Tool and the Quality Self-Assessment Tool, were developed for use at country level. The Road Map outlines and explains the key elements of the 8 phases of the strategic framework at national level; completion of this tool provides a framework for consultation to develop and establish a national strategic framework, including the formation of a national planning team. The Capacity Assessment Tool (CAT) guides national planning team members (or proposed members) to assess their level of skills and experience, as a group, in leading the development of a national strategic framework.  A capacity development programme is developed as a result of this assessment. The Quality Self-Assessment Tool (QSAT) assists National Planning team members to assess the quality (the strengths and weaknesses) of their existing national strategic framework, identify the current status of the framework, determine the next step for engagement and explore areas for strengthening. The tools have been tested and adapted in the Solomon Islands, FSM and the Marshall Islands. 

· Four in-country workshops (Kiribati, Solomon Islands, FSM and the Marshall Islands) to assess each countries’ readiness to commence planning was conducted where national planning teams were established, reviews of NSPs were scheduled, capacity needs were assessed and training programmes developed and finalised.

· Finalisation of the Vanuatu Monitoring & Evaluation Framework - a field visit conducted by the SR took place in May 2010. This followed on from earlier work under TSF grant in Oct-Dec 2009. The MEF is now complete.

Challenges

· Countries unable to commit to timelines for workshops and other field visits
· Regional Partners are unable to commit to timelines for engagement at country level
· There is an apparent need to identify a sub-regional organisation to provide assistance and support to North Pacific islands and territories in strategic planning
· Whilst participatory approaches ensures that approaches build from and respect local knowledge and experience, national and regional counterparts may lack confidence, or an ‘objective’ sense of ‘quality standards’ when self-assessing their skills and capacity to lead the Strategic Planning processes. In tandem with this, implementing participatory localized approaches to costing tools and developing Planning and M&E skills takes time – and will stretch available resources.
· Current project resources cannot meet the requests of all countries and therefore, a select few countries

are receiving direct TA assistance through the project. 
· Health Ministries may find that they face priorities other than HIV/STIs, or are challenged by weaknesses across broader network of national government agencies (with weak health or other ministry infrastructure undermining their approach).
Financial Data
Total Lifetime Grant Commitment – AUD$449,800.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$36,971
	$0
	$12,561
	Funds were disbursed in October 2009 with only one acquittal report submitted in 2010, and with only 33% of the disbursed funds acquitted. Additional funds were acquitted and disbursed in 2011.
	

	Multi Country Project
	SPC Human Development Programme (HDP)
(R01SHD01)
	General Comments

The project commenced in July 2010 and has struggled due the absence of a dedicated person to manage the project. It is coordinated by the Manager of the SPC Human Development Programme (HDP) who is juggling the project and other work commitments. The GMU has held several meetings to move forward the implementation of the project. 


	

	
	
	Programmatic Achievements/Highlights

· A study was commissioned in July 2010 for the Gender and Women’s Human Right’s Audit of the PRSIP II. Ms Marion Quinn undertook this assignment assisted by the GMU, the PRSIP Coordinator, and Dr Dennie Iniakwala. A report is expected in early 2011. The study will include site visits to Fiji, Kiribati and Tonga.  The findings will assist in a review and inclusion of gender and women’s human rights issues with PRSIP II.

Challenges

· This is a one year project, however, timely reporting has been an issue given the lack of resources at HDP. This has only recently been assisted with the recruitment of a Project Assistant at HDP.  

Financial Data
Total Lifetime Grant Commitment – AUD$149,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$13,964
	$13,964
	$14
	Funds were transferred in the first half of 2010 and have yet to be acquitted. Only 9% of the total grant has been transferred. Follow up action has been done by the GMU team and acquittals will be reflected in the 2011 period.
	

	Multi Country Project
	Pacific Conference of Churches (PCC)
(R01PCA01)
	General Comments

Many of the regional organisations involved in PRISP II address a number of thematic areas of HIV and STIs that range from leadership training, PLHIV advocacy and prevention work.  In the Pacific region, it is acknowledged that at the community level, the church plays a leadership role in addressing social and justice issues and based on this premise, this project aims to address these themes from the church’s perspective. 
Originally, the proposal outlined five main activities:

1) Leadership training/workshops for church leaders;

2) Prevention workshops targeting youth;
3) To engender a better understanding of human sexuality, the development of a Sunday school curriculum and a curriculum for theological schools, and the development of liturgies and sermon reflecting on HIV and AIDS;
4) Coordination of candlelight vigils to promote and advocate for affordable drugs for PLHIV
5) Increase awareness of Prevention of Parent to Child Transmission of HIV and how to better serve and support HIV+ mothers and their children; and 
6) Building awareness and sensitivity to HIV and STI issues internally among PCC staff.


It remains to be seen if all activities will be implemented by the SR in the next year as the current logframe only indicates 3 of the five activities listed above.  SPC GMU is currently in discussions with the SR to assess human resources and capacity and finalisation of the RF logframe is set to be in July 2011.
	

	
	
	Programmatic Achievements/Highlights
· In order to continue building support and understanding of the project within the PCC, an internal assessment of staffs’ knowledge regarding HIV was conducted.  The results of the knowledge survey conducted in-house illustrated the need to conduct basic HIV 101 sessions among staff of the organization, and highlighted the need to develop an HIV workplace policy for the organization.
· Support to the Lakeba Road show Campaign 2010: HIV STOPS WITH ME CAMPAIGN and the Gate Keeper Initiative.  The Gate Keepers Initiative is intended to revamp member churches’ commitments and to ensure the sustainability of HIV information whereby community church members act as “gate keepers” and distribute IEC materials, and act as the key contact in any event where HIV-related services are required. 
· World AIDS Day Campaign: Establishing a Hardship Grant for People Living with HIV. The PCC marked the day with singing, dances and various performances to commemorate and stand in solidarity with PLHIV in Fiji. The pilot project of establishing a Hardship Grant for PLHIV aims to address the daily needs and basic necessities of HIV+ people that will enhance efforts on positive prevention, health and dignity. PCC member churches, through this initiative, have been engaged in supporting PLHIV in a more holistic and practical manner. Simultaneously, the activity has drawn attention on church commitment as stipulated in the Nadi Declaration which is to “encourage family members to understand HIV&AIDS, providing assistance on how to physically care for positive people, upholding the biblical teachings of Jesus Christ to love one another without discrimination and the church must engage and encourage testimonies of people living with HIV”. 
· Distribution of 800 Red Ribbons in 5 PICs.  PCC, during its Red Ribbon Campaign, encouraged church leaders to highlight pressing issues that are affecting those infected and affected by HIV.  This was a vital opportunity to educate church leaders and the community at-large the meaning of the red ribbon.
· In 2010, PCC conducted three community sessions on basic HIV 101 and Stigma and Discrimination. The session was conducted in Nabaka Village, the Indonesian Embassy targeting seafarers, and with the UNICEF staff. 
· PCC through its mission to support PLHIV and its member churches disseminated IEC materials including condoms and femidom. NB: due to the sensitivity and controversial nature of condoms, PCC’s stand is to not promote condom and promiscuity, but to provide options for young people, youths, street kids and the public in general.
Challenges
· Insufficient information on the needs of other countries, and therefore current work plan might not fully

address the needs of member churches
· Lack of resources to adhere to the call and demand of church members throughout the Oceania region
· Lack of knowledge on HIV and AIDS information and legislation exist is countries project is being implemented
· Staffing and capacity issues:  A significant amount of time was lost in identifying the current project manager, however, due to capacity issues and other factors, project manager was placed on suspension until issues were resolved.  SR will need further guidance and assistance from SPC GMU to ensure reporting is improved and complete.
· Other regional partners are addressing the need to train up FBO leaders as HIV advocates, therefore it will be important to ensure coordination among those partners to avoid duplicating efforts and activities and/or activities are complementary
Financial Data
Total Lifetime Grant Commitment – AUD$350,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$98,049
	$0
	$9
	Funds were disbursed in December 2009 and acquittal reports were submitted to SPC in 2011 with less than 85% of disbursed funds acquitted. No additional disbursements were requested as of May 2011.
	

	Multi Country Project
	TCC
Clinical Support Cluster, HIV and STI Section, SPC
(R01STC01)
	General Comments

The Treatment, Care and Counselling (TCC) Stream 5 Grant coordinated by the SPC Treatment and Care Technical Team aims to provide a treatment and care programme that focuses on strengthening STI and HIV treatment and care work in the Pacific. This involves laboratory-related programmes, STI Management and HIV/STI procurement of consumables.
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	Programmatic Achievements/Highlights

1. The completion of validation for HIV rapid test - The TCC Cluster worked closely with the National Reference Laboratory (NRL) in Australia supporting the validation of the HIV rapid test. The result of the validation will be used to support countries to have the HIV confirmatory testing carried out in the countries. The roll-out of the new HIV testing algorithm will be implemented in 2011.
2. The revision of the Strategy for STI Control. In response to the STI epidemic in the PICTs, the Pacific Regional Sexually Transmitted Infection Working Group (STI WG) headed by the SPC STI Advisor developed an updated Recommendation for STI Control for the region. The summary and the details of the Recommendation have been shared with the countries. The implementation of the new strategy will be started in 2011. 
3. Based on the recommendation, the proposal has been developed and submitted under GF HIV Round 7 Phase 2. This will allow SPC and countries to secure some funds to support the implementation of the new strategy.
Challenges

· Absence of a dedicated laboratory specialist based in SPC has affected the implementation of STI/HIV activities, and requiring support from another SPC laboratory specialist originally supporting the surveillance of other communicable and vector-borne infections 
· The slow responses from the country level
Financial Data
Total Lifetime Grant Commitment – AUD$420,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$177,438
	$0
	$139,732
	The RF TCC Stream 5 grant acquitted total of 79% against the funds that was disbursed. A total of 42% was disbursed against the total approved grant for the TCC. It was noted that in the first half of 2010 only 22% was acquitted against the disbursed amount, and the project increased their spending in the second six months by 56% of the disbursed amount, reflecting a rapid growth in the implementation of activities.

A total of 51%, or $71,537, acquitted was attributed to training activities in–country. 17% was for payments of staff costs involved in the project, while 22% was attributed to operating costs.  9%, or $11885, was attributed to payments to consultants, and 1% was attributed to travel costs.
	

	Multi Country Project
	UNICEF

(R00UNC01)
	General Comments

This project is focused on the prevention of HIV transmission in the Pacific for Most at-Risk Adolescents (MARAs), youth and women.  The aim of the project is twofold:
1) Engage and increase the capacity of MARAs by supporting the establishment of youth-friendly RHS, providing opportunities to develop social lifeskills, Peer Education trainings, facilitating an enabling environment for programming and interventions aimed specifically for youth, and through the innovative use of technology and media to communicate prevention messages.

2) Prevent parent-to-child transmission by increasing awareness and access to PMTCT+ services for women, build the capacity of public sector organisations for PMTCT service provision, and to contribute to establishment of quality improvement systems for PMTCT+ services integration.


	

	
	
	Programmatic Achievements/Highlights
Component 1: HIV prevention for most at risk adolescents and young people (MARAs/MARYPs) and especially vulnerable adolescents and young people (EVA/EVYP)
· Baseline survey for Most at Risk and Especially Vulnerable Adolescents and Young People: The completion of the 2009-2010 HIV/AIDS Baseline Study which looked at the knowledge, attitudes and practices of vulnerable young people in the Solomon Islands, Vanuatu and Kiribati has been key in developing and designing interventions for MARAs for this project.  In addition, the project has assisted Fiji in developing TORs to define their criteria for most at risk youth in relation to HIV/STIs.  
· Peer Education Trainings: In this reporting period a total of 109 Youth Peer Educators were trained in Fiji, Vanuatu and Kiribati. Peer educators provide information and skills to their peers on sexual and reproductive health issues including STIs/HIV, and motivate young people to use available health services.
· Behaviour Change Communication: In the Solomon Islands and Kiribati, key messages on HIV prevention have been developed through participatory work of stakeholders. UNICEF supported both the two countries with technical support. Massages were developed based on formative research and baseline data that had been conducted.   The messages are in the form of radio spots and print materials that encourage MARYP and EVYP, as well as pregnant women and their partners to access and utilize services.  
· Capacity of faith and community-based organisations and leaders to respond to HIV:  Several meetings were held between UN agencies and FBO leaders in Fiji in which participants discussed how faith-based leaders could potentially contribute more the HIV and STI response in Fiji.  In response to fiath-based organisations (FBOs) leaders’ requests, UNICEF has contracted a consultant to develop a five-year inter-faith strategy on HIV prevention.  
· Youth Friendly Services (YFS):  Through its joint programme activities with UNFPA and SPC, UNICEF provided TA to the Solomon Islands, Vanuatu and Kiribati to develop national guidelines on the provision of adolescent and youth-friendly health services.  The guidelines are complemented by a monitoring and evaluation plan as well as a step by step guide that will address gaps in service coverage, accessibility and utilisation by young people.  While countries have opted to integrate services for young people into existing primary care health settings, UNICEF has further contributed to the establishment of one integrated youth-friendly health services facility in each country.

While UNICEF has lead the process in three countries, SPC through the joint programme has completed a study on current youth health services facilities in 10 PICs.  The aim of the study was to develop a regional guideline for the remaining countries to establish minimum standards and improve the quality of the services being provided to young people.  In addition, through the joint UNICEF/UNFPA/SPC programme, two youth-friendly centres in FSM (Chuuk and Pohnpei) have been supported.  1,356 students between the ages of 13-19 had visited and used the centres, 346 VCCT for HIV/STI, and 85 had been treated for an STI.
Component 2: Prevention of Parent to Child Transmission (PPTCT): 

· With TA support from UNICEF, the Kiribati National PPTCT policy guideline was revised in line with the new WHO and UNICEF guidelines.  The policy guideline was endorsed by MOH and Medical Services of Kiribati in October.  In addition, Fiji National PPTCT policy was revised in collaboration with the national stakeholders and a consensus and endorsement meeting was organised in December.
· Five PPTCT clinics in South Tarawa (Kiribati), where 50% of the total population resides, started providing HIV Testing and Counselling services in 2010.  According to the Health Sector Response to HIV Report, in 2009 only 40% of pregnant women were tested for HIV and knew their results.  However, data collected from the clinics between June and August indicated substantial increase of uptake of HIV testing and counselling.
· Increased capacity of 66 health care workers to provide quality PMTCT in Fiji and Solomon Islands
· Renovation of two health facilities in the Solomon Islands and one in Kiribati was completed and allows integration of PPTCT service into the existing ANC services
· Capacity of 5 health facility in Kiribati, Fiji and Solomon Islands was strengthened by the provision of medical and non-medical supplies
Challenges

· Multiple responsibilities at the country level and partners. There are many partners at the regional level and focal persons find it hard to manage the activities
· Capacities to address the needs of MARYP and EVYP in planned interventions is still an area that needs to be developed
Financial Data
Total Lifetime Grant Commitment – AUD$450,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$248,786
	$198,771
	$50,036
	This project commenced in October 2009.  A total of 80%, or $198771, of the grant value was disbursed in 2010. 20% of the disbursed funds were acquitted in 2010. Additional acquittal reports were submitted to SPC in 2011.
	

	Multi Country Project
	Pacific Legislatures for
Population and Governance Incorporated (PIPG Inc)

(R01SPP01)


	General Comments

This organisation has undergone a restructure and is now called the Pacific Legislatures for Population and Governance Incorporated (PLPG, Inc.).  Whilst the project has not yet commenced in 2010, PLPG has profiled and advocated HIV and youth issues through its HIV Champions Campaign. The organisation is now located in Rarotonga, Cook Islands (relocated from SPC Suva). The transition process affected the ability of the project to start as it was being manned by one person. The agreement is that the project will commence the 1st July 2011. 
	

	
	
	Programmatic Achievements/Highlights

N/A

Challenges

Remote communication has been a challenge.  A site visit is planned in early 2011to move the project forward. Previous attempts to consult with the coordinator through email, phone calls and via visiting SPC staff have been unsuccessful.

Financial Data
Total Lifetime Grant Commitment – AUD$200,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$0
	$0
	$0
	
	

	Multi Country Project
	International  Labor Organization (ILO)
(R01ILO01)
	General Comments
Working with PICs governments, the private sector and workers’ unions, this project under the ILO aims to:

1. Build upon existing work done in the areas of workplace policy awareness especially for organisations in Fiji and the tripartite partners in Kiribati, PNG, Solomon Islands and Vanuatu. Most of these partners are aware of workplace policies, but do not have workplace programmes to implement the policy and ensure its sustainability. 
2. Begin awareness raising on HIV/AIDS workplace policies in Samoa, Marshall Islands and Tuvalu 
3. For higher level intervention, the project will focus on the development of National Codes of Practice for HIV/AIDS workplace policy (under the Occupational Safety and Health Act) and for lower level, the project will focus on the development of workplace policies at enterprise levels as is done in the case of Fiji.  Through discussions with Vanuatu, Solomon Islands and Kiribati, they are also looking at developing National Codes of Practice 
Similar projects are being implemented by other regional partners funded by the RF and therefore it will be critical for the SPC GMU, as the administrator and manager of the grant, to ensure efforts in this area are not duplicated among the partners. Due to ongoing and lengthy negotiations between ILO and SPC of the terms and conditions of the RF grant, the LOA has not been signed and so no funds have been disbursed and activities have not been implemented.  With follow-up conducted in late 2010 and early 2011, ILO has since agreed to sign a revised LOA and to commence activities in July 2011.    
	

	
	
	Programmatic Achievements/Highlights

Project has not commenced as of 2010.
Challenges
Due to the delayed start of the project, it is anticipated that activities outlined in the original proposal will need to be adjusted to ensure the usage of funds is strategic, and results tangible and sustainable given the shorter timeframe to implement activities. 
Financial Data
Total Lifetime Grant Commitment – AUD$450,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$0
	$0
	$0
	
	


Stream 7: Rapid Response Grants
Summary Level

	Stream 7

Rapid Response Grants 

(summary level)


	Summary:

The RF Rapid Response (RR) Stream 7 Grant is a discretionary pool of funds held at SPC. This funding is flexible and able to respond rapidly to promote and support innovative ideas, both nationally and regionally.  The vast majority of these grants are for discreet and short-term activities, but which complement existing responses and/or respond to an emergency situation that requires immediate resolution.
Due to the nature of some of the projects which do not constitute ‘emergency’ or ‘innovative’ activities, and which essentially could have been built into other RF stream funding with proper planning, the GMU has undertaken a review of the RR guidelines to narrow done the scope of eligible projects under this stream. 
	

	
	Financial Data
Total Lifetime Grant Commitment – AUD$134,719.26
	

	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	$108,464
	$30,367
	$54,758
	RR grants to date have been of project duration of one year or less, and most often for one-off events.
Acquittals from some of the RR SRs have been slow to arrive in the 2010 period, and were only received in 2011.  
	


Individual Grant Detail

	Fiji 
	PPAPD-FPOC

(Pacific Parliamentary Assembly on Population and Development-Forum Presiding Officers and Clerks)

  (R01SPP02)
	General Comments

The project covered the attendance of the PPADP Project Officer and government delegates to the 9th ICCAP Conference in Bali, Indonesia. The conference was hosted by the Government of Indonesia through its Ministry of Tourism and Health in collaboration with the Australian Government (AusAID), the AIDS Society in Asia and the Pacific (ASAP), the Global Fund for AIDS, TB and Malaria (GFATM), the World Health Organisation (WHO), the Joint United Nations Programme on AIDS (UNAIDS), the United Nations Fund for Population (UNFPA) and the Indonesian National AIDS Commissions.
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	Programmatic Achievements/Highlights

PPADP Project Officer accompanied the two members of Parliament from Cook Islands (Leader of the House) and Bougainville (Deputy Speaker) to provide technical support to the two delegates in their advocacy, networking etc., including providing communication strategies on the delegates ICAAP involvement.

Challenges

Financial Data
Total Lifetime Grant Commitment – AUD$10,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$10,000
	$0
	$6,024
	The remaining amount will be acquitted in 2011.
	

	Fiji
	SPC - Regional Media Centre
(R01SRM01)
	General Comments

This project is to develop and produce a documentary film focusing on the participation of the Pacific contingent to the 9th ICAAP in Bali, and also to look at the current situation of HIV and AIDS in the Pacific from the perspective of the Pacific participants.
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	Programmatic Achievements/Highlights

The documentary featured:
· Interviews with participants, both from the Pacific and Asia
· Highlights of major speeches
· Opening and closing ceremonies

· Presentations – individual and panel discussions

· Cultural events
Challenges
Financial Data
Total Lifetime Grant Commitment – AUD$9,406.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$9,407
	$0
	$8,249
	All ICAAP related activities have been completed and acquitted.  Acquittals related to DVD finalisation and production will be provided in 2011.
	

	Fiji
	USP Oceania Centre for Arts and Culture

(R01USP01)
	General Comments

This grant requested funding in September 2009 to re-stage “A Love for Life-Silence and HIV/AIDS” production show.  The show opened to the public from the 16-18th of September, 2009. Peer educators were part of the production members, and involved a range of participants such dancers, choreographers, creative team and MONFORT MOYS Town Choir.


	

	
	
	Programmatic Achievements/Highlights

· The re-staging of the production show was successful
· More than 500 people were able to watch this show 
· It reached all age groups from the young to the old
Challenges

· Preparation for the show
· Getting all the production role players in on time
Financial Data
Total Lifetime Grant Commitment – AUD$10,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$10,000
	$0
	$9,512
	The remaining amount will be acquitted in 2011.
	

	Fiji
	SPC – HIV/STI Section

(R01SHS01)
	General Comments

This project provided funding support for the Pacific Meeting House at the 9th ICAAP Conference in Bali, Indonesia at the Asia-Pacific Village.  This included: 
· Support for Pacific delegates attending the conference, particularly for HIV positive Pacific delegates
· Built stronger networks and coalitions across the region
· Profiled Pacific HIV-related issues at an international level
· Promoted successful initiatives in prevention, surveillance, treatment and care, and reducing stigma and discrimination that are taking place in the PICs

	

	
	
	Programmatic Achievements/Highlights

Challenges
Financial Data
Total Lifetime Grant Commitment – AUD$9,583.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$9,583
	$0
	$9,577
	The remaining amount will be acquitted in 2010.
	

	Fiji
	Fiji School of Medicine (FSMed)
(RFJFSM01)
	General Comments

The Fiji School of Medicine RR grant aimed to support a series of research capacity-building activities to be hosted by the Pacific STI and HIV Research Centre (PSHRC).  This included: 1) a Pacific HIV social research conference, and 2) an academic-writing and proposal-writing workshop. To date no report has been received. Follow-up has been undertaken to address this delay in reporting. The next disbursements for the Fiji School of Medicine grants will depend on prior period reports submitted.
	

	
	
	Programmatic Achievements/Highlights

Challenges
· Reports pending
Financial Data
Total Lifetime Grant Commitment – AUD$10,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$10,000
	$10,000
	$10
	Still awaiting reports.  To be reflected in 2011.
	

	Fiji
	Ministry of Health , Adventist Development and Relief Agency Fiji

(RFJMOH03)
	General Comments

This grant supported the joint Fiji-based peer education network (Support and Empowerment Network of Peer Educators in Fiji or SENPEF) to develop and produce multi-media/visual educational materials tailored for the Fiji Safe Event Campaign during the Miss South Pacific Pageant. 
	

	
	
	Programmatic Achievements/Highlights
· Production of 4 thematic mini-brochures: HIV & AIDS, HIV Testing, Safe Sex and STIs brochures

Challenges

Financial Data
Total Lifetime Grant Commitment – AUD$8,380.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$3,118
	$0
	$3,118
	This grant was handled through direct payments to the vendors for the production of the brochures. 
	

	Fiji
	Fiji Network for People Living with HIV & AIDS in Fiji (FJN+)
(RFJFNP04)
	General Comments

The FJN+ RR grant aimed to support a candlelight campaign and road show to promote compassion and support for PLHIV. 
	

	
	
	Programmatic Achievements/Highlights
· Candlelight campaign materials developed and distributed
· Conducted “Tin Shack” Initiative which displayed photographs illustrating the impact of HIV on PLHIV in Fiji to sensitize viewers to PLHIV issues
Challenges
Financial Data
Total Lifetime Grant Commitment – AUD$1,736.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$1,736
	$1,736
	$1,736
	Fully acquitted.
	

	Fiji
	Fiji Network for People Living with HIV & AIDS in Fiji (FJN+)
(RFJFNP05)
	General Comments

 The RR grant supported FJN+’s efforts and contribution towards the Hibiscus Safe Festival Campaign in 2010 in Fiji.
	

	
	
	Programmatic Achievements/Highlights

· AIDS Ambassadors Booth Activities - The 2010 Safe Campaign was aimed to increase people’s knowledge on HIV, reduce stigma and discrimination of PLHIV, and promote VCCT and fostering a supportive environment for PLHIV using the festival as an entry point.
4 PLHIV managed the booth on a daily basis disseminating HIV/STI brochures, condoms, femidoms, lubricants and red ribbons. The support board activity identified 352 thumbprints on the board from people visiting the booth who had shown their support that PLHIV should not be stigmatized and discriminated against. A briefing session was conducted before and after each shift to ensure uniformity of information delivered, challenges faced discussed, lesson learnt and suggestions to better the outreach program the next day. This was a coordinated programme with SENPEF whereby FJN+ AIDS Ambassadors use the platform to share their stories and disseminate HIV information. The highlight of this year’s Safe festival Campaign was that Luke Nayasa and his wife Lora came out public with their status. 
· Talent/Dance Approach- On the talent night, a message box that depicts hands of different shades signifies that HIV demands a holistic approach and consolidated effort from the public in general to effectively address the needs of positive people and to reverse the HIV situation in Fiji. The dance portrays Joeli’s journey and life experience from the moment he knew of his HIV status. Seeing his lifetime story through dance was very moving as he gives the impression of determination to change perception towards PLHIV. Joeli won the title of Talent King 2010.
· Float - This year’s float was a suitable platform to showcase the key messages that were promoted during the weeklong festival, simultaneously visualizing the innovative approach of prevention, care, and support for PLHIV. The exercise is intended to capture and mobilize attention on how different organisations and individual efforts have been consolidated to prevent the further spread of HIV in this country.  Hence the float procession had allowed different organisations to come in unity and to stand in solidarity with PLHIV as they humanize HIV infection and remind the public in general of their responsibility to combat HIV. In addition, the float involved business partners and networks such as Rentokil and Foamscaff to support the cause. It is anticipated that this relationship could be maintained for future networking in strengthening the involvement of the private sector in HIV programmes. The Hibiscus Festival was a platform in which Joeli successfully advocated and promoted FJN+ and SENPEF messages to youth and the general public. The float procession ended at Albert Park and the talent King crowning was a highlight of the event. Joeli received a standing ovation.
Challenges

· Identifying resources that could meet the work load demand and contribute to the completion of activities
Financial Data
Total Lifetime Grant Commitment – AUD$1,660.50
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$1,661
	$1,661
	$1,661
	Fully acquitted.
	

	Fiji
	Pacifc Youth and Sports Conference (PYSC)

  (R01SHS02)
	General Comments

This grant provided support to PYSC for the production of Behaviour Change Communication (BCC) materials for the 2010 Pacific Youth and Sports Conference in New Zealand.
	

	
	
	Programmatic Achievements/Highlights

· Production of 10 x 2mtrs x 0.75 mtrs drop-down banners
Challenges

Financial Data
Total Lifetime Grant Commitment – AUD$9,627.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$9,627
	$9,627
	$7,524
	The remaining amount will be acquitted in 2011.
	

	Multi Country Project
	IPPF - ESEAOR / TSF-ESEAP

(R01IPP01)
	General Comments

This grant was awarded to MOH Fiji to acquire the services of a consultant to support Fiji's Global Fund HIV Round 9 submission.

	

	
	
	Programmatic Achievements/Highlights

· No reports received yet
Challenges

Financial Data
Total Lifetime Grant Commitment – AUD$10,000.00
	

	
	
	Disbursements
	Total Acquittals to 31 Dec 2010

(AUD$)
	Financial Narrative
	

	
	
	Cumulative

(AUD$)
	FY 2010

(AUD$)
	
	
	

	
	
	$10,000
	$0
	$0
	Follow-up action has been carried out by the GMU to gage the status of this activity. 
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Acronyms 


ACON    AIDS Council of New South Wales 


AFAO   Australian Federation of AIDS Organisations 
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Executive Summary 
 


The New Zealand Aids Foundation (NZAF) is New Zealand’s leading HIV prevention 


and care organisation.  It grew out of gay community initiatives in the 1980s, and the 


agency provides positive health services and HIV prevention programmes to 


communities most at risk.  The vision of the NZAF is a world without AIDS, and it 


aims to achieve this goal by preventing the transmission of HIV and supporting people 


affected by HIV and AIDS to maximise their health and wellbeing.   


 


The NZAF has strong relationships with organisations and movements working in HIV 


prevention and care within and outside New Zealand.  With an advanced understanding 


of cross cultural work, specifically with the African and Pacific communities in New 


Zealand, the NZAF has extended its reach to the Pacific region.  In October 2009, the 


NZAF launched its first international development programme focused on the sexual 


health and well being of Pacific men who have sex with men (MSM) with funding from 


the Pacific Islands HIV and STI Response Fund.  The MSM Resiliency Programme is a 


three year initiative being carried out in partnership with the Samoa AIDS Foundation 


(SAF), Tonga Leitis’ Association (TLA), and the Pacific Sexual Diversity Network 


(PSDN).  Because the Programme is still at a nascent stage, the NZAF commissioned an 


assessment to review its ongoing and planned activities as well as actual achievements 


of its country level interventions in order to measure progress towards outcomes and 


steer the future direction of the MSM Resiliency Programme.       


 


As part of the assessment, seven semi structured telephone interviews were carried out 


with key programme stakeholders, including the Ministry of Health in Tonga, the TLA, 


the SAF, the PSDN, and the Australian Federation of AIDS Organisations (AFAO).  


Information from the interviews was used to learn more about how the three year 


programme is progressing with its capacity building work focused on improving the 


sexual health, well-being, and human rights of Pacific men who have sex with men 


(MSM) and reducing stigma and discrimination against MSM in the Pacific. 


 


Notwithstanding the fact that the MSM Resiliency Programme is nearing the end of its 


first year of implementation, there are several observations regarding the relevance, 


effectiveness, and sustainability of the activities and immediate results.  Below is a 


summary of the key findings and recommendations. 
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Key Findings and Recommendations 


 


1. Achievement of Planned Results 


a. Conceptual Framework and Design 


 


The Resiliency Programme is congruent with the Pacific Regional Strategy on HIV and 


Other STIs (2009–2013) as well as the strategic focus of the Programme’s partners.  


The Programme leverages the comparative strengths of NZAF and its partners.  A major 


challenge, nonetheless, will be achieving its goals and outcomes within the three year 


timeframe.  That said, the Programme has made progress in implementing its planned 


activities and achieving its expected outcomes (see the next section).   


 


The implementation of the Programme is based on annual project plans, which are not 


directly linked to a logical framework.  An evaluation framework, similar to a logical 


framework, was developed instead.   An assessment of the evaluation framework (see 


appendix A) reveals that although it is useful in determining if the Programme has 


remained on the right track, it is does not provide a detailed results chain to guide the 


implementation progress or provide a solid base for evaluation.  The three annual 


project plans are a useful tool in this respect, but their present format is not well aligned 


with the evaluation framework.  The annual project plans are also not clear on outputs, 


particularly for Programme partners.  As a result, it is difficult to monitor results and, in 


turn, identify gaps that require future intervention.   


 


Recommendation Redesign the evaluation framework into a logical framework 


with outputs and revised indicators.   


 


 


The promotion of participatory approaches has increased the relevance of the NZAF 


Resiliency Programme.  As well, it is an important factor in not just the successes to 


date, but also in the potential sustainability of results after the Programme is completed.   


 


Recommendation: Continue to promote participatory approaches in the 


planning, design, and implementation of the Programme. 


 


 


b. Implementation Progress 


 


Progress in implementation of the various components of the Resiliency Programme is 


in still in nascent stages.  Consequently, the process of implementation is uneven among 


the six different outcome areas.  For example, little or no progress has been made in 


further developing the PSDN, but this is not a concern as the Programme is in its first 


year of implementation.  But as the Programme proceeds into its second year, 


challenges lie ahead.  For example, the prevailing environment of stigma and 


discrimination in both Samoa and Tonga creates challenges in planning and 


implementing behaviour change initiatives.  There is still reluctance in some 


communities for open and frank discussions about MSM and creating strategies for 


preventing sexual transmission of HIV.  It is clear that the Resiliency Programme is 


operating in a dynamic changing environment, which prompts a need to remain flexible 


and responsive.  The changing context will influence the implementation of the 


Programme over the next two years, and it is essential to continue to monitor the 
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context as well as the programme in order to ensure that key issues of strategic 


importance are adequately addressed.   


 


Recommendation:  The Resiliency Programme needs to remain flexible and 


responsive as the changing context of the Pacific will 


influence its implementation.   


 


 


Community based organisations are the main partners under the Resiliency Programme.  


Interviews with stakeholders revealed obstacles faced by these organisations in 


implementing NZAF activities, difficulties linked to the poor institutional and resource 


constrained environments in which they operate.  Capacity building is, of course, a 


fundamental component of the Programme, and this is a critical element for sustainable 


development.  Understandably, this is not a speedy process, but institutional constraints, 


in particular, are likely to have a direct effect on implementation.   


 


Staff members of partner organisations are committed to the Programme, but it is 


critical that they are able and willing to undertake follow up actions once the initial 


activities are completed.  For example, there is a need to monitor the effectiveness of 


Programme activities, such as the SWOT analyses that identified the strengths, 


weaknesses, opportunities, and threats (SWOT) of both the TLA and SAF, if the 


findings are acted upon (discussed further in sections below).  The existence of sound 


partnership frameworks is a key factor in the success of the NZAF initiatives.  Evidence 


suggests that the NZAF has built sound partnerships, but it is important that the partners 


are responsible and accountable for implementation of the Programme’s interventions.   


It is important that all stakeholders involved in the Programme have a clear 


understanding of roles and responsibilities as well as expected outputs.  Although 


follow up guidance was provided, for instance to SAF staff in relation to the SWOT 


analysis, it was difficult to assess what follow up actions, if any, had been undertaken.  


Therefore, structured guidelines on how to work within the institutional set up of the 


Programme might prove useful in achieving more effective results.   


 


Recommendation: Develop a partnership framework that clearly delineates roles 


and responsibilities of partners as well as NZAF expectations 


and anticipated outputs. 


 


 


NZAF takes an active leadership role in providing technical assistance, training, and 


support to its partners.  Much of this capacity building support is provided through in 


country assistance, largely through extended field visits by the NZAF Programme 


Coordinator and the Director of HIV Prevention and Communications.  Stakeholders 


interviewed as part of this assessment believed their input and expertise was invaluable.  


However, a concern with this model is that staff become dependent on the technical 


assistance of NZAF staff.  What is more, timetables are often based on the availability 


of the NZAF staff that end up spending extended periods in the Pacific.  Conversations 


with the NZAF Resiliency Programme Coordinator confirm that attempts to provide 


ongoing support from New Zealand have proved challenging as communication on the 


part of the partners is limited. 
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Recommendations: Foster regular communication between NZAF and partners 


to extend technical assistance as well as the benefits of the 


NZAF supported activities.  This will require enhanced 


dialogue and communication skills on the part of the 


implementing partners as well as proper guidance from 


NZAF. 


 


Explore innovative ways and alternative methods to build 


institutional and technical capacity, such as remote 


assistance.   


 


 


By targeting interventions at a specific at risk population – MSM and transgender 


communities in Samoa and Tonga – the Resiliency Programme is able to maximise the 


effect of its activities.  Despite a limited annual budget of $166,000 NZ, the Programme 


made important contributions in its first year.  An issue of possible concern is that the 


Resiliency Programme is not adequately reaching its target groups, particularly in 


Samoa.  Although most of the SAF staff, for example, thought the peer educator 


programme had made considerable progress in reaching the target groups, more is 


required as it is difficult to identify this specific at risk population.   


 


Recommendation: Strengthen targeting of the Programme beneficiaries.   
 


 


c. Actual Implementation 


 


The results achieved to date through the Resiliency Programme are encouraging as a 


number of activities were implemented in Samoa and Tonga as planned (see the section 


on Main Evaluation Findings for more detail).  In Samoa, the Programme is working to 


implement behaviour change initiatives through training of SAF peer educators.  NZAF 


provided a training workshop, which focused on strategies to increase sexual health 


practices and access to sexual health services.  Deemed highly successful by both 


NZAF and SAF staff, the revised presentation is currently being delivered to schools 


and communities across Samoa.  As mentioned previously, SWOT analyses were 


carried out in both Samoa and Tonga.  The results in Samoa will serve as a basis for the 


development of a Social Marketing Plan to increase access to SAF sexual health 


services.  Originally an activity planned for this year, the social marketing advice and 


technical assistance did not take place due to institutional capacity constraints.  It is 


anticipated this component of the Programme will be carried out next year instead.   


 


Through the support of NZAF in Tonga, the TLA launched its Strategic Plan (2010 – 


2015), which clearly defines a vision, mission, and five goals for the organisation to 


achieve over the next five years.  Funding is of critical importance to the TLA as it is a 


voluntary based organisation.  NZAF also provided technical support to build skills in 


proposal writing and budget development.  Based on this training, the TLA was able to 


submit a full funding proposal to the Australian Agency for International Development 


(AusAID) Human Rights Grants Scheme.   


 


Another notable achievement is that the Resiliency Programme, in its first year of 


implementation, has increased the profile of the two community based organisations, 
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particularly the TLA, within their respective countries.   What is more, NZAF has 


gained the respect and confidence of its partners under the Programme.  Of course, a 


number of activities are still to be implemented in both Samoa and Tonga, but the in 


country programmes are achieving good results.   


 


The partnership between NZAF and the PSDN is focused on the provision of advocacy 


and human rights technical assistance to advance the rights of key organisations 


working with MSM and Transgender People, and specific capacity building with 


PSDN.  There is a need to make further progress in the implementation of activities 


related to PSDN.  Support was provided in the development of a work programme that 


prioritises the PSDN Strategic Plan (2010 – 2013) activities but this was limited.   


 


What is important to note, however, is that a number of donors, in addition to the 


NZAF, are either currently, or have in the past, provided technical and financial support 


to the development of the PSDN network (see the section of Main Evaluation Findings).  


Although the activities may not overlap, better dialogue and coordination among 


stakeholders involved will enhance implementation and results.  Coordination among 


donor organisations is indeed challenging.  The time and effort required, 


competitiveness among agencies as well as different priorities, processes, and practices 


are just a few reasons why coordination is difficult within the international development 


community.  Although the NZAF has forged links and built partnerships with other key 


actors providing donor support in the Pacific region, comments from stakeholders 


interviewed suggest that these relationships could be strengthened.   


 


Recommendation: Strengthen partnerships with other donor organisations 


supporting the PSDN. 


 


 


Assessment on the effectiveness and impact was limited largely by the relatively short 


period of implementation.  Yet, some indications of actual or expected impact have 


been found in respect to the infrastructure of organisations committed to the health and 


rights of MSM in Samoa and Tonga as well as the overarching goal of improving the 


sexual health, well-being, and human rights of Pacific men who have sex with men 


(MSM) and reducing stigma and discrimination against MSM in the Pacific. 


 


Recommendation: Maintain current activities, with an awareness of past 


implementation difficulties. Consider expansion to support 


the sustainability, effectiveness, and impact of the 


Programme’s wider outcomes.   
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Introduction 
 


The risk and vulnerability to HIV in the Pacific is an increasing concern to governments 


as well as intergovernmental and nongovernmental organisations, including the NZAF.  


Stigma and discrimination based on HIV status, sexuality, and gender identity pose 


major barriers to care, treatment, and prevention efforts.  In February 2009, the NZAF 


applied for a Pacific Regional Strategy Implementation Plan (PRSIP) support grant 


from the Pacific Islands HIV and STI Response Fund
1
 to develop a programme with its 


Pacific partners to reduce the prevalence of undiagnosed HIV and STIs, prevent the 


transmission of HIV, and reduce discrimination for Pacific gay men, bisexual men, non-


identifying men who have sex with men, fa’afafine, akava’ine, fakaleiti, and other 


Pacific transgender people that are part of, but often marginalised within, their island 


countries.  Their request for $498,000 NZ was successful, and in October 2009 the 


MSM Resiliency Programme was launched.  


 


The MSM Resiliency Programme 


 


 Developed through extensive consultation with stakeholders working in the Pacific, the 


MSM Resiliency Programme is a three year initiative being carried out in partnership 


with the Samoa AIDS Foundation (SAF), Tonga Leitis’ Association (TLA), and the 


Pacific Sexual Diversity Network (PSDN).  Its overall goal is to improve sexual health, 


general well being, and human rights of Pacific men who have sex with men (MSM) 


and reduce the stigma and discrimination against MSM in the Pacific.  To achieve this 


goal, the MSM Resiliency Programme is divided into six programme outcomes: 


 


Outcome 1: Infrastructure of organisations committed to the health and rights of 


MSM in Samoa developed. 


 


Activities:  Provide advocacy and human rights technical assistance to key 


organisations working with MSM in Samoa (SAF and Samoan 


Fa’afafine Association). 


 


Outcome 2: Access to sexual health services for MSM in Samoa increased. 


  


Activities:  Provide social marketing advice and in country assistance to increase 


access to SAF sexual health services. 


 


 Provide training with SAF peer educators focused on strategies to 


increase sexual health practices and increase access to sexual health 


services. 


 


  


                                                 
1
 The Pacific Island HIV and STI Response Fund 2009 – 2013 is a multi donor pooled funding 


mechanism that supports the implementation of national and regional HIV strategic plans.  Specifically, 


the Response Fund aims to contribute to the Pacific Regional HIV and STI Strategy goal, which is to 


reduce the spread and impact of HIV and other STIs, but also support people infected and affected by 


HIV in Pacific communities.   
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Outcome 3: Infrastructure of organisations committed to the health and rights of 


MSN in Tonga developed.  


 


Activities: Provide assistance to the TLA to review and develop current strategic 


and operational planning and apply for funding. 


 


 Work with TLA and partners on HIV testing access for MSM in Tonga. 


 


Outcome 4: PSDN further developed. 


 


Activities: Provide advocacy and human rights technical assistance to the PSDN to 


implement regional initiatives as described in the PSDN Advocacy 


Report that advance the rights of key organisations working with MSM.  


Capacity building with the PSDN. 


 


 Advance the implementation of the PSDN Strategic Plan. 


 


 Process undertaken to identify the best model for the PSDN secretariat 


function and/or infrastructure support in line with 


secretariat/infrastructure model agreed, provide technical assistance and 


support to implement model. 


 


Outcome 5: The development of positive social environments and effective sexual 


health services for Pacific MSM supported. 


 


Activities: Provide support for other organisations and groups working on MSM 


human rights issues. 


 


Outcome 6: Pacific peoples’ participation at all levels to achieve local ownership 


and functionality of organisations and programmes encouraged. 


 


Activities: Establish a Project Management Committee (PMC) with all partners as 


key members to oversee the development and monitoring of the project. 


 


 Develop project plans in collaboration with partners. 


 


 Prioritise Pacific project workers and PMC members. 


 


 


Key Programme Partners 


 


As highlighted above, the NZAF works with a number of implementing partners to 


achieve its outcomes and implementing its activities.  They include: 


 


 Samoa Aids Foundation (SAF) is a nongovernmental organisation established 


in 2004 that aims to reduce the impact of HIV/AIDS through awareness and 


prevention programmes to minimise the transmission of HIV and advocate for 


the rights of people affected by HIV and AIDS.  MSM HIV prevention forms a 


large part of their work, which they promote by supporting the Samoa Fa’afafine 
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Association.  With 8 paid staff and 10 peer educator volunteers, the SAF 


operates a HIV/STI clinic (since 2008) and carries out community education 


programmes.   


 


 Tonga Leitis’ Association (TLA) is a volunteer nongovernmental organisation 


formally established in 1993 with 6 active 


members and 68 registered members across 


Tonga.  The TLA provides a support 


network for Leitis in Tonga through 


campaigns on condom use, HIV, AIDS, and 


STI awareness and prevention. Currently in 


its eighteenth year, the TLA also organises 


the Miss Galaxy Pageant in which local 


talent as well as entrants from New 


Zealand, Australian, and USA based 


Tongan communities compete for the title 


of Miss Galaxy. 


 


 


 Pacific Sexual Diversity Network (PSDN) is a Pacific regional network of 


organisations addressing the needs and rights of MSM and other transgender 


groups in relation to HIV and AIDS.  Formed in 2007, membership includes 


Samoa, Tonga, Vanuatu, Cook Islands, and Papua New Guinea.  Recently, the 


PSDN developed a three-year Strategic Plan (2010 – 2013) through support 


from the Australian Federation of AIDS Organisations (AFAO) and the AIDS 


Council of New South Wales (ACON).  The Plan sets out the goals and direction 


of the network in the areas of advocacy, organisational development and 


strengthening, governance, capacity building, and representation. 


 


Main Evaluation Findings: Programme Implementation 


Samoa AIDS Foundation 


 


Through the Resiliency Programme, the NZAF is working to strengthen the capacity of 


the SAF to increase access to sexual health services for MSM in addition to building an 


infrastructure of organisations committed to the health and rights of MSM in Samoa.  


To achieve these outcomes, the Programme has three main objectives: 


 


1) To provide social marketing advice and in country assistance to increase access 


to SAF sexual health services. 


2) Provide training to SAF peer educators focused on strategies to increase sexual 


health practices and increase access to sexual health services. 


3) Provide advocacy and human rights technical assistance to key organisations 


working with MSM in Samoa. 


 


During its first year of implementation, the NZAF Resiliency Programme Coordinator 


spent a total of 11 weeks in Samoa working with the SAF staff.  As a result, the second 


objective was met.  One of the main activities carried out during that period was a 


The TLA defines Leiti as 


an inclusive term that 


includes men who have 


sex with men (MSM), 


transgender, gay, 


bisexual, and non 


identifying MSM.               
 


(TLA Strategic Plan (2010 – 2015) 
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training workshop for SAF peer educators focused on strategies to increase sexual 


health practices and boost access to sexual health services.  The training provided best 


practice information and technical support, which was culturally sensitive and took into 


account cultural barriers to HIV and STI prevention.  Participants thought that the 


training workshop assisted them in strengthening their peer education programme.  The 


training also increased the knowledge and understanding of the peer educators 


themselves as learning was assessed through a pre and post test.  The training workshop 


was also considered a success for a number of  reasons.  Participants believed the NZAF 


Programme Coordinator had built a strong relationship with the staff of the SAF.  She 


explained clearly the strategies to increase sexual health practices and access to sexual 


health services and was willing to be flexible to accommodate, but also challenge, the 


cultural and religious beliefs that are core to Pacific Island communities.   


 


Another activity undertaken during this period was an analysis of the strengths, 


weaknesses, opportunities, and threats (SWOT) of the SAF, which will be used to 


develop a social marketing plan.  A workshop with key stakeholders to develop the 


marketing plan was scheduled to be held while Programme Coordinator was based in 


Samoa; however, due to time constraints and the difficulty in getting the SAF staff 


together, the workshop did not take place.  It is expected development of the social 


marketing plan will be integrated into the 2011 project plan.   


 


Although the SAF staff indicated that the SWOT analysis was a useful and thought 


provoking exercise, follow up actions are critical.  As mentioned earlier, it was difficult 


to assess whether staff members have taken any steps, for example, to capitalise on 


identified strengths or address weaknesses.  Sustainability of the NZAF support efforts 


depends upon the SAF (as well as the TLA and PSDN) assuming responsibility for the 


Programme.  That said, there is no reason to question staff commitment to the 


Programme.  Again, as highlighted previously, it is important that all stakeholders 


involved in the Programme have a clear understanding of roles and responsibilities as 


well as expected outputs.  Structured guidelines might prove useful in assisting the SAF 


to further integrate results of NZAF activities into ongoing work.   


 


 


Tonga Leitis Association 


 


In Tonga, the NZAF is working to reduce discrimination faced by MSM and Leitis in 


the Pacific by building the capacity of the TLA to improve access to sexual health 


services and strengthen human rights.  Specifically, the Resiliency Programme seeks to 


carry out the following objectives: 


 


1) Work with TLA and partners of HIV testing access for MSM in Tonga. 


2) Provide assistance to the TLA to develop a strategic plan and access funding. 


3) Provide advocacy and human rights technical assistance to the TLA. 


 


In Tonga, the NZAF Director of HIV Prevention and Communications spent time based 


in the Pacific working with the TLA staff.  Over the eleven week period, he assisted the 


TLA in developing a strategic plan.  This partnership with the NZAF through the 


Resiliency Programme resulted in the creation of the TLA Strategic Plan (2010 – 2015) 


to reduce discrimination and prevent HIV and STIs for Leitis in Tonga.  Because the 
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TLA is a small organisation dependent on the commitment of volunteers, the 


development of the Strategic Plan is a considerable achievement.  Launched on the final 


night of the Miss Galaxy Pageant 2010 by the Honourable Frederica Tuita, daughter of 


Princess Pilolevu and Lord Tuita, the Strategic Plan will help sharpen the focus of the 


TLA by establishing priorities for increasing human rights and reducing stigma and 


discrimination against Leitis and people living with HIV in Tonga.  The biggest 


challenge will be its implementation.   


 


Over the last couple of years in particular, the TLA has experienced major constraints 


with respect to funding its activities.  Its only fundraising mechanism is the annual Miss 


Galaxy Pageant, and the money raised is insufficient to support its activities.   When the 


Resiliency Programme was being designed, the Executive Director of the TLA 


expressed a desire to benefit from the knowledge that existed within the NZAF on 


proposal and grant writing.  To build these skills, NZAF organised a workshop on 


proposal preparation and budget development for interested TLA members.  Related to 


this endeavour, a small working group was established to identify funding opportunities.  


In June, the TLA submitted an expression of interest to the Australian Agency for 


International Development (AusAID) 2010-2011 Human Rights Grants Scheme.  The 


expression of interest was approved, and the TLA submitted a full proposal.  Successful 


applications will be announced on December 10, 2010. 


 


 


The Pacific Sexual Diversity Network (PSDN) 


 


The Pacific Sexual Diversity Network (PSDN) was formed in 2007 with funding from 


the Joint United Nations Programme on HIV/AIDS (UNAIDS) as a Pacific regional 


network of organisations addressing the needs and rights of MSM and transgender 


people in relation to HIV and AIDS.  Its membership includes Samoa, Tonga, Vanuatu, 


Cook Islands, and Papua New Guinea.  Funding from UNAIDS eventually ceased, and 


the Australian Federation of AIDS Organisations (AFAO) and the AIDS Council of 


New South Wales (ACON) through the HIV Consortium for Partnerships in Asia and 


the Pacific supported the PSDN to develop a three year Strategic Plan (2010 – 2013), 


which sets out the goals and direction of the network in the areas of advocacy, 


organisational development and strengthening, governance, capacity building, and 


representation. The Humanist Institute for Development Cooperation (HIVOS) is also 


providing support to establish a full time paid coordinator and PSDN office for the 


Secretariat in Samoa. 


 


The PSDN is at a nascent stage of developing their capacity as a regional network.  As a 


result, the purpose of the NZAF and PSDN partnership is to strengthen the operational 


and governance capacity of the network, in particular the Secretariat.   Specific 


objectives include: 


 


1) Support PSDN to agree on a work programme that prioritises PSDN Strategic 


Plan activities for 2010. 


2) Support PSDN to achieve a work programme. 


3) Provide financial assistance to PSDN to have a functioning Secretariat focused 


on achieving the 2010 work programme.   
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Support was provided in the development of a two year work programme to implement 


the goals of the PSDN Strategic Plan.  But because the network is operating in a 


complex environment with a weak governance structure, further implementation of 


activities has been slow.   


 


What is important to note, however, is that a number of donors, in addition to the 


NZAF, are either currently, or have in the past, provided technical and financial support 


to the development of the PSDN network (see the section of Main Evaluation Findings).  


Although the activities may not overlap, better dialogue and coordination among 


stakeholders involved will enhance implementation and results.  Coordination among 


donor organisations is indeed challenging.  The time and effort required, 


competitiveness among agencies, and different priorities, processes, and practices are 


just a few reasons why coordination is difficult within the international development 


community.  Although the NZAF has forged links and built partnerships with other key 


actors providing donor support in the Pacific region, comments from stakeholders 


interviewed suggest that these relationships could be strengthened. 


 


Conclusions, Recommendations, and Issues for Consideration 
 


In conclusion, the MSM Resiliency Programme has made notable progress in the 


implementation of its activities.  Although an assessment on the effectiveness and 


impact was limited largely by the relatively short period of implementation, some 


indications of actual or expected impact have been found in respect to the infrastructure 


of organisations committed to the health and rights of MSM in Samoa and Tonga as 


well as the overarching goal of improving the sexual health, well-being, and human 


rights of Pacific men who have sex with men (MSM) and reducing stigma and 


discrimination against MSM in the Pacific.  That said, this assessment has noted 


shortcomings in the programme design and implementation process.  Set out below are 


eight recommendations and issues for consideration.   


 


A. Strategic Recommendations 


 


 Redesign the evaluation framework into a logical framework with outputs and 


revised indicators.  


 


 Continue to promote participatory approaches in the planning, design, and 


implementation of the Programme 


 


 Remain flexible and responsive, as the changing context of the Pacific will 


influence its implementation.   


 


 


B. Implementation Recommendations  


 


 Develop a partnership framework that clearly delineates roles and 


responsibilities of partners as well as NZAF expectations and anticipated 


outputs. 
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 Foster regular communication between NZAF and partners to extend technical 


assistance as well as the benefits of the NZAF supported activities.  This will 


require enhanced dialogue and communication skills on the part of the 


implementing partners as well as proper guidance from NZAF. 


 


 Explore innovative ways and alternative methods, such as remote assistance, to 


build institutional and technical capacity of partners. 


 


 Strengthen partnerships with other donor organisations supporting the PSDN. 


 


 Maintain current activities, despite implementation difficulties, and possibly 


expand them to support the sustainability, effectiveness, and impact of the 


Programme’s wider outcomes.   
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		*PID= Pelvic Inflammatory Disease, EC= Ectopic Pregnancy, Inf= Infertility, ON= Ophthalmia Neonatorum, NS neonatal syphilis

				PID		EC		INF		ON		NS		PID		EC		INF		ON		NS		PID		EC		INF		ON		NS		PID		EC		INF		ON		NS		PID		EC		INF		ON		NS		PID		EC		INF		ON		NS

		Age grouping

		0-4 yrs

		5-9 yrs

		10-14 yrs

		15-19 yrs

		20-24 yrs

		over 25 yrs of age

		Total

				July								!				August						!				September						!				October						!				November										December						!

				No. of patients										No. of patients										No. of patients										No. of patients										No. of patients										No. of patients

		OPD

		pediatrics

		OB

		Gynecology

		Total

				PID		EC		INF		ON		NS		PID		EC		INF		ON		NS		PID		EC		INF		ON		NS		PID		EC		INF		ON		NS		PID		EC		INF		ON		NS		PID		EC		INF		ON		NS

		Age grouping

		0-4 yrs

		5-9 yrs

		10-14 yrs

		15-19 yrs

		20-24 yrs

		over 25 yrs of age

		Total

		Note: number of patients seen in OPD, respectively OB, GYN, Ped, is to relate the STI numbers and have a denominator.
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Developing the Road Map for a National Strategic Framework

In the Pacific, most countries have a stand-alone National HIV & STI Strategic Plans in place. For some countries, this Plan is current for another two years. For other countries the Plan will expire in the next year or so. A very few countries have determined that, because of their small population size, and the known low prevalence of HIV (although STIs may be high), they will include HIV & STIs in their National Health Strategy, rather than develop a specific Plan. Very few countries have National Monitoring and Evaluation Plans in place. Most countries have Annual Activity Plans, with budgets, for specific projects and activities funded by one or more donors – such as the Pacific HIV & STI Response Fund, managed by SPC; or the Global Fund, again managed by SPC; or the CDC US-funded programs. A number of countries have a form of national HIV coordination authority. These might be variously known as the National AIDS Council (NAC), or Community Planning Groups (particularly in the north Pacific, where these were established as a condition of CDC funding requirements) or a Country Coordination Mechanism (in response to Global Fund requirements). The structure, purpose and effectiveness of these national coordination mechanisms varies greatly. This Project intends to draw on the resources of regional organisations, led by Burnet Institute in partnership with SPC and UNAIDS, to provide technical development support to 10 Pacific countries to strengthen their capacity to lead the development and review of national strategic frameworks for guiding the response to HIV & STIs in their country. 

1. The National Strategic Framework:

We will explain briefly what we mean when we speak about a national strategic framework. A national strategic framework for the response to HIV & STIs encompasses four pillars:

· An agreed HIV & AIDS Strategic Plan for Action that provides the basis for coordinating the work of all partners[footnoteRef:1] based on  [1:  http://data.unaids.org/UNA-docs/three-ones_keyprinciples_en.pdf,] 


· Clear priorities for resource allocation and accountability so that priorities, resources, outcomes and results can be linked

· Systems for regular reviews and consultation on progress that includes all partners

· The commitment of external support agencies to coordination with the agreed country Strategic Plan for Action, consistent with their own mandates

· Recognition of the linkages between the Strategic Plan for Action and other frameworks, partnerships and strategies to reduce poverty and promote development

· A framework which manages and promotes private/public partnerships, encompassing government, civil society and private sector



· A National Coordinating Mechanism, with a broad-based, multi-sector mandate, based on

· Clearly defined and endorsed authority for strategic oversight of the response to HIV & STIs

· Formal reporting lines (for information and policy instruction) to government authorities at ministerial and administrative levels

· Defined accountabilities in relation to policy implementation, partnerships and program outcomes

· Responsible for promoting country ownership in relation to the coordination, implementation and resourcing of the Strategic Plan for Action in accord with national priorities

· Responsible for ensuring broad inclusion and participation across stakeholders through cooperation and partnerships 



· An agreed country level Monitoring and Evaluation system, which

· Aligns with global and state systems and processes

· Operates under the leadership of the national coordination mechanism

· Ensures the collection of high quality data for analysis and assessment of country performance

· Ensures there is national capacity to meet monitoring and evaluation needs



· A costed Annual Activity Work Plan, for each stakeholder, which

· Identifies the activities necessary to implement the Strategic Plan on an annual basis

· Identifies activity and output level indicators of progress and quality

· Provides an estimate of costs

· Reflects priorities according to an analysis of the current data analysis and confirmed available resources

· Is reviewed every six months

 By having these four ‘pillars’ in place and working in harmony, the National Strategic Framework will ensure that responses to the HIV and STI situation are effective because they use a process of results-focused strategic planning, monitoring and evaluation. This is an approach to planning, monitoring and evaluation that is guided by evidence and oriented towards results. 

2. The roles and responsibilities of the various teams in the strategic planning processes

The Burnet Institute is contracted by SPC through the HIV & STI Response Fund (Stream 5: Regional Priorities) to implement the National Strategic Frameworks Project. The aim of the Project is threefold: 

· To strengthen the capacity of SPC to facilitate national strategic planning, monitoring and evaluation at the country level;

· To ensure coherence across the Regional Partners for one agreed approach to national strategic planning, monitoring and evaluation;

· To build capacity at country level, through the HIV & STI coordinators and national ‘planning teams’, to support the four pillars of the national strategic framework for the response to HIV & STIs. 

2.1 Proposed Roles and responsibilities of the Burnet Institute  

a. To facilitate agreement amongst Regional Partners to support one coherent approach to national planning, monitoring and evaluation.  The first step in this process is to the conduct of a regional workshop in Fiji to propose the approach and supporting tools; agree on roles and responsibilities; and develop an agreed framework for support. 

b. To negotiate a ‘road map’ for implementation of the National Strategic Framework with each participating country[footnoteRef:2]: this process will assess the current status of the country’s national strategic framework, its readiness for strategic planning and the agreed next step to support the country’s National Strategic Framework in accord with the four pillars. This may include the conduct of a review of country’s current response; the development of a new National Strategic Plan or Annual Activity Work Plan, or the development of a Monitoring and Evaluation Framework. [2:  Currently, the countries negotiating to review their response and develop new NSPs are: Solomon Islands, Kiribati and Marshall Islands. In Vanuatu and Federated States of Micronesia, the current plans are at mid-point, and each country is seeking support for mid-term reviews.] 


c. In liaison with the National HIV & STI Coordinators in each country and the Regional Partners, Burnet will identify National Planning Teams in each country; and facilitate a capacity assessment workshop with the National Planning Teams to develop an agreed capacity development program; this will include an assessment of available resources and strategies to support the capacity development activities. 

d. Burnet will be the lead the process for support to implement the ‘road map’, drawing on the National HIV & STI Coordinator and the Regional Partners and National Planning Teams as agreed and defined in the road map;  

e. As negotiated, support the NPT to develop and/or implement the complementary mechanisms that constitute the National Strategic Framework – the National Coordination Authority, the Monitoring and Evaluation Plan and the Annual Work Plan. 

2.2 Proposed Role and Responsibilities of the National Planning Teams 

The ‘National Planning Team’ is not intended to establish a new entity – but rather, to build on the existing authority and roles of those who are responsible for planning, monitoring and evaluation at the country level through the establishment of a focused working group engaged in leading and supporting planning, monitoring and evaluation processes and tasks necessary to effectively implement the national (and state) response to HIV & STIs. It is envisaged that those who will respond to the invitation to participate would include representation from the following: the National HIV & STI Coordinator(s); the Chair of the national coordination authority or their nominee; a representative from the national or state Government HIV & STI program (if this is not the Coordinator), representation from civil society, including from the Capacity Development Organisation, in Pacific Response Fund countries, or from one or more key NGOs. The inclusion of a person who lives with HIV, (if appropriate) or their advocate is also desirable. It is expected that at least one representative service provider from one or more of the key strategy programs of prevention, treatment, care and support would be included in the group.

The National Planning Teams will 

a. Provide in-country leadership and management of the processes to develop, review or assess the four pillars of the National Strategic Framework, including:

a. Negotiation of the road map;

b. Review of country responses; and/or development of new National Strategic Plan or monitoring and evaluation framework; and/or development and review of annual activity work plans, including prioritization of resources and costing;

c. The effective function of the national coordination mechanism.



2.3  Proposed Role and responsibilities of the members of the Regional Partners 

a. To nominate a representative from each agency who is the key focal point for other Partners.

b. To support the agreed regional approach to the coordination of, and process for, national planning, monitoring and evaluation. 

c. To support the National Planning Teams to prepare the road map for the development of the National Strategic Framework, under the guidance of the Burnet Institute focal point

d. As resources permit, assist in the conduct of the capacity assessment workshop with the National Planning Teams in designated focal countries.

e. Liaise with the National Planning Team (including the National HIV & STI coordinator), BI and other regional partners to identify ongoing support and resources to implement the capacity development program.

f. In liaison with the National HIV & STI Coordinator and the Burnet Institute, assist National Planning Teams, to strengthen National Strategic Frameworks in accord with the agreed ‘road map’ and ongoing support to the National Planning Teams. 



3. Purpose of the ‘Road Map’ tool 

The purpose of this tool is to assist National Planning Teams, with the Burnet Institute and Regional Partners, to:

· Understand the elements of a National Strategic Framework

· Assess a country’s readiness to develop, review and revise its National Strategic Framework

· Reach agreement on the steps for planning the National Strategic Framework

· Agree on how the parties can support each other to develop a National Strategic Framework

· Develop a timeline for planning the National Strategic Framework.

The tool includes a ‘checklist’ of the key phases – and steps – in the development and/or implementation of a National Strategic Framework for guiding the response to HIV & STIs; and prompts those completing the worksheet to identify timelines, methods and responsibilities for leading the process.

The tool is designed to be used by the Strategic Planning Facilitator (Burnet Institute) and /or Regional Partners in negotiation with the National HIV & STI Coordinator and members of the National Planning Team.

The negotiation of the Road Map is intended to be an iterative process. The worksheet is intended to be used at the beginning of the National Strategic Planning process; and as a guide for review during the process. It is a facilitated process, achieved through discussion between the Strategic Planning Facilitator (from Burnet) and the National HIV &STI Coordinator, supported by Regional Partners. 



Lastly, a word of advice on how to ‘read’ the diagram overleaf: the ‘road map’ is intended to present an overview of the processes to support development and/or review of the Strategic Framework. Imagine, for example, that you are sitting in the coach’s box at a game of football. This diagram represents the coach’s plan of play for the game. It represents the strategy for ensuring effective implementation; it does not represent implementation of the response, but advice on how to ‘play’ the game and ensure the players are in the right place, doing the right things, with the right people, well enough, and often enough, to ‘win the game’.  



NB: This document is a draft for discussion – once this process is agreed, we intend to develop a similar process for inclusion of the National Coordination Authority (in some countries referred to as the National AIDS Council (NAC), or the Community Planning Group (CPG) or HIV & AIDS Advisory Group).
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The Road Map – National Strategic Framework  

Planning and Review Sheet  



		

		Key Steps

		Output/Related Steps

		Suggested Process and estimated Timing for completion of the key outputs in the Phase

		Agreed Start /End Dates

		Agreed Lead Responsibility



		1

		Getting Started: Beginning the Planning Process

		 

		

		



		1.1

		At this point, this is an opportunity to discuss the current state of the National Strategic Framework for responding to HIV & STIs:

· Does the situation demand a strategy specifically for HIV & STIs? 

· If so, what is the current situation and approach to planning, monitoring and evaluation

· What kind of planning framework does the country currently use?

		Yes - Agree on the usefulness and purpose of the National Strategic Plan for HIV & STIs and the associated Strategic Framework

		Discuss and reach agreement at the meeting HIV & STI national and state coordinators meeting on 15th Nov – do you want to tell them about the Quality assessment? The Road map framework? Capacity assessment framework?

		15-19th November. 

		Johnny & Dr Ekiek 



With support from Nancy



		 1.2

		Assess the country’s ‘readiness’ to plan/manage NSF:

· Who is responsible for planning monitoring & evaluation? 

· What skills and capacity exists to lead development of strategic framework?

		Reach Agreement with National and state HIV & STI Coordinators on the current situation with planning, monitoring & evaluation in the country

		 Yes in the above meeting on 16th – 19th November, Yap. 



Clarify who is in the NPT – other states? Is there a need for state-based NGOs to also participate in the NPT? 





		15-19th November. 

		



		

		

		

		

		

		



		1.3

		Identify who at national level would be able to assist lead and develop the National Strategic Framework 

		

		 The national planning team agreed at 15th Nov meeting 

		15- 19th November 

		



		

		

		

		Brief the NAC HOST - Find a way to do this – through coordinator – skype?

		? December 2010? (to b e agreed in Yap meeting)

		Johnny and Dr Ekiek



		

		

		

		

		

		



		1.4

		Strengthen the National Planning Team’s capacity for Strategic Planning, monitoring & evaluation under the Framework 

		 

		

		



		 

		 This is an opportunity to assess the strengths and weaknesses of the members of National Planning Team who carry responsibility for leading NSF process



		National Planning Team’s Capacity Assessed - 

NPT Capacity Development Program identified

		Present the capacity development plan to the National /State HIV & STI coordinators meeting in Yap ? 

		Yap meeting on 15-19 Nov 

		Johnny and Dr Ekiek



		

		

		

		Roles and responsibilities of the members of the NPT agreed – at Yap meeting

		Yap meeting on 15-19 Nov 

		Johnny and Dr Ekiek



		

		

		 

		 

		

		



		Phase 1

		Analyse and assess the HIV & STI  Situation 

		 

		Two months

		

		



		2.1

		If there is no current Strategy in place, this is an opportunity to 

· Assess whether there is an accessible and understandable analysis of the HIV &S TI situation, its trends and changing patterns, including the risk groups & vulnerabilities that ‘drive’ the situation

· Assess whether there is reliable evidence available on which to base this analysis

If there is a Strategy in place, this is the opportunity for reviewing the current response. 



		Situation Analysis, or, 

Response Review

		Draft of the Mid-Term review to Johnny and Dr Ekiek by 1st November 

		 August – November 

		Suzanne /Dr Ekiek and Johnny



		

		

		

		Set at time to discuss the Mid-term Review and summary documents: set key questions such as ask what the strategy should look like, whether more information is needed, where focus should be

		Third week in January – by skype or email

		Johnny



		Phase 2

		Define key results for (next) strategy 

		

		 

		

		



		2.1

		Once the situation assessment or response review has been undertaken, this is an opportunity to develop a short summary of the key issue, and the implications for the next strategy; key results for the next strategy should be identified, and likely change areas (indicators) at ‘high levels’ be proposed.

		

		Review comments on MTR – and Draft the outline of key results, likely costs, key changes, how you will measure...sent for comments to all relevant stakeholders... NGOs Minsitries, national and  state? How work out who to consult?

		Feb 

		Johnny & Dr Ekiek (Suzanne support by email) 



		2.2

		The indicative costs of achieving the key results should also be considered. 

		

		

		

		



		2.3

		The linkage between the HIV & STI response and other key strategic processes – such as Health strategy, national development strategy and the PRSIP Strategy – should be considered.

		

		

		

		



		2.4

		The Concept Note should be circulated to all stakeholders for comment prior to the preparation of the Draft Strategy through the results framework.

		National Strategy Outline 

		Send it out in Feb – then meet with stakeholders to discuss – convene a meeting of the State and national coordinators to discuss?

		Feb – March 

		Johnny 



		

		

		

		Consult with stakeholders on concept note – define key questions for hte members of NPT and SPT to consult with stakeholders and feedback

		April may 

		



		

		

		

		Compile feedback on the concept note 

		May June 

		Johnny and Dr Ekiek – suzanne can support by email 



		

		

		

		Plan Results Framework Workshop - 

		June

		Johnny or Dr Ekiek with support from Suzanne by email or Emi 



		Phase 3 

		Preparation of draft results framework objectives, key results & programs

		

		Two weeks 

		 



		



		3.1

		This is the stage when you will pull together the draft National Strategic Plan. The key here is consultation with stakeholders over a week to develop a results framework, sometimes called the logframe matrix, or the activity or strategy matrix.

		Draft Results Framework

		includes one week for workshop to develop results framework; another week to follow up and complete RF and MEF.

		July 

		Johnnny and Dr Ekiek to lead. With Suzanne to support All national planning team, - NAC HOST - participate 



		 3.2

		First, review your Outline and identify your Strategic objectives and priorities based on your results.  During this step, stakeholders will identify the broad objectives of the strategy, including its links with other national objectives. Setting of priorities should be informed by:

· situation analysis of epidemiology  

· the effectiveness and relevance of current programs

· relative cost effectiveness of various interventions

· equity issues (such as access to services), gender, stigma and discrimination and human rights

· risk and vulnerability factors. 



		

		

		

		



		 3.3

		Key results of strategy: the Strategy’s results should be measured at the program level as opposed to the level of activities (which relate to the annual activity workplan). 

		

		Need to work out how state annual plans are developed – led by State coordinators? With support from National ?

		

		



		Phase 4

		Identifying Programs

		Included in Phase 3 above

		Included in Phase 3 above

		

		



		 4.1

		Once you have decided what changes you want to see – and described these as ‘results’ or their endpoint, then identify programs necessary for achieving the key results of strategy

· Identify key programs in prevention, treatment, care and support – balanced to respond to the evidence you have analysed in your situation analysis or response review. 

· Identify key target groups to be reached by programs 

· Identify changes in policy and legal environment that may be needed

		

		

		

		



		5

		Estimate the cost of strategy and resource mobilization needed

		

		 

		

		



		5.1

		Cost of strategy 

· Use unit costs if collected within country to assess the cost of delivering your Strategy; or estimates, if unit costs are not available. 

· Ensure that the management of the HIV & STI response (e.g. staffing of the National HIV & STI Program) and monitoring and evaluation are adequately costed



		Cost estimate 

		Allows 3-4 weeks to assess current resources and proposed costs of implementing the Draft Results Framework

		 

August – September 

		Takiko, National HIV Finance Officer, plus Johnny, plus Dr Ekiek, plus Semenson  



		5.2

		Mobilization of resources

· Assess needed resources against current donor and national and household funds and other resources available. 

· Is there duplication? Gaps? Are alternate sources needed?

		Resources schedule 



		

		 



		



		

		

		

		Reprioritise? the Strategy in light of costs 

		October?

		Jonny and DR Ekiek , with NHFO



		5.3

		Draft Final National Strategic Plan

		

		One month

		November. 

		



		

		 Assign responsibility for writing the strategy document, with clear responsibility and accountability



		Draft NSP inc summary of:

· Situation assessment and response review 

· results framework 

· resources schedule

· outcome indicators & data sources/methods

· priorities – based on what we know works (effectiveness), resources and cost of programs

		Allows two weeks to revise concept note and amend to include results framework, revised in light of budget and resources  

		

		 Johnny and Dr Ekiek, with support Suzanne 



		5.4

		Consider whether any priorities require separate and unique strategy support arising from key national issues e.g. Prevention Strategy in PNG due to high prevalence of HIV in some key settings

		

		Not necessary 

		

		



		5.5

		Endorsement of strategy

		

		One Month

		November 

		



		

		National Strategic Plan reviewed & distributed 

· Distribute draft NSP for comment  to stakeholders 

· Conduct national validation meeting with NAC (and other stakeholders)

· Revise Plan 

· Distribute Final Endorsed National Strategic Plan



		

		Circulated revised prioritised draft to Secretary of Health, Directors of Health. 



Email key stakeholders at state and national level to share with CPG members, key NGOs, other DOH reps. And donors. For information.

		

		Johnny and Dr Ekiek. 



		5.6

		Start preparations for the developing the Annual Activity Plan  (See below for detail)

		Annual Activity Plan 



		One month

		

		



		

		Identify key program areas and develop an annual work plan, providing details for Objectives (outcomes) Outputs (defined in Strategy) and activities with key indicators and means of verification identified; and resources and budgets.

		

		Includes one week workshop, with two weeks to prepare and follow up 

		

		



		

		Circulate the Annual Activity Plan for information sharing with other stakeholders 



		

		One week

		

		



		

		Review Annual Activity Plan 6-monthly – with six monthly monitoring reports on progress

		

		Two weeks

		

		



		6

		Monitoring and Evaluation Plan 

(See below for detail)

		National M&E Framework

		Two months 

		 

		



		6.1

		Start preparations for the developing the National Monitoring & Evaluation Framework.

		

		

		

		



		

		Review current state of M&E data sources, roles and responsibilities across stakeholders and data collection systems (including routine surveillance but also other routine data sources)

		Assessment of current M&E Data Sources & Systems

		Allows one month to identify available data sources & systems 

		

		



		

		Develop an M&E framework that directly relates to the program logic of the National Strategic Plan

		M&E Framework

		Includes three week to arrange hold and follow up on  stakeholders workshop to determine key indicators and means of verification

		

		



		

		Identify linkages between the National and Regional Performance Assessment Framework to avoid duplication

		Articulation of linked performance measures at National and Regional levels

		

		

		



		7

		Review the effectiveness and efficiency of the planning process.

		

		

		

		

























The Road Map: Key Steps in Preparing the Annual Activity Work Plan

Planning and Review Sheet  

 

 

		


		Key Steps

		Output/Related Steps

		Estimated Timing  

		Start /End Dates

		Key Responsibility



		Activity Related to Phase 5

		PREPARATION OF THE ANNUAL ACTIVITY  WORK PLAN  



		Principle: Start from the draft National Strategic Plan and expand programs at objective and output levels to the level of activities



		5A

		Preparation of the Annual Activity Workplan

		

		 Two months 



		

		



		5a.1

		This is the opportunity to define the activities for the next twelve months, within each strategic program, with specific indicators 

· Define clearly activities that are included in each program

· keep the overall number of activities to a level that is ambitious but manageable



		Activity level ‘Results framework’ or logframe, including inputs, activities and outputs – links to objectives (or outcomes) and outputs identified in Strategic Plan’s results framework. 



		Includes three week to arrange hold and follow up on  stakeholders workshop to determine Outputs, Activities and key indicators and means of verification

		

		



		 5a.2

		Consider how you will measure the changes over the 12 months - Link activities to clearly measurable results.

· Output indicators set each year, including targets

· Identify how the required data to measure change can be available

· Identify the resources to collect analyse and disseminate data, including the opportunity for amendment of program delivery as necessary.

		Identify indicators and means of verification in the activity logframe.

		 

		

		



		5a.3

		Describe the management framework for implementation of activities.   This includes identifying the roles and responsibilities of key stakeholders in relation to implementation and access to funding:

· Who will do the work; 

· how and when will it be done

· Clarify role of each level of governments

· Clarify role of private sector and civil society 

		

		 

		

		



		5a.4

		Identify links with other programs that affect the implementation of HIV & STI strategy, inc:  

· Health sector strategy

· Other sectoral strategies

		

		 

		

		



		5a.6

		Estimate the resources for implementation, inc a budget for program delivery and human resources and infrastructure needed for implementing the programs  

· Current human resources available and gaps

· Government contribution   

· Civil society contributions

· External donor assistance 



		1.Resources schedule 

		 

		

		



		5a.7

		Identify Review processes and workplan adaptations

		Identify links to the National M&E plan in your Annual Activity Logframe

		 

		

		



		

		Consider how you can streamline the reporting needs for all external and internal funding donors and programs.

		

		

		

		



		

		Consider how you will use the M&E Plan to guide your annual monitoring and review processes.

		

		

		

		



		

		Review the effectiveness and efficiency of the planning process.

		

		

		

		









The Road Map: Key Steps in Preparing the National Monitoring & Evaluation Plan

Planning and Review Sheet  



		

		Key Steps

		Output/Related Steps

		Estimated Timing

		Start /End Dates

		Key Responsibility



		Activity Related to Phase 6

		DEVELOPMENT OF NATIONAL MONITORING AND EVALUATION PLAN   



		Principle: Responds to the National Strategic Plan – Identifies outcomes and indicators and means of verification to output levels



		6A

		Plan for monitoring and evaluation of the response 

		

		Two  months

		

		



		6A.1

		Review current state of M&E data sources, roles and responsibilities across stakeholders and data collection systems (including routine surveillance but also other routine data sources)

		Assessment of current M&E Data Sources & Systems

		Allows one month to identify available data sources & systems 

		

		



		6A.2

		Develop an M&E framework that directly relates to the program logic of the National Strategic Plan

		M&E Framework

		Includes three week to arrange hold and follow up on  stakeholders workshop to determine key indicators and means of verification

		

		



		6A.3

		Identify linkages between the National and Regional Performance Assessment Framework to avoid duplication

		Articulation of linked performance measures at National and Regional levels

		

		

		



		6A.4

		Estimate cost of M&E Plan and ensure that it is included in National Strategic Plan and Annual Activity Work plan cost estimates – or include them in the M&E Plan. 

· Consider cost of collecting information, analysing information and disseminating information  

· Consider human resources 

		Resource scheduled for M&E 

		Two weeks

		 

		



		6A.5

		Consider how you can improve the role of the M&E system in guiding programmatic priorities 

· Plan for regular reporting and widespread distribution of reports

· Plan for impact analyses of interventions 

· What are the key learning questions that evidence-based analysis can try to answer?

· Plan for additional data collection and research if needed

		Plan for dissemination of key results and ongoing learning framework

		

		 

		



		6A.6

		Improve coordination among stakeholders 

· Capacity workshop on data collection and analysis and dissemination among all stakeholders

· Establish an M&E working group with partners to continue to improve the M&E methods and approaches. 



		Establish working group for M&E – responsible for implementing 6A.5 above

		Ongoing – Six monthly workshops (one day) on program improvement. 
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This is a tool for a Quality Assessment of the National Strategic Framework. It can be used by National Planning Teams, working with facilitators from the Pacific Regional Planning Team.

A National Strategic Framework refers to the coordination mechanisms and documents used to develop, manage, monitor and evaluate a country’s national response to HIV and STIs. It is consistent with ‘The Three Ones’, outlined by UNAIDS in 2001. The National Strategic Framework includes:

· National Coordinating Authority [footnoteRef:1] [1:  This may be called the National AIDS Council, Advisory Group or something else] 


· National HIV and STI Strategy 

· Monitoring and Evaluation system

· Annual Activity Work Plans for implementation of the national strategy

This tool has been adapted from a similar tool prepared for the AIDS Strategy and Action Plan, a service of UNAIDS provided by the World Bank. The Pacific Regional Planning, Monitoring and Evaluation Group has adapted this tool to make it more relevant specifically for Pacific countries. 

How to use the tool:

This tool includes statements about the four components of a National Strategic Framework.

For each statement, the planning group using this tool should:

1. Discuss the statement and think about your own country’s current experience

2. Tick the column to indicate whether your current experience for this statement is “No / Partial / Good”

3. Decide together whether you want to make any comment about this statement.

This will give you a picture of the strengths and weaknesses in your country’s strategic framework. 




		

		Criteria

		No

		Partial

		Good

		Comments



		1

		National Coordinating Authority

		

		

		

		



		

		There is one National Coordinating Authority. 

		x

		

		

		The NAC has not been established: a meeting was called to establish a NAC in response to advice that GF were dependent on the establishment of a coordination authority; 15 people attended the meeting, a rep from private sector expressed interest, two others were interested but unable to commit due to their current (work)loads; the HIV Clinical Program Manager intends to ask the Secretary to formally invite 5 members in writing. 

NB: all those invited to the last meeting to establish the NAC were invited to this planning workshop: none were able to attend – three agencies, CMI, YtY and MOE sent alternates instead. 



		

		The National Strategic Plan says what the national coordinating authority is called, who is represented on it, who it reports to, how often it meets.

		x

		

		

		The last Plan did identify the role of the CPG and need to strengthen it – this has not happened. 



		

		The Government leads this national coordinating authority and this has been approved by the relevant Government leader.

		

		x

		

		Although the NAC does not exist, the group thought it was clear that the MOH was responsible (de facto authority?) for leading the response and that this was endorsed by the government.



		

		Civil society has representation on this authority.

		

		x

		

		NGOs were invited to join the NAC at the meeting earlier this year but have not been able to commit.



		

		There are Working Groups that report to this national authority about specific issues.

		x

		

		

		



		

		It is clear who people can go to if they want to suggest improvements to the national response, or if they want help to resolve a dispute between stakeholders about what should happen.

		

		x

		

		People think of the individual programs as a source of information about various aspects of HIV & STIs – with some considering the Public Health program as the central source in MOH and YTY as the source amongst NGOs.



		

		It is clear who coordinates technical assistance from organisations outside the country, so that this can be provided in line with the country’s needs.

		

		

		x

		This was most accurate of all statements – external assistance is coordinated through Dr Zach 



		

		The activities of development partners, including the SPC and UN partners, are known by and approved by the National Coordinating Authority.

		

		x

		

		The MOH, as current lead of the response, liaises with the development partners – primarily in relation to funding. 



		

		It is clear who makes the final decisions about the national response.

		

		x

		

		Again, the MOH or the relevant agency make their decisions about their programs – but the overall response? The Ministry of Health makes most decisions.



		

		It is clear who provides the secretariat or other forms of response for this national coordinating authority.

		

		x

		

		Dr Zach and Zoya advise the Secretary for health. 



		

		What else do we want to say about the national coordinating authority?

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		2

		National Strategic Plan 

(the existing  or draft new plan)

		

		

		

		



		

		There is a National Strategic Plan to guide the country’s response to STIs and HIV.

		x

		

		

		The current NSP expired in 2009



		

		This is genuinely national. It includes summaries of all programs that together make up a national response.

		

		

		

		All of these criteria are endorsed and are important to consider in the development of the next strategy.



		

		It outlines priorities for government, civil society, health sector and other sectors.

		

		

		

		



		

		The strategic plan includes plans for STIs as well as HIV.

		

		

		

		



		

		The strategic plan indicates how there will be access to Prevention  for all those who are at risk. 

		

		

		

		



		

		The strategic plan indicates how there will be access to Counseling and Testing for all those who will need these.

		

		

		

		



		

		The strategic plan indicates how there will be access to HIV Treatment for all those who need this.

		

		

		

		



		

		The strategic plan indicates how there will be access to STI Treatment for all those who need this.

		

		

		

		



		

		The strategic plan indicates how human rights will be improved.

		

		

		

		



		

		The strategic plan indicates how gender issues will be addressed.

		

		

		

		



		

		The national strategic plan has a logical order. For example, it clearly states the situation, response review, overall goal, program objectives and expected results, indicators and resources.    

		

		

		

		



		

		The strategic plan identifies intended results for each program area.

		

		

		

		



		

		The intended results are based on the analysis of the information collected in the situation assessment and response review.      

		

		

		

		



		

		The targets are SMART: Specific, Measurable, Achievable, Realistic and Timebound. 

		

		

		

		



		

		The National Strategic Plan complements other plans, such as the PRSIP2, National Health Plan or the National Development Plan. It works to the same cycles (e.g. 2010-2015 for all plans) and has consistent priorities.

		

		

		

		



		

		What else do we want to say about the National Strategic Plan?

		

		

		

		Add to the criteria: the 



		

		

		

		

		

		



		

		

		

		

		

		



		3

		Preparing for a new National Strategic Plan: Analysis and summary of Situations and Responses.

		

		

		

		The group struggled to remember the UNGASS report as the most recent review of the Response even tho it was discussed at length on Wednesday afternoon.



		

		There is a national summary of the HIV situation.

		

		

		x

		The UNGASS review in March 2010 is the most comprehensive overview of the whole response; it has some gaps: it does not address STIs situation sufficiently – for this, refer to the MDG 2009 report. The 2006 SGS and 2007 DHS surveys are most recent epi data. This information needs to be summarised in a one-pager.



		

		There is a national summary of the STI situations.

		

		

		

		As above. There is also routine surveillance data that could be pulled together for a one-pager – Dr Zach has this.



		

		These summaries include information about prevalence and incidence.

		 

		x

		

		The numbers are small for HIV so incidence and prevalence is not meaningful – a case study was recommended by UNGASS report; the STI data needs review. 



		

		These summaries include information about behaviours.

		

		x

		

		Yes see above. 2006 and 2007 data is dated tho – much program development has happened since then – it would be interesting to review 2009 Youth Risk Survey data on school students as this seems to confirm the SGS survey – despite the increase in testing and counselling and diagnosis – need to understand what this means, better. We are testing more, and in the routine groups – are we reaching those we need to? Or are we now just starting to reach them? Do we increase testing (yes) do we improve quality of VCCT (yes) how do we reach those most at risk – young people in informal settings, those diagnosed with HIV, those who are partners of those first in contact with HIV virus?



		

		These summaries are accurate and clear enough to be used as baselines against which to compare future changes.

		

		x

		

		See above – need a one-pager



		

		The HIV situation summary identifies which groups of people are infected with HIV and which groups may now be at risk.

		 

		x

		

		See above – a case study of current positive people is recommended to understand the risks for this group better – and potential partners. 



		

		The HIV situation summary indicates how many people have been tested for HIV, and how many of these know their results.

		

		x

		

		Only two positive people were picked up thru routine screening in last 2-3 years. The key sources diagnosed with HIV were late stage – or subsequent partners thereof – how can we access and screen both these groups earlier and better? People remain fearful to test because they fear discrimination. 



		

		The HIV situation summary indicates how many people are being treated with antiretroviral drugs.

		

		

		x

		Access to medication is good for those diagnosed with HIV – but we have noticed increase in re-infections or recurrence of STIS – how can we follow up on contact tracing to improve – in Ebeye, the Clinic  plans to ask the zone volunteers to go out to the community, and will pay them to bring people in to clinic for testing (as with cancer program). Some people who needed ART refused medication because of fear that it would reveal their sickness to their families– and died; or because of how health professionals treated them – and consequently infected others. Stigma is an issue we must address. 



		

		The HIV situation summary indicates how many people will require treatment in the period of the next strategy.

		

		x

		

		It identifies current needs – but not possible future caseload.



		

		The HIV situation summary indicates how many people with HIV are receiving care and support.

		x

		x

		

		It does not describe how families care for their families tho, or how community cares – see above. Because of stigma.



		

		The HIV situation summary indicates how many people with HIV will require care and support in the period of the next strategy.

		x

		x

		

		



		

		The STI summary indicates how many people have been diagnosed with STIs and the type of evidence used to inform this figure (e.g. syndromic diagnosis, testing, epidemiological treatment based on estimates).

		

		x

		

		Need to review and improve. See above 



		

		The STI summary indicates how many people have received treatment for each identified STI in the last year.

		 

		x

		

		See above



		

		The STI summary indicates the reasons why different people are vulnerable to STIs.

		x

		

		

		See above 



		

		The HIV situation indicates the extent of stigma and discrimination against people living with HIV.

		

		x

		

		DHS and SGS surveys both measured this. See above for further info. 



		

		The assessments include analysis of how the national response addresses human rights.

		x

		

		

		Draft legislation is not well known nor endorsed. Over two years as draft. When will it be approved – not known.



		

		There has been a specific review of how gender influences the national situations.

		x

		

		

		



		

		What else do we want to say about the HIV and STI situations?

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		There is a summary of the national “Responses” to STIs.

		

		

		x

		Need to address STIs comprehensively. See above



		

		This summary is based on a formal Review (or not).

		

		 

		x

		See above.



		

		This summary includes evidence for the findings of the review.

		

		

		x

		See above.



		

		The summary notes what is occurring in the existing responses to STIs.

		

		x

		

		Need to address STIs comprehensively. 



		

		The summary notes the range of national partners involved in the responses, from Government and Civil Society and the Private Sector.

		

		

		x

		See above.  



		

		The summary indicates how gender influences the national responses.

		x

		

		

		See above.



		

		The summary indicates the strengths and weaknesses of the national response.

		

		x

		

		See above.



		

		The summary makes recommendations for future directions of the national responses.

		

		

		x

		See above.



		

		What else do we want to say about the Situation and Response analyses?

		

		

		

		 



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		4

		Prioritization 

		

		

		

		



		

		The National Strategic Plan has clearly stated priorities that can be understood easily by someone who is looking for them.

		

		

		

		The last NSP did have clearly stated priorities which matched most of these criteria – all are endorsed and considered important for the future strategic plan.



		

		The priorities relate to the list of targets mentioned above.

		

		

		

		



		

		For prevention activities, there is a balance between activities for most at risk populations and activities for general community awareness.

		

		

		

		



		

		The priorities are cost effective.

Comment on what this means to your planning group.

		

		

		

		



		

		For treatment activities, priority is given to services for the people most likely to be infected with STIs or HIV.

		

		

		

		



		

		The plan notes how STI and HIV are integrated with other health issues, especially reproductive health and adolescent health.

		

		

		

		



		

		There is the right balance of prevention, treatment, and reduction of stigma and discrimination, reflective of the evidence in each country. 

Comment on what this means to your planning team.

		

		

		

		



		

		The plan indicates the resources required for each priority.

		

		

		

		



		

		The resources of the whole plan match the priorities (e.g. The top 9 priorities will attract at least 70% of the allocated resources).

		

		

		

		



		

		There are adequate resources allocated for Monitoring and Evaluation (e.g. 5% of the total budget). 

		

		

		

		



		

		The plan says what will happen if there is not funding available for all activities (e.g. that the top 9 priorities will be funded first, no matter what is the total resource pool)

		

		

		

		



		

		The total number of activities in the plan is realistic to implement and can be coordinated.

		

		

		

		



		

		What else do we want to say about priorities?

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		5

		One Monitoring and Evaluation system.

Results Based Monitoring and Evaluation.

		

		

		

		We left M&E due to time constraints – much was discussed in the previous session on Wednesday am.



		

		There is a Monitoring and Evaluation Strategy (this might be within the National Strategic Plan or might be a separate document, but the National Strategic Framework is not complete until there is an M&E Strategy).

		

		

		

		



		

		All stakeholders agree to work with the one Monitoring and Evaluation Strategy, providing data and reviewing lessons learned.

		

		

		

		



		

		There is a small team to coordinate the collection and analysis of data for Surveillance, Research, Monitoring and Evaluation.

		

		

		

		



		

		The Monitoring and Evaluation Strategy states what information will be collected, by whom and how often.

		

		

		

		



		

		There is a system for reporting of activities so that the national coordinating authority can track exactly which components of the plan are being implemented.

		

		

		

		



		

		The M&E system records how often the national coordinating authority meets and what it decides.

		

		

		

		



		

		There is an annual review of the Monitoring and Evaluation results, to consider what should be changed in the national response as more information is available.

		

		

		

		



		

		The Monitoring and Evaluation Strategy states how information will be reported and disseminated to relevant authorities and other people throughout the country.

		

		

		

		



		

		The national coordinating authority and the Monitoring and Evaluation Team have a clearly defined relationship (e.g. They are the same group of people, or the M&E Team reports to others).

		

		

		

		



		

		Systems for Monitoring and Evaluation are in operation now.

		

		

		

		



		

		Each program within the National Strategic Plan has a defined way of reporting to the national Monitoring and Evaluation Team.

		

		

		

		



		

		There is a system for surveillance of STI and HIV infections.

		

		

		

		



		

		The surveillance system is ongoing, not just once every four years.

		

		

		

		



		

		There is a system for collecting data on behaviours. 

		

		

		

		



		

		There is a system for collecting information about human rights.

		

		

		

		



		

		There is a budget for Monitoring and Evaluation which makes clear the proportions allocated to the priority activities and other activities.

		

		

		

		



		

		What else do we want to say about Monitoring and Evaluation?

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		 



		

		

		

		

		

		



		6

		Participation of national partners

		

		

		

		



		

		All relevant government ministries are involved in the ongoing planning cycle processes.

		

		x

		

		Yes, they were involved in the last plan – and were invited to participate in this one – we need to find out why MOE came – perhaps invite earlier and remind them. Eg Internal Affairs, Attorney General’s, Public Safety, Transport . 



		

		All relevant civil society organisations are involved in the planning cycle, including faith based organisations.

		

		

		x

		All were involved in the last planning workshop – but few are here today. 



		

		Groups of most at risk populations, or their representatives, are involved in the ongoing planning cycle.

Comment on how they are involved, and how this is meaningful. 

		x

		

		

		We need to ensure we build better strategies for engaging those at risk in the development of programs to meet their needs. 



		

		People living with HIV are involved in the ongoing planning cycle.

Comment on how they are involved, and how this is meaningful. 

		x

		

		

		Positive people are not well engaged because of the fear of stigma which means they are unwilling to disclose publicly and participate in planning sessions – can we find other strategies for engaging them, such as private interviews?



		

		The National Planning Team, the National Coordinating Mechanism, and the National M&E Team each include women and men as members. 

		

		x

		

		The proposed NPT does include men and women – as does the proposed NAC. We have no M&E team. 



		

		Decisions about priorities and resources for the Strategic Plan are based on the evidence. 

		

		

		x

		This is important for the next plan and must be considered 



		

		Partners participate in making sure that the national strategic framework is equitable (Say what this means to this country).

		

		

		

		This is something for consideration in the next plan – particularly for groups such as the disabled we should ensure all venues are accessible; for the outer islands, we need to ensure they can participate or are consulted in some way. Do we need to dedicate more funds or develop specific programs that assist those who cannot access existing services and programs because they are marginalised?



		

		The private sector is involved – private health practitioners.

		x

		

		

		There is only one private GP on the island and they are too busy to attend meetings despite invitations. They do not send their testing data to the HIV & STI Clinical Care program 



		

		The private sector is involved – businesses.

		

		x

		

		The private sector was invited to the NAC meeting and is interested to participate – they are important for the future plan. The private sector support YTY a lot – taxis, bars, hotels. 



		

		Roles and responsibilities for implementation are clearly defined in the National Strategic Plan.  

		

		

		x

		This was well defined in the last plan and is important for the future 



		

		There is a ‘Road Map’ for the National Strategic Framework. All stakeholders are aware of what steps will be taken, who will be involved, and what they are each expected to do. Timeframes for each step are clear.

		

		

		x

		This is what we are working on now – tho’ only a few organisations are here at this workshop – we need to advise agencies earlier, so they can plan to attend, and remind them often. 



		

		What else do we want to say about participation?

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		7

		Costing

		

		

		

		



		

		The National Strategic Plan includes an outline of the resources and costs required to implement the priority programs

		

		

		

		Costs were identified in the last Strategic Plan – and are important to consider in the next – especially with two key funding sources – Response fund and global fund expiring during the life of next plan. CDC funds are also under negotiation. It idd identify potential gaps in funds. 



		

		What costing tool is used for the national plan and other components?

		

		

		

		No tool has been used before. 



		

		There is an estimate of resources available, gaps, and possible sources of additional resources are identified.   

		

		

		

		The last Plan did not include a list of resources – its important this is considered next time.



		

		There is a process for reporting on financial management to the national coordinating authority.

		

		

		

		



		

		There are resources allocated for Management and Coordination.

		

		

		

		There were resources allocated for management and coordination, through CDC/Federal funds. 



		

		What else do we want to say about costing?

		

		

		

		Additional funds is not the issue – previously RMI has handed back funds because they have not used them all – its the capacity to use the funds that is the issue that needs to be addressed.



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		8

		Capacity development 

		

		

		

		



		

		The National Strategic Plan describes which activities are to be implemented by government, by health sector services, by private health services, by civil society and by groups of people most at risk.

		

		

		x

		The last plan did this well.



		

		The strategic plan identifies the human resources required to implement the priority programs, or gaps and strategies to meet these gaps. 

What is needed: more people, more training, more equipment or other resources?

		

		

		x

		The last plan identified who was responsible but not the level of resources necessary to achieve tasks or programs. We need to build the capacity of people to do their jobs. As well as strengthen their motivation and commitment to do their jobs. 



		

		The strategic plan identifies how to ensure there will be good procurement and supply chains for diagnostic testing and for treatment drugs for STIs and HIV.

		x

		

		

		Although the last Plan doesn’t describe this, this area did improve over last few years with the increase in funding – its good for Majuro and Ebeye, but not as good in outer islands. 



		

		The National Strategic Plan states which civil society groups will work with “most at risk populations”  

		

		x

		

		The last plan did identify which civil society organisations would work with at risk groups. 



		

		The National Strategic Plan states how many health workers have the skills and resources to offer counselling and testing, where they are and what are the gaps.     

		

		x

		

		The last plan did identify the need for strengthening skills in counselling and testing – even tho it did not specify numbers. The response has ensured that another 13 health workers have been trained in VCCT as well as CTR – in NGOs (YTY) as well as MOH.



		

		There is a national strategy for building skills of people and organisations working in prevention.

		

		

		x

		Whilst this was not described in the last plan comprehensively, YTY take the lead in this area and their Strategic/Project activity  Plans do describe this – YTY train their peer educators in all programs; the MOE trains its teachers; 



		

		There is a national strategy for building skills of people and organisations working in treatment.

		

		x

		

		This was not listed in the last plan – but MOH health professionals in treatment and care have received training in case management, rapid test and other areas in the last few years. 



		

		What else do we want to say about capacity development?
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		Policy Environment

		

		

		

		



		

		The National Strategic Plan has been endorsed by the relevant Government Authority (e.g. the Minister of Health, Prime Minister, Minister of Finance, Minister of Planning)

		

		

		x

		The last plan was endorsed by the MOH.



		

		The National Strategic Plan has been validated by relevant civil society stakeholders (e.g. at a National Validation Workshop)

		

		x

		

		Many NGOs were members of the planning workshop that drafted the last plan – but not many are here today and we know that few read it, or have used it (see the UNGASS Review consultations) so we need to ensure they are able to read it, or know what it means when we plan the next one – writing it in Marshallese will help. 



		

		The National Strategic Plan outlines how the legal and policy environment promotes universal access to prevention and treatment, protects human rights, and actively promotes reduced stigma and discrimination. 

		x

		

		

		The last plan outlined need for legal and policy environment  - and a draft policy on treatment and care for health professionals, and on stigma and discrimination (protection of positive people and prohibition of intentional transmission of HIV) , were developed – but these are not well known beyond the Clinical care program and have not been endorsed. 



		

		The National Coordinating Mechanism is aware of the strengths and shortcomings of the national policy environment, and has an annual discussion about what needs to be improved and follows up with action. This includes discussion of how other laws affect STIs and HIV.

		x

		

		

		There is no NAC – and the CPG proposed in last plan never eventuated. These need follow up. It’s possible this is a key factor in the absence of sufficiently strong policy and legislative environment.



		

		The National Strategic Plan describes how the country will reduce Stigma and Discrimination and actively seeks to implement these actions, such as policy, legislation and other means.

		x

		

		

		See above – some efforts in the last plan but these require follow through. 



		

		The Monitoring and Evaluation Strategy outlines what sort of information will be collected for ongoing measurement of stigma and discrimination, so that changes can be tracked over time.

		x

		

		

		Data was collected thru the 2006 SGS and the 2007 DHS survey – but it was not expected in the last Plan’s M&E framework. 



		

		The National Strategic Plan is easy for many people to read and understand (e.g. It is a maximum of 15 pages long with annexes for more detailed M&E Plan and Annual Activity Plans).

		

		

		x

		Need the next plan to be written in Marshallese – we know that very few read or followed the last plan. We also need to find ways to communicate the content of the plan other than in written form. 



		

		What else do we want to say about the policy environment?
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		Action Plans

		

		

		

		



		

		The National Strategic Plan covers a five year period. It allows for development of annual or biennial Action Plans or Operational Plans.

		x

		

		

		The last NSP covered 5 years, but it doesn’t refer to annual work plans. Except for the clinical care program and global fund coordinator, who have developed the Response Fund and Global Fund workplans, the current workplans that each agency uses do not align with the last NSP. 



		

		Annual or biennial Action Plans or Operational Plans have been developed to describe exactly what will happen and what changes will be included in the national responses.

		

		

		

		



		

		The relationship between the National Strategic Plan and the Annual Action Plan is clearly described in the National Strategic Plan. For example, there are links from Outcomes in the strategic plan to Outputs in the annual plans.

		x

		

		

		No - but in actuality, many agencies activities align with the overall intent of the last NSP. Expected changes are sometimes described. 



		

		The Annual Activity Plan clearly identifies the roles and responsibilities of those responsible for implementation.

		

		           x

		

		



		

		The Annual Activity Plan clearly identifies indicators for achievements of its outputs.

		

		x

		

		



		

		The Annual Activity Plan clearly identifies how the activities will be resourced. 

		

		x

		

		



		

		The Annual Activity Plan identifies gaps in resources and what will be done about finding resources to fill these gaps.

		

		             x

		

		



		

		What else do we want to say about Action Plans?
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EXECUTIVE SUMMARY 
 


In August 2010 the Secretariat of the Pacific Community (SPC) called for expressions of 


interest to conduct an evaluation of the counselling and training program implemented by 


the Pacific Counselling & Social Services (PCSS) in selected Pacific Island Countries and 


Territories (PICT). The evaluation comprised two components and this document reports on 


Component 2, Grant Management.  


Eight projects were reviewed in the evaluation, five of which were, or are being, 


implemented in Fiji and three of which are regional projects conducted across a range of 


PICT.  In the terms of reference, SPC requested that in addition to the review of all eight 


projects, two projects -Training of six diploma qualified counsellors (CG063F) and Sekoula 


Project – sex worker advocacy (CG040FJ) should be specifically evaluated against a series of 


questions included in the terms of reference. 


During the evaluation, financial and narrative reports were reviewed and staff and 


stakeholders were interviewed and completed surveys. The evaluation found that PCSS 


provides effective and comprehensive technical, logistical and financial management of its 


HIV-related training and counselling program; it has a well-trained work force with good 


staff retention levels and opportunities for professional development. PCSS is a trusted 


supplier of HIV counselling services, including voluntary counselling and testing (VCT) in 


antenatal care (ANC) settings in Fiji and counselling training. PCSS provide an excellent 


introduction to HIV counselling through its basic HIV counselling training course. The 


evaluation supports the expansion of this training, or the development of additional 


modules, to include the delivery of HIV positive/reactive results (currently not covered) and 


for doctors to be actively encouraged to undertake this training. 


PCSS is committed to the provision of VCT for all clients undergoing HIV testing. In addition 


to the six staff supported to complete the counselling diploma in CG063FJ, many other PCSS 


staff have also been supported by PCSS to complete the diploma. The diploma training has 


increased the capacity of PCSS staff to provide counselling and has contributed to their 


capacity to provide training and mentoring of both PCSS staff and other health care workers, 


both in Fiji and other PICT.  


PCSS has a demonstrated commitment to developing a counselling infrastructure in Fiji and 


other PICT in order to support the peoples of the Pacific to address personal and social 


problems including minimising the impact of HIV and other sexually transmitted infections 


(STI). Efforts to achieve this objective have been supported by the counselling grants 


program reviewed here, as well as core funding provided by the Australian Agency for 


International Development (AusAID) and New Zealand Aid (NZ Aid). 
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There are many issues in Fiji which are external to PCSS, such as the delays in receiving 


confirmed test results, the restrictions on nurses taking blood, and the limitations of sexual 


health services, which affect the conditions in which PCSS provide VCT in ANC clinics and 


elsewhere. The evaluation encourages PCSS and other stakeholders and partners, to work 


collaboratively with the Ministry of Health (MOH) to address these issues. The evaluation 


also identifies the need for PCSS and the Colonial War Memorial (CWM) Hospital in Suva to 


jointly develop strategies aimed at resolving any ongoing tensions around the delivery of 


ANC VCT at CWM. 


The Sekoula project implemented by PCSS (originally known as the Sex Worker Advocacy 


Network Project) has provided practical and timely support to sex workers in the Western 


Division to establish the Pacific Rainbow Advocacy Network (PRAN). The project has also 


drawn attention to important issues around gender equality which future activities can help 


to address. There are issues which are external to PCSS which affect the delivery of its 


technical assistance to PRAN, and the environment in which sex workers operate such as the 


Crimes Decree which outlaws all sex work. 


PCSS has good links with both the Pacific Islands AIDS Foundation and Fiji Network for HIV+ 


People (FJN+) and provides ongoing counselling to a number of people living with HIV 


(PLHIV) across Fiji. At times, the ability of PCSS to provide counselling to PLHIV and other key 


populations such as sex workers and men who have sex with men has been made more 


difficult by the disruption to services at the reproductive/sexual health clinics operated by 


the MOH, particularly the Lautoka clinic.  While the evaluation is mindful of these problems 


it also encourages PCSS to strengthen and define its links with MOH sexual health clinics as 


well as the Fiji HIV care teams. PCSS has an important role to play in improving access for 


key populations to user-friendly sexual health services. PCSS is also well placed to be at the 


forefront of the roll out of rapid, point of care testing, a strategy which would hopefully see 


more people from key populations presenting for HIV and STI testing and receiving their 


results. 


Recommendations for PCSS and other stakeholders based on the findings of the evaluation 


are included in the relevant sections of the report and included as a table in Annex 13. 
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BACKGROUND 


Introduction 


In August 2010 the Secretariat of the Pacific Community (SPC) called for expressions of 


interest for two independent external consultants to conduct an evaluation of the 


counselling and training program implemented by the Pacific Counselling & Social Services 


(PCSS) in selected Pacific Island countries and territories (PICT).  The terms of reference 


(Annex 1) describes the two components of the evaluation – Component 1, Technical 


Review and Component 2, Grant Management. This document reports on the evaluation of 


Component 2, Grant Management which was conducted separately to the evaluation of 


Component 1. The key focus areas for the evaluation (as requested in the terms of 


reference; Annex 1) were: 


• Evaluation of PCSS organisational capacity and grant management practices covering 


eight grants from three grant programs/donors – the Global Fund to fight AIDS, TB 


and Malaria (Global Fund), the Pacific Regional HIV/AIDS Project (PRHP) and the 


Pacific Islands HIV and STI Response Fund (Response Fund). 


• Evaluation of the services provided by diploma-level trained counsellors in Fiji 


through the project ANC Counselling (CG045FJ).  


• Evaluation of specific aspects of the Sekoula Project (officially the Sex Worker 


Advocacy Network Project - CG040FJ). 


The Component 2 evaluation was conducted in January/February 2011. The team leader 


and lead writer was Nicholas Bates (consultant) supported by International Health Services, 


Albion Street Centre (ASC).  


Methodology 


The methodology for the evaluation was included in the expression of interest (EOI) 


submitted by ASC. The relevant section of the EOI is attached as Annex 2. The principal data 


collection tools were semi-structured interviews, a desk review, focus group discussions, 


surveys, informal meetings and email questionnaires.  


A series of questions was developed to guide the desk review and the semi-structured 


interviews with key informants. This list is attached as Annex 3. A grant management matrix 


was developed to assess all grants across a range of domains and is attached as Annex 4. A 


survey for PCSS counselling staff to complete was developed and made available in two 


ways: it could be completed online using the tool Survey Monkey, or printed out as a word 


document to be completed manually. A copy of the survey is attached as Annex 5. A 


literature review of HIV counselling and testing (HCT) strategies was conducted and is 


attached as Annex 6. Face to face and telephone interviews (key informant interviews) with 


non PCSS) staff such as representatives of United Nations agencies, Oceania Society of 
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Sexual Health and HIV Medicine (OSSHHM) and SPC were less structured but questions and 


discussion were intended to assist the consultant in formulating responses to the evaluation 


questions in the terms of reference.  A short set of questions was developed and forwarded 


by email to representatives of multilateral agencies who were not able to be interviewed 


face to face or by telephone. A copy of these questions is attached as Annex 7. A counselling 


observation tool was developed to be utilised if there were opportunities to observe 


counsellors conducting pre and/or post test counselling in the context of antenatal care 


(ANC) clinics (Annex 8). 


The consultant visited Fiji from 10 to 22 January 2011. Four days were spent in Lautoka 


meeting with staff at the PCSS head office and the PCSS community services centre and with 


PCSS and Ministry of Health (MOH) staff the Lautoka Hospital. One day was spent in Labasa 


meeting with PCSS Labasa branch staff, PCSS clients, PCSS counsellors based at Labasa 


Hospital and MOH representatives. Three full days were spent in Suva meeting with PCSS 


Suva branch staff, SPC staff, PCSS counselling staff at the Colonial War Memorial (CWM) and 


Nausori Hospitals, and the Prevention of Mother to Child Transmission (PMTCT) specialist 


from UNICEF Pacific. 


A total of 13 semi-structured interviews were conducted with PCSS staff including the 


Director. An extended meeting was conducted with the financial and operations managers 


at PCSS head office. A focus group discussion was conducted with 15 Sekoula (CG045FJ – Sex 


worker project) clients in Lautoka, and an informal lunchtime discussion was conducted with 


ANC staff of Lautoka Hospital. Following the field visit to Fiji, email questionnaires were sent 


to a number of representatives of multilateral agencies and two additional phone interviews 


were conducted. A complete list of contacts, meetings and interviews is included in Annex 9. 


All interview subjects and focus group participants were informed at the commencement of 


interviews and meetings that notes would be taken during the interview with an attempt to 


record comments as accurately as possible. The interviews were not recorded. Subjects 


were also informed that their names would be not be used in the report nor would they be 


directly quoted without their permission. 


The use of terminology in the report has been guided by the UNAIDS Terminology 


Guidelines (January 2011). For example, the guidelines recommend the terms ‘key 


populations’ or ‘key populations at higher risk of HIV exposure’ when describing those most 


likely to be exposed to HIV or to transmit it. They also stress the importance of describing 


the behaviour each population is engaged in that places individuals at risk of HIV exposure 


for example, sex work with low condom use.  







 


SPC PCSS Counselling Evaluation – Component 2, Grant Management                    Final Draft   7  


     


Overview of Pacific Counselling and Social Services (PCSS) Grants 


PCSS is a sub-recipient of various sub-grants from SPC. SPC is the principle recipient of the 


Round 7 HIV Grant financed by the Global Fund and Fund Manager of the Pacific Islands HIV 


and STI Response Fund (Response Fund).  


Component 2 evaluated PCSS management of grants from three sources: Global Fund, the 


Response Fund and PRHP. The number of PCSS implemented programs under these funding 


grants is 1, 2 and 5 respectively, as outlined in the terms of reference (TOR, Annex 1). PCSS 


organisational capacity and grant management practices across eight projects funded via 


these funding grants was evaluated and of these, more detailed case studies were 


undertaken for two projects funded under PRHP.  


1. Multi-country Western Pacific Grant (Round 7 HIV Grant)/ Global Fund  


The Global Fund is an international financing institution that invests the world’s money to 


save lives, supporting large-scale prevention, treatment and care programs against the 


three diseases of AIDS, TB and malaria. 


A grant was awarded to the Western Pacific in Round 7, MWP-708-G06-H and titled, 


Expanding Universal Access to HIV Treatment, and Targeting Extreme STI Prevalence - a 


Major Cause of HIV Vulnerability in the Pacific Islands.  


2. Pacific Islands HIV and STI Response Fund (Response Fund)  


The Pacific Island HIV and STI Response Fund 2009–2013 (Response Fund) is a multi-donor 


pooled funding mechanism that supports the implementation of national and regional HIV 


strategic plans. At this stage, the governments of Australia and New Zealand contribute to 


the Response Fund. 


The Response Fund aims to contribute to the Pacific Regional HIV and STI Strategy goal, 


which is to reduce the spread and impact of HIV and other STI, while supporting people 


infected and affected by HIV in Pacific communities. 


3. Pacific Regional HIV Project (PRHP) 2003 - 2008 


PRHP was “designed in response to the need for teamwork and for even better planning, 


technical design, management and evaluation of HIV/AIDS responses in the Pacific. The aim 


of PRHP is to help strengthen the capacity of Pacific Island governments, non-government 


organisations (NGOs) and communities to develop, implement and evaluate multi-sectoral 


responses to HIV/AIDS.”1  PRHP was designed to work in a coordinated way with other 


initiatives such as Pacific Global Fund projects. 


                                                             
1 http://www.hivpolicy.org/biogs/HPE0321b.htm 
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Limitations and Constraints 


The timing of the field visit to Fiji in early January 2011 meant that a number of potential 


key informants were on leave and not able to be interviewed face to face or by telephone. 


Where possible these informants were followed up after the field visit. 


Of the eight projects reviewed in the evaluation, five are Fiji-based projects and three are 


regional projects. Although a desk review was conducted for all projects, there are some 


challenges in responding to some of the evaluation questions for the non Fiji-based projects. 


For example, as the consultant only visited Fiji, questions regarding the identification of 


sustainability issues and coordination with national and regional partners and target groups 


(TOR 2.1) were not able to be explored as fully for the regional projects as they were for the 


Fijian projects. With regards to the proposed clinical observations, it was not possible to 


carry out clinical observations in the ANC clinic at Lautoka Hospital as the consultant was 


informed that complaints from clients in the past had led to the decision not to allow 


observers to sit in on sessions. The consultant was able to observe pre test counselling by 


three counsellors at Nausori Hospital and post test counselling by two counsellors at Labasa 


Hospital.  


It may have been beneficial to spend more time in country. In hindsight, and given the 


potentially broad terms of reference for the evaluation of the Sekoula (Sex Worker 


Advocacy Network) project, more time could have been spent with project staff and clients. 


Due to time constraints the consultant did not visit the Nadi Hospital, where PCSS also 


provide ANC VCT, nor meet with any CWM staff in Suva. The consultant interviewed one 


active member of the Pacific Islands AIDS Foundation (PIAF) but did not meet with any office 


bearers of the Fiji Network for HIV Positive People (FJN+). 
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CONTEXT 


HIV and STI prevalence in Fiji and the Pacific Island Countries and Territories 


In Fiji, which was the primary site of investigation for the evaluation, HIV prevalence is low. 


Forty three new HIV infections were diagnosed and confirmed in 2009 and the cumulative 


number of infections since 1989 was 333 at the end of 2009. According to the 2010 UNGASS 


Report, of the 12,535 ANC attendees tested for HIV in 2009, 5 people, or 0.04%, were 


positive/reactive.  Although there has been a steady increase in the number of new cases 


annually, the percentage of new diagnoses has remained steady at around 0.1% of all those 


tested.2   Although heterosexual transmission is the main reported mode of transmission, 


the UNGASS report cautions against characterising the HIV epidemic in Fiji based on the 


reported modes of transmission. Rather, it suggests, it is “probably safer to say sexual 


transmission of HIV is the mode of transmission.” 


HIV prevalence is similarly low in other PICT with the exception of Papua New Guinea (PNG) 


which is considered to have a generalised epidemic with HIV prevalence around 1.0%. Over 


95% of HIV infections have occurred in five PICT: Fiji, French Polynesia, Guam, New 


Caledonia and PNG (Pacific Regional Strategy on HIV and other STI, 2009-2013).  


Although HIV prevalence has remained low in the majority of PICT, second generation 


surveillance undertaken in 2004/2005 and 2008 has shown very high rates of STI among 


populations surveyed.3  In Fiji, for example, nearly 30% of ANC clients were found to have at 


least one STI. Samoa reported 27% and Tonga, Vanuatu and Kiribati all reported prevalence 


of between 13 to 15 %. 


HIV and STI diagnosis in Fiji 


There has been a significant increase over the past decade in the number of people being 


tested for HIV in Fiji with the figure reaching 42507 or 5% of the total population in 2009. 


Data on HIV testing collected by MOH are disaggregated by gender but not age.  


Under the national HIV program in Fiji the three primary MOH reproductive/sexual health 


clinics - Suva, Lautoka and Labasa, have been designated as Hub centres for HIV and STI 


testing and treatment including antiretroviral therapy (ART) and HIV disease management. 


Each Hub should be staffed by a doctor, nurses and peer educators. Unfortunately, the Hubs 


have been characterised by staffing issues, including the high turnover of medical officers 


and nurses. Given the shortage of doctors in Fiji it is difficult to find either an experienced 


doctor, or appropriate new graduate, to fill the medical officer positions in the Hubs; in 


recent years there have long periods when the Hub centres in Lautoka and Labasa have not 


had a full-time specialist sexual health doctor. In Labasa, Dr Pablo Romankin, the Principal 


                                                             
2 UNAIDS, Ministry of Health, Fiji UNGASS Report 2010 
3  SPC STI Working Group, Breaking the silence, responding to the STI epidemic in the Pacific 2010 
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Medical Officer for Macuata sub division, looks after clients with HIV and conducts HIV and 


STI screening at the Hub centre among his other duties. In Lautoka the position of medical 


officer at the Hub was vacant for more than 12 months until it was filled in 2010. It is likely 


to be vacant again as the most recent incumbent has been transferred to the Suva Hub to 


replace the departing medical officer at that centre. In Fiji nurses cannot collect blood; if 


there is no medical officer present at the Hub, clients cannot be tested for HIV and syphilis 


and must go elsewhere, such as the outpatient clinic at the local hospital.  


Over time there have been many reports from clients of the Hubs, particularly sex workers, 


men who have sex with men, youth and PLHIV, that the centres can be unwelcoming, that 


nursing staff often discriminate against clients, and that they are frequently closed at times 


when they are meant to be open.  


In Fiji, once a person is tested for HIV, it can take up to three months to receive a confirmed 


result. If the first set of tests returns an indeterminate result from the local laboratory the 


blood sample is forwarded to the Fiji Centre for Communicable Disease Control (FCCDC) in 


Suva for confirmatory testing. When a client who has been tested for HIV returns to receive 


their results (for ANC clients this is usually at their next regular clinic appointment) they are 


told that their blood sample returned an indeterminate result and that it has been sent for 


confirmatory testing. The results of confirmatory testing may not be known for some time. 


For ANC clients the vast majority of indeterminate results are ‘false positives’, however, as 


there is no way of speeding up the return of the confirmed result, these clients (if otherwise 


eligible), will receive a complete course of antiretroviral therapy to prevent vertical 


transmission of HIV. It may be several months after the woman gives birth before she finally 


receives a confirmed result. In some cases clients leave hospital after giving birth without 


receiving their confirmed result (either positive/reactive or negative/non reactive) and 


cannot be traced. In 2008, 71% of ANC clients who were tested for HIV received their 


results. Non-ANC clients are also frequently lost to the system as they often do not return 


for their results. 


For all clients whose blood needs to be forwarded to FCCDC for confirmation, the long wait 


is likely to be a source of great anxiety. In Labasa it was reported that some clients awaiting 


confirmation of their status contact the medical officer on a daily basis to see if their results 


have been returned from Suva. It has been reported that the delays are largely a result of 


poor management practices within the MOH. The issue has been raised with FCCDC by SPC 


and other agencies and is an issue of ongoing concern to all stakeholders.  


What HIV services does PCSS provide? 


PCSS has a memorandum of understanding (MOU) with the Fiji MOH covering the period 


2010 – 2015.  
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Listed below are the HIV-related services that PCSS provides to clients in Fiji as per the 


MOU: 


• PCSS currently provides comprehensive general counselling services to Fiji’s three 


divisional hospitals – Colonial War Memorial (CWM), Lautoka and Labasa Hospitals 


and selected sub-divisional facilities.  


• In the area of HIV and STI, PCSS provides voluntary counselling and testing (VCT) 


services in the antenatal clinics of the three divisional hospitals as well as Nadi and 


Nausori sub divisional facilities. Daily HIV information sessions are also provided in 


the context of ANC and other settings within the hospital such as outpatient clinics.  


PCSS also offers ongoing and specialised counselling for PLHIV and their significant 


others. 


• General and specialised counselling including VCT is also available for most at risk 


populations including MSM, sex workers and ex-prisoners through PCSS community 


service centres. 


The majority of PCSS HIV and STI related work is the provision of VCT i.e. pre and post test 


counselling, for ANC clients in the Lautoka, Labasa, Nadi, Nausori and Suva Hospitals.  


Pre test counselling is generally available to clients on ‘booking days’. In most hospitals 


booking days are conducted one day each week (four days a week in Suva) and is the day on 


which ANC clients register with the hospital for antenatal care and delivery. No 


appointments are issued; women arrive early and are given a number which determines in 


which order they are seen by the nurses. At the beginning of the day, nurses give a 


presentation to women in the waiting room on important birthing and child rearing issues 


such as the importance of breast feeding. This is followed by a short presentation on HIV 


transmission by PCSS staff.  After the presentations clients are called in numerical order to 


meet with one of the nurses who collects patient details and organises relevant referrals. 


Clients are then referred to the onsite PCSS counsellors for pre-test counselling which 


generally takes between 20 and 35 minutes. During the session women are offered a men’s 


pack for their partners that contains an invitation for free STI/HIV testing, information on 


the use of condoms during pregnancy, information on breast feeding, condoms and 


lubricant.  Male partners accompanying ANC clients to the booking days can also access VCT 


through the PCSS ANC men’s program. 


At the end of the consultation, clients who agree to be tested for HIV provide written 


consent. PCSS counsellors may refer ANC clients to other services, including PCSS general 


counsellors, based in the hospital if other issues arise during the initial pre test counselling 


session. Female ANC clients usually receive their test results when they return for the next 


regular ANC appointment. Negative/non reactive results are delivered by PCSS counsellors 


and generally but not always by the same counsellors that the client saw for their pre-test 
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counselling. As discussed below in section 2.2, positive/reactive results are delivered by 


doctors; PCSS counsellors may or may not be present when this result is delivered.  It is PCSS 


policy that only diploma qualified counsellors are permitted to participate in the delivery of 


a positive/reactive result. 
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2.1   ORGANISATIONAL CAPACITY & GRANT MANAGEMENT PRACTICES                                   


Review of the various grants awarded to PC&SS and their contribution to different 


programs 


A ‘macro’ review of the eight grants identified in the TOR was conducted as part of the 


evaluation process; the grant management matrix (Annex 4) provides a summary of key 


information across the grants. The following section provides a discussion of the findings. 


Quality of day-to-day management of the grants, including planning, budgeting, staff 


retention  


The evaluation found that PCSS provides effective day-to day management of grants.  The 


consultant had meetings with the director and the financial and operations managers and 


reviewed all financial and narrative project reports. PCSS use the bookkeeping software 


package MYOB and up to the minute balances for each project are maintained.  Although 


projects are not audited individually they are included in the annual PCSS audit and their 


financial reporting to SPC meets the donor’s rigorous requirement. All project expenses are 


thoroughly documented and purchasing policies conform to best practice; for purchases 


over $100 Fijian Dollars (FJD) a quote is required and the PCSS Board of Trustees must 


approve any significant purchases or outgoings. Receipts are required for all expenses with 


originals or certified copies forwarded to SPC. There are regular, often weekly, meetings 


between the financial manager and project managers. 


 


Of the eight grants, five have been completed and three are still current. Of the five 


completed, all were within budget with no overspends:  


 


• Global Fund project – MWP-708-G06-H was under budget by between 20-25% and 


unspent funds were transferred into Phase II. 


•  Response Fund project - RFJPCS0 at CWM is due for completion in mid 2012 and is 


within budget. 


• Response Fund project - RFJPCS03 (Regional diploma training) is due for completion 


mid 2011 and is within budget with 80% of activities completed. 


• PRHP Project CG040FJ (Sekoula sex worker advocacy project) is completed with an 


underspend of less than 5% of the project budget.  


• PRHP Project RR028REG (Regional training and mentorship of allied health workers) 


was completed within budget. 


• PRHP Project CG020 (Supportive communication skills) is completed and all funds 


fully spent and acquitted to SPC.  


• PRHP Project CG0450FJ (ANC VCT and awareness) is completed and was under 


budget by less than 5%.  
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• PRHP Project CG063FJ (Training of six diploma qualified counsellors) is completed 


and was within budget. 


 


All the PRHP funds have been fully acquitted as of 31 December 2010. There were variances 


in some of the projects, mainly due to exchange rate gains or other external issues. In these 


cases unspent funds were either reallocated after a revised budget was approved by SPC or 


PCSS provided a ‘no cost’ project extension. Understandably, PCSS are sensitive to criticism 


that they may have underspent project funds when there is often a lengthy delay on the 


part of SPC in responding to requests to reallocate funds or extend projects. PCSS staff 


noted that the SPC restructure had affected the reporting process and that changes in the 


SPC reporting templates were particularly frustrating and slowed down project reporting. 


Reporting for the Global Fund project, administered by SPC in New Caledonia, had remained 


consistent throughout the life of the project. PCSS staff were happy with the process of 


reporting on Global Fund project activities and the feedback they received from SPC on their 


reports. 


 


Based on the documentation, interviews and surveys, there is a high level of staff retention 


within PCSS and opportunities for promotion, particularly as the expansion of the 


organisation has led to the creation of a layer of middle of management. Many of the staff 


in key positions in have been with the organisation since 2006 or 2007 and helped to initiate 


ANC counselling programs in Fiji. There is a significant degree of staff rotation with 


personnel moving from one branch office to another to take on different roles, though often 


maintaining some of the tasks associated with previous roles such as clinical supervision. 


 


PCSS has a comprehensive system for staff and clinical supervision. For example, branch 


clinical supervisors have regular meetings using VoIP (voice over internet protocol) with 


their counterparts from other branches and the clinical skills manager. Similarly, counsellors 


meet face to face with their clinical supervisors individually on a fortnightly basis and in a 


group on a fortnightly basis, as well as being able to access debriefing or supervision at any 


time when a difficult case arises. PCSS has implemented direct clinical supervision through 


supervisors being based in each branch with these supervisors providing peer supervision on 


a rotational basis. 


 


Based on the interviews with PCSS staff and the review of PCSS documents there is active 


involvement of a range of staff, particularly at the level of middle management, in project 


design and planning. Staff are strongly committed to the PCSS objective of “developing a 


regional infrastructure of high quality counselling services”, and to providing pre and post 


test counselling to ANC clients and partners of ANC clients. 4 PCSS staff interviewed 


                                                             
4 PCSS Annual Report 2009,  


http://www.pcss.com.fj/public/documents/Final%202009%20annual%20report-1.pdf 
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identified the quality of counselling provided to clients, the availability of VCT for both 


women and men in ANC settings, and the referral of ANC clients to generalist counsellors 


within the hospital as some of the strengths of the PCSS counselling program. Staff also 


identified some areas where service delivery, project monitoring and staff support could be 


improved. These included: 


 


•  Collaboration with other agencies and health facilities in service design and delivery 


(“This is not a business where you can be too territorial”) 


• Integration of the counselling program in Fiji into the existing health system and the 


health budget 


• Provision of ANC VCT in the main facilities in rural centres 


• Surveying of mothers who have been through the VCT process when they return to 


the ANC for their next pregnancy to see if there has been sustained behaviour 


change and to assess client satisfaction 


• Adherence by partners in other countries to the selection criteria developed by PCSS 


for admission to the regional diploma program 


• Peer supervision process for counsellors in other PICT 


• Opportunities for face to face meetings between branch staff and peers and 


supervisors located in other sites. 


 


PCSS staff who undertake the diploma counsellor training sign a bond that they will work 


with PCSS for five years after the completion of the diploma. The majority of counselling 


staff interviewed stated that they were happy with this arrangement as they are supported 


to undertake tertiary education and they are guaranteed of employment.   


 


Recommendations for SPC 


i. SPC should consider implementing protocols which include grant recipients 


receiving an immediate acknowledgment that their reports have been received and 


establishing a reasonable time frame in which to respond to partners with 


comments and requests for clarifications as well as requests from partners to 


reassign funds. These protocols would be included in the grant agreements. 


 


Development and coordination with national and regional partners and relevant target 


groups 


At the national level PCSS has been in partnership with the MOH to provide general 


counselling services since 2003. Since 2008 an official MOU between PCSS and MOH has 


included the delivery of VCT.  PCSS had representation on four of the five National AIDS 


Advisory Councils on AIDS sub committees. PCSS plays an active role in the national 


response to HIV and STI in Fiji; it consistently supports, attends, contributes to and 
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facilitates consultations, meetings and workshops with other government and non 


government stakeholders and regional bodies. It also liaises closely with members of both 


PIAF and FJN+. 


 


During the evaluation site visits were made to all three divisional hospitals as well as Nausori 


Hospital just outside of Suva. As described in PCSS project reports and observed during the 


evaluation, PCSS have good working relationships with ANC clinics and maternity staff in the 


Lautoka, Labasa and Nausori Hospitals. No visit was made to the Nadi Hospital, but PCSS 


reports good relationships with its ANC clinic and staff. Despite various issues related to 


infrastructure, for example the lack of suitable counselling rooms, especially in Lautoka and 


Nausori, the hospitals welcome the service provided by PCSS. There is good coordination on 


a day to day basis between PCSS and hospital staff with high percentages of clients being 


referred for VCT. 


 


At CWM Hospital the situation is somewhat different, or has been.  As reported by PCSS 


there are ongoing tensions between PCSS and the ANC clinic, exacerbated by the 


construction of specialist counselling rooms immediately outside of the CWM ANC which 


are occupied and operated by PCSS.  The consultant is conscious of entering into what is 


clearly a complex and still unresolved dispute where arguments on both sides have validity. 


Broadly speaking, as understood by the consultant, PCSS is carrying out its commitments as 


per its MOU with MOH to provide VCT at CWM for ANC clients that meets regional 


minimum standards (and as funded by the Response Fund).  Some CWM managers and ANC 


staff, as well as UNICEF Pacific, have advocated for the exclusive use of provided initiated 


testing and counselling (PITC) in the ANC setting and are unhappy with the use of the VCT 


model in this context and its perceived impact on patient flow. In 2009 pre-test counselling 


sessions provided by PCSS at CWM accounted for only 148 or 3% of the total number of 


4791 sessions conducted, despite the fact that CWM accounts for almost 50% of ANC clients 


in Fiji annually. In 2010 just 25% of women booked in for antenatal care were referred to for 


pre-test counselling compared to 67%, 79% and 85% of women at Nausori, Lautoka and 


Nadi hospitals respectively. 


 


The PCSS director and senior staff members indicated to the consultant that, with the 


benefit of hindsight, the introduction of PCSS VCT services at CWM could have been handled 


differently, and that there could have been more active engagement with stakeholders at all 


levels early on in the development process.  PCSS staff also indicated that they had been 


vocal in sharing lessons learned from the process with other PCSS staff so that hopefully 


such problems could be avoided in the future. There is also evidence that, at least with 


regard to patient flow and referrals, the situation is improving: in 2010, 1543, or 25% of all 


clients booked in for antenatal care at CWM were referred to PCSS for VCT. Since clients will 


only access PCSS pre-test counselling if they are referred by nursing staff, this would seem 
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to verify PCSS own assertions in the narrative report for the first six months of 2010 that 


there has been an improvement in the integration of counselling services into the routine 


antenatal process. 


 


“PCSS worked extremely hard to bring about a break through to the acceptance of 


the counselling process by the CWM staff in order to increase the number of 


referrals for HIV/STI pre and post test counselling. The positive relationship built 


with the nursing staff at various levels helped to bridge the gap that was created due 


to a lack of understanding of the counselling outcomes as part of prevention 


strategies in minimising PTCT (parent to child transmission) of HIV.” 


 


Feedback to the evaluation from some external agencies drew attention to the differing 


views (as referred to above) around how HIV counselling and testing (HCT) should be 


delivered, and who are the priority audiences for VCT in Fiji and other PICT. Guidelines 


issued by UNICEF and WHO promote PITC for ANC clients in low prevalence settings. These 


guidelines differ from the PCSS policy and its commitment to providing VCT and have led to 


tensions between agencies. There may be a need for a facilitated discussion on testing 


policies and priorities between all stakeholders which explores the strengths and weakness 


of the different approaches to HCT while taking into account the requirement of the HIV 


Decree that all people undergoing an HIV test must receive pre-test counselling. 


 


Recommendations – there are no recommendations included for this section 


 


 


An analysis of the voluntary and confidential counselling and testing (VCCT) strategy 


adopted and compare this with current internationally accepted strategies on counselling 


and testing for different risk groups  


Voluntary Confidential Counselling and Testing (VCCT) is currently the primary model of HIV 


counselling and testing in the Pacific for individuals who are HIV asymptomatic and are seen 


outside of sexual health services and ANC clinics. While additional emphasis is placed on 


confidentiality (the first “C” in the acronym), the content and delivery of VCCT is essentially 


the same as VCT which is the term used by WHO and UNAIDS and a number of other 


agencies. 


 


VCT is the process of providing counselling to an individual to enable them to make an 


informed choice about being tested for HIV. This decision must be entirely the choice of the 


individual and they must be assured that the process will be confidential.  Features of VCT 


include: education about HIV and transmission and treatment; comprehensive risk 


assessment including feedback to the client about their personal risk behaviours; safe 


behaviour counselling for transmission prevention; and discussion of the advantages and 
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disadvantages of testing to enable a truly informed decision about whether or not to test 


(WHO/UNAIDS, 2007). Quality VCT can also help prepare a client for a positive result by 


identifying potential supports and coping mechanisms as well as screening for the risk of 


partner violence or other adverse outcomes of testing positive. 


 


The HIV testing strategy adopted by PCSS is VCT. PCSS is committed to the provision of pre 


test counselling for all people undergoing an HIV test.  SPC developed essential standards 


for VCT in the Pacific and these were reviewed by, and adopted in principle, by the region at 


the Nadi Meeting of Focal people in HIV 2009. These standards are used by PCSS to assess 


the quality of the counselling and testing services available and to accredit VCT centres. 


 


PCSS believe that comprehensive VCT which respects human rights and promotes behaviour 


change is the cornerstone of prevention of HIV and other STI and that “all HIV testing should 


be accompanied by counselling, giving of factual HIV information, and a personal risk 


assessment.”5 The recently launched Fiji HIV Decree includes a statement to the effect that 


all HIV testing should be accompanied by pre-test counselling, regardless of the 


circumstances.  


 


In the early 2000s the increased availability of effective ART led to a move to increase access 


to treatment for PLHIV, particularly in developing country contexts.  In 2003 UNAIDS and 


WHO launched the ‘3 by 5’ initiative, which was a global target to provide three million 


people living with HIV/AIDS in low and middle income countries with life-prolonging ART by 


the end of 2005.6 To successfully scale up access to ART it is essential to scale up HIV testing. 


Concerns about the low uptake of VCT around the world prompted a consideration of 


alternative testing strategies. In 2004 a new policy statement from WHO and UNAIDS 


included a description of a PITC strategy for specified settings referred to as “routine offer 


of HIV testing by some healthcare providers”.  In 2007 WHO and UNAIDS launched the 


Guidance on provider-initiated HIV testing in health facilities (WHO/UNAIDS, 2007) which 


placed far greater emphasis upon this routine offer of testing. In summary, the document 


recommends that provider-initiated diagnostic testing, based on the ‘opt-out’ model 


become standard in all types of epidemics, and that provider-initiated HIV testing for all 


adults and adolescents seen in all health care facilities be introduced in countries with 


generalised epidemics. In addition, the guidance includes options for PITC in concentrated 


and low-level epidemics, which includes the provision of PITC in sexual health clinics, health 


services for most-at-risk populations, and ANC. 


 


                                                             
5 Cohen, J. & Ankus, J., Counselling and testing for HIV, Is it HIV? A handbook for health care providers 


(2009) http://www.ashm.org.au/images/publications/booklets/isithiv/chapter_15.pdf 


http://www.ashm.org.au/images/publications/booklets/isithiv/is_it_hiv_full.pdf 
6 http://www.who.int/3by5/en/  
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PITC is normally associated with a less detailed risk assessment than is included in the VCT 


model and therefore the pre-test session is generally shorter and can be carried out by 


someone with basic skills in counselling. In some models, PITC may only include a post-test 


counselling session for those who have a positive or reactive result.  In the context of ANC, 


PITC can be integrated into the general screening and induction process carried out by a 


nurse. MacDonald et al note that the actual practice of PITC was already present in many 


parts of the Pacific before WHO introduced this term, however, the practice did not adhere 


to PITC guidelines in that “health staff frequently did not frame the choice of ‘opting out’ of 


PITC for HIV as an actual option – that is, a decision the client makes.”7 


 


In Fiji there are differing views among stakeholders (some of which are regional agencies) 


on whether PITC or VCT should be the model used for HCT in ANC clinics. Some of these 


differences are reflected in the conflict between PCSS and CWM Hospital in the roll out of 


ANC VCT.  It was reported to the consultant by a UNICEF adviser that the conflict between 


PCSS and CWM was one of opposing methodologies. UNICEF, who has provided training to 


ANC staff at the hospital in HIV counselling, promote the integration of HCT into the ANC 


booking process and the health system more generally.” PCSS do not dispute that HCT 


should be effectively integrated into the health system but are understandably wary of any 


interventions or approaches which might lead to the abuse of a client’s human rights such 


as not giving informed consent. They also see an ongoing role for PCSS in the provision of 


ANC counselling within government health facilities. 


 


One option for addressing some of the issues around VCT versus PITC is for PCSS to give 


consideration to adapting the model that it currently uses at CWM seeking input from all 


relevant stakeholders to address some of the more contentions issues and that this adapted 


model is trialled for an agreed time period. Monitoring and evaluation plans could be 


developed that incorporated elements such as mystery client and exit surveys and 


interviews with return clients to assist with impact evaluation. The monitoring and 


evaluation could also be applied to other ANC sites where PCSS operates so that comparison 


could be made over time between the different systems. Any adapted model would need to 


adhere to pre and post test counselling requirements described in the Fiji HIV Decree. An 


important consideration for PCSS in continuing to employ the VCT model is their belief that 


it promotes behaviour change and the fact that pre-test counselling provides an opportunity 


for clients to raise a broad range of issues which may be of concern to them and for which 


they can be referred to other counsellors and services to address. A thorough evaluation of 


the two systems over time could provide valuable data to assist in the design of long term 


testing strategies. 


 
                                                             
7
 MacDonald, A, Ankus, J, Worth, H, Reis, E (2008). Assessment of HIV Counselling and Testing Services 


against draft minimum standards in Pacific countries and territories supported by the Global Fund to fight 


AIDS, Tuberculosis and Malaria. Final Report. Noumea: SPC, Global Fund for HIV, TB and Malaria. 
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Recommendations for PCSS 


ii. PCSS should explore options and strategies for resolving any ongoing conflict   


between PCSS and CWM related to the implementation of VCT at CWM ANC 


including exploring options for the development and trialling an adapted HCT 


mode 


 (See also Recommendation XXI for the development of an options paper.) 


 


iii. PCSS should pilot the agreed upon, adapted model of counselling and testing at 


CWM for 12 months, inclusive of a rigorous monitoring and evaluation strategy. 


 


Synergies, gaps and duplications in the Global Fund, Response Fund and PRHP financed 


grants 


PCSS is the principle agency engaged in the delivery of ANC HCT in Fiji. It is also the principle 


agency providing training in basic HIV and STI counselling skills in Fiji and other PICT. Based 


on the desk review and field visit, there are clear synergies between the Global Fund, 


Response Fund and PRHP financed grants.   


 


The objective of PCSS to develop a regional counselling infrastructure is well served by the 


support received through the three programs and the synergies between the programs. It is 


the view of PCSS that diploma trained counsellors can provide valuable support and 


mentoring to HIV test practitioners who may only have completed basic counselling training. 


As is noted in the proposal to the Response Fund for RFJPCS03 (Regional training on HIV and 


STI program staff on professional counselling), it is intended that diploma trained 


counsellors will be able to provide technical advice to VCT practitioners, offer a continuum 


of care to PLHIV, be available by referral to work with clients “when more complex needs 


are raised during HIV or pre test sessions” and train VCT practitioners in-country. Diploma 


training through RFJPSCO3 is described by PCSS “as the second aspect of a wider project 


with SPC and Global Fund – in the first aspect of the programme, HIV and other VCT 


Practitioners will be trained in ten countries.” As such, the linkages between RFJPCS03 and 


Global Fund project – MWP-708-G06-H (Provision of VCT training) are clearly understood 


from the PCSS perspective.  Similarly, the diploma counselling training in Fiji (CG063FJ) can 


be seen to complement CG045FJ (Implementation of trialled Antenatal VCT and awareness 


program) and RFJPCS02 (ANC HIV counselling and awareness-raising, CWM Hospital) since it 


has supported the development of skilled counsellors able to be deployed as project staff.  


 


The remaining two projects, RR028REG (Provision of in-country training and mentorship for 


Pacific allied health and social workers) and RR020FJ (Supportive communication skills for 


health workers and VCCT counsellors) were significantly smaller in scope and budget than 


other projects. They were developed with the support of donors to provide short term 


inputs which would add value to and strengthen PCSS regional projects.  







 


SPC PCSS Counselling Evaluation – Component 2, Grant Management                    Final Draft   21  


     


 


The comprehensive counselling training, supervision and mentoring system developed by 


PCSS for PCSS staff is of central importance to maximising the synergies between projects 


and ensuring that the skills developed by staff are effectively utilised. At least this is the case 


for Fiji. In other PICT, the capacity of implementing agencies to support trained counsellors 


to further develop their skills is variable and dependent on a broad range of factors. In the 


short term, PCSS is able to provide follow up and mentoring through site visits and in the 


long term, this should be the role of diploma trained counsellors. The capacity of counsellors 


is yet to be tested as the diploma training for counsellors in other PICT is yet to be 


completed. 


 


With regards to gaps in the financed grants, it is noted that there are limited, consistently 


available, national HCT programs for key populations such as sex workers, men who have 


sex with men, youth with multiple sex partners and clients of sex workers. This applies to 


both Fiji and other PICT. These gaps in services have been identified by various regional 


agencies including PCSS. The Pacific STI Regional Working Group8 recommends that targeted 


interventions for key populations are a priority, including the provision of services which are 


user friendly and non-stigmatising. Despite the large number of agencies with an interest in 


the provision of services for key populations, it is not apparent that there are effective 


strategies in Fiji aimed at provide these services. PCSS has indicated that it is planning to 


open a community services centre in Suva between Suva and Nausori and that key 


populations would be serviced by this centre. If PCSS proceed with this initiative it will be 


important to have ongoing consultations with, and input from, key populations and 


stakeholders. There should be close collaboration with other service providers including the 


Suva Hub.  


 


Recommendations – there are no recommendations for  the above section 


 


 


Sustainability issues – financial/economic sustainability and the impact to local 


communities and groups 


Financial sustainability issues can be disaggregated between those related to activities 


conducted in Fiji and those conducted in other PICT where PCSS have been funded to work.  


As the evaluation focussed primarily on PCSS projects conducted in Fiji it was not possible to 


explore sustainability issues in detail as they relate to other PICT. However, it goes without 


saying, that there are numerous financial challenges faced by PICT governments in providing 


ongoing support for the provision of all aspects of VCT, including allocation and training of 


staff. VCT is labour intensive and it is necessary to allocate specific funds for its 


                                                             
8
 Breaking the silence: Responding to the STI epidemic in the Pacific, STI Regional Working Group, Jan – June 


2010 
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implementation. Individual countries need to make decisions about how they can best 


integrate VCT or other acceptable forms of HCT into existing government and non 


government health systems if it is to be sustainable. 


 


PCSS has an MOU with the Fijian MOH to provide counselling services for the MOH until 


2015. In order to provide these services it relies partly on project funding and partly on core 


funding from the Australian Agency for International Development (AusAID) and NZ AID. As 


a result of this funding, and its counselling expertise, PCSS is able to provide a range of 


counselling services to MOH which cannot be provided by MOH staff as they neither have 


the skills nor the time. The nature of the MOU between MOH and PCSS suggests that, 


pending the availability of funding, PCSS will continue to be the official provider of 


counselling services to the MOH. At present PCSS provides counselling services to MOH on a 


no cost basis, a system which is feasible only as long as PCSS is funded to provide such 


services by sources other than MOH.  


 


Recommendations – there are no recommendations for the above section 
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2.2  FIJI CASE STUDY – ANC COUNSELLING  


                                 
Evaluation of the services provided by Diploma-level trained counsellors in Fiji (CG063FJ) 


The consultant visited antenatal clinics at Lautoka, Labasa, Suva and Nausori Hospitals – four 


of the five hospitals where PCSS are providing ANC VCT by diploma-trained counsellors or 


counsellors completing the diploma and supervised by diploma trained staff. 


 


Contribution of diploma training to provision of effective counselling during clinical 


encounters that included testing, treatment and care for pregnant women 


Through this project six Lautoka-based PCSS staff were supported to complete a diploma in 


professional counselling through the AIPC. Supporting PCSS staff to complete the diploma is 


a key PCSS strategy and the majority of PCSS counselling staff have either completed the 


diploma, or are in the process of doing so.  


During the course of the evaluation the consultant sought to interview the six personnel 


who have completed the diploma with support from CG063FJ, as well as other counsellors 


who have completed the diploma and who are involved in the delivery of ANC VCT. Of the 


six personnel supported to complete the diploma through the project, all continue be 


involved in either the delivery of counselling or counselling training programs. Most occupy 


middle management positions within PCSS and are responsible for coordinating various 


programs while continuing to have a counselling caseload. 


As PCSS has expanded over recent years it has been able to strengthen its management and 


supervision structures for staff. This includes clinical supervision which is provided by the 


more experienced, senior clinicians. PCSS counsellors who completed the survey as part of 


the evaluation overwhelmingly agreed that the diploma training had improved their 


capacity to provide pre and post test counselling in the ANC context. A summary of the 


survey responses is included as Annex 10. 


Representatives from external agencies, primarily SPC, UNFPA, WHO and UNICEF were 


generally positive about the diploma training and its contribution to the delivery of 


counselling for pregnant women. However, there are mixed views among those interviewed 


about the extent to which the diploma training for counsellors has contributed to 


improvements in the quality of counselling provided in the ANC setting. Further research 


among counsellors and clients would need to be conducted to better assess the 


contribution of diploma training, particularly in relation to HCT. It is acknowledged that the 


provision of more specialised and ongoing counselling of clients should be provided by 


formally qualified counsellors and this is PCSS policy. 


 


The consultant had only limited opportunities to observe pre and post test ANC counselling 


sessions. The pre test counselling sessions observed by the consultant were conducted in 
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Nausori by experienced counsellors and were of a high quality, scoring well against the 


clinical observation tool developed for the evaluation (Annex 8). A number of post test 


sessions conducted by less experienced counsellors were also observed in Labasa. The lack 


of experience showed itself in the way that the counsellors related to clients including a 


tendency to answer questions on behalf of the client when clients hesitated to give answers.  


The consultant also observed one presentation on HIV delivered by a PCSS counsellor to the 


waiting room at the Lautoka ANC booking day. The level of information about HIV was 


pitched at a surprisingly high level and a lack of amplification meant that the presentation 


could only be heard by those close to the front. The presentation may benefit from being 


simplified and from focussing more on STI including HIV rather than just HIV. 


PCSS narrative reports generally include a most significant change story, for example, two 


are included in the final project report for CG063FJ. In these stories clients who have 


participated in VCT give examples of how the process has changed their behaviour, such as 


that they have now discussed the risks of having multiple partners and have agreed that 


they will be faithful to each other, or that they now use condoms consistently. These stories 


might better be called ‘good news’ stories since they cannot really be said to demonstrate 


sustained behaviour change. The Most Significant Change (MSC) technique
9
 is a method of 


evaluation with several components and layers of which most significant change stories are 


just one component. It may be useful to include these stories in reports but it is important 


that the process of how they are compiled is included and that they are not used as 


examples of sustained behaviour change.  


The counselling diploma is run by the Australian Institute of Professional Counsellors (AIPC) 


in collaboration with PCSS. The diploma course is well regarded in Australia and the 


qualification it awards, widely recognised. It is noted that the Fiji School of Medicine is 


currently investigating which components of the course can be used as credit for those 


wishing to enter public health courses at the Fiji National University.  


Support provided by training materials to ongoing work of trained counsellors post-


Diploma 


The majority of counsellors surveyed stated that they did, on occasion, consult the diploma 


training materials after the completion of the course. During the course they found the 


materials to be highly beneficial. Counsellors who completed the diploma when it was first 


run, including those supported through the project, identified the face to face teaching 


which was provided by technical advisors working with PCSS at the time as being extremely 


valuable.  


At present 22 PCSS staff are enrolled in the diploma course. The mode of delivery of the 


diploma is variable and partly depends on the student and the capacity of PCSS to pay for 


                                                             
9 http://www.adb.org/Documents/Information/Knowledge-Solutions/Most-Significant-Change.pdf 
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the training. Some are virtually full time students with regular tutorials while some are 


working full time as counsellors and completing the diploma out of hours. 


Although documentation states that there are regular HIV and STI updates, there was some 


acknowledgement among staff of the need to improve staff knowledge of STI other than HIV 


and to have regular updates on HIV, for example treatment adherence and HIV co-


morbidities. It is important that professional development opportunities are provided to 


PCSS staff to enable them to further develop their skills to provide services for key 


populations and to maintain up to date knowledge of HIV disease management.   


PCSS may wish to consider how they could include additional modules or conduct in-service 


sessions on counselling with key populations such as sex workers, men who have sex with 


men, young people with multiple partners and PLHIV.  It may wish to consider key staff 


having placements with sexual health clinics in the region which have high case loads of sex 


workers, MSM, and young people with multiple partners. 


Contribution of trained counsellors to the HIV care team in Fiji. Are trained counsellors 


working with HIV care team in Fiji and has this been effective in improving patient care? 


The Oceania Society for Sexual Health and HIV Medicine (OSSHHM) has identified the 


establishment and operation of HIV care teams (sometimes called core teams) as a strategy 


to provide comprehensive care for PLHIV.  These teams take into account the biological, 


psychological and social aspects of health and provide ongoing support and follow up to 


help PLHIV adhere to ART over the long term.  The recommended membership of a core 


team is attached as Annex 11 and includes a qualified counsellor if available. Care teams 


should be established at each site where treatment is available; however, the effective 


operation of the teams relies heavily on the commitment of the team leader who, it is 


recommended by OSSHHM, should be the primary HIV care doctor for the site.  


PCSS employs counsellors in all the three sites where there are HIV care teams (Suva, 


Lautoka and Labasa) but participation of PCSS counsellors in the teams is not consistent 


across the three sites. Partly this is because the HIV care teams themselves are either not 


functioning effectively or have never been properly constituted.  There needs to be clear 


documentation of who belongs to the care teams, a definition of their roles, and 


information on alternative members should the lead member in a particular area (for 


example counselling, obstetrics and midwifery) not be available or moves elsewhere. The 


responsibility for this rests with the MOH. PCSS have noted that while there was an active 


Western AIDS Committee of which they were a member, and which undertook some of the 


roles associated with an HIV care team, this committee now only meets periodically. 


PCSS counsellors are not attached to the Hub centres. In Lautoka, the disruption to services 


because of staffing issues has impeded this process. Based on current information, when 


clients attend Hub centres in Lautoka, Labasa and Suva for HIV and STI screening they are 
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unlikely to see a PCSS counsellor; it is more likely that either a doctor or nurse will conduct 


the pre-test session; ongoing counselling is likely to be provided by a doctor (depending on 


the location) and/or PCSS if the client is referred to PCSS by either the doctor or support 


group such as FJN+ or PIAF. PCSS should explore how it can strengthen its relationships with 


the three Hubs in order to play a stronger and more active role in the delivery of HCT at the 


Hubs and/or for Hub clients.  


In Lautoka, the consultant interviewed one person living with HIV who had been in regular 


contact with their PCSS counsellor since their diagnosis in 2006. It was clear that this client 


had an excellent relationship with their counsellor and that their counsellor played a 


valuable role in helping to coordinate the client’s HIV care, especially in the early days of 


their diagnosis. Overall, the number of PLHIV who regularly meet with PCSS counsellors is 


small. 


PCSS counsellors may or may not be involved in the delivery of positive results. If a client is 


diagnosed as HIV positive, the guidelines stipulate that a doctor will be the person to inform 


the client, whereas negative results can be delivered by a nurse or counsellor. It is at the 


discretion of the doctor whether or not a counsellor is invited to sit in when the client is 


informed of their indeterminate or positive results. Doctors are not required to be 


accredited counsellors in order to be able to deliver a positive result and counselling training 


is only a minor component of a medical degree. It is also at the discretion of the doctor as to 


whether the newly diagnosed client is referred to PCSS for further counselling. The PCSS 


policy is that positive results are given by a diploma qualified counsellor together with the 


relevant doctor(s) and that no PCSS HIV test practitioner with only basic training is 


permitted to give a positive result. 10 


It is understandable the MOH in Fiji (and other PICT) may wish to continue with a policy of 


having doctors deliver an HIV diagnosis; however, the system could be strengthened by 


ensuring that PCSS or similarly skilled counsellors are also present or available when a 


reactive/positive result is delivered. The capacity of a doctor to effectively and sensitively 


deliver a positive result will vary, but given the low prevalence of HIV in Fiji they may well 


have little or no experience in delivering positive results. There are some doctors in Fiji who 


do have experience in this area, for example Dr Romankin in Labasa who also works closely 


with PLHIV in areas such as treatment adherence. During the consultant’s meeting with Dr 


Romankin, PCSS staff who attended the meeting asked if they might work more closely with 


the Hub centre to provide assistance in VCT and ongoing counselling for Hub centre clients.  


 


 


                                                             
10 Facilitators manual for basic HIV counselling, PCSS, 2009 







 


SPC PCSS Counselling Evaluation – Component 2, Grant Management                    Final Draft   27  


     


Provision of mentorship and support to in-country health care providers in improving their 


counselling skills by trained counsellors 


Within PCSS there is a strong system of supervision and mentorship for PCSS staff. PCSS also 


provide informal mentoring to MOH health staff and continue to conduct basic HIV 


counselling training for HCW in Fiji as part of their program activities. The consultant is not 


aware of any ongoing formal mentoring process for MOH HCW once the training is 


completed. The MOU between PCSS and MOH is focussed primarily on the delivery of 


counselling by PCSS with only a small emphasis placed on the provision of training by PCSS 


and support to  


HCW: 


“PCSS shall provide training and supervision to nurses and students wishing to 


undertake HIV/STI pre and post test counselling sessions under the supervision of 


senior PCSS counsellors.” (PCSS CWM six monthly report Jan – June 2010) 


 


The MOU does not contain or refer to a strategy which includes the strengthening of the 


capacity of the health facilities to deliver HIV and STI counselling in the ANC setting. Health 


care workers are, by nature of the work PCSS is engaged in, essential partners and a key 


target group. There is potential for PCSS to further develop and formalise its mentoring 


processes with MOH staff who may be involved in providing ANC HIV counselling. 


 


Recommendations for Section 2.2 


 


Recommendations for PCSS  


iv. PCSS should strengthen its capacity to provide counselling to key populations 


including providing opportunities for training and professional development 


including possible placements with sexual clinics in the broader Pacific region. 


v. PCSS should continue to collaborate with other relevant agencies and 


organisations including the Fiji Network for HIV+ people (FJN+) and the Pacific 


Islands AIDS Foundation (PIAF) to strengthen ongoing and comprehensive 


counselling support to PLHIV.  


 


vi. In Fiji, PCSS should strengthen the working relationship with the Hub Centres, 


exploring options for better utilisation of PCSS counselling skills and capacity for 


the provision of HCT with STI patients and key populations. 


vii. PCSS should further develop the skills and capacity of PCSS counsellors to provide 


counselling for key populations including sex workers, MSM, PLHIV and young 


people with multiple partners, through a clinical placement program with HIV/STI 


clinics in the region which have high case loads of clients from these groups. 
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viii. Advocate for the adoption by the Fijian MOH for post test counselling protocols 


that ensure that an indeterminate or HIV positive diagnosis is delivered by a 


person or persons with accredited qualifications in pre and post test counselling. 


This may include doctors, nurses and counsellors. 


ix. Develop and make available an advanced HIV counselling course for those who 


have completed the basic counselling skills course which incorporates delivery of 


a positive result and treatment adherence counselling.  


Recommendations to Fiji Ministry of Health, SPC, OSSHHM and PCSS 


x. All interested and capable health care workers should be encouraged to become 


accredited VCT practitioners and supported to be involved in the provision of 


VCT as required by the context, ideally with supervision and mentoring from 


those with recognised qualifications and experience. 


xi. Client case management and referral pathways need to be better defined, 


coordinated, documented and communicated to all HIV care team members, 


other stakeholders, and health facilities. 


Recommendations for PCSS, SPC and OSSHHM 


xii. Advocate for the development and adoption by the Fijian MOH post test 


counselling protocols that ensure that an indeterminate or HIV positive diagnosis 


is delivered by a HCW trained in post test counselling, or by a HCW and a 


counsellor trained in post test counselling. 


Recommendations for OSSHHM 


xiii. OSSHHM should actively recruit trained counsellors to join the society, initiate 


professional development opportunities for counsellors and support counsellors 


to attend the Australasian Society of HIV Medicine (ASHM) Conference.  


xiv. OSSHM should consider developing, in consultation with PCSS, a counselling 


training module for doctors and/or supporting doctors to attend the PCSS course 


in basic counselling skills for work in the field of HIV and other STI. 
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2.3   SEKOULA PROJECT (SEX WORKER ADVOCACY PROJECT)  


                                  
The Sekoula project was originally developed by the Fiji Red Cross Society (FRCS) as the 


Sexual Health and Advocacy Project. It was supported by the Pacific Regional HIV/AIDS 


Project (PRHP) and commenced implementation in 2006, however, after a short period, 


FRCS determined that it did not have the capacity to complete the project and it was 


suspended. In late 2006 a consultant was contracted to make recommendations for a 


redesign of the project and after extended negotiations between PCSS, PRHP and the MOH, 


PCSS took over the responsibility for the project. The revised project commenced in 


December 2007 and was completed in June 2010. The project was confined to the Western 


Division and the principle sites were Lautoka, Nadi, Ba and Labasa. 


In August 2009 an evaluation of the project was commissioned by SPC and carried out by Dr 


Connie Henson, a technical advisor to PCSS at the time. An extract from the evaluation 


which addresses the six project outputs is attached as Annex 12. A complete copy of the 


evaluation can be obtained from PCSS or SPC. As discussed in the evaluation, the revised 


project design contained a number of changes from the original design. One was the scaling 


down of the research component. 


Another major change to the program initiated by PC&SS included the hiring and training of 


professional staff rather than reliance on volunteer peer educators.   


“PC&SS was concerned that non-paid/non professional staff would not have the 


level of financial accountability, efficiency, effectiveness or professionalism that 


could be expected from full time paid staff working within an organizational culture 


which includes integrated monitoring and evaluation .
11


  


However, the project design also included a commitment to employing current or former 


sex workers as project staff in each site. Over the life of the project, one sex worker was 


recruited as a full time project officer in Lautoka and continues to work with PCSS to this 


day. This officer  has completed the diploma in counselling and is now employed as a 


generalist counsellor as well as on the ANC men’s project.  Other sex workers were 


employed on a part time basis in Lautoka but did not remain with the project or PCSS. The 


Labasa project officer recruited was not a current or former sex worker. 


 


A further change to the original design was to include, as an output, the establishment of a 


sex worker peer network and advocacy group. The project design document quoted the 


2006 consultant report when justifying this output: 


“Sex workers in several countries have formed collectives and advocacy 


organizations, some of these focus on human rights and law reform, others provide 


                                                             
11 C. Henson, Sekoula Project Evaluation, 2009, Annex 12 
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welfare services, facilitate self help activities and work closely with service providers 


to help ensure that sex work interventions are appropriate. Many have designed and 


implemented their own STI/HIV prevention projects.”  


The 2009 evaluation found that key outcomes of the project included: 


• Project staff were recruited for work in Lautoka (including Nadi and Ba) and Labasa 


and received specialised training from PCSS. 


• The project conducted regular twice weekly outreach activities to sex workers in 


Lautoka, Nadi, Ba and Labasa for significant periods of time during the life of the 


project in order to promote awareness of health seeking behaviours, promote the 


Sekoula project and distribute condoms.  


• A sex worker drop in centre was established. Originally this centre was located at the 


Lautoka Hub but was moved to the PCSS Lautoka Community Service Centre in April 


2008 and a similar centre was opened in Labasa in November 2008. 


• The project established an activity called Flower Days which were held once a week 


for sex workers with between 8 to 48 participants in Lautoka and in Labasa an 


average of 10 per week. Flower Days had a social and educational function including 


presentations on health and welfare issues and group visits to the Hub for HIV and 


STI screening. 


• The MOU between PCSS and UNFPA ensures a regular supply of male and female c 


condoms and water-based lubricant for sex workers at no cost. 


• The establishment of an income generation project providing support to sex workers 


to start their own business, return to school or complete occupational training 


courses. 


During the life of the project two significant changes occurred which affected outcomes. The 


first was that the Lautoka Hub medical officer, Dr Arvin Chaudhary resigned. Dr Chaudary 


played a key role in ensuring that the Hub centre was accessible to, and welcoming of, sex 


workers and other key populations. After his resignation there were extended periods when 


no doctor was available and many HIV/STI services were curtailed.  


“Since Dr Arvin has left the Hub Centre we have not been able to have the same level 


of co operation with the Hub centre that we used to have.  For instance the room 


that we use is full of iron bars that Hub Centre staff refuse to move.”
12


  


The second significant change was that in 2010 the Government of Fiji introduced the 


Crimes Decree which further criminalised sex work and increased the penalties for 


practicing sex work, living off the earnings of sex work and hiring sex workers. Ironically, the 
                                                             
12 C. Henson, Sekoula Project Evaluation 2009, Annex 12 
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Fijian Attorney General and Justice Minister stated that the decree encouraged gender 


equality in the justice system because both workers and clients could be charged whereas 


previously there were no offences for buying sex.  


The Crimes Decree has had a significant impact on the lives of sex workers in Fiji and 


resulted in significant changes to the Sekoula project in its final stages, affecting the design 


of the current Sekoula project which will run until 2013. The extensive nature of the new 


laws against prostitution led to PCSS cancelling Flower Days and outreach activities on the 


basis that these activities could be seen to breach the law or could put staff and sex workers 


in danger of being charged or harassed. With the curtailment of outreach activities, the two 


full time field officers in Lautoka and Labasa were transferred to other duties within PCSS 


but not necessarily associated with the project. 


The consultant conducted a focus group discussion with nearly 20 sex workers from the 


Lautoka, Nadi and Ba areas organised by the Sekoula project staff. The focus group was 


attended by transgender and female sex workers with transgender in the majority. The 


group identified the key outcomes of the project from their perspective as: 


• Forming their own group, the Pacific Rainbow Advocacy Network (PRAN). The group 


has elected officer bearers and has successfully applied for a community action grant 


to be able to conduct peer based outreach and provide condom and lube 


distribution.  


• Learning skills in running meetings and organising groups 


• A sense of empowerment and the motivation to explore other options 


• Support to achieve goals 


• Improved knowledge and information on STI 


• The opportunity for a member of PRAN to attend a regional meeting of sex workers 


and policy makers in Thailand and learn about sex worker run organisations in other 


countries 


• Access to free condoms and lubricant. 


Focus group participants described increased levels of harassment since the declaration of 


the new Crimes Decree. Examples of harassment included being taken off the streets by 


members of the armed forces and made to stand for hours inside the barracks wearing a 


traffic cone on their heads and being forced to roll around in the dirt naked.  


It was suggested to the consultant by a PCSS staff member that in a strange way the Crimes 


Decree had helped to mobilise sex workers and motivate them to move ahead with the 


registration of PRAN as a charitable trust and to complete an application for a small grant. 
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The enthusiasm of the focus group participants for the work they have taken on is 


encouraging and it is greatly hoped that this enthusiasm can be maintained. As mentioned 


above, PRAN members present at the focus group discussion demonstrated a high level of 


enthusiasm for the work they have taken on in forming a network. They expressed the hope 


that they could successfully lobby for changes which would improve the conditions in which 


sex workers operate. 


Findings with specific regard to the 2010 terms of reference, Component Two 


Contribution of appropriate technical assistance and development of local 


capacities by PCSS 


PCSS recruited two advisers from Australian Volunteers International (AVI) who have 


worked consecutively with project field staff and clients over the life of the project and have 


provided technical assistance. Representatives of an Australian sex worker organisation, 


Scarlet Alliance, raised some concerns in the early stages of the project that technical 


assistance was not being provided by sex workers, and that the project was not being driven 


or managed by sex workers. The focus of PCSS technical assistance has been on supporting 


sex workers to build individual and organisational capacity. This has included support to sex 


workers to establish the sex worker organisation, PRAN and to develop skills in managing a 


member-based organisation.  


With the curtailment of outreach activities in 2010 due to the Crimes Decree, unspent 


project funds were reallocated to income generation activities which included opportunities 


for vocational training, small business grants and, in two cases, payment of school fees in 


order for sex workers to finish school. These activities were initiated partly in response to 


requests by sex workers. The consultant was informed that there is no obligation for sex 


workers who receive support through the income generation scheme that they discontinue 


sex work, though it is hoped that it may reduce the risk of sex workers taking on sex without 


condoms to increase their incomes. 


The focus group discussion with members of PRAN indicated that assistance and support 


provided through Sekoula was valued by sex workers and the feedback on project staff, 


training activities, Flower Days (before they were curtailed) and the income generation 


scheme were largely positive. Group members indicated that the process of establishing 


PRAN had not been easy. Meetings were often volatile and walkouts were not uncommon. 


Members seemed unfazed by this, indicating they now saw the importance of following 


standard meeting procedures, punctuality, and keeping minutes. Turbulence or “storming” 


is described in group development literature as an important and necessary part of forming 


a team / team approach or sense of group identity.13  The seminal group work text by 


Tuckman (1965) describes this process as forming, storming, norming and performing. The 


                                                             
13 Tuckman, Bruce (1965). "Developmental sequence in small groups". Psychological Bulletin 63 (6): 384–99 
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focus group sex worker participants joked that the most important thing they had learned 


was the need to keep receipts since even a $1.00 bus fare will not be reimbursed without a 


receipt, an example of norming.  


A significant achievement by the Sekoula project has been to support PRAN to become 


registered as a charitable trust. Having successfully applied for a small grant through the 


Pacific Response Fund Small Grants scheme (administered by PCSS), PRAN found that they 


could not receive any funds until they were a registered entity. The process of registration 


as a charitable trust is not straight forward, especially for a sex worker organisation given 


the illegality of sex work in Fiji. At the time of writing this report, the group were hopeful 


that the process would soon be completed; Sekoula project staff and the current technical 


advisor have clearly played an important role in supporting PRAN members through the 


paperwork and bureaucracy that such a process entails.  


PRAN is not the only sex worker group in Fiji. There is at least one other group, SAN 


(Survivor Advocacy Network), which is based in Suva and which PRAN members claim was 


inspirational in their own decision to establish a group in the Western Division. Although not 


having had the opportunity to observe SAN in action, future research could explore the 


impact of external support in establishing and sustaining both groups. At this stage in its 


development, PRAN is still closely associated with the Sekoula project and PCSS.  Sex 


workers visit the Sekoula office to meet with staff, collect condoms and for PRAN meetings. 


Project staff and the technical advisor provide information and advice while remaining 


conscious of the need for PRAN members to develop the capacity to stand on their own.  


Self-determination is clearly a vital aspect of community systems strengthening but so too is 


capacity development and the potential for external support, particularly within the current 


political and legal context. The danger of not letting go is that an organisation fails to find its 


own way and its own voice; on the other hand, the danger of letting go too early is that the 


newly formed group flounders when faced with internal dissent, the burden of managing 


projects (and project funds), burn out, or any number of other stresses.  


The investigation into the current status of PRAN as a means of determining the nature and 


impact of technical assistance by PCSS has been relatively superficial. Even though the 


Sekoula project has been operating for three years, progress has not been linear. There 


were challenges recruiting a full complement of appropriate staff and there have been 


political changes which have impacted on the day to day life of sex workers. Sex workers on 


the main island are transient and may move from one side of the island to the other on a 


regular basis. Their lives may be chaotic and their income unreliable. These are issues faced 


by sex worker organisations in many places and, although not insurmountable, need to be 


recognised as part of future project funding considerations.  


There are clearly a number of different ways in which to deliver technical assistance and to 


facilitate the development of advocacy groups among key populations. Technical assistance 
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needs to be tailored to meet the needs of the specific group and it appears that through the 


Sekoula project, this has occurred. For PCSS there is a need deliver technical assistance over 


the next years which serves to strengthen PRAN capacity for advocacy and to manage and 


deliver HIV and STI prevention services for sex workers. While PCSS is providing support for 


a member of PRAN to complete the diploma in professional counselling, there are a range of 


skills which could be developed among PRAN members to better position members to 


manage PRAN and projects it may wish to take on and for which it might receive funding. To 


some extent this has already occurred: one sex worker, currently in the position of treasurer 


has completed an accounting course funded through Sekoula.  Another sex worker, in the 


position of secretary, was supported to complete a course in front desk administration. 


There are a number of examples in the Asia and Pacific regions where well established NGOs 


have auspiced and mentored nascent sex worker organisations in such a way that over time 


those organisations are in a position to stand on their own, and the relationships between 


the mentored and mentor organisations is renegotiated, often several times. There may 


continue to be a formal relationship between the two organisations but essentially the 


mentored organisations becomes autonomous in most, if not all, areas. Ongoing technical 


assistance needs to be closely monitored to ensure that it serves the longer term objective 


of autonomy for PRAN. The Global Fund Community Systems Strengthening (CSS) 


Framework is a useful document for designing, implementing, monitoring and evaluating 


CSS interventions.14 


 


  Extent to which the project has contributed to improving gender equality 


PRAN is made up of roughly equal numbers of female and transgender members and most 


informal estimates suggest that, in the Western Division, at least, there are approximately 


equal numbers of female and male sex workers. The majority of male sex workers self-


identify as transgender (TG). 


Research, as well as feedback from sex workers during the evaluation, suggests that 


transgender sex workers may be as vulnerable, if not more so, to violence and harassment 


as female sex workers. This finding is supported by research that more transgender 


participants reported being subject to violence and sexual abuse. 
15


 


The relationship of male sex workers who identify as transgender and female sex workers is 


of interest in relation to gender equality within PRAN and more broadly in Fijian society. In 


the focus group discussion, transgender members tended to be the most vocal; they also 


hold the majority of official positions on the interim executive. This can be considered 


                                                             
14 Global Fund for HIV, Malaria and TB, Community Systems Strengthening Framework (2010) 


http://www.theglobalfund.org/documents/civilsociety/CSS_Framework.pdf 
15 McMillan, Karen and Worth, Heather (2010), Risky Business: Sex work and HIV prevention in Fiji, 


International HIV Research Group, School of Public Health and Community Medicine, University of New 


South Wales. 
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strength of PRAN (and the project) in that, despite risk of violence and abuse in the general 


society, transgender have a sense of empowerment within PRAN and key roles within the 


interim executive. Ensuring that the needs of female sex workers are also met will be a key 


consideration for the remainder of the project. PRAN may be able to operate as a useful and 


relatively unique forum where issues of male, transgender and female equality can be 


explored.  This is a potential area for future research.  


The Sekoula Project could build on gender equality and diversity in their implementation of 


the project in relation to staff and volunteer recruitment. The project proposal (under 


gender section) cites that two staff positions and two peer educators will be filled by a male 


and female. Transgender should also be included in human resource strategies. Annual 


planning could also consider different strategies which may be required for different 


genders, or if following a needs assessment or members’ consultation in relation to these 


issues, annual reports could outline where strategies across genders were similar or 


different.  


How effectively have the specific objectives of the project been realized? 


This question is answered under the three outcomes and related outputs for the Project.  


Outcome 1: Sex workers in Lautoka and Nadi have the knowledge, ability and means to 


make informed decisions about safe sex practices 


Output 1.1: Information and materials in relation to general health and safe work 


practices are available to sex workers   


Behaviour change communication resources have been made available to sex workers 


including an  HIV and STI information brochure  which was prepared by Sekoula completed 


during the life of the first project. Other agencies have sporadically produced materials but 


the consultant is not aware of any materials having been produced recently. However, sex 


workers through the Sekoula project have had access to a range of information sessions and 


basic training in HIV and STI transmission and prevention conducted by PCSS staff and guest 


presenters regularly throughout the life of the project. 


Output 1.2:  Increased availability, accessibility and use of condoms and lubricants 


Problems related to the regular supply of condoms and lubricant referred to in early project 


reports have been resolved. PCSS has an MOU with UNFPA who have taken on the 


responsibility in Fiji of procuring and distributing condoms and lubricant. Sex workers who 


participated in the focus group did not report any issues with supply of condoms as they 


collect them from the drop in centre either themselves or one worker will collect enough for 


themselves and their colleagues. However, as the outreach program is no longer operating. 


condoms are not currently distributed in the streets or at the bars and guest houses where 


sex workers congregate. This will be addressed in Phase 2 of the project with sex workers 
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trained and resourced to act as peer educators and to distribute condoms, hopefully 


without police or military harassment. 


Outcome 2: Sex workers in Lautoka and Nadi have access to user friendly health and social 


services 


Output 2.1: Sex workers have easy access to appropriate health services 


The delivery of appropriate health services to sex workers is problematic throughout Fiji.  As 


discussed previously (in relation to contribution of diploma trained counsellors with HIV 


care teams) due to the problems associated with services provided by the Hubs, Fiji cannot 


be said to provide comprehensive health care including HIV and STI testing and treatment 


for sex workers. Staff of the Sekoula project have raised this issue with MOH and SPC have 


requested the involvement of sex workers in discussion with MOH and other service 


providers to address discrimination of sex workers (and other key populations) by health 


care workers. 


Output 2.2: Sex workers have easy access to appropriate counselling and social services 


There are clear channels through which sex workers can access PCSS counselling and social 


services. As indicated in project reports, most Sekoula clients prefer informal meetings with 


project staff when they drop in to the community services centre. Many sex workers have 


ongoing cases with counsellors and social workers to assist with issues related to trauma, 


abuse, identity, gender and sexuality issues, family issues to name a few.  This supports the 


holistic health and welfare care and support of sex workers rather than just focusing on HIV/ 


STI information and condoms. One of the members of PRAN will be supported to complete 


the diploma in professional counselling.  This training includes being trained to be a VCCT 


practitioner, with a possibility, if assessed as competent to do VCCT counselling within PCSS 


for experience. Outcome 


Output 3.1: Issues affecting safe commercial sex practices are identified 


Through regular contact with sex workers issues affecting sex workers such as harassment 


by police and military have been brought to the fore and documented in project reports and 


the 2009 evaluation of the project. This information can be utilised in National reports, or 


shadow reports, such as the Convention on the Elimination on All Forms of Discrimination 


against Women which Fiji ratified in 1995. 


The technical adviser to Sekoula and one of the PRAN officer bearers, along with Suva-based 


sex workers and high ranking representatives from the Police and the Attorney General’s 


Office attended the first Asia Pacific Consultation on Sex Work and HIV in October 2010 in 


Thailand. This was a high level meeting facilitated by UNAIDS and UNFPA with eight 


countries represented, aiming to have dialogue and in-country plans made involving UN 


agencies, high level government representatives, NGOs and sex workers. Good relations 


were established between the sex workers and the government representatives attending. 
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For the Fijian sex workers, meeting workers from other countries, hearing their stories and 


learning of significant achievements in advocacy by sex worker organisations in some Asian 


countries was eye opening and inspiring. There is potential to build on the good relations 


built with government officials at the meeting in order to develop harm minimisation 


strategies which can be implemented to protect the rights of sex workers within the 


confines of the Crimes Decree. A Fiji work plan was developed with sex workers, 


government representatives and NGOs, to focus on key areas that need to change to 


support human rights and meeting needs of sex workers in Fiji.  A follow up presentation 


was done to share this work plan with higher levels of government to action the work plan.    


This work plan included exploring the possibility of changes to the Crimes Decree to 


decriminalize sex work, work with MOH to improve service delivery through hubs and 


training to be done with military and police personnel on abuse and mistreatment.  This 


plan is being monitored with actions taking place step by step.  


Output 3.2: Sex worker Peer Network and Advocacy group established 


As previously discussed, PRAN has been established and is in the final stages of being 


registered as a charitable trust, making it the first sex worker organisation in Fiji’s history to 


have achieved this. PRAN has been awarded a community action grant to enable it to 


provide training for sex workers in peer education and to carry out peer education and 


condom distribution. The funding will also facilitate PRAN to further its advocacy work with 


the police and the Attorney General’s office. 


Lessons learned and recommendations for guiding PC&SS gender equality policies 


and initiatives. 


All sex workers are vulnerable to harassment, the more so because they practice illegal 


activities. While the decriminalisation of sex work is often put forward as a key HIV 


prevention strategy, Fiji has chosen to increase penalties for sex work, an action which has 


resulted in the curtailment of HIV and STI prevention activities for sex workers including the 


distribution of condoms and outreach. From both public health and human rights 


perspectives, the Crimes Decree as it applies to sex workers is an unfortunate policy 


initiative which has already led to increased levels of harassment.  


Every opportunity needs to be taken to liaise with the Attorney General and Justice Minister 


and the Fiji Police Force to facilitate the development and implementation of harm 


minimisation strategies for sex workers. As activities in other countries have shown, it is 


possible to provide services for key populations, even if those populations are practicing 


illegal activities. Indeed there are strong public health, human rights and economic 


arguments for doing so. 


The almost equal numbers of female and transgender sex workers among the membership 


of PRAN, which may also be reflected in the make up of sex workers in the Western Division 


and possibly elsewhere in Fiji, has implications for the operation of PRAN and activities for 
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the Sekoula project. There is a need to monitor the active involvement of ensure that both 


female and transgender persons have opportunities for individual capacity building. For 


example, if members of PRAN are being given opportunities for completing the diploma in 


counselling, consideration should be given to designating places for both women and 


transgender persons. Although the PRAN executive is currently made up of a majority of 


transgender persons, it has developed policies which ensure that there is female 


representation on the executive and that there are both male/transgender and female sex 


workers coordinating the peer outreach. 


 To date, the research which has been made available on sex workers in Fiji does not 


specifically explore the dynamics of the relationships between female and transgender sex 


workers (and also the smaller number or ‘masculine’ male sex workers). Also, there has 


been limited research into the clients of female and transgender sex workers – the 


popularity of transgender sex workers may have implications for HIV prevention programs 


for these clients. The concept of a ‘heterosexual identity’ is frequently applied by Western 


researchers and programmers; however, the assumption of a heterosexual identity as 


exclusive of male to male sex appears problematic.16  This would seem to emphasise not just 


the need for prevention activities which target both female and transgender sex workers 


but also the need to ensure the ‘mainstreaming’ of male to male sex with all aspects of HIV 


programming to ensure that the risk factors associated with unprotected anal intercourse 


between men are adequately incorporated into HIV and STI prevention.  It would also affirm 


the recommendation of ‘Risky Business’17 that there is a need to understand more about 


male clients of sex workers and how to reach them. 


“Where it is common to buy sex, the condom use behaviours of men who buy sex 


may be a crucial determinant of future rates of HIV. Furthermore there is a need to 


understand more about local notions of masculinity and the boundaries of 


heterosexual identity.”
18


 


There is also a need to understand more about male to male sex in Fiji and its different 


contexts and dynamics. Male to male sex is not prohibited to transgender to male sex and it 


would be misleading to assume that that was the case.  


 


 


 


 


                                                             
16 McMillan, Karen and Worth, Heather (2010), Risky Business: Sex work and HIV prevention in Fiji, 


International HIV Research Group, School of Public Health and Community Medicine, University of New 


South Wales. 
17 Ibid. 
18 Ibid. 
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Recommendations for 2.3 


 


Recommendations to PCSS and PRAN 


xv. PCSS and PRAN should seek to strengthen links with SAN, based in Suva, with a 


view to strengthening national advocacy on behalf of sex workers. 


xvi. Consideration should be given to planning a national meeting of sex workers as 


part of an overall advocacy strategy for improving conditions for sex workers, 


reducing their vulnerability to HIV and STI and improving access to health 


services. 


xvii. PCSS and or PRAN should consider conducting a small scale research initiative 


into the differing needs of female and transgender sex workers. 


xviii. PCSS should ensure that the technical assistance it provides for PRAN members 


and other sex workers reflects the potentially different needs of female and 


transgender sex workers.  


xix. Conduct follow up action to build on the successful interaction with government 


officials at the sex worker meeting in Thailand in 2010 with a view to  developing 


harm minimisation strategies which can be implemented to protect sex workers.  


Recommendations to SPC 


xx. If it has not done so already, SPC should conduct an audit of behaviour change 


communication materials currently available for key populations such as sex 


workers, MSM, clients of STI clinics. 
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CONCLUSIONS 


Since 2007, PCSS has been successful in implementing and managing a range of HIV-related 


counselling projects supported by the Global Fund, PRHP and the Response Fund. PCSS 


demonstrate good practices in the day to day management of grants. It has established 


sound financial management systems for reporting on projects and has a good track record 


in submitting comprehensive financial and narrative reports to SPC in a timely fashion.  


PCSS delivers high quality VCT in four ANC clinics in Fiji which, based on the available 


information, meets the minimum standards for VCT. Without further investigation it is 


difficult to assess the extent to which the counselling diploma training has added value to 


ANC VCT counselling although it is clear that the training has increased the overall 


counselling skills of those who have completed it.  The evaluation cannot confirm that, 


based on the available evidence, ANC VCT in Fiji leads to sustained behaviour change. 


Indeed it is generally acknowledged that VCT is only one tool within a much broader suite of 


behaviour change activities and it is not expected that on its own it will result in sustained 


behaviour change.   


Internationally, it is agreed that all ANC clients should be tested for HIV, although there is 


disagreement among policy makers and service providers as to the ideal testing strategy. 


While these disagreements are likely to continue, PCSS provide significant statistical 


evidence to indicate that ANC VCT counselling is an entry point for clients into general 


counselling.  Issues which may benefit from specialised or ongoing counselling are 


frequently identified during pre or post test counselling sessions and clients are able to be 


referred to appropriate counsellors. 


Internationally, it is recognised that there is a need to address the behaviours that put 


people at risk of becoming HIV positive and target key populations at higher risk of HIV 


exposure.  


“In most settings, men who have sex with men, transgender persons, people who 


inject drugs, sex workers and their clients, and seronegative partners in 


serodiscordant couples are at higher risk of HIV exposure to HIV than other people. 


Each country should define the specific populations that are key to their epidemic 


and response based on the epidemiological and social context.”19                                                                       


PCSS has identified ANC clients as a priority for VCT; however, some key populations who 


practice high risk behaviours are not adequately targeted for VCT and there is the potential 


for PCSS to play a greater role in providing counselling services for these groups across Fiji. 


Overall, in the health system in Fiji, there is a need to improve sexual health services for key 


                                                             
19 UNAIDS, Terminology Guidelines, 2011 


http://data.unaids.org/pub/Manual/2008/jc1336_unaids_terminology_guide_en.pdf 
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populations and PCSS has a valuable role to play in this area. PCSS also has a potential role 


to play in encouraging improvements in sexual health services for key populations in other 


PICT. 


The evaluation found that there is a need to better understand the priorities for HCT in Fiji 


and other PICT. It is widely acknowledged that surveillance systems in most PICT are weak 


and the available information on the mode of transmission is not always reliable. It is 


important that strategies for HCT in PICT reflect, where available, data from second 


generation surveillance, regular program monitoring, expert opinions on epidemiological 


trends, and social and behavioural research. Without wanting to underestimate the 


seriousness of HIV as a potential threat to the people of the Pacific, the evaluation is 


concerned that the urgent need to address the high prevalence of other STI through 


screening, diagnosis, treatment, education and counselling is not being met. 


There may be value for PCSS, in collaboration with SPC and other key stakeholders, to 


commission the development of an options paper which identifies the priorities for HCT and 


STI screening in Fiji and other PICT including the identification of key populations. This paper 


could also explore strategies to improve the relationship between PCSS and CWM at all 


levels. There are differences of opinion in how HCT for ANC clients should be delivered and 


there may be room for compromise on both sides. The options paper could explore how 


PCSS could modify the VCT model it is currently using at CWM to take into account the 


considerations, objections and ideas of key stakeholders including CWM, UNICEF and WHO. 


It could also explore how best to utilise PCSS counselling resources to support the provision 


of HCT for key populations. 


PCSS has successfully implemented the Sekoula (Sex worker advocacy network) project. 


Utilising a capacity building approach it has supported the development of a sex worker 


advocacy network in Lautoka and surrounding areas, has enabled sex workers to access 


training and information, and set up structures to ensure the consistent supply of condoms 


and lubricants for sex workers. 


Recommendation for PCSS and SPC 


xxi. SPC and PCSS should collaborate to commission the development of an options 


paper which addresses some of they key issues examined in the evaluation 


including the following: 


a. The need for better access to STI services by key populations and options for 


PCSS to provide services to these groups. 


b. The need to resolve ongoing issues related to the delivery of HCT by PCSS at 


CWM. 







 


SPC PCSS Counselling Evaluation – Component 2, Grant Management                    Final Draft   42  


     


c. The need to better respond to the high prevalence of STI other than HIV 


among ANC clients (and the low prevalence of HIV). 
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Annex 1: Recruitment Notice 


 







 


SPC PCSS Counselling Evaluation – Component 2, Grant Management                    Final Draft   44  


     


 







 


SPC PCSS Counselling Evaluation – Component 2, Grant Management                    Final Draft   45  


     


 







 


SPC PCSS Counselling Evaluation – Component 2, Grant Management                    Final Draft   46  


     


 







 


SPC PCSS Counselling Evaluation – Component 2, Grant Management                    Final Draft   47  


     


 







 


SPC PCSS Counselling Evaluation – Component 2, Grant Management                    Final Draft   48  


     


 







 


SPC PCSS Counselling Evaluation – Component 2, Grant Management                    Final Draft   49  


     


 







 


SPC PCSS Counselling Evaluation – Component 2, Grant Management                    Final Draft   50  


     


 







 


SPC PCSS Counselling Evaluation – Component 2, Grant Management                    Final Draft   51  


     


Annex 2:  Proposed Research Methodology 
 


 


 


This section provides a description of the proposed approach and methodology for the evaluation, 


including a draft timeline of activities.  Through mixed data collection methods  (including 


quantitative and qualitative research methodologies, extensive consultation and document review), 


the counselling training programs implemented by PC&SS in selected PICT and PC&SS grant 


management systems will be evaluated according to the requirements specified in the RFA and 


associated terms of reference (TOR).  In undertaking the evaluation, the consultants will involve all 


key stakeholders where appropriate and will take into account the contexts provided by the relevant 


national strategies for both HIV and VCCT in the PICT (where these exist), along with any specific 


country based Ministry of Health guidelines or policies. The reports drafted for approval by the SPC 


will include trip reports, a draft final report with preliminary recommendations and a final evaluation 


report addressing any comments received from SPC. 


As noted earlier the Albion Street Centre acknowledges that SPC may decide to award the 


consultancy to only Consultant 1 or Consultant 2, in which case the selected Albion Street Centre 


consultant will work collaboratively with the external consultant, sharing information and supporting 


activities wherever possible.  


Key Action Steps 


1. Introductions & briefing - Consultant 1 and 2 to meet together and attend briefing (via 


teleconference) with SPC, PC&SS and relevant stakeholders to: review terms of reference; 


discuss and finalise methodology; collect contact details and information about 


stakeholders; and review timeframes. Reference Group to be convened and briefed 


regarding outcomes of teleconference. Expected collaborative inputs reviewed.  


2. Collect key documentation – pertaining to grant management, training programs, training 


reports, training participants, reports of any field or pilot testing conducted on training 


programs. 


3. Briefing relevant stakeholders – contact with key stakeholders will be made (depending 


upon their preference for contact e.g. via email or telephone, etc), regarding evaluation 


objectives, proposed processes and timing. 


4. Conduct a broader literature review – Consultants and Reference Group members to collate 


normative documents on a global, regional and national level including strategies for HIV/ 


STI prevention, care support and treatment, HIV/STI counselling and testing policies, best 


practice references, local Ministry of Health guidelines, practices and procedures including 


notification and reporting. 


 


SECTION 3 


Description of the proposed approach and methodology including a draft timeline of activities 
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5. Design a range of assessment tools – to be utilised in the evaluation including clinical 


observation tools, surveys, and semi-structured interview and focus group formats. 


Consultants and Reference Group members to collaborate on this activity. 


6. Contact relevant parties/persons/organisations – to arrange in-country visits for the 


purpose of conducting clinical observation, surveys, semi-structured interviews and focus 


groups and further document review associated with grant management. Disseminate 


surveys for completion by stakeholders in advance of in-country visits. 


7. Contact other stakeholders – for whom in-country visits are not possible, to disseminate 


surveys by email and arrange teleconferences where possible.  


8. Conduct in-country data collection activities according to the methodology plan- surveys 


from stakeholders not able to be visited to be collected and collated by Reference Group 


members. Designated Reference Group members to conduct teleconferences with 


stakeholders who have indicated their availability. 


9. Trip reports – Consultants 1 and 2 to complete trip reports including outcomes of country 


visits. 


10. Collection and analysis of data – including drafting of opinion paper with recommendations 


regarding assessment protocols and tools. Consultants and Reference Group members to 


collaborate on this activity. 


11. Draft report – submitted to SPC for review and comment. 


12. Final consultancy report – with comments addressed. 


 


A draft timetable for the scheduling of these key action steps is provided below. 
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Draft Timetable 


 


 


ACTIVITY 


Component 


number 


Activity number Week 


1 2 3 4 5 6 


1. Introductions and briefing 1 & 2 ALL X      


2. Collect key documentation 1 & 2 1.1, 1.2, 2.1, 2.3 X X     


3. Briefing relevant stakeholders 1 & 2 ALL  X     


4. Conduct literature review 1 & 2 1.1, 2.1 X X     


5. Design a range of assessment tools 1 & 2 ALL X X     


6. Contact relevant parties/persons/organisations 1 & 2 ALL X X     


7. Disseminate surveys and conduct telephone interviews 1 & 2 ALL X X     


8. Conduct in-country data collection activities according to 


the methodology plan 


1 & 2 ALL   X X   


9. Trip reports 1 & 2 ALL    X X  


10. Collection and analysis of data, drafting of opinion paper 1 & 2 ALL  X X X   


11. Draft Report 1 & 2 ALL    X X  


12. Final Report 1 & 2 ALL     X X 
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Annex 3: Guiding Questions 
 


Evaluation of the counselling training program implemented by the Pacific Counselling and Social 


Services (PC&SS) in selected Pacific Island Countries and Territories (PICT) 


Component 2: Grant Management  


SURVEY AND INTERVIEW AND FOCUS GROUP GUIDES  


2.1 Organisational capacity and grant management practices  


13 projects across a range of PICT and Fiji Islands  


Survey questions/ semi-structured interview guide   


- PC&SS management and program staff  


 


Desk Review Guiding Questions 


• Needs Assessment conducted? 


• What were the goals of the grant? Intended outcomes?  


• Planned activities?  


• Budget expenditure – over/ under/ just right  


• Timing – were planned activities completed in said time?  


• Numbers trained?  


• M and E – was there an M and E framework established at start? (especially for longer 


projects)  


• If so, is monitoring data available? Has monitoring data been used to influence latter part of 


project implementation? Impact evaluation (for longer projects)  


• Beneficiaries’ numbers. Were there targets set (eg. no. of HCW trained, communities where 


awareness program conducted) and met?  


• Ongoing evaluation in place? Eg (5/ 8 projects) training – was there pre/ post evaluations  


• Stakeholder involvement in the project – which stakeholders, degree of involvement, 


support from stakeholders 


• Were project funds used for staff / volunteer (with allowances) positions? Have these staff 


been retained? What are future plans for these staff? 


 


Key Informant Interview Guiding Questions  


• Demographics – what role does the interviewee have?  


• What were/are the greatest achievement of the project?  


• What were the biggest challenges faced? What (if any) has been the biggest constraint to 


implementing the project/ realising the project’s goals?  


• If you were to repeat the project what would you do similarly/ differently? – What advice 


would you give to someone else doing a similar project?  
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• Is there an ongoing need for the project 


• What activities are planned to sustain the achievements of the project?  


• How would you build on the work of the project so far?  


• What gaps have you identified in the implementation of the project?  


• What synergies have you found between the Global Fund, Response Fund and PRHP finance 


grants? And what gaps or duplications are there?  


 


Specific questions relating to grant management 


• What is the process for auditing each grant each year? 


• Who is responsible for this process 


• What is the process for financial reporting? 


• What happens in the case of over or under expenditure? 


• What is the process for financial accountability? 


• What is the process for monitoring and evaluation 


• Are you happy with the reporting processes to SPC? Is there anything else that you need 


from SPC to improve these processes? 


 


2.2 Fiji Case Study: ANC Counselling 


Implementation of trialled antenatal VCT and awareness program in Fiji Islands  


9 month project with $117 200 grant  


2.2 Evaluate the services provided by Diploma-level trained counsellors in Fiji 


a) Has the diploma training resulted in effective counselling during clinical encounters that included 


testing, treatment and care for pregnant women? 


To Managers: How do you know (above)? (ie what mechanisms are in place to assess the impact of 


the Diploma-level training?)  


To Trained Counsellors:  


• What has influenced your counselling when testing, treating and caring for pregnant 


women? (follow up – in what ways has the diploma training helped your practice?)  


• What are you doing differently (in relation to counselling women, including testing, 


treatment and care for pregnant women) since the training?  


 


b) Have the training materials supported ongoing work of trained counsellors post-Diploma? 


• With the experience you have now, what else would you have liked to see included in the 


 training?  


• What has been the most useful aspect of the training in terms of your day-to-day work?  


• On what occasions do you consult the written training materials? 
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• Can you describe any mentoring or support you received while you were completing the 


diploma and since you completed it? 


 


c) Have trained counsellors contributed to and worked with the HIV care team in Fiji, and has this 


been effective in improving patient care?  


To Trained Counsellors 


• Were you working with the HIV care team in Fiji prior to the training? Post training?  


• If working with the HIV care team, in what ways has the training helped your contribution to 


this team and in improving patient care?  


 


To HIV care team  


• In what ways has the diploma-trained counsellor contributed or worked with your team?  


• Has this been useful/effective improving patient care? In what way? If not, why not?  


 


d) Have trained counsellors provided mentorship and support to in-country health care providers in 


improving their counselling skills? 


• How do you maintain your own skills in this area? What opportunities are there for 


professional development eg follow up seminars from PC & SS, access peer supervision or 


peer support  


• What opportunities have you had to share your counselling experience and knowledge with 


other health workers?  


• Is mentoring and support to other health care providers / colleagues within your job role/ 


description? (eg. through consultation, support, providing seminars, supervision, case 


discussion and review, training in-services)  


• What formal/ informal processes are in place to mentor and support in-country health care 


providers to improve their counselling skills?  


• How did this project contribute to the reduction of STI and HIV in your setting? Focus group 


question guide/ semi-structured interview guide  


• PC&SS program beneficiaries  
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Annex 4: Grant Matrix 
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Annex 5:PCSS counsellor survey prepared for evaluation 


 







 


SPC PCSS Counselling Evaluation – Component 2, Grant Management                    Final Draft   62  


     


 







 


SPC PCSS Counselling Evaluation – Component 2, Grant Management                    Final Draft   63  


     


 







 


SPC PCSS Counselling Evaluation – Component 2, Grant Management                    Final Draft   64  


     


 







 


SPC PCSS Counselling Evaluation – Component 2, Grant Management                    Final Draft   65  


     


 







 


SPC PCSS Counselling Evaluation – Component 2, Grant Management                    Final Draft   66  


     


 







 


SPC PCSS Counselling Evaluation – Component 2, Grant Management                    Final Draft   67  


     


 







 


SPC PCSS Counselling Evaluation – Component 2, Grant Management                    Final Draft   68  


     


 







 


SPC PCSS Counselling Evaluation – Component 2, Grant Management                    Final Draft   69  


     


Annex 6: Analysis of HIV counselling and testing strategies 
 


Consultant service: “Provide an analysis of the voluntary and confidential counselling and testing 


(VCCT) strategy adopted and compare this with the current internationally accepted strategies on 


counselling and testing for different risk groups. Voluntary Counselling and Testing (VCT)” 


Voluntary Confidential Counselling and Testing (VCCT) is currently the primary model of HIV 


counselling and testing in the Pacific for individuals who are HIV asymptomatic and are seen outside 


of sexual health services (SHS) and antenatal clinics (ANC). While additional emphasis is placed on 


confidentiality (the first “C” in the acronym), the content and delivery of VCCT is essentially the same 


as Voluntary Counselling and Testing (VCT) which is the term used by the WHO and UNAIDS, and in 


many other parts of the world. For the purposes of consistency and clarity, this document will refer 


to both VCCT and VCT as “VCT”.   


VCT is the process of providing counselling to an individual to enable him or her to make an 


informed choice about being tested for HIV. This decision must be entirely the choice of the 


individual, and he or she must be assured that the process will be confidential.  Features of VCT 


include: education about HIV and transmission and treatment; comprehensive risk assessment 


including feedback to the client about their personal risk behaviours; safe behaviour counselling for 


transmission prevention; and discussion of the advantages and disadvantages of testing to enable a 


truly informed decision about whether or not to test (WHO/UNAIDS, 2007). Quality VCT can also 


help prepare a client for a positive result by identifying potential supports and coping mechanisms as 


well as screening for the risk of partner violence or other adverse outcomes of testing positive.   


 


Emergence of Provider-initiated Testing and Counselling (PITC)
20


 


In the early 2000s the increased availability of effective ART led to a move to increase access to 


treatment for people living with HIV (PLHIV), particularly in resource-limited settings.  In 2003 


UNAIDS and WHO launched the "3 by 5" initiative, which was a global target to provide three million 


people living with HIV/AIDS in low- and middle-income countries with life-prolonging ART by the end 


of 200521. To successfully scale up access to ART it is essential to scale up HIV testing. Concerns 


about the low uptake of VCT around the world prompted a consideration of alternative testing 


strategies. In 2004 a new policy statement from WHO and UNAIDS included a description of a 


provider-initiated testing and counselling strategy for specified settings referred to as “routine offer 


of HIV testing by some healthcare providers” (see Table 1).  In 2007 WHO and UNAIDS launched the 


Guidance on provider-initiated HIV testing in health facilities (WHO/UNAIDS, 2007) which placed far 


greater emphasis upon this routine offer of testing. In summary, the document recommends that 


provider-initiated diagnostic testing, based on the ‘opt-out’ model become standard in all types of 


epidemics, and that provider-initiated HIV testing for all adults and adolescents seen in all health 


care facilities be introduced in countries with generalised epidemics. In addition, the guidance 


includes options for provider-initiated testing and counselling (PITC) in concentrated and low-level 


epidemics, which includes the provision of PITC in SHS, health services for most-at-risk populations, 


and ANC. A summary of the recommendations of the guidance in shown in table 2.  


 


                                                             
20 Provider-initiated Testing and Counselling is sometimes denoted by the acronym “PICT”. In this document, 


to avoid confusion with the term “Pacific Island Countries and Territories (PICT)”, the acronym PITC will be 


used to denote Provider-initiated Testing and Counselling. 
21 http://www.who.int/3by5/en/  
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More recent provider-initiated testing approaches include door-to-door testing in high HIV prevalent 


communities and household member HIV testing, offered in the home to family members of an 


individual diagnosed with HIV (Kiene, et al, 2009).  


 


Table 1 –Summary of the recommendations for Provider-Initiated Testing and Counselling (PICT) 


Recommendations for all epidemic types 


Health care providers should recommend HIV testing and counselling as part of the standard of care to: 


− all adults, adolescents or children who present to health facilities with signs, symptoms 


− or medical conditions that could indicate HIV infection; 


− infants born to HIV-positive women; 


− children presenting with suboptimal growth or malnutrition in generalised epidemics; and 


− men seeking circumcision as an HIV prevention intervention. 


 


Recommendations for generalised epidemics 


Healthcare providers should recommend HIV testing and counselling to all adults and adolescents 


seen in all health facilities as part of the normal standard of care provided to the patient, regardless of 


whether the patient shows signs and symptoms of underlying HIV infection or the patient’s reason for 


presenting to the health facility. 


The following should be considered priorities for the implementation of provider-initiated HIV testing and 


counselling in generalised epidemic settings: 


− Medical inpatient and outpatient facilities, including tuberculosis clinics 


− Antenatal, childbirth and postpartum health services 


− Health services for most-at-risk populations 


− Services for younger children (under 10 years of age) 


− Surgical services 


− Services for adolescents 


− Reproductive health services, including family planning 


 


Options for concentrated and low-level HIV epidemics 


Health care providers should not recommend HIV testing and counselling to all persons attending all health 


facilities since most people will have a low risk of exposure to HIV. In these settings, the priority should be to 


ensure that HIV testing and counselling is recommended to: 


-  all adults, adolescents and children who present to health facilities with signs and symptoms 


suggestive of underlying HIV infection, including tuberculosis; and  


- to children known to have been exposed perinatally to HIV. 


If data show that HIV prevalence in patients with tuberculosis is very low, the recommendation of 


HIV testing and counselling to these patients may not remain a priority. 


 


Decisions about whether and how to implement provider-initiated HIV testing and counselling in selected 


health facilities in low-level and concentrated epidemics should be guided by an assessment of the 


epidemiological and social context. Consideration may be given to the implementation of provider-initiated 


HIV testing and counselling in the following health facilities or services: 


− STI services 


− Health services for most-at-risk populations 


− Antenatal, childbirth and postpartum services 


− Tuberculosis services 


 


Adapted from: WHO/UNAIDS (2007) Guidance on Provider-Initiated HIV Testing and Counselling in health 


facilities – May 30, 2007. 


 


Subsequent to the publication of the 2007 Guidance on PITC, research conducted across a range of 


settings has indicated significant increases in HIV testing uptake associated with PITC, including in 


India (Vijay et al, 2009) and Africa (Silvestri et al, 2011; Keine, et al, 2010; Enquselassie & Girma, 
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2009; Leon et al, 2010b). Despite these positive outcomes, the introduction and scale-up of PITC has 


triggered significant controversy around the acceptability and efficacy of this model as a testing 


strategy for HIV.  The central criticisms and concerns regarding PITC are outlined below.  


 


Many barriers to the uptake of VCT also apply to the uptake of PITC  


PITC has been heralded as a solution to the problem of low HIV testing uptake that has existed in the 


client-initiated HIV testing and counselling models. Barriers to accessing HIV testing services include 


stigma and discrimination and limited access to treatment, care and health services in general 


(WHO/UNAIDS, 2007). Practical obstacles to testing for HIV such as lack of awareness of personal 


risk or testing availability may be aided by such initiatives as PITC. However vulnerable groups who 


are often marginalised in society due to the criminal and social condemnation of their behaviour 


(e.g. sex work, injecting drug use, homosexual sex), are less likely to access mainstream health 


services (UNAIDS Reference group on HIV and Human Rights, 2006). To effectively reach these 


groups other avenues of testing that are provided in a context that is considered non-judgemental 


and considerate of the needs of marginalised groups, and if necessary outside of the formal health 


sector, need to available, in addition to PITC.   


 


The Role of PITC in HIV Prevention 


The primary concern of PITC is positive HIV case finding. While this is an important objective, 


especially in high prevalence generalised epidemics, what impact does PITC have on HIV prevention, 


particularly in low-level epidemics? VCT involves a client-centred approach, tailoring HIV education 


and risk assessment to the individual needs and situation of the person testing. In contrast, PITC has 


a reduced emphasis on counselling, provides minimum level of information and does not conduct a 


risk assessment (Kiene et al , 2009). An evaluation of a PITC programme at an ANC clinic in Cambodia 


(Sasaki et al, 2010) reported that while PITC did increase the uptake of HIV testing by expectant 


mothers, more than half  of the mothers tested were unable to answer basic questions about HIV 


and transmission immediately  after testing. There is evidence that knowledge of status in people 


who test positive for HIV, when accompanied by personalised risk reduction counselling, can be 


effective in reducing risk behaviour (Marks et al 2005). What is less clear is the prevention impact of 


testing negative for HIV or testing positive with-out follow-up risk reduction counselling and 


education.  


 


Readiness of health services and health workers to provide PITC 


The effective implementation of wide-scale PITC places a number of requirements on health system 


staff, resources and infrastructure including: consistent availability of quality test kits; finding 


sufficient time and having a confidential space in which to obtain informed consent for testing; and 


health workers (in particular doctors and nurses) knowledgeable in HIV and equipped to obtain 


informed consent for testing and to give results. A study examining the implications for nurses of 


routine PITC in sub-Saharan Africa (Evans & Ndirangu, 2009) found that despite indicating positive 


attitudes about PITC, the nurses expressed concerns about: a lack of training and managerial support 


to implement PITC; increased work-load and work-related stress; a lack of staff and space to provide 


adequate counselling; and preparedness to give positive results and handle ethical dilemmas. 


Clearly, the successful implementation of PITC requires the financial and human resources to be in 


place, as well as infrastructure, time and wide-spread health service support.  


 


Threats to informed consent in an opt-out model 


When WHO and UNAIDS made available a draft version of the guidance on PITC (WHO/UNAIDS, 


2006), a central concern in many of the submissions was that PITC would lead to restrictions in 


obtaining genuine informed consent for HIV testing. It was argued that there was an inherent risk to 


informed consent in opt-out testing in that individuals were not required to make a positive decision 


to be tested (Human Rights Watch, 2007). Furthermore the power imbalance between a health 
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worker and patient can lead to the patient feeling pressured to test and/or to have concerns about 


whether their medical care would be affected if they refuse testing (Becker et al 2009; UNAIDS 


Reference Group on HIV & Human Rights, 2007).     


An individual will agree to be tested if the benefit of knowing their status outweighs the risk. 


Consequently it would be reasonable for an individual to decline testing in the face of significant 


disincentives such as there being a lack of treatment available or a fear of discrimination. The 2007 


guidance on PITC (WHO/UNAIDS, 2007) argued that an increase in HIV testing that would be 


facilitated by PITC would serve to counter some of the obstacles to testing by decreasing an 


individual’s fear of testing, make the testing process easier and reduce testing associated stigma. 


However other important reasons for declining an HIV test such as fear of arrest or registration, 


violence and unavailability of ART are not so easily or expediently addressed. Opt-out testing is not 


ethical if it makes it more difficult for individuals to decide for themselves if the benefits of knowing 


their status outweigh the risk (APMG, 2007). 


Findings of the limited research to date on this topic have been mixed. A study of the impact of PITC 


in sexual health clinics in South Africa (Leon et al, 2010b) reported that even though the testing 


acceptance rate for patients receiving PITC was significantly higher than the control group, there 


remained a high level of patients in the PITC group who declined testing (45%). The authors of the 


article argued that even though this result was not favourable to the intervention, the finding 


“…could be considered indirect evidence that patients were able to exercise their right to decline 


testing and is therefore an indirect marker of the ethical implementation of the PITC approach..” . In 


contrast, a survey of over 1200 people in Botswana about routine opt-out testing, 68% reported that 


they felt they could not refuse an offer of an HIV test by their health care provider (Weiser et al, 


2006).  


 


Negative consequences of testing 


Despite the increased availability of ART, the negative outcomes of testing positive for HIV including 


feelings of isolation and depression, discrimination at home or in the workplace, and intimate 


partner and family violence remain (Becker et al, 2009). In many countries the most serious negative 


outcomes of testing HIV positive are borne by women and girls. A review of studies from Africa and 


Southeast Asia found that 2.5-14.6% of women faced violence as a result of disclosing their status 


(Medley, et al , 2004). A further study from Zambia reported that 28% of women who tested positive 


to HIV experienced adverse social events which included physical violence and divorce (Semrau, et 


al, 2005). As mentioned previously, it has been hypothesised that as testing becomes more routine 


and ART increases, the associated stigma and intimate partner violence will decrease (Wolfe et al , 


2008). To date there is insufficient data to support such claims (Becker et al, 2009). It has been 


recommended that the PITC model of testing takes such serious concerns into account and provides 


direction to providers on how to identify individuals who may be at risk of serious adverse 


consequences of testing, and to provide the support necessary to avoid or minimise these risks 


(UNAIDS Reference Group on HIV and Human Rights, 2006) 


 


HIV counselling and testing strategies in the Pacific – Conclusions and Recommendations 


In light of the issues discussed, what can be concluded about the most appropriate counselling and 


testing strategy for the Pacific Island Countries and Territories? The question needs to be considered 


in light of the nature of the HIV epidemic in this region. Even in Fiji where there exists the highest 


concentration of reported cases of HIV infection, the nation would still be described as having a 


“low-level epidemic” according to the UNAIDS and WHO definition (WHO/UNAIDS, 2007). According 


to the WHO/UNAIDS (2007) guidance on PITC the recommended counselling and testing strategy in 


the Pacific Island Countries and Territories would be: 


• provider-initiated diagnostic testing 
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•  PITC in SHS, health services for most-at-risk populations, and ANC 


 


In countries experiencing high level, generalised epidemics, a health service wide roll-out of an HIV 


counselling and testing strategy which focuses on positive case finding and linkages with treatment 


and care can be considered appropriate.  However, in the Pacific Island Countries and Territories 


where positive HIV cases are far fewer, the transmission prevention benefits encapsulated in quality 


VCT (i.e. client-centred education, risk-assessment and counselling) would be lost in wide-scale roll-


out of PITC.   


 


Even in the application of PITC in health services for most at risk populations (including SHS) and for 


ANC, it is important the health workers are sufficiently trained and equipped. In order to ensure that 


patients are able to give informed consent for testing, and that their confidentiality will be 


respected, health workers need to have sufficient knowledge and skills around HIV and obtaining 


informed consent. As such, creation of codes of conduct that emphasise the rights of the patient and 


the responsibility of the health care workers must be a standard component of PITC 


implementation. More over the infrastructure of health services need to provide a suitable 


environment to provide confidentiality and time within consultations to obtain informed consent for 


HIV testing.  


Health workers should also receive training in how to best respond to most at risk populations 


groups such as men who have sex with men, sex workers, injecting drug users and minority ethnic 


populations. These groups typically have limited access to the health system and there is a risk of 


disengaging them further if opt-out testing proves to be coercive. Health workers will need to 


understand and accept the principles of the voluntary nature of testing, as well as respect and non-


discrimination, to ensure that marginalised groups are not deterred from accessing health services 


(UNAIDS Reference Group on HIV & Human Rights, 2007).  


 


Kiene and colleagues (2009) have proposed an enhanced version of PITC which warrants attention in 


the Pacific context. They have suggested including in the PITC model a component of brief client-


centred counselling based upon the Motivational Interviewing model of behaviour change (Miller & 


Rollnick, 2002). Brief client-centred counselling has been demonstrated to be very effective in 


assisting clients to change unhealthy behaviours in a wide variety of contexts (Rubak et al, 2005), 


including HIV transmission risk behaviour (Fisher et al, 2006; Cornman et al, 2008). An intervention 


may be as brief as 5-10 minutes  and consists of the health worker employing a directive and yet  


non-judgmental and client focussed questioning style, aimed at  increasing a client’s motivation and 


self-efficacy to make positive behaviour change.  Motivational interviewing skills can be readily 


taught to health workers and several resources already exist that can assist health workers in this 


type of therapeutic interaction with clients. Health workers in SHS, health services for most-at-risk 


populations, and ANC in the Pacific could benefit from training in motivational interviewing/brief 


client-centred counselling which could enhance the quality of HIV testing and counselling provided. 
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Annex 7: Email Questionnaire 
 


Email Questionnaire to SPC and UN agency representatives 


 


1. In consideration of the various models for VCT, provider initiated testing and other policy 


recommendations for ANC testing in a low prevalence setting, do you have any comments on the VCT 


model utilised by PCSS in Fiji? 


 


2. Do you have any suggestions for how the PCSS model used in ANC settings could be adapted or 


improved? 


 


As you would be aware, PCSS has supported its own staff as well as HIV/STI program staff in the region to 


complete the diploma in professional counselling. In your view: 


 


3. Has the diploma training resulted in effective counselling during clinical encounters that included 


testing, treatment and care for    pregnant women? 


 


4. Have trained counsellors contributed to and worked with the HIV care team in Fiji, and has this been 


effective in improving patient care? 


 


5. Have trained counsellors provided mentorship and support to in-country health care providers in 


improving their counselling skills? 


 


Gaps, duplications, synergies 


 


6. With regards to providing testing for those most at risk of HIV and STI infection, do you perceive any 


gaps in the current service model? If so, what are those gaps? 


 


7. Do you have any other comments you would like to add with regards the provision of HIV testing in 


Fiji? 
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Annex 8: 
 


VCCT OBSERVATION TOOL 


1. Physical factors 


 YES   NO Comments 


Waiting area    


Counselling rooms    


Fully enclosed / relatively 


sound proof and confidential 


   


Contain table & 2 or more 


chairs 


   


 


2. Counsellor Details 


Staff position  


FT / PT  


Percentage of time on 


VCCT 


 


Qualifications  


 


3. Counsellor Training 


VCCT Training undertaken by counsellor  


Date & Duration of training  


Training provider  


Topics covered  


 


 


Other relevant training undertaken by staff in past 12 months (e.g. general HIV, management of 


occupational exposures, counselling skills training etc) 


Date & Duration of training  


Training provider  


Topics covered  
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4. Counsellor Support and Supervision 


If the counsellor has a problem or they need help with about VCCT, what systems are there 


for them to get support or supervision? 


Type of support / supervision Please circle Please circle 


� Discussion with colleagues/friends 


� Discussion with other staff who have 


VCCT experience 


� Regular meetings with supervisor 


� Meetings/ discussions with experts in 


VCCT 


Informal/ Formal 


Informal/ Formal 


Informal/ Formal 


Informal/ Formal 


Informal/ Formal 


Internal/ External 


Internal/ External 


Internal/ External 


Internal/ External 


Internal/ External 


 


� Inter-service / country networks Comments / details: 


 


  


5. Core counselling skills
22


 


 Y/N Comment 


Greets clients   


Introduces self   


Engages client in conversation   


Listens actively (see appendix A)   


Demonstrates empathy (see 


appendix B) 


  


Uses appropriate balance of open 


and closed questions 


  


Uses silence well to allow for self-


expression 


  


Seeks clarification about 


information given 


  


Summarises main issues discussed   


Gives information in clear and 


simple terms 


  


Has up-to-date knowledge about 


HIV 


  


Checks for understanding/ 


misunderstanding 


  


Summarises main issues   


Other comments…  


 


                                                             
22 Adapted from UNAIDS (2000) Tools for evaluating HIV Voluntary Counselling and Testing 


http://data.unaids.org/publications/IRC-pub02/jc685-tools%20for%20eval_en.pdf 
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6. Pre and Post HIV test Counselling 


What is covered in a pre-test counselling session?23 


� Reasons for HIV testing and counselling 


� Benefits and potential adverse outcomes of testing 


� Right to decline testing 


� Declining testing does not impact upon patient’s access to services that do not depend 


upon knowledge of HIV status 


� Follow-up services available in case of HIV-positive or HIV-negative result 


� In case of HIV-positive result, encouragement to disclose to other persons at risk of 


exposure to HIV 


� Opportunity to ask questions 


� Other (please specify) 


What is covered in a post-test counselling session for a negative HIV result? 


� Explanation of the test result 


� Advice on HIV transmission prevention 


� Provision of condoms 


� Referral if necessary 


� Opportunity to ask questions 


� Other (please specify) 


What is covered in a post-test counselling session for a positive HIV result? 


� Explain result clearly and give time to consider it 


� Help the patient cope with emotions  


� Discuss immediate concerns and identify support person 


� Describe follow-up services available 


� Arrange date for follow-up or referral for HIV management 


� Advice on HIV transmission prevention 


� Provision of condoms 


� Provide information on relevant preventative health measures 


� Discuss possible disclosure of result – who, when, how? 


� Encourage VCCT for partners and children 


� Discuss possible steps to ensure physical safety of women who test positive 


� Opportunity to ask questions 


� Other (please specify) 


 


 


                                                             
23 From WHO/UNAIDS Guidance on Provider-Initiated HIV Testing and Counselling in health facilities – May 


30, 2007 
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Appendix A – Listening 


Good listening involves all of the following: 


 


• Eye contact (as culturally appropriate) 


• Demonstrate attention, e.g. nodding 


• Encouragement, e.g. “Mm-hmm”, “Yes” 


• Minimise distractions, e.g. telephone, external noise 


• Acknowledge the client’s feeling, e.g. “I can see you feel very sad” 


• Do not interrupt the client unnecessarily 


• Ask questions if you do not understand 


• Do not take over and tell your own ‘story’ 


• Repeat back the main points of the discussion in similar but fewer words to check you have 


understood the client correctly  


 


“You seem to be saying …………………..” 


“In other words, ……….” 


“It sounds like…….” 


“You seem ………..” 


“I wonder if you are feeling ………. because ……….?” 


“Correct me if I am wrong, but ……….” 


“Let me check if I have understood you correctly.  You ………., is that correct?” 


“What I hear you saying is ……….” 


 


Appendix B – Showing Empathy 


An important component of good listening skills is showing empathy.  Empathy is the ability to share 


another person’s emotions and feelings, and involves trying to understand how that person views 


themselves or their world.  Demonstrating empathy helps build rapport, and assists the client to feel 


comfortable to discuss their thoughts and feelings. 


 


Empathy is conveyed by using all of the listening skills indicated earlier.  In particular the following 


techniques can be utilised: 


 


• Paraphrasing: This involves the health worker restating, in their own words what the client 


has said.  Paraphrasing indicates to the client that the health worker is listening and it assists 


the client focus on their situation more clearly. 


 


Client: “ I feel so helpless. I can’t get my housework done, get the children to school on time 


or even cook a meal.  I can’t do the things my wife used to do.” 


Health worker: “It sounds like you are having difficulty doing things you have not had to do in the 


past when your wife was alive” 


 


• Reflecting emotions: This is similar to paraphrasing except the focus is on the emotions 


being expressed by the client.  Reflecting emotions assists the client to become aware of 


how they are feeling, and to explore their reactions to events they are describing. 
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Client: “I don’t know what to do.  Before he died I promised my husband that I would take 


care of his mother for the rest of her life.  But I no longer have the energy.  I cannot 


seem to get my self sorted out to do anything.  He knew that his mother and I did not 


get along and that the situation would be miserable.  Why did he die and leave me in 


this mess?” 


Health worker “You seem to be feeling very low and helpless right now; but at the same time you 


seem to be feeling guilty and angry about your promise to your husband.” 
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Annex 9: List of meetings and interviews 
11 Jan 2011  


PCSS Head Office  


Lautoka 


Joanne Cohen,  


Fanny Fiteli  


Salesh Kumar 


Sandeep Prasad 


Alita Waqabaca 


Robert Verebasaga  


PCSS Director 


Capacity Development Coordinator 


Operations Manager 


Chief Financial Officer 


Counselling Services Manager 


Programme Development Officer - HIV & 


STI, SPC 


12 Jan 2011  Vijanti Karan 


Josepha Turagakece 


 


Alita Waqabaca 


Kim Tilbury 


Unaisi Tamanisgrace 


Pacific Rainbow Network  


Branch Manager Lautoka 


HIV Counsellor and former Sekoula 


Project field officer 


Counselling Services Manager 


AVI Mentor 


Income Generation Project Officer 


Sekoula and income generation project 


clients (group discussion) 


13 Jan 2011  


PCSS Lautoka 


Salesh Kumar 


Sandeep Prasad 


 


Operations Manager 


Chief Financial Officer 


 


13 Jan 2011 


Lautoka Hosptial 


Antenatal Clinic staff (group 


discussion) 


 


14 Jan 2011 Savita Devi 


Nisha Khan 


Fanny Fiteli  


Rebecca 


Diploma Coordinator 


Regional Training Coordinator 


Capacity Development Coordinator 


Client and PIAF staff member 


17 Jan 2011 


PCSS Office Labasa 


Sera Ciri Maraiwai 


Merewati Makulau 


Jiokapeci Waqairadovu 


Paulina Bainimarama 


 


Shivashni Devi 


Salendra Mudliar 


Dimerseini 


Branch Manager Labasa 


ANC Coordindator 


Clinical Supervisor, Labasa 


ANC Counsellor and former Sekoula Field 


Officer 


ANC Counsellor and Diploma Student 


ANC Counsellor and Diploma Student 


Income generation project client 


17 Jan 2011 


Ministry of Health 


Labasa 


Dr Pablo Romakin Principal Medical Officer 


Macuata Sub Division, Ministry of Health 


19 Jan 2011 


SPC Office Suva 


Dr Sophaganine Ty Ali STI Adviser and Clinical Support Cluster 


19 Jan 2011 


PCSS Office Suva 


Merioni Radio 


Sarai Chand 


Branch Manager Suva 


Special Project Officer 


20 Jan 2011 


Nausori Hospital 


Shivashni Devi 


Mereti Tabuavula 


Deepti Karan 


ANC Counsellors, Nausori Hospital 


21 Jan2011 


UNICEF, Suva 


Dr Ider Dungerdorj UNICEF, PMTCT Specialist 
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Additional personnel consulted post field visit 


 


Paulini Vakacegu   PCSS Coordinator of Regional Training 


Dr Jason Mitchell   Executive Officer, OSSHHM 


Mr Tim Sladden HIV Adviser, Eastern Europe & Central Asia Regional Office, 


UNFPA 


Dr Annefrida Kisesa   HIV Adviser, UNICEF Pacific 


Dr Alan Garvez    HIV Treatment and Care Adviser, SPC 


Dr Brigitte de Hulsters      Medical Officer, STI, Suva 
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Annex 10: Analysis of PCSS Counsellors Survey Responses 


Nine counsellors commenced the survey and eight completed it.  


50% of respondents indicated that they spend at least half of their working hours providing 


counselling and all respondents except one stated that they have a counselling caseload.  All 


respondents were from the Western Division based in either Lautoka or Nadi. There were no 


respondents from Suva and Labasa. In addition to the diploma course and the basic HIV counselling 


course, four respondents have completed other HIV related training. One has completed the ASHM 


Short Course on HIV Medicine and one has attended HIV Management Training provided by 


OSSHHM. Seven respondents supplied examples of how completion of the diploma had contributed 


positively to their practice, five strongly agreed that the diploma course gave them the skills to 


provide counselling and support for PLHIV and six strongly agreed that they feel confident to 


provided VCT for pregnant women. Five also strongly agreed that they feel confident to provide VCT 


to people at increased risk of HIV infection including sex workers and men who have sex with men. 


Three respondents strongly agreed that they had contributed to the work of the local HIV team and 


five agreed that they had contributed. However, examples provided by respondents of work with 


HIV care teams varied significantly with only one respondents stating that they provide ongoing 


support to PLHIV and one stating that they are part of the team that delivers HIV positive results. 


Only one respondent strongly disagreed that they had not contributed to the HIV care team. One 


respondent also strongly disagreed that the diploma training materials are useful for their ongoing 


work. Examples of activities with other groups to provide patient care included training provided by 


PCSS, work with regional ministries of health and NGOs to scale up HIV counselling, good working 


relationship with PIAF, networking with the Lautoka Hub and interaction with the Antenatal Clinic at 


hospital. Six out of eight respondents  either strongly agreed  or agreed that there is a good network 


of counsellors from which to get support if needed but three strongly disagreed that they have 


access to regular supervision, a surprising response which may be attributable to randomising of the 


responses in the survey format. Seven respondents either agreed or strongly agreed that they 


needed more training to fulfil their role.  


The randomisation of the order of the responses i.e for some questions options were listed strongly 


agree through to strongly disagree and for others the order was reversed from strongly disagree to 


strongly agree, may have affected the responses to some of the questions and resulted in some 


anomalies.  The  lack of respondents from sites other than Lautoka and Nadi means that the survey 


does not provide a good cross selection of responses from the four different sites where PCSS 


counsellors work. Overall respondents supported the view that the diploma training had been useful 


for strengthening counselling skills, providing ANC VCT counselling and working with PLHIV. There 


was a view that further training was required to improve counselling capacity but no clear consensus 


on what form training should take. 
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Annex 11: HIV care (core) teams 
 


From Recommendations for HIV Medicine and Sexual Health Care in Pacific Small Island 


Countries and Territories Second Edition, September 2008 


 


‘Core teams’ for HIV care 


The concept of a ‘core multidisciplinary HIV care team’ introduced in the nine criteria has 


been further developed from the experience of several Pacific Island countries and 


territories in setting up and operating core teams. This team needs to be able to provide 


comprehensive care for people living with HIV that takes account of the biological, 


psychological and social aspects of their health and provides ongoing support and follow-up 


to help them to adhere accurately to antiretroviral treatment over the long term. 


OSSHHM recommends the following membership for an effective core team at any Pacific 


Island HIV treatment and care site: 


 


1. Aan identified team leader – the primary HIV care doctor for the site; 


 


2. A nurse coordinator for the team (often the ‘HIV coordinator’ of the country or 


territory, but the person needs to be able to be closely involved in the care of people 


living with HIV); 


 


3. At least one additional doctor (a physician, primary health care, sexual health or   


public health doctor who can fill in for the primary doctor when the latter is off-island); 


 


4. An obstetrician; 


 


5. A midwife; 


 


6. A paediatrician; 


 


7. A counsellor (if a qualified counsellor exists or is available – if not, the nurse 


coordinator takes on this role); 


 


8. A pharmacist (who will take responsibility for antiretroviral stock management and, 


for countries accessing medications through the Regional Procurement Mechanism, 


communication with the regional pharmacist, as well as supporting patient adherence. 


In settings where different doctors have responsibility for the outpatient and inpatient 


care of people living with HIV, it is essential that both an inpatient doctor and a public 


health or outpatient doctor are included in the core team. some smaller island sites, the 


nurse coordinator takes on this role also if no pharmacist is available); 


 


9. A laboratory officer (who can take responsibility for referral of confirmation and 


monitoring specimens to overseas laboratories and after further support perform low-


cost CD4 counting in the country or territory); and 


 


10. A person living with HIV. 
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Note: It is recognised that in countries and territories with smaller case loads, membership 


of the core HIV care team will not be the only, or even the primary, job of many of the team 


members.  In these circumstances, the team would generally operate as a ‘virtual team’, 


whose members such as the obstetrician and paediatrician have received training and 


undertake to stay up to date with HIV care knowledge so that they can be called upon when 


required.  Some larger centres may nominate other HCW to participate in the core team and 


provide skilled services to people living with HIV. These HCW may include a dentist, a 


surgeon, a psychiatrist, a physiotherapist and/or a nutritionist. 
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Annex 12: Sekoula evaluation  
Extract from Sekoula Project Evaluation, Dr Connie Henson, 2009 


Outcomes related to specific program areas 


Program Area 1 Prevention: Sex workers in Lautoka and Nadi have the knowledge, ability 


and means to make informed decisions about safe sex practices 


Output 1.1: Information and materials in relation to general health and safe work practices are 


available to sex workers. 


Field officers have had in-depth training in HIV/STI prevention practices, and have demonstrated 


knowledge and application of knowledge as part of course evaluations.  Regular supervision and up-


skilling has ensured that field workers remain current in their knowledge and skills.  


Flower Days have included group visits the Hub centres, special presentations on prevention of 


HIV/STI and other communicable diseases, as well as issues related to general health and welfare. 


Sex workers indicate that these presentations are accessible and helpful, citing their ability to use 


information provided to improve their decision making and health practices. 


PC&SS has previously developed IEC materials related to HIV/STI awareness, prevention and testing 


in all three local languages, these  and other PC&SS developed IEC materials are available at the 


Drop in centres  are are accessed by clients of the Sekoula program.  A program specific brochure 


related to STI's was designed early in mid 2008, but was not finalized due to a continued delay in 


guidelines from MoH regarding Chlamydia diagnosis and testing, this brochure remains in draft form. 


IEC materials related to legal aid and legal process/system are also available for sex workers at the 


drop-in centres. Several sex workers have accessed legal assistance through referrals from the 


centre. 


IEC materials have been successfully placed within hotel, bars and guest houses which are 


frequented by sex workers. Agreements between Sekoula field officers and hotel and bar managers 


ensures that materials can continue to be placed in these establishments long-term.  Field officers 


replenish materials during weekly outreaches. 


Field officers report that participants have gained an increased understanding of safe and risky 


sexual behaviors.  This was also reported by the sex workers themselves in the qualitative 


evaluation. 


Output 1.2:  Increased availability, accessibility and use of condoms and lubricants 


PC&SS has in place an MOU with the UNFPA to provide a regular and sustainable supply of condoms 


and lubricants specific to this project. (Another MOU exists for other PC&SS initiatives involving 


condom distribution. A recent agreement has been reached with MOH to supply large numbers of 


condoms for PC&SS's fathers antenatal initiative.) 


Regular weekly outreaches include awareness/education related to STI/HIV and the 


provision of free condoms and lubricants 


Condoms and lubricants are provided on Flower Days and as needed through the drop-in centre  
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Sex workers report that the steady provision of free condoms has eliminate the previous financial 


barrier to consistent use.  


Sex workers report that information sessions during outreaches and Flower Days has increased their 


understanding of the importance of using condoms consistently and using condoms and lubricants 


together.  


Program Area 2 Health and Welfare Outcome: Sex workers in Lautoka and Nadi have 


access to user friendly health and social services 


Output 2.1: Sex workers have easy access to appropriate health services 


Sex workers in both Labasa and Lautoka have been introduced to the local Hub centres. Field officers 


accompany sex workers who are concerned about attending the Hub centre on their own.  The 


irregularity of a doctor in the Lautoka Hub centre has been a barrier for sex workers obtaining 


consistent sexual health care and HIV/STI testing.  Strong positive relationship with the Hub Centre 


doctor in Labasa has resulted in positive outcomes for sex workers, including the doctor providing a 


special clinic for HIV testing at the Labasa drop in centre during a recent Flower Day, resulting in five 


sex workers and several PC&SS staff being tested. 


Sex workers are accompanied to Hub centres and outpatient clinics as needed for moral support. Sex 


workers have expressed appreciation for the support shown by Sekoula staff and indicated this has 


encouraged them to regularly make use of health facilities for testing and for other medical 


interventions. (It is noteworthy here that attitudes of some HCW is an impediment to sex workers 


and MSM accessing services, Recent nationwide consultations of Albion Street Clinic in conjunction 


with OSSHHM explored this issue, PC&SS Sekoula field officers took part in these discussions.) 


PC&SS has previously developed IEC materials related to HIV/STI in all three local languages, which 


are used by the Sekoula program.  A program specific brochure was designed early in mid 2008, but 


was not finalized due to a delay in guidelines from MoH regarding the diagnosis and treatment for 


Chlamydia. 


Owners of bars and hotels are aware of and have been supportive of the Sekoula project, including 


the display of educational materials within their businesses.  


 


Output 2.2: Sex workers have easy access to appropriate counselling and social services 


Relationships have been established with Legal Aid, who provide free legal services for sex workers 


in need.  Sex workers have expressed appreciation for having access to legal counsel. (Refer to MSC 


story detailing legal assistance), 


Sex workers (including MSM) are able to access counselling and social work services via PC&SS 


counsellors and social workers located at the community drop-in centres. Up-take of formal 


counselling sessions has been limited in Lautoka (participants opting for more “informal chats” 


rather than structured therapy) however approximately 50% of the participants in Labasa have 


availed themselves of professional counselling services.  All participants who have participated in 


counselling have reported having gained from the experience.  The positive outcomes have been 
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varied but positive and have included examples such as a young sex worker choosing to return to 


school, and the resolution of relationship issues. 


Sex workers have described important outcomes that have resulted from the facilitation of regular 


group “talanoa” and educational sessions, including re-unification with family, greater insight into 


relationships, improved social support.  Additionally participants have described changes in self 


esteem and confidence which they attributed to participation in the program and particularly the 


relationship with Sekoula field workers and each other.  


Program Area 3  Advocacy Outcome: Increased ability to advocate for the rights of sex 


workers at all levels. 


Output 3.1: Issues affecting safe commercial sex practices are identified. 


Although not engaging in formal research field officers have gathered information to better 


understand the sex worker population.  Field officers have identified six distinct groups of people 


who engage in at least part-time commercial sex work: 1) “professional workers”: consists of men 


and women who are primarily Fijian who engage in sex work mostly in the evenings and solicit 


clients on the streets, 2) “day sex workers” include men but mostly women who are typically Indo-


Fijian who are married and work primarily during the day, generally at the malls or recreation 


venues, 3)”Macho-men” are men who are married to women and work from public toilets, 4) 


“private sex workers” are men and women who work from their homes, 5) brothel sex workers 


include men and women who work primarily out of hotels, guest houses and bars, 6) “netball 


fraternity”, is made up mainly of msm who work only part time as sex workers and often have other 


jobs.  Members of each of these groups are known to Sekoula staff and are contacted during 


outreaches.  It is the “professional sex workers “, the “brothel sex workers” and sometimes the “day 


sex workers” who most actively participate in Flower Days or attend the drop in centre.  Field 


workers report that private sex workers”, “macho-men' and “netball fraternity” sex workers engage 


with staff during the outreaches and are particularly appreciative of receiving condoms and 


lubricants; however they are not interested in attending either the drop-in centre or Flower Days.  


Karen McMillan of the International Program National Centre in HIV Social Research from the 


University of NSW was a guest speaker for one Flower Day, which enabled sex workers and program 


staff to maintain contact with professional researchers.  


In order to gather some evaluative data about the program and at the same engage the participants 


in the research/evaluation process in a non-threatening and empowering way, a qualitative program 


evaluation was completed May 2009, (by this evaluator) (report attached).  The response from the 


sex workers to the evaluation was positive.  Following this experience  seven sex workers agreed to 


work with the facilitator to spear-head additional research related to sex workers in Fiji.  


Output 3.2: Sex worker Peer Network and Advocacy group established 


Drop-in centres have been opened in both Lautoka and Labasa, which are used regularly by sex 


workers to obtain information and educational materials as well as condoms and lubricants. Sex 


workers also access the drop-in centres to meet with counsellors, social workers and to attend 


meetings with project field officers or other sex workers.  Regular “Flower Days” provide an 


opportunity for sex workers to come together to provide peer support and information sharing.  The 
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sex workers have stated that the opportunity to come together to talk and share ideas is very 


important to them. Results from the qualitative evaluation suggests that the sex workers have 


formed a cohesive group.  


“The group has become more than a collection of people, but has grown into a 


complex network of supportive colleagues/friends who are willing to make 


personal sacrifices for the benefit of other group members. This accomplishment 


is apparent to the members themselves and is a source of pride and likely helps to 


underpin the changes in personal confidence and enhanced self-esteem. These 


increases in confidence and self esteem will contribute to sustaining healthy 


behavior, thus reducing vulnerability and improving the well being of these 


individuals.” 


Sekoula participants have formed their own sex worker support and advocacy group which is called 


“Pacific Rainbow$”. Pacific Rainbow$ is an independent organisation but does received ongoing 


technical assistance of Sekoula. Independence of Pacific Rainbow$ has provided leadership and 


learning opportunities for sex workers as well as opportunities for self-determination that would not 


have been possible if it would have been a “division/department of PC&SS.  Participants express a 


significant pride in having formed their own organisation. They have expressed appreciation for the 


technical support that is enabling them to make the organisation more sustainable.  


While a number of fund raising activities have been initiated by Pacific Rainbow$ the outcome in 


terms of dollars have been fairly inconsistent.  Participants have voiced a desire for assistance in 


fund raising for Pacific Rainbow$. Efforts are currently underway to explore more options for fund 


raising (an oven was purchased by Sekoula to enable sex workers to bake items that they could sell 


in order to raise money.) 


Based in part on the requests from Sekoula participants (through field officers and as result of the 


qualitative evaluation), PC&SS has developed an income generation pilot program specifically for sex 


workers and ex prisoners..  Ongoing technical assistance has included access to these income 


generation services for all Sekoula participants.  Although early in the process, the participants have 


voiced a positive response to this new service. 


A meeting between Pacific Rainbow$ and the Marissa Ingleton and Carolyn Rydeand of Scarlett 


Alliance (an Australian based sex workers advocacy group) was held in the first in May 2008 and a 


follow up meeting occurred  in October 2008.  Communication between the two groups continues 


and is supported by Sekoula. The opportunity to meet with sex workers from overseas who have had 


experience in starting an advocacy organisation for sex workers was appreciated by the local sex 


workers.  Sekoula participants reported finding these meetings were informative and encouraging.  


PC&SS has encouraged and facilitated the engagement of sex workers with other advocacy 


organisations. Thus far eight sex workers are now part of the National Sex Workers Network 


Delegation, and continue to receive support from PC&SS to enhance skills in advocacy. Additionally 


one female sex worker has been identified and recruited by the NSWN and several sex workers have 


also become involved with Femlink Pacific. 
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Efforts to engage police in assisting the health and welfare of sex workers has been variable.  With 


very little engagement in Lautoka and some engagement in Labasa.  The current political climate 


continues to hinder progress in this area.  


Changes and development of PC&SS staff 


Current program staff describe having accomplished significant personal development as result of 


working in the Sekoula program.  Specifically they described personal changes in their acceptance 


and understanding of a very vulnerable group of people as well as significant changes in their own 


professional development.  Professional changes ranged from basic work behaviour (appropriate 


dress, timeliness and accountability) to understanding of professional boundaries such as 


confidentiality and professional relationships to enhance skills in providing community services. 


PC&SS has offered significant training opportunities to the field officers, including the opportunity to 


become a Diploma qualified counsellor for the senior field officer. 


Challenges/Weaknesses of the program 


5. Link with Hub Centre: The inconsistent staffing at the Lautoka Hub centre has hampered the 


provision of health services.  PC&SS staff have described situations where sex workers have 


attended the Hub Centre for HIV testing but there was no one qualified to draw blood.  The 


relationship with the Hub Centre in Labasa has been strong and the expectation is that once a 


doctor is placed in the Lautoka Centre a positive relationship can be rebuilt.  The current HIV 


nurse for the Lautoka Hub was interviewed for this evaluation. She indicated that she has been 


involved with the program and expressed interest in becoming more involved, but also indicated 


that she has started her own support group for two sex workers.  


6. Data Collection: Because there was a shift from data collection to a greater emphasis on service 


delivery and non formal education, there is limited information about the population, practices 


and habits of sex workers engaged in the Sekoula project in Fiji.  This issue can most likely be 


addressed in the next year, given that the program staff have gained the trust of the sex 


workers, and several sex workers have agreed to assist with the research process.  


7. Challenges to sustainability: The more capable sex workers move on to other activities, which is 


a positive outcome for those individuals however, it leaves the group as a whole vulnerable to a 


continuous loss of volunteer peer leadership.  This suggests the importance of maintaining an 


ongoing program of services and training to empower new peer volunteers in order to sustain 


the gains for the group as a whole. 


 


CONCLUSIONS 


The Sekoula project has realised many achievements in the 20 months of operation. All three 


program areas (prevention, health and welfare and advocacy) have seen positive changes.  Sex 


workers report having a steady supply of condoms and lubricants as well as the knowledge on how 


to use them, this has reportedly resulted in their more consistent use.  They have indicated to 


Sekoula staff that the costs of condoms had been a significant barrier to consistent use prior to 


Sekoula.  Knowledge of risky and safer sex behavior has increased as well.  


Sekoula has facilitated access to both health and social services.  Participants report more 


willingness to attend Hub Centres for HIV testing or other medical interventions.  A sustainable 
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distribution process for IEC materials has been established and sex workers indicated that the 


materials are useful. Participants have accessed legal, social work and counselling services through 


their relationship with Sekoula, with positive results.  Legal counsel has enable sex workers to have 


appropriate representation and advice, resulting in better legal outcomes.  Social and psychological 


welfare of participants has been enhanced through both formal counselling but also through 


informal talanoa sessions facilitated by the field workers. Participants reported changes in 


confidence, self esteem, communication and relationships which they attribute to the experiences 


they have had in the program. 


From an advocacy perspective, Sekoula participants have had access to advocates from overseas and 


have formed their own advocacy group called the Pacific Rainbow$, which has had the added benefit 


of enhancing self efficacy.  They indicate that the opportunities to meet and support each other in a 


safe environment has contributed to enhanced social support and personal self esteem.  Specific 


advocacy with the police has been limited and will likely to continue to be minimal given the current 


political environment.  


Different sex worker groups appear to have benefited from different program vehicles.  The majority 


of the participants in the Flower Days and those who attend the drop in centre are men and women 


who work on the streets or in brothels at night and less typically those who work primarily during 


the day.  Other sex workers including those who work in their homes, from public toilets or those 


who participate in a netball fraternity benefit more from the outreaches and primarily partake in the 


distribution of condoms/lubricants and the information and education provided on an individual 


bases during the outreaches.  This suggests that each of these different vehicles are important 


components and that they provide benefits as stand alone components for some sex workers, but 


can provide even more value as an integrated program for certain segments of the population.  


There appears to be a core group of participants in each of the centres who use services frequently 


and consistently.  Out of this core group individuals rise to leadership roles based on their individual 


abilities/skills and interests.  It seems that many of these “high achieving” individuals move on to 


other paid advocacy roles or other paid employment out of the sex industry, in  part because of the 


input they have received from the program.  While these changes are important positive changes for 


the individuals and represent an important achievement of the program, this does result in a 


leadership gap for the group as a whole. There also appears to be a segment of the core group that 


benefits from the ongoing services, but do not necessarily rise into leadership roles or make 


significant personal changes.  Similarly there are several groups of sex workers who benefit from 


provision of condoms/lubricants and individualized education/information but are not inclined to 


participate in other services and do not necessarily make many personal changes. There is need to 


service all of these groups, recognizing that there is a group of individuals that may not ever move 


beyond current levels of functioning but nevertheless benefit from ongoing services and education 


including reinforcement of safe sex practices, and other healthy life skills provided by Sekoula.  


Others may develop beyond the scope of the program and subsequently leave the program for other 


employment or education options.  


RECOMMENDATIONS 


A renewed focus on research, specifically on gathering data on the UNGASS indicators is planned for 


next year. A more in-depth data gathering process is currently under development in collaboration 
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with the participants which will enable PC&SS to learn more about the needs of this vulnerable 


group of people.  


Income generation services have recently been introduced to the sex workers. The initial reactions 


from those who have participated has been positive. PC&SS staff see several potential outcomes of 


this service including: 1) supplementary income with specific goals to help young people to return to 


school or vocation training, 2) income that can assist participants' children to stay in school, 3) 


supplement income to reduce vulnerability to “having to take on more risky sex work” because of 


financial desperation and 4) to assist those individuals who would like to make a change in their 


career to other types of work.  


A continued strong focus on education and service provision should continue in the next year of the 


project. The results of this evaluation suggest that they are benefiting significantly and that these 


services are contributing to Fiji's national strategic plan for HIV by addressing prevention, health and 


welfare needs of a “most at risk population”. 
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Annex 13: HIV Recommendations Table 
No To Recommendations 


i SPC SPC should consider implementing protocols which include grant recipients receiving an immediate acknowledgment that their reports 


have been received and establishing a reasonable time frame in which to respond to partners with comments and requests for 


clarifications as well as requests from partners to reassign funds. These protocols would be included in the grant agreements. 


ii PCSS PCSS should explore options and strategies for resolving any ongoing conflict   between PCSS and CWM related to the implementation 


of VCT at CWM ANC.   (See also Recommendation XV for the development of an options paper.) 


iii PCSS PCSS should pilot the agreed on, adapted model of counselling and testing at CWM for 12 months, inclusive of a rigorous monitoring 


and evaluation strategy. 


iv. PCSS PCSS should strengthen its capacity to provide counselling to key populations including providing opportunities for training and 


professional development including possible placements with sexual clinics in the broader Pacific region 


v. PCSS PCSS should continue to collaborate with other relevant agencies and organisations including the Fiji Network for HIV+ people (FJN+) 


and the Pacific Islands AIDS Foundation (PIAF) to strengthen ongoing and comprehensive counselling support to PLHIV 


vi PCSS In Fiji, PCSS should strengthen the working relationship with the Hub Centres, exploring options for better utilisation of PCSS 


counselling skills and capacity for the provision of HCT with STI patients and key populations. 


vii PCSS PCSS should further develop the skills and capacity of PCSS counsellors to provide counselling for key populations including sex workers, 


MSM, PLHIV and young people with multiple partners, through a clinical placement program with HIV/STI clinics in the region which 


have high case loads of clients from these groups. 


viii PCSS Advocate for the adoption by the Fijian Ministry of Health for post test counselling protocols that ensure that an indeterminate or HIV 


positive diagnosis is delivered by a person or persons with accredited qualifications in pre and post test counselling. This may include 
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doctors, nurses and counsellors. 


ix PCSS Develop and make available an advanced HIV counselling course for those who have completed the basic counselling skills course which 


incorporates delivery of a positive result and treatment adherence counselling 


x MOH, SPC, 


OSSHHM, 


PCSS 


All interested and capable health care workers should be encouraged and supported to be involved in the provision of VCT as required 


by the context, ideally with supervision and mentoring from those with recognised qualifications and experience. 


xi MOH, SPC, 


OSSHHM, 


PCSS 


Client case management and referral pathways need to be better defined, coordinated, documented and communicated to all HIV care 


team members, other stakeholders, and health facilities. 


xii PCSS, SPC, 


OSSHHM 


Advocate for the development and adoption by the Fijian Ministry of Health post test counselling protocols that ensure that an 


indeterminate or HIV positive diagnosis is delivered by a HCW trained in post test counselling, or by a HCW and a counsellor trained in 


post test counselling. 


xiii OSSHHM OSSHHM should actively recruit trained counsellors to join the society, initiate professional development opportunities for counsellors 


and support counsellors to attend the Australasian Society of HIV Medicine (ASHM) Conference.  


xiv OSSHHM OSSHHM should consider developing, in consultation with PCSS, a counselling training module for doctors and/or supporting doctors to 


attend the PCSS course in basic counselling skills for work in the field of HIV and other STI. 


xv PCSS, 


PRAN 


PCSS and PRAN should seek to strengthen links with SAN, based in Suva, with a view to strengthening national advocacy on behalf of 


sex workers. 


xvi PCSS, 


PRAN 


Consideration should be given to planning a national meeting of sex workers as part of an overall advocacy strategy for improving 


conditions for sex workers, reducing their vulnerability to HIV and STI and improving access to health services 


xvii PCSS, PCSS and or PRAN should consider conducting a small scale research initiative into the differing needs of female and transgender sex 
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PRAN workers 


xviii PCSS, 


PRAN 


PCSS should ensure that the technical assistance it provides for PRAN members and other sex workers reflects the potentially different 


needs of female and transgender sex workers 


xix PCSS, 


PRAN 


Conduct follow up action to build on the successful interaction with government officials at the sex worker meeting in Thailand in 2010 


with a view to  developing harm minimisation strategies which can be implemented to protect sex workers. 


xx SPC If it has not done so already, SPC should conduct an audit of behaviour change communication materials currently available for key 


populations such as sex workers, MSM, clients of STI clinics. 


xxi PCSS, SPC SPC and PCSS should collaborate to commission the development of an options paper which addresses some of they key issues 


examined in the evaluation including the following: 


a. The need for better access to STI services by key populations and options for PCSS to provide services to these groups. 


b. The need to resolve ongoing issues related to the delivery of HCT by PCSS at CWM. 


c. The need to better respond to the high prevalence of STI other than HIV among ANC clients (and the low prevalence of 


HIV). 
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The Capacity Assessment Tool

In the Pacific, most countries have a stand-alone National HIV & STI Strategic Plan in place. For some countries, this Plan is current for another two years. For other countries the Plan will expire in the next year or so. A very few countries have determined that, because of their small population size and the known low prevalence of HIV, they will include HIV & STIs in their National Health Strategy, rather than develop a specific Plan (although STIs may be high). Very few countries have National Monitoring and Evaluation Plans in place. Most countries have Annual Activity Plans, with budgets, for specific projects and activities funded by one or more donors – such as the Pacific HIV & STI Response Fund, managed by SPC; or the Global Fund, again managed by SPC; or the CDC US-funded programs. A number of countries have a form of national HIV coordination authority. These might be variously known as the National AIDS Council (NAC), or Community Planning Groups (particularly in the north Pacific, where these were established as a condition of CDC funding requirements) or a Country Coordination Mechanism (in response to Global Fund requirements). The structure, purpose and effectiveness of these national coordination mechanisms varies greatly. This Project intends to draw on the resources of regional organisations, led by Burnet Institute in partnership with SPC and UNAIDS, to provide technical development support to 10 Pacific countries to strengthen their capacity to lead the development and review of national strategic frameworks for guiding the response to HIV & STIs in their country. 

1. The National Strategic Framework:

A national strategic framework for the response to HIV & STIs includes four pillars:

· An agreed HIV & AIDS Strategic Plan for Action that provides the basis for coordinating the work of all partners[footnoteRef:1] based on  [1:  http://data.unaids.org/UNA-docs/three-ones_keyprinciples_en.pdf,] 


· Clear priorities for resource allocation and accountability so that priorities, resources, outcomes and results can be linked

· Systems for regular reviews and consultation on progress that includes all partners

· The commitment of external support agencies to coordination with the agreed country Strategic Plan for Action, consistent with their own mandates

· Recognition of the linkages between the Strategic Plan for Action and other frameworks, partnerships and strategies to reduce poverty and promote development

· A framework which manages and promotes private/public partnerships, encompassing government, civil society and private sector



· A National Coordinating Authority, with a broad-based, multi-sector mandate, based on

· Clearly defined and endorsed authority for strategic oversight of the response to HIV & STIs

· Formal reporting lines (for information and policy instruction) to government authorities at ministerial and administrative levels

· Defined accountabilities in relation to policy implementation, partnerships and program outcomes

· Responsible for promoting country ownership in relation to the coordination, implementation and resourcing of the Strategic Plan for Action in accord with national priorities

· Responsible for ensuring broad inclusion and participation across stakeholders through cooperation and partnerships 



· An agreed country level Monitoring and Evaluation system, which

· Aligns with global and state systems and processes

· Operates under the leadership of the national coordination mechanism

· Ensures the collection of high quality data for analysis and assessment of country performance

· Ensures there is national capacity to meet monitoring and evaluation needs



· A costed Annual Activity Work Plan, which

· Identifies the activities necessary to implement the Strategic Plan on an annual basis

· Identifies activity and output level indicators of progress and quality

· Provides an estimate of costs

· Reflects priorities according to an analysis of the current data analysis and confirmed available resources

· Is reviewed every six mont

With these four ‘pillars’ in place, the National Strategic Framework will ensure that responses to the HIV and STI situation are effective because they use a process of results-focused strategic planning, monitoring and evaluation. This is an approach to planning monitoring and evaluation that is guided by evidence and oriented towards results. 



2. The roles and responsibilities of the various teams in the strategic planning processes

The Burnet Institute is contracted by SPC through the HIV & STI Response Fund (Stream 5: Regional Priorities) to implement the National Strategic Frameworks Project. The aim of the Project is threefold: 

· To strengthen the capacity of SPC to facilitate national strategic planning, monitoring and evaluation at the country level

· To ensure coherence across the Regional Partners to the approach to supporting national strategic planning, monitoring and evaluation

· To build capacity at country level, through the HIV & STI coordinators and national planning teams, to support the four pillars of the national strategic framework for the response to HIV & STIs. 

2.1 Proposed Roles and responsibilities of the Burnet Institute  

a. To facilitate agreement amongst Regional Partners to support one coherent approach to national planning, monitoring and evaluation.  The first step in this process is the conduct of a regional workshop in Fiji to propose the approach and supporting tools; agree on roles and responsibilities; and develop an agreed framework for support. 

b. To negotiate a ‘road map’ for implementation of the National Strategic Framework with each participating country[footnoteRef:2]: this process will assess the current status of the country’s national strategic framework, its readiness for strategic planning and the agreed next step to support the country’s National Strategic Framework in accord with the four pillars. This may include the conduct of a review of country’s current response; the development of a new National Strategic Plan or Annual Activity Work Plan, or the development of a Monitoring and Evaluation Framework. [2:  Currently, the countries negotiating to review their response and develop new NSPs are: Solomon Islands, Kiribati and Marshall Islands. In Vanuatu and Federated States of Micronesia, the current plans are at mid-point, and each country is seeking support for mid-term reviews.] 


c. In liaison with the National HIV & STI Coordinators in each country and the Regional Partners, to identify National Planning Teams in each country; and facilitate a capacity assessment workshop with the National Planning Teams to develop an agreed capacity development program; this will include an assessment of available resources and strategies to support the capacity development activities. 

d. To lead the process for support to implement the ‘road map’, drawing on the National HIV & STI Coordinator and the Regional Partners and National Planning Teams;  

e. As required, to support the National Planning Team to develop the other pillars of the National Strategic Framework – the National Coordination Authority, the Monitoring and Evaluation Plan and the Annual Work Plan. 

2.2 Proposed Role and Responsibilities of the National Planning Teams 

It is recommended that the National Planning Team include up to four or five members, with representation from one each of the following: the National HIV & STI Coordinator; the Chair of the National Coordination Mechanism or their nominee; a representative from Government and/or civil society (if not the Chair) or Capacity Development Organisation; a person living with HIV or advocate (if possible); and a service provider from one or more of the key strategy programs of prevention, treatment, care and support.

The National Planning Teams will 

a. Provide leadership and management of the processes to develop the four pillars of the National Strategic Framework, including:

a. negotiation of the road map

b. review of country responses; development of new National Strategic Plan or monitoring and evaluation framework; development and review of annual activity work plans, including prioritizing resources and costing.

c. the effective function of the national coordination mechanism.

2.3  Proposed Role and responsibilities of the Regional Partners 

a. To nominate a representative from each agency who is the key focal point for other Partners.

b. To support the agreed regional approach to the coordination of, and process for, national planning, monitoring and evaluation. 

c. To support the National Planning Teams to prepare the road map for the development of the National Strategic Framework, under the guidance of the Burnet Institute focal point

d. As resources permit, assist in the conduct of the capacity assessment workshop with the National Planning Teams in designated focal countries.

e. Liaise with the National Planning Team (including the National HIV & STI coordinator), BI and other regional partners to identify ongoing support and resources to implement the capacity development program.

f. In liaison with the National HIV & STI Coordinator and the Burnet Institute, assist National Planning Teams, to strengthen National Strategic Frameworks in accord with the agreed ‘road map’ and ongoing support to the National Planning Teams. 



3. The Capacity Assessment Tool

The key question the tool intends to assist countries to answer is: Does our country have the capacity to lead the development and implementation of an effective national strategic framework to respond to HIV & STIs in our country? If not, what do we need to do? Do we need external assistance – if so, what kind of assistance, who, when and how?

The National Planning Teams Capacity Assessment tool operates in two parts. Firstly, it is intended to assist National Planning Teams to assess their capacity to:

1. Negotiate the ‘road map’, to determine the current status of a country’s strategic framework; and then identify the next steps to either develop or implement the strategic framework.

2. Lead the review and/or development of a quality national strategic framework which will guide country partners/stakeholders to implement the national response to HIV and STIs. A quality Strategic Framework is one which considers

· the appropriateness of strategic choices in relation to vulnerability, prevention and gender[footnoteRef:3];  [3:  The Pacific Regional Implementation Plan Phase 2 identifies the issues of vulnerability, prevention and gender as critical to improving the effectiveness of the Pacific response. However, each country will need to assess the balance of the range of strategic choices (programs) across prevention, treatment care and support to ensure a balanced approach that responds to the evidence (or lack of) in each country.] 


· the validity, relevance and use of country-specific evidence; 

· the priorities of the response – balanced in relation to the evidence and known resources; 

· the resources necessary to implement the agreed priorities, with reliable estimates of unit costs; 

· the minimum requirements for effective organizational and management structures, skills and resources in the HIV & STI sector (the ‘enabling environment’ contributors); and 

· the engagement of other sectors (as well as health) in the response. 

3. [bookmark: OLE_LINK1][bookmark: OLE_LINK2]Assist country partners/stakeholders to realistically prioritise strategies and activities in their national strategy and operational plans

4. Assist country partnerships /stakeholders to effectively map and mobilise resources to implement the national response

5. Support the continued delivery, monitoring and evaluation of the response to HIV & STIs, in accord with the four pillars.

6. Strengthen in-country capacity to identify HIV & STI issues and develop appropriate mechanisms to address them, either building on the experience of a particular program, or as an activity in its own right, through partnerships across government ministries, NGOs, CBOs and other multilateral and regional agencies.



Secondly, after analysing the results of the assessment, the National Planning Team will develop a Capacity Development Program to strengthen their capacity as a team to undertake these tasks.[footnoteRef:4] [4:  Note: Explore options for funding the capacity development program - there are some funds in the Project Proposal to support follow up training and capacity building for the NPTs or ongoing mentoring process under the Project. Regional Partners’ activities may be another source. The Response Fund National allocations may support. ] 


The Burnet Institute, in partnership with SPC and the Regional Partners, will support designated countries to build their capacity through implementation of the ‘road map’. 









4. Who will use this tool? 

4.1 The National HIV & STI Coordinator:

This tool is one of the set of tools available to enhance the skills, knowledge and leadership of the National HIV & STI Coordinator to perform their role and lead the National Planning Team.

4.2 The National Strategic Planning Teams in participating countries: 

The ‘National Planning Team’ is not intended to establish a new group or team – but rather, to build on the existing authority and roles of those who are responsible for planning, monitoring and evaluation at the country level through the establishment of a focused working group engaged in leading and supporting planning, monitoring and evaluation processes and tasks necessary to effectively implement the national (and state) response to HIV & STIs. 

Membership of the teams is determined during the ‘road map’ negotiations. 

It is envisaged that those who will respond to the invitation to participate would include representation from the following: the National HIV & STI Coordinator(s); the Chair of the national coordination authority or their nominee; a representative from the national or state Government HIV & STI program (if this is not the Coordinator), representation from civil society, including from the Capacity Development Organisation, in Pacific Response Fund countries, or from one or more key NGOs. The inclusion of a person who lives with HIV, (if appropriate) or their advocate is also desirable. It is expected that at least one representative service provider from one or more of the key strategy programs of prevention, treatment, care and support would be included in the group.

4.3 The Burnet Institute and Regional Partners: 

Led by the Burnet Institute, SPC’s HIV & STI Section, together with Regional Partners, will draw on the Capacity Assessment Tool to map existing skills, knowledge and capacity to plan, monitor and evaluate at national level, identify desired skills, knowledge and capacity; and develop a capacity strengthening program to support the national teams to confidently lead and facilitate effective national strategic frameworks to guide their country’s response to HIV & STIs.


5. Mapping the profile of the National Planning Teams  

5.1 Prior to completing the Capacity Assessment Tool, the Strategic Planning Facilitator should complete the profile of the team membership: 

		

		Profile Criteria

		Response



		a

		Who  is on the National Planning Team

		To be confirmed at Meeting in February 2011



		b

		Contact details

		c/o Zoya and Dr Zach 



		c

		What organisations are represented

		



		

		Where do these organisations work (geographic location)

		



		

		Who do these organisations work with (primary audiences/beneficiaries)

		



		

		What is the primary focus/purpose of each organisation’s program?

		



		d

		What expertise does each member bring

		



		

		What authority does each member hold

		



		e

		Identify the relationship of the National Planning Teams members to the NCM, if there is one – or to other coordination mechanisms, such as the CCM or NAC or CDO

		



		f

		What budget is required to support the participation of each member in this process? Can the member’s organisation contribute? If not, where will resources be found? 

Does the road map require revision?

		



		g

		Does the member support the designated road map process?

Does the road map require revision?

		



		h

		What is the member’s availability and commitment to support the designated ‘road map’ timeframe 

Does the road map require revision?

		



		i

		Is the member clear about their role in the ‘road map’ process? Does the member have TORS to guide their participation in the National Planning Teams? 

Does the road map require revision? Do TORs need to be written?

		



		

		

		







5.2 It may be necessary to revise the ‘road map’ after the profile of the National Planning Teams is mapped. 

5.3 A copy of the profile should be circulated by the National HIV & STI Coordinator to the National Coordination Mechanism (if one exists) and to all members of the National Planning Team. The Burnet Institute will circulate a copy of the profile to all Regional Partners.

		

		Task

		Yes/No



		a

		Profile circulated to National Coordination Mechanism and Ministry of Health

		



		b

		Profile circulated to Regional Partners

		 





 





















6. The Capacity Assessment Tool: Advice to the Facilitator and National Planning Team on how to complete the assessment tool: 

1. First, read the capacity matrix below and discuss any terms or steps that you may not understand with the Facilitator. 

2. As an individual, review the matrix, and rate the team’s capacity to undertake or perform the skill reflected in each indicator under each skills set: only the numbered element of each skill set is rated (not the criteria which explains the skill set) e.g. 1.1 or 1.2 are rated either (1), (2) or (3) – or marked Don’t Know or Not applicable.  

3. As a group, discuss the assessment of the skills and knowledge across the team. Discuss what actions you could take, as individuals or as a group, to build your team’s capacity in areas where the team is weak; and to maintain or strengthen capacity in areas where the team is strong. Put your ideas in the column asking for comments, headed: How would you strengthen the team’s capacity to perform this skill set?

4. When you have reached consensus on the strengths and weaknesses across the team, agree on a final assessment of each skill set as a group.

5. Next, look at the capacity development ‘Plan of Action’ worksheet – and, with the Facilitator, complete the worksheet by identifying what actions you will take, either individually or as a group, to strengthen your skills and knowledge of planning, monitoring and evaluation. 

6. Then, assess what resources are necessary to implement the capacity development plan of action. Set a timeframe for building this capacity. Identify responsibilities for the plan of action.

7. Re-assess how your team has strengthened its capacity to plan, monitor and evaluate by using reviewing your skills and knowledge against the capacity assessment tool each year.



Explanation of Ratings[footnoteRef:5]:  [5:  Ratings are intended to be produce a ‘score’ to assess level of capacity change over time.
] 


1: No, not at all

2: Yes, some capacity

3: Yes, full capacity.

DK/NA: Don’t Know or Not Applicable

		

		Indicator



		1

No

		2

Some

		3

Full

		DK/

NA

		How would you strengthen the team’s capacity?



		SKILL SET 1 – LEADING THE PLANNING PROCESS

Is the National Planning Team able to work with other stakeholders to lead the planning process? Can the team demonstrate:



		1.1

		Understanding of the purpose of the national planning team

		x

		x

		

		

		



		

		· Members have accepted the invitation to form the National Planning Team and demonstrate a willingness to work as a team.  

· Each member of the National Planning Team understands the purpose of the planning team and has discussed how they can work together to achieve their task.  

· The National Planning Team has appointed a team leader, identified roles & responsibilities of each member and established mechanisms to achieve their task (such as regular meetings, lines of communication).

		

		 

		

		

		There is some expertise and experience in national leadership around strategic planning but this needs strengthening across the group.



The group agreed on what they would like to see in the National Planning Team:  

· a strong organization, with team leader and representation from broader stakeholders 

· it would include community leaders as well as schools;  MOE, other Bureaus; other Departments; NGOs; local government; churches; business people; positive people, Ministers/senators; Assistant secretary for Health; the local Mayor/s;  Traditional Leaders; 



In Ebaye – they proposed two representatives from MOH and were confident that the NPT develop the plan then share with traditional and community leaders who will implement



Possible nominees included: 

Ebeye: Dr Thein or Trinidad, Oling

Elise – MOE

Hellia – Public Health

Dr Zach  

Youth to Youth

Zoya – Global Fund

Need to talk to: MICNGOs 



Action:   The Group agreed to think further over the next three months to consider who would be appropriate members (looking for 10-15 members)  Who needs to be part of the planning group – and who needs to know what information when? What consultation is necessary for the group you represent?





		1.2

		Understanding of the purpose and process of strategic planning, monitoring & evaluation

		

		x

		

		

		



		

		· Members of the National Planning Team have participated in previous strategic planning processes  

· Each member of the National Planning Team understands the purpose and process of strategic planning, is able to identify the various phases and understand their respective purposes.

· Members are able to share the purpose and processes of strategic planning with other stakeholders, including the NAC and the Ministry of Health.





		

		

		

		

		Issues: 

· Need to re-organise the possible team members

· Communication is poor 

· Find way to schedule events at a time that works better for people – timing? Ensure venue is accessible to all. 

· Ensure the invitees understand the time; and venue. 



Action: talk to the right people who we invite, then, ask them to send a proxy; follow-up on communications. Consider using the radio to advertise the meeting. 



Gaps: Want to include those with stronger experience in PME – perhaps from CMI & Public Health. Want more training in PME – through mentoring – senior and junior staff across government and civil society.







		1.3

		Capacity to identify  roles and responsibilities of the regional partners

		

		x

		

		

		



		

		The National Planning Team is able to

· meet Regional Partners to discuss working together.

· understand the different roles and responsibilities of the supporting Regional Partners.

· negotiate with Regional Partners according to their expertise and resources to seek assistance where necessary.

		

		

		

		

		There is some experience of the roles & responsibilities of some regional partners: Global Fund, CDC, SPC (Response Fund), WHO, Life Foundation; HRSA.



Issues: 

· Need to ensure regular participation in regional meetings: Zoya and Dr Zach would attend.

· Representatives at regional meetings need to ensure they share their knowledge when they return; 

· Consider whether others might attend the regional meetings also, or instead, to strengthen the skills and experience across the team.



Gap: M&E: Keep track of how the information is shared with other colleagues after the meeting.



Action: Training on the roles and responsibilities of different Regional Partners.  







		1.4

		Capacity to engage broad stakeholder participation  

		

		x

		x

		

		



		

		The National Planning Team is able to 

· identify the potential representatives from government and civil society who need to participate in the strategic planning processes.

· coordinate representatives from government and civil society who need to participate in the planning process.

· maintain good working relationships with representatives from government and civil society for their future participation in the strategic planning processes.

		

		

		 

		

		Issue: Need to strengthen the commitment of others to participate and respond: can those invited respond to invitations, even when busy? Is it a priority?



Action: 

· Meeting with each stakeholder to determine the level of interest and priority of HIV & STI.

· Invite and inform people from Civil society – if necessary, provide transport and offer food to encourage people to come. 



		1.5

		Capacity to decide the ‘road map’ process         

		

		x

		

		

		



		

		The National Planning Team is able to

· set an agreed time to meet to discuss the ‘road map’ with the Burnet Institute 

· identify where the country currently sits in the 8 phases of the strategic framework planning cycle

· negotiate the ‘road map’ for the strategic planning process with Regional Partners.

· gain the agreement of relevant Ministries, the NAC and other government and civil society participants to the ‘road map’.

		

		

		

		

		Management of the response is currently coordinated by program coordinator (Dr Zach) under leadership MOH Secretary: we are in the ‘getting ready’ phase – it is recognized that there is a need to strengthen all areas. 



Agreed: To lead a SP process we need 

· good leadership to facilitate the road map 

· status associated with the process - ensure the group has authority and credibility – by working with those in authority





		1.6

		Capacity to solve problems in the development of the Strategic Framework, as a team

		

		x

		x

		

		



		

		Members of the National Planning Team have agreed:

· to a common purpose 

· that the benefits of working together as a team outweighs the challenges

· on a mutually acceptable way of making decisions; allocating resources; working on a task; and communicating with each other and the broader group of stakeholders

· on a process for resolving disputes amongst the group.

		

		

		

		

		There is some experience in each of these areas. 



Issues: 

· Need to ensure we have regular meetings. 

· Need to review and consider the evidence to persuade all to share common purpose. 

· Need to work with head of councils to resolve disputes or ensure they don’t occur – when administrative processes and traditional cultural ways. 



		
Rating

		Indicator

		1

No

		2

Some 

		3

Full

		DK/

NA

		How would you strengthen the team’s capacity?



		SKILL SET 2 – ANALYSING THE EVIDENCE 

Is the group able to work with other stakeholders to collect, analyse and disseminate evidence for quality planning? Can the team:



		2.1

		Understand Quantitative & Qualitative evidence for planning the response 

		

		x

		

		

		



		

		The National Planning Team 

· understands what data is useful to assess the status of the HIV & STI situation and assess the progress of the response

· is able to identify and map the existing sources of qualitative and quantitative evidence to inform the planning process

· is able to prepare a bibliography of the data sources and share this with other participants in the planning process.

		

		

		

		

		Some analysis happens e.g. YTY has decided to change the program focus for community education as result of analysis of data: Public Health clinic has made some changes to quality of its practices and procedures as result of high rates of chlamydia. E.g. drink water, ensure med supplies.



Gap: We can collect data but we need more training to analyse data. There is a big gap in our analysis of qualitative and quantitative data: we need to be able to understand and describe what this means for our program, so we to follow the road map – we need to understand how important the data is. To describe the process of working out which direction we should follow.







		2.2

		Address gaps in evidence of the situation or the effectiveness of the response

		

		x

		

		

		



		

		The National Planning Team is able to 

· list the gaps in the data

· identify how it will collect the additional data (evidence)

· collect additional data to provide a sound basis for review of the response.

		

		

		

		

		We do use some analytical tools: we use epi info and xl. 

We do some data collection: eg routine screening; 

Youth to Youth: we regularly monitor & evaluate eg 

· count condoms distributed (box); 

· use MSC and knowledge tests (YTY) to assess  changes in knowledge, attitudes and behavior in work with sex workers; taxi drivers - eg we ask our audiences about any changes they make, then follow up 1-2 yrs.  

· We think about how and when to approach these groups – find their president, at their monthly meeting, we do a presentations – questionnaire to collect data; 



Gaps/Issues: Its difficult to collect clinic data when we are using syndromic management in outer islands - a big time difference in clinic and lab: across each clinic, there are different means to record information. Gaps relate to whether use log book,  or manual or electronic epi info, xl, or access. 

IT is developing a health information system – maybe in development for six months. Bureau is only trying to collate and corroborate epi info so that info goes directly to national system – standardising is difficult.



		2.3

		Understand what the evidence means, once implementation has begun

		

		x

		

		

		



		

		The National Planning Team is able to

· organize a review or survey of the current HIV response or arrange for external support to conduct a review

· conduct a review of the response and discuss it with other stakeholders

· meet with the NAC to advise them of review outcomes and recommendations for the future strategy and, with endorsement, circulate the response review to all other stakeholders for comment.

		

		

		

		

		Youth to Youth was able to identify survey work it has organized: they conducted a survey of young people on the effectiveness of ‘free’ condoms programs: found that the free condom wasn’t seen as providing pleasure – so what kind of condom – want a rough condom – so designed Defender – designed by the students – so they are using our defender. YTY are confident that there is evidence collected during the during the basketball tournament, the Micro Games in Palau – ‘they sent a picture of young people buying it’. 



Others cited other examples of effective operational research: in Ebaye, Olind spoke of her experience of working with people on the cancer program: the health centre has used the zone representatives to bring in people who need screening (pap smears/breast cancer). Previously, only a few came for awareness, even less to the clinic – so we used our zone reps to bring in women for education and screening. We applied for a grant to help us motivate zone reps for training. We trained zone reps, knowledge about cancer awareness –We identified 6 nurses to do pap smears (train); we had funds to pay them to bring 15 women  to the clinic: they brought far more than 15 women. We didn’t think they would be so successful!! We then scheduled when the women would come so we could manage this workload. It was successful – we are still paying, tho’ we pay less. When we go back, we will start with a similar plan for STIs (esp to address re-infection, which is our biggest concern) and antenates. It’s not just about bringing in the woman, its also educating the community. We see more of the women in check up – we can treat because we find cancer early.



Action: we need to strengthen this capacity. 

















		Rating 

		Indicator

		1

No

		2

Some 

		3

Full

		DK/

NA

		How would you strengthen the team’s capacity?



		SKILL SET 3 -  IDENTIFYING & PRIORITIZING STRATEGIES AND PROGRAMS FOR THE FUTURE 

Is the group able to demonstrate that it has the mix of skills and knowledge to lead the identification of strategies and program appropriate to the evidence in the country; and draw on international ‘best practice’ when necessary? Can the team:



		3.1

		Prepare for planning the strategy 

		

		x

		

		

		



		

		The National Planning Team is 

· willing and interested to lead a strategic planning workshop

· able to plan a workshop to develop the future strategy and is able to identify whether they need external support or not

· able to conduct a workshop which develops the new Strategic Plan, with external support if necessary.

		

		

		

		

		There is some experience in facilitation, Focus Group Discussions and training, community meeting .



Action: 

· need to strengthen the knowledge of content in relation to strategic planning. 

· need to careful pitch the workshop at the participants’ knowledge and experience level  



		3.2

		Develop a Strategic Plan based on the evidence & lessons learnt   

		

		x

		

		

		



		

		The National Planning Team 

· plans a Strategic Planning workshop which helps participants understand what has worked in the past and what are the gaps in the response

· delivers a Strategic Planning workshop which helps participants to understand what the evidence means for future interventions, identify gaps and potential beneficiaries

· drafts a Strategic Plan which supports programs and processes relevant to the country and identifies intended beneficiaries.

		

		

		

		

		We have some experience in planning and delivering workshops, or drafting document – but would need some technical expertise from outside, to strengthen the way we plan. We also need the participants to evaluate the workshop and what we need to do next.



 We need to ensure we circulate the document after the workshop so that everyone the chance to comment on the plan. 



Action: ensure we identify technical support to assist in planning and delivering the workshop; and drafting and sharing the plan. 







		3.3

		Develop a realistic Strategic Plan, prioritized according to available resources

		

		  

		

		

		



		

		The National Planning Team can 

· plan a Strategic Planning workshop which helps participants to prioritise the programs, and think about what resources are needed to deliver the  programs.

· deliver a Strategic Planning Workshop which helps participants identify the gaps between resources and programs and assess which programs are priorities, given available resources.

· develop a Strategic Plan which supports programs and processes relevant to the country, identifies intended beneficiaries, is achievable in the timeframe and resourced, or identifies alternate processes for resources

		

		x

		

		

		The group agreed they needed to build their capacityas a group in this area. Although the current plan addressed most issues, few in the room were familiar with the plan or used it to guide their work. Only one or two thought they had skills and experience in this area – even if they had attended the last NSP workshop. The group discussed what a realistic plan would look like then assessed current gaps in knowledge and experience. 



A realistic plan would be based on representation from the full range of stakeholders. It would be not too long, not too short, with priorities based on evidence.



We need an overview of the situation:

· need to identify our reports on current situations, prevalence of STIs, the population mostly infected – we should have this information at Phase 1 

· need to review the staff, salaries, resources – compare with other activity costs (Phase 1)



We need to reach agreement around the different groups about the priorities. It is important we have good facilitation of the meeting to support a process of prioritization. 



We need realistic assessment of what the programs costs – before we get to the workshop. 



It is important we have a venue where people aren’t disturbed. 



		· 3.4

		Coordinate other stakeholders to develop a Strategic Plan which identifies roles and responsibilities of all partners 

		

		x

		  

		

		



		

		The National Planning Team can:

· plan a Strategic Planning workshop which helps participants understand the importance of assigning roles and responsibilities to programs so that they can coordinate their contributions.

· deliver a Strategic Planning Workshop which enables participants to identify their roles and responsibilities for agreed program areas.

· develop a Strategic Plan which supports programs and processes relevant to the country, identifies intended beneficiaries, is achievable in the timeframe and resourced or identifies alternate processes for resources, with designated responsibilities for programs.

		

		

		

		

		There is some capacity, with different experiences in different areas of the strategy, which can be strengthened.  We need to enhance by selecting groups to come together to propose the areas they will achieve – and then match responsibilities to their expertise and experience. Important to have their commitment to implement: strengthen ownership – communication, resources, support, and  clarity around roles and responsibility;  



		3.5

		Develop a Results framework

		

		x

		

		

		



		

		The National Planning Team is able to 

· understand and describe the logic of a results framework.

· interpret the Strategic Planning workshop findings and discussions into a results framework.

· present a Strategic Plan to the NAC with a results framework which: describes the programs and processes relevant to the country, identifies intended beneficiaries, is achievable in the timeframe and resourced, or identifies alternate processes for resources,  with designated responsibilities for programs.

		

		

		

		

		Need a facilitator to assist in developing the framework; some concepts we have discussed  before but the process is new, so training would be good – or an approach that trains while we do it…to be discussed further.










The next day, we changed the process for determining the ratings ascribed. Using the Delphi technique, the facilitator listed each skills set and attribute on the wall, and asked each participant to rate their assessment of the level of skills and expertise in relation to each attribute and note this on a ‘post it note’ on the wall. Then the group then reviewed the individual ratings, discussed the range of (individual) reasons for choosing the rating; and verbally endorsed or amended the overall rating. The sheet notes the full range of ratings – the dominant rating is apparent in most instances. We then identified the action to strengthen this capacity across the team. 

		Rating 

		Indicator

		1

No

		2

Some

		3

Full

		DK/

NA

		How would you strengthen the team’s capacity?



		SKILL SET 4 -  MONITORING & EVALUATING THE STRATEGY 

Is the group able to work with other stakeholders to monitor and evaluate the response – including undertaking the collection, analysis and dissemination of evidence of changes arising from implementation of the response? Can the team:



		4.1

		Work with stakeholders to plan realistic and appropriate indicators to monitor the Strategy

		

		6



		1



		

		



		

		The National Planning Team

· understands the logic of an M&E framework. 

· is able to work with relevant partners to develop appropriate indicators to measure expected change in each program area of the Strategy.

· together with responsible partners, has developed an appropriate and realistic set of indicators for each of their programs and documents this in a Monitoring and Evaluation Framework  

		

		





		





		

		Ratings determined on basis of: 

· experience in constructing an instrument for evaluating teachers performance for thesis  - which is now used by MOE to evaluate teachers;

· experience in assessing evaluation results;

· involvement in developing HIV R/Fund workplan to identify strengths and weaknesses and how to improve /recommended steps for improvement;

·  from experience & talking with others;  (know that) number of test (HIV) done in 3-4 years was high due to testing non-risk population





		4.2

		Work with stakeholders to plan realistic and appropriate Means of Verification to monitor the Strategy

		

		6

		1

		

		



		

		The National Planning Team is able to work with responsible partners 

· to develop appropriate data collection and analysis methods and sources (means of verification) to capture change in each program area 

· to develop an appropriate and realistic set of indicators and means of verification for each of their programs and documents this in a Monitoring and Evaluation Framework.







		

		

		

		

		Ratings determined on basis of : 

· experience in seeing changes that occurs with funders; 

· have access to data to prove the changes; 

· (know that) evidence base shows that high false positives tests happen in low prevalence country with high testing of no-high risk groups; 

· GF reporting requires verification of the use of funding: supporting documentation, receipts, sign- up sheets etc; part of job is to observe teachers ; 

· have knowledge and understanding about the changes that have taken place (in HIV situation) 



		4.3

		Work with stakeholders to plan evaluation activities for measuring change under the Strategy

		

		5

		 2

		

		



		

		The National Planning Team can 

· understand the difference between monitoring and evaluation activities

· work with Regional Partners and local partners to identify realistic evaluation activities and the resources to implement them.

· together with responsible partners, develop an appropriate and realistic evaluation plan and document this in a Monitoring and` Evaluation Framework

· ensure the M&E framework identifies specific evaluation activities, how they will be resourced, a timetable for activities, who is responsible, and how the data will be used to manage the national response and revise the future response.

		

		

		

		

		Ratings based on: 

· (assessment of own) experience and skills – have done it;

·  involved in KAP survey to help evaluating the knowledge and attitudes of health workers in the community; 

· because part of my job is to evaluate teachers. 



		4.4

		Work with stakeholders to use the Monitoring & Evaluation Framework to  routinely monitor and report on the response

		

		 6

		  1

		

		



		

		The National Planning Team 

· is aware of the importance of monitoring and reporting on the response to HIV & STIs

· can work with stakeholders to assist them to establish regular systems and procedures for  monitoring and reporting on the response to HIV & STIs, drawing on this to guide the process.

· support stakeholders to systematically monitor and report on the response in accord with the Monitoring and Evaluation framework, drawing out key lessons learnt to improve the quality of program delivery

· disseminate the findings of Monitoring and Evaluation to funders and to other programs.

		

		

		

		

		Ratings based on: 

· (self assessment) of individual experience and skills;

·  its part of current responsibility (to know this) ; 

· Global Fund M&E framework assesses how RMI is performing in the activities.



		4.5

		Work with stakeholders to use the Monitoring & Evaluation Framework to adapt the (future) response in light of measured changes

		

		  5

		  1

		

		



		

		The National Planning Team 

· is aware of how the Monitoring and Evaluation Framework can be used to review, and adapt, the response to HIV & STIs

· can work with stakeholders to assist them to understand the importance of measuring change and then reviewing the response to HIV & STIs

· supports stakeholders to systematically measure programs, adapt where necessary, look for evidence of change over time, and consider implications for the future programming

		

		

		

		

		Ratings based on: 

· (I have ) shared lessons with others; 

· Global Fund M&E framework assesses how RMI is performing in the activities; 

· (I have access) to evidence and data.



		4.6

		Work with stakeholders to use  the Monitoring & Evaluation Framework to learn and share knowledge to improve the quality of programs

		

		3

		3

		

		



		

		The National Planning Team is

· interested in learning and sharing ideas with others.

· able to identify good practice in others and share their own practical experiences to draw out lessons learnt.

· able to learn, share and apply lessons learnt regularly as a team and with other stakeholders, and, when necessary, seek external help to draw out lessons learnt from experience.

		

		

		

		

		Ratings based on: 

· sharing new ideas or innovating is part of my job: 

· results of SGS survey were shared with the NAC members and NGOs last few meetings and at  UNGASS meetings; 

· some (lessons) shared, but not all; 

· (I) have proper tools to monitor; my experience and management skills (contribute).



		

		

		

		

		

		

		Overall: ratings based on: talking with others and self assessment of access to evidence. There was one member of the group who was confident of her M&E skills. This is an opportunity for leadership and experience. More members of the group were confident of their ability to share information for improvement of the program than any other aspect of this skills set. 



Action to take:

· regular meetings and training would help build our skills in M&E; 

· establish a monitoring and evaluation section within MOH with ‘hands on’ training for sustainability; 

· training for the team on M&E for the team can be on the same page – to make the program successful – in running the program; 

· one-on-one training, for example, mentoring or overseas internship; 

· provide more on-site training on self evaluation and monitoring to strengthen M&E; 

· hold regular meetings to evaluate, give reports and share success stories; 

· more training on M&E; 

· do more surveys or questionnaires; 

· offer short term – 6-9 month – training on M&E, Diploma level.  









		Rating

		Indicator

		1

No

		2

Some

		3

Full   

		DK/

NA

		How would you strengthen the team’s capacity?



		SKILL SET 5 - FINANCING THE STRATEGY – COSTING AND RESOURCES 

Is the group able to work with other stakeholders to cost and resource the response – including developing and acquitting budgets, and identifying appropriate resources? Can the team:



		5.1

		Support stakeholders to appropriately and accurately estimate the costs of implementation and a budget 

		1

		5

		1

		

		



		

		The National Planning Team can 

· estimate the costs to deliver proposed programs. 

· prepare a cost schedule for delivering the Strategy.  

· develop a Strategic Plan which is costed and agreed by the NAC.

		

		

		

		

		Ratings based on: 

· little experience

· financial expertise is limited – willing to learn if I am trained and have support from others; 



		5.2

		Support stakeholders to identify the resources needed for planned and ongoing programs

		

		3

		1

		1

		



		

		The National Planning Team can 

· identify what resources are needed to deliver proposed programs.

· prepare a resources schedule which identifies the gaps between available resources and required resources, and identifies processes for additional resources to meet agreed priorities.

· develop a Strategic Plan which identifies the current resources and is endorsed by the NAC.

		

		

		

		

		Ratings based on: 

· have experience in handling small amounts of money for my program



		5.3

		If necessary, can the team work with funders and others to securing external technical assistance to strengthen staff to deliver the response 

		1

		5

		2 (between 2 & 3)

		

		



		

		The National Planning Team is able to 

· plan a schedule of external technical assistance to support implementation of the Strategic Plan

· negotiate with external providers of Technical Support to implement elements of the Strategic Plan 

· routinely report to the NAC on the outputs and outcomes of technical assistance.

		

		

		

		

		Ratings based on: 

· no chance of meeting funders but can help use money to build skills.



		5.4

		If necessary, can the team work with funders and others to secure additional funds and resources 

		1 (b/n 1-2)

		 4

		 1 (b/n 2-3)

		

		



		

		The National Planning Team is able to 

· identify alternate sources of funding (locally, nationally or externally) to implement agreed but unfunded priorities.

· prepare proposals to funding bodies for agreed priorities, in partnership with responsible program partners, and with endorsement of the NAC. 

· advise the NAC of outcomes of funding submissions on a routine basis

		

		

		

		

		Ratings based on: 

· have some ideas.



		

		

		

		3

		

		

		Overall, Ratings based on: limited access or experience in financial management, with most considering that it was not part of their job. 





Action to take: 

· involve the financial team with the regular programming and workshops; 

· encourage funders to be more flexible in understanding countries’ needs; 

· make sure budgets are made known to everyone; 

· for funders to be more involved with country by guiding them in using the fund; 

· work collaboratively with finance team and consistently follow up with financial team on the expenses and draw down.

·  Demonstrate high accountability in the use of funds; 

· regular performance evaluation based on the budget;

· shared decision making – and (build) skills in financial management;

·  we need management skills, accounting skills, training to write the budget and to evaluate the performance of the fund and review the budget. 



















		

		Indicator

		1

No

		2

Some

		3

Full 

		DK/

NA

		How would you strengthen the team’s capacity?



		SKILL SET 6. ASSESSING THE QUALITY OF THE NATIONAL STRATEGIC FRAMEWORK 

Can the team:



		6.1

		Use the Quality Assessment of National Strategic Framework tool to assess the quality of its strategic framework for planning, monitoring and evaluating the response. 

		

		  

		  

		

		Assessment of this criteria was postponed until after the team had assessed the quality of the National Strategic framework – to be done the following day.



		

		The National Planning Team

· understands the purpose of the Quality Assessment of National Strategic Framework tool

· knows how to use the tool

· uses the tool at the end of a Strategic Planning process and amends the Strategic Plan as relevant, prior to seeking endorsement and printing copies of the Plan for distribution to  stakeholders 

· uses the tool to re-assess its planning at various points in the process.

		

		

		

		

		










GLOSSARY

Competency: means the ability to perform activities to the standards required in employment using a mix of knowledge, skills and attitudes[footnoteRef:6]. AIDS Competent Communities…. are those that (1) recognise the reality of HIV and AIDS; (2) build capacity to respond to HIV & AIDS; (3) exchange and share knowledge and skills; (4) reduce vulnerability and risks; (5) live to their full potential.[footnoteRef:7]  [6:  IET Using competence frameworks for continuing professional development, http://www.theiet.org/careers/cpd/competences/ accessed 5 July 2010]  [7:  Evaluation of the UNAIDS/UNITAR AIDS Competence Programme, June 2005, UNAIDS & UNITAR, (iv)] 


Capacity has been described as ‘the ability of an organisation to successfully apply its skills and resources to accomplish its goals and satisfy its stakeholders’ expectations’ [footnoteRef:8] and ‘the ability to carry out stated objectives’. ([footnoteRef:9])  Capacity building: the development of sustainable skills, organizational structures, resources and commitment to health improvement in health and others sectors, in order to prolong and multiply health gains many times over ([footnoteRef:10]). [8:  Intermediary Organisations Capacity Analysis: a toolkit for assessing and building capacities for high quality response to HIV, International HIV & AIDS Alliance, 2008, p3]  [9:  Brown, L, et al, 2001, Measuring Capacity Building, MEASURE Evaluation University of North Carolina, (For SUAID) , http://www.heart-intl.net/HEART/Financial/comp/MeasuringCapacityBuilg.pdf, ]  [10:  Ibid.] 




Brown et al define capacity building as the process that improves the ability of a person, group, organisation or system to meet its objectives or perform better. It is described as both a process and an outcome. It develops in stages and is a multi-dimensional, dynamic process. Brown et al suggest that in the health sector, capacity is required at four levels: health system, organisation, health personnel, individual and community. Brown et al note that although most commentators agree that capacity is linked to performance, its measurement is hindered by (1) a lack of common understanding of the relationship between capacity and performance (2) variation in what constitutes ‘adequate’ performance and (3) the influence of the external environment on capacity and performance. Hawe et al described capacity building as reflected in (at least) three kinds of activities: (1) building infrastructure to deliver health programs; (2) building partnerships and organisational environments so that programs are sustained – and health gains are sustained; and (3) building problem-solving capability[footnoteRef:11] . They explain these aspects in detail:  [11:  Indicators to help with capacity building in health promotion, Penelope Hawe, Lesley King, Michelle Noort, Christopher Jordens, Beverley Lloyd, Australian Centre for Health Promotion, NSW HEALTH, 2000] 


· Health infrastructure or service development: refers to the Capacity to deliver particular program responses to particular health problems. Usually refers to the establishment of minimum requirements in structures, organisation, skills and resources in the health sector.

· Program maintenance and sustainability: refers to the Capacity to continue to deliver a particular program through a network of agencies, in addition to or instead of, the agency which initiated the program.

· Problem-solving capability of organisations and communities: refers to the Capacity of a more generic kind to identify health issues and develop appropriate mechanisms to address them, either building on the experience of a particular program, or as an activity in its own right.



Hawe et al argue that it is important for policy makers and program deliverers to be clear about which element is the focus of capacity building according to each specific situation, or whether more than one aspect is intended.

		1

		Working Document for Discussion
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1. Project:	        9th ICAAP meeting 

2. Dates:	9 -12th August 2009

3. Location:	Bali, Indonesia

4. Venue:	BICC, Westin Hotel 

5. Theme:	“Empowering People, Strengthening networks”

6. Introduction:	



6.1	The conference was hosted by the Government of Indonesia through its Ministry of Tourism and Health in collaboration with the Australian Government (AusAID), the AIDS Society in Asia and the Pacific (ASAP), the Global Fund for AIDS, TB and Malaria (GFATM), the World Health Organisation (WHO), the Joint United Nations Programme on AIDS (UNAIDS), the United Nations Fund for Population (UNFPA) and the Indonesian National AIDS Commissions. 



7. Objectives:	



· To share expertise and knowledge on key issues and treatments critical to the control of HIV/AIDS in the region

·  To help accelerate the scale-up of HIV prevention, care and treatment services and the integration of a comprehensive AIDS response in existing health systems

·  advance strategies to free people infected with, affected by and vulnerable to HIV from stigmatization, marginalization and discrimination and to protect their rights.



8. Participants:	



8.1	Over 20 parliamentarians and ministers from around the Asia, Pacific and Central Asia region attended the Conference. The conference list of participants is appended as Annex 3. 



8.2	The Pacific region was represented by Hon. Carol Kidu, Papua New Guinea’s Minister for Community Development, Honourable Gatoloifaana Amataga Alesana-Gidlow, Minister for Health of the Government of Samoa and our two Pacific Parliamentary Champions on HIV/AIDS – Hon. Francesca Semoso, Deputy Speaker of the Bougainville House of Representatives and Hon. John Tangi, Leader of the House – Cook islands Parliament and Mr Alifereti Bulivou, Project Officer, PPAPD-FPOCC Secretariat.



9. Opening Ceremony:	



[bookmark: OLE_LINK1][bookmark: OLE_LINK2]9.1	One of the major highlights of the 9th International Congress on AIDS in Asia was the opening ceremony hosted by the Ministry of Tourism and Culture on 9 August 2009. The congress was officially opened by HE President Susilo Bambang Yudhoyono, the President of the Republic of Indonesia. HE Ani Bambang Yudhoyono also hosted the AIDS Ambassadors & Champions meeting prior to the congress opening.



9.2	In his opening remarks, HE Susilo Bambang Yudhoyono, President of the Republic of Indonesia says leadership plays a pivotal role in the reversal of the spread of AIDS in the Asia and Pacific region. He emphasised the importance of adopting effective and inter-sectoral policies that can prevent, contain and reverse the spread of AIDS.  Without leadership, the fight against AIDS becomes sporadic, reactive, without focus, lacking resources, and will eventually lose steam. 



9.3	In most countries, national leadership spells the difference between the slowing down and the acceleration of the spread of AIDS. To this date, this virus has killed some 25 million people worldwide, and counting.  Some 75,000 people are said to contract HIV each day. In some countries and communities, HIV has raised the specter of a “lost generation”, a generation where the youth are doomed before reaching or completing their productive age. And in the short and medium terms, HIV death rate will continue to climb because we still have not found a vaccine or a cure for AIDS.

 

10. Activities:	



10.1	Around 40 AIDS Ambassadors & Champions from the regions attended the meeting that ended with a call to nations to work towards implementing the Declaration of Commitment adopted at the UN General Assembly Special Session on AIDS in 2001 and the Political Declaration of 2006, despite the pressures of the global economic crisis.



10.2	Also prior to the opening of the congress, eight pre congress community forum took place. The Community Forum is historically convened by the Coalition of Asia Pacific Regional Networks on AIDS (7S) as part of the pre‐ICAAP program. For the first time, it has been expanded to three days instead of one. About a thousand member of civil soecity representatives from the Asia Pacific region along with some pre‐identified experts, donors, other stakeholders, and human rights activists participated in the pre congress community forum.



10.3	For the 9th ICAAP, over 6000 people from 78 countries in the region and beyond participated actively in the congress, hosted at the Bali International Convention Centre in Nusa Dua, Bali. There were at least a total number of 3824 registered delegates, along with 262 media delegates, 122 exhibitors, 172 members of the local organizing committee, 218 volunteers, 291 security staff, 589 technical staff and 531 visitors of the congress exhibition and the Asia Pacific Village.



10.4	At the preparation stage of the congress, at least 2334 abstracts were received for the four scientific tracks, competing for oral or poster presentations. The congress also received 116 proposals for the skills building workshops. Around 138 abstract reviewers were involved in the abstract review process, which resulted in 349 abstracts selected for 64 oral abstract sessions, while 1932 abstracts were selected for poster presentations. There were also 32 skills building workshops selected for the congress.



10.5	Five main plenary sessions were hosted during the 9th ICAAP that highlighted critical discussions on the Overview of the Epidemic: Progress & Challenges to Achieving Universal Access; Strengthening Health System & Sustaining the Response; Inequity, Vulnerability and AIDS; Power Dynamics and AIDS Governance; and Empowering People, Strengthening Networks. In addition to the plenary sessions and the abstract driven session, the 9th ICAAP also hosted 24 symposia sessions, 68 satellite meetings, five satellite meetings and 60 exhibition booths. 



10.6	The 9th ICAAP also hosted an Asia‐Pacific Village during the congress. The Asia‐Pacific Village provided a place where delegates can both interact and engage on a personal level, sharing all our combined experiences, knowledge and skills, build coalitions, and promote interactive learning among communities living with and affected by HIV and AIDS including policy makers, researchers and other groups in the community. The Asia Pacific Village also hosted a Youth Corner and a Community Dialogue Space with support from UNDP and the Global Fund. 



10.7	The two Pacific Parliamentary Champions also spent some time in the Asia Pacific village talking to visitors about their programme and had their promotional poster on display in the booth. As the two Champions were also part of the 20 member parliamentarians group organised by AFPPD, much of their time was spent attending AFPPD events. 





11. Parliamentarian and Harm Reduction Workshop on 8 August from 18.00 pm- 19.30pm at the Hyatt, Nusa Dua, Bali.  



11.1	The Asian Forum of Parliamentarians on Population and Development (AFPPD) collaborated with Response Beyond Borders in organizing a parliamentarians’ workshop on Harm Reduction on Saturday 8th August at the Grand Hyatt Hotel in Bali. Dr JVR Prasad Rao, Director of UNAIDS Asia-Pacific Regional Support Team, chaired the meeting and this is an on-going effort by AFPPD to further parliamentarians’ involvement in this area. 

11.2	Response Beyond Borders (RBB) is a movement which gathers together major stakeholders – parliamentarians, government officials, UN bodies, civil society, community groups and affected population to seek Asian solutions to the triple nexus of poverty, drug use and HIV/AIDS in the Asian region.

11.3	Hon. Dinesh Trivedi, Minister of State for Health and Family Welfare, India gave the inaugural address. Senator Dr Pinit Kullavanijaya, Secretary-General of AFPPD, stated in his presentation that there is a strong need to examine the current situation of HIV infection through drug use and the current government response to drug use in order to reform laws and policies that are overly punitive. Drug policy and policy on AIDS must be based on human rights standards.

11.4	Hon. Dr Nguyen Van Tien, MP, Vietnam emphasized that parliamentarians do not know much about harm reduction and some still do not support such programmes. Significantly, drug users in Vietnam are still facing stigma and discrimination. He mentioned that governments and especially the UN agencies need to provide more support such as education and training to government staff and MPs.

11.5	Hon. Datuk Noraini Ahmad, MP, Malaysia stated that Asian governments should enact and strengthen HIV/AID and drug laws to ensure that IDUs have equal rights and the laws must be based on a human rights approach. The government will also need to ensure that IDU and other vulnerable population have full access to treatment, rehabilitation and health services and more opportunity for employment.

11.6	Hon Francesca Semoso, Deputy Speaker, Bougainville, Papua New Guinea advised governments to review and revise law that discriminate, condemn and criminalize drug users and work for the prison reforms. She emphasised that “We are the agents of change and we need to have the passion and commitment to drive these changes for a better community, a better nation and a better region.”
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Hon. Semoso sharing her experience as a parliamentary champion

On HIV/AIDS at the Harm Reduction workshop







12.  Symposium on “Translating Political Commitment into Action” on 10 August from 16.00-17.30 pm. at BICC-Westin Hotel, Nusa Dua, Bali. 



12.1	Recognising the need for political leadership, AFPPD with UNAIDS organised a Symposium on “Translating Political Commitment into Action” on 10 August.

12.2	Mr Dinesh Trivedi, Minister of State for Health and Family Welfare, India chaired the symposium and emphasised in his remarks that the power of parliamentarians is significant in the response to AIDS. The success in ending stigma relies upon the political will and commitment of policy makers in monitoring the implementation of policies and allocating more budgets.

12.3	In her remarks, Ms Kyung-wha Kang, Deputy High Commissioner for Human Rights, urged parliamentarians to put human rights at the centre of HIV/AIDS response. She parliamentarians to break the silence, prejudice and misconceptions that surround the epidemic; undertake legal reforms to create an enabling environment for effective responses; improve oversight and consideration given to HIV-related issues; and ensure that national budgets invest in the HIV response and that together with international sources of funding, resources are allocated in proportion to HIV prevalence rates.

12.4	Dame Carol Kidu, Minister for Community Development of Papua New Guinea stated in her presentation that the highest level of political commitment for PNG was demonstrated first at the National Summit on HIV Prevention in 2006. The HIV/AIDS Management and Prevention Act was passed since 2005. She said that this act covers for example the rights of people infected with HIV, pre and post test counselling, discrimination, and purposeful transmission of HIV.

12.5	Ms Sapna Malla, MP from Nepal highlighted the need for better coordination and policy coherence among different government agencies, civil society organizations, UN agencies, donors and development partners. While recognising the progress that has been made thus far she emphasised the need for governments to be held accountable for translating their commitments into programmes ensuring greater protection for the most vulnerable groups including women, girls, men who have sex with men, transgender people, sex workers and people who use drugs.

12.6	Dr Nguyen Van Tien, MP from Vietnam said that parliamentarians should propose and support new legislations and budget for HIV programmes and oversee their implementation. He argued that MPs who act individually or in isolation will find it difficult to make a difference in changing law or policy. He recommended the formation of a key group of MPs, who understand and support the issues, to advocate for the understanding and support from other MPs, with technical assistance from the United Nations and other international agencies.


12.7	Senator Claire Moore of Australia stressed that political actions must be monitored and measured with benchmarks so as to make commitments meaningful. Political leaders must internalize the urgency of the AIDS epidemic and take all necessary actions.
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13. Lunch with Ms. Purnima Mane, Deputy Executive Director, UNFPA on 10 August at 1.00 pm (Westin Hotel)



 13.1	On 10 August, the Secretary-General of AFPPD - Senator Dr Pinit Kullavanijaya of Thailand, hosted a luncheon with Ms Purnima Mane, Deputy Executive Director of UNFPA, who addressed the 25 parliamentarians and ministers from across Asia-Pacific who were invited by AFPPD in cooperation with UNAIDS to attend the conference in Bali.

13.2	Ms. Mane expressed her satisfaction that so many countries and parliamentarians are demonstrating growing political will to combat HIV/AIDS at local and national levels. She urged parliamentarians to step up efforts to fight stigma and discrimination in some countries. She also mentioned that more resources need to be allocated and proper implementation be monitored by parliamentarians.

13.3	We were also joined at the lunch meeting by Dr. Nafis Sadik, UN Special Envoy on AIDS in Asia & the Pacific.
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14. “Feminization of HIV/AIDS” on 11 August from12.30-14.00 pm. at BICC-Westin Hotel, Nusa Dua, Bali.

 14.1	In collaboration with the AIDS Society of Asia-Pacific (ASAP), AFPPD organised a satellite session at the ICAAP on “Women parliamentarians addressing feminization of HIV/AIDS” on 11 August. This session highlighted the increased infection of women in the region. At the end of 2007, it was estimated that more than 33.0 million adults worldwide are living with HIV and AIDS and half of them are women.

14.2	Dame Carol Kidu, Minister of Community Development of Papua New Guinea chaired the session and cited example of the care and support in her country that reach women affected by HIV and AIDS through a community-based approach. Minister Kidu emphasised that this programme which is being implemented by the Catholic Diocese of Kundiawa in Simbu Province a service point to provide additional resources for vulnerable people.

14.3	Ms Chieko Nohno, Senator from Japan said there is an urgent need to prevent the feminisation of HIV/AIDS by enacting gender equality laws, providing extensive sex education as part of education about life, formulating and implementing gender-based violence prevention laws, and conducting strict surveillance of and managing human trafficking laws.

14.4	Senator Claire Moore of Australia said that as the feminisation of HIV/AIDS moves the epidemic into the domain of sexual and reproductive health, our challenge is to integrate HIV/AIDS and sexual and reproductive health. The value of approaching the spread of HIV through a SRH framework is evident as the disease spreads increasingly to women and young adults. At the same time, the advantages provided by the strong funding base for HIV would be well integrated into a broader SRH approach.

14.5	Dr Donya Aziz also agreed that HIV/AIDS has become undeniably a matter of sexual and reproductive health. She stressed that women’s rights are an end in themselves and every woman deserves to live in good health and free from diseases like HIV and from coercion in her sexual and reproductive life. Parliamentarians should therefore be obliged to improve the status of women and girls.

14.6	Dr Jeanet Garin MP, Philippines pointed out that a stronger awareness campaign and youth education on HIV/AIDS can help prevent the rise in number of cases. To combat HIV/AIDS, Dr Garin said that coordinated and sustainable effort at both national and local level is needed through the strict enforcement of the Republic Act 8504 or the Philippine AIDS Prevention and Control Act of 1998.

14.7	Pacific Parliamentary Champion on HIV/AIDS and Deputy Speaker of the Bougainville House of Representatives, Hon. Francesca Semoso presented on the Pacific perspective and said that in the Pacific, more women than ever before are being infected with HIV/AIDS and that they tend to be infected at a younger age then men. 

14.8	She also highlighted some effective measures in stopping the feminisation of HIV/AIDS in the Pacific, such as an increase of financial and technical support to initiatives-governmental and non-governmental-that promote women’s economic empowerment, including opportunities for women’s paid employment and entrepreneurship and link these interventions to HIV prevention interventions. 

14.9	Hon. Semoso’s presentation which was prepared by the Project Officer, Alifereti Bulivou is attached as Appendix 3.
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15.  Daily feedback on PPAPD/FPOC listserve and Aidstok  	

15.1	A total of five (5) feedback stories were released on both the PPAPD/FPOC and Aidstok listserves during the ICAAP Meeting. More would have been posted had it not been for the long travel from our hotel to the meeting venues.

15.2	The stories are attached as Appendices  4 – 8.

16.	On-site Study visit to Kerobokan Pententiary (Bali’s largest Prison) – Wednesday 12 August



16.1	Pacific Parliamentary Champions on HIV/AIDS, Hon. Francesca Semoso and Hon. John Tangi joined other parliamentarians from the Asian region to participate in an inspiring site visit to Denpasar's Kerobokan Penitentiary, Bali’s largest prison. The visit was conducted by the Asian Harm Reduction Network (AHRN) in collaboration with the Asian Forum of Parliamentarians on Population and Development (AFPPD).



16.2	The Asian Harm Reduction Network (AHRN) plays a pivotal role across Asia by providing essential technical support and necessary services based on the needs of people who are currently using or recovering from drug dependence.



16.3	The visit was an eye opening experience for the two Pacific parliamentary champions as they were given the rare opportunity to mingle with HIV positive prisoners and convicted drug offenders. The inmates were able to share their experiences freely with the parliamentarians, providing an insight that could only better inform them when advocating on these issues in their own countries.
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Pacific Champions joined other MPs from the Asian region for a tour of the Kerobokan prison.

17. Recommendations:	



17.1	During the back to back meetings, it was quite evident that MPs who are sent on these meetings need secretariat support at these meetings. Hon. Semoso was approached at the last minute to present during the Harm Reduction workshop as well as the Feminisation workshop. As the Project Officer had accompanied the two MPs, he was able to prepare presentations for the members as well as assist them in other administrative arrangements during the trip.



17.2	It is therefore highly recommended that a staff member from the Secretariat accompanies MPs on various meetings they are required to attend abroad.



18. Conclusion:	



18.1	I would like to thank the Rapid Response Fund Team for funding my attendance at both the ICAAP meeting and the Maternal Health Workshop in Bali as well as AFPPD for the logistical arrangements.




Annex 1: Programme



9th International Congress on AIDS in Asia and the Pacific

8-12 August 2009, Bali, Indonesia

Information Sheet

		



VENUE

Bali International Convention Centre (BICC)-Westin Hotel and the Bali Hyatt, Nusa Dua

Address: Kawasan BTDC, Lot N3 Nusa Dua, Indonesia 80363

Tel.: +62 361 771 906 Fax: +62 361 772 047 Website: http://www.baliconvention.com



		DATES 

8 August: Registration with AFPPD from 15.00-17.30 pm at the Le Grande Suits, 

Pecatu, Bali (Room to be announced) 



“Parliamentarians and Harm Reduction Workshop” organized with Response beyond Borders at the Bali Hyatt Hotel, Nusa Dua,(18.00 pm- 19.30 pm) This will be followed by dinner reception 



9th August: The 9th ICAAP Opening Ceremony and welcome reception will take 

place on the evening at Lotus Pond, Garuda Wisnu Kencana (GWK) 

Cultural Park in Bali from 17:45 pm-22.00 pm 



10 August: Lunch with Deputy Executive Director, UNFPA (Ms. Purima Mane) at 1.00 

pm (Venue to be announced) 



AFPPD Symposium on “ Translating Political Commitment into Action” at 

Nusantara II, IBICC, Westin Hotel (16.00 pm-17.30 pm) 



11August: AFPPD Satellite session on “ Feminization of HIV/AIDS” at Nusantara 3 

BICC, Westin Hotel ( 12.30 pm-14.00 pm) 



Note: These are only AFPPD events. But you are also requested to attend other 

session of ICAAP which interested you 







	





























Annex 2:	LIST OF PARTICIPANTS 



		Status 

		Country/Name



		1. Afghanistan 

		1. Mr. Dr. Mohammad Ali Sitigh 



		 

		2. Mr. Dr. Niamatullah Miakhail 



		2. Australia 

		3. Hon. Ms. Claire Moore



		3 Bangladesh 

		4. Dr. Matiur Rahman



		4 Cooks Island 

		5. Hon. John Tangi



		5. Cambodia 

		6. Dr. Damry Ouk



		6. Japan 

		7. Hon Ms. Chieko Nohno



		7. Laos 

		8. Prof. Dr. Boungnong Boupha



		 

		9. Hon. Ms. Bang-On SAYARATH.



		8. Malaysia 

		10. Hon. Ms. Datuk Noraini Ahmad



		9. Nepal 

		11.  Hon Mrs. Kamala Thapa



		10. Pakistan 

		12. Dr. Donya Aziz



		11. Philipines 

		13. Cong. Jeanet Garin



		12. PNG 

		14. Hon Lady Carol Kidu



		 

		15. Hon Ms. Francesca Semoso



		13. Sri Lanka 

		16. Dr. Rajitha Seneratne



		14. Thailand 

		17. Dr. Pinit Kullavanijaya



		15. Vietnam 

		18. Dr. Tien Nguyen



		16. Maldives 

		19. Mr. Shifaq Mufeed



		17. Samoa 

		20. Hon GATOLOAIFAANA Amataga Alesana-Gidlow



		Resource person invited from UNAIDS  by AFPPD

		 



		 

		21. Hon Mr. Dinesh Trivedi



		 

		22. Hon. Mr. Oscar Fernandes



		 

		23. Hon. Mrs.Sapna Malla



		 

		24. Ms. Maya Singh



		 

		25. Mr. Kuzholuzo (Azo), 



		 

		26. Dr. Sailaja Nath



		AFPPD staff

		 



		 

		27.Mr. Shiv Khare



		 

		28.Mrs. Pariyaporn Sappapan



		 

		29. Ms. Salakjit Nakduang



		 

		30. Ms. Hitomi Tsunekawa



		 

		31. Mr. Alifereti Bulivou (PPAPD/FPOC)



		

		

























































































Annex 3:	PAPER PRESENTED BY HON. FRANCESCA SEMOSO
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THE 9TH INTERNATIONAL CONGRESS ON AIDS IN ASIA AND THE PACIFIC MEETING

BALI, INDONESIA

8 – 12TH AUGUST, 2009

	



FEMINISATION OF HIV/AIDS

1.	Introduction



1.1	 There are at least three worrisome trends that can be easily observed in the Pacific region.  The first is that the HIV/AIDS virus’ progression continues unabated and this progression is outpacing the current response.  The second is that women tend to be infected at a younger age then men, and the third is that more women than ever before are being infected in the Pacific Islands. 



1.2	As recently learned from Asian epidemics, the prevailing focus on identified ‘at risk groups’ –not only gives a false sense of security to those who do not identify with these groups, it may also contribute to the ongoing gaps in response that consistently fail to identify and respond to important contextual information, specifically that in many Pacific Islands, transmission could be more frequent where most people do not expect it, for example in marriage.  Evidence from Papua New Guinea already supports this conclusion. 



2.	Evidence



2.1	In a recent study carried out by the UNDP Pacific Centre, UNIFEM and the Secretariat of the Pacific Community, gender still does not get adequate attention in HIV programming despite the fact that it has long been recognised as being fundamental to understanding and addressing HIV and AIDS.  The spread of HIV is closely associated with the different and unequal circumstances of women and men and the power imbalances between them which result in different forms of gender-based discrimination against women.  In all Pacific Island countries, risky sexual behaviour is a major factor in the spread of HIV and other STIs, especially the sexual behaviour of men who have more social power and sexual license than women.  



2.2 	Social constructions of masculinity that denigrate women and girls and emphasise physical and sexual prowess, combined with the erosion of some traditional forms of social control and rapid and disruptive social change place men at great vulnerability and risk of HIV. This then places their sexual partners (female and male) at greater risk. More consideration must therefore be given to addressing the very real risks of HIV infection, particularly for women, within marriage. 



3.	Gender-based violence						



3.1	It is well established and internationally accepted that Gender based violence constitutes an urgent public health problem worldwide, particularly in the context of STI transmission and the HIV and AIDS epidemic. A common cause of violence by men against their wives and girlfriend appears to be refusal or reluctance to have sexual relations. It also seems to be widely believed in different Pacific cultures that a married woman does not have the right to refuse intercourse with her husband and partner. When girls and women are beaten for refusing sex or are forced to have sex, their risk of becoming infected with HIV increases significantly. Women who have been beaten by their husband or partner are less likely to report rape even if the rapist is not their husband or partner and more likely to fear HIV testing even if they have not engaged in pre-marital, extramarital or paid sex. 



3.2	Sexual abuse, coercion and lack of control over sexuality can constitute the violation of a range of (women’s) human rights. Sexual abuse in childhood can have both short-and long-term psychological effects that seem to contribute to riskier sexual behaviour later in life, which then lead to increased risk of HIV infection. 



4.	Sex Workers



4.1	Sex workers and those who engage in paid sex are mostly women and many are young. Throughout the Pacific women have less independence than men, less opportunity than men do to meet their needs and aspirations, to earn their own money, to control their sexuality or to own or control property.  Women who have their own money and assets are less dependent on men, are generally less vulnerable to gender-based violence, are less likely to choose sex work or to resort to sexual transactions and are more empowered to negotiate safe sex.



5.	Recommendations



5.1	Increase financial and technical support to initiatives : governmental and non- governmental, that promote women’s economic empowerment, including opportunities for women’s paid employment and entrepreneurship and link these interventions to HIV prevention interventions.



5.2	Pacific Island governments should enact and strengthen family laws to ensure that women have equal rights during and upon breakdown of relationships, including de facto and same sex relationships. 



5.3	Pacific Island Governments should continue to strengthen laws and sanctions to address gender-based violence, including sexual abuse as intrinsic elements to stopping the spread of HIV.



5.4 	Pacific Island Governments should consider decriminalising sex work, deterring exploitation and ensure that the human rights of sex workers of both sexes are respected, protected and fulfilled. 



5.5	More vigorous efforts are needed to implement national policies to promote the education of girls at all levels and to increase their legal empowerment, especially in countries where gendered barriers to education still exist. 



5.6	Utilise Pacific Islander champions and influential men to challenge current stereotypes and promote positive models of masculine behaviour and sexuality and use youth organisations that either focus on sport or cultural activities as entry points to work with young men and boys.



6.	Conclusion



6.1	Hopefully, what has been presented during this 9th ICAAP meeting will be translated into action by those at the decision making level like us parliamentarians. We are the agents of change and we need to have the passion and commitment to drive these changes for a better community, a better nation and a better region – the Asia/Pacific region.



	TOGETHER WE CAN DO IT.







	





Hon. Francesca Semoso

Deputy Speaker

Bougainville House of Representatives

Email: fsemoso@global.net.pg			

		





























APPENDIX 4: FEEDBACK STORIES

Pacific Parliamentary Champions on HIV/AIDS attend 9th ICAAP Meeting

The 9th International Congress on AIDS in Asia and the Pacific (ICAAP) is currently being held in Bali, Indonesia from 8-12 August 2009. The meeting was officially opened last night by Indonesian President Susilo Bambang Yudohono. The meeting, which has the theme, “Empowering People – Strengthening Network” is attended by 3000 delegates and participants from 65 countries- including 14 Pacific Island countries.

PPAPD/FPOC is currently represented at the meeting by our two HIV/AIDS Champions – Hon. Francesca Semoso (Deputy Speaker, Bougainville House of Representatives, Hon. John Tangi (Leader of the House, Cook Islands Parliament) and Project Officer at the Secretariat – Mr Alifereti Bulivou. 

Apart from attending the ICAAP meeting, the two parliamentarians will also be attending other satellite meetings organised by the Asian Forum of Parliamentarians on Population and Development (AFPPD) and a Maternal Health Workshop to be held from 13 – 16 August. 

The two Champions will also be part of the Asia/Pacific village to showcase their recent activities. An invitation has also just been received from Mr. Ton Smits, Executive Director, Asian Harm Reduction Network (AHRN) that our Champions be part of the study site visit to the Denpasar's Kerobokan Penitentiary, Bali’s largest prison.

Bulivou.

        



























APPENDIX 5:

Satellite Meetings at 9th ICAAP Meeting for Parliamentarians - Bali, Indonesia

The Asian Forum of Parliamentarians on Population and Development (AFPPD) in collaboration with UNAIDS mobilised parliamentarians from Asia-Pacific countries in a number of events at the 9th ICAAP Meeting here in Bali, Indonesia. 

On 10 August, a major symposium brings together eminent ministers and MPs from Australia, India, Nepal, Papua New Guinea, Thailand and Vietnam to explore ways to “Translate political commitment into action on HIV/AIDS.”

A satellite session the next day features a unique panel of Asia-Pacific women parliamentarians, who will address the worrisome trend of feminisation of HIV/AIDS and discuss ways to reduce gender inequities and women’s vulnerability to HIV infection. This session will be chaired by Lady Carol Kidu, PNG’s Minister for Women and Community Development. One of our Pacific Parliamentary Champions on HIV/AIDS, Hon. Francesca Semoso will be one of the Speakers.

At the end of 2007, it was estimated that more than 33 million adults worldwide are living with HIV/AIDS and half of them are women. The study also shows that over 60% of 15 – 24 year olds living with HIV are young women. A recent UN study reveals the percentage of adults living with HIV/AIDS who are women have increased in all the regions surveyed, including a worrisome “feminisation” of the epidemic. Therefore there is a need to highlight this issue by engaging women parliamentarians and leaders to raise awareness of the linkages between gender inequity and HIV/AIDS.

Several other interesting sessions will also feature parliamentarians. Over 30 parliamentarians are currently attending ICAAP.              

(Alifereti Bulivou)     





















APPENDIX 6:

Harm Reduction Workshop for Parliamentarians



The Asian Forum of Parliamentarians on Population and Development (AFPPD) collaborated with Response Beyond Borders in organizing a parliamentarians’ workshop on Harm Reduction on Saturday 8th August at the Grand Hyatt Hotel in Bali. Dr JVR Prasad Rao, Director of UNAIDS Asia-Pacific Regional Support Team, chaired the meeting and this is an on-going effort by AFPPD to further parliamentarians’ involvement in this area. 



Response Beyond Borders (RBB) is a movement which gathers together major stakeholders – parliamentarians, government officials, UN bodies, civil society, community groups and affected population to seek Asian solutions to the triple nexus of poverty, drug use and HIV/AIDS in the Asian region.



It has been revealed that an epidemic of HIV/AIDS driven by unsafe injecting drug use practices is sweeping across Asia, the continent that is home to nearly half of the world’s drug users. Some Asian countries have reported HIV prevalence rates as high as 85% among people injecting drugs; yet only 3 to 8 percent of this key population group has access to assistance programmes in most Asian countries.



HIV epidemics are highly unlikely to sustain themselves in the “general population” independently of commercial sex, drug injecting, and sex between men. And, most critically, it means that prevention efforts that drastically reduce HIV transmission among and between these most-a- risk populations will bring the epidemics under control.



Hon. Semoso was approached at the eleventh hour to present on her role as HIV/AIDS Champion in the Pacific and the need for political commitment from our leaders. Her presentation drew a lot of applause from delegates as it highlighted the passion needed from leaders to combat the AIDS epidemic.

Response Beyond Borders is organising a study visit to the Denpasar's Kerobokan Penitentiary, Bali’s largest prison to see first-hand the intervention and treatment programmes at the prison.



(Alifereti Bulivou)



















APPENDIX 7:

Feminisation of HIV/AIDS

Pacific Parliamentary Champion on HIV/AIDS and Deputy Speaker of the Bougainville House of Representatives, Hon. Francesca Semoso says that in the Pacific, more women than ever before are being infected with HIV/AIDS and that they tend to be infected at a younger age then men. 

She highlighted lessons learnt recently from Asian epidemics about the prevailing focus on identified ‘at risk groups’ – it not only gives a false sense of security to those who do not identify with these groups, it may also contribute to the ongoing gaps in response that consistently fail to identify and respond to important contextual information, specifically that in many Pacific Islands, transmission could be more frequent where most people do not expect it, for example in marriage.  

“Evidence from Papua New Guinea already supports this conclusion whereby more stay at home housewives are being infected by their husbands. 

In a recent study carried out by the UNDP Pacific Centre, UNIFEM and the Secretariat of the Pacific Community, gender still does not get adequate attention in HIV programming despite the fact that it has long been recognised as being fundamental to understanding and addressing HIV and AIDS.” Hon Semoso said during her contribution at the satellite meeting organised by the Asian Forum of Parliamentarians on Population and Development (AFPPD).   

“It is well established and internationally accepted that Gender based violence constitutes an urgent public health problem worldwide, particularly in the context of STI transmission and the HIV and AIDS epidemic. A common cause of violence by men against their wives and girlfriend appears to be refusal or reluctance to have sexual relations. 

“It also seems to be widely believed in different Pacific cultures that a married woman does not have the right to refuse intercourse with her husband and partner. When girls and women are beaten for refusing sex or are forced to have sex, their risk of becoming infected with HIV increases significantly. Women who have been beaten by their husband or partner are less likely to report rape even if the rapist is not their husband or partner and more likely to fear HIV testing even if they have not engaged in pre-marital, extramarital or paid sex.” Hon. Semoso said 

She emphasised that throughout the Pacific women have less independence than men, less opportunity than men do to meet their needs and aspirations, to earn their own money, to control their sexuality or to own or control property.  Women who have their own money and assets are less dependent on men, are generally less vulnerable to gender-based violence, are less likely to choose sex work or to resort to sexual transactions and are more empowered to negotiate safe sex.

Amongst other issues, she recommended the following to counter the feminisation of HIV/AIDS in the Pacific:

Increase financial and technical support to initiatives -governmental and non governmental- that promote women’s economic empowerment, including opportunities for women’s paid employment and entrepreneurship and link these interventions to HIV prevention interventions.

Pacific Island governments should enact and strengthen family laws to ensure that women have equal rights during and upon breakdown of relationships, including de facto and same sex relationships. 

Pacific Island Governments should continue to strengthen laws and sanctions to address gender-based violence, including sexual abuse as intrinsic elements to stopping the spread of HIV.

More vigorous efforts are needed to implement national policies to promote the education of girls at all levels and to increase their legal empowerment, especially in countries where gendered barriers to education still exist. 

“Hopefully, what has been presented during this 9th ICAAP meeting will be translated into action by those at the decision making level like us parliamentarians. 

“We are the agents of change and we need to have the passion and commitment to drive these changes for a better community, a better nation and a better region – the Asia/Pacific region.

(Alifereti Bulivou)







































APPENDIX 8:

ON-SITE STUDY VISIT TO KEROBOKAN PENITENTIARY (BALI'S LARGEST PRISON) WEDNESDAY 12 AUGUST

Pacific Parliamentary Champions on HIV/AIDS, Hon. Francesca Semoso and Hon. John Tangi today joined other parliamentarians from the Asian region to participate in an inspiring site visit to Denpasar's Kerobokan Penitentiary, Bali’s largest prison. The visit was conducted by the Asian Harm Reduction Network (AHRN) in collaboration with the Asian Forum of Parliamentarians on Population and Development (AFPPD).

The Asian Harm Reduction Network (AHRN) plays a pivotal role across Asia by providing essential technical support and necessary services based on the needs of people who are currently using or recovering from drug dependence.

“In a survey conducted at Kerobokan prison, between late 2008 and early 2009 found 14 of 200 inmates tested positive for HIV/AIDS. These figures suggest the prison's HIV/AIDS prevalence rate have remained steady in the last three years. A large number of inmates, serving time in Kerobokan for drugs offences, are also injecting drug users (IDUs),” the  Executive Director of AHRN, Mr. Ton Smits said.

In 2004, prison authorities formed an HIV/AIDS mitigation task force to conduct the first ever intervention and treatment programs targeting inmates. It is believed the program played a crucial role in decreasing HIV prevalence rates. The program is built around harm reduction principles, which educate inmates on the risk factors associated with injecting drug, needle and syringe sharing in particular. A site clinic provides IDU inmates with methadone maintenance therapy (MMT) by regular oral intake. The program is being carried out openly at the prison's clinic. This supports an important role in increasing awareness and knowledge of the disease.

“Drug offenders make up a significant proportion of inmates in prisons throughout Asia and beyond. 

“The risk of spreading HIV and other communicable diseases such as Tuberculosis and Hepatitis in closed settings including prisons have been well documented. 

“Given the absence of harm reduction programs in prisons in many Asian settings, this on-site study visit provided a unique opportunity to share Indonesia’s positive experience,” Mr Smits said.

Meanwhile, the visit was an eye opening experience for the two Pacific parliamentary champions as they were given the rare opportunity to mingle with HIV positive prisoners and those that were convicted with drug offences. The inmates were able to share their experiences freely with the parliamentarians,  providing an insight that could only better inform them when advocating on these issues.

“The issue of drug abuse is slowly rearing its ugly head in the Pacific, and this site visit and briefing makes us aware of what to expect and the time to act is now rather than later,” said Hon. Semoso

“It is important that Governments provide the necessary funding so that prisoners are able to access methadone when they leave prison.

Hon. Tangi emphasised the importance of skills building and rehabilitation training for prisoners so that they are able to have a meaningful form of employment when they leave prison.

“The importance of the role of policy makers cannot be over-emphasised to combat this problem in particular by supporting advocacy programmes and the provision of the necessary budget to support these programmes,” he added.

Bulivou



































































































APPENDIX 9:

Declaration on the Response to HIV and AIDS in Asia and the Pacific

AIDS Ambassadors and Champions

9 August 2009, 9th ICAAP, Bali, Indonesia



We, AIDS Ambassadors and Champions, in our commitment to strengthen the response to HIV and AIDS,



• 	Recognize and pay tribute to the many people across our regions – members of civil society, government officials, political leaders, healthcare professionals, youth leaders, People Living with HIV and Affected by AIDS, leaders of networks of marginalized populations, religious and community leaders, leaders of national programmes, UN system, multilateral, donor agencies and allies in the private sector – who together and individually share in building and sustaining an inclusive, humane, comprehensive, and

effective response to the global AIDS epidemic;



• 	Recognize that while substantial progress has been made in reaching some Millennium Development Goals (MDG), many countries in Asia and the Pacific still lag behind, especially in reaching Goal Number 6 to combat HIV and AIDS, malaria and other diseases. Also recognize that achievement of the targets to provide Universal Access to HIV prevention, treatment, care and support to people who need these services, set in the Declaration of Commitment adopted by the countries of the world in June 2001 is

absolutely essential if we are to meet the MDG Target for Goal Number 6 to have halted them by 2015 and begun to reverse their spread;



• 	Recognize the link between HIV and all the MDGs and the need to raise HIV and AIDS in a broader range of fora;



• 	Recognize that as a result of the global economic crisis, HIV prevention and treatment programs may be disrupted as donors and governments alike confront resource constraints in funding HIV and related programs. At the same time many households and individuals face economic hardship which makes them both more vulnerable to HIV and less able to meet their own health costs;



We therefore call on Governments, donor organizations and all community partners to



• 	Achieve the goals of reaching Universal Access to comprehensive HIV prevention, treatment, care and support in order to accelerate progress in implementing the Declaration of Commitment adopted at the UN General Assembly Special Session on AIDS in 2001, and the High-Level Political Commitment of 2006, despite the pressures of the global economic crisis;



• 	Work to eliminate HIV related stigma, discrimination and gender disparity and to ensure that people at risk of or affected by HIV have equitable access to services, and meaningful involvement in related policies and programmes.



• 	Work with young people in planning, policy development, implementation and monitoring of the HIV and AIDS response;



• 	Improve the efficiency, outreach, and inclusiveness of our work related to HIV prevention by focusing on high impact strategies that are evidence informed and grounded in human rights, with an emphasis of reaching key populations including injecting drug users and their partners, men who have sex with men, sex workers, clients of sex workers and their partners and encourage all countries to seek ways to make programmes more ccessible, efficient and more cost-effective;



• 	Accelerate resource mobilization at both the national and international levels;



• 	Develop contingency plans to ensure continued access to essential care, treatment, and support regardless of whether an emergency arises out of local conflict, natural disaster, or global economic pressures;



• 	Address impediments to effective HIV prevention presented by legal and policy frameworks, which criminalize vulnerable groups like sex workers, drug users and men who have sex with men and ensure that human rights principles, including those outlined in the Universal Declaration of Human Rights are upheld. This includes working to overcome the obstacles that prevent the support and scale up of harm reduction programmes;



In closing, we, the AIDS Ambassadors and Champions present at this meeting,



• 	Pledge to implement this declaration whenever and wherever possible.





AIDS AMBASSADORS AND CHAMPIONS



Government - Republic of Indonesia



First Lady HE Ani Bambang Yudhoyono, National AIDS Ambassador

DR. Dr. Siti Fadillah Supari, Minister of Health

Dr. Nafsiah Mboi, Secretary, National AIDS Commission, Indonesia

Mrs. Ayu Pastika, Bali Governor’s Wife



National Ambassadors and Champions



Prof. Dr. Zubairi Djorban Chair, Indonesian AIDS Society

Prof. Dr. Samsuridjal Djauzi Pelita Ilmu Foundation, Jakarta

Prof. DN Wirawan Kertipraja Foundation, Bali

Erna Witoelar, Former MDG Ambassador for Asia & the Pacific

Abdullah Denovan, National Network of People Living with HIV

Santi Sardi, Association of Women Living with HIV



Foreign Governments



Hon. Misa Telefoni, Deputy Prime Minister, Samoa

Hon. Jamie Maxtone-Graham, Parliamentarian, PNG



AIDS Ambassadors



Murray Proctor, Ambassador for HIV, Australia

Dr. Marike Wijnroks, Ambassador for HIV, Netherlands

PU Cunxin, China AIDS Ambassador



Asia Pacific Leadership Forum Committee



Serge Dumont, Snr Vice President - President Asia Pacific Omnicom Group Inc.

Marina Mahathir, Former Director, Malaysian AIDS Council

Lady Rosyln Morauta, Former First lady, PNG

Maire Bopp, CEO of PIAF, APLF champion in the Pacific

Dr Bun, Chair Pacific STI & HIV Fund



United Nations



Nafis Sadik, UN Special Envoy on AIDS in Asia & the Pacific

Kyung-wha Kang, UN OHCHR Deputy High Commissioner

Michel Kazatchkine GFATM Executive Director

Purnima Mane, UNFPA Deputy Executive Director

Jeff O’Malley, UNDP Director, HIV/AIDS Group, New York

Debrawork Zewdie, Director, Global HIV/AIDS Programme, World Bank

Christian Kroll, UNODC Global Coordinator for HIV

JVR Prasada Rao, UNAIDS RST Director

Anupama Rao Singh, UNICEF EAPRO Regional Director



UNAIDS Goodwill Ambassadors



Salman Ahmed, UNAIDS Goodwill Ambassador, Pakistan

James Chau, UNAIDS China Goodwill Ambassador



Youth Representatives



Rachel Arinii, Bali Youth Force

Himakshi Piplani, Bali Youth Force
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Report on the 9th International Congress on AIDS in Asia and the Pacific (ICAAP), Bali Indonesia, 9-13th August 2009

Regional Media Centre (RMC/SPC)


The 9th International Congress on AIDS in Asia and the Pacific (ICAAP was held in Bali, Indonesia from the 9th to the 13th August 2009.

A proposal was submitted to the Pacific Islands HIV and STI Response Fund to produce a documentary film on ICAAP. The documentary is to focus on the participation of the Pacific contingent to the 9th ICAAP in Bali and also to look at the current situation of HIV and AIDS in the Pacific from the perspective of the Pacific participants. What was significant about the 9th ICAAP was that there was a Pacific Meeting House, a joint initiative of the Secretariat of the Pacific Community (SPC) and the Pacific AIDS Foundation (PIAF).


The 9th ICAAP featured the largest gathering of Pacific Island participants compared to previous congresses. The documentary intends to look at the issues emanating from the Pacific and the current status and direction work in HIV and AIDS is taking. We hope to also make some comparisons with our Asian counterparts and see what the current situation is in Asia. The documentary will feature;


· Interviews with participants, both from the Pacific and Asia


· Highlights of major speeches


· Opening and closing ceremonies


· Presentations – individual and panel discussions


· Cultural events


A team of two from RMC, Larry Thomas (director) and Joji Nabalarua (Cameraperson) attended and filmed throughout the whole duration of the conference. Those interviewed among others included;

· Maire Bopp Dupont (CEO of PIAF)


· Misa Telefoni (Deputy Prime Minister of Samoa)


· Ms Fransesca Semoso (PPAPD AIDS Champion)


· Jack Martin (Peer Educator, HIV/STI section SPC)


· Peter Momo (Person with Living HIV)

· Dr Dennie Iniakwala

Filming of the opening and closing ceremonies was also made, including the speech of the President of Indonesia.


The budget requested and allocated was F$9406.60. This amount was to cover the cost of travel, production and post production. Also included were costs for design of DVD cover and label, dubbing and distribution.

It is intended that the documentary be a record of the 9th ICAAP that could be used for training or informational purposes. A similar documentary was produced at the 8th ICAAP in SriLanka with the funding support from AUSAID. 


The documentary is now in post production and we anticipate to having the documentary completed within six to eight weeks.
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Policy recommendation proposes following strategies for group 1 


(Prevalence in women attending ANC equal or greater than 15%) 


 


1. Develop and implement Strategic Health Communication (SHC) campaigns to increase 


awareness of high local rates of STI, to promote safe sexual behavior and to increase 


health care seeking behavior. 


2. Ensure quality comprehensive syndromic management for symptomatic STI is provided 


at health centres and nursing stations (primary health care level) as well as secondary and 


tertiairy levels. 


3. Provide counselling, testing and treatment for asymptomatic STI, including provider 


initiated screening for chlamydia, syphilis and HIV among vulnerable and most at risk 


groups.  


4. Improve partner management.  


5. Provide epidemiologic treatment for chlamydia to all women at first antenatal visit, 


including their partners and screen all women for syphilis at first antenatal consultation. 


Treat women and partner(s) for syphilis when screening test is positive and confirm 


treatment by doing titer at first and follow up consultation. 


6. Provide universal prophylaxis for neonatal conjunctivitis at birth of each child. 


7. Provide effective drugs for the treatment of STI available free of charge at all levels of 


health care system, including nursing stations. 


8. Monitor consequences of Chlamydia and other STI (form in attachment 2). Screening of 


the first 200 (maximum and minimum 100) women attending ANC ( first visit) for 


chlamydia starting at the beginning of each year (preferably in the clinic with the highest 


number of women coming for first visit at ANC and close to the laboratory where 


Chlamydia testing is done). These samples may be anonymous, but need to be taken 


sequentially from day 1 of start of surveillance, before administration of medication for 


Epi-Tx. 
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The STIWG has created generic guidelines for implementation of each strategy which we have 


also attached (attachment 3). These need to be worked upon in your country with a working 


group, to translate them to your reality and create a time line for implementation and for each 


implementation guideline, one responsible officer should be indicated to drive the process and 


monitor progress.  


 


2 members of the STIWG are assisting the countries with the implementation, so please feel free 


to contact us for enquiries or assistance: 


-  Dr Sophaganine Ty Ali (Nin), STI Advisor & Clinical support Cluster Coordinator, SPC, 


and 


- Dr Brigitte De Hulsters, Medical Officer, STI, WHO 
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Foreword 
To ensure that national and regional programmes are equipped to address the high 


prevalence of sexually transmitted infections, the Sexually Transmitted Infections 


Working Group for the Pacific (STIWG) was established in late 2006. The STIWG is a 


technical working group comprised of representatives from the Secretariat of the Pacific 


Community (SPC), World Health Organization (WHO), United Nations Population Fund 


(UNFPA), U.S. Centers for Disease Control and Prevention (CDC), United Nations 


Children’s Fund (UNICEF) and Oceania Society for Sexual Health and HIV Medicine 


(OSSHHM).  


The recommendations contained herein are the result of a consensus of representatives 


from the STIWG.  


This document is intended as a policy guideline for public health staff, STI program 


managers, laboratory and clinical staff. 


This document should be read in conjunction with the following documents: 


1. Improving national sexually transmitted infections surveillance in Pacific 


Island countries and territories: Consensus document on sexually transmitted 


infections case definitions and minimum data set. STIWGP May 2008, 


http://www.spc.int/hiv/index.php?option=com_docman&task=cat_view&gid=126&Itemid=1


48 and 


2. Comprehensive STI Case Management Guidelines 


http://www.who.int/reproductive-health/publications/rtis/9789241593407/index/en/index.html 


3. National BD screening and treatment Guidelines 


4. National or regional (WHO/OSSHM/CDC) STI Treatment Guidelines  


http://www.spc.int/hiv/index.php?option=com_docman&task=cat_view&gid=116&Itemid=148 


http://www.who.int/hiv/pub/sti/en/STIGuidelines2003.pdf 


5. Strategic Health Communication Guidelines 







2 


 


Table of Contents 
Foreword ............................................................................................................................. 1 


Abbreviations ...................................................................................................................... 3 


Introduction......................................................................................................................... 4 


Background .......................................................................................................................... 6 


Current Strategy .............................................................................................................. 7 


Recommendations for Enhanced STI Control ..................................................................... 8 


1. Strategic Health Communication (SHC) .................................................................... 12 


2. Comprehensive Syndromic management of STI Symptoms ..................................... 14 


3. Expanded Testing for Chlamydia and Other STIs ...................................................... 14 


4. Improved Partner Management ............................................................................... 18 


5. Epidemiological (Presumptive) Treatment for Chlamydia ........................................ 19 


6. Universal prophylaxis for neonatal conjunctivitis ..................................................... 21 


7. Effective Drugs .......................................................................................................... 22 


8. Monitoring and Evaluation ........................................................................................ 23 


Resources and Planning .................................................................................................... 25 


STI Services for Specific Target Populations...................................................................... 26 


 


 


 


 


 







3 


 


 Abbreviations 
 


ANC   Antenatal Clinic 


Epi-Tx  Epidemiological Treatment 


EML  Essential Medicines List 


GASP  Gonoccocal Antimicrobial Surveillance Programme 


HIV  Human immunodeficiency virus 


HRG   High risk groups 


IEC  Information, Education, Communication  


M&E  Monitoring and Evaluation 


MSM   Men who have sex with men 


PPTCT   Prevention Parent to child transmission 


NAAT  Nucleic acid amplification tests 


NGO  Non Government Organisation 


OSSHHM Oceania Society for Sexual Health and HIV Medicine 


PICT  Pacific Island Countries and Territories 


PHC  Primary health care 


PNG  Papua New Guinea 


RPR  Rapid Plasma Reagin 


RTI  Reproductive Tract Infection 


sDOT  Single dose direct observed treatment  


SGS  Second Generation Surveillance 


SHC  Strategic Health Communication 


SPC  Secretariat of the Pacific Community 


STI    Sexually transmitted infection 


STIWG  STI Working Group 


UNICEF United Nations Children’s’ Fund 


UNFPA  United Nations Population Fund 


WHO  World Health Organisation 
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Introduction 


 


 
 


 


With the exception of Papua New Guinea (PNG), the Pacific region continues to 


demonstrate very low prevalence of the human immunodeficiency virus (HIV) in the 


general population.
1
  However, second generation surveillance (SGS) undertaken in the 


Pacific Island Countries and Territories (PICTs) in 2004/5 and 2008 have shown very high 


rates of sexually transmitted infections (STIs) among populations surveyed.  


STIs which are known facilitators of the spread of HIV
2
 are at epidemic levels in the 


Pacific region. To prevent the spread of HIV in the Pacific, urgent action is needed to 


control STI rate and change behaviours associated with transmission. 


Untreated STIs are linked to infertility, miscarriage, stillbirth, neonatal pneumonia and 


conjunctivitis and also potentially life-threatening situations such as ectopic 


pregnancies, and congenital syphilis; causing individual suffering and a preventable 


burden on the limited health resources of this region. 


The recommendations contained in this policy document aim to define priority 


interventions, to scale up chlamydia, gonorrhoea and syphilis control in PICTs. They are 


complementary to the Comprehensive STI Treatment Guidelines for symptomatic STI 


patients, guidelines for Chlamydia testing, national and regional STI Treatment 


Guidelines (WHO, OSSHHM), SHC guideline, HIV pre- and post-test counselling Policy 


and HIV continuum of care, as well as ongoing monitoring and surveillance activities 


within countries and between regional partners.  


                                                      
1
 http:// www.spc.int/hiv/downloads/second-generation-surveillance-surveys/ 


2
 Grosskurth H., Mosha F, Todd J, et al. Impact of improved treatment of sexually transmitted diseases on 


HIV infection in rural Tanzania: randomised controlled trial. Lancet 1995; 346: 530-6 


On average, 1 in 4 sexually active young people in the Pacific has a sexually 


transmitted infection. 


In some Pacific Island countries up to 40% of sexually active young people have a 


sexually transmitted infection. 
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These recommendations are intended to link to and reinforce existing HIV and STI 


prevention measures and activities to achieve the objectives of the Pacific Regional 


Strategy on HIV and STIs 2009-2013 (PRSIP II): 


1. To support national and regional efforts to prevent the spread and minimize the 


impact of HIV and other STIs on individuals, families and communities; and  


2. To increase the early detection of HIV and other STIs to reduce further infections 


and facilitate early timely treatment 


The goal of this strategy is also to strengthen local and regional health systems in a 


sustainable way. 
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Background  
Chlamydia is a common STI worldwide, particularly among young people aged 15-25 


years. Most people infected with chlamydia have no symptoms or complaints.  


Chlamydia infections contribute to significant morbidity, particularly amongst women, 


impacting on pregnancy outcome and fertility. They also cause conjunctivitis and 


pneumonia in newborns. SGS surveys in 6 PICTs between 2004-5 confirmed that STIs 


and in particular chlamydia, are very common in the sexually active population. In the 


2004-5 rounds of SGS, in 6 countries, 1618 pregnant women attending antenatal clinic 


(ANC) were tested for STIs. Eighteen percent of them were found positive for chlamydia; 


prevalence was significantly higher among women under 25 years old. Repeat SGS 


surveys in 2007 and 2008 showed an overall prevalence of chlamydia of 19%. 


Prevalence of syphilis and gonococcal infection, while much lower than chlamydia, were 


also at unacceptable levels in some PICTs. (Table 1) 


Table 1: Reported Prevalence of STIs among asymptomatic antenatal women:  


SGS Surveys, 2005 -2008 


 


  


Fiji 


2005 


Samoa 


2008* 


FSM 


2008 


Vanuatu 


2008 


New 


Caledonia 


2006 


Cook 


Islands 


2005 


Tuvalu 


2007 


W&F 


2006 


Kiribati 


2005 


Tonga 


2008 


Solomon 


Islands 


2008 


Chlamydia 29.0 27.5 25.8 25.1 23.7 19.8 17.5 15.0 13.0 12.8 10.8 


Gonorrhoea 1.7 1.3 1.6 3 7.9 2.2 0.9 4 0 1.2 1.3 


Syphilis 2.6 0 0.8 5 3.3 1.2 1.7 1 2.1 0 3 


* Data from 2008 Samoa ANC surveys approved for use but not yet published 


In comparison, European, African and Asian countries have documented much lower 


chlamydia prevalence among antenatal women. Only PNG, at 26%, has rates 


comparable to those found in the other PICTs surveyed. 


Table 2: Chlamydia Prevalence in Antenatal Women  


In Developed and Developing Countries, WHO 2001 


 


  Italy Thailand Tanzania Iceland Jamaica India PNG 


Chlamydia 


prevalence 
2.7 5.7 6.0 8.0 12.2 17.0 26.0 
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The number of foetal deaths worldwide caused by syphilis and chlamydia rival those 


caused by parent to child transmission (PTCT) of HIV and yet they are treatable and 


preventable.  Syphilis is an important cause of miscarriage, stillbirth and congenital 


syphilis. The latter may cause irreversible damage to cardiovascular and nervous system 


of the newborn infected child. Early diagnosis and treatment of pregnant women with 


syphilis infections will avoid many miscarriages, stillbirths and a considerable amount of 


morbidity in newborns.   


Early diagnosis and treatment of women with gonorrhoea and chlamydia infections 


confined to the lower genital tract will reduce the likelihood of development of pelvic 


inflammatory disease, infertility, chronic pelvic pain, and ectopic pregnancy
3
. 


Concurrent treatment and counselling of partners will reduce the likelihood of re-


infection, development of urethritis in men and possible spread of STI.   


Current Strategy 


The current strategy relies on a combination of syndromic management of symptomatic 


patients and laboratory diagnosis of STIs using various technologies. Since 2007, nucleic 


acid amplification testing (NAAT) for chlamydia and gonorrhoea has become available to 


the majority of PICTs, either in country or through referral. A rapid test for chlamydia is 


used in some PICTs. Gonorrhoea testing is also available using Gram stain and culture, 


although these tests have ceased in some PICTs since NAAT became available. The 


current recommended Syphilis testing algorithm is a combination of Rapid Plasma 


Reagin (RPR) (a non specific test) and a Treponema pallidum specific test and RPR titre, 


although the full algorithm is rarely used in practice, due to either shortage of reagents 


or laboratory technicians, and requesting clinicians being unfamiliar with the algorithm.  


Currently it is recommended that, where testing is available, all antenatal women are 


screened for chlamydia, gonorrhoea, syphilis and HIV. All blood donors should be 


screened for HIV and syphilis. Patients treated syndromically for STI symptoms are 


                                                      
3
 David Magid, MD; John M. Douglas. Doxycycline Compared with Azythromycine for Treating Women 


with Genital Chlamydia trachomatis Infection. In:Annals Internal Medicine. 15 February 1996 ; Volume 


124 Issue 4; Pages 389-399. 
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tested if facilities are available. In consistent application of these policies, along with 


poor inventory management and lack of human and financial resources at the 


laboratory level, has led to individual STI testing being unavailable to all people who 


should be eligible for testing.   


The high volume of laboratory tests done on current recommended groups describe 


above results in limited capacity for STI testing to be offered to other populations, such 


as sexually active youth or other at risk groups.   


To date, strategic health communication (SHC) also known as behaviour change 


communication has focused on HIV rather than sexual health and STI more broadly, with 


the result that knowledge of HIV transmission and prevention in PICTs is relatively high, 


but knowledge of other STI is more limited. There has also been limited success in 


translating knowledge into behaviour change for better sexual health overall.  


 


The current strategy has built important foundations. However more needs to be done 


to have a significant impact to control the STI epidemic and prevent HIV in PICTs. 


 


Recommendations for Enhanced STI Control 
The Pacific Regional STI Working Group (STIWG) recommends that PICTs implement a 


comprehensive package of interventions for enhanced STI control. The specific 


objectives of this strategy are to: 


1. Reduce Chlamydia prevalence by 50% in antenatal women by 2013 from 2008 


levels; 


2. Eliminate neonatal consequences of parental STIs, including congenital syphilis; 


and  


3. Reduce the long term consequences of STIs, including ectopic pregnancies, 


miscarriage and stillbirth. 


These objectives will be best met by building local and regional capacity, strengthening 


the health systems in a sustainable way and ensuring efficient use of resources. Most of 
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the recommendations are not new interventions, but represent an improvement, 


increase or refocusing of current interventions. The various components of the package 


are intended to work synergistically, but should be implemented in a phased approach, 


as the introductions of certain interventions are a prerequisite for others. 


Recommendation 1: Targeted Strategic Health Communication (SHC) campaigns to 


increase awareness of high local rates of STIs (symptoms, long term consequences of 


asymptomatic infections, availability of testing and treatment), to promote safe 


sexual behaviours (condom use, partner reduction) and to increase health care 


seeking behavior. 


Recommendation 2: Provide quality comprehensive syndromic management for 


symptomatic STIs. 


Recommendation 3: Counselling, testing and treatment for asymptomatic STIs, 


including proactive screening for chlamydia, syphilis and HIV among vulnerable and 


most at risk groups.  


Recommendation 4: Improved partner management.  


Recommendation 5: Epidemiologic (presumptive) treatment for chlamydia in 


antenatal women and their partners in high burden PICTs. 


Recommendation 6: Prophylaxis for neonatal conjunctivitis at birth. 


Recommendation 7: Effective drugs for the treatment of STIs, available free of 


charge and administered at all levels of the health care system. 


Recommendation 8: Framework for monitoring prevalence and long term 


consequences of STI and evaluation of the impact of the STI strategy. This package 


for enhancing STI control must be tailored to the needs of each PICT, depending on 


the epidemiological situation and available resources. Ministries of Health in each 


PICT should ensure adequate financial and human resources are available to support 


all components of the enhanced package for a minimum of 3 years, in order to 
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achieve a significant, sustainable reduction in STI and prevent an increase in HIV in 


the region. 


 







1
1
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1. Strategic Health Communication (SHC) 


 


 


 


 


 


 


 


Adopting and maintaining healthy behaviour is one of the most fundamental challenges 


when confronting HIV and STI (and many other infectious and chronic diseases).  


Currently information and applied behavioural interventions on STIs and HIV remain 


limited in communities as well as in health facilities in PICTs, due to shame and stigma 


felt by both health care providers and community around taboo subjects such as 


sexuality and diseases linked with reproduction and sex. 


 These activities urgently need strengthening to enable other interventions, such as 


access to quality care and secondary prevention to have a lasting impact on STI and HIV 


prevalence. 


To obtain specific behavioural outcomes in health, a range of activities such as 


information, education and communication (IEC), community mobilization, behaviour 


change communication, consumer communication techniques and market research 


need to be combined. Effective SHC has been implemented throughout the world during 


the past decade, mainly for control of communicable diseases, including tuberculosis, 


leprosy, dengue and lymphatic filariasis.
4
 


 


                                                      
4
 http://www.emro.who.int/RBM/publications/combi-background.pdf 


Recommendation 1: Targeted Strategic Health Communication campaigns to 


increase awareness of high local rates of STIs (symptoms, long term consequences 


of asymptomatic infections, availability of testing and treatment), to promote safe 


sexual behaviours (condom use, partner reduction) and to increase health care 


seeking behavior. 


Aimed at: general population, antenatal women & their partners, young people, 


high risk groups, health care workers 


Time frame: mass media immediately building on existing HIV campaigns  and  
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Public mobilisation would allow linkages to existing HIV/AIDS prevention messages with 


the following objectives:   


• increase awareness and understanding about STI and the high rates of STI in 


PICTs which are often asymptomatic, like HIV, and their consequences if they 


remain untreated, including the increased risk for HIV transmission; 


• enhance primary and secondary prevention  to reduce STI transmission;  


• promote testing and epidemiological treatment (see below); and  


• promote diagnostic and health care seeking behaviour – recognition of STI 


symptoms and risk, and the need to seek services.  


SHC requires development of a communication plan based on existing information, such 


as STI prevalence and behavioural information from SGS surveys, which may be 


complemented by rapid assessments to collect data on specific groups or issues. The 


plan will need to consider the appropriate themes (messages) and channels for 


communication as well as monitoring.  Communication should be tailored to reach 


specific groups, such as antenatal women and their sexually active partners in 


preparation of the introduction of epidemiological treatment (see Recommendation 5). 


Outreach and peer education should target sexually active youth and high risk groups to 


promote regular sexual health checkups, working towards targeted behaviour change 


using interpersonal communication. 


The various components of the package must work synergistically and clinical strategies 


should be linked to other interventions, including strategic health communication to 


reduce risk behaviours and increase health care seeking behaviour, thereby reducing 


transmission of STI. This includes pre and post test counselling for all STI tests. 


Behaviour change is gradual, but it is essential for the success and sustainability of the 


STI and HIV control strategy. 
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2. Comprehensive Syndromic management of STI Symptoms 


 


 


 


 


 


Comprehensive STI management should be provided at all levels and throughout all 


sectors of the health care system, including Primary Health Care (PHC) Centres. Health 


care providers from private, public and NGO institutions should be trained to provide 


comprehensive syndromic diagnosis of STI and have the capacity and authority to 


dispense STI drugs at the point of care, for patients and their sex partners who are 


asymptomatic carriers. Private and NGO health care providers need to be included in 


comprehensive syndromic management training and implementation to ensure 


harmonization of best practice across all sectors 


Refer to Comprehensive STI Management Guidelines . 


3. Expanded Testing for asymptomatic Chlamydia and Other STI 


 


 


 


 


 


Increasing laboratory Testing Capacity 


As has been noted, PICT laboratories have limited capacity to increase the current level 


of STI testing. An approach recommended to strengthen the regional response to 


chlamydia control is to redirect molecular testing from the current combined approach 


Recommendation 2: Provision of quality comprehensive syndromic management 


for symptomatic STIs 


Aimed at: adolescent-, reproductive- and primary health care providers in public 


and private settings from primary health care setting to tertiary referral level. 


Time frame: training for health care providers immediate implementation 


dependent on availability of effective STI drugs  


 


Recommendation 3: Counselling, testing and treatment for asymptomatic STIs, 


including proactive screening for Chlamydia, syphilis and HIV among vulnerable 


and most at risk groups.  


Aimed at:  Pregnant women, high risk groups, and sexually active young people.    


Time frame: Pregnant women immediately, high risk groups and sexually active 


young people. 
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(chlamydia and gonorrhea) to a chlamydia-only policy. This would mean that up to 50% 


more patient samples could be tested with the same resources (technician time and 


cost). This shift should be combined with awareness raising and outreach to increase 


uptake of testing by youth and most at risk groups. 


Gonorrhoea prevalence is lower (1-5%) in PICTs and is more likely than chlamydia to be 


symptomatic.  Access to syndromic treatment will therefore be easier.  It can be 


diagnosed via Gram Stain and culture. It is recommended that culture and antimicrobial 


sensitivity testing of gonorrhoea isolates should be available in PICTs, to monitor 


resistance of gonorrhoea strains and support future treatment recommendations. 


Countries are encouraged to participate in the WHO Gonoccocal Antimicrobial 


Surveillance Program (GASP), and benefit from the support provided through this 


program. 


Currently syphilis screening and/or confirmatory testing is often not available. Financial 


resources should be identified to supply all laboratories with test kits (RPR, Determine 


Rapid tests and Treponema specific tests), inventory management needs to be 


improved and training provided to both clinicians and laboratory staff in the use and 


interpretation of the tests and treatment algorithm 


 


Access to STI testing 


a) STI testing for all pregnant women and their partners 


Chlamydia 


In PICTs where chlamydia infections are at relatively lower prevalence (below 15% from 


SGS data) in the antenatal population, chlamydia screening is recommended for all 


pregnant women at first antenatal visit. Single dose treatment should be available in the 


antenatal clinic for those testing positive and administered to the pregnant woman and 


her partner, directly observed where possible, with the appropriate counseling. 
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In PICTs with Chlamydia prevalence above 15%, the epidemiological treatment strategy 


will be required to reduce the burden of Chlamydia in the population and prevent 


neonatal complications and long term consequences in adults (see Recommendation 5). 


Syphilis 


As syphilis prevalence rates are still above 1 % in some PICTs, with evidence of ongoing 


transmission and cases of congenital syphilis reported, universal screening for syphilis is 


recommended for all pregnant women at first antenatal clinic visit, at PHC level. If 


possible, testing should be repeated in the last trimester of pregnancy. Rapid syphilis 


test and/or quantitative RPR test is recommended. Women who come to the health 


centre when in labour and who have not been screened during pregnancy should be 


offered screening before delivery (if feasible) or as soon as possible after delivery.  


On-site treatment of all women testing positive for syphilis is necessary, as well as 


presumptive treatment of sexual partner(s) and counseling.  


Post treatment monitoring should be undertaken to ensure treatment success, and 


when possible testing should be repeated before giving birth. 


Gonorrhoea 


Pregnant women with symptoms of gonorrhoea should be treated syndromically 


(including treatment for Chlamydia) and samples sent to the laboratory for confirmation 


of diagnosis (chlamydia, Gram, culture and sensitivity if possible). Partners should be 


treated presumptively and counseled. 


b) STI testing for High Risk Groups 


High risk groups (HRG), including men who have sex with men (MSM), seafarers, sex 


workers and males with high risk behaviour (e.g. multiple partners) are difficult to reach 


with routine clinical services and may be under-diagnosed for asymptomatic STIs. For 


sustained STI control in the general population, HRG should be encouraged to adopt 


health care seeking behaviour by expanding and promoting access to quality health 
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care. Behaviour change, with significantly increased condom use is simultaneously 


required to obtain sustained decreased STI prevalence in these populations.
5
 


STI services need to be made accessible and acceptable for HRG in all PICTs. Barriers to 


care can be identified through outreach and peer educators. Collaboration and 


coordination with health care providers is needed to decrease these barriers. HRG can 


be reached through designated services, such as those provided by specialised NGOs, 


but mainstream clinical services need also to be provided in a user-friendly and non-


stigmatizing manner. Clinics for seafarers, uniformed services, prisoners, and youth-


friendly services or men's centers that combine recreational activities with educational 


and health services are functioning successfully in some PICTs.  


Targeted interventions for HRG will remain a priority. High risk behaviour is often 


diagnosed on occasion of a visit to an STI clinic for symptomatic treatment. Here, as 


local resources permit, these people should be informed and screened for chlamydia, 


gonorrhoea, syphilis and HIV on a voluntary basis, with intensive counselling to assure 


follow up visits and behaviour change. Improving treatment seeking behaviour, ensuring 


quality treatment and counseling and risk behaviour change will lead to prevention of 


many other infections
6
.  


c) Chlamydia testing for Sexually Active Youth 


As chlamydia rates are particularly high in young people, all those 25 years of age or 


under, who are sexually active, should be encouraged to access voluntary counselling 


and testing for chlamydia, where laboratory capacity is available for testing this group. 


(See previous section on HRG and high risk behaviour). 


 


 


 


                                                      
5
 Periodic presumptive treatment for STI: experiences from the field and recommendations for research 


WHO publication 2008 ISBN-978-92-4-159705-0 
6
 Ainsworth M, Over M. Confronting AIDS: public priorities in a global epidemic. New York: Oxford 


university Press, 1997 
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4. Improved Partner Management 


 


 


 
Every effort should be made to ensure sexual partners receive presumptive treatment, 


so patients who receive treatment are not re-infected. This is particularly important for 


partners of pregnant women, where reinfection can have serious consequences for the 


outcome of the pregnancy. 


Offering testing to sexual partners of people testing positive for STI is NOT 


recommended as this is not the best use of limited clinical and laboratory resources and 


may jeopardise the relationship between the partners. 


Patient initiated partner notification should be promoted, including patient delivered 


treatment, information and condom supply.
7
  


Provider initiated partner notification should only be undertaken at the request of the 


patient while respecting confidentiality. Important issues such as partner violence need 


to be considered. 


                                                      
7
 doi:10.1136/bmj.39079.460741.7C published 19 January 2007 Improved effectiveness of partner 


notification for patients with STI: systematic review. Sven Trelle, Ajin Shang, Linda Nartey, Jackie A Cassel, 


Nicola Low. 


 


Recommendation 4: Improved partner management  


Aimed at: sexual partners of all patients treated syndromically, epidemiologically or 


testing positive for an STI need presumptive DOTs.. 


Time frame: immediately. 
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5. Epidemiological (Presumptive) Treatment for Chlamydia 


 


 


 


 


 
 


 


Considering the high chlamydia rates documented in antenatal women, the STIWG 


recommends a population-based approach to address this infection.  Epidemiological or 


presumptive treatment (Epi-Tx) is an aggressive short term strategy to rapidly reduce 


the chlamydia rate in particular populations.
8,9


 The introduction of Epi-Tx for all ANC 


women and their partners is a recommendation for all countries with chlamydia 


prevalence above 15 % in the ANC population. 


All pregnant women and their partner(s) should receive treatment for chlamydia at first 


antenatal visit. This treatment needs to be repeated at subsequent antenatal visit if the 


partner was not treated at first visit. Intensive counselling should be undertaken to 


ensure that the partner will present for treatment, or take the patient-delivered 


treatment. Preferred regiment is with oral single dose directly observed treatment 


(sDOT).  


Epi-Tx for chlamydia provides treatment based on the increased risk of STI and does not 


depend on presence of symptoms or laboratory results. This increases the likelihood of 


treating couples with asymptomatic chlamydia and reduces the risk of neonatal 


complications of chlamydia infection. This strategy should also produce a decrease in STI 


in the population which must be sustained through other measures such as behavior 


                                                      
8
 T Wi et al. STI declines among sex workers and clients following outreach, one time presumptive 


treatment, and regular screening of sex workers in the Philippines. Sex Transm Infect 2006;82:386–391.  
9
 P Mayaud, D Mabey. Approaches to the control of sexually transmitted infections in developing 


countries: old problems and modern challenges. Sex Transm Infect 2004;80:174-182.  


Recommendation 5: Epidemiologic (presumptive) treatment for chlamydia in 


antenatal women and their partners in high burden PICTs. 


Aimed at: pregnant women and their partners in PICTs with chlamydia prevalence 


greater than 15% 


Time frame: after extensive planning and at least 6 months of implementation of 


SHC interventions and training of health care workers and uninterrupted supply of 


effective drugs secured and nurses/midwives authorized to dispense 
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change, including increased condom use and access for all to comprehensive STI 


services. Implementation of Epi-Tx will require locally developed guidelines and also a 


framework and mechanisms for monitoring. 


Benefits of Epi-Tx of pregnant women and their partners, in combination with other 


measures: 


• Significantly cheaper than testing and treating positives.  


• No requirement for intensive pre/post test counseling, as SHC prepares the 


population. 


• Ensures all chlamydia infections in antenatal women are treated, reducing long 


term consequences for women and improving pregnancy outcomes. 


• Available to all women attending antenatal care including those who do not have 


access to testing facilities. 


• Will free up laboratory capacity to expand testing to other population groups 


and will allow STI data on youth and HRG to be collected, including development 


of sentinel surveillance. 


• Builds management capacity of clinicians and laboratory staff.  


• Informs and educates the population about sexual and reproductive health 


issues and methods to prevent reproductive health problems and promotes long 


term reduction of STI.  


Considerations  


• Epidemiological treatment of antenatal women and their partners can only be 


considered IF it can be guaranteed for a number of years, nationwide. 


• It requires detailed planning prior to implementation to ensure the new 


approach is communicated to all healthcare practitioners and non government 


organization (NGO) personnel affected by the changes, drug forecasting is in 


place, drug supply is secure and drugs can be dispensed at every level of the 


health service. 


• Preparation of population through SHC, as there needs to be strong community 


awareness and acceptance of the need for the treatment. 
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• SHC needs to continue during and after the intervention to facilitate adoption of 


safer sexual behavior and sustain a reduction in chlamydia prevalence. 


• Focus and action required to ensure partner compliance (sDOT) 


• Treatment (single dose Azithromycin) to be dispensed at the point of care at all 


levels of the health system (this may require Standing Orders to allow nurses to 


dispense) 


• Epi-Tx would result in a large number of people without chlamydia infection 


receiving treatment and a small number of gonorrhea infections not being 


identified and treated.  


• Approximately 95% of gonorrhea infections will be effectively treated with 1g 


Azithromycin. The very small risk of increased gonorrhea resistance to this 


antibiotic should be monitored carefully through sensitivity testing or GASP. The 


sensitivity to the currently recommended first line treatment will not be 


affected. 


• Monitoring of STI rate in antenatal women will not be possible from routine 


surveillance data, so annual surveys of limited number of antenatal women must 


be planned for in this population. 


 


Epi-Tx for High Risk Groups 


In PICTs where health care providers have access to HRG, and they have high rates of 


STI, Epi-Tx for Chlamydia and other STI may be considered. However this needs to be 


discussed at policy making level first. Intensive counseling and regular testing for all STI 


is strongly recommended at this moment for HRG as sufficient data are not available on 


these populations. 


6. Universal prophylaxis for neonatal conjunctivitis 


 


 


 


Recommendation 6: Prophylaxis for neonatal conjunctivitis should be administered at 


birth 


Aimed at: Universal treatment for newborns in all PICTs 


Time frame: Immediate implementation recommended. 
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In the absence of prophylaxis, 30-50% of infants born to mothers with untreated 


gonorrhea or chlamydia will develop a serious eye infection. This can lead to permanent 


eye damage and blindness.
10


  


Providing prophylaxis for neonatal conjunctivitis to all newborns is a long standing 


recommendation of WHO which needs to be reinstituted and reinforced in PICTs with 


immediate effect to reduce avoidable morbidity. 


7. Effective Drugs 


 


 


 


 


Local STI guidelines should reflect best practice comprehensive case management, 


including the most appropriate and effective drug regimens (where possible single dose 


regimens) in line with Regional Guidelines and local antimicrobial sensitivity patterns. All 


guidelines and training materials used in a country should be harmonised accordingly. If 


necessary, Standing Orders should give nurses authority to dispense STI drugs, and 


procedures should be in place to ensure drugs for the treatment of STI are available free 


of charge in all health care settings, including NGO reproductive health clinics. 


The Essential Medicines List (EML) in each PICT should be reviewed to ensure it 


corresponds with the up-to-date local guidelines, and to ensure that these drugs can be 


dispensed at the primary health care level by nurses or midwives. 


National STI programs need to actively involve pharmacists to ensure the appropriate 


quantification and coordination of drug requirements and distribution.  


Gonococcal antibiotic sensitivity should be monitored through regular culturing and 


sensitivity testing, and EMLs and STI Treatment Guidelines need updating accordingly. 


                                                      
10


 www.who.int/mediacentre/factsheets/fs110/en 


Recommendation 7: Effective drugs for the treatment of STI, in line with appropriate 


National Guidelines, should be available free of charge and administered at all levels of 


the health care system 


Aimed at: Ministries of Health, National Pharmacies 


Time frame: Immediate 
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8. Monitoring and Evaluation 


 


 


 


 


 


It is important to develop and implement a monitoring strategy while developing the 


Epi-Tx strategy in order to obtain baseline and progress data. The monitoring framework 


will allow measurement on a longer term to determine whether the interventions are 


effective in achieving the short term and longer term objectives, whether the 


interventions need to be changed or whether there are unintended consequences. This 


Monitoring & Evaluation framework needs to be developed to cover the different  


components of the strategy and the overall framework should address the stated 


objectives. 


1. Reduce Chlamydia prevalence by 50% in antenatal women by 2013 compared 


with 2008 levels. 


Most PICTs undertook SGS surveys of antenatal women between 2006 and 2008 and 


have baseline chlamydia prevalence data. The impact of introducing the comprehensive 


package of interventions is intended to be a 50% reduction in chlamydia prevalence in 


the antenatal population by 2013. It is therefore necessary to monitor chlamydia 


prevalence in antenatal women in PICTs. 


a) In PICTs which do not introduce Epi-Tx of antenatal women and their partners (in 


general with chlamydia prevalence in antenatal women of less than 15%), 


Recommendation 8: Framework for monitoring prevalence and long term 


consequences of STI and for evaluating the impact of the STI strategy.  


Aimed at: Programme managers, Ministries of Health, PRSIP II partners, donors 


Time frame: Immediate development and implementation to obtain baseline data 


before implementation of Epi-Tx. will permit measuring impact of STI control strategy. 
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chlamydia prevalence should be monitored through routine testing and 


reporting.
11


 


b) In PICTs which introduce Epi-Tx of antenatal women and their partners, 


chlamydia prevalence should be monitored through annual surveys.    


c) In all PICTs, testing for chlamydia (and other STI) should be expanded to reach 


young people and groups with risk behaviour. Routine testing data needs to be 


collected and reported to establish baseline prevalence. Once analysed, it can be 


used for policy decisions on STI management for these populations. 


The chlamydia prevalence data, obtained either through routine testing or surveys 


(sentinel site sampling), need to be annually reviewed to inform decisions to scale up 


the interventions, introduce new interventions or scale down as appropriate. For 


instance, a threshold for phasing out Epi-Tx of chlamydia should be determined in each 


PICT. A benchmark of 10% prevalence or lower among ANC women is suggested by the 


STIWG as an appropriate target to cease epidemiologic treatment. Conversely, if there is 


no reduction in chlamydia rates, it may be appropriate to extend epidemiological 


treatment to other groups, depending on local capacity. 


2.  Eliminate neonatal consequences of parental STI, including congenital syphilis 


PICTs need to begin or continue to collect data on the neonatal consequences of 


parental STI, including neonatal conjunctivitis and congenital syphilis, both through case 


reporting and testing where it is available. If the package of STI control measures is 


effective, in particular those aimed at reducing parental STIs, cases of congenital syphilis 


and other neonatal consequences of STI should decrease and eventually be eliminated. 


3. Reduce the long term consequences of STI, including pelvic inflammatory 


disease, ectopic pregnancies, miscarriages and infertility 


PICTs need to document data on cases of pelvic inflammatory disease, ectopic 


pregnancy, miscarriage/stillbirth and infertility. While there are many causes of these 
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 Improving national sexually transmitted infections surveillance in Pacific Island countries and 
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conditions, they are proxy measures of the long term consequences of STIs in the 


population. If the STI control measures are effective, there will be a gradual and 


measurable reduction in these conditions.   


Resources and Planning 
This package for enhancing STI control requires detailed country specific planning prior 


to implementation.  


Training and information needs to prepare all relevant MOH and NGO personnel.  


Supervision is recommended to ensure quality of services.  


The longer term, targetted SHC approach needs to be developed.  


Adequate financial and human resources need to be made available, as well as a secure 


drug supply, to support all components of the enhanced package for a minimum of 3 


years, in order to achieve a significant reduction in STI and contribute to prevention of 


HIV in the region. 
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Background Note 
November 2009 


Women and HIV in the Pacific Region:     
Experiences of HIV-Positive Women 
 
By Hilary Gorman 


E vidence is compelling that gender  
inequality increases women’s vulner-
ability to HIV (Buchanan-Aruwafu, 
2007; Jenkins, 2005) and also               


negatively impacts on the lives of HIV-positive 
women. When it comes to gender inequality in 
the Pacific, issues such as power disparities        
between men and women, sexual double             
standards, economic dependency, limited             
political representation, greater levels of female 
illiteracy, domestic violence, and sexual violence 
are key factors which shape women’s                     
vulnerability to HIV (Buchanan-Aruwafu, 2007; 
Jenkins, 2005). 
 
Compared to other regions of the world, HIV  


arrived relatively late to the Pacific, however  
HIV is now present in nearly every nation in the 
region. In the Pacific, 95% of HIV cases are 
found in Papua New Guinea which is classified 
as having a generalized epidemic (Papua New 
Guinea National Department of Health, 2009; 
SPC, 2009). In other Pacific Island nations the 
rates of HIV remain relatively low and they are 
considered to have low prevalence of HIV. Yet,  
conditions of having a high incidence of                
untreated sexually transmitted infections and 
low condom use rates, in addition to persistent 
poverty and harsh gender inequalities, indicate 
a potential for HIV to spread in other Pacific   
Island nations as it has in Papua New Guinea 
(Jenkins, 2005).  


Figure 1 Map of the Pacific Islands 
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Region Mid year 
population 


New cases 


for 2008 


Cumulative 


cases of HIV 


HIV HIV cumula-


tive incidence 


per 100,000 
Male Female Unknown 


Melanesia** 8,312,417 5,132* 28,932* 12,846* 14,820* 1,266* 348.1* 


Melanesia *** 1,844,011 48 638 414 222 2 34.6 


Micronesia 531,802 15 343 254 84 5 64 


Polynesia 655,017 22 356 250 105 1 54.3 


All PICT** 9,499,236 5,169* 29,631* 13,350* 15,009* 1,272* 311.9* 


All PICT *** 3,030,831 85 1,337 918 411 8 44.1 


Sources: Secretariat of the Pacific Community, 2009 & Papua New Guinea National Department of Health, 2009. 
PICT = Pacific Island Countries and Territories 
* The data from the primary source (Secretariat of the Pacific Community, 2009) has been amended to include more 
recent data from the Papua New Guinea 2008 STI, HIV and AIDS Annual Surveillance Report (Papua New Guinea National 
Department of Health, 2009).   
** Including PNG. 
*** Excluding PNG.  


Table 1 HIV in the Pacific to December 2008 


As shown in Table 1, within the Pacific Islands 
region the majority of cases are from the sub  
region of Melanesia, with significantly fewer 
cases in Micronesia and Polynesia. Outside of 
Papua New Guinea less than half of the reported 
cases of HIV in the Pacific are found amongst 
women. In Fiji women account for 44% of the 
total reported cases (SPC, 2009). In Papua New 
Guinea, women account for more than half of 
the reported cases of HIV and of the 5,084 newly 
reported cases in 2008 59% were female (Papua 
New Guinea National Department of Health, 
2009). In Papua New Guinea women are                
generally infected at a much younger age than 
men and married women are considered to be at 
high risk of infection (Hammar, 2008). It is               
important to note that the power disparities that 
exist between men and woman in Papua New 
Guinea, including disparities within marriage, 
severely impact women’s ability to maintain 
their sexual health which increases their                 
vulnerability to HIV (Hammar, 2008).  
 
Women often carry many of the burdens                 
associated with HIV, for example in most               
instances care giving is considered to be  


women’s work. In many instances women have 
more limited access to health services including 
testing, treatment, counselling, and care (UNDP, 
2008). Furthermore, women often experience 
more intense HIV and AIDS-related stigma and 
discrimination because of rigid gender norms 
which promote the idea that women are to              
uphold the family honour and moral values of a 
society (UNDP, 2008). As is the case in many 
areas of the world, women in the Pacific who 
stray from gender norms are often blamed and 
punished (Eves & Butt, 2008). Although, it is 
often stated that gender inequality intensifies 
women’s experiences of HIV, very little is 
known about the daily lives, experiences, and 
perspectives of HIV-positive women in the              
Pacific.  
 
Research Methodology 
This background note is based upon the                  
preliminary findings of a PIAF research project 
focusing on women and HIV in the Pacific. A 
qualitative approach was used to gain a detailed 
understanding of the lives of positive women in 
two Pacific Island nations. The study involved 
conducting a total of twenty five in-depth                           


i 


ii 
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interviews with 8 HIV-positive women in Fiji, 
and 17 in Papua New Guinea. In Fiji the              
interviews were conducted with women from 
different areas of the island of Viti Levu and in 
Papua New Guinea the interviews were                
conducted at urban, costal, and highlands              
locations. The interview topics focused on              
discussing the participants experiences related 
to HIV including: diagnosis, stigma and                
discrimination, treatment and care, motherhood, 
care giving, and gender issues. The women 
came from a variety of different backgrounds 
and their ages ranged from 22 to 45 years old. 
Some of the women lived in urban areas while 
others lived in isolated areas where access to 
care is limited. This note draws on the                      
experiences, stories, and words of the women 
who participated in this project to highlight 
some of the key issues that HIV-positive women 
face in the Pacific.  
 
Experiences of HIV-Positive Women  
in the  Pacific 
 
Being a Woman with HIV 
In the Pacific  motherhood is viewed as an              
important gender role that women are expected 
to fulfil. HIV-positive women in the Pacific, like 
other women, feel a strong sense of obligation to 
have children in order to be socially accepted 
and to ensure they will be taken care of in later 
life. Some of the women in this study who            
already had children wanted more children and 
most of the women who never had children, 
stated that they would like to become  mothers. 
The following quotes describe their desires to 
have children: 
 


I’m the second born, I have to have children 
before my younger siblings, and just because 
of this HIV, my younger ones went ahead of 
me. I feel dumb.  


(27-year-old woman from Papua New Guinea) 
 


I want my life to be like others, having so 
many kids, having a good family home. I want 
my relatives to like and love me too…I want to 
be normal. 
(26-year-old woman Papua New Guinea) 


Yeah, I’d love to have children. Because now 
I’m a single mother now, I wish… Like if I 
have a child it would be nice, like they can look 
after me and make my grave later on.  


(22-year-old woman from Papua New Guinea) 
 
A number of the women felt that even though 
they wanted to have children they should not 
because of their HIV status. Feelings of guilt 
were especially strong amongst women who 
had lost a child because they did not have access 
to treatment that may have prevented mother to 
child transmission of HIV. As one woman 
noted: 
 


Because of that first one, I don’t want to have                
children. Because she was HIV positive, I have 
that kind of thinking that if I have a child, my 
child might have HIV again. So I don’t want 
to have children again. But… I don’t know… 
everything is God’s plan, so I have that second 
one. I have that second one and I was on 
drugs, so my baby was okay. First one, I was 
not on drugs and my baby was infected. And I 
was breastfeeding and like that, so when I 
brought my baby to VCT and she was tested 
HIV negative, then I want to have some (more) 
babies… 


(25-year-old woman from Papua New Guinea) 
 
Provision of ART (antiretroviral drug therapy) 
and avoidance of breastfeeding can dramatically 
reduce the chances of transmission of HIV from 
mother to child. However, protocols for treating 
HIV-positive pregnant women are lacking in 
many Pacific Island countries and territories. 
This is compounded by an inconsistent supply 
of medicines, limited health facilities, and a lack 
of availability in isolated areas which inhibits 
women and newborn’s access to treatment 
(Rupali, Condon, Roberts, Wilkinson, Voss, and 
Thomas, 2007).  
 
Children were identified as a source of support, 
hope, and happiness by many of the women    
interviewed. At the same time, all of women 
who had children and were also single mothers 
felt a significant amount of stress and anxiety 
about what would happen to their children in  
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the future. One woman described her experience 
saying: 
 


Yes, because I carry the burden. And like    
because of now, my former husband left and I 
have to be ‘father and mother at the same time, 
and like that sort of burdens me sometimes, 
but again I have to cope with it. That’s why I 
want to find someone and me settling down 
with that person. 


(29-year-old woman Papua New Guinea)  
 
Similar to the experience of this woman, many 
other women who were single mothers (because 
their husbands had passed away or left them) 
found it difficult to cope. These women often 
struggle to make ends meet and many of them 
rely on family support – when it is provided – at 
the same time they also bear the responsibility 
of taking care of their children. 
 
Care giving is viewed as women’s work. Many 
of the women reported that they were                    
responsible for taking care of a positive child 
and their husbands who became ill. These 
women described their feelings about taking 
care of a positive child: 
 


Sometimes I just sit and watch, kids playing 
around – and my little girl there also goes in to 
play and I compare my child with the rest of 
the children. My child is a positive child   
playing around with negative children and 
you know, I feel sorry, I feel very emotional. 
Sometimes, I just think, why? Why has this 
affected my child? 


(32-year-old woman from Papua New Guinea)  
 


My small girl had pneumonia, with HIV    
infecting her. And 9 months I spent my time 
in the hospital I never go home for 9 months, 
what pain she went through, I went through 
too with my baby. I want my baby to come 
back to life, so I spent all my time with her. 
When she didn’t eat, I never ate too. And 
when she died, I just want to kill myself       
because, what was the use for me to stay here? 
Because, me too I’m infected so why should I 
stay? So I must kill myself with my baby and  


go… that’s what I thought. But my mother 
was there and she told me ‘don’t do that, it’s 
God gave you and He took it back’ so don’t  
do that. So I did not. 


(25-year-old woman Papua New Guinea) 
 
As expressed by the words of these women,  
being a woman with HIV often leads to stress, 
anxiety, and difficulties in terms of having          
children, coping as a single mother, and care 
giving.  
 
Accessing HIV-Related Treatment and Care 
The women in this study described their                
experiences of accessing and receiving treatment 
and care for their condition. One of the key            
issues the women noted was ART and the             
positive effect that it has on the lives of the 
women with access to it.  The increased               
availability of ART throughout the Pacific is    
improving the quality of life of people living 
with HIV (PLWH). Furthermore, ART is              
changing the way that people view HIV and the 
way in which positive people view themselves. 
Many of the women interviewed described this 
positive impact: 
 


After two weeks I realized I don’t have diar-
rhoea   anymore. I begin to realize the dandruff 
was just   fading away. It gave me confidence 
and strength…that I will maintain my health 
and get back my strength.  


(27-year-old woman from Papua New Guinea) 
 


Some people, they are suspicious because they 
saw my weight. They say “that lady has got 
HIV because her skull is sticking out. They are 
just suspicious. But, some they know that…
it’s true that I have HIV and they spread the 
story. But, I don’t care, because I’m living 
with ART and we’re the same. So I don’t care 
whether they talk about me or if they’re                 
gossiping about me. I mind my own business.  


(22-year-old woman from Papua New Guinea) 
 
Although some of the women in this study are 
benefiting from ART, other women described 
the difficulties they had in accessing ART when  
medication is out of stock or when they have to  
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travel long distances to receive treatment. For 
example, one woman who lived in an isolated 
costal area had to walk for 5 hours, and then 
travel by public transport for another 4 hours, to 
get to the closest health centre offering                 
treatment.  
 
ART is also being used to support the                     
prevention of mother to child transmission 
which affected many of the participants                
experiences around pregnancy and childbirth. 
The women in this study who received                 
treatment to prevent mother to child                    
transmission had mixed experiences. Some of 
the women noted how kindly they were treated 
in clinics and hospitals by health care workers 
and how good it made them feel. One woman 
stated: 
 


It’s the small things and it doesn’t make me 
feel bad, or feel different. I was really touched. 
Those are the kind of things that keep me          
going.  


(29-year-old Fijian woman) 
 
Other women had negative experiences in              
accessing treatment and care while they were 
pregnant. Some women felt that they were            
isolated and treated poorly by health care           
workers, making the experience more stressful 
and difficult to handle. While other women,     
living in locations where treatment was                  
unavailable, did not receive the treatment  
that may have prevented transmission of HIV. 
It is evident that access to treatment and care 
can dramatically change the lives of positive 
women however, there are still many HIV-
positive women and men in the Pacific who are 
not yet receiving the treatment and care that 
they  need.  
 
Positive Women Coping with HIV 
All of the women in the study described the 
shock, stress, and sadness they experienced after 
being diagnosed HIV-positive. The participants 
received varying amounts of support from a 
range of different resources. For example, one 
young woman experienced a strong sense of 
isolation and only had health care workers as a  


source of support. Another young woman            
received support from her family, her                      
community, health care workers, and the            
positive support network that she was part of. 
Supportive families and positive support              
networks appear to be the key sources of              
support for these women. For example, these 
two women said: 
 


It was through my Dad and Mom , I told them 
(about my status), and they told my family. So 
now they treat me as normal, so everyone eats 
together, shares things together, and so this 
way I feel positive about myself.  


(29-year-old-Papua New Guinean woman) 
 


I heard about Igat Hope [a positive support 
network in Papua New Guinea] from a friend. 
He introduced me to Igat Hope, got me regis-
tered. And I got myself (there) and I went to 
the people inside the office and met everyone 
there so they sent me out for some training 
and all that. I used to be shy and just wanted 
to hide away but after I met my friends my 
peers from Igat Hope and people like XX and 
XX they kind of like helped me to be strong 
and to come out and be positive about who I 
am …I mean if my friend did not introduce me 
to Igat Hope, I’d probably be dead already.  


(35-year-old- Papua New Guinean woman)  
 
The words of these women portray the               
enormous impact that support can have in   
transforming the lives of positive people.  
 
Although all of the women described the              
immense challenges that they faced, many of 
them also spoke of their ability to cope with HIV 
and their hopes and aspirations for the future. 
Many of the women described how they wanted 
to get married and have children and live happy 
and healthy lives. Other women stated that they 
wanted better treatment and support to become 
financially independent. Others wanted to go 
back to school or find a new job or become            
involved as role models and activists for HIV-
positive people. One woman who had endured 
losing her husband and her child made the           
following comment:  


iii 
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I want to spread the word to all my female 
friends out there. Don’t sit in your house, if 
you know that you have this disease and you 
are waiting to die…you can come out and find 
support. There are people there to help you out. 
Stay strong. Get on with life.  


(35-year-old-Papua New Guinean woman) 
 
HIV-positive women face many difficulties and 
challenges however, as this women’s words  
portray, many women are able to overcome 
these challenges and progress with their lives. 
Listening to the stories of these women makes it 
clear that there is much more to be done to           
continue improving the lives of positive women 
and men throughout the Pacific.  
 
This background note was written by Hilary           
Gorman and is based on a study on Women and 
HIV in the Pacific which is funded by the               
Commonwealth Foundation and the Pacific              
Islands STI and HIV Response Fund. For more    
information, contact Hilary Gorman, PIAF’s             
Research Officer at  research@pacificaids.org.           
 
Endnotes 
i. A table which contains data for all of the Pacific Island 


Countries and Territories is available at: http://
www.spc.int/hiv/downloads/cumulative-reported-hiv-
aid-and-aids-deaths/ 


ii.The three sub regions of the Pacific Islands region  
include Melanesia, Polynesia, and Micronesia.             
Melanesia encompasses the following nations Fiji, 
New Caledonia, Papua New Guinea, Solomon Islands, 
and Vanuatu. Polynesia encompasses the following 
nations and territories Cook Islands, French Polynesia, 
Niue, Pitcairn, Samoa, American Samoa, Tokelau, 
Tonga, Tuvalu, Wallis and Futuna. Micronesia             
encompasses the following nations and territories      
Federated States of Micronesia, Guam, Kiribati,           
Marshall Islands, Nauru, Northern Mariana Islands, 
and Palau.  


iii.For example, in Papua New Guinea the percentage of 
adults and children who needed ART and were              
receiving it was 61% in 2008, this is an improvement 
from previous years, in 2007 it was 31% and in 2006 it 
was 17% (Papua New Guinea National Department of 
Health, 2009, p. 24). 
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Pacific Islands HIV & STI Response Fund Six Monthly Report 


J.
Key Achievements, Challenges and Issues


This section of the 6-monthly programmatic and financial report is an important addition to the information provided in the Excel spreadsheets.  Please do not repeat any information you have already provided in Section F – The Activity Report.  Use this section to provide any additional information that is not easily written in the Excel Spread sheets.


1. Highlights


What were the highlights from your project in this reporting period? (interesting observations, experiences, etc).  Include outcome information from monitoring and evaluation of project activities you have undertaken.

Several meetings were held between John Elliot (PPTC), Steve Baxendale (WHO SP - POLHN) and Brigitte De Hulsters (WHO SP - STI) during the first and second semester of this year to ensure the planned activities would be implemented. In September 2010, WHO organised a regional work shop with WPRO (report attached: explains more of the regular interactions WHO has with PIC laboratory agents and where PPTC and WHO collaborate to improve the quality and performance of Pacific Island laboratories, not only on STI diagnosis, but overall, in an integrated manner). 

WHO subcontracted PPTC for the design and uploading in Moodle server Interphase of POLHN of the laboratory course in August 2010. They are now in the final phases to make it online accessible from all POLHN centres. WHO interacts on regular basis for technical content. The course should be completed end of March 2011. 

A second subcontract with PPTC was signed in February 2011 and was disbursed to PPTC, despite the lack of funds on the current project account in WHO. Delay in implementation will be avoided in this way. This subcontract will ensure the online teaching and purchase of the lab supplies needed for the in-country workshops that are planned following completion of the theoretical on-line course.

Prior to the second WHO-PPTC subcontract, Brigitte De Hulsters (WHO) met with Mary Enciso (SPC) on February 10th, to explain the functioning of the project and the internal administrative management procedures of WHO. This meeting improved understanding for WHO of the Response Fund reporting requirements. Dr. De Hulsters explained how WHO subcontracts PPTC to execute practical implementation phases of the project. This created a differential with the Initial budget and implementation plan. A proposed adapted plan is attached to the current financial report. 


Further expanding on the first narrative report, covering January to June 2010, the delay of implementation in comparison with the first budget and implementation plan, was due to several factors. The first was the delay of signature of the Letter Of Agreement (LOA) between WHO and SPC with nearly 4 months (26/3/2010). The transfer of funds from SPC was realised on 20/4/2010. The third factor causing delay was the administrative organisation of WHO.  


Despite these administrative delays, WHO and the Pacific Paramedical Training Centre (PPTC) are now within timeframe to complete project as initially planned.


A narrative of PPTC is also attached for further documentation. The second page of this narrative, reflecting expenditures was recalled after submission to us. They will submit a complete financial report of the first subcontract to WHO by end of march 2011. 

The laboratory technicians of the Pacific Island Countries(PIC) will prepare themselves by taking the online course during the first semester of 2011 with guidance of PPTC and WHO. The In-country workshops are being prepared to start as from June 2011 once the technicians have successfully completed the online component.

2. Collaborations


Who (if any) did you collaborate with for the activities you undertook?


Pacific Paramedical Training Centre (PPTC) New Zealand and all PIC laboratory technicians. 

3. Additional Activities


Additional Activities (activities conducted that were not included in workplan)


Regional Laboratory meeting in September 2010. ( report attached)


Coordination with SPC on HIV and STI laboratory procedures and training.


4. Emerging Trends


Quality improvement systems in all health areas are coinciding with the STI/HIV training.

5. Key Issues/Challenges and Strategies to address them


		Number

		Key Issue /Challenge

		Strategy to address



		1

		Administrative reporting and fund management

		Meetings with Mary Enciso, SPC Pohnpei.



		

		

		



		

		

		



		

		

		



		

		

		



		

		

		



		

		

		



		

		

		



		

		

		



		

		

		





6. Identified Needs for Sustainability (Technical or financial requirements; additional research)


Financial flexibility of both WHO and SPC management to ensure the project does not come to a standstill due to contractual agreements and administrative procedures.

Technical coordination to avoid duplication of training with SPC's laboratory - and HIV technical coordinator. 


7. Other comments


K.
Attach Best MSC Story and Reasons for Selection 



(Once a year, with Second 6 monthly Report)

MSC Client Interview Guide 


Introduction 


Hello, my name is …………………, from ………………………. (insert name of your agency, service or project). We are hoping to collect some stories about changes that you may have experienced as a result of assistance you’ve received from our …… (agency, service or project). We hope to use the stories and information collected from your interviews for a number of purposes including:


· To help us understand what people like you think of our services. 


· To make improvements to our work


· To tell the people who give us funding what our services have achieved


If you’re happy with this, I will ask you some questions & write the answers down in my note book. Is now a good time to begin? (If not, when can we do this?). It should take about 20 -30 minutes.

Contact Details


Name of story teller*:



(*Omit name if story-teller doesn’t give permission – see confidentiality section at end of interview guide)


Name of person recording story: 


Location:


Project Name:



Date of recording: 


Questions


1. How did you first become involved with the  _____________________________ (insert name of your activity)? 


		



		



		



		



		





2. Have you attended any project activities? Yes/No/Don’t Know/No answer. 


3. If yes, what project activities have you attended? (Prompt if relevant: what project services have you received)? 


		



		



		



		



		





4a. If a community member, ask:


What are the important changes that you feel have resulted to you, your family or your community through project activities or services? Please put your answer in the form of “before, I could not do…, now I can…” Start with yourself.


4b. If agency staff, ask:


What are the important changes that you feel have resulted to you or your organisation through project activities or services? Please put your answer in the form of “before I could not do…, now I can…” Start with yourself. 


		Before

		After (as a result of project…)

		Probe for each change: Did anyone or anything else contribute to the change you’ve just mentioned?



		

		

		



		

		

		



		

		

		



		

		

		



		

		

		



		

		

		



		

		

		



		

		

		





5. From your point of view, select the most Significant change of all changes you have listed above. Describe this change in the form of a story [ie. A beginning (what it was like before); a middle (what happened); and an end (what it is like now)]. 


		



		



		



		



		



		



		



		



		



		



		



		



		



		



		



		





6. Why did you choose this particular story? Why is it significant to you?


		



		



		





7. What title would you give this story?


[image: image1]

* Confidentiality


We may like to use your stories for reporting to our donors, or sharing with other participants and trainers. Do you (the story teller):


· Consent to have your name on the story (tick one)
               Yes             No




· Consent to us using your story for publication (tick one) 
   
   Yes              No


Most Significant Change Story Selection Form 


Meeting of Panel to Select MSC Stories 


Date: 


Location: 


		Names, Position and Agency Affiliation of Panel Members






		Name

		Position

		Agency



		

		

		



		

		

		



		

		

		



		

		

		



		

		

		



		

		

		



		

		

		





Story Selected 


How many stories did the selection panel receive? ___________________________


How many stories was the selection panel required to choose? ________________


		Title of selected story

		Story teller

		Agency

		Approval for publication? Yes/No



		

		

		

		



		

		

		

		



		

		

		

		





Reasons for Selecting This Story 


We selected this story because:


Findings or Lessons Learned


The key findings or lessons learned from all the client stories are:


Feedback


We will give feedback to: 


We will give feedback by: 


Who on the selection panel will organise the feedback:  


The feedback we will give is: 
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22nd-26th November 2010


Venue: Nadave Training Institute, Fiji


"It was an amazing week!  It was fantastic to be amongst so many inspiring, warm and dedicated people, all passionate about implementing and developing Stepping Stones. The new sessions developed in the Pacific such as gender violence, teenage pregnancy and Kava use are very powerful and address the priority needs of communities. They've also created some really cheeky and fun new energisers. The level of dynamism and creativity being poured into the programme is astounding. Thank you again to you all for your wonderful Bula ("welcome") and for giving me a real taste of Pacific culture ;-)"  Amandine Bollinger, Salamander Trust UK

Supported by: The Secretariat of the Pacific Community (SPC) and the Foundation of the Peoples of the South Pacific International (FSPI)



Summary


The first Pacific regional Stepping Stones retreat was conducted in Fiji from the 22nd – 26th November 2010. Stepping Stones countries present at the retreat included: Fiji, Solomon Islands, Kiribati, Vanuatu, Guam and Chuuk. As countries who are interested in implementing Stepping Stones in 2011, participants from Papua New Guinea (PNG), Tonga and Cook Islands were also present. There were a total of 30 participants and eight lead resource people involved in the retreat. The Foundation of the Peoples of the South Pacific International (FSPI) was the lead organisation responsible for coordinating the retreat. Additional support was sort from The International Women’s Development Agency, The Pacific Islands AIDS Foundation (PIAF), Salamander Trust (UK), The Secretariat of the Pacific Community (SPC), The Ministry of Health (MoH) Fiji and UNIFEM Pacific. 

All participants stated that the retreat allowed them to learn how to better implement Stepping Stones in their countries and communities. Key comments included; “the opportunity to share and compare makes me more confident that we are implementing Stepping Stones well in Solomon Islands”, “the retreat was an excellent opportunity to learn from partners” and “I now know that we have to work closely with existing bodies to help support Stepping Stones. We cannot work alone”. 


The most useful aspects of the retreat as identified by participants included; country presentations, sharing and discussing with other facilitators, learnt the importance of M&E, had the opportunity to participate in new sessions on homosexuality and migration, witnessed the work done in Fiji on gender and engaging men and designing national/country work-plans.  

Common responses to the question; “please suggest ways we could improve the retreat for next time” included; (1) allow for time to visit a Stepping Stones community, (2) include field trips and (3) allocate more time to SPC/UNIFEM presenters. 


On the final day of the retreat, countries completed a national Stepping Stones work plan of activities for 2011. The FSPI Regional Health Manager and Gender and HIV Officer worked with countries to make sure all capacity requirements would be met. Country roll out plans and capacity requirements are attached as annex 5.  

Retreat Objectives 

1. To increase the collaboration of Stepping Stones facilitators across the Pacific region and internationally 


2. To develop Stepping Stones ‘best’ practice approaches in planning, co ordination and implementation 


3. To develop a draft national country implementation plan for establishing the Stepping Stones programme in three new Pacific Island Countries and identifying technical assistance requirements for 2011


Retreat Outcome


Participants will: 


1. Have an increased appreciation of the key philosophy and approach of Stepping Stones


2. Have their capacity increased in the use of the Stepping Stones M&E tools and processes

3. Appreciate the different Stepping Stones experiences from around the Pacific Region and internationally 


4. Have enhanced their capacity to be able to develop and improve gender relations analysis for gender equality and the reduction of gender based violence in Pacific Island communities 


5. Have enhanced their communication and facilitation skills


Refer to Annex 1 for full program outline

Workshop Process and Results

The Stepping Stones retreat program was developed by FSPI in partnership with IWDA, SPC, Fiji MoH, Fiji Network for Positive People (FJN+), PIAF, Salamander Trust and current Stepping Stones countries. All funding for the retreat was made available through the FSPI/SPC joint Regional Response Fund Grant for Stepping Stones technical assistance.

FSPI contracted a media advisor for the duration of the retreat in order to link the event with World AIDS Day, Human Rights Day and 16 Days of Activism to End Violence Against Women. The communication strategy involved three press releases, (see annex 6) and regular postings on AIDSTOK, PacWIN and various other regional e-forum/news sites.  


Key Findings from the Stepping Stones Retreat 


Day One


The first day of the retreat involved country groups giving a brief presentation (10-20 minutes) on Stepping Stones activities that have taken place in their communities/countries. As PNG, Tonga and Cook Islands had not yet commenced Stepping Stones, it became an opportunity for them to highlight current HIV/STI activities in country and learn lessons from current Stepping Stones countries.  


Refer to Annex 2 for Stepping Stones implementation timelines for Fiji, Vanuatu, Solomon Islands, Guam, Chuuk and Kiribati. 

Key Successes and Challenges for Implementing Countries

Fiji


Key Successes


· Communities are able to unite due to the participatory nature of Stepping Stones


· Positive relationship and partnership established with FSPI, FJN+ and Fiji MoH


· Villages are beginning to take ownership of the program


· Neighbouring villages are showing interest in the program 


· Facilitators are being invited to conduct sessions in other villages 


· Identified key contacts in communities for condom distribution


Challenges encountered with Fiji implementation


· Delay in starting – staff turnover in MoH and confusion regarding payment of facilitators 


· Community commitments 


· Community facilitators relied heavily on MoH core facilitators


· Organizing the 4 peer groups to ensure that everyone was working through the program at a similar pace

· Understanding the M&E toolkit 

Recommendations 


· The community requested more visits by the coordinating team (FSPI). The presence of the team shows the community that Stepping Stones is important. 


· Community facilitator selection 


· Incentives to the communities


· Two facilitator trainings per year in each country


Solomon Islands

Key Successes


· Strong base of in-country national facilitators (currently 7 active)


· Collaboration between agencies (5 agencies currently involved in implementing Stepping Stones)


· Support from the Solomon Islands National AIDS Committee 


· Currently the only country involved in Cross Pacific Sharing


· Developed a national facilitators selection criteria 

· Begun work on the creation of a children’s Stepping Stones Manual

Challenges encountered with Solomon Islands implementation


· National facilitator workloads

· Distance and time required to carry out support to outer island communities


· Don’t know what to do with M&E data collected (G-Scale scores)

· Constant funding issues – don’t know where the next lot of money is coming from


· Capacity requirements of community facilitators



Recommendations 

· Nominate a national Stepping Stones coordinator

· Source secure on-going funding for in-country activities

· Strengthen gender and human rights training of national and community facilitators

Kiribati 

Key Successes

· Translated the manual into I-Kiribati

· Completed three community programs

Challenges encountered with Kiribati implementation


· To date, lack of multi-agency involvement 

· Communities and facilitators want incentives/allowances 

· Community commitment 

· Religious and cultural barriers around issues of gender equality and sexual and 

Recommendations 


· National and community facilitator training in gender and human rights


· Develop multi-agency support for Stepping Stones implementation 


· Strengthen the monitoring and evaluation of Stepping Stones

Vanuatu 

Key Successes


· Stepping Stones facilitated discussions around unsafe sex and HIV risk factors

· Stepping Stones facilitated discussions around bride price and gender inequality

· Completed translation of manual into Bislama

Challenges encountered with Vanuatu implementation


· Community facilitator drop-out 


· Community commitment – competing work loads


· Facilitator incentives 


· Community selection – HIV saturation


· Lack of multi-agency involvement 


Recommendations


· Gain multi-agency support. Next in-country facilitator training to partner with Peace Corp


· Secure funding to provide facilitator allowances

· Implement Stepping Stones in outer islands to prevent HIV saturation 


Chuuk/Guam – Federated States of Micronesia (FSM)

Key Successes 


· Chuuk – Since 1st facilitator training in May 2010 4 communities have implemented Stepping Stones. There has been 7 months of implementation completed in Chuuk. 

· A total of 289 participants (in 4 communities) have been involved in Stepping Stones. (YM – 64, OM – 55 YW 87, OW – 83)


· The first community program where community facilitators are involved in implementation. Usually it is the Ministry of Health 


· Good collaboration and multi-agency support in both Chuuk and Guam 

Challenges encountered with FSM implementation


· Community facilitators lack confidence and required a lot of support. National facilitators were required to be present for all sessions


· There were many community events which occurred during Stepping Stones


· Religious barriers – one of the older men in the facilitator group was very religious and therefore said he couldn’t run Stepping Stones 

· Guam program – very difficult to gather community support as Chuukese communities are spread out and no longer adhere to a traditional structure


· Guam program – conflicting cultural challenges (traditional vs modernization)


Recommendations


· Further develop a selection criteria for the FSM program 

· Community and facilitator selection to be more closely vetted 

· Secure on-going funding for Stepping Stones as there is the belief that it was definitely a beneficial program. The implementation on Chuuk cost approximately $5,000 USD per community

Day Two Emerging Issues


Homosexuality and Migration 

Day two of the retreat saw Amandine Bollinger, Stepping Stones Researcher with Salamander Trust UK share her knowledge on two new Stepping Stones modules. The South American Stepping Stones program has recently developed modules around issues of homosexuality and migration (see annex 3 for draft notes on both sessions). 

Issues of migration and discrimination of same sex relationships are factors which increase vulnerability to HIV and violence in the Pacific. Regional and International travel for scholarships, study or work are common through almost all Pacific Island Countries. Conservative religious beliefs are also often used as justification for stigma and discrimination against gay people. 
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Picture 1: Immigration exercise 



Picture 2: Homosexuality exercise 

All participants stated they found the immigration and homosexuality sessions relevant to the Pacific context and would like to incorporate similar modules into the Pacific Stepping Stones manual. The modules from South America are still in development and the Pacific region would like to customise these to a Pacific context.  A major outcome from the retreat was that FSPI would facilitate this process and contact all countries for feedback and suggestions before the two new sessions were finalised. 

Day Two – Three 


Pacific Regional Status of HIV Specific Rights and Legislative Status in PICs

Laitia Tamata, Legal Trainer and Policy Analyst with PIAF carried out a day of Human Rights and HIV Specific Rights training for facilitators. All participants stated that this session was very useful and had contributed to increasing their knowledge and skills around discussing the affects of stigma and discrimination with community members.  As a regional technical agency, the session was also an excellent opportunity for PIAF to meet national Stepping Stones facilitators from all countries and map out technical assistance requirements from 2011. All countries stated they wanted PIAF to provide human rights and HIV specific rights training with national and community facilitators who were unable to attend the retreat.  

Engaging Men and Dynamic Vocals Drama Night

Albert Cerelala, FSPI Gender and Governance Officer and FWCC Male Advocate facilitated a half day gender session. This session covered issues such as: 


· What is gender? 


· Gender stereotyping 


· Gender time mapping 


· Why gender inequality makes women more vulnerable to HIV and STI’s


Discussions during the gender session lead to all participants stating they wanted the next update of the Pacific Stepping Stones manual to include a new session on gender 101. 


The gender sessions was then followed by an evening of drama showcasing the FSPI Engaging Men as Responsible Partners program. As part of the Engaging men program, FSPI has contracted a Fiji youth drama group called Dynamic Vocals. The group has created a number of drama’s and songs depicting realistic scenarios of domestic violence and rape in Fiji which are presented to Stepping Stones facilitators. The facilitators are then taken through a facilitated discussion by Albert to initiate conversations of male responsibility and build their skills to challenge the many myths and stereotypes that are often used within communities as justification for violence against women. 
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The drama night presented at the retreat depicted scenarios of domestic violence and rape as a catalyst for discussion on gender justice and women’s rights issues. FSPI’s two male advocates (Albert Cerelala and Tura Lewai) were responsible for facilitating discussion and learning with training participants. The drama night was reported by all participates as successful in creating transformative discussions about gender stereotypes and gender based violence occurring in Fiji. 
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   Albert Cerelala and Tura Lewai
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  Dynamic Vocals drama group

                                                                                     Facilitated discussion after drama


Day 4 and 5

Monitoring and Evaluation 

As part of the retreat participants were asked to give feedback on the G-Scale questionnaire. Participants were broken into small groups and asked to give suggestions to improve the collection of data using this tool. 
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Picture 3: Group work: providing feedback on the G-Scale


Overall, participants stated that from their experience the G-Scale was easy to implement although most people stated having problems with analysis and interpretation of scores. 

Suggested changes to the current G-Scale questionnaire included: 

· At the top of the page there should be a short paragraph explaining the purpose of the G-Scale


· All G-Scales need to be translated into local language for each country

· Inclusion of a question for PLHIV and gender eg: Should women who have HIV be able to have children?


· The use of the headings; agree, partially agree and do not agree were seen as possibly confusing. Instead, it was suggested to use graphics to illustrate what each category stood for 


· Q3 working should be changed to: In a relationship you never talk about sex you just do it


· Particular questions should be worded in a way as to be relevant to both sexes (ie question 1, 12, 14, 15)


September 2010, a Peace Corp volunteer working with FSPI designed a new excel sheet to allow for simple data analysis of G-Scale scores. This sheet was shared with participants at the retreat and will be included in the up-dated Stepping Stones M&E toolkit. 


Selection Criteria for future cross Pacific sharing 

During the retreat, participants had the opportunity to hear from Henry Oti, national facilitator from the Solomon Islands. Henry has now had the opportunity to be involved in two cross pacific sharing exchanges, one in Chuuk in the Federated States of Micronesia and a second in Fiji. 

At the retreat, Henry spoke about the many benefits that the cross pacific sharing has  brought to him as a community development worker. He spoke about how the opportunity had improved his confidence, helped him to understand the many different social issues across the Pacific and brought about a much deeper understanding of how to effectively facilitate Stepping Stones in communities. 


In 2011, through the regional Response Fund grant, FSPI and SPC will continue to provide this opportunity for Pacific facilitators, and this year’s retreat provided a great opportunity to begin conversations about the creation of a formal selection criterion.


Working in small groups, the following was suggested as a regional selection criterion requirement for future cross pacific exchanges: 


1. The facilitator should be fully supported by their in-country Stepping Stones team


This was considered to be a vital point in order to make sure that the cross pacific sharing did not create an atmosphere of competition between facilitators. From now on, country teams will be asked to nominate a person, (whom must meet the rest of the selection criteria) in order to be involved. 


2. The facilitator has been involved in a staged Stepping Stones process


 The nominated person must have been a community facilitator and a national facilitator before they are given the opportunity to become a regional exchange facilitator


3. The facilitator must be an active Stepping Stones facilitator and completed a minimum of two community programs in their country of origin 


4. Facilitators will now be required to complete  gender and human rights training prior to being involved in the cross pacific exchange


While there were sessions at the retreat dedicated to gender and human rights capacity development, countries present were encouraged to approach other in-country partner organizations to request facilitators who were not present at the retreat be involved in similar capacity development opportunities. Local women’s organizations, PIAF and RRRT were all identified as appropriate and possible agencies to approach.  All countries were encouraged to include this into their work plans early 2011.


5. Facilitators must be competent in English and where appropriate, dual language will be given priority (ie – facilitators comfortable with pidgin will be first choice for trainings in Solomon Islands, Vanuatu and PNG). 


In return, participants were given the opportunity to request from FSPI what they thought they would require in order to build their capacity so they could be involved in country exchanges. Those present at the retreat requested the following support from FSPI:


1. Assistance to carry out research/learn about the country were the exchange will be carried out.  FSPI has committed to provide a briefing package for the country and communities involved in the exchange


2. Mentorship – all country exchange facilitators will have a partner Stepping Stones facilitator. This will most often include regional TA staff (FSPI or SPC)


3. FSPI commits to schedule more time before and after the training for preparation and debriefing (minimum of 2 days)


4. FSPI will provide all financing for the cross pacific exchange, (including flights, accommodation and per diems) 


5. All facilitators will be provided with a Terms of Reference before they commence a country exchange


6. Formal assessment and feedback will be provided to the facilitator upon return to their country of origin


7. FSPI will assist, where possible to identify opportunities for capacity development. At the retreat, participants were also encouraged to source further capacity development opportunities from other NGO’s working in-country


Most Significant Change Story Collection 

Many of the participants at the retreat had already had training in MSC and for those who didn’t; the retreat did not provide enough time to adequately carry out this training. Instead, the retreat provided an opportunity for trained facilitators to take MSC stories from other Stepping Stones facilitators. A total of ?? 
MSC stories were collected as part of the retreat. Changes identified in the stories included both personal and professional changes. In many cases, the sorts of personal changes that have occurred are major and life changing crossing over a number of generations. 


INSERT QUOTE FROM LORRAINES MSC STORY. 


The Best MSC Story which was collected at the retreat was titled; 


The best MSC Story is attached as Annex 7. 

One Stones at a Time


The retreat provided an opportunity for Sala Tupou, SPC Programme Development Officer to talk with the participants regarding the importance of monitoring and evaluation. For many of the participants, this was the first time they had the opportunity to hear about where Stepping Stones funding comes from and what happens to the information collected for reporting purposes. Many of the participants stated that this was a very helpful session, “Sala’s powerpoint and session on reporting back was very important. We need to make it our business to report back and send evidence on what’s been collected”. 

Funding Options for Stepping Stones

The retreat also included a session on the Regional Response Fund Grant which funds Stepping Stones support and technical assisstance. Despite much explanation, prior to the retreat there had continued to be some confusion about how Stepping Stones was to be funded throughout the region. This session explained the different funding mechanisms and clearly highlighted what the FSPI/SPC technical assistance grant could cover. 


The Regional Response Fund Grant held by FSPI/SPC can fund:

· Regional T/A (support to facilitate at ToT trainings and also supports M&E trips)


· Cross pacific sharing


· Annual retreat


· Resources (manuals, toolkits etc)


· Newsletter (quarterly)


Countries interested in Stepping Stones need to fund:

· Their in-country ToT’s (venue, participant travel)


· Implementation in communities (travel to communities, incentives, materials)


· Additional capacity development (gender and human rights training. These activities can be funded through collaboration with agencies such as PIAF, RRRT and FWCC).  


 Key outcomes and successes of the retreat

The retreat was reported as being very successful by all participants who attended. The major successes and outcomes of the retreat can be documented as: 


· Agreement of the development of 3 new Stepping Stones modules including sessions on; homosexuality, migration and basic gender awareness


· Countries were able to share lessons and learn from each other’s implementation


· Fiji was able to showcase its work on engaging men and the use of drama and facilitated discussion to strengthen gender analysis skills. All countries want to implement similar work 


· A selection criteria for all future cross pacific sharing activities (with both facilitator and FSPI obligations) was created


· Gathered information which will contribute to the up-dating of the Stepping Stones M&E toolkit (G-Scale update and analysis sheet) 
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Regional Stepping Stones Retreat 

Monday 22nd – Friday 26th November 2010

Venue: Nadave Training Centre 

Suva, Fiji


Retreat Objectives 

4. To increase the collaboration of Stepping Stones facilitators across the Pacific region and internationally 


5. To develop Stepping Stones ‘best’ practice approaches in planning, co ordination and implementation 

6. To develop a draft national country implementation plan for establishing the Stepping Stones programme and identifying technical assistance needs for 2011


By the end of the retreat participants will:

6. Have an increased appreciation of the key philosophy and approach of Stepping Stones


7. Have their capacity increased in the use of the Stepping Stones M&E tools and process

8. Appreciate the different Stepping Stones experiences from around the Pacific Region and internationally 

9. Have enhanced their capacity to be able to develop and improve gender relations analysis for gender equality and the reduction of gender based violence in Pacific Island communities 

10. Have enhanced their communication and facilitation skills

		Time 

		Monday 22/11

		Tuesday 23/11

		Wednesday 24/11

		Thursday 25/11

		Friday 26/11



		8.30 am 

		Welcome


Opening remarks 


Opening performance


Participant introductions

		Morning re cap 


Session 2 Emerging issues


Amandine: Homosexuality and Migration: adapting the SS manual  




		Morning re cap


Monitoring & Evaluation (M&E)


Documenting SS impacts


What is the value of SS data and why collect it?




		Morning re cap


Session 5 

‘One stone at a time’: documenting SS impacts 




		Morning re cap 


SS and Regional Programming 


· FSPI’s role 


· TA assistance 


· Funding 






		10.30 am

		Morning tea

		Morning tea

		Morning tea

		Morning tea

		Morning tea



		10.45 am




		Overview of retreat programme and housekeeping  


Session 1: SS Country Markets


(Country presentations) 




		Pacific Regional status of HIV specific rights and Legislative status in PICs (PIAF)


 

		How can we improve on documenting SS impacts?


GEM scale- entering data and analysis

		Session 4 


Monitoring & Evaluation (M&E)


SS Resources 


Fiji experience in the use of journals 


SS resources stock take and usage  

		Session 6 


Mapping of SS plans and TA for 2011



		1 pm

		Lunch 

		Lunch 

		Lunch 

		Lunch 

		Lunch 



		

		Country presentations contd. 

		Session 3 Engaging Men work 


Strengthening gender relations and gender analysis in SS 

		Interpreting SS data

		International SS perspective on M&E

		Presentation of plans 



		3.30 pm 

		Afternoon tea

		Afternoon tea

		Afternoon tea

		Afternoon tea

		Afternoon tea



		3.45 pm 

		Country presentations contd.

		Session contd. 

		MSC 

		Solomon Islands Cross Pacific sharing 

		Session contd.



		5.00 pm 

		Wrap up 

		Wrap up 

		Wrap up 

		Wrap up 

		Wrap up 



		7 pm Evening program 

		Community Solutions- DVD on SS

		Dynamic Vocals performance followed by facilitated discussion

		Condom & condom usage, barriers to access and strategies for strengthening

		

		Farewell dinner
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HOMOSEXUALITY – MY IDENTITY NOV 2010 FIJI STEPPING STONES RETREAT NOTES

Exercise on “my new identity” (homosexuality) – 2 hours


Process:


1. Participants were asked to sit in a circle, close their eyes and think about who they are now: man, woman, young, adult, etc..

2. Participants were organised in groups by gender, mixed as much as possible through the different views/knoweldge they might have on sexual diversity: while participants kept their eyes closed, a few of them were touched on the shoulder to form a first group, they were asked to open their eyes and were grouped in a corner of the room. The same was done with the rest of the participants until forming 6 different groups.

3. A womb was simulated with a rope, on the floor and each participant was invited to be placed in there according to the group they had been put in.

4. Participants were asked to take a position within the uterus, to close their eyes and reflect on the ideal conditions they would have in the womb: security, comfort, food, warmth.

5. A signal was given to indicate that each participant was  about to be born again and that they will have to construct their identity

6. A blank mask was placed at the “exit” of the uterus with a bag of sweets placed in baby socks, previously titled with each the following options (6 masks for 6 identities): 


· Gay male


· Gay female


· Transgender male


· Transgende female


· Bisexual male


· Bisexual female


7. Participants were asked to return to their place and reflect on their new identity:


· Give characteristics to your new character (name, physical and emotional characteristics)


· People’s attitudes towards them


· What would they have to give up to become fully this person


8. Participants were asked to feedback to the group and for each identity a discussion was engaged promoting positive sexuality and human rights. 

· REFLECTIONS:
Ask the following questions to help the group to reflect:
What is identity?
What aspects define my identity?
How is identity constructed?

What is the impact each of these aspects in the construction of their identity?


!! It is very important that the facilitator uses clear references to support their explanations on what identity and sexual identity are.
Identity is "the awareness that each person has of themselves, which has been structured from an early age in their socialization process and allows, at any point in their lives, to define themselves as such. This conjunction of individual categorizations are related to conceptual and emotional aspects of the person, since they are closely related to the meaning, with what we feel, with how we all internalize what we have learned and that the society and culture that we are part of reinforces.


Sexual identity is the awareness that each person has of themselves with regard to their sex, body, gender, sexual orientation and expressions of sexual behavioral which may or may not correspond with the "ought to be" way of socializing on the same issues ".


TRANSLATION


EXERCISE C-2 (OPTION 2) "A ROMANTIC ENCOUNTER "


AIM: Ensure that participants reflect on their sexual identity.


DESCRIPTION: Individual reflections followed by active listening in the plenary.


INSTRUCTIONS:


1. Give each participant a blank sheet and ask them to write in the top part of it, the name, physical features, temper of a person and on the bottom part of the sheet, to do the same with the name of another person. These two people will be the characters of a romantic encounter.


2. Ask them to fold the sheet and break it in half.


3. Then they must re-double the two halves and place in a container.


4. Ask each participant to randomly select two folded papers so that they can start building a romantic encounter. Give them a new sheet to do it.


5. After 10 minutes, ask participants to share their stories, and reflect on these with the group.


Reflection:


Ask the following questions to facilitate the group discussion 


Was it easy to build the romantic encounter between the new characters?


What were the difficulties?


What is sexual identity?


What is a heterosexual, homosexual, bisexual, travesty, transsexual person?


Are you born as such or is it a construct of your personality?


SEXUAL ORIENTATION


Sex towards what I orientate my desire and my affection.


opposite sex: Heterosexual


same sex: homosexual


both sexes: bisexual


Born or constructed?


Homosexuality is the sexual orientation of men and women who are meeting their emotional or sexual needs with persons of same sex. Homosexuals tend to define themselves as ¨ Gay · and homosexual women are also known as ¨ Lesbian 


GENDER ROLE OR SEXUAL ROLE 


Role assumed in a society according to your sex. 


Stereotypes of masculinity or femininity.


Transvestites: variant sexual behaviour of men using female garments, occasionally or permanently. Should not be confused with homosexual.


SEXUAL BEHAVIOR: bio-psycho-social


How do I express it?


Different behaviour: faithful, multiple partners, intermittent fidelity.


Sexual act: vaginal, anal, oral


Sexual frequency: hypersexuality, sexual anorexia


Manifestations of sexual diversity.


SEXUAL FUNCTION: BIO-PSYCHO


Genital function, lubrication, erection, increased heart rate, blood pressure, flushing, pallor.


Dysfunction: erectile dysfunction, impotence, anorgasmia, premature ejaculation or delayed.


(Body Mapping exercise)
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MIGRATION - Stepping Stones retreat – Fiji Nov 2010 – NOTES FROM SESSION

Exercise on “Migration” – 2.5 hours


Learning Outcomes:


Understanding how migration can impact on sexual health & vulnerability to STIs


Energiser used: going round the room asking participants to express in one word how they are feeling.


1. Participants were arranged by date of birth to be separated later in 3 different groups. 


2. Participants were asked whether anyone had ever thought of settling down in another country. Those who had thought of migrating were asked to step forward. 


3. Those who had stepped forward were asked 


a. Where they had thought of migrating to


b. For what reasons


4. Those who didn’t step further were asked why they wanted to say in their country. Links were made between the reasons raised by those who had thought of migrating and those who hadn’t


5. Reflexion on sexual vulnerability due to migration: The group was divided into 3 groups. In each group it was identified whether there was at least on person who had children so that the perspective of those migrating leaving their children behind would be brought in.


6. Group 1 was asked to look at various scenarios in the planning of the trip and the impact on the sexual of the person thinking of migrating: who is the migrant, where do they migrate to and what impact on their sexual health - this aspect was brought in to encourage reflection around trafficking issues (sexual and drug-related), but it didn’t work since the Pacific context of migration. Instead, the group looked at issues linked to sending children abroad or to another place for education purposes.


Group 2 was asked to look at scenarios around making the journey: who are the migrants, where are they migrating to, impact on their sexual health?


Group 3 was asked to look at scenarios around returning home: who are the migrants, where are they migrating to, impact on their sexual health?


7. Each group was asked to present their findings to the plenary group and issues relevant to the Pacific were identified. These are: 


· Children being sent abroad or to relatives for education purposes: issues brought up were around sexual exploitation, abuse and neglect inflicted by the relatives in charge of the child, …


· Internal migration: issues such as conflicts (land ownership), gender-based violence, men from a patriarchal culture displaced into matriarchal societies, women’s identity changing due to different cultural context, child labour, street children, racism towards communities from other countries – eg. Chinese, Indian,…


· Returning home: sometimes in a coffin because the person could never come back due to financial reasons or because they were in the army, reintegration of deportees (eg. Tonga), gangs, drugs, cultural adaptation, HIV status, coming home pregrnant…


· Forced migration – eg disasters


8. Closing round: close your eyes and focus on the now and the warmth of the participants


TRANSLATION FROM THE SPANISH MANUAL:


4 "MIGRATION"


(Long Exercise)


MATERIALS: TV, DVD "not leaving anymore" (CEPAJ-Rayuela, Ecuador), DVD Player, copies of the testimonies (page NO126-127).


GOALS: Understanding the phenomenon of migration, how it affects our sexual life, and the conditions of vulnerability that people face with regards to sexually transmitted infections and HIV and AIDS.


DESCRIPTION: participatory exercises, interactive, reflective, with input from participants in peer groups. 


INSTRUCTIONS:


1. Ask participants to form a circle, sitting or standing (according to the comfort of the place), close their eyes and remember for a few minutes:


• If they have ever in your life thought of migrating out of their country 


• The circumstances that they lived at that time that influenced the possibility for them to leave


2. Then ask them to open their eyes and that people who have thought of leaving


step forward. Ask that two or three people voluntarily share their experience.


3. After hearing the experiences, ask people who have not stepped forward to indicate the reasons why they decided not to migrate. You can help with the questions such as: What circumstances contributed to you not thinking of migrating?


4. Once the participants have shared their reasons for migrating or not, ask the group to divide into two groups. Each of group will reflect on the conditions of vulnerability that migration might have on people’s sexuality and how migration limits the right to live healthy and happy "


5. The first group will be provided a copy of testimonies of women migrants (in the Spanish manual adapted for the Central American context). Ask the first group to focus on sexuality-related issues and reflect on the following:


· What are the impacts on men and women’s sexual life of men when migrating illegally?


· Do you know cases where the sexual life of people who migrated illegally was affected?


· How do you think people’s sexual life would be affected if they decided to migrate?


6. Take the second group to another room, and explain that you will see a video about the impact of migration on those people who stay behind (particularly on children).


7. Ask participants to stand up, stretch, and then seat in a place that allows them to see the screen clearly.


8. Project the video "NOW OR COME." (Spanish version – not subtitled). Ask participants to focus on the aspect of sexuality and reflect on the following:


· If you had children and decided to migrate, in what way would your sexual life be affected?


· In the case of youth peer groups ask them to reflect on the following question: How do you think your sexual life may suffer if your parents decided to migrate?


10. After the two groups have worked on their questions, ask them to


meet again in the plenary assembly and share their thoughts and feelings about the stories they have read and watched.


To complete this exercise you can share the additional information available in the “reference” section.



Annex Four          

Most Significant Change (MSC) Story Collection 


Lee, can you add this in


Annex Five


Country Capacity Requirements


Country: Cook Islands 


		Activity 

		Month 

		Resources/TA



		Introductory visit- stakeholder meeting


Selection of communities and participants

		January 

		FSPI 



		Gender and Human Rights training – in house

		February – March 

		



		Stepping Stones facilitator training- 10 day 


M&E training- 2 day 

		March- April

		FSPI 






		Country roll out

		June- August 

		



		Support visits

		Mid – end 2011

		FSPI





Country: North Pacific  


		Country 

		TA 2011


(FSPI and SPC North)

		Month 

		Stepping Stones roll out plan

		Month 



		Chuuk 

		Male peer mentoring support 


M&E 


Gender analysis 

		March - May

		MSC to 4 communities 


2 communities (8 facilitators trained)


Translation and printing of manuals 

		February


June      


April                                        



		Guam 

		Male peer mentoring support 


M&E 


Gender analysis 

		March - May

		1st Roll out 


Facilitator training 




		January – May 


June 





Country: Fiji


		Activity 

		Month 

		TA/ Resources



		Complete Stepping Stones roll out 

		December 2010- January 2011

		MOH, FSPI



		M&E 


Support visits 

		January


February – end of year 

		MOH


FSPI



		Co facilitator training

		February – March 

		PIAF, UNIFEM, UNFPA, FSPI (Gender)



		National retreat 

		April

		MOH



		New Stepping Stones community roll out 

		July 

		MOH, FSPI





Country: Kiribati 


		Activity 

		Month 

		Responsibility 



		Workplan development 

		December 

		KANGO



		Submit workplan to CCM for endorsement 

		December 

		KANGO/KFHA/YCL



		Refresher course 

		February 

		FSPI TA



		National facilitator training 

		March 

		KANGO 



		Roll out- Central district 

		April 

		Community facilitators



		M&E visit 

		July 

		FSPI





Country: Solomon Islands


		Activity 

		Month 

		Responsibility 

		TA



		Gender/ Human rights training


Stepping Stones CBF training Isabel province

		February 


February

		Oxfam


COM 

		Gender drama, possible cross pacific sharing 



		Refresher for CBF

		June 

		National team

		TA for gender



		M&E

		August – December 

		National team and Stepping Stones coordinator


Tulagi & Temotu (SIPPA)


Malaita & Honiara (WV)

		TA visit 



		Possible place for roll out (SCA and SIDT)


Western province- Marovo

		May- December 

		SCA, SIDT, ADRA, Marovo’s women’s association 

		Cross Pacific sharing opportunity 





Solomon Islands Stepping Stones 2011- Resources and support


National team capacity building (retreat, refresher, M&E, gender) - NSP $180 000 SBD


Stepping Stones roll out and implementation (community based training and support/metor)-NSP $200 000 SBD


M&E- NSP $50 000 SBD


Possible grants for support – CAG


NGOs & MOH support funds
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MEDIA RELEASE


STEPPING UP TO PREVENT HIV IN THE PACIFIC

For Immediate Release

Nadave, Fiji (22 November, 2010) ─ An estimated 54,000 people were confirmed as


living with HIV in the Pacific in 2008; with 5,162 new HIV cases being diagnosed in the


same year. Excluding Australia and New Zealand, Papua New Guinea accounted for


over 99 percent of reported HIV cases in the region in 2007, with Fiji, French Polynesia,


Guam and New Caledonia accounting for the majority of HIV infections.


The figures, contained in a regional UNAIDS report entitled Turning the Tide, were


revealed at a regional retreat on HIV and sexual reproductive health which opened today


at the Centre for Appropriate Technology and Development (CATD) in Nadave.


“A ‘one size fits all’ approach (in addressing HIV) does not suit the diversity of Pacific


nations and outdated legislation criminalising homosexuality and commercial sex is a


major impediment in the region,” said Mr Rex Horoi, Executive Director of the Foundation for the Peoples of the South Pacific (FSPI).


The regional retreat is part of the FSPI-administered Stepping Stones programme which


works with peer group community facilitators and communities to facilitate community


conversations to address reproductive sexual health, gender based violence in the context


of STIs, HIV and teen pregnancies; discrimination and stigma; promote the protection of


human rights and encourage positive and responsible behaviour.


The programme is firmly based in participatory learning and focuses on improving cross


gender communication with youth and older men and women, building relationship skills


and highlighting the consequences of risk-taking behaviour.


“There is much more which needs to be done for community consciousness and actions


to be maintained,” said Maire Bopp Dupont, Chief Executive Officer of the Pacific


Islands AIDS Foundation (PIAF).


Ms Bopp Dupont who is living with HIV herself, said that while it is critical that those


living with HIV were part of the response, more awareness and creative solutions were


necessary to alter perceptions and allow these individuals to voice their needs and


become an active part of the process of change.


The Stepping Stones programme has been implemented in over 70 countries in Asia,


Africa, parts of Europe and in the Pacific region in the Federated States of Micronesia


(Chuuk), Kiribati, Guam, Solomon Islands and Vanuatu. The Cook Islands, Papua New


Guinea, Tonga and possibly Tuvalu, will also become part of the programme from next


year. (ENDS)


MEDIA RELEASE


WITH HUMAN RIGHTS COME RESPONSIBILITIESREGIONAL HIV MEETING TOLD


For Immediate Release


Nadave, Fiji (23 November, 2010) The legal response has been identified as one of the most effective responses to HIV in the Pacific region as it defines the obligations of the State to protect those living with HIV and vulnerable groups such as women. Sometimes the protection of HIV sufferers is based on emotions and this does not offer effective protection. The legal response therefore creates an enabling environment in which we can respond better, said Mr Laitia Tamata, a lawyer with the Pacific Islands AIDS Foundation (PIAF).Mr Tamata made the comments at a regional retreat on HIV and sexual reproductive health currently underway at the Centre for Appropriate Technology and Development (CATD) in Nadave. The retreat is organised by the Foundation for the Peoples of the South Pacific (FSPI).Explaining the basic human rights of those living with HIV in the context of responsibilities, he said: In discussing human rights, people often tend to overlook responsibilities to themselves and others. The tendency has been for citizens to claim their rights without being responsible. Responsibility determines the amount of rights one enjoys. A peaceful, loving society is made up of responsible citizens. When there are responsibilities, there are very few violations of human rights he said. For example, those living with HIV have the capacity to study their options such as the right to having sex and having children, however, responsibility comes into play when one determines whether or not HIV positive children should be born into the world. Having sex is not the only means of having children. There are also other means such as artificial insemination which could be considered for those living with HIV who wish to have a family.�Mr Tamata also told the retreat that in the Pacific, custom has been argued to justify discrimination and unjust practices. However, when custom goes against human rights it can no longer be considered beneficial or good, he said. The regional retreat is part of the FSPI-administered Stepping Stones programme which works with peer group community facilitators and communities to facilitate community conversations to address reproductive sexual health, gender based violence in the context of STIs, HIV and teen pregnancies; discrimination and stigma; promote the protection of human rights and encourage positive and responsible behaviour. (ENDS)


MEDIA RELEASE


INVOLVE MEN AND BOYS TO REDUCE VIOLENCE AGAINST WOMEN, SAYS MALE GENDER ADVOCATE

For Immediate Release


Suva, Fiji (29 November, 2010) There is a need to empower women, but to advocate for gender equality, there is a dire need to actively engage men and boys. Men and boys need to be responsible for challenging other men to Say No to Violence, particularly in their relationships and to actively work to reduce rape and violence against women and girls. We need to work with men to challenge their risk behaviours, particularly when it becomes detrimental to themselves and to women and girls. For instance, most women cannot ask their husband or partner to wear a condom during sex as some men do not feel that they need to do so. They also feel that women do not have the right to ask them to said Mr Tura Lewai, Gender and Arts Officer at the Foundation for the Peoples of the South Pacific (FSPI). Mr Lewai’s comments come as the world marks the 16 Days of Activism Against Violence Against Women from 25 November to 10 December, World AIDs Day on 1 December and Human Rights Day on10 December, 2010. Mr Lewai is also part of the drama group the Dynamic Vocals which uses theatre and an acapella crew to communicate powerful messages on rape and violence against women as a means of encouraging behavioural and attitudinal changes in communities. The Stepping Stones programme uses drama as a means of facilitating community conversations around issues such as reproductive sexual health, gender based violence in the context of STIs, HIV and AIDs and teen pregnancies; discrimination and stigma; protection of human rights and encouraging positive and responsible behavior. 


When Stepping Stones first began, we found that even our community-based facilitators were struggling with the concept of gender equality; even the women themselves had questions about their own right to equality Mr Lewai said. We therefore felt that the use of drama was the best form of sending out messages on gender equality and also encouraging community discussions around difficult issues such as gender based violence, STIs, HIV and teen pregnancies. We want to also portray the physical, emotional and mental blame and stress that it is far too common for women to carry with them after they have been raped or beaten. The personal is also political and we need to walk the talk. Our male members of Dynamic Vocals have made changes in the way they live and interact with their partners, mums, sisters and women in general, he said.

Violence against women is directly linked to sexual risk behavior. If women are not permitted to negotiate the use of condoms they risk their sexual health. Unequal gender relations and gender based violence is both a cause and consequence of the high incidence of STIs and HIV and AIDS in the Pacific, says Ms Margaret Leniston, FSPI Regional Health Programme Manager. FSPI is committed continue to support this work with male advocates to reduce risk behaviours and violence against women and girls, to promote gender equality and encourage safe health practices. We continue to collaborate and work alongside agencies like Fiji Women’s Crisis Center (FWCC) and the Pacific Islands Aids Foundation (PIAF) and national governments to make this work more effective across the region, she said. Ms Emily Miller of the International Women’ s Development Agency (IWDA) said: The engaging men work has been fantastic in improving facilitator skills and challenging peer groups to ensure that conversations around gender-based violence occur in a manner that makes a difference. It challenges gender roles and male responsibilities and prepares men to go into communities to initiate discussions.


IWDA is currently working in Fiji and gender equality is a core component of our work. We would also like to collaborate with FSPI in the area of engaging men and gender based violence, particularly in the context of the Stepping Stones programme, Ms Miller said. (ENDS)


Annex Seven

Best MSC Story

�Lee – do you have the MSC stories? How many were collected in total? I wanted to include info from the Best MSC story but this will have to be selected.



�Can you either send me through Lorraines story or add a quote in here from her story.



Once the best MSC story has been selected we can finish up this section. 
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Fiji Red Cross Society’s HIV and Blood Advocacy IEC Materials Evaluation:  
An Analysis of Quality and Effectiveness. 
 
Julie Argyle, PhD, USPCV                                                                                                                                                                                                                                          


___________________________________________________________________________________________________________________                                                                                                                                                                                                                                                             


Information, education and communication (IEC) materials enable individuals to play an active role in 
achieving, protecting and sustaining their own health. The ultimate goal of all IEC materials is to empower 
people to make decisions, modify behaviors and change social conditions. Health promotion and education 
activities rely on a variety of well designed and effective IEC materials to ensure success.  
 
Human Immunodeficiency Virus (HIV) is an increasing concern in Fiji. It is well documented that the rates 
of sexually transmitted infections (STI) are high in Fiji, even in rural areas and it is also well documented 
that the rates of HIV infection increase with the rate of STI’s. Most health professionals agree that HIV will 
become a major social and economic threat in Fiji if intervention is not initiated immediately. Inaction could 
put the nation on a dangerous trajectory, resulting in substantial increases in HIV and related costs to the 
Fiji healthcare system. 
 
With the advancement of the practice of medicine in Fiji, the need for blood products is also growing. The 
Fiji Blood Bank is in dire need of a consistent supply of blood products. Because blood donation is not yet 
common practice in Fiji, public awareness and education is needed. 
 
A comprehensive evaluation of Fiji Red Cross Society’s (FRCS) HIV and Blood Advocacy IEC materials was 
conducted to analyze the quality and effectiveness of current materials and to provide recommendations for 
future development. 
 
Materials and Methods 


1) An examination of HIV/Blood Advocacy IEC materials from other programs in Fiji was conducted 
to determine gaps and overlaps in coverage. 
 


2) HIV/Blood Advocacy IEC materials produced by FRCS were examined to determine the quality of 
materials and appropriateness for target population. 


 
3) In-depth interviews were conducted in villages across Fiji where Together We Can (TWC) 


workshops (primary distribution route of IEC materials) have been conducted. Open-ended 
questions were asked on a one-to-one private and confidential basis. Those interviewed included 
villagers who attended workshops, villagers who did not attend workshops, village leaders, church 
leaders, village nurses, Peace Corps volunteers and Red Cross Branch health volunteers. Interviews 
were conducted to determine needs of target population, effectiveness of materials and 
recommendations for future development. 


 
4) Observation of TWC workshop to evaluate distribution of IEC materials. 


 
5) In-depth interviews with key partners in HIV/Blood Advocacy to determine gaps/overlaps in 


coverage and to access input and insight from other HIV/Blood Advocacy professionals within Fiji. 
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Results 
1) Quality 


A) Accuracy 
Both the HIV/AIDS brochure and the Blood Donation brochure are completely accurate. 
There is, however, a slight omission of information in the HIV/AIDS brochure. It lists 
diarrhea, pneumonia and skin cancer as some illnesses that a person with AIDS can get but does 
not discuss the seriousness of AIDS. There could be a misunderstanding that having AIDS is not 
that big of a deal. It does not address the fact that there is no cure, that a person with AIDS will 
need to take many medications the rest of their lives or that a person will eventually die from 
AIDS. The brochure might be more effective in changing behaviors if it provided more 
motivation to avoid getting AIDS.  
 


B) Attractiveness to target population 


• The cover of the HIV brochure is quite visually appealing. It has a distinctive 
personality that makes it stand out compared to other HIV materials. It is especially 
attractive to youth. Most every participant interviewed really liked the condom man 
picture on the front of the HIV brochure and thought it was funny. They could 
culturally relate to the pocket sulu and sandals. Though it clearly is attractive to the 
younger population, it is not as pleasing to the older and more conservative 
population. One participant and all church leaders thought the condom man was 
offensive.  


• No one interviewed understood or was familiar with the graffiti style of writing used 
on the cover of the HIV brochure.  


• The cover of the Blood Donation brochure could be more visually interesting. 


• Target population tends to like more bright and vibrant colors. 


• There is a need for more pictures interspersed with the text in both brochures. 


• A list of questions and answers (as in the HIV brochure) is not as visually appealing as 
other formats. Possibly rearranging the text and visual distribution of the layout would 
create more visual appeal. 
 


C) Ease of reading  


• Everyone interviewed appreciated the fact that the HIV brochure was in Fijian. They 
all found it easy to read. 


• The Blood Donation brochure needs less text. 


• It would be beneficial to create all brochures in Fijian and Hindi if those are included in 
the target population. 


• The HIV brochure could be better organized.  
 


D) Clear message 
Both brochures have a lot of information. They have a little bit about many of things which can 
muddy the message leaving the reader confused about what to do with the information. It 
would be more effective to have less information while the information you have should be 
more focused on the goal of the IEC. 
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2) Effectiveness 
A) Is target population defined? 


In conversations with FRCS representatives, the target population was defined as people in 
rural settings. This target population was chosen because FRCS saw a gap in services for people 
who lived in rural areas and also because FRCS has the unique ability to service this population 
via their health volunteers located at branch offices in fifteen locations around Fiji. After 
interviewing key partners who are also doing HIV and Blood Advocacy programs, it was clear 
there indeed is a gap in services for those in rural areas. Most partner programs are targeting 
urban areas. 
 
The difficulty with this target population is that it is quite diverse. The needs of rural Indo-
Fijian settlements are quite different than the needs of rural Fijian villages. The needs of rural 
married women are quite different from the needs of rural single girls, from the needs of rural 
married men and from the needs of rural single boys.  
 
It would be more effective to divide this target group into smaller, more defined groups in 
order to develop IEC materials to best meet each group’s individual needs.  
 
 


B) Do they address the needs/problems of target population? 
As gathered from interviews, the needs of the target population are: 


• Awareness and education about HIV/AIDS, change of attitude about the seriousness of 
the situation 


• Awareness and education about donating blood 


• Increase the practice of regular blood donations 


• Decrease teen/unmarried pregnancies 


• Increase awareness and education about STI’s 


• Increase early diagnosis and treatment of STI’s 


• Decrease incidence of STI’s 


• Increase HIV testing 


• Increase condom use 


• Increase negotiation /communication skills for condom use 


• Female empowerment 


• Consistent and embarrassment-free access to free condoms.  
Many village nurses were out of condoms. Some participants listed embarrassment as a 
reason not to go to the village nurse to get condoms. 


         Both brochures address the needs of the target population. The HIV brochure contains  
general information about HIV to promote awareness and the brochure on blood advocacy 
contains information to promote blood donation. 
 


C) What are the goals of the IEC? 
In conversations with FRCS representatives, the goals of the IEC materials were: 


• For the Blood Advocacy brochure: to get people to become regular blood donors 


• For the HIV brochure: to learn more about HIV/AIDS, to increase condom use and to 
increase HIV testing. 
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The goal of the Blood Advocacy brochure is excellent. It is focused, it meets a need of the 
target group, it is reasonable and it is measurable.  
 
The goals of the HIV brochure are somewhat over-reaching. Though the goals do address the 
actual needs of the target population, one small brochure cannot feasibly meet all three goals. It 
would be more effective to focus on one goal for each IEC material in the future. Having one 
goal will make the message more clear and effective. For example create one brochure about 
HIV/AIDS and why it is a health threat, another brochure educating and encouraging condom 
use and one brochure encouraging people of the importance of getting tested. 
 


D) Is distribution effective? 
According to FRCS representatives, distribution of IEC materials is done in conjunction with 
TWC workshops. As standard practices confirm, IEC materials are most effective when paired 
with educational programs presented by health professionals. TWC is a sexual health program 
conducted by trained health volunteers in villages throughout Fiji. 
 
One concerning point is that none of the interview participants had ever seen the IEC materials 
before being presented with them during our interviews. This was true for both the 
participants that had attended the TWC workshops as well as those who did not. It was also 
noted that the TWC workshop that was observed during our evaluation did not include 
distribution of IEC materials (though condoms were distributed). More effective and consistent 
distribution of IEC materials may be an area to examine in the future. 
 
 


E) How are the IEC materials monitored and evaluated? 
TWC workshops are evaluated by attendance and pre/post tests, but the IEC materials 
themselves are not currently evaluated or monitored.  


 
Recommendations 
According to Strategic Health Communication Standards, the following are my recommendations for the 
development of future IEC materials: 
 


1) Planning 
A) Define target population 


The success and impact of IEC materials depends largely on the understanding of the target 
population by the planning team. 
 
The target population should have similar needs, ages and cultural backgrounds. The needs of 
women and men are similar when it comes to blood donation so the target population for a 
blood advocacy IEC material could contain both men and women. However the needs of men 
and women are very different when it comes to sexual health. The target population should 
then be divided by sex, cultural background and age or marital status.  


 
B) Examine needs of target population 


The needs of the target population as identified during field visits and interviews include: 


• STI 
Increasing awareness and education, increasing early diagnosis and treatment and 
decreasing incidence 
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• HIV  
Increasing awareness and education, creating a change of attitude about seriousness of 
problem 


• Increase HIV testing 
This will also include increasing local access to HIV testing. 


• Decreasing incidence of teen/unmarried pregnancy 


• Decreasing denial  
Denial of the magnitude of HIV, STIs and unfaithfulness in the target population presents a 
problem for creating behavior change.   


• Increasing condom use 
This will also include increasing consistent and embarrassment-free access to condoms. 


• Increasing communication/negotiation skills. Personal empowerment. 
One of the key issues of extreme importance in the area of sexual health is the 
incorporation of gender issues. Understanding the reality of women’s daily lives is 
important to the development of successful IEC materials. Women have both short-term 
needs (food, shelter, safety) and long-term needs (economic viability, reproductive 
freedom, enhanced status). In all aspects of their lives, women’s needs and priorities must 
be met with sensitivity and without presumption. Whether in the realm of human rights 
and freedom from violence or in activities of daily living, women’s empowerment is 
paramount. 


 
C) Define goal of IEC 


The goal of the IEC material should be based on the needs of the target population. Define only 
one goal per IEC material to allow the message to be clear and uncluttered. Goal should be 
realistic and measurable. 


D) Address challenges of reaching target population 
Examine the beliefs, cultural practices, pressures, handicaps and misinformation that could 
hinder the target population from reaching your stated goal. Challenges identified during field 
visits and interviews include: 


• Cultural reluctance to discuss sex 


• Church position on condom use 


• Cultural reluctance to discuss health problems 


• Reluctance to change/complacency 


• Difficulty in planning ahead/impulse control 


• Traditionally subservient role of women 
Especially related to condom negotiation 
 


E) How can we best appeal to target population?  


• What mediums are most appealing to the target population? A combination of mediums 
used together in the same program creates the most impact. Mediums that would be 
attractive to the target population that were identified during the field visits and interviews 
include: 
a) Brochures (people like to take things home to read at their leisure) 
b) Posters (very popular in private homes and community halls) 
c) Video (lack of electricity and equipment may present a problem in some areas) 
d) Playing cards and board games (games seem to be a preferred way of learning) 
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e) Flip charts (attract audience attention during lectures) 
f) Comic books (easy way to learn for those with a low reading level) 
g) Use of traditional media (such as singing, dancing, role play/dramas, peer group 


discussions around the tanoa. Peer groups should separate into unmarried women, 
married women, unmarried men and married men).  


• What is attractive to target population? 
Effective IEC materials are vivid and have an appealing personality that makes them stand 
out from other materials. Preferences of target population identified during field visits and 
interviews include: bright colors, culturally relevant pictures and an abundance of pictures.  


• Keep reading level low and have Hindi and Fijian translations 


• Tone 
What feeling should the material convey? What tone works best with the target 
population? Are they emotional about this issue? Religious? Like humor? Listen to authority 
or rebel? 


• Motivating factors  
To make behavior changes people not only need the skills, but also the 
motivation/inspiration. What motivates target population? Relevant motivating factors 
identified during field visits and interviews include: family safety, providing for family, 
respect and social harmony.  
 
Seeing someone like themselves who did not make the requested behavior change and 
hearing what happened to them as a result can be very motivating. A motivating factor 
might be a quote from someone in their target group that is affected by HIV/AIDS. 
 


F) Decide key message or advice 
This should be based on the goal of the IEC. Message should be short and to the point. It should 
also be action-oriented. Emphasize the benefit of doing or thinking what the IEC material is 
telling you to do or think. Give reasons why people should follow this advice. Tell them why 
changing the attitude or behavior outweighs the obstacles. Stress the most compelling benefit. 
 
The message should appeal not only to the head but also to the heart. Information itself does 
not greatly influence attitude or behavior change. Emotions need to be evoked. 
 
Catch phrases are often good ways to boil the message down in a focused and clear way. Some 
catch phrases used in other countries include “Real men are safe” and “Respect yourself, respect 
your family, use a condom”. 
 


G) Meet with key partners to coordinate coverage.  
Though many key partners believe overlaps in IEC materials are acceptable and even might 
possibly reinforce the message, the cost-effectiveness of five different organizations producing a 
similar brochure on HIV facts is extremely low. Especially in times of tight budgets for IEC 
materials, it would be more cost-effective for each organization to concentrate on a different 
topic and create five different IEC materials for the same cost of producing five of the same 
brochure. These materials could then be shared.  
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2) Implementing 
A) Create a supportive environment to encourage behavior change  


Identify leaders who shape people’s opinions and behaviors. Meetings should be held with 
church leaders, village leaders, village nurses and traditional healers. If leaders do not 
understand and support our message, behaviors will not change.  
 
An example of this was noted during a field visit to one of the villages. The church leader was 
against condom use and told people to not use condoms. Even though HIV/condom education 
had been done on a continuous basis in that village by a resident Peace Corps volunteer for two 
years, condom use was still negligible, rates of teen/unmarried pregnancy were high and rates 
of STIs were high. In contrast, during a field visit to a different village, we found the Turaga Ni 
Koro was a strong proponent of condom use and even distributed condoms himself to the 
youth. This village reported the highest rate of condom use during our interviews.  
 
Nurturing leaders to support the message is critical to the success of all IEC materials. 
 


B) Invite HIV positive person to speak to target population to help stress the gravity 
of situation 
Personal testimonies of affected people are far more compelling than any other form of 
communication. This is especially true if that person is from the same target group. This can be 
paired with the TWC program. 
 


C) Continuing to pair the distribution of IEC materials with the TWC program is 
very beneficial 
Because it has been shown that the needs of women are different than the needs of men and that 
the needs of youth are different than the needs of those married, it may be more beneficial to 
divide the participants into peer groups by age and sex in some instances. Because it has been 
shown that a communication program is more successful when carried out by expert 
practitioners, the continued training of branch health volunteers would also be beneficial. 
 


D) Distribution 
As our field visits illustrated, there is a need for increased access to the IEC materials. These 
should be taken to each TWC workshop for distribution to participants and also given to village 
leaders, church leaders, village nurses and traditional healers. 
 


E) Insure continuous and embarrassment-free access to condoms 
As our field visits showed, a continuous supply of condoms is not available in many villages. In 
Fiji, people tend not to think about asking for resupply until after they run out of stock. This 
could have disastrous results in the case of condoms.  Careful attention and monitoring of 
condom supply needs to be initiated to ensure condoms are always available. All the IEC 
materials in the world will not increase condom use if condoms are not available when they are 
needed. 
 
Different target groups may feel more comfortable asking for condoms from different people. 
In some cases this might be the village nurse, but in other cases it could be the Turaga Ni Koro, 
the resident Peace Corps volunteer, or another trusted elder. Each village should be evaluated 
on an individual basis as to what persons are the most responsible and the easiest to approach 
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for each target group. In some cases it may be the same person, but in most cases it may be that 
two or more people should be responsible for condom distribution per village. 
 


3) Monitoring and Evaluation 
A) Monitor: 


• number and type of IEC material distributed at each event 


• number of condoms distributed in village and to whom 
 


B) Clinic statistics: 


• Monitor number of teen/unmarried pregnancies before and several months following 
workshops in village 


• Monitor number of STI diagnoses before and several months following workshops in village 


• Monitor number of HIV diagnoses before and several months following workshops in village 
 


C) Post-testing  
Post-testing should concentrate on whether there was a change of attitude and behavior based 
on the goal of the IEC materials. The goal should be measurable. As changes of attitudes and 
behaviors do not happen immediately, post-testing should be conducted several weeks or even 
months after distribution. 
 


D) Informal observation 
Informal observation is an underrated and inexpensive monitoring tool. How do people react 
to the IEC materials? Do they seem interested? Have questions about them? Ignore them? 
 


E) Training in monitoring and evaluation  
The process of evaluation needs to be better understood by staff and volunteers. 
Evaluation should be considered a learning tool by volunteers and staff and embraced as a 
resource for future program development and IEC material design instead of taking it 
personally as an evaluation of how well they performed. In our field visits it was noticed that if 
allowed, most presenters fed participants the correct answers.  


 
Conclusion 
The development of successful IEC materials is a critical element in the health promotion of Fiji. A 
comprehensive evaluation of Fiji Red Cross Society’s (FRCS) HIV and Blood Advocacy IEC materials was 
conducted to analyze the quality and effectiveness of current materials and to provide recommendations for 
future development. The current materials were found to have many positive aspects, but could be 
improved in future planning, implementation and evaluation by using Strategic Health Communication 
Standards. 
 
There is a clear need for IEC materials to address the issues of HIV and blood donation in Fiji. In addition, 
other topics related to these need to be addressed such as HIV testing, STIs, teen pregnancy, condom use, 
negotiation skills and female empowerment.  
 
Fiji Red Cross Society is in a unique position to service rural Fiji which is an underserved and vulnerable 
population. Through its network of trained health volunteers in fifteen branches across Fiji, it is able to pair 
distribution of IEC materials with educational programs in areas that are not accessible to most other 
organizations.  
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It is hoped that FRCS will continue serving these vulnerable populations and be able to expand their IEC 
materials and educational programs to even better contribute to the health of the people of Fiji. 
Appendix 


i) Summary of representative HIV/Blood Advocacy IEC materials from other programs 
in Fiji 
1) UNFPA 


Brochure-Men as Partners in reproductive health 
Brochure-Male Condom 
Brochure-Female Condom 
Brochure-STIs & HIV 


2) MOH 
Brochure-STI 
Brochure-AIDS (Fijian) 
Brochure-Blood Donation 
Posters-Blood Donation 
Booklet-HIV/AIDS 


3) Marie Stopes 
Brochure-Sexual Health 
Brochure-HIV/AIDS 
Brochure-Facts About Sex 
Brochure-How to Use a Condom 


4) MOE 
Brochure-Abstinence 
Brochure-Be Faithful 
Brochure-Condoms 
Brochure-Do Other Things 


5) SPC 
Brochure-HIV/AIDS 
Brochure-HIV Testing 
Brochure-STIs 


6) RFHAF 
Brochure-Take Control (making the right choices) 


 
The quality and effectiveness of HIV/Blood Advocacy IEC materials in Fiji varies greatly. As seen 
from the titles above, there is quite a lot of overlap, especially in the area of HIV/AIDS basic facts. 
There does seem to be a gap in the amount of materials in Fijian and Hindi.  
 


ii) List of interview questions and summary of field visits 
A total of 26 people were interviewed in four different villages throughout Viti Levu and Taveuni 
with a representative variety of ages and gender. Interviews were conducted privately and in a 
casual manner to nurture trust and honesty. Confidentiality was stressed.  
1) Participants/Villagers 


• What is HIV/AIDS?  
Most of the participants that attended the TWC workshop could define HIV/AIDS. 
Most people who did not attend those workshops could not define HIV/AIDS. 


• Do you know anyone with HIV/AIDS? 
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Every participant denied knowing anyone with HIV/AIDS even though one participant 
in one village admitted to being HIV positive. Even that person’s family denied 
knowing anyone with HIV/AIDS. 


• How can you get HIV? 
Most said you can get HIV by having too many sex partners and a few said from getting 
a tattoo. None linked it to sexual fluids and blood or said that you could get it from 
having sex with an infected partner or sharing blood with an infected partner. One 
participant listed sex with animals as a way to get HIV. 


• How can you protect yourself? 
Most interviewed said by having one sexual partner. A small few said by using 
condoms. 


• Have you ever been tested for HIV? 
All interviewed said “No”. 


• Do you know anyone who has ever been tested for HIV? 
All interviewed said “No”. 


• What is STI? 
None could answer this question even when restated as sexually transmitted infection. 


• Have you ever had an STI? 
Everyone interviewed denied. 


• Do you know anyone who has had a STI? 
Everyone interviewed denied. 


• Is teen/unmarried pregnancy a problem in your village? 
Everyone interviewed said “Yes”. 


• Have you or any friends you may know ever donated blood? 
A few interviewed said “Yes”. 


• Have you ever seen this brochure? If so, where did you receive it? 
Everyone interviewed said “No”. 


• What do you think of the picture on the cover (colors, graffiti-style 
writing, condom man)?  
Most liked the condom man and thought it was funny, especially the pocket sulu and 
sandals. Some suggested brighter colors. None recognized the graffiti-type writing. 
One participant was offended by the condom man. 


• Do you think it is easy enough to read for most people in your village or 
does it look a little too hard for some people to read? 
Most said it was easy enough to read and expressed appreciation for the HIV brochure 
being in Fijian. Some thought the Blood Advocacy brochure might be a little too hard 
for some people in their village. 


• What behaviors do you do that puts you at risk for HIV? 
A few admitted to not using a condom when they should.  


• What do you do to protect yourself from HIV? 
Most interviewed said “Have one partner”. A few said “Use a condom” 


• Have you ever used a male condom? A female condom? How often? If not 
always, why don’t you use a condom? What is it about them that you don’t 
like? 
None admitted to ever using a female condom, two younger males admitted to using a 
condom most of the time, the majority denied ever using a condom or only using a 
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condom when they were single. Reasons for not using a condom included “My husband 
doesn’t like them”, “They don’t feel right”, “It doesn’t work as well”,  “I can’t afford 
them”, “I don’t have one when I need one”,  “I’m embarrassed to go ask for them”, 
“Too hard to use”, “I’m married, I don’t need one”. 


• Where can you go to get condoms? 
Most said village nurse, some said pharmacy, some said hospital and some said the 
Turaga Ni Koro. 


• For women: What do you do if your man doesn’t want to use a condom? 
All interviewed answered “We don’t use one”. 


• For those married: Do you trust that your partner is not having sex away 
from home? 
All interviewed answered “Yes”.  Please see same question as answered by village 
nurse, church leader, and village leader below. 
 
 


2) Village Nurse/Church Leader/Village Leader/Resident Peace Corps Volunteer 


• Do you think HIV is a threat to your village? What is the rate of HIV if 
known? 
All denied HIV as a threat except the two Peace Corps volunteers. All said there was 
no HIV in their village even though in one village a person admitted to interviewer that 
they were HIV positive. 


• Do you think STIs are a problem in your village? What is the rate of STIs if 
known? 
All village nurses admitted that STIs were a problem in their village. This is interesting 
considering the villagers themselves don’t see STIs as a problem or even know what 
they are. 


• Do you think teen/unmarried pregnancy is a problem in your village? 
What is the rate if known? 
All interviewed agreed that teen/unmarried pregnancy was a problem in their village. 


• Do you think unfaithfulness is a problem in your village? 
Most village nurses, village leaders, church leaders and Peace corps volunteers agreed 
that unfaithfulness was a problem. This is interesting considering that all married 
participants claimed that they trusted their partners were faithful. 


• Have you noticed the rate of HIV/STIs/teen and unmarried pregnancy 
change recently? 
All seemed to have a hard time answering this question. 


• Nurse: Where can people go to donate blood? 
All said the hospital. 


• Where can people in your village get condoms? 
Most said the village nurse and two village nurses said they had been out of condoms 
for awhile, one village Turaga Ni Koro gave out condoms and said he was out and 
needed more, all the church leaders had no idea where people got condoms, in one 
village the Peace Corps Volunteer gave them out. 


• Nurse: How many condoms do you give out weekly? 
None kept track or could give an accurate number. 


• Why do you think some people don’t use condoms? 
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Same reasons as stated above in villager section. 


• What would motivate them to use condoms? 
Everyone had a hard time with this question. 


• Church: Do you approve of condom use to prevent HIV? If not, why? 
In one village the church leader clearly disapproves of condom use. The other church 
leaders didn’t discourage condom use but didn’t condone it either. All stressed the 
need for abstinence and faithfulness. When asked how that was working in the face of 
the high rate of teen/unmarried pregnancies, STIs and unfaithfulness- three of the four 
interviewed admitted that if people cannot abstain or be faithful condoms should be 
used. 


• What does your village need to change in behavior and attitude about 
HIV/STI/Condom use? 
This was a difficult question for people to answer. 


• Have you seen this brochure? If so, where did you receive it? 
None had seen it before. 


• What do you think of the picture on the cover (colors, graffiti-style 
writing, condom man)?  
Most liked the condom man and thought it was funny, especially the pocket sulu and 
sandals. All church leaders were offended by the condom man. None were familiar 
with the graffiti-style writing. 


• Do you think it is easy enough to read for most people in your village or 
does it look a little too hard for some people to read? 
All thought it was easy to read and appreciated the fact that the HIV brochure was in 
Fijian. Some thought the Blood Advocacy brochure might be too hard to read for 
some. 


 
3) Branch Health Volunteer 


• What workshops/events/places did you distribute the IEC materials? 
Dates? Number distributed?  
Volunteers had a hard time answering these questions. There is clearly a need to 
monitor distribution. Some mentioned that IEC materials were locked in branch office 
and not accessible. 


• Who were the participants (age, sex)? 
Participants seemed to be a balanced mix of ages and gender. 


• Have you heard feedback on the IEC materials? 
All said that people appreciated the IEC materials and wanted more. 


• What do you think of the picture on the cover (colors, graffiti-style 
writing, condom man)?  
Same answers as above. 


• Do you think it is easy enough to read for most people in your village or 
does it look a little too hard for some people to read? 
Same answers as above. 


• How can we improve these IEC materials? 
Most just expressed a need for more materials on a variety of topics and in a variety of 
mediums.  


• What other IEC materials do you need? 
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Posters, STIs, condom use, videos. 


• What attitudes and behaviors need changing in the villages in your area? 
“More condom use”, “people need to realize the gravity of the situation”.  


• Do you give out condoms? How often? How many? 
All branch health volunteers give out condoms but do not seem to have solid or easily 
accessible data on numbers. 


• Why don’t people use condoms? 
Same as above. 


• What will motivate them to use condoms? 
One volunteer mentioned that many single youth in her area would rather pay .70 
cents to get a colored condom from Marie Stopes than to use a plain one that she gives 
out for free. She suggested making the packaging more attractive to make it “cool” to 
use a condom. 
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iii) List of key partners and summary of interviews 
Most partners interviewed expressed an unconcern for overlaps in coverage; some even thought 
overlaps were reinforcing the information. One expressed a need to look at the needs of the 
community as a guideline to the development of more IEC materials as opposed to the common 
practice of taking materials from other countries and cosmetically adapting them to Fiji. One saw a 
clear gap in promoting the rights of people living with HIV/AIDS. One saw a need for all 
organizations doing HIV awareness/education to coordinate efforts and divide target populations in 
an organized manner.  


 


Name 


 


Organization Contact 


 


Dr Josaia Samuela Ministry of Health josaia.samuela@govnet.gov.fj  


Sr Sulu Duvaga Ministry of Health sduvaga@health.gov.fj  


Leone Tupua Adventist & Development Relief 


Agency Fiji (ADRA Fiji) 


LeoneTupua@adra.org.fj  


Laisenia Raloka Ministry of Education laisenia.raloka@govnet.gov.fj  


Tuberi Cati Fiji Network for Positive People 


(FJN+) 


mumtopharez@yahoo.com  


Waisea Vosa Ministry of Labour waisea.vosa@govnet.gov.fj  


Matelita Seva Reproductive and Family Health 


Association of Fiji (RFHAF) 


mvseva@gmail.com  


Andrew Prasad Fiji Association of Sports & National 


Olympic Committee (FASANOC) 


Stop HIV Project  


stophivfiji@fasanoc.org.fj  


Margaret Leniston  Foundation of the Peoples of the 


South Pacific International (FSPI) 


margaret.leniston@fspi.org.fj  


Laitia Tamata Pacific Islands AIDS Foundation 


(PIAF) 


ltamata@gmail.com  


Isikeli Vulavou United Nations Population Fund 


(UNFPA) 


vulavou@unfpa.org  


Jone Vakalalabure United Nations Joint Programme on 


HIV&AIDS (UNAIDS) 


VakalalabureJ@unaids.org  


Dr Muhammad Khalid International Federation of Red 


Cross & Red Crescent (IFRC)  


muhammad.khalid@ifrc.org  
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iv) List of participants interviewed 
 
Western Division & Eastern Division: 
 
Burelevu and Namara Village: 


� Meleti Toga 
� Lavenia Savai 
� Waisea Rganivatu 
� Vilikisa NagaLU 
� Peni Naqaco 
� Vani Sivo 


 
Korovou Village :  


� Mary Vauvau 
� Asilika Ratu 
� Waisea Tuibua 
� Bulou Fifita 
� Omisimo Ratu 


 
Matawalu Village : 


� Aporosa Rakoto 
� Josaia Baleitoga 
� Arieta Tinai 
� Makelesi Virivirilau 
� Laisani Namosi 
� Josaia Rakoto 
� Salita Rasi 
� Birisita Aditabu 
� Asinate Waqabaca 
� Miriama Waqabaca 


 
Northern Division 
 
Lavena Village : 


� Maria Sefinavulakoro 
� Teresia Uludole 
� Makekesi Watitaqainakoro 
� Marisiale Rakavono 
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FIJI RED CROSS SOCIETY 
 


STI/HIV and Blood Advocacy IEC Materials Review 


Terms of Reference 


 
Implementing Agency:                                 Fiji Red Cross Society (FRCS) 


 


Consultation title:      STI/HIV and Blood IEC Materials Review  


                                                                    Consultancy 


 
Consultant:                                       Julie Lynn  
 


Reporting to:   Coordinator, Health & Care Department 


        


Location:    Suva, Fiji 
 


  


Expenses & Travel Arrangement Local Travel for field visits, including accommodation  


  


Background/Context for the Consultation 


1. Background  


STI and HIV is a growing public, social and economic concern in Fiji and the Pacific region. According 
to figures dating December 2009, there are 330 reported cases of HIV&AIDS in Fiji, a figure which has 
been rising over the years, and which reflects that Fiji is in the escalating phase of the disease. Sexually 
transmitted infections and teenage pregnancies have also been increasing in Fiji amongst the young which 
increases the risk of young people contracting HIV.   


FRCS has been actively involved in providing education and information through its STI and HIV 
projects initiatives to its target population. FRCS has been carrying out STI and HIV related work and 
activities since 1996 which includes the development and distribution of IEC materials. The IEC 
materials that were developed, have been heavily utilized and distributed through STI and HIV 
interventions carried out by FRCS targeting commercial sex workers, youths in rural and remote 
communities of Fiji and in the workplace. The materials are also shared with the MOH other government 
ministries and NGOs for distribution through their projects or during national and regional events safe 
campaigns.  







 19


The demand for Blood transfusion in Fiji is continuously increasing. Hence the need for more regular 
voluntary Blood Donors is needed to ensure that Fiji have adequate supply of Blood in its Blood Bank.   
Blood Donor Advocacy & Recruitment has been a core programme & mandate of FRCS since 2005 when 
FRCS handed over the management of the Blood Service in Fiji to the Ministry of Health.  


Since than FRCS have been actively involved in promoting and advocating for the importance of 
voluntary non remunerated blood donation and the recruitment of voluntary blood donors (especially 
young Donors) through educational sessions and the distribution of IEC materials to the general public. 
These materials are also distributed through the Fiji National Blood Service Blood Banks around the 
country including other NGOs involved in community service.  


 


Description of the consultation 
 


Purpose: 


The purpose of this review is: 


- To evaluate the quality of FRCS STI/HIV and Blood Advocacy IEC materials  


- To document lessons learnt in terms of the current IEC materials development and intervention  


 


In this context the scope of this evaluation will focus on an analysis of the quality of the IEC materials 
and its effectiveness. 


  
Specific areas to be for review include: 


� Determine whether FRCS IEC materials meets Strategic Health Communication (combination of 
BCC & COMBI) standards 


� Assess the effectiveness of the IEC materials and its key messages in terms of raising awareness 
and changing behavior  


� Assess input of key partners and identify gaps and overlaps in the development and distribution 
of IEC materials for STI/HIV and Blood in Fiji  


� Assess steps taken by FRCS in developing IEC programming and make possible recommendation 
for proper steps to be taken by FRCS for creating effective IEC materials that meets SHC 
standards  


� Identify issues to improve the development and distribution of IEC materials for the future  
� Identify strategies to improve reporting and monitoring of the development and distribution of 


IEC materials to FRCS branches, partners and its target population 
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Products expected from the Evaluation: 


The key product expected from this evaluation is a comprehensive analytical report that includes, but is 
not limited to, the following components: 


� Executive summary 
� Introduction 
� Description of the evaluation methodology 
� Analysis of the situation with regard to the creation, quality and effectiveness of the IEC materials 


and its implementation strategy 
� Key findings (lessons learnt) 
� Conclusions and recommendations for future development and distribution of IEC materials 
� Annexes including 


� ToR 
� Itinerary  
� List of persons interviewed 
� Summary of field visits 
� List of documents reviewed 
� Questionnaire (if any) used and summary of results 
� Any other relevant material that supports review findings and recommendations 


 


General: 


� The evaluation is to be conducted by a consultant over a period of 5 days  
� The evaluation will include consultation with the National Office, implementing branches and 


development partners  
� The evaluation will be conducted jointly with any other partners in the implementation of the 


project 
 


Suggested Methodology: 


The Evaluation consultant will:  


• Co-operate with Implementing Agency, FRCS and the participating branches (it is expected that the 
consultant will collect qualitative information by interviewing key informants and holding group 
discussions to get more in-depth understanding of the conception quality and effectiveness the IEC 
materials had in people’s health). 


• Develop the work plan and content of working days for the consultation according to designed project 
and in consultation with FRCS 


• Undertake a comprehensive desk review of relevant document (the consultant should review existing 
literature and lessons from similar projects in Fiji and elsewhere to draw lessons on (but not limited 
to) choice of interventions and implementation of development of IEC materials). 


• Ensure that FRCS operational requirements are accounted for in all aspects of the assessment 
• Prepare a consultation report for FRCS (STI/HIV and Blood IEC Materials Evaluation) 
 


Duration and Dates: 


• Duration: TBC 
• Dates: TBC 







 21


Resources: 
 
The Health & Care Coordinator, Health & Care Assistant & HIV&STI Team Leader - FRCS will assist 
with the process.  


 


Qualification and Experiences: 


• Have a degree from an internationally recognized tertiary institution 
• Have experiences in providing consultation in Fiji and the Pacific in the area of IEC/BCC 


communication materials development with specialization in BCC/SHC 
• Have excellent command of the English language 
• Extensive experience in working with the donors 
• Demonstrated analytical and drafting skills 
• Excellent interviewing, public speaking at high levels 
• Teamwork capacity to work with the target group representatives 
 


Documents: 


Project Documents 


List of other materials that will be made available to the consultant such as the progress reports, any 
research paper prepared for the project to date and other documentation relating to operational aspects of 
the project.    
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