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Mission Report

Raichur and Bangalore (Karnataka), 27-29 August 2007
"Addressing HIV/AIDS stigma and discrimination 

in 4 Southern high prevalent States as well as Kerala:

Community-based counseling & testing and Alliance-building"

HIVOS – 113-266
Previous visit record since project start (Jan 2006):
· February 2006: EC DEL, 3-hour meet at Hyderabad with HIVOS (beneficiary), SIAAP (lead implementer) and WINS (one of the 8 local partners)

· September 2006: Sogreah ROM Monitoring (income poverty, financial sustainability; HIV testing kits; alliance partners’ common denominators)
· October 2006: EC DEL, 5-day visit in Mumbai (Humfasar), Chennai (SIAAP, SWAM, INP) and Tirupati (WINS) + half-day participation at Trivandrum (FIRM) in 6-monthly Project Committee Meeting (budget; logframe; MIS; community empowerment; user-fees; results).
Mission details:
Last two partners not yet visited: Samraksha (Raichur) and Sangama (Bangalore), plus HIVOS HQ office (Bangalore).

Visited / discussed with: Sirwar (i) Samraksha CVCTC; (ii) positive people network; (iii) vegetable market place for one-to-one awareness raising; (iv) Ganadini village SHG, Panchayat member and evening street play; (v) PHC; (vi) active partners from civil society; Raichur (i) District Resident Medical Officer (RMO) and ART physician; (ii) ART Unit / Clinton Foundation-supported pediatric unit; (iii) AIDS Action Committee; Bangalore (i) Sangama CVCTC; (ii) HIVOS HQ.
Key Mission Outcomes:

· Second visit in a rural set up (after Tirupati, Oct 06) where government HIV services are still not quite in place, which provides some level of  justification for current  NGO intervention;
· Both Samraksha and Sangama report quite convincingly fewer instances of discrimination. The overall increase of awareness of community at large, the increase of access to services, including ART and the decade(s)-long work of both organizations with PLHA, CSW and other sexual minority communities seems to be paying, at last;
· Clear improvement in terms of results-oriented reporting since October 2006 with very interesting HIV testing data to be further analysed;

· The Sarivar CVCTC got recent accreditation from government authorities and kits are now available at government facilities (though they were not during the first 7 months of the year!);
· Quality meetings with civil society stakeholders connected with the project, both in Sarivar and Raichur;

· High potential for further developing partnerships with both private and public health providers

· Encouraged HIVOS and partners to review half way through project life critical weaker points of the project design (addressing income poverty; the concept of alliance of partners and groups; the CVCTC model; capacity-building). It is clear that both Samrakha and Sangama interpret and implement the CVCTC model in somewhat different ways, and this has implications on long-term sustainability.
Field Observations:

The following comments do not cover all issues discussed and interactions held during the 2-day visit at all. They are just a few issues among so many others. Most of them are connected to Samraksha (2 full-day visit vs. 2-hour interaction with Sangama)
Capacity development
Quite often discussions reminded about some fundamentals of capacity development. They are pretty basic, common sense issues, yet often forgotten by some at higher policy and planning levels, across sectors and stakeholders. Here are some examples:
· to develop local capacities one first needs to assess and acknowledge existing capacities, skills and competences – and to work as partners from that already-developed level;

· to engage local actors in (further) capacity development, one needs to make local actors feel respected and comfortable (equal relationship)
· to develop capacities of a person whose HIV infection has developed into AIDS means first and foremost to build up, or re-build his/her body capacities, strength, self-defense and immunity system (physical needs), which is intricately connected with re-building his/her mental balance (psychological needs)
· a loophole in NACPIII seems to be connected to the absent or non explicit role of NGOs with regard to CBO scale-up. NACPIII plans to develop the capacities of government district-level institutions through the creation of District AIDS Control Units. These District Units will in turn be responsible for ensuring scaling up of community-specific CBOs takes place (both creating new CBOs and strengthening existing ones). However, who is to develop the skills of those CBOs and who has the required skills, outreach, connections and means to do this job is not explicitly specified in NACPIII. It appears here that NACPIII is not clearly building on the accumulated (NACPII) experience of the 1,000-odd NGOs who ran Targeted Interventions on behalf of SACS in high prevalent States. Those NGOs were mostly already working in partnerships with CBOs and appear to be natural allies for District Units –and they will require means to further develop CBOs.
· within a context where government officers are continuously transferred, capacity development is a tiring, never-ending process where one has to start from scratch again and again, each time a new person comes in. MoUs do help deal with this problem of constant transfer in a sense that it provides an institutional framework of partnership between 2 (or more) partners (GO-NGO). However, when a new government medical officer comes in, the relationship must be built up afresh and there are no guarantees that the terms of the MoU will be respected / applicable.
Gender issues

There appears to be a clear gender pattern where women use health facilities which are geographically closer to them (sub-centres) while men prefer to go to facilities which are geographically more distant (PHCs). This is not only an important observation per se. This should have gender-sensitive operational strategy consequences. 

The proposed study on HIV+ profiles should look into gender related issues, among other psychological and socio-economic aspects.

It appears that female PLHAs who have positions in PLHA network boards or executive committees, even though they may get the “Chair” or “Secretary” position, have great difficulty to be heard, and respected. Male domination tends to continue to be quite strong.

It was shared with the AIDS Action Committee met in Raichur that their group (males only) should:

· either include women (not puppets but women who are given space to speak and whose inputs are taken into consideration seriously);

· or set up a similar women’s AIDS Action Committee;

· or, alternatively, ft the group decides they prefer to remain a men-only group, ensure that their group is systematically and strongly connected with several women’s group so that they take up issues from their own angle and networks.

The Sangama project reminds about the variety of genders and identities that exist, within and beyond the formal “male” and “female” genders. This is manifested, among other ways, by the variety of communities Sangama works with: gays, lesbians, transgenders and other sexual minority communities. Sangama not only works with all those communities but works with them at the same time, offering them many opportunities to meet and interact with one another, within the span of services offered and interventions conducted.

HIV from government medical officers’ perspectives
A number of the government medical officers met stressed the following:

· HIV is special because it implies life-long treatment;

· It mostly targets people from poor socio-economic background;
· Travel cost, time, lack of nutritious food hence toxicity problems as well as alcoholism are major issues for HIV infected persons to be put under ART

· Government services cannot look after all needs and require NGOs to provide all sorts of types of support (mental, nutritional, financial…)

HIV management and ART Centre at Raichur District

The higher officials met who are in charge of the clinical aspects of AIDS patients’ treatment management have long experience in AIDS and were very good sources of information. They are quite clear about key potentials and challenges.
The contrast with the overall hospital facilities and the means currently provided to pediatric AIDS patients was a clear demonstration of some inner contradictions of high-care intensity of some specially funded vertical programmes and overall low-care status of mainstream illnesses, diseases and other medical / surgical interventions. Basically, in a context where the majority of the patients are poor, cannot afford high consultation, care and treatment fees, the public services offered are not of the highest standard. Then, it is both striking and not quite comfortable to be faced with a situation where, all of a sudden, for a special illness (HIV/AIDS), and for a special category (children), all means available are provided, in what appears a pretty intensive manner: many different types of investigations over two days, diagnosis, start of treatment. Then, later, treatment follow up. The striking contrast is that, all of a sudden, there is a 90 degree change from a situation where, obviously, life is not very much valued (mainstream services) to a situation where life is very highly valued and where each (pediatric AIDS) life needs to be saved, at any cost. One is indeed extremely happy to see that such pediatric AIDS are available to some. But one cannot feel but uncomfortable at the contrast between the services offered for them and those offered for non HIV, mainstream children (and adults). This somewhat echoes the situation of quotas and affirmative actions. They are difficult situations to manage and, optimally, they need to be temporary measures.
Profiles (HIV+ tested)
The data that Samraksha has (27% of all HIV counseled who decided to go for testing tested positive, out of 302 persons) needs to be further analysed. One would like to see what types of individual and family profiles, characteristics and patterns come out, and what it can tell about both the source and route of infection.

The data to be analised would need to provide a dynamic picture showing links (or absence of it) between HIV counseling, HIV+ testing, deaths, orphans, and whether orphans (if any) remain within their extended family and are cut off from any family member. A summary quantitative table could look like this (sub-tables should provide data expressed in % as well, on key elements):
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Also, indeed, data and analysis on the different PLHA communities (GBT, PLHA, CSW…).

Ayush doctors/ NRHM

Under the NRHM schemes, Ayush doctors are given an entry point in the government public health system. Those appointed for instance at PHC level offer a new window of opportunity for extended, or renewed partnership with government health services.

AIDS Action Committee

The meeting held in Raichur with the AIDS Action Committee (renamed “AIDS Control Coordinating Committee”
) was very interesting and showed the valued of such community initiatives (mainstreaming HIV information and messages through many different channels, networks and institutions like primary and secondary schools, special schools, youth groups, lawyers, medical institutions, water and sanitation, rural development….). One issue, however, related to the sustainability of such initiatives: it is not very clear why such a committee needs to be created and why existing community-based platforms are not used. The question is: for each social issue, do we need to build a new platform? Do we need to have an “AIDS Committee”, then a “Violence against women committee”, then a “polio committee”, then an “access to land committee” then an “access to water committee” and so on and so forth. A more sustainable and effective option is likely to be:
· Use already formed platforms;

· Help those platforms to agree on simple but important action plans that they would not be able to reach as individuals or would not have thought of as a team without outsider’s insights (the point is in particular to achieve higher and more qualitative coverage);

· Help them to implement those action plans and analyse the results, in simple form;

· Help them realize, and be proud of what they have achieved as a team, and see what they could do next, on a priority basis.
Health Rights and Rights-based approach vs. “sexuality and condom approach”

It is quite possible that, among the reasons for failure of so many HIV-related interventions, a reason for failure is the over focus on sexual behaviour change and condom use, which is likely not to be conducive for building up a trust and lasting relationship between an infected or at-risk person and an organisation working to fight HIV. A broader approach, based essentially on the Right to Health (within a broader rights-based approach), is likely to be more effective. This is based on empowering people to realize that they have rights, including a right to health –and access to services-, and to gradually help them engage in healthier behaviour, not only sexually. This is also to motivate them to engage into community actions that help others who share similar problems of non or ill access to health services, not just from sexual minority communities but beyond (Dalits and others).
To sum up, the “peer educators” strategy of the last 15 years focused on (sexual) behaviour (change) and on the virus. The Right to health strategy focuses on the person.

The difficulty of reaching partners for counseling

It was reminded how difficult it is to access partners and bring them to being counseled, to start with, then tested if they are ready for it. This is all the more complicated among the MSM community who have a number of partners and rarely or not really a long-term partner per se. Different strategies are tried out to reach them out but, until now, this proves quite difficult.
The help of a quality psychologist?

It was perceived that the help of a quality psychologist, who is familiar with those communities and the problems they face, may be of good use, both to find other strategies to reach partners (how to motivate an infected person or an at risk person to motivate his regular partners to come for counseling?). Also, given the fact that Sangama maybe more consciously than before looks at each of people of the community they interact with as a person (the right-to-heath / rights-based approach), the re-enforced use of a psychologist may be even more timely (understanding an individual’s psychology and, more particularly, his/her motivations to do, or not to do certain things; to change or not to change certain behaviours).
GFATM and community representation

There were also discussions about the Global Fund, and more particularly about the need for civil society organizations to make sure that some of the elected members of the India CCM represent the communities they work for and share core values and principles they believe in. The point is not to elect individuals belonging to organizations that are seeking to get funds from the GFATM, but individuals who are ready to (i) influence decision making at the time when the CCM defines thematic priorities for each Round; (ii) communicate with the constituencies they represent effectively, before and after CCM meetings as well as when important GFATM-related information needs to be shared. 
Issues related to the project design
Brief reminder about project fundamentals

It is understood that the project is more or less based on four contiguous frameworks, namely:

· a human dignity and quality of life framework

· a poverty reduction framework

· an HIV/AIDS epidemic control and impact mitigation framework

· a community empowerment framework (community-based/managed/owned/led)

At an intervention level, the project aims at establishing, in the 4 HIV prevalent Southern States as well as in Kerala:

· 7 community-based voluntary HIV counseling and testing centres (CVCTC+)

· an HIV/AIDS-focused alliance of 8 partners and 16 groups across the 5 States

Within a post-project, longer term perspective, the project aims at:

· handing over the 7 CVCTC centres to government authorities

· reducing stigma, discrimination & the impact of AIDS in a significant & lasting manner

· the alliance of partners having the capabilities of influencing HIV-related policies

--

The issues highlighted below were already discussed during the ROM and the EC Delegation visits (Sept/Oct 06). The point of re-discussing them today is because the project will reach half-term by the end of the year and that is a particular good time to review the project design and forecast expectations versus actual implementation and achievements.

The points below are non judgmental. They are meant to encourage HIVOS and partners to re-define as clearly and precisely as possible what the CVCTC+ model as well as other core elements of the project are really about, globally as well as for each partner. 

About income poverty
Quite rightly, the Project Description reminds about the importance of income poverty, fuelled by chronic income crises (“…there is a drastic fall in income when people fall sick” (p.2)) and places the project in a “poverty reduction” / MDG framework. However, there is little or no operational strategy to address income poverty in the Project Description. The point is: it is not just “stigma and discrimination”, or “inexistent or ineffective government services” or lack of testing kits which are always the problem. In other terms, beneficiaries not only face “sociological, psychological and medical” problems, but “financial”, too. Lack of income IS and WILL remain a key issue for them. This is not to say that addressing this problem is easy. But one would expect the project to look into this issue more specifically and offer some strategic intervention, at least on a pilot basis. The second year report should in fact summarize key project challenges and achievements –either direct or indirect- with regard to income poverty.
About the newly created alliance
There are probably two key reasons why the concept of “alliance” appears to be weak, as presented in the Project Description. First, it attempts to connect partners and groups which are geographically far from each other (geographical distance). Second, more significantly, it attempts to connect different communities (CSW, GBT, PLHA, IEP) which do not necessarily share similar needs and priorities, do not really consider themselves as “one community” (GBT, but also, more broadly, PLHA) and, within a so-called “community” (e.g. “Gays”), do not necessarily consider themselves, again, as “one community”. The differences in needs, priorities, opinions, perceptions and identities are at least as diverse as what connects all these people and communities. Hence, it is fundamental to identify and check with those partners and groups (at least the 8 partners and 16 groups mentioned in the Project Description) what they share (the “common denominators”) and what they are interested in sharing, at whichever levels (resources, data, contacts, ideas, networks, advocacy issues, processes). If the different partners do not share –in a form that makes sense to them- (i) a series of core values, (ii) communication and functioning principles, and (iii) key action points and advocacy goals, it is not clear whether this so-called alliance can achieve anything at all. At the moment it seems that what drives them together is:
· non access to counseling and testing facilities from government services
· stigma and discrimination within government services and society at large
But the glue between different NGOs and groups, from different States, speaking different languages, having different priorities, will be very hard to sustain, no doubt. It would most probably be more effective to focus attention on linking each group to existing networks in their own State, District, Block, whenever and wherever they exist, that is, as geographically close to them as possible (especially for the smaller, more localized groups).

About capacity-building

Very much connected to the above mentioned issue (“questionable alliance concept”) is the issue of “Capacity-building”. It seems that the main weakness here is that the concept is over ambitious and not driven enough by individual needs (meaning individual needs of a PLHA or other target community category). The whole concept presented here seems focused on normative “NGO capacity building”, whatever the sector. The problem is: the project here is very much focused on one Sector (HIV), however complex this sector is. The capacity-building operational strategy described in the Project Description would then need to focus on skills required to address this sector, not simply skills required to run an organization. Also, the capacity-building strategy would be most effective if it were based around the actual needs of an HIV infected or affected person, who will have to continuously confront, and manage different sorts of crises (financial crisis, emotional crisis, food crisis, drug crisis, school children crisis, family crisis, house property crisis…). Hence the vital concept of each individual building up his or her own “network” or “alliance” of partners (at times of crisis, who can provide me with what I need: income, mental comfort, food, drugs…?). Within the HIV sector of intervention, an organisational capacity-building which is not based on such individual capacity-building strategy is doomed to be fairly ineffective in the long run. The point made here is not that HIVOS partners do not engage in such micro-level networking. The point is that it is not spelled out in the Project Description.
About the CVCTC+ Model and the issue of sustainability

As it is understood, the 7 CVCTC+ are to be handed over to the government after project completion.

It will be interesting to see how many will actually be taken over by the Government by or just after project end, and will continue to function / be accessed by persons who perceive they are at risk as well as by already tested people. There are doubts that this will be feasible for the following reasons:
· It is best to discuss with your partner(s) [here: government] beforehand about what you want to so generously hand over to them in order to check if they agree to it or not. It is not clear in the Project Description whether this dialogue took place at all before project start, and what were the outcomes of the dialogue in the different States of intervention, with the 5 different Health Ministries;
· It is hard to imagine that an already overstretched, ill-performing government health system will take over a service which is located outside its own premises (except in the case of Mumbai / Humfasar Trust) and for which it will have to appoint new positions (appointing new positions is not just a matter of the Health ministry but involves other key ministries like HRD and Finance). The process of appointing additional positions in a governemtn set up IS a long process, which stretches over several years, with very little guarantee of success.
If the Government does not take over the 7 CVCTCs, the whole issue of sustainability of the services is threatened. Have HIVOS and partners thought of alternatives / Plan B and C? If yes, what are these? Are these alternatives documented, even in draft form?
It would seem appropriate that, as the project approaches mid-term, HIVOS and partners take stock of where the project stands on each of the CVCTCs and reviews the concept of sustainability (both in terms of “handing over” as well as actual costs and cost-sharing, per CVCTC). A special note could be built around:

· The CVCTC+ Concept: what and why

· The CVCTC+ Reality: comparative analysis of the 7 centres after 2 years’ implementation

· The CVCTC+ Sustainability: how will they continue to exist? 

Also, the catch-word “CVCTC+” really needs to be critically analysed. In particular:

· How much are these centres really community-based? They may be community-based from the point of view of the geographical location surrounding the centre. But, surely, it is not “community-based” from the perspective (and geographical distance) of the next village, where there is no CVCTC+;

· Isn’t the catch-word “CVCTC+” totally alien to village language. Does this acronym not look like one more government programme?
· The long acronym blurs the two core functions of the centre, that is, counseling and testing. Basically, those centres are counseling and testing centres, with all the wealth and importance that this carries.

It is also understood that “community-based” primarily relates to “identity-based communities” (PLHA, GBT…). However, the handing over of the CVCTCs to Government would imply the following, at least:

· Very high chances that the majority of the “community-based” members of staff of the project will not be “absorbed” by Government services [there are actually indications that not more than two positions may be maintained once the centre is transferred within Government facilities];

· Also, if we look at the CVCTC model / concept within a longer time-line than the project life span, the actual reality seems to be the following:
a) not only there appears to have been poor dialogue with relevant government departments before project start with regard to the handing over of the CVCTC service;
b) but it is also appears true that the concept of having a CVCTC centre with as many “community” people as possible running the service is not an idea led by the community itself, but an idea born out of the long years experience of dealing with HIV of the 8 partners of this project. So, to be precise, it does not seem quite rigorously correct to say that the centres are community-led but rather that they gradually become community-led (and yet that would need to be rigorously demonstrated and documented = what do, over time, the project partners handover to community staff and volunteers);
c) finally, in the context of RNTCP and NACPIII, CVCTC+ would be turned into ICTCs (Integrated, mainly from a TB/HIV integration point of view). What that means from a CVCTC+ perspective, to be merged into public services, would need to be further analysed.
Recommendations:

Review unclear or questionable project design areas
It is recommended that HIVOS and partners seize the opportunity of reaching half-way through the project life to review certain key areas which appear to have been presented in a somewhat weak or questionable way in the Project Description, namely: (i) operational strategies to address income poverty; (ii) the concept of the alliance of partners; (iii) the partners’ capacity-building strategy; (iv) the sustainability of the CVCTC+.
Next Steps:

EC

· To send HIVOS and partners minutes of some sessions of the 2006 R&R workshop with Ruben del Prado’s presentation on BCC (“intensification of the interaction and repeated messages are key”)
HIVOS & partners
· To meet with Freedom Foundation to check possibilities of joining their insurance policy –or other accessible insurance policy for PLHAs- for those who can afford it and meet the criteria;
· To send to the EC the power presentations that were shown during the visit;
· To include in the second year annual report a special note on the 4 above mentioned issues related to the project design, especially with regard to the CVCTC+ model and related sustainability issues, in the current NACPIII/NRHM context;
· To send to the EC a copy of the draft mid-term evaluation TORs

Laurent le Danois

The end
Dear Lalitha (and Bishwadeep),

thank you so much for sending the additional report. I have made some 

changes and I attached the revised version for your information.

In addition, I do have some remarks.

- Does SIAAP agree that there is potential to further develop 

partnerships with public and private health providers, as is suggested 

by the EU? Are there any plans of SIAAP in this direction during the 

coming years of the EU project?

- About income poverty: I feels the remark of the EU made in the 

monitoring report refers to how SIAAP (and Hivos) will strategically 

address the issue of poverty reduction in the project. The EC 

specifically refers to lack of income: 1) Is lack of income of PLWA an 

issue that is addressed as such in the project? 2) Do you feel that the

forms of Aids related poverty and addressed by SIAAP, are contributing 

to address the issue of lack of income? 3) Are the strategies mentioned

already applied by SIAAP or will you consider them in the next period, 

please clarify?

- On concept of alliance: I feel it is not favourable to repeat the 

remarks made by the EC literally in the report. If you agree with them

 I 

would suggest to describe why you agree and how you will try to 

implement their suggestions. 1) I have deleted this section of the EC 

and shifted the issues the alliance could reach on according to SIAAP

 to 

this section. Hence, are these 4 issues to be implemented by SIAAP in 

its programme to connect the different groups? Please explain. 2) Does 

SIAAP feel that this alliance concept will succeed when these measures 

are taken or do you think more steps should be taken to overcome the 

issues of geographical distance and shared needs and priorities?

- On the capacity building strategy: Again I have deleted the part that

was copied from the monitoring report. It is asked by the EU from SIAAP

how the capacity building for different NGO's should focus on diffrent 

skills. The EU would like to see this spelt out. 1) I feel that it is 

asked to sum up the kind of NGO's that SIAAP is working with, and 

specify what kind of skills they need. Could you provide such an 

overview? 2) You mention in the additional report 'capacity building 

that could encompass the following elements'; are these issues/skills 

currently implemented in training provided by SIAAP (members) of are 

these new elements? Please explain.

- About CVCTC model. I think you did a good job to discuss again this 

issue of handing over the centers. I feel that is lacking a conclusion 

on how to proceed. As the EU is proposing a plan B and proposing the 

write a special note on it. 1) Are alternatives for handing over the 

centres to the government discussed? 2) Are new plans developed and put

on paper? 3) Has this issue of sustainability been analysed in the mid 

term evaluation?  Bishwa please advice here.

I hope my recommendations are clear and you can provide answers to my 

questions. Please provide the answers in the attached document.

Please do not hesitate to contact me or Bishwadeep in case of any

 questions.

kind regards,

Eefje

� by the way, the renaming of the group did not seem quite “community-led” as many of them were struggling with the name and had to read the banner to get the name right, including the Committee Secretary himself
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