Building the Agency of young people to improve Sexual and Reproductive Health and Rights in Tamil Nadu and in Bihar.

Organizational Background (one and a half pages)
South India AIDS Action Programme (SIAAP) - its genesis, vision and mission 

Vision

· HIV Prevention, Care and Advocating for Rights of Socially Disadvantaged Communities Mission,
· expand focus to include broader sexual health issues in addition to HIV prevention and care,
· expand constituency to include women, men and young people in mainstream rural communities, in addition to key vulnerable populations such as Female Sex Workers, Men who have Sex with Men  and PLHA,
· expand research and training capacity to help governments, CBOs, NGOs and other stakeholders develop effective public health policy and programs
Objectives of Siaap
1. Preventing HIV infection among socially disadvantaged communities

2. Improving the quality of life for those affected by HIV

3. Promoting policies which respect the rights of people regardless of their sexual orientation or HIV status

4. Pioneering interventions that are rights-based and preferably community partnered 

South India AIDS Action Programme (SIAAP) was born out of an advocacy intervention when its founders challenged and won a case against the illegal detention of 600 women testing positive for HIV in Tamil Nadu. The ruling stated that no individual could be held on grounds of being HIV infected and this judgment became a benchmark for issues around HIV policy in India. This helped SIAAP to understand that advocacy is an effective tool to change policy in a way that will positively impact the lives of many people. SIAAP was registered as a Trust in the year 1992.

With well over twenty years of experience, we believe that the most effective and sustainable interventions are those that take into account development parameters in local contexts, address sexuality, gender, human rights issues, and address livelihood issues. We have found that communities, particularly in rural areas have a great deal of goodwill and are keen on supporting interventions that address their needs.

Since 1992 Siaap has directly worked with populations at risk and with HIV infected people to provide resources for prevention and care, to advocate for inclusive policies that respect the sensitivities and rights of affected people, and to build upon their skills to plan and implement HIV prevention and care programmes within their own communities. In 1997, Siaap initiated counseling services in Tamil Nadu, Andhra Pradesh and Karnataka in collaboration with the States AIDS Control Societies (SACS) and key NGOs. We selected, trained, placed and supervised over 150 counselors at Government hospitals, and even paid salaries until 2001, when we began the process of handing over to the SACS. Since 1997, Siaap has trained 1200 counselors from South India (Andhra Pradesh, Karnataka, Tamil Nadu, Puducherry and Andaman & Nicobar Islands) on request from the respective State AIDS Control Societies.

As early as 1990, Siaap with support from WHO trained about 200 NGOs, to integrate interventions to address RTIs/STIs and HIV with their existing agenda. Siaap, in collaboration with Central School for Counseling Training (CSCT, UK ) offers a 12-day training programme in ‘Supervision Skills and Theory’ and has trained supervisors for NIMHANS, KHPT, APAC, FHI, forty reputed academic  institutions in India, including, Lucknow University, RIMS-Manipal. Siaap has a National Coach trained by UNDP in ‘Leadership for Results’ and an International Coach on Community Life Competence Process (CLCP) to facilitate, share with communities world-wide and registered with the Constellation, Chaing-Mai, Thailand. Siaap’s strength is in bringing training alive by linking concepts with field realties influenced by grass-root level work to make programmes relevant and realistic.

From 2009 to 2013, SIAAP worked with young women, men (15-29 years), FSW and MSM in rural areas of 13 districts in Tamil Nadu focusing on primary prevention of HIV. The programme was implemented in 13 districts of Tamil Nadu with high prevalence of either STIs and/or HIV, with a strong presence of community organizations of Female Sex Workers and Men who have Sex with Men, developed and supported by these communities in partnership with SIAAP. The districts include Kanyakumari, Tirunelveli & Tuticorin, Madurai & Theni, Nagapattinam, Pudukottai & Thanjavur, Tiruvannamalai, Vellore & Krishnagiri and Salem & Erode. The specific objective is to reduce HIV infection among adolescent men, women, FSW and MSM in 13 high prevalence districts in rural Tamil Nadu, and reduce stigma and violence against FSW, MSM and PLHA. In this project 3,40,000 youth were educated on RTIs, STIs, HIV and sexuality. Through 52  youth-friendly counselling centres SIAAP trained community counsellors reached out to 1,23,000 youth and addressed sex and sexuality as well as interpersonal issues, trained about 1800 women in entry-level employment skills. Reached 8194 FSW and 3063 MSM for HIV prevention and care services were reached, 2 Federations of FSW/MSM CBOs were mentored and their capacities were built to address parliamentarians and to discuss issues in national forums. 

From 2013-2014 SIAAP was selected by UNICEF, Chennai to undertake an “Assessment of Adolescent-Friendly Services in Health, HIV, Nutrition and Sanitation in Salem district”.  In 2009, SIAAP is the Sub – recipient for TN GFATM Round 9, to Strengthen community institutions and systems for MSM, Hijra and transgender  communities to increase reach and quality of services.

Local Needs/Demographics (½ page)

The national target MMR is 100/100,000 and target IMR is 30/1000 by 2012 (MMR is the ratio of the number of maternal deaths during a given time period per 100000 live births during the same period. IMR - Probability of dying between birth and exactly one year of age expressed per 1000 live births). Current status is MMR 212/100,000 and IMR 44/1000, respectively all India. Tamil Nadu 21/97 and Bihar 43/261 are the two states taken for this project. The action will look at mixed environment of high performing state like Tamil Nadu and low performing state like Bihar, patriarchal being the common factor. The action will accelerate learning of low performing state from high performing state.
Strengthening infrastructure alone will not reduce IMR and MMR since in most states there is low agency with respect to demand and use of SRH and FP services because of culture of silence around sexual practices, adolescent pregnancies, abortions, contraception and STIs. Other factor being low empowerment of women as illustrated by sex ratios12—adult (940 women per 1000 men), and child <6 years, (914 women per 1000 men) high level of female sterilizations (95.6%) of all permanent methods. High unmet need for family planning reflected by high level of abortions (636,306 all India in 2012). 
Though the action aligns with the National Rural Health Mission’s objectives of reducing MMR and IMR, universal access to SRHR and FP services, promoting community ownership of services, and promoting gender equality in service availability and use, the strategies and approach to achieve the outcome is different from that of National approach.
Proposed Project Description (2-3 pages)

Overall objective : Building the Agency of young people to improve Sexual and Reproductive Health and Rights in Tamil Nadu and in Bihar.

Specific objective: 1. To develop locally owned SRH and FP goals aligned with national objectives by promoting agency among selected populations, 2. To meet locally owned SRH and FP goals by building on strengths and introducing a cycle of systematic learning from action, 3. To promote spread of agency-based experiences and strengths of SRH in TN and Bihar through interaction between communities.

Key stakeholder groups: Communities consisting of people living in the same area or sharing a common factor that reduces their SRH agency such as adolescents, young people on the threshold of sexual debut and/or marriage, young parents, and young children in rural settings; young migrants in urban settings.

The action proposes to promote agency across all stakeholders. These include (i) Young people including adolescents, young people on the threshold of sexual debut and/or marriage, young parents and their children; (ii) young migrant populations, and (iii) local decision makers (Panchayats), opinion leaders in communities, and healthcare service providers. 

The groups comprise the following: (i) These populations have little information and/or avenues to openly discuss sexual practices, contraception, adolescent pregnancies, and family planning because of a poor access to information, moralistic and judgmental attitudes to sex and sexual health, a culture of silence, high premiums on female virginity, and norms that demand proof of a girl’s fertility within a year or two of marriage. This reduces the ability of unmarried young men and women to openly seek sexual and reproductive health and family planning services, as well as reduces the ability of young married couples to prevent unwanted pregnancies, (ii) Underserved groups with diminished agency include such as young migrants in urban areas and drug users. Low agency among young migrants can be explained by their being uprooted from family and other support networks, seek intimacy and comfort, often through sexual relationships with sex workers or other casual acquaintances, and have low access to accurate information about sexual health, lack networks/fora to discuss consequences of sexual behavior, and lack knowledge about access to resources. Women and men in sex work, and drug users have diminished agency because of low self-esteem and self-confidence, as well as discrimination by society in general, and by healthcare providers in particular, (iii) Local government lacks in efficient use of resources to meet the needs of the community and the gap in relationship between service providers and community, (iv) Drug users- low agency because of addiction and subsequent lack of motivation, stigma and discrimination in healthcare settings, 
The proposed action is based on a common approach across these groups – appreciating strengths of these groups combined with initiating and accompanying a learning cycle which defines common aspirations, actions to meet them, checking on progress, learning to adapt, and sharing with others. Although agency levels vary across these groups, all will benefit from increased ability to articulate their aspirations and to take action to meet them in the context of their own roles in the promotion of sexual and reproductive health. Thus for example, young people, and underserved populations will seek and use services, local governments will have greater ability to prioritise efficient outlay of resources based on local priorities, service providers will be able to be more responsive because of the relationships they build with the communities, and policy makers will be able to demonstrate more bang for their buck through having information that can help them make appropriate policy changes for overall improvement in indicators related to sexual and reproductive health and family planning services.

Despite the fact that young women in rural communities come from different backgrounds in terms of family income, education and family size, they have several common characteristics that make them vulnerable to societal pressures. Most women have little practical knowledge of reproductive health issues, STIs or contraception; have their first child soon after marriage, there is little or no attempt at planning pregnancies. Condom use is very low; couples rarely discuss issues related to sex between them.
Young men from rural areas often migrate to cities for employment, there is currently no attempt to provide such men with an opportunity to discuss sexuality related issues. This leaves many of them confused and guilty about experiencing desire for sex jeopardising their lives and the lives of the women they may marry. Many young men have had sexual experiences before marriage; some continue this even after marriage. Many of them are employed either as skilled or unskilled labour and earn more than women engaged in work of a similar nature. 

Types of activities proposed:
1. Build a cadre of 8 community counsellors (2 in each of the two districts of Bihar and TN) to promote the approach of appreciation and learning from action.
1.1 Training 8 youth friendly community counsellors 
Aim of the activity: This will help young women and men in rural areas to facilitate a discussion among the target community about their sexual health openly without any inhibitions. 

Description of the activity: The project, in addition to establishment of linkages for youth friendly services, would also establish a cadre of youth friendly counsellors. These community counsellors, will be trained in sexuality related issues and sexual health. Young men and women will be identified from the village meetings and from the third month they start working as counsellors after appropriate training.    The aim would be to facilitate young women and men in rural areas to discuss about their sexual health openly, with trained service providers, so that the needed services can be availed. The counsellor would also travel between villages to provide counselling to the youth at their villages.

Output of the activity: 8 youth friendly counsellors will be available to sensitize young women and men to the needs of marriage, the preparation involved for building this relationship and sexuality related issues. It will make women more aware of the need for protection from STIs and methods they could adopt to be safe and motivate men to practice sexually responsible behaviour.

2. Stimulate local responses to define and own SRH/FP goals among 1000 young women and men by promoting individual and community agency, 
2.1.Conducting  village meetings to educate the beneficiaries on available services. 

Aim of the activity: to educate the beneficiaries on available services in order to motivate them to access these services and to document their concerns related to quality of the services, friendly environment and attitudinal factors of the service providers, and barriers, if any. 

Description of the activity: Village meetings will be one of the key activities which would be continued throughout the project duration. Village level, group level meetings would be organized. During the meetings young women and men (15-29 yrs) would be motivated to express their experiences related to SRH and FP services, quality assessment, friendly environment, attitudinal factors of the service providers. Based on the information, steps to improve service delivery at the hospitals would be facilitated by liaising with the appropriate authorities at the district level. For improving access to services, both the demand and supply sides of the issue would be addressed. For increasing demand, all information related to SRH and FP services that are available locally would be provided to villagers during the meetings. To improve the supply side, linkages would be developed with relevant service providers and appropriate training imparted for providing youth friendly services. Outreach, group sessions would be key instruments for educating project beneficiaries on areas related to sexual health. The meetings would be conducted in all the villages of the two districts in each state, every month. 
Output of the activity: The total number of meetings in a year would account to 48 (4 districtsx12 months), per district 12.The meetings will cover 960 to 1000 young community members. 
1) The action identifies and targets communities with low agency in the context of access to, and use of reproductive health and family planning services. These include (i) Adolescents, young people, including young parents and their children in rural areas in India have little information and/or avenues to openly discuss sexual practices, contraception, adolescent pregnancies, and unmet need for family planning because of poor access to information about sexual and reproductive health underlined by moralistic and judgmental attitude towards sex, a culture of silence, high premiums on female virginity, and norms that demand proof of a girl’s fertility within a year or two of marriage. This reduces the ability of unmarried young men and women to openly seek reproductive/family planning services, as well as the ability of young married couples to prevent unwanted pregnancies and to educate their children in matters related to reproductive health, (ii) Underserved and hard to reach communities, young migrants in urban areas have low agency because of uprooting from family and other support networks, seek intimacy and comfort, often through sexual relationships with sex workers or other casual acquaintances, and low access to accurate information, lack of networks/fora to discuss consequences, lack of knowledge of where to access resources, (iii) Drug users have low agency because of similar reasons compounded by their addiction. 

2) The action aligns with the National Rural Health Mission’s objectives of reducing MMR and IMR, universal access to SRHR and FP services, promoting community ownership of services, and promoting gender equality in service availability and use.
3) The action provides a comprehensive range of measures through these activity clusters: (i) facilitators will link community action with local reproductive health resources at all stages of the cycle of learning for action thereby increasing the synergy between community managed and reproductive health provider managed processes. In addition, existing institutions such as NGOs in the area and local public authorities will host the capacity to support the facilitation processes, (iii) the interaction between communities with various experiences and strengths through local interactions will stimulate further viral spread of community practices leading to positive results, 

Monitoring and Evaluation: 

There will be 2 managers posted in each state who will be responsible for the work in both the districts. The manager will train the community counsellors and initiate village meetings. She/he will hold weekly review with the counsellors. Manager will also liaison with district Health Care Providers and district authorities. SIAAP coordinator will hold monthly review meetings in both the states and report will be submitted to the Program Director. Siaap will develop a self assessment format for the community. The community will learn to assess where they were and they are moving in the implementation. This will help the community to measure change and take the activities forward in achieving SRH/FP goals.

Description of Technical Assistance Needs (1-2 paragraphs)

Describe the areas of technical support that your organization would like to receive from Advocates in order to implement the proposed project and how such support could benefit your staff/organization.

Siaap has implemented a large scale project covering around 0.38 million youth in Tamil Nadu state in India. We adopted different strategies to sustain the efforts after the project period. One of b the strategies working well till date is development of resource pool of counselors within the community. One of the crucial learning is that in societies like pluralistic India wherein levels of education are low, people need consistent support and handholding to effectively continue the change they realized through interventions. In our past experience with youth, we were able to bring out significant changes at individual level and subsequent ripple effect to fewer individuals. This trend was adequate enough to extend the reach to larger community but not helped to effectively sustain the effort after project period at larger level in the community. Though we could mobilize the community, we were not successful in sustaining partnerships among community groups. As a result, we could not consolidate the impact at large level and hence ownership of the initiatives remains with individuals/ small groups  who tend to lose the interest in the long run. Siaap needs technical assistance from Advocate for Youth to consolidate the impact at larger level and facilitate the process of community collectivization into a movement building which is critical to sustain the funder initiatives. In addition, these technical assistances through capacity building of staff would help the orgnaisation to facilitate the process of developing partnerships among community subgroups which would  useful for movement building initiatives. This would eventually lead to strengthening youth movement in the next phase and the movement is expected to offer consistent support to its community members. Therefore, sustaining the community goal of reducing MMR and IMR is possible through much needed consistent support which would be available within the community rather than depending on external sources. 

Existing partnerships/collaborations (1 paragraph)
The proposed action is submitted by SIAAP and India Competence, the Indian arm of the Constellation that stimulates and connects local responses to life concerns. Siaap has worked with the Constellation since 2006, and hosted India Competence since 2010. There exists a strong bond based on shared values, trust, and specific community engagement approaches. Both have conceptualized and implemented significant interventions that have focused on agency building of individuals and communities as a critical strategy to address the issue of poverty alleviation and sexual and reproductive health. Some examples include empowering local communities, young people and people with specific vulnerabilities to address AIDS and other health concerns to deal with intrafamilial violence, to find employment opportunities, to reduce stigma and discrimination towards migrants. Together we have learnt that people have the ability to power their own change as long as they are helped to realize their own strengths, articulate their vision for change, are supported with skills to plan and implement specific practices that can lead to the change, and to learn from their actions to further their progress. Such process leads to the reduction of discrimination of most affected people in health care and other settings, leads to an increase in the demand and adequate use of preventive and curative (reproductive health) services, enables local actors to speak about their experiences with policy makers and to advocate for change.
Prospects for Sustainability (1 paragraph)

Describe potential opportunities for continuation of the project or portions of the project beyond the duration of the grant.

The proposed project gives prominence to agency/ownership building. Project will focus more on further strengthening of village youth groups. Entire field level activities will be implemented with the active involvement of these youth. The project will focus on networking strategies through advocacy. Thus the project will bridge the relation between public, private and individuals. This will ensure the continuation of action and outcomes achieved through the project. The project has a strong advocacy component and related activities. Considerable time and energy will be allocated for advocating with people capable of and empowered to influence policy change. Different levels of advocacy needs will be identified and scope for bringing them on to a common platform will be assured. Health care providers, law enforcement people are also included in the advocacy plan. Model adopted for the project – developing coordinated efforts from public, private, community and individuals towards reducing the incidence of MMR and IMR and violence is a sustainable action. 

Budget (one page)

Include an itemized budget for the proposed project totaling no more than US$14,000. Budget items to note could include staff time allocated to the proposed project; project activity costs such as training costs, commodities, stipends, food, transportation, printing, and other materials; other direct costs such as phone and photocopying; and indirect costs (or overhead). If the project is to be cost-shared with other funds, please note this in the budget.
· Please refer Annex A for Budget 
Annexes: Two Letters of Support (one page per letter)

· Please refer Annex B & C for Letter of Supports 
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