HIVOS - SIAAP SPECIAL NOTE on RECOMMENDATIONS from 

EU MONITORING MISSION

Raichur and Bangalore (Karnataka), 27-29 August 2007
Further development of partnerships with public and private health providers
Is this something that SIAAP plans to do in the coming years of the EU project?

Review of (4) critical weaker points of project design:

1. Concept and use of CVCTC in project design

There are certain inherent conflicts in the very concept and structure of the project. The basic objective of the project is to bring stigma, violence and discrimination faced by the sex workers and People Living with HIV/Aids (PLHA), down. That is a social problem. It is the society that stigmatizes the PLHA community. Even the self imposed stigma owes its roots to the larger aspect of the social stigma. The community is stigmatized by the mainstream society because of moral values (that need change). Which is why when a PLHA faces stigma, a sex worker living with HIV/Aids faces twin- stigma. It is not the medical aspect of HIV that generates stigma. If it is the medical aspect, then there should have been stigma for cancer patients and TB patients also. 

In fact, the central objective of the project is to address the sex workers and PLHA from the angle of stigma, discrimination and violence. That is why we have a base line survey and an end line survey to evaluate the degree of change the project would effect in the project areas.  

But, we have conceived a diagnostic tool to address a social issue. Any VCTC is primarily and fundamentally a diagnostic centre to detect HIV and a counseling centre to equip people to go for a test and, more important, to equip those tested positive to face the disease in a realistic manner without getting totally demoralized or, if tested negative, counsel them so as to prevent contracting HIV. There is no stigma or discrimination aspect in HIV counseling or testing per se. It is the moral question that generates stigma. We envisaged Community Voluntary Counseling and Testing Center (CVCTC) as hub to fight stigma and discrimination. That means the CVCTC, as we have conceived, has two components. One is the diagnostic and counseling component. The other is a stigma - fighting component. This makes the CVCTC functionally two-fold. On the one hand it functions to diagnose a disease and provide counseling to those infected. On the other hand it functions to address a social issue. Critically viewed, these two components have nothing in common except that the two functions address the same target population. The conflict stems from the mismatch between the nature of the objective and the tool.

Reducing stigma and discrimination, though concrete concept-wise, has an abstract nature; it provides scope for different interpretations by different persons. This means, when the concept of reducing stigma and discrimination is applied in the real world, the approach could differ from person to person.

The concept and tool of Voluntary Counseling and Testing Centre (VCTC) is concrete. It has same meaning everywhere and for everyone, because it is scientifically tested and universally accepted. When a concrete concept or tool is allowed to interact with a concept that is abstract in nature, it is natural that the concrete gets an edge over the abstract, and slowly makes the abstract take concrete form.

This has happened in our project also. At some point of discussion by the innovators of the project, the concrete form of VCTC was allowed in. From that point onwards, the concrete form of VCTC started deciding the very nature of the project. It is easy to record and analyze activity of a VCTC. That is the reason, while deciding the budget outlay and reporting format we have moved more close towards the VCTC than the original concept of reducing stigma and discrimination. It is this takeover of the original concept by the new entrant (the VCTC) that has influenced the structure of the CVCTC.
2. About income poverty

Poverty is more than income related deprivation, as it is becoming widely recognized. “A multidimensional understanding of poverty helps us define poverty as a human condition characterized by sustained or chronic deprivation of the resources, capabilities, choices, security and power necessary for enjoyment of an adequate standard of living and other civil, cultural, economic, political and social rights.” (Bosnia and Herzegovina's Poverty Reduction Strategy Paper, 2002, p. 5) 

The Project refers to HIV/Aids related poverty, including other forms of poverty as:

· Ill health - Project addresses this by creating an enabling environment for early diagnosis
· Disease related mortality - This is addressed by ensuring that all positive cases identified in the centre are referred to ART centers and through follow up adherence to ART is ensured.
· Homelessness – as in cases of women in sex work who are most often driven out of their homes. This is addressed through advocacy – strategies drawn to ensure that women are reinstated in their homes. See Project Annual Report 2007.
· Social discrimination and exclusion - Study on Stigma and discrimination done last year and issues are being addressed - children denied school admission/ people with HIV thrown out of job/ forced out of homes/ women denied property rights/ violence and harassment against them.
The project interventions in the form of free medical consultation, and free treatment for OIs and other infections do contribute to the softening of the impact of income poverty.

Income poverty is one of the forms. However, the following strategies could be considered as to address income poverty:

· Medical subsidies
· Hospitalization subsidies
· Education subsidies
· Replenishment of lost income
· Nutritional support during illness
· SHGs
· Soft loans
· Vocational training
· Job placement
3. Concept of alliance
At first sight, the partners of the alliance are bound by the single thread of just being in the same field. That is, apart from the fact that all of them work in the field of STD/HIV/AIDS, they are as diverse a group as we can normally expect in any free society. Some partners are very sensitive about gender issues; others might have other areas of sensitivities. Similarly priorities are different too. In such a scenario, it is imperative that the alliance partners have a common minimum program that lays out clearly the points of convergence. 
Hence, the alliance could reach on the following:

· Common minimum program

· Areas of convergence

· Areas of divergence

· Mechanism for grievance processing
4. About the capacity building strategy: 
Similarly, capacity building could encompass following elements:
· Home Based Care and home remedies,

· Guarding against unscrupulous unlicensed as well as licensed doctors,

· Overcoming irrational and harmful food traditions and taboos, 

· Encouraging them to attend meetings with officials,

· Accessing government schemes,

· Discussion and debate on community organization/mobilization (CBO formation)

· Encouraging dependent single women to take up employment,

· Organizing community meetings,

· Providing vocational training to suitable PLHAs
5. About the CVCTC+ Model and the issue of sustainability:
The project proposal envisages following as regards sustainability:

· Local govt. adopting the centres is mentioned only as a possibility. 

· The activities will be continued beyond the project period either by the coalition of member organisations that is expected to emerge or by the individual member organisations, and/or by the networks that emerge during the project period. 

· The aim will be to transfer ownership of the CVCTC+ to the target community institutions. This will ensure the sustainability of both the CVCTC+ and the community networks.
· In addition it is aimed to help networks to acquire a visibility of their own which will be enable them to raise sufficient funding for their own work, beyond the project period.

However, on careful analysis one can see that regarding the issue of ‘handing over’ of the centers to the government Hivos/SIAAP should be aware that government will baulk at any outcome that will mean creating a position and paying a salary for it.
Hence, on second thoughts it might not be such a bright idea to hand over these centers to the government. The consumer satisfaction provided by our center is a complete contrast to the satisfaction PLHAs get from the government setup. The bare fact is that the community tolerates the government services only because they have no place else for ART. The universal experience of PLHAs with respect to government centers is one of humiliation, harassment, discrimination and gross insensitivity. The fear is that, by handing over the centers to the government the same culture of unaccountability might trickle down to our centers especially if government salaries are involved. It is not an exaggeration to say that nearly every government post is on sale to the highest bidder or to one who can get political influence.

Data Samraksha further analyzed
After monitoring, all centres analyzed the profile of positive people essentially on demographic details. However, it is proposed that more detailed analysis could be taken in the third year.
Remark on rights based approach vs. sexual behaviour change
Rights based approach is hard work that always has been perceived by the political power structures as being ‘subversive’. This mistake of perception has serious consequences for those who press for rights. Mostly it means becoming known as ‘trouble makers’. On the ground, a vast gulf separates those who utilize government/ private health services and those that provide them. Service providers are educated, organized and have the full backing of the fraternity. The opposite is the case with those who utilize these services. So it is not a simple matter for infected people to press for rights in the provision of health care. There is a (well grounded) fear among the service consumers that any pressing for rights might simply ‘mark’ them for punitive discrimination and perhaps harassment. As long as service providers are not able to perceive themselves as servants of the people, rights based work creates frictions, polarization, retribution and resentment. As it is felt by many ill persons that life is just too precious to be wasted in a fight for rights, they largely learn to put up with the patriarchal attitude of the health providers. Rights based approach would include the following:
· Ownership of the process of change rests within the community.

· Community people are accountable in their roles as ‘owners’.

· Community people are part of the development process 

· Community people are involved in the development process - access to information

· Decision-making rests with the whole community and not with few leaders.

· Openness and transparency in all processes.

· Communities developed agendas and incorporating their input at district or regional level policy meetings. 

· “A society in which all people accept that HIV/AIDS is affecting their lives and their work. They deal with HIV/AIDS in their lives by assessing accurately the factors that may put them or their communities at risk and may hamper the quality of the lives of people affected by HIV/AIDS. Through local partnerships, they mobilize the means and generate the knowledge to act to reduce those risks and improve their quality of life”. (UNAIDS 2001)

Partnerships are an essential part of a rights-based approach. They help communities achieve their action plans, they are an important method of scaling up community-led development, and they help government ensure they are meeting the rights and needs of their people.
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

