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SECTION-1

This document is for guidance of states. It contains the minimum that needs to form part of every state PIP. But states are requested to examine their specific situation and devise appropriate strategies to address their needs.

I. Executive Summary

II. Background

1. State Profile

Political map of the state

a) Geographic: Brief description of location, geographical regions, topography, 

b) Demographic: Population, sex and age wise, literacy, 

c) Historical: Formation of the state, any other significant event

d) Ethnic/linguistic/cultural: 

e) Socio-economic: Major occupations, industries, poverty and unemployment levels, percentage of SC/ST population, migration, population displacement, number of registered NGOs/CBOs, SHGs, trade unions, cooperatives, faith based organizations, youth clubs, mahila mandals, any other relevant group

f) Educational profile:  

(i)  No. of primary, secondary and tertiary level educational institutions

(ii) Enrolment and drop out rates (both for girls and boys) at primary, elementary, secondary and tertiary levels; 

(iii)Academic institutions, professional bodies, research organizations, training institutions.

g) Vital statistics of the state at a glance – Table

(Max 4 pages)

2. Health Scenario

a. Vital Health statistics – Table

b. Health Infrastructure  - Table

c. Burden of disease, their prevention and control programme: Prevalence of Malaria, TB, Leprosy, Filariasis, Polio, Kala Azar and their control programmes. Other details on major diseases affecting the population which are linked to HIV/AIDS program.

d. Major national/state programmes in the State (RCH, ICDS, poverty alleviation programmes etc): Details of RCH, ICDS, Women’s self help groups, NRHM. Any other national/state/civil society programme with significant reach which could have synergies with AIDS Control programme. 

e. Any other health programmes and other programmes which could impact on HIV/AIDS with  source of  funds and programme highlights

f. Private Sector Service Delivery

III. HIV/AIDS

1. Situational Assessment

a. Current prevalence including trends: Source of data – HIV sentinel surveillance, BSS, VCTC, PMTCT, Blood Bank, Community based sero surveys. HSS data may not be adequate to give district based estimates. But when triangulated with other data, it can show significant pattern across different districts which can be used for planning. Districts/regions which have higher than average prevalence consistently need greater attention in NACP-III.

b. Proxy indicators: STI data including HBV, HCV, TB data, NFHS, RCH data: Even if prevalence of HIV is not evident the presence of STIs, high levels of TB indicates the need for urgent attention. High levels of HCV point to the possibility of high prevalence of injecting drug use. NFHS and RCH data show the levels of access to health system.

c. Youth and adolescents: Any data that can point to high risk behaviour among youth and adolescents. e.g.: Unemployment among youth, school drop out rates, migration of youth, number of orphans as registered through orphanages and  number of street/slum children etc.

d. Women and Gender issues: Data capturing vulnerability of girls and women e.g. migration, occupation, abuse, domestic violence (Indiaclen data), trafficking, gender inequity in access to information and services etc. 

e. High risk core and bridge populations: mapping data showing location and numbers of each groups: Core populations are: Sex workers, injecting drug users, Men who have sex with men: Among bridge populations are clients of sex workers, truckers, prison inmates, street children and migrants. Achieving maximum possible coverage of this population is a major task for NACP III. Therefore, in addition to areas which, have high density of HRG, NACP III will need to cover low density areas including semi urban and rural areas to achieve the desired coverage levels. 

f. Factors driving the epidemic in the state with quantitative data wherever available

(Migration, IDU, Special groups in the state)

i. Social factors: There are cultural and social factors which impact the spread of HIV such as the devadasi system or other systems that promote multi partner sex, low social position of some population groups, lack of literacy, subjugation of women, lack of property  rights for women etc

ii. Economic factors: High unemployment leading to migration and sex work as livelihood strategies, opening of road corridors and increase in transport, informal employment of large number of migrants, 

g. Care and support needs: Number of PLHA in the state has been estimated by NACO.  Based on this, persons who would need care, support and treatment can be calculated. Data on OIs and HIV/TB co-infections are also good pointers. Morbidity and mortality from HIV as measured from hospital records and other data can also be used for this purpose. 

h. Positive networks and other networks: Number of networks of positive people, of vulnerable populations such as sex workers, MSM, IDUs, Street children.

i. Orphans and other affected and vulnerable populations: Data on affected populations, including orphans, widows, destitute and old people

j. Impact on the State: Additional load on hospitals, disruption in education due to rejection of HIV positive children, impact on poverty and malnutrition, impact on life expectancy, increase in TB cases.

2. Response analysis

a)   Brief history of evolution of the programme

Initial responses against AIDS: Activities undertaken under NACP I and NACP II.

Institutional arrangements: A critical analysis: The institutional arrangements under NACP I, II:  comparative advantages, shortcomings and learnings.

Achievements under NACP II by each Programme component by input and output indicators and, wherever available, impact indicators. This analysis should include the components and subcomponents of NACP II and list out the input data e.g.: number of TIs, blood banks and blood component separation units, STI clinics, VCTCs, PMTCT centres, ART centres, number of schools covered SAEP, number of PLHA networks and drop-in centres, number of clients using various services, financial outlays and expenditures, outputs achieved, and impact if available.

b) Expenditure from any other centrally sponsored scheme e.g. condoms distributed under the RCH for HIV prevention, HIV/TB contribution from RNTCP etc 

c)  State expenditure on AIDS control and treatment programmes in addition to what was provided under the centrally sponsored scheme. (This has already been requested for by DG- NACO in an earlier communication).  Many components of the programme were implemented with contribution from both States and NACO. e.g.: Blood Bank buildings and space for STI clinics were constructed by state resources.  These could be listed under:

· Infrastructure support

· Human resources

· Supplies, like drugs and consumables
· Training and technical support budget. 
d) Partner agencies working in the state with a brief description of their programme and budget.

e) Government departments/agencies (Health/Non health i.e., Ministry of Social Justice and Empowerment, Defence, Railways etc) involved in HIV programme and nature of their involvement including mainstreaming of HIV in their work.

f) NGOs/CBOs/ other CSOs working or receiving funds in the areas of prevention, care, support and treatment areas including capacity  building and technical support etc.

g) Private Sector: Non Profit Organization on health, Private Industries, Corporate Hospitals, Professional associations etc

h) Lessons learnt from NACP I and II

What has been done well?

Where do we want to go?

What should we do to make the response better?

i)
Issues and Challenges

SECTION-2

Goal 

The goal of the NACP III is to reverse the epidemic in India over the next 5 years through integration of prevention & treatment programs. This will be achieved through four main objectives 

1)  Prevention of new infections in high risk groups and vulnerable populations through:


a)  Saturation of coverage of high risk groups with Targeted Interventions (TI)

  
b)  Scaled up interventions in other vulnerable populations

2)   Increasing the proportion of persons living with HIV/AIDS receiving care and treatment

3) Strengthening the infrastructure, systems and human resources in prevention and treatment programs at the district, state and national levels 

4) Establishing nation wide strategic planning, programme management, monitoring and evaluation system.

The goal of the programme of the state would be based on where the state sees itself at the end of the programme (2011). 

Objective 1: To prevent new infections
The Specific Objectives are to reduce new infections as estimated in year 1 of the program by:

a. Sixty percent (60%) so as to obtain the reversal of the epidemic in high prevalence states.

b. Forty percent (40%) so as to stabilize the epidemic in the vulnerable states. 

This objective is split into two different sub objectives: one dealing with high risk groups and the other with general (“vulnerable” in this document) populations. 

Sub-Objective 1

1.1: Saturation of Targeted Interventions for high risk groups/high risk areas 

The primary strategy of NACP II was targeted interventions (TI) for the reduction of transmission of HIV in marginalized populations who are highly vulnerable to HIV infection. Focus on high-risk groups would continue to remain the central strategy of NACP III. Participative mapping may show presence of high risk populations in suburban and rural location which may not have the density to warrant a stand-alone intervention. So, alternate strategies to have suitable interventions for diffused distribution need to be developed (e.g.: interventions with smaller number of high risk groups through outreach workers/ composite interventions covering more than one high risk group). But unlike in NACP II stress will be given on developing the capacity of vulnerable populations to be involved in and drive the process. 

The core population among high risk groups are: commercial sex workers (CSW) and their clients, men who have sex with men (MSM) and injecting drug users (IDU). The bridge populations have been identified as truck drivers, street children, prison inmates and migrant workers.  

The State needs data on location and number of the HRG. If it is not available this needs to be collected. If towns with large numbers have already been covered, the State needs to have a strategy to cover suburban and rural areas. Interventions will have to give greater priority to involving the community in decision making and monitoring activities.  

The coverage of HRGs will be achieved through NGOs and CBOs.  The services to be rendered by NGOs/CBOs will include BCC, ensuring access to quality STI services (through facilitating access to private or public service providers), promoting use of condoms and harm reduction strategies for IDUs.  

During NACP II adequate emphasis was not placed on prevention programmes for MSM and IDU inspite of their being core high risk groups.  NACP III will have an added emphasis on these sub-populations.

 Indicators

· Percentage of members of High risk groups covered by interventions (80%) 

· Percentage of members of high risk groups reporting use of condoms in the last sexual intercourse (80%) 

· Percentage of IDUs covered by needle exchange/substitution/detoxification (80%)
· Any other outcome indicator

Sub Activities

1.1.1: Participative Mapping of High Risk Groups.  

Detailed mapping and descriptions of target populations by State and District AIDS units are essential pre requisites for planning TI programs. This is best done in partnership with local community organizations.
Steps: 

· Developing parameters for participatory mapping in consultation with community members

· Orientation of community based workers on mapping

· Finalisation of data and validation in consultation with community and other informants

Indicator: 

· Percentage of districts which have completed HRG mapping 

1.1.2: STI services for high risk groups:

These cover both access facilitation and demand generation. 

Steps: 

Improving quality of public service providers (in collaboration with RCH and HSDP) and improving access through facilitation of lay referrals etc.

· Provision of drugs free of cost in public hospitals

· Routine voluntary free health check up for high risk population

· Demand generation for and motivation to seek and complete treatment through BCC 

· Training of preferred providers identified by the community

Indicators for STI services: 

· Percentage of HRG members who recognize two symptoms of STI 

· Percentage of HRG members with STI symptoms reported to have accessed quality services 

1.1.3: Condom Promotion among high risk groups:

Behaviour change for condom use is generated through peer education. But for condoms to be used in every unsafe sexual intercourse, these to have to be made available at the time and place where they are needed. This programme also has synergy with the RCH where condoms are positioned for contraception rather than disease prevention. In order to achieve total coverage priority should be given to areas that are currently un/underserved. 

Steps:

· Raising knowledge and motivation through peer education

· Free supply through NGOs/CBOs

· Expanding social marketing, especially in rural areas

Indicator:  

Percentage of HRGs who report use of condom in the last sexual intercourse

1.1.4: Focused intervention with Intravenous Drug Users

Drug users need a comprehensive package of services extending from rehabilitation to needle exchange. Some of these are provided by the Ministry of Social Justice & Empowerment and Health Departments and some under the NACP. Comprehensive package of services complementing the work of all de-addiction programmes need to be put in place. What are the existing arrangements in the State and what will be the coordinating/ implementation mechanisms for future need to be spelt out.

Steps: 

· Map IDU population and NGOs currently working on de-addiction services 

· Advocacy with law enforcing agencies to create enabling environment

· Add elements of NACP (substitution/needle exchange/advocacy) to existing work of NGOs engaged in de-addiction

· Strengthen BCC efforts for prevention of drug abuse, and harm reduction measures and safe sex practices

· Identify and engage CBOs/NGOs in uncovered areas

· Develop a State level coordination mechanism between different departments/agencies operating in drug related areas

Indicators: 

· Percentage of sites with IDUs which have comprehensive package of services. (80%)

· Percentage of IDUs reporting availability of needle exchange and substitution therapy in their town/district. (80%)

1.1.5
Legal, policy, structural modification of environment to support safe behaviours (Enabling environment)

Many of the HRGs face legal and structural impediments to adopting safe behaviours such as criminalization and violence. Unless these constraints are removed at grassroot, State and national levels they will find it difficult to adopt and sustain safe behaviours. Strategies to change attitudes and behaviors and support to HRGs facing legal and structural constraints have to be detailed out. Members of the community and civil rights activists can contribute a lot to the process. 

Steps:

· Identify the legal and structural constraints faced by HRGs in the state

· Support for formation of community based organizations

· Advocacy with decision makers and law enforcement agencies to support community based initiatives and to reduce structural and legal constraints. 

· State level coordination group/task force

Indicators: 

· Number of advocacy sessions held with decision makers and law enforcement agencies

· Percentage of HRG who are members of a community based organisation

· Number of CBOs managing their own interventions (programmes)

1.1.6  Behaviour Change Communication

Under NACP II peer educators worked at motivating adoption of safe behaviours. In addition to this, they would have to work as facilitators of access to services and social change agents for community mobilization. They would also be selected through participation of the community. 

Steps

· Peer education  

· Review and adaptation of BCC strategies and materials 

Indicators: 

· Respondents report three key messages of the communication package 

· Percentage of HRGs who report having received interpersonal communication on prevention

· Number of HRGs referred by TI personnel who visit VCTCs

1.1.7. Increased ownership of CBOs, NGOs, Civil Society 

Experience has shown that unless marginalized communities increase their ownership of the HIV prevention and control programme, sustained behaviour change will not happen. NACP III will invest in developing leadership among community members, improve group cohesion and facilitate the development of community based organizations which will eventually take over ownership and management of targeted interventions.

Steps:

· Setting up drop in centers for communities for peer interaction.

· Support for CBO formation and handholding of management 

· Progressive involvement of CBOs in management

Indicators:

· Number of DAUs, SACS and NGOs which have members of the vulnerable communities on their boards

· Number of interventions which are managed by CBOs

Sub Objective 2:

1.2 Scaling up of interventions among vulnerable populations

Surveillance shows that HIV has moved to the general population in many parts of the country, while awareness and adoption of safe behaviours remain below desired levels. To address this, NACP III will focus on young persons, women and workers while continuing with communication and service provision strategies for the general population. Objective of the communication strategy would be to assist reduction of risk, vulnerability and stigma through awareness generation, skill building, attitude, behaviour and social change.

1.2.1
Increased awareness leading to adopting and sustaining safe behavior through communication, community mobilization and advocacy.

Steps: 

· Develop evidence based communication strategy at district, state and national levels

· Prepare communication plans integrating mass and non mass media (IPC, PE, folk media, community media, SHGs, community workers)

· Advocacy with elected representatives at all levels (3 tiers of Panchayatiraj, urban local self-govt. institutions, State and national) and gatekeepers, influencers and decision makers

· Joint planning and monitoring at national/State/district level for multisectoral support to HIV preventions and control 

· Sustained communication and social mobilisation efforts towards risk reduction, safe practices and community ownership of programs

Indicators: 

· Number of States with evidence-based communication strategy and annual action plan

· Number of States which have held meetings of IEC committee in every quarter

· Percentage of people who recall correctly three methods of transmission and two methods of prevention

· Number of questions and discussions related to HIV in legislative bodies

· Percentage increase of discussion in the print media concerning sex and sexuality 

· Percentage of village health committees/panchayats incorporating HIV AIDS prevention as part of their activities : (80% -MOV – Agenda of meetings of VHCs/panchayats)

· Number of government departments who integrate HIV prevention and control in their training programme for outreach workers

1.2.2: Assured safe blood and blood products

Provision of safe blood for emergency obstetric care centres is also a component of the RCH II programme. FRUs and other centres will have storage and transfusion centres which will function in conjunction with blood banks funded under the NACP. This will need high levels of integration on information flow, transportation and inventory management. These have to be jointly planned with the State Health and FW department. Health system also has components that lead to control of hospital acquired infections and injection safety. These, too, need to be planned for jointly. (The capacity building components of other services have been included in the sections ‘care and support’ and ‘prevention’).

Steps: 

· Assessing the need for blood and blood components 

· Joint planning for meeting the need

· Operationalising the non-functional blood banks and increasing the utilisation of underutilised ones

· Establishing linkages, in collaboration with RCH, between blood banks and blood storage and transfusion centres (RCH Component)

· Mobile blood banks in association with private sector

· Identify regional blood transfusion centres and setting up blood components centres

· Quality assurance of blood banks (regional transfusion centres)

· Adaptation of existing guidelines for injection safety and control of hospital acquired infections 

Indicators:

Percentage reduction in transfusion mediated HIV transmission (< 0.5%)

Increase in percentage of voluntary blood donation

Increase in proportion of transfusion units of blood components to whole blood 

1.2.3 
Improved access to quality condom and STI services

PHC will be the first line centre for providing syndromic management. When there is evidence of co-infection or resistance, the patient will be referred to the STI clinic at district and above.  District hospital will have a laboratory with facilities for diagnosis of STIs including RPR/TPHA, HBV, HSV 2 (Eliza).The behavioural components such as partner notification, counseling for safe practices and condom use will become part of the STI programme.(Bring all the partners’ contribution in the activity).   

STI/RTI management is a major component of RCH II. Please assess the component being funded from RCH II and fill gaps left. These could be upscaling of STI services to CHC and PHC collaboration with private sector providers, both formal and informal and setting up of referral linkages. 

Steps: 

Condom:
· Aggressive condom promotion (on demand and supply side) through multiple strategies such as IPC, mass media and community based access points such as ASHA, anganwadi workers, SHGs, etc… 

· Increased in the number of outlets (traditional and non-traditional)

· Increased availability of thicker condoms and water based lubricants for MSM

· Training of retailers, NGOS, CBOs and all key functionaries at village level for social marketing of condoms 

· Improved logistics management through technical support and periodic performance audit

· Review and development of appropriate mechanisms for subsidy administration

· Periodic checks for quality control of condoms

STI:

· Developing systems for referral up to medical colleges

· Focused IEC for demand generation for STI services

· Mass mobilization campaigns for demand generation and service provision (e.g. FHAC)

· Specific strategy to cover urban population including public-private partnerships

· Training of private, formal and non formal, providers as per national algorithms

· Indexing patient centered partner notification and treatment

· Providing algorithms for treatment of anal and oral STI

· Initiating drug resistance studies for Gonococci

· Modification of STI practices and programme management based on STI surveillance and other related information

Indicators: 

· Percentage of persons reporting availability of condoms within 500 meters 

· Increase in condom off take from all sources – (put in place measurement systems)

· Percentage increase in the number of non traditional outlets for condoms  (75% of all non traditional outlets to sell condoms)

· Percentage of persons reporting consistent use of condoms in sexual intercourse with non regular partners in the last 30 days

· Number of training institutions engaged for STI training/ number of persons trained

· Number of institutions which satisfy quality criteria for STI clinics

· Percentage of symptomatic persons report having accessed quality STI services

· Percentage of persons accessing STI services who report having been exposed to the IEC campaign

· Availability of quality services upto PHC 

· Training of key service providers identified by the community (numbers to be put)

· Putting in place referral services – from CHC/private to district to medical college 

· Laboratory services for culture, monitoring resistance, kits for HSV, Chlamydia at the referral centers for diagnosis and management.

· Reduction in the prevalence of most common STIs (Syphilis, Gonoccocci, Chalymidia, HSV, Candida and Bacterial Vaginosis) by 30% of the baseline by 2011 

· Number of regional institutions equipped for monitoring drug resistance for STD and HIV.

(Please refer to these services under objective 1.1)

1.2.4 Focused efforts on women, children, youth and adolescents

Biological, social and cultural factors make women highly vulnerable to HIV infection.  With a maturing epidemic, India is likely to see an increasing feminization of the epidemic. This would also lead to more children being infected. Strategies to reduce infections among the women include peer education through women’s groups, accessible and culturally appropriate counseling for prevention and infection management, couple counselling, referrals, testing, aftercare for the mother and child, family support, empowerment and income generation programs for women and community awareness programmes.  

Young people represent the future and need to be enabled to protect themselves from infection. A key strategy is through AIDS education in educational institutions (e.g.: The “University Talk AIDS Programme and school AIDS programme). Collaboration with youth programmes being implemented by the NSS, NYK, NCC, Scouts and Guides (identify other schemes, if any) is another strategy. Innovative, but evidence based programmes, are needed for addressing vulnerabilities of young persons who do not attend any educational institutions. Youth friendly information and counselling centers will need to be promoted in collaboration with NYK and other departments. 

Steps: 

· Review and modification of HIV related services and practices such as VCTC, STI clinics, ART so as to address special needs of women, children, youth and adolescents including setting up of demonstration sites

· Peer educators in Self Help Groups for women 

· Setting up vigilance groups among CSOs to detect trafficking 

· Universalisation of School AIDS programme

· Programmes for youth in educational institutions managed by young people

· Programmes for youth out of educational institutions – village talk AIDS (NYK), Youth development centres (NYK)

· Setting up youth friendly services to be managed by young people

· Strengthening of the referral networks and linkages of non health systems like universities, youth clubs etc to VCTC, condoms, STI treatment etc.

· Communication campaigns focusing young people with a purpose to reinforce the peer education messages and support the creation of an enabling environment

· Provision of safe space/information centre and peer education for young girls and boys at the village level.

· Addressing immediate causes e.g. unsafe sex, levels of knowledge & lack of access to condoms, social & health services

· Addressing underlying key determinants and vulnerabilities at district level e.g. drug dependence, STI rates, literacy drop outs, residential location (high sero prevalence), levels of unemployment, in & out migration, age of marriage, teenage pregnancies (unwed mothers) violence against women & girls, sex ratio, young people in conflict situations, internally displaced young people, victims of trafficking, missing girls and fake marriages by mainstreaming with the functioning of related  departments

· Any other strategies the states consider relevant

Indicators: 

· Number of schools who have carried out ---- hours of adolescent education including HIV

· Percentage of women’s self help groups/women’s organisations who have trained peer educators on HIV

· Increase in the number of women who access two of the HIV prevention services (VCT/STI/PMTCT/ART)

· Number of Youth Friendly Information Service Centres that are functional

· Increase in number of youth accessing Youth Friendly Services

· Age disaggregated data at district level on HIV/AIDS national indicators

· Increase in the proportion of budget allocated and budget spent on programmes for adolescents and youth at national, state, district level

· Increase in proportion of young population seeking STI and VCTC services 

· Estimated number of health facilities that can be designated youth friendly (based on national Standards for YFS)
1.2.5 Expanding workplace interventions 

Employers have an economic interest in preventing HIV infection among their employees. NACP III will conduct advocacy with decision makers and provide technical support for workplace interventions. NACO will also establish linkages between industry associations/units and training institutions.

Steps:

· Advocacy with trade and industry organizations for work place policies and action plans for prevention and treatment

· Advocacy with unions

· Identification of and tie-up with training institutions to provide technical support to employers and unions

· Annual meeting for information sharing

· Documentation and dissemination of best practices 

Indicators:

· Number of industrial units with a policy / plan of action on workplace interventions (including contract workers)

· Number of HIV training sessions conducted for employees

· Number of workers on HIV related treatment including ART paid for by industrial units

1.2.6 Focused efforts on migrant populations and cross-border areas:

This component needs collaboration between States from where migrants come and their destination. States need to map migration in their area, whether as a source or as destination. States should take the lead in promoting regional collaboration. NACO will also facilitate collaboration with other states as required.

Steps:

· Set up a central/regional mechanism for coordinating work on interstate migration

· Mapping of migration through review of available data  (source, destination, period)

· Emphasize sharing of data and information across borders especially in contiguous areas – at a state and district levels.

· Obtain data on residence and state of origin of patients in health care facilities and VCT centers – provides data for referral and planning for services (VCT, ARV and PMTCT and migrant support centres) in other locations. Methodologies developed in Thambram and in the TB DOTS program may be helpful for this.

· Coordinate with NGO partners on intervention programs for mobile populations - truckers, transport workers

· Developing migrant support centres in identified source and destination

· Developing referral systems and coordinated interventions between support centers at source and destination 

· Providing information and services at source and destination

· Any other relevant state specific strategies.

Indicators:

· Number of persons accessing migrant support services in source and destination

· Number of persons referred by institutions from source to institutions at destination

Objective  2: Care, Support and Treatment:   

Introduction

With x lakh persons living with HIV in the State (NACO estimation of PLHA), the number of persons requiring treatment is assessed to be 10% of x. All of them are to be ensured access to OI treatment including free drugs. Under NACP III, first line ART is to be provided to eligible PLHA free of cost.  However, for this, we need to upgrade the capacity to provide ART during the next few years. The load for ART in the State can be calculated as:

· 40% (share of government in total ART provision determined by percentage of BPL population) of 10% of the total persons infected with HIV) with the remaining 60% expected to be serviced by the private sector. [i.e. If 100,000 is the number of PLHAs in the state this year, the ART load is 10,000. Of this, 6000 are expected to be serviced by private and 4000 by government]

· Capacity can be assessed by the number of institutions capable of providing ART with quality, ensuring adherence and monitoring ART drug resistance. e.g.: medical colleges, district hospitals with fully functional medicine department.

·  Adherence can be ensured through linkages with civil society organizations for patient education, community outreach for home based care and livelihood support.

·  PCP prophylaxis, nutritional advice and treatment of TB are some of the other medical services that can be provided

· The national target for first line ART is 2,00,000

Indicators: 

· Percentage reduction in HIV mortality as measured by base line survey (20%)

· Percentage of persons with CD4 counts below 200 on Co-trimoxazole prophylaxis

· Percentage of TB/HIV completing DOTS 

· Percentage of PLHA who have been registered with NGOs/PLHA CBOs including support for home based care

· Percentage of persons on ART who have at least two CD4 tests per annum

· Increase in proportion of PLHA receiving care, support and treatment

2.1 Improved treatment access for OIs: 

Treatment for opportunistic infections is currently provided at District Level. It is proposed to extend it to CHC. This involves identification of OIs that can be managed at CHCs (TB, Chronic diahorrea, PCP prophylaxis and prophylaxis for cerebral toxoplasmosis) and district hospitals/medical colleges (all other OIs depending on capacities of the institutions). (Please work out the referral linkages and the training component).

Since private sector caters to a larger number of patients, capacity building support will be provided to private medical practitioners. They will also have access to referral and testing services.  It is not proposed to provide free drugs to private health care providers. 

Couples counselling and referral by health care providers and family counselling centres have been found to be useful. 

 Steps:

· There would be a referral system for appropriate management 

· Supply of major OI drugs under government hospitals free of cost

· Doctors in private sector will have access to training and referral linkages

· Development of guidelines on OI management for different levels of service delivery and referral linkages

· Development of guidelines and capacities for establishing standards of care  

· Establishment linkages with DOTS programme for HIV/TB co-infection

Indicators: 

· Number of positive persons referred from VCTCs to STI/RTI clinics

· Number of positive persons referred from VCTC to DOTS centers

· Number of doctors trained in OI management

· Number of persons accessing OI treatment 

· Number of persons referred to district and tertiary centres for OI management

2.2 Increased Number of PLWHA on ART 

The national target for first line ART is 2, 00,000 by 2011. The State based estimates suggest that x number of PLHA will require first line ART in the State.  ART roll out will be accomplished after making sure that capacities of ART centers are upgraded to undertake this activity (as specified in capacity building section) Psycho social support to persons on ART is needed for ensuring treatment literacy, adherence compliance, livelihood support and positive prevention. Every ART centre must be linked to an NGO or CBO for this support and follow up. 

Both public and private sector will be included as ART provider. While training, references and linkages will be established for both pubic and private sector units, ART drugs will be supplied free of cost only to public sector units. However, if the planned number of ART roll out is not being accomplished at the end of year 1 of the program in the public sector units, existing facilities in the ‘not for profit’ private sector will also be included supply of ART drugs and supplies if they meet the criteria for capacity for ART roll out in the defined geographic area and accept the conditionalities set by the national programme.

Steps:


· Identification of district hospitals for provision of ART

· Arrangements for CD4 testing either through direct provision or linkages with central units

· Setting up of five regional units for resistance monitoring and training

· Arrangements for packing and forwarding blood samples for resistance monitoring
· Identification of referral centres and orientation of doctors
· Identification of NGOs to provide community outreach, home based care and psycho social support
· Support to NGOs for community outreach
· Establishment of facilities for paediatric ART, including viral load testing facilities and procurement of paediatric drug formulations
· Training and certification of private providers of ART
· Assessing the need for and setting up community care and support centres
· Improve public private partnership to achieved specific targets every year.
Indicators:

· Number of centres with care providers fully trained on ART

· Number of centres having linkages with NGOs/CBOs for community outreach and home based care

· Percentage of persons put on ART who report (95%) compliance at the end of 12, 24, 36 months

· Average number of days of hospitalization for PLHA

· Number of persons put on ART who are alive at the end of 12, 24 and 36 months

2.3 Expansion of VCTC, PPTCT and PEP programs

VCTC

HIV Counseling and Testing is the gateway for comprehensive HIV/AIDS prevention, care, and treatment. The introduction of ART could lead to demand for more counselling and testing services.  Good post testing counselling with appropriate referrals enable access to preventive prophylaxis and antiretroviral therapy, where available, and access to needed clinical services (e.g., prenatal clinics, STI and TB clinics, primary care clinics). It contributes to motivation to adopt safe behaviours among persons who test negative. 

Prevention of Mother to Child Transmission (PMTCT) of HIV 

Studies in India have shown that chemoprophylaxis with Nevirapine reduced the MTCT rate from the reported baseline rate of 33% to 8.4% at birth or 10.1% at age of two months. The cost of intervention was determined at Rs.175 per woman. It is a cost effective way to prevent infection among children. The study also demonstrated that antenatal clinics can be utilised effectively for imparting education to pregnant women about prevention and control of HIV/AIDS through trained counsellors. There is evidence to suggest that expanded regimens of ART drugs before delivery gives higher levels of protection to the new born. However, appropriate reassessment and upscaling the drug policy in PMTCT will be considered with due care to avoid confusion to the ongoing PMTCT program.  

Steps:

· VCTCs are to be located in CHCs subject to availability of staffing and space.  They can be scaled up to lower levels depending on pre-determined parameters based on capacity and performance.

· States can examine feasibility of mobile VCTC through pilots with funding by private industry.

· Integration of VCTC and PMTCT centres (and if feasible blood bank and STI services also). If loads permit it, the programmes can share counseling and testing services.

· Long term follow up of mother and child for OI and ART and facilitate access to RCH services

· States with poor testing load need to ascertain reasons for poor use and take remedial measures.

· Establish district model VCTCs as training and referral centres

· Staggered approach to scale up based on identified need and capacity over the project period

· (Capacity building) Set up EQAS for VCTC testing and quality assurance systems for counselling services 

Indicators:

· Percentage of CHCs with PMTCT and VCTC facilities

· Percentage of walk in patients to VCTC

· Number of persons who return for test report at VCTC

· Percentage of ANC attendees who have received counselling for PMTCT

· Number of persons who have received PMTCT

2.4 Community care and support programs

A successful ART programme requires close to 100% compliance. This would need community based psycho-social and livelihood support. This could involve treatment literacy, support for adherence and defaulter retrieval, promoting acceptance by the community and nutrition and livelihood support.  The selected NGOs/CBOs could preferably be any organization with experience of working with the community. Their capacity needs to be built up to provide peer education, family and couples counseling, referral of community members to STI and TB services and training of companions/attendants who can assist patients with their treatment.

Steps:

· Identify and develop partnership with NGOs/CBOs

· Community care centres where needed [One centre per 5 districts in high prevalence states, and one centre per ten districts in low prevalence ]

Indicators:

· Increase in the number of NGOs/CBOs providing community outreach for care and support of PLHA

· Number of PLHA referred by health care providers to community care and support NGOs/ CBOs

· Number of persons using community care centres 

2.5. Integration of prevention and treatment measures and linkages 

Provision of ART would be unsustainable and lead to harmful consequences if prevention and treatment do not go together. This would apply to persons on treatment and other persons testing positive. Provision of treatment opens a door for better off-take of such services as VCTC which will have a beneficial impact on preventions. It is, therefore, imperative that existing prevention activities remain robust, undiminished and integrated with HIV care.  It will also provide an opportunity to positive persons to contribute to prevention programmes for general population.

Steps:

· Linkages established between ART centres, PLHA networks and TIs/Workplace interventions

· Prevention education for positive persons

· Risk reduction strategies for PLHA and their partners

· Prevention case management integrated into OI and ART

· Partner referrals through counselling

· Screening for TB/STI of PLHA

· Capacity building of PLHA networks to participate in prevention programmes (IEC, Advocacy, Workplace, School AIDS programme, Youth friendly services)

· Strengthening positive prevention programmes

Indicators:

· Number of positive persons referred from TIs to ART centres and vice versa

· Number of positive persons on needle exchange and substitution

· Number of PLHA participating in prevention programmes (School AIDS programme/ Workplace intervention)

2.6: Orphans and other vulnerable children

The two key variables normally considered to define an orphan are - age up to 18 years and loss of either or both parents. States where the epidemic has been present for a few years need to watch for a growing number of orphans. Children orphaned due to HIV suffer the double handicap of loss of parents and stigma attached to HIV. Often, they are cared for by the extended family. But the programme has to be attentive to the needs of children who may not have any one to care for them and to link up with other service providers to address their condition. 

.

Steps:

· Generating baseline data on number of orphans - AIDS and non-AIDS, school drop-outs, homeless.  Their economic status and society security through a situational analysis 

· Identify counselling centres and build up capacity for counselling 

· Ensuring treatment and support for the infected/affected children and mothers

· Advocacy for support to orphans and other affected children from government and non government sources, including community and PRI institutions

· Ensuring school attendance and access to child health care

· Supporting home based/foster/institutional care for infected /affected children

Indicators:

· Number of OVCs receiving support through program

· Number of NGOs involved with OVCs

2.7:  Collaboration with PLHA networks

PLHA are a good resource pool for an effective response to the epidemic and should be recognised as necessary partners in community programs to be involved at all levels. PLHA have now been organized into networks at district, State and national levels. NACP III will encourage this process and provide financial and technical support to these networks. These networks and other NGOs working with PLHA create awareness about counseling and testing, provide support for “positive living”, support patients who take medicines and encourage couples counseling and referral to health care providers.  NACP III will support their active participation in all levels of decision making.

Steps:

· Facilitating the formation of PLHA CBOs/networks

· Capacity building of PLHA 

· Advocacy and technical support for policy changes to enable GIPA

· Review, adaption and development of advocacy and communication strategies and tools to promote GIPA in HIV and AIDS related policy and programs

· Building capacities of implementing agencies (government, private and civil societies) to facilitate GIPA

· Documenting, disseminating and replicating effective involvement of PLHA in policy and program

· Development and implementation of policies to create an enabling environment to enhance the involvement of PLHA and affected people at all levels

Indicators:

· Number of districts with PLHA networks 

· Number of government departments (50%), PSUs (30%) and industrial units (10%) in the private sector having a policy on GIPA

· Number of decision making bodies at national, state, and district levels and  NGOs working in the field of HIV having PLHA representative

· Number of PLHA CBOs managing programmes (DIC, CCC and Outreach Services)

· Number of PLHA trained on leadership, management, counselling and advocacy

2.8 Linking livelihood support 

PLHA find themselves in situations when even their livelihood is threatened. Unless this issue is addressed, ART and positive prevention strategy will fail. While NACP III will not directly find livelihood support, which has to be obtained from other income and employment generation and social welfare schemes, the programme will support advocacy and capacity building to access them.

Steps:

· Advocacy with government and private sector to support PLHA, 

· Through membership of SHGs, savings fund, corpus fund, vocational trainings support for income/employment generation activities. 

· Capacity building of PLHA to advocate for livelihood support, design and manage micro credit/ income generating schemes. 

Indicators:

· Number of government departments and non-government institutions who have a policy of giving preferential support to PLHA 

· Number of PLHA who have received support from any government/ nongovernment institutions

· Number of unemployed PLHA reporting access to nutrition

· Number of PLHA who have received vocational training

2.9. Reducing stigma and discrimination

Stigma and discrimination faced by people living with HIV and sub-populations vulnerable to HIV such as sex workers, MSM and IDUs is a major handicap to a successful response to HIV.  Addressing this would involve changes in knowledge, attitude and behaviour of decision makers, service providers and the community at large.

Steps:

· Advocacy for enactment of State-specific anti discriminatory laws 

· Providing and supporting community based programs incorporating anti discrimination messages especially in the workplace 

· Training of health care providers for positive attitude to PLHA. 

· Supporting formation of PLHA networks at district levels
Indicators:

· Number of public meetings attended by members of core groups 

· Number of health care institutions with policy on management of PLHA

· Improvement in knowledge and attitudes of health care professionals in primary, secondary and tertiary treatment centers in public and private sector regarding treatment of PLHA as measured by a base line survey.

Objective 3: Strengthening the capacities at district, State and national levels (infrastructure, systems & human resources)

The NACP-III will need capacities at all levels of planning and implementation. 

Some of this capacity has been built up during the phase I and II of the programme.  NACP III will further strengthen the capacity building process through multiple strategies in order to respond to the needs and evolving challenges of the epidemic.  

As part of this process, all senior technical staff will be provided induction and refresher training, through a mixed model with a proportion of first level trainers also participating in second level and so on. There would be a multidisciplinary standing committee (epidemiologist, economist, microbiologist, civil society representative, marketing, communication, public health specialists, researchers etc) on training which will identify the training needs, potential institutions capable of functioning as training and resource centres (academic, institutions, NGOs), negotiate with identified institutions for agreement on training strategies and modules and developing/hiring capacities. The first line trainings would happen in these institutions. These centres would also help States plan their trainings, offering periodic trainings to which States can nominate their trainees and ensuring quality of training. They will also help SACS to develop training capacities at lower levels. There would be external evaluation of training effectiveness. The institutions will maintain modules online for self-learning.  

NACP-III envisages strengthening infrastructure, systems and technical support in conformity with the program objectives. In addition, capacity-building efforts will focus on the areas of program management, finance and procurement at National, State and District levels.   

What is included in this chapter can be elaborated based on needs of the State by including capacity building for finance, program management procurement and any other identified need. 

3.1: Capacity building of NACO, SACS, District AIDS control units

Steps:

· Recruitment of staff would be contingent on their ability to perform rather than their being members of a particular cadre. Recruitment procedures will be amended to achieve this. Steps also need to be taken for a stability of tenure.

· All staff of SACS and District AIDS Control Units will receive an induction on technical and programme management issues with refresher training annually.

· In addition, to develop capacity in specialised areas such as management, finance and procurement, separate and suitable programs will be conducted.

· All units to have a training strategy and systems including need based curriculum and module development

· Regional/state training/resource centres/ network to be identified to function as training institutions and resource centres and their capacity to be strengthened.

· Mentoring through established institutions/NGOs/CBOs

· Exposure visits

· Institutions with sufficient case load and case management expertise identified for clinical attachment for ART (6 days)

Indicators:

· District: Number of districts with fully functional units

· Number of SACS having constituted functional standing committee on capacity building.

· State: Percentage of posts in SACS filled in by appropriately qualified persons (80%)

· Percentage of personnel who have received induction training (and refresher training) (80%)

· Percentage of senior personnel who remain in position for a minimum period of three years (80%)

· Percentage of functional task teams at NACO, SACS and district units that are assessed to have complied with operations manual by an external evaluation (100%)

· Percentage of persons who satisfactorily complete training effectiveness evaluation (external evaluation)

· Number of personnel from NGOs/CBOs/private sector trained

· Number of persons trained in program management, finance and procurement

3.2 Sustained technical and training support to public/ private agencies, CBOs, NGOs, CBOs and PLHA. 

NACP III, being a highly decentralised programme, will need capacities being built up among implementing partners. Much of this will have to be outsourced as direct provision by NACO and SACS have not proved uniformly efficient. In addition to resource centres identified above, NGOs/CBOs with experience in the relevant fields will be identified to act as mentors for new NGOs/CBOs. They will provide orientation, arrange for exposure visits, provide work attachments and be available for onsite mentoring. IT based instruments will be developed for self learning.

Steps:

· States will be encouraged to identify institutions/individual experts to provide technical support to state level partner institutions 

· Regional/national institutions including NGOs will build the capacity of these institutions by training and mentoring and provide quality control

· Induction and refresher training based on a clear objectives and time table

· Developing and managing an IT enabled platform for self/facilitated learning

Indicators:

· Number of centres of excellence in each thematic area identified and engaged by States to provide technical support to SACS/District AIDS Control Units and their partner institutions

· Number of instances of technical support being received by SACS/District AIDS Control Units and their partner institutions

· Percentage of Districts AIDS Control Units and partner agencies who have met 80% of the targets under the technical support plan 

· Number of site visit reports by experts from the centres on plan implementation

3.3. Mainstreaming HIV/AIDS and Partnership development

HIV is driven by many factors that lie outside the health sector and has impact on many other sectors. Therefore, all sectors have an interest in integrating HIV prevention into their work. This can be done by enabling all employees and clients of the sector to protect themselves by providing information and facilitating preventive activities as part of their routine functioning, care of PLHAs in their sector and providing support to HIV prevention and control programmes. The district planning process under National Rural Health Mission offers an opportunity to dovetail HIV/AIDS related services into the general health services.

3.3.1
Convergence with RCH, TB and other MOHFW programs


Steps:

· Identification of areas where RCH, TB and other health system programmes could have scope for synergy (Blood safety: District blood bank managed by NACP and blood storage by RCH. STI/RTI: with RCH) with AIDS Control Programmes.

· There would be a NACP-RCH convergence committee could detail out the responsibilities and sharing of resources in condom programming, STI/RTI treatment, PMTCT through an NACP-RCH convergence plan.

· HIV/TB programs should make room for referrals to institutions managed by each and also provide information to clients about each other’s services

· IDSP and HIV could also share data and analysis

Indicators:

· Percentage of targets under the NACP- RCH convergence plan met

· Number of referrals from VCTC to microscopy centres under RNTCP

· Number of referrals from DOTS centres to VCTCs

· Number of research programmes undertaken jointly with AYUSH

3.3.2
Mainstreaming (Government Departments/Agencies and other public sector institutions)

Steps:

· Advocacy with concerned departments and partner agencies

· Identifying of programmes within the health sector, which have a synergy with HIV programme. 

· Development of linkages with other health programmes including sharing of infrastructure and human resources

· Identification of other ministries/departments/institutions who impact on and/or are vulnerable to impact of HIV

· Identification of focal points in each identified ministry/ department/ institution

· Planning by identified departments 

· Technical support including capacity building arranged by NACO/SACS

· Setting up a Monitoring Committee of Secretaries under CS / Planning Board

Indicators :
· Number of Ministries/Departments/PSUs who will have an internal policy and action plan on HIV

· Number of Ministries with budgetary item on HIV prevention and control

· Number of private sector institutions who will have internal policy and action plan on HIV

· Number of Departments / agencies who have integrated HIV into their training

· Percentage of members of industry/professional/networks who have adopted HIV policy in their business/activity

· Number of departments with trained focal persons 

3.3.3
Coordination and partnerships with donors, stakeholders and interest groups (private sector, voluntary & faith based groups, CBOs, professional bodies & other civil society)


NACP III will be a joint plan that brings together programmes implemented by different agencies as well as funds invested by each. There will a joint committee of all state partners who will come together at the plan preparation stage. They will also agree to a set of common indicators which will measure progress towards agreed objectives, will be collected by all partners. Results of the analysis will be given to all partners. There would also be joint monitoring. The coordination committee will meet periodically to evaluate progress and to take remedial action where needed. 

Steps : 

· Mapping of partner agencies which are involved in HIV programmes 

· Mapping of potential partners in private sector who could contribute to prevention, treatment, diagnostics, care and support, community outreach, monitoring, capacity building

· Developing links with the local employers in the state and community – Chamber of commerce and CII and others.

· Establishing partnership forum for coordination

· Mandated platform for CSOs to assemble and participate in HIV programme

· Advocacy with PRIs to ensure involvement in HIV programmes

· MOUs between partner agencies and government

· Periodic public hearings on HIV programme at national, state, district levels. 

· Annual citizens report at State level

· Web based platform for consultation

· Regular partner meetings for coordination and review of programme

Indicators :

· Number of donor coordination meetings at the state and national level

· Percentage of programmes monitored jointly

· Number of persons/agencies participating in State level AIDS conferences

· Number of public hearings held

· Number of states producing citizen’s reports.

· Number of partners who have executed 50% of the activities committed in the MOUs entered into between civil society organisations and NACO, SACS, and District level arrangements

· Percentage of membership of the decision making bodies at NACO, SACS, DACS comprised of civil society organisations

· Number of HIV programmes funded by the private sector

3.4 Capacity Building Needs specific to Prevention  Objectives

Civil Society

· Training of community members in participatory mapping

· Increased capacity to plan and implement TIs for all HRGs according to area of need and priority

· Capacity building of community members to develop leadership, community mobilization, legal literacy and advocacy skills.

· Capacity building of peer educators 

· Leadership development among community members

· Sharing of experiences within and between NGOs and SACS

· Cluster meetings of NGOs and technical resource people.

· Documentation and dissemination of successful practices

Condom Promotion

· Training of NGOs in condom promotion and social marketing

· Training of condom retailers

· Training of procurement, storage and distribution personnel on inventory management

STI

· Training of identified  service providers, formal/informal/private

· Training of doctors upto PHC level (in collaboration with RCH)

· Training of private health care providers – pharmacists, RMPs, local providers

· Develop and monitoring standards of care in STI service providers

· Quality assurance mechanism for STI providers and laboratories

· Training peripheral health workers (ANM/MPW/LHV) and Community level health workers – (e.g.: ASHA), in screening for RTI/STI and referral.

· Developing facilities for laboratory diagnosis of common bacterial and viral STI and monitoring resistance for gonococci at tertiary hospitals.
Blood Banks

· Training of doctors on rational use of blood

· Infrastructure development for increasing utilization of blood components and blood storage (Link up with RCH)

· Training and Quality assurance of blood transfusion services 

· Training on injection safety and hospital infection control

Youth and Children

· Increasing capacity to cover youth and children

· Training of NGOs, Counsellors, Youth Friendly Information Center staff

Work Place Interventions:

· Capacity building of facilitators for workplace interventions

· Capacity building of SACS and NACO staff for advocacy on TIs

Migrants and Cross Border Issues:

· Training of institutions involved in mapping at source and destinations

· Developing infrastructure and/or systems for migrant support centers at source and destination

· Setting up and orienting members of the national coordination unit on interstate migration

3.5
Capacity Building Needs of  Care and Support Objectives

Civil Society

In order to reduce the load on hospitals home based care needs to be encouraged. To achieve this, States would need to identify NGOS/CBOs (including PLHA networks), strengthen their capacities and provide ongoing assistance for community based support.

· Capacity building of NGO/CBO personnel

· Support to NGO/CBOs

· Joint training (workshop) of health care providers and NGOs/CBOs

VCT

To meet the need of additional counsellors, human resources will have to be built up through linkages with Universities or training institutions. Institutional arrangements to facilitate linkages with universities and other training institutions need to be set up in year 1 of the programme.  The additional load for government and private sector can be met by outsourcing of counselling if appropriate contracting skills exist within SACS.  (identifying institutions which can provide counselors on call, service helpline, website etc).

· Induction and periodic refresher training of VCTC counsellors and technicians

· Capacity building of peer counsellors

OIs

· Training of all doctors upto PHC on OI management appropriate to their level and referrals

· Building infrastructure for diagnosis of important OIs at district level and selected CHCs
PMTCT

· Orientation of doctors working in institutions providing obstetric care on PMTCT
· Training of doctors, nurses and lab technicians on provision of PMTCT services
ART roll out

The district ART centres should have a strong lab and testing facility including Q/A program in place at the district level and at higher levels. Resistance to ART would be monitored through regional resistance monitoring centres to which samples will be forwarded by peripheral treatment centres. Stock outs have to be avoided and technical and management systems for procurement and distribution of ART drugs, reagents have to be put in place. 

Psycho-social support to persons on ART is needed for ensuring treatment literacy, adherence compliance, livelihood support and positive prevention. Every ART centre must be linked to an NGO or CBO for this support and follow up. 

Steps:


· Adapting and printing training protocols for first line ART and referrals 

· Training of physicians at district hospitals
· Training of doctors from private sector on ART and referrals
· Arrangements for CD4 – they can either be provided or purchased from an existing provider.
· Arrangements for packing and forwarding blood samples for resistance monitoring
· Capacity building of NGOs 
· Support to NGOs for community outreach
· Joint training of service providers and community support organisations
Indicators:

· Number of centres with care providers fully trained on ART

· Number of centres with adequate infrastructure for quality ART

· Number of centres having linkages with NGOs/CBOs for community outreach and home based care

· Number of regional centres for drug resistance established and fully equipped

3.6: Capacity Building Needs of Monitoring and Evaluation Objectives

Since there would be a programme-based MIS for the NACO and SACS, programme capacities are needed to design and manage the MIS for government programmes and for the unified national and state programme. M&E personnel need to know how to analyse data to address strategic information needs of decision makers. The decision makers, who have generally not used results of M&E in the past, also, need to understand how results of M&E analysis and midterm evaluation can be used for decision making

Steps

· Training needs assessment of M&E personnel at different levels and of programme staff on how to collect and analyse data and how it can be presented to decision makers to help policy and implementation design

· Joint training of programme officers and M&E personnel for developing and managing an integrated M&E system for the integrated plan

· Orientation of decision makers on use of information generated by M&E

Indicators

· Percentage of decision makers at NACO, SACS and other units who report having made a management decision based on strategic information.
· Number of M&E personnel trained.
Objective 4 : Monitoring and Evaluation

With the development of a common plan and inclusion of districts in the planning and implementation process, the M&E process would be redesigned so that information needed by different levels are made available to that level and only information needed and to be used are collected and analysed. Evaluation would be supplemented by joint monitoring by partners and civil society evaluation process. In addition to the M&E needs of the individual programmes there would be a common set of agreed indicators which will monitor movement towards the agreed objectives of the common goal. Lessons learnt from ongoing M& E systems established under various national programs will need to be incorporated.

It is also necessary to have a Strategic Management Information Unit that can analyse and make available to programme managers results of data analysis which is needed for management. This would bring together all sources of HIV/AIDS information, such as BSS, Sentinel Surveillance, CMIS, published literature and reports, indicators prepared by various sources and partners, and other programme specific information including FMIS (Financial Management Information System), analyse. If States plan to conduct research, this unit will liaise with academic centres capable of conducting research.

4.1 Establishing one nationwide strategic information, monitoring and evaluation system

Steps: 

· Strengthening the CMIS system and making it more appropriate and user friendly for the States to meet their strategic information needs.

· Developing community friendly information systems to collect data and providing feedback to the community on areas of prevention and treatment.

· Developing indicators for the common State plan and institutional arrangements to collect data from different implementing partners, analysing them and monitoring progress towards achieving objectives of one State plan

· Establish mechanism to use existing information and provide appropriate feedback to States and districts.

· Assessment of information needs of different levels and developing a data collection system.

· Hardware and software procurement

· Training of M&E personnel and of programme staff on data collection, analysis and dissemination of information.

· Institutional arrangements for coordinating financial information and CMIS

· Biannual review of M&E with programme officers

· Generating transparency through publication of M&E data and results of analysis

· Annual public hearing on HIV programmes and publication of citizen’s report

Indicators :

· Percentage of districts states for which previous month’s data analysis sheet is available at least 50% of the time

· Two rounds of BSS completed

· Percentage of units forwarding reports on time to the MIS (70%)

· Percentage of partners participating in joint reviews  (60% ) 

· Two rounds of community STI prevalence survey completed (State level)

4.2: Surveillance 

This would involve Behavior Surveillance Surveys (BSS), HIV Sero-surveillance (HSS) including measurement of HIV incidence, Surveillance for STIs and other markers, e.g. Hepatitis B, Hepatitis C etc., AIDS case reporting, HIV associated morbidity and mortality reporting, HIV and STI drug resistance surveillance and other methods/sources of data (e.g. ongoing surveys) where a full fledged surveillance system is not needed. Objective of surveillance would be to estimate the incidence, prevalence, morbidity and mortality as well as to identify behavioural and biological markers on progress of prevention

Steps:

· Conduct of two types of BSS a)Annual risk assessment at the district level (using a simplified methodology) and b) methodologically rigorous BSS at State level (a more elaborate system) to be done once in three years

· Surveillance for STIs, HBV and HCV and other surrogate markers of HIV in the general population and high risk groups. 

· Sentinel surveillance of OIs

· Sero-surveillance for estimation of prevalence of HIV in general and high risk populations

· Laboratory based surveillance of pediatric infections

· Studies to estimate incidence of HIV

· Periodic studies (once in two years) to estimate mortality from AIDS

Indicators :

· Percentage of districts for which risk assessment, STI  data is available

· Percentage sentinel sites that report adequate sample size

4.3 Improving evidence based strategic planning, program management capabilities (district, state and national levels) 

NACP III will have systems to make use of data available from different sources. Institutional arrangements would include a strategic information unit at NACO and SACS which would collate the data available from different sources and make it available to managers at different levels. 

Steps:

· Setting up the Strategic Management Unit in SACS and training of its staff.

· Development of manual and training programmes to train officers on how to use data for management

· Quarterly review meetings at State and national level to review the use of M&E information for programme management.

· Annual meeting of all development partners for preparation of State Action Plan and preparation of an evidence based state plan

Indicators:

· Number of decision makers trained for evidence based planning 

· Number State plans developed and justified by data 

· Number of programme recommendations from field visits 

· Percentage of development partners who are involved in the preparation of State plan

4.4: Learning systems

The response to HIV is per force an evolving one as the epidemic itself is dynamic. There has to be systems so that organisations can learn from within and from each other. This does not happen unless time and resources are allocated for the purpose. 

Steps:

· Bi annual conventions of peers at State level

· Annual meeting of NGOs/CBOs and other service delivery institutions working in thematic areas for experience sharing

· Documentation and dissemination of best practices

· Exposure visits

· Developing interactive fora for mutual learning and problem solving

Indicators:

· Percentage of NGOs who participate in annual conventions 

· Percentage of peers who participate in peer conventions.

· Number of visits to the interactive web fora.

4.5 Evaluations and Operational Research

Steps:

· Annual evaluation of district and State programme by internal agencies

· External evaluation of the programme during mid-course and end of the programme

· Innovative funds for flexible Operational Research
Indicators:

· Percentage of SACS and district units for which annual evaluation reports are available.

· Number of changes made based on the findings of evaluations.

· Number of proposals for operational research.

4.6 Research

Since the HIV epidemic is at different stages in different States and is constantly evolving, the national response must be modulated based on high quality scientific research and a valid data-base, generated within the frameworks of ethics, human rights and gender. NACP III will attempt to develop efficient systems for efficient knowledge production, utilization and management, so as to inform policy and programme design, monitoring and evaluation. 

Steps:

· Constitution of a multidisciplinary committee on knowledge production and management

· Identification in consultation with programme managers and other stakeholders, of priority areas on biological, social and programme management areas.

· Dissemination of results of research including publications, national workshops and 

· Participative analysis of research results for translation to changes in policy and programme management

Indicators

· Increase in the number of multi- and inter-disciplinary/ multi site researches

· Number of research agencies/ Ministries & Departments/ Universities. collaborating with NACO/ SACS

· Special issues of national journals on HIV/AIDS 

· Number of papers based on NACO sponsored research published in peer reviewed journals 

· Number of national/ regional conferences for increased sharing of research within the country and in the region 

· Documented implementation of GIPA in research initiatives

Conclusion
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