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INDIA
NATIONAL AIDS CONTROL PROGRAMME – THIRD PHASE

Joint Implementation Review 
December 3-12, 2007
MISSION REPORT

I.
Introduction
1. Guided by the “Three Ones Principle”, a Steering Committee for Donor Coordination constituted by GOI has been tasked with reviewing progress and providing implementation advice to the National AIDS Control Organization (NACO).  The development partner organizations represented on this Committee include DFID, GFATM, UNAIDS, USG, BMGF and the World Bank. A mission of these Development Partners (DP) worked with authorities of the Government of India (GOI) in the first Joint Implementation Review of the National AIDS Control Programme, Phase 3, 2007-2012 (NACP III) from December 3 – 12, 2007. The review mission was preceded by visits to 3 states (see Annex 3) and consultations with the wider development partner community from November 23-30, 2007 allowing the mission to draw upon their experience.  

2. We would like to express our appreciation to Mr. N. Dayal, Secretary for Health and Family Welfare, Ms. K. Sujatha Rao, Additional Secretary and Director General of the National AIDS Control Organization (NACO) and her team, and state governments for their cooperation with the various mission groups to achieve the objective of the mission. The presentations made by NACO, State AIDS Control Societies, and local partners to the mission were of very high quality.  We are also grateful to officials of the Ministries of Home Affairs, Labour and Employment and Panchayati Raj, and Mphasis, Bangalore who took time from busy schedules to meet with the mission to discuss how the HIV response was being mainstreamed in their organizations.
3. The stated overall objective of the mission was to review progress in meeting the objective of the NACP III of halting and reversing the HIV epidemic in India through prevention of transmission; care, support and treatment for those infected; capacity building of institutional structures responsible for HIV control; and strengthening of a strategic information management system for the program.

II. Achievement of Overall Program Objectives
4. In 2006, India reduced its estimate of the number of people living with AIDS from 5.7 million to 2.5 million (2.3 -3.1 million) people, based on a reduced estimate of HIV prevalence, from 0.9% to around 0.36%. The revised estimate was based on improved surveillance and in particular the completion of India’s first, and the world’s largest, population-based HIV survey, the National Family Health Survey-3 (NFHS-3), supported by expanded antenatal surveillance and improved high risk group surveillance. 

5. The reduced national HIV prevalence figures should provide no reason for complacency or for a reduction in financial resources from either the Government or development partners in the battle against HIV. Firstly, prevention of HIV infection is the first priority of NACP III. If anything, the new estimates indicate that the number of HIV-negative people has increased in the country. Secondly, the estimates of the size of the population groups at high risk for HIV infection addressed by the targeted interventions, has not changed. Thirdly, the proportion of HIV patients which will receive free ART can now be increased, bringing India closer to the international target of universal access for this important component of the program.

6. During the first six months of NACP III implementation, NACO has done an excellent job in preparing for the rapid scale up of coverage required in NACP III. Further, it has identified improved quality as its key challenge in NACP III and has taken many steps to address this. NACO has prepared systems for rapid scale up, aggressively recruited staff, initiated trainings and already significantly increased coverage. As a result of these activities, NACO has created the necessary environment to meet many of its targets in NACP III. The results of these efforts are reflected in some important program areas which show increased outputs, such as increased attendance at the increased numbers of Integrated Counselling and Testing Centres (ICTC) and Anti-Retroviral Treatment (ART) centres.  Annex 1 provides the latest update for the key program and dashboard indicators.

· Systems: Detailed, high quality operational guidelines and procedural manuals have been written in all areas. Independent technical support groups have reviewed these guidelines. In addition, there has been significant progress in defining the indicators and planning the upgradation of a computerized management system to monitor the program. Linkages, roles and responsibilities with the NRHM program have also been clearly defined for basic services (ICTC) and condom programming; and review of NGOs was undertaken before contracting. Supervisory visits from NACO to the states have also increased significantly.
·  Staff: NACO has aggressively ramped up its team to meet the challenges of scale up. For example, it has increased the size of its Targeted Intervention (TI) team from 1 to 15; recruited over 15 surveillance staff; etc. Clear job descriptions have helped to ensure that the appropriate staff is recruited, and that once in position, their terms and responsibilities are clearly assigned. In addition, it is recruiting centrally to fill critical vacant positions in SACS and over 15 Technical Support Units (TSU) have been finalized. 
· Training: Clear training plans have been prepared for both induction and refresher training; operational guidelines have been explained to the SACS Project Directors (PD) and their staff; and the first round of training have been held for program staff ranging from counsellors to district supervisors. National External Quality Assessment Systems (NEQAS) have been strengthened and are being installed for testing services in ICTC and blood banks. 

· Scale-up: NACO has also increased infrastructure and hence service levels have gone up rapidly. For example, number of persons tested at ICTCs has already increased from 4 million in 2006 to over 5 million in the first 8 months of 2007.
7. Key Challenges  It will be a challenge for NACO to transfer these achievements at the central level down to the implementation level at the states and districts as these currently have inadequate infrastructure and staffing. It will also require rapid building of capabilities on areas of management such as contract management, financial management and outcome assessment. As the technical preparations are rolled out into implementation, the quality of the interventions being put in place, will need close monitoring. Key areas of quality assurance are at Annex 5.
III
Progress in Implementation by Program Component
III. A.  
Scaling up of Prevention Efforts
8. Targeted interventions for behaviour change with High Risk Groups (HRG) have received a boost during the first six months of NACP III. In the transition of NACP II to NACP III, 176 NGOs (out of 1128) were discontinued as their interventions were not focused on HRG. A survey which looked at the capacity of the NGOs in areas such as program management, human resource skills, application of protocols, financial management has been carried out for all NGOs working on TI. As a result, a further 163 NGOs had their contracts terminated, while others were put on an improvement plan or identified as model NGOs to be used for capacity building. NACO reports that through careful management of the transition, the reduction in number of TIs has led to a marginal increase in overall coverage of core HRG, which stands at about 470,000 (with an additional ~320,000 covered by USAID and BMGF), while the total HRG population is estimated in the PIP to be 3.5 million. With assistance of the Technical Resource Group (TRG) a TI manual has been prepared and distributed to all states. Most SACS have only one person of the rank of Joint Director allocated for NGOs. This is inadequate to oversee the prevention TIs, Community Care Centres (CCC) NGOs and PPTCT NGOs (even with the support of a TSU). We recommend increasing the staff dealing exclusively with TIs to 2-3, depending on the size of the core/bridge groups being covered.
9. NACO and the states must make sure that the new enhanced standards are applied in implementation of TI when these will be scaled up in the coming year. Independent surveys should measure coverage/quality of the TIs (bi)-annually by randomly sampling beneficiaries, but also by auditing the organization’s records. This can be used for program feedback to improve quality. In addition, it will be important that NACO organizes a scientific discussion on the impact of the increased specificity of the TI on HIV prevalence amongst HRG, bridge and the general population. An essential component of the TI for injecting drug users (IDU) is oral substitution therapy (OST). NACO will need to develop operational guidelines for methadone and buprenorphine which are both on the WHO essential drug list for OST. 

10. There is need to consolidate coverage of HRG through TIs by extra-budgetary development partners with that of NACO/SACS to reflect actual total coverage.  Likewise there is need to ensure that the cessation of TIs for truck drivers and migrants will not lead to long interruption of interventions for these bridge populations and to develop flexible CBO strategies depending on realities in individual state to achieve NACP III targets. 
11. Basic services NACO has established a Basic Services Division which is responsible for ICTC, Prevention of Parent to Child Transmission (PPTCT), HIV and Tuberculosis, and Sexually Transmitted Infections (STI). 
12. The achievements in scaling up of basic services are significant, as detailed in the table below: 

	Activity
	Status of existing services as per NACP IIIPIP
	Target for NACP III
	Target for 2007-08
	Achievement as on November 2007
.

	No. of ICTCs to be established
	2815
	4995
	4333
	4245

	Number of ICTCs providing PPTCT services
	2418
	4995
	4333
	3022

	Number of ICTCs with HIV-TB collaborative activities
	1480
	4995
	4333
	2850

	No. of persons to be counselled and tested including pregnant mothers
	10 million (cumulative
since 2002)
	22 million per year
	10 million
	5.5  million

	No. of pregnant women  to be counselled & Tested 
	4.2 million (cumulative
since 2002)
	10 million per year
	7.5 million
	2.3 million

	No. of HIV-TB cross  referrals
	195,000

(2005 to 2006)
	442,000
	185,000
	149,000

	No. of STI episodes  treated
	1.8 million
(during 2006 by NACO)
	10 million

(2.5 million NACO

7.5 million NRHM)
	2.5 million
	507,317


13. Convergence with other health programmes under the NRHM NACO, NRHM, RCH II and the TB programmes have developed shared guidelines and standards and established a clear division of labour to achieve the set targets. With RCH II, efforts towards collaboration and integration of services are being made in six focus areas: ICTCs, STI treatment, PPTCT, blood safety and availability, condom promotion and IEC. Significant efforts are underway to integrate counselling and testing services and greater progress has been made at strengthening linkages between the RNTCP and NACP III.  Efforts towards greater integration of NACP III with other programmes have been so far mostly reflected in planning activities, TRGs have been formed for ICTC/PPTCT, HIV-TB, STI, and on NACP- NRHM Collaboration. It will now be a major challenge for all to work towards a true integration at the implementation level. 

14. Integrated Counselling and Testing (ICT) NACO has significantly scaled-up ICT services with over 4,200 ICT Centres (ICTC) presently functioning in the country up to sub-district level which is a commendable effort.  Over 5 million tests were conducted in 2007 (data until November 2007) which is equal to all testing carried out during the previous four-year period.  The expansion to sub-district level is being done in coordination with RCH II for which NACO will provide training to existing RCH II staff as well as supply kits. NACO has also developed guidelines and a comprehensive module to provide a 12 day training course for counsellors who will help to standardize trainings and improve quality of counselling services currently provided.

15. While there is a dramatic increase in the number of tests conducted, there remains a gap in terms of the number of people who test positive and those who collect their test results. In order to decrease this gap, NACO has initiated an outreach program under which ICTC staff actively seeks clients lost to follow-up.  NACO has made efforts to collect data on ICTC services but data on access and utilization by core high-risk groups remains incomplete and of variable quality.   

16. NACO has recently introduced provider initiated testing with a focus on category A and B districts targeted at STI, TB patients and pregnant women.  NACO is procuring the first antigen for testing centrally - this will ensure quality and availability of first antigen test kits on the ground.  However, the second and third antigen tests are presently planned to be procured at the state level.  

17. A few areas require more attention:  i) linkages between ICTC and care, support and treatment services including with the participation of PLHIV for treatment literacy; ii) implementation of strategies to encourage high-risk groups to access ICTC services, iii) more efforts to address the sexual and reproductive health needs of high-risk groups and PLHIV, and iv) well planned and systematic demand generation activities to achieve the ambitious testing targets which NACO has set.

18. PPTCT There are currently around 3000 PPTCT centres. Most of these used to function as separate units but the plan is to integrate all primary level PPTCTs within ICTCs and to offer ICT in the labour rooms as well as during ante-natal care. A proposal to integrate PPTCT within the Janani Suraksha Yoyana
 scheme is being developed. There are reports that private providers are often reluctant to attend deliveries from positive women so efforts to sensitize private practitioners before they become accredited to enter the scheme will be needed.  Linkages between PPTCT centres and ART services are being strengthened. All pregnant women are encouraged to be tested.  Of a total of 2.3 million tests at PPTCTs last year, 12,616 HIV positive women were identified. However, only 45% of HIV-positive mothers were given Nevirapine. It must be recognized that only 10 to 15 % of pregnant women have been covered by the PPTCT programme.  The outreach workers that are in place need to be more effectively utilised and supervised for better uptake of prophylaxis. In addition, piloting of multi-dose Nevirapine should be considered in order to ensure that resistance is not developed. More efforts and coordination with ASHAs, ANMs and AWWs are needed to promote safe and institutional deliveries, exclusive breast feeding (or alternative viable options), a better follow up and long term ART for positive mothers. For PPTCTs to work effectively, PHCs will need to be functional and staffed.

19. Family planning services are reportedly being integrated within PPTCT services. However, integration of sexual and reproductive health services for high risk groups and PLHIVs is still a very new area where more efforts are required in policy and strategy development. There are lessons from successful pilots in the country which can inform a gradual scale up towards integrating SRH services for HRGs, especially in high prevalence settings. 

20. The integrated approach of providing single window services for counselling and testing, PPTCT and STI treatment is reportedly working well.  The development of joint operational guidelines is a step in the right direction. However, with such a large scale up envisaged, the quality of services could suffer.  Efforts should be made to strengthen systems and the monitoring of the quality of services.  

21. STI Services NACO is expanding STI services as well as focusing on improving their quality with clear plans for the latter. Treatment guidelines have been finalized and joint training for NACO and RCH II staff to be funded by the NRHM is planned.  A strategy for involving private providers for STI treatment is under development, a good step given that over 70% of STI patients in India prefer to access private practitioners.  NACO (and the NRHM) are in the process of procuring standard colour-coded STI treatment kits according to a syndromic approach, which will standardize treatment across all centres.  There is also a plan to include non-allopathic practitioners in the STI strategy.  

22. NACO will need to strengthen linkages between TI NGOs and STI clinics; e.g. MSM groups often encounter difficulties in respect of their special STI treatment needs and efforts to strengthen those services at STI clinics need to be made. 

23. HIV - TB  India has the highest burden of TB in the world and the third highest burden of HIV.  Further, TB is the commonest opportunistic infection in HIV infected individuals, while HIV positivity among new TB patients ranges between 1-18% in community surveys. A national framework for joint HIV/TB collaborative activities has been developed.  Under this framework, there are monthly meetings at both national and state level and an annual joint review on the subject with SACS and State TB Cells.  In addition, a counselling tool for ICTC counsellors has been developed and counsellors trained.  Further, it is planned that there will be intensified TB case finding at ART centres.  There is also a strategy for referral of TB patients for HIV counselling and testing and intensified TB case finding at CCCs.  The use of cotrimoxazole for HIV positive TB patients has been successfully piloted and is planned for roll out.  The pilot also pointed to fall off of patients from diagnosis to ART and this is a matter of some concern.  There are 27 dedicated staff for the program roll out at the Central TB Division, NACO and the SACS. Reporting is sought to be streamlined and the next JIR may find further improvements in this area. The coordination between NACO and the Central TB Division on IEC through mass media needs strengthening. It was agreed that a counselling tool for referral of TB patients to ICTC services would be developed by 31 December, 2007.

24. Blood safety Aside from the key importance of access to safe blood for the prevention of HIV, access to blood is a major requirement to decrease maternal mortality.  The lack of blood storage centres in the first referral units is a major constraint in increasing access to emergency obstetric care services. Under NRHM, NACO has been given lead responsibility for the establishment of blood banks, the mobilization of blood donation at state and district level, and provision of safe blood.  NRHM will provide the human resources, infrastructure and equipment for storing blood.  NACO will support the procurement of consumables, test kits and reagents as well as the recurring expenditure of government blood blanks and those run by charitable organizations that have been modernized.  While progress has been made and 1230 blood banks have been modernized, there are still 39 districts in the country without facilities for supply of safe blood and there is a serious mismatch between the demand and supply of blood. Over 290 blood storage centres are in place and another 3200 are being planned in order to achieve the target that each citizen is within one hour travel from such facility. 
25. NACO’s system of blood donor management remains weak although plans are in place to improve this aspect.  At this time, the proportion of voluntary donation of blood is 59% versus an NACP III target >90%.  

26. Information, Education and Communications (IEC) The communication strategy for NACP III proposes to move from awareness creation in NACP II to focusing on programmes for behaviour change, increase demand for services, condoms, and creating an enabling environment to support services for PLHIV. It also aims to bring about synergy among the various programmes for prevention, care and support to create better service delivery outcomes.  The strategy uses a wide variety of media including television, folk media, radio, press, SMS, and interpersonal communication in order to reach HRG, bridge and vulnerable populations and general public. Special IEC programs have been developed for political and other leaders. While some progress has been made, the expansion of the program will place increasing demands on IEC in support of better demand generation and advocacy.
27. There is a clear move towards more evidence based programming with the setting up of a specialized communication team within the IEC and Mainstreaming Unit at NACO. NACP II lessons have pointed out that more IEC needs assessments as well as impact evaluation need to be carried out to provide convincing evidence on the effectiveness of the communication messages  for behaviour change. While the 2006 BSS data shows that during the last 5 years, awareness levels have increased, self-risk perception remains low. A research unit has been established to guide better focussed and outcome based programming. The BSS 2006 and NFHS3 data are being used to inform programme design and delivery at different levels. 

28. NACO has developed an annual work plan and encouraged states to develop their own specific plans within this broad framework. There is a move towards involving the corporate sector in various components of the state plans. The states have been advised to strengthen their advocacy plans and there is a move towards strengthening the advocacy unit within NACO. Concerns about weak communications capacity in some states and particularly at district level were raised. NACO should think of providing greater technical support to states and districts, and encourage best-practice sharing and avoid duplication in the production of materials. 

29. Some initiatives deserve special mention. The Red Ribbon Express - flagged off by Mrs. Sonia Gandhi on World AIDS Day 2007 - is reportedly attracting huge crowds and publicity along its way through the country. In addition, NACO’s newsletter is circulated within many ministries and efforts are underway to include articles on HIV and AIDS in the NRHM newsletter which has a wider audience. NACO has also made significant efforts to tap all the communications divisions available within the government sector to maximise its reach. Various communication programmes to support ICTC, PPTC, Youth Campaigns, condom programmes, blood safety, HIV-TB and ART campaigns have been running since April 2007. Innovative ideas and approaches are being introduced – e.g. Internet campaigns, a radio programme for truck drivers, teaser campaigns in newspapers and low cost SMS campaigns have given more visibility to the programme, reached out to a large number of people and mobilized wider support for achieving the programme objectives. There has been a marked increase in several service delivery targets e.g. counselling and testing and voluntary blood donations as evidenced from the “Be Bold” campaign of Andhra Pradesh.  
30. The mission raised concern about the vetoing of the Youth Campaign by the Technical Resource Group on the grounds that Indian society at large is not ready for “bold” and clearer messages. Given that evidence shows that mass and mid media is not leading to behaviour change among young people, there is a tension between the need to disseminate appropriate risk-perception messages and conservatism. There is need to aggressively scale up effective messaging directed to youth groups.
31. Condom promotion With assistance of BMGF, NACO is advancing its condom promotion program, including improvement of supply mechanism, social marketing programs, and scaling up efforts to introduce the female condom. A comprehensive assessment of present programs is ongoing and it is expected that these will include market research on consumer preferences. Condoms with extra lubricants for MSM are being developed. Vending machines are being installed at subway stations and petrol stations. While the market for condoms through commercial vending and social marketing (excluding free condom distribution) had remained more or less stable for many years, it is expected to pass the 1 billion mark for the first time this year. It was agreed that NACO will share the report on quality of condoms by December 31, 2007.
32. Mainstreaming i.e. the inclusion of HIV/AIDS programs in the regular programs of ministries other than Health, is an essential element of a multi-sectoral approach, needed to fight the epidemic in a comprehensive and effective manner. The mission was apprised of the UNDP support to 5 states (Bihar, Chhattisgarh, Orissa, Rajasthan and UP), 6 ministries (Panchyati Rai, Industry, Tourism, Tribal Affairs, Rural Development and Urban Development) and with civil society organizations. The program is in the start up phase and discussion is underway through the aegis of the Development Partners’ Forum. Guidelines need to be developed on mainstreaming of the HIV response in key Ministries which should include separate guidance on workplace interventions in the private sector.
33. The mission visited Mphasis, a private firm in Karnataka which is undertaking mainstreaming activities and the Ministries of Home Affairs, Labour and Employment, and Panchyati Raj in Delhi. The latter can play an important role in improving social accountability for service delivery, creating awareness, and reducing stigma. An attempt was made to visit the Ministry of Human Resource Development, but this was not possible. NACO should organize regular meetings with the key Ministries for mainstreaming to ensure coordination and provision of necessary support.
34. UNAIDS India helped design a strategy for HIV programming for police and paramilitary forces, aiming to achieve universal access to prevention and information for all uniformed services personnel by the end of 2008. The new approach leverages the command structures of the force and addresses each group effectively and efficiently in a sustainable manner. No NACO money has been required. The strategy puts equal stress on proactive support of police to NGOs and CBOs working with populations most at risk to HIV infection. An innovative IEC approach deserves special mentioning: the Ministry has introduced a question on HIV in the exam for police officers. As a result thousands of candidate police officers now learn about HIV as they study for the exam.
35. Gender and social equity issues: In the last 6 months, the programme made very good progress towards developing strategies to address social and gender equity issues. Mainstreaming gender and social equity is being approached as a cross-cutting principle. The next JIR mission should look in depth at progress towards creating a more enabling environment. 

36. The programme has drafted a gender and social equity policy, which highlights the need to address issues of unequal social relations within the family, community and public institutions’ levels. Studies show differential behaviour between women and men due to patriarchal norms, the nature of work patterns, notions of masculinity and femininity. It is also important to address men as part of the solution to women’s vulnerability by trying to change behaviour and social norms, as well as recognizing that men are also vulnerable. NACP III should incorporate lessons from successful positive prevention pilots which focus on the role of men. Similarly, training modules for link and health workers incorporating gender issues have been developed. The challenge now is to see that this policy gets mainstreamed and translated into concrete actions at all levels. This process will require close monitoring in the coming months. Independent studies, government reports and Behaviour Surveillance Surveys show that over the years, HIV and AIDS awareness among men and women about has increased. However, further disaggregation shows continuing gaps among gender, rural-urban and socio-economic groups. Awareness is also rather superficial. Monitoring the impact of program interventions across these disaggregated groups will be important. It is very encouraging to note that available data shows an increase in the use of facilities among the general population and particularly among women. 

37. Behavioural Surveillance Surveys show that unsafe sex is common among the general population – and likely to be further compounded by rapidly changing socio-economic contexts. For instance, in Rajasthan there is an increasing trend of non-brothel based sex work. Violence continues to be an issue.  And condom use is far from being universal. It is important to understand these changes and the specific needs of different groups in order to respond effectively. Under NACP III a comprehensive review to identify the critical gaps in knowledge, with a particular focus on gender and social exclusion will be commissioned through the Research & Development Technical Resource Group.   

III B. 
Care, Support and Treatment

38. Greater Involvement of People living with AIDS (GIPA)  The NACO has supported the formation and capacity building of networks of positive people at both state level and district level with UN support. The Indian Network of Positive People (INP+) has supported establishment and strengthening of 22 state networks and 221 district networks in high prevalence states and districts. The networks are participating as facilitators and positive speakers in ART centres, Community Care Centres, Red Ribbon Express activities, as also in the various activities undertaken under the mainstreaming initiatives. INP+ has drafted a national level strategy paper for GIPA after wide ranging consultations and this is currently being discussed with NACO. It is important to ensure that weaker networks are strengthened. The representation of high risk groups in these networks would also need close monitoring and alternative means of support to HIV positives among this population be explored so that they can have equal access to services.
39. ART programme  Roll out of the ART program has picked up speed in high prevalence states, although access of patients to ART is still a problem in low prevalence states with fewer centres. Current estimates of total number of people requiring 1st free ART will need revision as the program stabilizes. Standard guidelines on HIV for adults and children, and OI management have been developed, printed and distributed. Testing with CD4 machines is provided free of cost to all PLHIV with the 69 machines currently available (many of these are not well maintained, and the numbers are still very insufficient to the need), including through transportation of samples where the machines are not yet in place. Current cost of testing is over USD6, while indigenous machines could do this for under USD1. While the WHO accreditation process of the indigenous machines is slow, it is recommended that validation of results be undertaken with international support so as to roll out rapid and cost effective testing facilities which are already available in the private sector.  There are presently 158 centres in 31 states providing free ART 105,000 adults and children, with NACO estimating that an additional 35,000 receive treatment from private providers. Interestingly, India has ensured that care of children is ensconced within the overall ART program.  Link ART centres which are being planned may help increase both access and adherence under the programme.
40. India plans to roll out second line ART in January 2008 for those patients (~3%) experiencing treatment failure, although this figure will require re-estimation. Another linked area for study is surveillance of resistance as the program rolls out. Over 70% of patients put on treatment are alive and continuing treatment after 24 months.  Almost two thirds patients on ART are men, another 30% women - an improved proportion - and the remaining children and transgender.  

41. Manpower at ART centres has been aligned to the patient load and the introduction of smart cards for patients should improve adherence, patient and quality tracking. There are plans to improve supply chain management of ART drugs and outsource this function to an agency with field experience.  Recruitment of appropriate staff, coordination and management of training for additional centres will pose a challenge. Another challenge is to ensure coordination and cross-learning between centres already established to provide a strong quality assurance function within this component of the program. A move in this direction may be the incipient web based continuing medical education and certification program being developed with technical support from WHO. 

42. Community Care Centres  Almost 100 CCC, each supposed to cater to 1000 persons have been established to provide PLHIV with counselling for treatment, nutrition, positive prevention, etc.; management of OI including TB; pre-treatment home based care; and support for drug adherence. In some states, the CCC are being used as long stay homes for lack of social security systems. Further, the issue of quality of services provided by the CCCs requires close monitoring. There is need to improve linkages to ensure that services are available to those PLHIV not from the same districts, but this situation may be eased by the expansion of these services.  And follow up of patients once they leave the CCCs will likewise be important.
III. C. 
Augmentation of Capacity

43. Oversight of NACP  A major effort has been made during the first six months to vigorously staff up and build the capacity of NACO, its support structures and its partner entities. Oversight and support to NACO from the highest level is from the National Council on AIDS chaired by the Prime Minister, and held its last meeting in Feb 2007. A meeting is now due and could perhaps be used to ensure sufficient budgeting for HIV activities in the priority Ministries. Some members of the Parliamentarians Forum on AIDS have engaged with sex workers’ networks on the Immoral Trafficking Prevention Act Bill.  The National AIDS Control Board chaired by the Secretary of Health and Family Welfare held a meeting in August 2007 and provided clearance for critical inputs for expansion of the program such as additional positions at NACO and SACS; blood storage and fractionation centres; link centres for ART centres; and revised operational guidelines. Eighteen TRGs have been formed with representation of 220 experts from different sectors such as academia, government, private sector and development partners. At the state level, while Legislative Forums have been established in 13 states and State Councils chaired by the Chief Minister in 21 states, the Steering Committee for Donor Coordination has only been put in place in only 4 high prevalence states.  Coordination between the SACS and the State Health Family Welfare department needs improvement in some states for coordination with NRHM to be effected.

44. Arrangements at NACO  Technical staff strength within NACO has grown from 18 to 78 as against 95 proposed positions (both regular and contractual) and has been organized into 8 divisions namely, Basic Services; Blood Safety and Lab Services; Treatment, Care and Support; Surveillance, M&E and R&D; IEC and Mainstreaming; NGO and Targeted Interventions; Administration and Procurement; and Finance and Audit. A directory of staff in place in NACO may be placed upon the website to ensure that people can easily contact officers. NACO has also initiated action to staff up of the SACS (based on their classification into one of three categories of states). Regular coordination meetings with the NRHM program officers is regularly held and clear division of responsibility for targets on STI, blood safety and TB services has been settle at the central level. There are several important legislative and structural issues that need to be resolved (such as the possibility of moving blood tested in one site to another, permission to private blood banks to organize blood collection drives) to be able to assure safety of all blood collected and transfused in the country and this demands early attention.  In the last 6 months, NACO has also strengthened its review of the program through review of fiduciary systems, intensive review of 17 SACS by teams of officers from NACO, and regular reviews both thematic and comprehensive, at Delhi.  

45. Arrangements at SACS  Hiring of Technical Support Units (TSU) for 15 states is complete, and for the other states is quite advanced. Recruitment of state epidemiologists and regional coordinators has been completed by NACO, while recruitment to 3 critical positions of NGO advisor, M&E officers, and IEC officer at state level are being completed with NACO inputs. A critical issue has been the tenure of Project Directors at state level, and in many states, the average tenure has been as low as 4-6 months, with several holding this position as additional charge. Concomitantly, staffing at state level is yet to take off and will pose a significant hurdle to expansion of good quality services. The staffing of the Regional Office for the NorthEast remains incomplete. It is recommended that NACO explore the possibility of recruiting an IAS officer to the position of Team Leader. 
46. Organograms for the newly proposed structure of NACO and the SACS are appended at Annex 4. Suggestions for staffing levels are indicated in various sections of this report.
47. Training   Augmentation of capacity has also involved a substantial program of training for both NACO technical and administrative staff, SACS, and program staff working on various aspects of the program.  While the content is determined and designed by NACO, the actual training function has been outsourced for the most part, and is being provided through regional centres of excellence, academic institutions, health training institutions and national and regional training centres.  Each program division is now responsible for planning, organizing and monitoring training, and a lot of the attention in the past six months has been on appropriate curriculum development, adaptation and development of new materials, and modification as necessary, of existing financial guidelines for trainers and trainees. Attention is needed to ensure that training on HIV becomes an integral part of the routine curriculum of relevant cadres of health professionals. Significant training has taken place for service delivery staff of basic services, TIs, ART, epidemiologists, and blood safety programs; and staff performing specific functions such as financial management and procurement.  
48. Nevertheless, it was clear that additional effort to provide management training (including on procurement and financial management) to state level staff of both SACS and TSUs would be necessary to provide the quality of oversight that the expansion of the program demands.  Further, as the private public partnership programs in ART and STI treatment are developed, a system of accreditation of private providers will need to be put in place. A framework of training needs to elucidated which clearly links the structures and training calendars sought to be established by each program division. Care will need to be taken that structures that are supported by the program, but required only for the short term during program ramp up do not fall into disuse at the end of the period due to inability to revise their functions. It is expected that the HIV Fellowship course currently supported by DFID will need to be refined and integrated within the overall training plans.  
III. D. 
Strategic Management and Information System

49. New estimates  In 2006, India revised its estimate of people living with HIV from 5.7 million to 2.5 million people, based on a HIV prevalence of 0.36%.  The revised estimate on HIV prevalence was based upon an improved surveillance and in particular, the completion of a population based demographic survey which included a module on HIV prevalence.  The new data reaffirm the major contribution of the highest prevalence southern and western states particularly Karnataka, Andhra Pradesh and Maharashtra to the epidemic, while in those northern states where the prevalence continues to be very low, the challenge posed is to develop ‘tripwire’ or early warning systems to identify hotspot districts and towns. A more detailed discussion is appended as Annex 2.  

50. During the past six months, a number of activities have been undertaken to improve M&E under the program with the support of the inter-agency technical working group on M&E. Staffing of this program division has been significantly increased (from 1 to 15); job descriptions have been clarified; operational guidelines finalized, printed and distributed; and an M&E technical resource group established.  The present CMIS provides a very large amount of programmatic data and has user-friendly interfaces for both data entry as well as information production. Standard output reports have helped to improve reporting from 46% to 75% of states within the stipulated period. Evidence is used for planning at both NACO and SACS level. The quarterly CMIS bulletin with analysis of program performance, comparisons and trends is used in the review meetings and drawing up of state plans. However, the data from the existing CMIS is not readily exportable, and a consultancy to develop a new CMIS has not progressed.  Further, data use at state level needs to be significantly increased and linking of finance and M&E data will help to strengthen program management. There have been a large number of training programs organized for program staff on better management of data and training of epidemiologists who will provide high quality support to states on surveillance, CMIS, data triangulation etc.  An interactive website www.nacoonline.com has recently been established and will help to manage data and information better.

51. It will be necessary to collate all data from all development partners and implementing units in each state to get a complete picture of progress. Data quality and verification systems need to be established to avoid double counting. An updated Results framework needs to be provided by NACO to the next mission.
IV.
Fiduciary Arrangements

52. Procurement A procurement manual has been printed and distributed to SACS. Preparation and dissemination of concise and simplified guidelines through workshops for relevant NACO staff, SACS and NGOs engaged for TI/CCC and who would be handling limited procurement of drugs and medical supplies is essential. NACO must put in place monitoring arrangements to check the compliance of agreed procurement arrangements at SACS and NGO levels including developing a checklist for NACO procurement/finance staff who visit the SACS on monthly basis. 

53. Action on central level procurement commenced after the agreement with UNOPS was finalized in May 2007. UNOPS currently handles the ICB procurement of RTI/STI Drugs, Elisa Reader, Blood Bank Equipment, Diagnostic Kits and Medical Vans under pooled financing. Under non-pool funded procurement, UNOPS is handling the procurement of items which are being financed by GFATM (CD4 Machines, PCR Machines, ARV Drugs and Diagnostic kits) and Condoms being procured under domestic budget. The procurement plan for 2007-08 published on the NACO website may require some revisions and fine tuning. Procurement delays may lead to stock out situations and a quality control mechanism to minimize the time taken in reviewing the documents needs to be put in place by UNOPS. Advance action on the procurement to be undertaken during the next year viz. 2008-09 needs to be taken immediately. Since the contract issued to UNOPS will expire by end 2008, MOHFW needs to initiate advance action to select another procurement agent through an international competition (in case the existing contract of UNOPS is not proposed to be extended) as the QCBS selection may require 6-8 months. NACO highlighted the fact that the release of funds to UNOPS is delayed sometimes due to requirement of IFD clearance, which may delay the procurement cycle. It was also noted that some of the actions under GAAP needs to be implemented by UNOPS and it would be useful if a formal communication to them is issued by MOHFW. While there is satisfactory progress on some actions of GAAP such as: disclosure of information, including independent experts in bid evaluation, seeking references in the form of Affidavit etc., the high turnover of staffing of EPW continues to be an area of concern, which has affected the implementation of remaining actions agreed under the GAAP for the project as well as contracting for quality and quantity review. NACO requested DPs to allow the use of state level procurement agents (such as TNMSC) to handle the procurement for states with weaker procurement capacities. During the field visits, it was noticed that some of SACS are procuring drugs and medical supplies using Pooled Funding which is not permitted under currently agreed arrangements.  

54. NACO will likely fill positions of a Programme Officer and one Technical Officer with qualified personnel who have existing exposure to Bank guidelines on procurement shortly. In addition, a Procurement Officer and Logistics Management Officer have been sanctioned but are vacant. M/s Strategic Alliance is currently being used to assist logistics management with respect to ARV drugs. At SACS level, 26 States have filled the post of procurement officer, while in West Bengal satisfactory arrangements are in place. In 3 SACS (Goa, Lakshadweep, D&N Haveli), the volume of procurement does not warrant having a separate post of procurement officer. NACO was requested to follow-up ongoing recruitment as well as filling and subsequent training for new recruits to vacant positions at NACO and SACS. NACO needs to organize training with the participation of World Bank and DFID procurement staff. 
55. The Mission was informed that the process of selection of the Internal Auditors for SACS (to be appointed by NACO) and the Statutory Auditors by the SACS is under way and is expected to be completed by December 31, 2007. These auditors, once selected, need to be provided with a comprehensive procurement audit checklist so that they could also cover procurement related issues in an effective and timely manner. It was however noted that no action has yet been initiated on appointment of procurement auditor and this action needs to be completed by March 31, 2007. NACO stated that it has started collecting data on the contracts issued by the SACS and will introduce collection of contract data through CFMS from the next financial year. NACO was also informed that Bank is in process of appointing a consultant for conducting post review and it is necessary that procurement related data/documents are kept systematically at NACO, SACS as well as NGO levels. Bank also requested NACO to send its reply on the last post-review report of NACP-II so that this outstanding issue could be closed.
56. Financial Management  NACO has completed/initiated various actions to strengthen the financial management arrangements under NACP-III. These include:

i. Finalization and circulation of the Financial Management Manual & NGO/ CBO guidelines

ii. Strengthening the finance unit in NACO which now has 8 finance consultants with job descriptions and allocation of state and functional responsibilities; system of regular state visits by NACO finance staff has been started and over 18 states have been completed and the tour reports were shared with the mission.

iii. Process of appointment of internal auditors by NACO is in an advanced stage and the appointment is expected to be completed by January 31, 2008.

iv. Initial round of training to finance staff at SACS has been provided through not in a structured manner

v. Management audit reviews have been completed in 7 states and copies of the report were shared with the mission.

56. The progress against the financial management reform plan was shared with the mission. The key financial management issues and actions agreed for implementation in the next six months are: 

i. Complete Upgrade and roll of out CFMS: while the software has been upgraded the roll out has been delayed beyond the agreed date of October 31, 2007 on account of (i) delay in procurement of new hardware in selected states; (ii) changes in specifications and delay in finalization of the chart of accounts and mapping of component, activities and natural heads of account. It was agreed that the chart of accounts would be frozen by December 31, 2007, including the creation of a prior period expenditure line item to account for settlement of old advances to peripheral units. The roll out will be completed by January 31, 2008 and the IUFR for the six month period ended September 30, 2007 will be submitted to the pooling partners by February 29, 2008.

ii. Implementation of NGO/CBO guidelines & contracting of TSUs: state visits to Karnataka and Uttar Pradesh indicate that aspects relating to financial management in the NGO/CBO guidelines are yet to be fully implemented. While a technical review has resulted in exclusion of many NGOs operating in non core areas, a systematic review of the adequacy of fiduciary controls (as part of the Joint Appraisal Team  review) has not yet been completed. .The TSUs are in place in 12 states and the process of selection is in progress in the remaining focus states. It was however noted that the financial management specialist in the TSU has not yet in position in any of the TSUs provide the necessary support on financial management issues. It is important that the financial management specialist is also in place as part of the core specialist team in TSU to facilitate participation in the Joint Appraisal Team reviewing new NGO recruitment. Alternatively finance specialist may be contracted on short term basis as an interim arrangement. The state visit reports of NACO staff also indicate existence of varying oversight arrangements over NGOs and inadequate maintenance of financial records in NGOs.

iii. Internal audit: the selection of audit firms is in an advanced stage and is expected to be completed by January 31, 2008. In view of the delay in implementation of the NGO/ CBO guidelines it was agreed that the initial focus of internal audit be focused on completing a review of all the NGOs by April 30, 2008, which could form the basis of renewal and/or cancellation of NGO contracts.

iv. Staffing in SACS & Development of a training plan: the position of finance controller and finance manager is vacant in 3 states and recruitment of newly sanctioned posts of accountants is yet to start. While initial training has been provided, it was agreed that a structured FM training plan, including modules for (i) project directors and program staff; (ii) finance controllers and accounting staff and (iii) NGOs; will be developed and trainers identified by January 15, 2008 and first batch will be trained by March 31, 2008. NACO has identified National Institute of Financial Management (NIFM) as one of the training partners.

v. Large outstanding advance: there is a large opening advance of INR1214 million as of March 31, 2007 part of which would represent expenditures incurred prior to March 31, 2007, but not reported by the peripheral units. The mission clarified that such expenditures would not be eligible for financing under NACP-III and need to be identified separately. Additionally it was agreed that states with high level of advance will be identified and consultants appointed to obtain SOE/Us or refund of unutilized funds to the SACS. 
V.
Actions for Follow up

	No.
	Action
	By whom
	By when

	1
	Ensure that TI are contracted per new guidelines
	SACS / NACO
	Mar 2008

	2
	Increase staff positions in SACS on TI supervision
	SACS
	Mar 2008

	3
	Analysis of data on access and utilization of ICT services by core HRG
	NACO
	Jun 2008

	4
	Strengthen linkages between TI NGOs and STI clinics
	SACS / NACO
	Jun 2008

	5
	Build programs to address integration of sexual and reproductive health services for core high risk groups in high prevalence districts
	SACS / NACO
	Jun 2008

	6
	Counselling tool for TB service providers for screening of patients to be referred to ICTC
	CTD / NACO
	Dec 2007

	7
	Evaluation of communication messages
	NACO
	Jun 2008

	8
	Scale up effective messages to youth
	NACO
	Mar 2008

	9
	Provide reports on quality assessments of the condoms provided under the program
	NACO
	Dec 2007

	10
	Six monthly meetings with key Ministries in which HIV response is being mainstreamed
	NACO / key Ministries 
	Ongoing

	11
	Finalize National Strategy paper on GIPA
	NACO / INP+
	Mar 2008

	12
	Re-estimation of numbers of people requiring 1st and 2nd line ART
	NACO
	Jun 2008

	13
	Develop a framework for training which clearly links plans of all program divisions
	NACO
	Dec 2007

	14
	Ensure that data from all development partners is incorporated into the national database and establish data quality and verification systems to avoid double counting
	Development partners / NACO / SACS
	Jun 2008

	15
	Monitoring arrangements for compliance with procurement guidelines by SACS and NGOs including development of checklist for NACO staff
	NACO
	Mar 2008

	16
	Advance action on procurement for 2008-09
	NACO / PA
	Dec 2007

	17
	Advance action on hiring of procurement agent
	NACO
	Dec 2007

	18
	Formal communication by NACO/MOHFW to UNOPS on actions to be taken under GAAP
	NACO
	Dec 2007

	19
	Clearance to use state level PA
	WB / DFID
	Jan 2008

	20
	Follow up of recruitment to procurement positions at NACO / SACS and their training
	NACO
	Jan 2008

	21
	Procurement auditor to be appointed
	NACO
	Mar 2008

	22
	Response on post-review report on NACP II
	NACO
	Jan 2008

	23
	Complete upgrade and roll out of CPFMS
	NACO / SACS
	Jan 2008

	24
	Interim UFR unto Sep 2007 submitted to pooling partners
	NACO
	Feb 2008

	25
	Complete an audit of all NGOs
	NACO / SACS
	Apr 2008

	26
	Complete staffing and training of financial management personnel in NACO and SACS
	NACO / SACS
	Mar 2008
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ANNEX 1

Results for NACP III key indicators and Dashboard


Table 1: Dashboard  Results
	S. No.
	Indicators
	Target
	Apr-June,07
	Jul-Sept,07

	1
	Number of Targeted Intervention Projects (By category)- Total
	1300
	785 (60%)
	785 (60%)

	
	a. FSW
	 
	236
	236

	
	b. MSM
	 
	35
	35

	
	c. IDU
	 
	119
	119

	
	d. Truckers
	 
	80
	80

	
	e. Migrants
	 
	116
	116

	
	f. Others
	 
	199
	199

	2
	Percentage of It’s reporting condom Stock-out in last month
	Nil
	19
	16.5

	3
	a. Number of ICTC Clients Tested (Non cumulative)
	6.5 million
	1885779(29%)
	2006471 (31%)

	 
	b umber of ICTC Clients post test counselled and recd result
	 
	1575854
	1520112

	4
	Number of HIV positive pregnant women (mother & baby) receiving complete course of ART prophylaxis (Non cumulative)
	56700
	3136 (5%)
	2273 (4.5%)

	5
	Percentage of blood units provided by voluntary blood donors
	60
	55.5
	51.1

	6
	Number of ART service centres
	125
	127
	127

	7
	Number of eligible persons with advance HIV infection receiving ART (Cumulative Total)
	110000
	81251(74%)
	100896(91%)

	 
	a. Male
	 
	48803
	60015

	 
	b. Female
	 
	26731
	33682

	 
	c. Children
	 
	5590
	7051

	 
	d. TS/TG
	 
	127
	148

	8
	Percentage of SACS with HRG representatives included in SACS decision making bodies
	100
	61.3
	59

	9
	Percentage of districts with at least one functional PLHA Network
	100
	36.5
	36.4

	10
	Percentage of funds disbursed relative to target
	100
	30.6
	32.4

	11
	Percentage of SACS having approved financial and administrative delegations
	100
	80.6
	80.6

	12
	Percentage of states where Donor Partnership forum met last quarter 
	100
	13
	14

	13
	Percentage of SACS where NGO advisor's position in SACS filled? 
	100
	84
	83

	14
	Percentage of SACS where Project Director is sole in-charge of SACS for more than one year?
	100
	65.8
	73.7

	15
	Percentage of SACS with at least 80% CMIS reporting
	80
	81.9
	66.6

	16
	Percentage of SACS which submit Dashboard to NACO regularly
	100
	97.4
	100

	17
	Percentage of due procurement contracts awarded during original validity period
	100
	30.9
	42.3

	18
	Number of ICTC's reporting test kits stock out during quarter
	nil
	247
	352

	19
	Number of ART centres reporting drugs stock-out during quarter
	nil
	3
	4

	20
	Percentage of SACS where Governing body met during the reporting quarter?
	100
	29
	34.5

	21
	Number of districts with District Unit (DAPCU) established
	187
	57
	57


Table 2: Arrangements for Results monitoring (not updated during this mission)

	
	Data Collection and Reporting

	Project Outcome Indicators 
	Baseline

Yr 0
	Mid-term

Yr 3
	End

Yr 5
	Frequency and Reports
	Data Collection Instruments
	Responsibility for Data Collection

	Project Development Objective
	
	
	
	
	
	

	Percentage of FSW who report using a condom with their most recent client
	50%
	70%
	80%
	Tri-annual analysis of BSS reports, annual CMIS reports and special evaluation studies
	National and local BSS and special studies
	NACO

	Percentage of MSW who report using a condom with their most recent client
	20%
	40%
	60%
	Tri-annual analysis of BSS reports, annual CMIS reports and special evaluation studies 
	National and local BSS and special studies
	NACO

	Percentage of IDUs who have adopted behaviours that reduce transmission of HIV, that is who avoid both sharing injecting equipment during the last month AND who report using a condom with their most recent sexual partner
	30%
	50%
	70%
	Tri-annual analysis of BSS reports, annual CMIS reports and special evaluation studies
	National and local BSS and special studies
	NACO

	Number of people with advanced HIV infection receiving antiretroviral combination therapy
	42,000
	230,000
	340,000
	Annual analysis of antiretroviral program records
	CMIS

ART patient tracking records
	NACO

	Intermediate Outcome Indicators
	
	
	
	
	
	

	Percentage of FSW reached through TI in the last 12 months
	20%
	30%
	60%
	Tri-annual analysis of BSS reports, annual CMIS reports and special evaluation studies
	National and local BSS and special studies
	NACO

	Number of TI implemented by target group
	1,000
	2,000
	2,100
	Annual analysis of CMIS reports
	CMIS
	NACO

	Percentage of SACS who achieve at least 80% of planned expenditure targets
	__
	50%
	80%
	Annual analysis of CMIS reports
	CMIS
	NACO

	Percentage of districts which have done high risk mapping
	__
	50%
	80%
	Annual analysis of CMIS reports
	CMIS
	NACO

	Percentage of SACS that submit their most recent dashboards to NACO on time
	__
	50%
	80%
	Annual analysis of CMIS reports
	CMIS
	NACO

	Percentage of relevant districts which have mapped HRGs in tribal areas and developed Tribal Action Plans.
	
	85%
	100%
	Annual analysis of CMIS reports
	CMIS
	NACO


ANNEX 2

Current Prevalence Data and their Impact on NACP III


In 2006, India reduced its estimate of the number of people living with AIDS from 5.7 million to 2.5 million people, based on a reduced estimate of HIV prevalence from 0.9% to around 0.36%. This note reviews the impact of these new estimates on the program and on baselines relative to the figures that we have and changes to surveillance and estimation methodology.

The revised estimate was based on improved surveillance and in particular, the completion of India’s first, and the world’s largest population-based HIV survey, the NFHS-3, supported by expanded antenatal surveillance and improved high risk group surveillance. A comparison of the previous antenatal estimates and the unadjusted NFHS-3 estimates (before vulnerable group estimates are added) is presented in the table below.

Table 1: Antenatal and NFHS-3 HIV Estimates

	State
	Antenatal 2006
	NFHS-3 2006

	Manipur
	1.78
	1.13

	AP
	1.60
	0.97

	Karnataka
	1.37
	0.69

	Maharashtra
	1.02
	0.62

	Tamil Nadu
	0.45
	0.34

	Uttar Pradesh
	0.24
	0.07

	National
	0.92
	0.28


The revised estimates are based on high quality surveillance and estimates and are highly credible. The revised estimates strongly vindicate NACP III’s relentless focus on programs to protect vulnerable groups, particularly sex workers, men-having-sex-with-men, injecting drug users and their sexual partners. India’s recalibrated epidemic is significantly more concentrated than earlier estimates suggest. The new surveillance data reaffirm the major contribution of the highest prevalence southern and western states, particularly Karnataka, Andhra Pradesh and Maharashtra, to India’s HIV epidemic and underscore the importance of intense surveillance, monitoring, evaluation and interventions in these states. They also underscore the diverse challenges facing the national surveillance, monitoring and evaluation system. In Uttar Pradesh and other northern states, which remain very low prevalence, the challenge is to develop a “tripwire or early warning system to identify hotspot districts and towns. 

India has also completed another round of national BSS in 2006. The results indicate that risk behaviour has declined sharply, with important implications for the project goals. For example, goal 1.1 states that the percentage of female sex workers reporting consistent use of condoms with clients in the last 12 months will increase to 80%. The 2006 BSS indicates that condom use has already reached 73.4% - thus the goal of 80% is attainable. Goal 1.2 states that the percentage of men reporting use of condom the last time they had anal sex with a male partner will increase to 80%. The 2006 BSS indicates that condom use in this context has reached 54.6% - there is still considerable progress to be made before this goal is attained. 

Trend analysis by state or district that has implications for the structure of the program components

Above all, trend data from India’s high prevalence states present encouraging evidence that the targeted interventions that have formed the heart of India’s NACP I, NACP II and NACP III are working. Kumar et al present convincing evidence that HIV remains low and stable in India’s northern states and has fallen by approximately 30% among young antenatal clients in India’s southern and western states. In addition, the Gates Avahan program has preliminary evidence from Karnataka state showing that HIV has fallen by 40% in districts with intensive targeted interventions, relative to districts without targeted interventions, which have not seen declines. Collectively, these data strongly vindicate India’s emphasis on targeted interventions for vulnerable groups and reaffirm the importance of urgently expanding these interventions, particularly in high prevalence states and districts. 

Declining HIV Prevalence in South India
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Progress in setting up the surveillance, monitoring and infrastructure at central and state levels to undertake district level analysis

In short, there has been significant progress in setting up surveillance, monitoring and evaluation systems at the national level, but it will take longer to achieve even progress at the state and district levels. Progress in surveillance has been even more marked than progress in monitoring and evaluation. 

Concerning surveillance, from 155 sites in 1998, India expanded its surveillance to 1,164 sites in 2006 – a remarkable expansion, distributed evenly across the major surveillance populations. In addition, quality has been enhanced through high quality guidelines for surveillance and the engagement of four specialist institutions to support surveillance. In addition, 15 epidemiologists have been engaged and trained in partnership with the Gates Avahan program to strengthen the use of surveillance data for decision making. NACO has ably identified the challenges that lie before it. First, the representativeness and quality of vulnerable group data must be enhanced. Second, the decline in bacterial STIs means surveillance among STI populations is less representative. Third, with the expansion in routine PMTCT, should PMTCT sites gradually replace ANC sentinel sites? 

ANNEX 3

Consolidated field visits report


As preparation for the JIR1, pre-mission visits to Karnataka, Nagaland and Uttar Pradesh were undertaken by teams
 drawn from several development partners of the NACP III.  These teams visited a variety of interventions in each state to get a first hand impression of the status of the program.  These are summarized below.

Overall Impressions

The State AIDS Control Societies were well informed about the country plans for the NACP III.  They have participated in discussions prior to finalizing the guidelines for the various activities under the program, have received copies of the finalized and printed operational guidelines, and have discussed these at various meetings with NACO officers.  They have developed evidence based state project implementation plans for the current year which have been approved by NACO, and are using available data to guide program planning.  Staffing plans are in place with certain positions at state level being advertised out of NACO.  A large number of training programs have been conducted for critical cadres of staff/entities which have been newly recruited.  Targeted interventions are underway, with plans to contract addition new NGOs and the facilitation of formation of CBOs.  Convergence with the NRHM is perceived to be an important area for the program at this time, as is the expansion of care and support and ART services.  Networks of PLHIV are in place, including at the district level, and these are being used to channel services to those requiring them.  Monitoring is being done using the existing CMIS systems pending their revision.  There is an understanding that activities of all development partners active in the state need to be coordinated.

Issues emerging from the Visits

Staffing up of SCAS in the states is yet to take place.  Nagaland reported that appropriately qualified applicants may not be available, while in the other states, the positions that are to be filled on deputation from government departments may pose a challenge.  In Karnataka, over the past 2 years, 4 Project Directors have been in position, leading to an extremely short terms for each.  This has contributed to delays in the conceptualization and movement on several components of the program.  For example, in Karnataka as in other states, there is limited strategic planning for key elements of NACP III such as TIs, condom social marketing, communication and PPTCT.  While guidelines were available in all states that the teams visited, it was clear that these have not yet been fully applied to the field situation.  Of particular concern are the guidelines pertaining to TI selection and performance monitoring. Procurement being carried out by SACS that could be eligible for financing by pooled GOI-DFID-WB funds may not be reimbursable if NACP III procurement processes are not observed, as appeared to be the case in a small number of instances discussed at the state level.   The CPFMS that has been received by the states has not yet been operationalized pending personalized training of the SACS staff in its installation and use.  Coordination with development partners active in the state has begun, but has not been fully incorporated into the planning, implementation and monitoring cycle of the SACS through the Steering Committee mechanism.  Contributions by partners to the M&E framework of the state have begun in some states, while in other states are yet to take off.  However, in all cases the consolidation of M&E data across the development partners in the state is yet to be carried out routinely.  Similarly cross-learning opportunities between interventions funded through different sources and with different supervisory inputs need to become institutionalized.

An evaluation of TIs, carried out by a third party appointed by NACO, was carried out in all states.  A varying percentage of TIs were discontinued on the basis of the report which looked at both the robustness of the NGOs carrying out the intervention, as well as the ‘fit’ of the intervention with the NACP III focus on core populations.  The remaining NGOs were continued with reportedly no loss of coverage of groups that had been covered under the NACP II.  Most of the TIs in each of the states visited are core composite TIs.  While this may have significant advantages, it was noted that coverage of the MSM group was low in all cases.  In Nagaland, coverage of FSWs was also relatively low, while in Karnataka, coverage of IDUs was extremely low.  In Nagaland, a related issue is continuation of OST provision to IDU populations which is proposed by the SACS. In UP, the mission discussed the need for additional coverage of out-migrants among who the epidemic appears to be concentrated, while in Karnataka it appeared that there was additional need to work with in-migrants.  In all cases, the need for and use of data for a more textured response was clearly felt.  Another issue that emerged is what dataset to use in determining the ‘denominator’ for coverage of the high risk groups in projects given the highly mobile and hidden nature of these populations.  

While the need for convergence with NRHM has become well understood in the states, this has not yet been actualized in the field.  This is both because the ramp up of NRHM activities is not completed as also that functionaries at all levels of the system are not yet fully conversant with their role in integrating HIV activities into their work.  Linked with this is the issue of discrimination by health functionaries in various departments of health centres.  Referral from and to ICTC, PPTCT, CCC, TB and ART services need to be scaled up in the coming months in all states.  There was also concern that women may not be adequately represented as beneficiaries of some of these services.  The correct role of CCC in states such as Nagaland would need review as they are reportedly being used as long stay homes for people excluded by their families and communities.  Mainstreaming of the HIV response in the private and public sector has begun, but will require further scaling up.  In the first instance, this may need to be applied judiciously to situations where the impact of mainstreaming is greatest.  In Karnataka, the CONNECT project has recently completed a study in this regard, which will require examination to prioritize key sectors. 

ANNEX4

NACP III Institutional set-up of NACO and SACS
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ANNEX 5

NACP III Quality Assurance


NACO has identified improved quality as its key challenge in NACP III. During the first six months of NACP III, NACO has initiated a series of measures to improve program quality at various levels, including:

· Basic Services; and Treatment, Care and Support: Guidelines and procedural manuals have been developed for each component of the program. This provides for clear standards to measure performance. The number of special TSU, which support and supervise the basic HIV services at state level, has been increased from 9 to 24. All states are being visited at least quarterly. The increased number of TSUs will visit regularly the SACS and the projects they support. It will be important that these TSU implementation support visits include attention to both technical and fiduciary matters. 

· NGO and Targeted Interventions: Guidelines have been developed for the targeted interventions which demand stricter standards for the hiring of NGOs. A survey of all NGOs working under the second phase of the program (NACP II) led to termination of the contract of 163 NGOs (out 952) because of poor performance for a variety of reasons, including insufficient staffing, poor financial management, poor record keeping and lack of outputs. While the first survey reviewed mainly the capacity of the NGOs for a variety of areas, future surveys must include a more rigorous monitoring of the actual practices; while maybe reduce the number of areas being reviewed. Such surveys need to be carried out on a regular basis. 

· ART and all other drugs procured under the program will comply with GMP standards.

· A large training program has been initiated for induction and refresher training for the various components. This will allow workers at all levels and in all NACP III components to be well informed about their duties. Given the staff turn-over, the training program must constantly provide new induction and refresher courses over the life of NACP III. 

· Blood Safety and Laboratory Services: NEQAS have been strengthened and are being installed for testing services in ICTC and blood banks.  A series of regional and national reference laboratories has been set up. Monitoring systems need to be put in place to ensure that stringent quality standards are adhered to and that all testing sites regularly send in the required proportion of samples to the reference laboratories to assess the validity of the test results. If lapses in the system are detected, it will be crucial to the credibility of the program that immediate steps are taken to address these lapses.   

· Administration and Procurement; Finance and Audit: a Governance and Accountability Action plan (GAAP) was developed during NACP III design, which is being implemented.

· Surveillance, M&E and R&D: The SMI system is being strengthened. A comprehensive Strategic Management Information Plan has been developed and training has been provided. The further computerization of the program greatly enhances the changes for better quality of data and their timely availability. 

However, more can be done. Increase in supportive supervision up to the district level, more focused IEC, and external quality assessment of all areas of intervention especially communication, TI and ART are some of the measures that must receive added attention by NACO Further, it is suggested that the dashboard be modified to incorporate quality elements by mid-term of the program. These could be indicators measuring the above outlined quality assurance measures.

ANNEX 6

Role of Technical Assistance in NACP III

NACP III has set ambitious targets and a large scaling up of activities is planned.  Despite increased staffing levels in NACO and the SACS, as well as having reorganized programme management structures, the additional technical support provided by donors has an important role to play. 

NACO has identified key areas where external support is required and made efforts to coordinate available assistance to avoid duplication of efforts by mapping all existing support. However, there will be emerging needs as NACP III is implemented and the epidemic progresses. External, flexible technical assistance can be used to fill these. NACO has also identified three major methods to channel donor TA: 1) funding of NACO consultancy staff through NACO’s system, 2) funding of additional experts paid directly by the donor agency and 3) funding of technical institutions which will provide support to NACO.  DFID has agreed to provide external technical support primarily through options 2 and 3 – working closely with NACO and a Steering Committee to be chaired by DG NACO. Other providers of TA could be members of this Committee.  

Despite efforts at coordinating and rationalising external TA, the scenario under NACP III is rather complex, with multiple sources of TA available from UN agencies (coordinated for the first time under the Joint UN Plan on HIV/AIDS), USG agencies (USAID, CDC), BMGF and DFID as the major players. In addition, NACO has established several Technical Resource Groups and  is in the process of establishing 14 Technical Support Units, some of which will cover more than one state, to provide technical support to SACS.  There are also longer-term capacity building plans, including the setting up of 10 Centres of Excellence and Regional Resource Centres, to provide much of the training and capacity building needed for the scale up and implementation of NACP III.   Within this context, a strong coordinating role from NACO to plan TA in collaboration with the donors who are providing TA will be needed.  External TA under NACP III needs to be within the overall programme framework, more strategic, work in synergy with other capacity building and support activities and fill gaps, to ensure an added-value.  Under NACP III, support to build the capacity of national and state level institutions and organisations should be a priority. For example, institutions and technical experts supported by donors should be linked to a NACO counterpart.  

Some areas which could benefit from external TA have been identified during the mission. These include scaling up of TIs, in particular for MSM and IDU interventions (including coverage and quality issues); providing support for communications to help states design targeted messages; supporting research and operations research to keep an up to date knowledge on the epidemic and identify the most effective programme strategies, as well as provide funding to fill gaps and support innovative strategies. These areas are in line with those identified by NACO and discussed with donors like DFID, USAID and BMGF. 

Under a complex programme and funding scenario, the TA provided by donors should be based on some basic principles: 1) be demand driven, 2) flexible, 3) minimise transaction costs to the government, 4) be aimed at building capacity and sustainability, 5) complement what is being done with pooled and non pool funds, and 6) coordinated with other TA provided to avoid duplication.  In addition, technical assistance needs should be identified primarily by NACO and jointly reviewed by partners during NACP III implementation reviews. There should also be mechanisms to review and monitor the technical assistance provided to monitor its impact and effectiveness. For donors to more effectively respond to NACO it would be useful to develop at this time, a long term TA plan which could be modified at planned reviews to respond to current situation. 





























































































� This represents 8 months of the current financial year.


� Under the NRHM, the Janani Suraksha Yojana provides cash incentives to women who opt for institutional deliveries.


� Karnataka	Uttar Pradesh 	Nagaland
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