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Support Services Pty Ltd (IDSS), an Aurecon Company
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Executive summary

The greater involvement of people living with HIMAAIDS (GIPA) is now generally accepted
as necessary for a successful response to HIVigé#eing with HIV (PLHIV) bring their

unique experience to HIV programs, meeting PLHIyhicantly reduces discrimination, and
PLHIV are invaluable public health educators amstise providers. To date there is limited
understanding of how to maximise and integrateettpertise of PLHIV, and of the complex
work of developing sustainable PLHIV organisatiofhough the roles of PLHIV have
increased over the past few years, particularlip #ie establishment of the Global Fund to Fight
HIV/AIDS, TB and Malaria (GFATM), the practical irgmentation of GIPA often falls short of
aspirational policies.

In July-August 2009, AusAID conducted a GIPA scgpéxercise in order to maximise its
support for the meaningful participation of PLHIXidaguide AusAlID’s future support and
engagement in the implementation of GIPA in theaM3acific region. The countries included
were: China, Myanmar, Lao PDR, Indonesia, and \dietiin Asia; and Fiji, Kiribati, Papua New
Guinea, Solomon Islands and Vanuatu in the Pa@fimsultants carried out a desk-based
literature review and analysis of national HIV pas, plans and other relevant documents, and
conducted over fifty-five interviews with key stdikdders, the majority via telephone. Several
aspects of GIPA programming were reviewed:

1. Strengthening PLHIV Networks

2. Involving PLHIV in national planning, coordinati and governance
3. Supporting policy and legal environment

4. Involving PLHIV in service design and delivery

The mapping of GIPA programming and GIPA aid modalities.
The mapping of GIPA programming and GIPA aid mdadi shows the following:

PLHIV networks

National PLHIV networks are crucial to GIPA, andiaaal PLHIV and Positive Women’s
networks are now established in many of the coemtovered by the scoping exercise. Although
some of these organisations are well-establistesral networks are currently weak, and many
lack an understanding of their comparative advangagl role as a peak PLHIV organisation. In
some countries such as Myanmar, PLHIV organisatimasot able to register as an NGO, which
limits their ability to respond effectively.

In some countries (e.g. Indonesia) there is ndesioghesive national organisation representing
the voices of PLHIV. In some countries (e.g. China&tional PLHIV networks formed in
response to the GFATM requirement that civil sgcistpart of the Country Coordinating
Mechanism (CCM) for grant applications, but thesmigs often lack vision and the ability to
strategically plan their activities. This resultsai fragmented GIPA response.

AusAID Health Resource Facility
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Involvement in national planning

PLHIV networks are involved to some degree in tlaping of the national response in all
countries. PLHIV sit on most National AIDS Counfitlesmmissions (NAC), with the exception
of China and Lao PDR, and in PNG, the PLHIV onRH#€C is not representative or elected.
Engagement in national decision making at NAC a@d/Gevel is particularly challenging and
often PLHIV do not easily gain respect. In Indoaesmid in some Pacific countries, involvement
in national strategy development is well suppolgdoth AusAID and government.

Supportive policies and programs

A supportive policy environment is necessary foP&I This requires access to antiretroviral
therapy (ART), low levels of stigma and discrimipat and a governance system with broad
civil society involvement of PLHIV, including womemen who have sex with men, sex workers
and drug users.

GIPA is a guiding principle in several National HAMDS Strategies. Although GIPA as a
principle is widely supported in most countries @@d by the scoping exercise, there does not
seem to be much clarity and consensus on what GiPans at field level and it appears hard to
operationalise GIPA into National HIV/AIDS Operatal Plans (and budgets). Only the
Myanmar National Operational Plan includes supfmrestablishing self-help groups, and there
is a budget code for GIPA in the Lao PDR budgem&aountries (China, Vietnam and PNG)
have developed a National AIDS Law (or similar legameworks), which include provisions to
support the rights of PLHIV. No countries have deped a specific GIPA Policy. Effective
bilateral and multilateral policy dialogue can hglivernments to understand the need for GIPA.

Involvement in service design and delivery

PLHIV groups in most countries are providing criip@er counselling and support. In some
countries (e.g. Fiji), PLHIV are highly engagedcommunity education but involvement in
design of services is not always meaningful. Samedidonors involve PLHIV because it is part
of their mandate to be GIPA compliant.

Mapping of current GIPA support

Capacity building for GIPA policy development aratinnal networks takes place in all reviewed
countries. It mainly involves financial, technieald organisational support for positive networks.
The main providers are Australian and other intéonal NGOs, UN agencies (especially
UNAIDS and UNDP) and in some countries (Indon€eSig), the national AIDS program

provides financial or material support.

AusAID programs and financial support promote GiRA variety of direct and indirect ways:
The Asia Pacific Network of People with HIV (APNig)the peak regional PLHIV
network with a mandate to support national netwofEaN+ recently received core
funding from AusAID. This has enabled APN+ to bettepport network members and

AusAID Health Resource Facility
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has led to greater sophistication in PLHIV advocacy

The HIV/AIDS Capacity Building Program supportsatpership involving AFAO and
APN+ to undertake capacity building of country leReHIV networks (via the
“Consortium”). This has addressed an important gap.

The International HIV/AIDS Alliance is receivingriding to do capacity building with
key populations, and provide technical supporetgianal organisations.

UNAIDS Technical Support Facility for South and 8okast Asia and the Pacific
receives funding to provide technical support tdl siociety organisations that cannot
afford it.

The Pacific Islands HIV and STI Response Fund supagpacity building at regional,
national and community levels.

The HIV/AIDS Asia Regional Program is mainly a hamduction program; it has
worked with APN+ on developing regional advocacgtstgies.

In PNG, AusAID provides direct financial supportl¢gmt Hope, the national PLHIV
network, for staffing, operational costs and atig. AusAID also supports a GIPA
Advocacy Officer in PNG, which has been instruraétd the involvement of provincial
networks AusAID also funds Australia’s NAPWA forpacity building of Igat Hope

In Indonesia, the HIV Cooperation Program for Inelsia provides financial,
organisational and technical support to Spiritiaf@ation and to JOTHI, both national
PLHIV networks.

Other development partners supporting GIPA in &ggan are primarily GFATM, UNAIDS,
UNDP and USAID. In Vietnam, USAID support has beeucial in developing a strong national
network, VNP+. Other bilaterals openly supportphieaciple but the review did not find any
specific programs promoting GIPA in country. Doeffiorts come across as generally
uncoordinated.

GIPA aid modalities

There are several aid modalities to support GIR&hewith their advantages and challenges.
Traditionally, bilateral donors support verticabjarcts, including funding for specific (PLHIV)
organisations, or specific (GIPA) approaches,nr livith national needs and donor priorities.
Increasingly donor support is harmonised and atignenational programs and processes,
resulting in more country-led responses. Theseanayay not include GIPA or other donor
priorities, so the modality of budget support regsiipolicy dialogue at the time of national
planning. Finally, development partners use muéita organisations and platforms, e.g.
UNAIDS PCB and the GFATM Board, to promote GIPAgnams and processes.

The review shows some important gaps in all area$ GIPA programming

1. Strengthening PLHIV Networks
Core funding
Strategic planning capacity
Longer term and sustained support
Improved capacity building strategies
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Provincial network strengthening
Information and support to isolated PLHIV
Women's leadership

2. Involving PLHIV in national planning, coordinati and governance
Confidence and capacity to engage on NAC and CCM
Leadership, including women'’s leadership

3. Supporting policy and legal environment
Advocacy capacity of PLHIV and their organisations
Policy dialogue with governments as part of bilateid planning and on national
platforms
Access to second-line ART and treatment for coeitiders

4. Involving PLHIV in service design and delivery
Capacity of PLHIV to engage in service design
Employ PLHIV as educators, counsellors, treatmeatdsocates
Research skills development

5. Crosscutting gap
Need for systematised monitoring and evaluatio®I®fA at country level

In conclusion, implementation of the GIPA princijiiethe Asia-Pacific region ranges from
tokenistic to genuine partnership and empowermédmtil sustainable government support is

available, PLHIV organisations must rely on int¢io@al donors. Development partners can
play a role in encouraging governments to suppme éunding of national and provincial PLHIV

networks, and support core funding of national ioeks in the interim, where gaps exist.

AusAID Health Resource Facility
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1. Background to scoping exercise

1.1  Objectives of the report

The Australian Government'’s new HIV internationaldlopment strategyntensifying the
Response: Halting the spreadientifies fostering leadership on HIV as a ptigrincluding
supporting people living with HIV (PLHIV) to takendeadership roles in global, regional and
national forums and supporting regional advocaoyps and networks.

In July-August 2009, AusAID conducted a scopingreise in order to guide AusAlD’s future
support and engagement in the implementation ofjtbater involvement of people living with
HIV and AIDS (GIPA) in the Asia-Pacific region.

The objectives of the assignment were to map, wewgied identify the gaps in current and
planned interventions, and to identify opportusiaad provide recommendations for AusAID to
maximise its support to the meaningful participatid PLHIV in all aspects of HIV responses in
the region. The exercise included ten countriesn&Hhao PDR, Myanmar, Indonesia, and
Vietnam in Asia; and Fiji, Kiribati, Papua New Gam Solomon Islands and Vanuatu in the
Pacific. Country briefs are provided in Annex 1.

1.2 Methodology

Consultants carried out a desk-based literaturieweand analysis of national HIV policies,
strategic and operational plans, and other relewality documents (see Annex 2) including:

National HIV policies

National HIV strategies

National HIV operational plans

National sectoral HIV strategies (health, educatsmtial welfare)

Most recent joint review of national response

National GIPA policy/strategy

Strategic plans of national PLHIV networks

Most recent evaluation/review of national PLHIV angsations

Donor/INGO strategic plans for those donors suppgiGIPA

Any research or mapping studies on GIPA/PLHIV/etc

GFATM proposals and work plans

UNGASS reports

Work plans or other documents describing curredt@danned GIPA activities by

agencies.

Over fifty interviews were conducted with key sthkklers (see Annex 3); the majority via
telephone; calls were 25 to 95 minutes duratioer@ye 50 mins); interviews in Solomon Islands
and with some Asia Pacific Network of People Livingh HIV/AIDS (APN+) country contacts
were done face-to-face. E-mail responses wereveddiom three respondents. Respondents

AusAID Health Resource Facility
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include:

10 AusAID officers

10 PLHIV country representatives

10 international non-government organisations
7 Government officers

5 UNAIDS officers

7 other development partners

8 PLHIV regional representatives

1.3 Limitations

The desk-based literature review relied heavilyrdarnet based searches, complemented by
occasional reports provided by respondents. Mdgti@fdocuments, scientific articles and
INGO/donors strategies are easily accessible ointbenet. However, project progress reports,
sectoral strategies and evaluation reports wemehao find. Pacific Island governments have
little information on the Internet and some of thisrmation in the tables in Annex 3 was
obtained via personal e-mail communications.

This scoping exercise provides a broad overviethefcurrent level of involvement of PLHIV in
the response to HIV and AIDS in the ten countridewever the report, based on a limited
number of interviews in each country, does not prirfp be an exhaustive review of all the
capacity development and other technical suppattRhHIV organisations have received to
date. Additional support has been provided to GliyAa range of bilaterals, UN agencies and
NGOs that is not captured in this report. For agmetailed picture of what is happening in each
country, a more in-depth study would be required.

AusAID Health Resource Facility
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2. Mapping — PLHIV involvement

The review found some generic experiences acragsgmes about what GIPA means to different
stakeholders, and how GIPA is operationalisedgibral, country, and local level.

2.1 GIPA - Scope and purpose

The need for the involvement of people living with/ (PLHIV) in the global response to HIV
and AIDS was articulated in the Paris AIDS SummétRration (1994)which stated that for an
effective response, it is necessary to encouraggrémter involvement of people living with HIV
and AIDS (GIPA) in HIV policy and program desigmplementation and evaluation.

GIPA is a critical principle because PLHIV bringethinique perspective of their experience to
HIV programs. Meeting PLHIV can significantly reagustigma and discrimination and improve
people’s attitude to HIV and AIDS, and properlyirieed PLHIV who are open about their HIV
status are invaluable public health educatd®sHIV also perform valuable roles as health
workers, particularly as counsellors for people Iyadiagnosed with HIV and for PLHIV going
onto antiretroviral drugs (ARVSs) in order to inceeaadherence.

To date there is limited understanding of how tximise and integrate the expertise of PLHIV,
and of the complex work of developing sustainalilell’¥ organisations. Continuing challenges
to GIPA include: stigma and discrimination; poocess to ARVs and other HIV services; limited
counselling; financial survival; lack of capacitgkenism; and constraints of funding bodies and
of government3

The International HIV/AIDS Alliance (“The Alliancgdeveloped a pyramid of PLHIV
involvement, from target audiences to decision maksee Figure 1 below).

1 UNAIDS Policy Brief: the Greater Involvement of Rd® living with HIV (GIPA), March 2007

2 paxton S. The Impact of Utilizing HIV-Positive Sers in AIDS EducatiorAIDS Education and Preventioh4(4):
282-94 (2002); Takai A, Wongkhomthong S, Akabaya#sH(ai |, Ohi G, Naka K. Correlation between Histof
Contact with People Living with HIV/AIDS (PWASs) aritblerant Attitudes toward HIV/AIDS and PWAs in Rir
Thailand.International Journal of STD and AIDS(8): 482-4 (1998).

% paxton S and Stephens D. Challenges to the méahingolvement of HIV-positive people in the respse to
HIV/AIDS in Cambodia, India & Indonesidsia Pacific Journal of Public Health9(1): 8-13 (2007).

AusAID Health Resource Facility
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Over the past five years, donors have increasiregiyired agencies’ commitment to involving
PLHIV. The Global Fund to Fight HIV/AIDS, TB and NMaia (GFATM) has increased
involvement of PLHIV by requiring civil society regsentation on each Country Coordinating
Mechanism (CCM), which acts as the steering coresmitbr GFATM grant proposals and
projects. Although GIPA as a principle is now wigdslipported, there is a lack of clarity and
consensus on how GIPA ought to be operationaleedi what it exactly means at field level.
Some respondents emphasized involvement in natievell strategy development, others
consider anti-discriminatory legislation, or pegpport, or access to treatment as more important,
or as conditions for the former.

AusAID Health Resource Facility
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The scoping exercise indicates that for GIPA tabeality, several aspects need to be in place in
each country, i.e.

1. A strong national PLHIV network, including
Organisational capacity (planning, management,rteyp etc.)
Personal skills of members (advocacy, communicattm)
Capacity of national organisation to develop a ekvwof local groups
Representation of several subgroups (women, merhate sex with men, drug
users, various ethnic groups)

2. Local PLHIV organisations accessible to local PLHiivcluding
Capacity to provide peer support and referral sesvi
Organisational capacity

3. Involvement in national planning, coordination gyuernance
Representation of PLHIV in the National AIDS Coufi@mmission
Involvement in the CCM and other steering committee
Involvement in technical working groups, developqgdelines, review process
Equitable representation of women and men

4. Supportive policy/legal environment for GIPA
Anti-discrimination legislation and implementation
Policy ensuring access to HIV medical care foP&lHIV (including
antiretroviral therapy or ART)
Supportive NGO legislation for community organisat

5. Involvement of PLHIV in service design and delivery
PLHIV involved in HIV education
PLHIV involved in peer counselling, particularlystetest and ART adherence
counselling
PLHIV involved in guideline development.
PLHIV involved in evaluation and audits on servipelity.

2.2 PLHIV networks and organisations

National PLHIV networks are crucial to GIPA; thegional organisations often start out as peer
support groups. In the Asia-Pacific region, thealegment of peer support organisations ranges
from not yet established (Kiribati, Solomon Islandanuatu) to highly-developed (Indonesia,
Vietnam). Once support organisations are develgbedyext step is to become an efficient and
effective advocacy organisation that can speaketralb of all people living with HIV. In most
countries national networks are currently weak, laskl understanding about their comparative
advantage and roles, and there are various lefelsderstanding of what GIPA means and
entails within the region.

AusAID Health Resource Facility
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Quality of PLHIV involvement often depends on tlapacity and organisational development of
the PLHIV networks and local groups. Networks negpport for their secretariat, governance
training, building and strengthening systems, tabémthem to manage their network. PLHIV
also need individual technical support to buildrtisapacity - negotiation skills at national level,
advocacy to become powerful and effective.

As more people are diagnosed with HIV and are ¢jyonger, new networks of PLHIV have
developed throughout the Asia-Pacific region. Thel of complexity of how networks are
operating is far beyond what it was a decade agowbrk development in the Asia Pacific
region is currently very dynamic, and several neksdor drug users and for men who have sex
with men (many of the members of which are HIV-gigs) are in their fledgling stages and
require nurturing.

Table 1: National/Regional PLHIV Organisations

Country Organisation Comments
Regional APN+ Asia Pacific — established 1994
PIAF Pacific only; based in Cook Islands
China CAP+ Not registered
Positive Women’s Network Informal, started recentl
Indonesia JOTHI Since 2008
Spiritia Supports many local self help groups;
CCM member; not PLHIV-only
IPPI Positive Women - struggling
Lao PDR LNP+ Not yet legal status
Vietnam VNP+ Not yet legal status
Myanmar MPG Cannot get registered
PNG Igat Hope Also 4+ provincial groups
WABHA PNG Positive Women - struggling
Fiji FIN+ Registered as an NGO
Kiribati None One man, emerging group
Solomon None Two people active in community educatjon
Islands
Vanuatu IZA Foundation Essentially one person

In several countries covered in the assessmengypositive leaders are emerging, testing the
waters, finding their feet. In the Asia-Pacific i@y culture promotes respect to seniority, but
PLHIV are often young, so they do not gain respasily. Similarly, men who have sex with
men are poorly represented in most countries d@nsdstla big weakness and leads to information
gaps - for example, most Asian men would have risv@dge about risks of anal cancer.

In some countries there is no single cohesive natiorganisation representing the voices of
PLHIV and advocating on behalf of all PLHIV; thissults in a fragmented GIPA response.
However, in China and Indonesia most respondeidgtisat it is too early to have one
organisation that is capable of speaking on beifafl PLHIV in the country and several
organisations should be encouraged to coexist amelap their niches. Where national PLHIV

AusAID Health Resource Facility
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networks have formed in response to the GFATM mrequént that civil society is part of the
CCM (e.g. China), sometimes these networks ladkiviand the ability to strategically plan their
activities, and they need basic organisational idgveent.

The Vietnam Network of People Living with HIV (VNP4s perhaps the most successful
national network model in the region. VNP+ develbpwly and steadily with strong support
from within Vietham — from the Social Affairs Conssion, which is part of the National
Assembly and from the Vietnamese Women'’s Union. RLEIS0 got sustained funding support
over several years from USAID. Furthermore an eepeed ex-pat PLHIV worked closely with
PLHIV in the country to help develop the networkda PN+ provided various skills
development. VNP+ is now in a strong position tcteout to all the provincial support groups
and include them in the national voice.

VNP+ understands the networking process and thaflected in PLHIV commitment and
organisational capacity. PLHIV worked well to buitd platform as a network before it started
doing advocacy.

Slowly and steadily VNP+ has built up from a strdrage in developing partnerships. VNP+ ig
now in its final stage of registration. PLHIV hawe official role yet in government decision
making although they are invited to participatenieetings and they are working with various
offices of government and trying to develop theirdlvement.

The PLHIV response has taken a long time to devitlegrocess but this has made them awdgre
that they are representing all PLHIV. VNP+ is coisgd of 70 out of a total of 120 self-help
groups in Vietnam, so they cannot yet speak onlbehall the groups; they are hoping to
actively include all of them soon.

In Lao PDR and Myanmar, where PLHIV organisatioresreot able to register, support for
capacity building of the national networks is viithis point. In Kiribati and Solomon Islands,
the PLHIV who are open need support to developIRPlsupport network and to design
programs and do more outreach.

Often there are underlying tensions within posifie®ple's organisations between service
delivery and advocacy and representation. For el@rgat Hope, PNG, had long debates until it
articulated its role as an advocacy organisatiofndonesia, Spiritia has proven competency in
advocacy and service delivery, including peer supgad now JOTHI wants to become the
nationally representative voice of PLHIV and adveaan behalf of all PLHIV. PLHIV need to
ensure that there is no overlap and replicatiowles.

PLHIV working at a professional level have no sysitised support to debrief or share

experiences with peers. Very little counsellingvsilable to positive leaders. There is a need to
build up a support system.

2.3 Involvement in national planning, coordinationand governance

PLHIV and their networks are involved in the plargnand review of the national response in all

AusAID Health Resource Facility
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countries of this review. PLHIV sit on most Natib#dDS Councils/Commissions (NAC), with
the exception of China and Lao PDR (although ind this will change if a new decree is
approved by the Prime Minister). PNG is the onlyrttoy where the PLHIV on the NAC is not
representative or elected. The GFATM requiremesait L HIV are represented on the CCM is
now in place in most countries.

In Indonesia and in some countries in the Padiig.(Solomon Islands), involvement in national
strategy development is strongly supported by AlsAtther bilaterals, UNAIDS and the
government. This is a unique situation that prowidetimal opportunities for PLHIV to develop
sophistication in their response. Co-location ef tlational PLHIV network and NAC was
described as a powerful symbol of partnership dohesia. It is one thing to see PLHIV in
meetings and know them. It is rather different viogkwith them over a long process - in
workshops or side-by-side in an office.

Indonesian national government leadership on GE#rong - particularly from the Secretary pf
the National AIDS Commission. Government is comaditto supporting PLHIV to run their

organisations effectively. There are Provincial SICommissions and PLHIV sit on them to g
greater or lesser extent, down to local level. Gawent also has various harm reduction working
groups that involve drug users.

The review indicates that membership of the NACGM is necessary, but in itself this is not
sufficient for meaningful involvement. PLHIV mentied several challenges to actually
influencing decision making at these boards. Chghs to PLHIV involvement include slow
professionalisation of the community sector andigng there is accountable representation -
who turns up to the table, whether they report pbaolv confident are people that PLHIV speak
on behalf of the community. In some countries, govents select PLHIV whom they know will
be friendly to their agenda and will not “rock theat”.

Often PLHIV who become involved in the HIV respohsare low capacity or experience to
negotiate on high-level decision-making bodies emghge with educated and experienced public
health professionals, government leaders and iatiermal donors. PLHIV who take on a role to
represent their peers in high-level decision-makargms often lack confidence to speak out, so
their voices are not heard.

PLHIV who sit on the CCM (or the NAC) have the molallenging role. The CCM provides an
overwhelming amount of material (usually in Eng)iskereat detail is required in putting
GFATM proposals together and prioritising issuesattonal level. It is challenging for any
PLHIV group to be engaged at that level of dialagitee issues are complex and it is hugely
demanding to keep up with the process at evergstagluding public-sector budgeting, but that
is where the decisions are made. Individuals frational PLHIV networks who are involved in
CCMs need strong support and mentoring to undatsthhe material and be in a position to
make a valuable contribution.

Often decisions are made on the CCM at the lastitmincomponents are dropped. If PLHIV are
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not there at that moment and able to speak out,rttght miss out, whether or not they are
involved at the provincial level may have no beguam the final decision. A real challenge in this
region is language. Most documents are in Englisiclwis often people’s second or third
language.

PLHIV who are willing to speak out in public andcdoene advocates for their peers often come
from populations that are highly stigmatised (widpwen who have sex with men, drug users).
For PLHIV to negotiate effectively at national léwhey need to speak the language and know
what is working and why. Often PLHIV are not prdgerrepared when they speak out and have
not strategically thought through what they neesap.

“Going into ICAAP, UNAIDS are flat out preparingibfing notes, but there is
nobody available for leaders of civil society t@pare speeches, arrange
appointments, etcetera; PLHIV are not as stratelfjjigarepared and their issues are
not as thoroughly researched and thought through.”

(UNAIDS officer)

Another challenge is equitable representation wigluisitive networks. Men inevitably represent
national and provincial networks in Asia. The potitof national organisations are such that they
tend to keep putting men up for representativetiposi. It is very difficult to have women in
these roles and the culture generally dictatesrtiveie men get elected. Positive women'’s issues
(such as forced sterilisation, abortion, contragepnd pregnancy choices, cervical cancer and
pap smears, etc) are generally not on the agendstianhal level. In the Pacific most PLHIV
speaking out are women and they are strong indilédout they are not advocating on positive
women’s issues. Many positive women are not awhigsaes specific to women such as
reproductive and sexual health and rights and #neyot being discussed.

Table 2: Representation of PLHIV on national boards

Country PLHIV PLHIV Comments
in NAC | in CCM
China No Yes PLHIV sits on the CCM but many decisiare made
before meetings, person has limited decision magower
Indonesia Yes No Spiritia represents affected conities on CCM; JOTHI

and IPPI represent PLHIV on national governing bofly
Indonesian Partnership Fund

Lao PDR No Yes NSP outcome is to ensure GIPA in N@ CCM

Vietnam Yes Yes PLHIV input is currently tokenistt8FATM has resulted
in increased PLHIV involvement
PLHIV on UNGASS delegation

Myanmar No Yes The PLHIV on CCM has limited effeecause they lack
both experience and support
No PLHIV sits on the Three Diseases Fund Board

PNG Yes Yes PLHIV do not feel confident to speakattCCM level;
PLHIV on NAC does not represent Igat Hope
Fiji Yes Yes CSO0s on NAC make environment friend/HIV needs

to advocate effectively; FIN+ also on researchreent
committee; PIAF sits on regional CCM on behalf bHPV
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Kiribati Yes n/a PLHIV participates in national d&on making
Solomon Yes Yes PLHIV has not had input on CCM thus far ttulow
Islands confidence to speak out; PLHIV participates in NAC
Vanuatu Yes n/a PLHIV involved in national decisimaking

2.4  GIPA in national policies, strategies and actioframeworks

The review assessed the extent to which governnsepizort GIPA in national and sectoral
HIV/AIDS strategies and operational plans, andaiional HIV legal frameworks or GIPA
policies address the rights of PLHIV.

Most reviewed countries mention GIPA as one ofgihieling principles in their National
HIV/AIDS Strategy (NSP). All national strategielnde objectives related to increasing access
to treatment, care and support for PLHIV (includpeer counselling and self help groups), but
few have national objectives related to addressiiggna and discrimination, or indeed involving
PLHIV in the response. Some NSPs address GIPA uhdémplementation arrangements (e.g.
PNG), or in the monitoring and evaluation sectierg( Myanmar: total PLHIV in self help
groups). However, it appears hard to operation&@i$®A into National HIV/AIDS Operational
Plans (and budgets), besides treatment, care gpdidor PLHIV. This may be partly due to
limited willingness of national AIDS programs togage PLHIV (and the marginalised
communities they come from), a lack of appreciatbhow powerful PLHIV can be in the
response, and also a lack of experience and atalitpnceptualise GIPA activities. Only the
Myanmar National Operational Plan includes supfmrestablishing self-help groups, and there
is a budget code for GIPA in the Lao PDR budgeh@aigh the review could not establish the
planned activities).

Some countries have developed a National AIDS Lavsifilar legal frameworks), which
typically include provisions to support the righfsPLHIV. For example, the China Regulation
on AIDS Prevention and Treatment, and the Vietnanv bn HIV/AIDS both set out the rights
(and responsibilities) of PLHIV. The PNG HIV/AIDSatagement and Prevention Act deals
with discrimination, stigmatisation and mandatargegning. Indonesia does not have an AIDS
Law, but the Presidential Regulation about the NepEcifies that one NAC board member
should be a PLHIV. Although these policies per sadt change the status quo, they act as an
advocacy tool and open doors for PLHIV to develwgirtcapacity to participate more effectively.

None of the reviewed countries have developed afsp&IPA Policy. The closest may be the
“Vietnam call to action for GIPA”, issued jointlykihe government, the Communist Party,
PLHIV groups and development partners in 2007,@osliding clear principles and action
points for GIPA. This document is a powerful adwoctool, and the UNAIDS Second
Independent Evaluation found evidence that PLHNbImement has increased due to high-level
government support, and increased financial artthieal support from donors. The review
found no evidence that GIPA is included in sectelidl/AIDS strategies, e.g. health sector or
education sector HIV strategies and action plans.
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Table 3: GIPA in national policies, strategies andction frameworks
Country GIPA in GIPA in National PLHIV rights
HIV/AIDS Operational Plan | GIPA Policy in National
Strategy AIDS Law
China Unknown No n/a Yes
Indonesia Yes No n/a n/a
Lao PDR Yes Yes n/a n/a
Vietnam Yes No Yes Yes
Myanmar Yes Yes n/a n/a
PNG Yes n/a n/a Yes
Fiji Unknown® n/a n/a n/a
Kiribati Unknown Unknown n/a n/a
Solomon Islands Yés Unknown n/a n/a
Vanuatu n/a n/a n/a n/a

n/a = document does not exist, unknown = reledantiments not accessed

The review indicates that often policies are ircplébut implementation of the GIPA principle
ranges from tokenistic involvement to genuine penthip and empowerment. Very few partners
really integrate GIPA. Several respondents sugdestsAID can promote dialogue at
government level and influence government healgfadenents and ministries to understand the
need to implement GIPA. The International Code ofidlct for NGOs, developed by the Red
Cross, addresses discrimination against and inwodw of PLHIV, and could be promoted
widely.

A supportive environment for GIPA involves sevaranhditions, for example a pluralistic
governance system with broad civil society involes low levels of stigma and discrimination
of PLHIV, involvement of women and people mostisk of HIV infection; and access to HIV
management and ART, so PLHIV are well enough tolirerthemselves. All countries in the
scoping exercise are able to provide free ARVslidIF who can get access to an HIV service
centre. Not all countries are able to register NGOs

2.5 Involvement in service design and delivery

Involvement of PLHIV in HIV program design and irephentation is increasing, and this
certainly contributes to making prevention, coulirsgl support and treatment more effective and
relevant to the needs of PLHIV.

PLHIV involvement in design of services, particlyan developing service guidelines and
guality assurance is not always meaningful. Samesidonors involve PLHIV because they
have to - it is part of their mandate. Some ING@®Ive the PLHIV community because they

* Presidential regulation about the NAC specifies weenber to be PLHIV, no national AIDS law
5 The “call to action” is not legally formalized.

® Fiji National HIV/AIDS Strategy 2007-2011 not assed

" Only reducing stigma, not greater involvement
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get pressure from the system to be GIPA complianprevides legitimacy.

In some countries PLHIV are highly engaged in comityueducation (e.g., Fiji). Some PLHIV
are speaking out about their rights to treatmeoess; and they need help to advocate effectively
for increased coverage and quality of treatmentices. PLHIV organisations and self help
groups in most countries are providing crucial gmlling after diagnosis, and support treatment
adherence. There is scope for much deeper andmearingful engagement of PLHIV in

design, implementation and evaluation of servidivelgy, e.g. developing mechanisms of
feedback to service providers.

Aidscare, a PLHIV-led organisation in south-westrahis helping to improve the quality of
treatments in China, and is one of the most effed®LHIV models in the region. Aidscare hag
very good relations with the government and hasiged effectively in providing feedback on
issues like quality of treatments or lack of coafidality by health care professionals.

Aidscare provides direct services to the commuwhtgre it is needed. The organisation is
reaching 13,000 people on treatment in 39 projees,amore than 25% of all PLHIV on
treatments in the country. PLHIV actively connedhwewly diagnosed PLHIV in hospital
settings. Support groups have officers inside thé ¢finics and PLHIV from the networks are
paid to work in the clinics and provide peer suppbhis is a very positive, innovative GIPA
model.

Aidscare provides counselling on ART clinical magagnt and administration. They make
appointments for clients and set up client procestuthis benefits both the doctor and the PLHIV
and makes the system more efficient. Aidscare basldped IEC material, an SMS platform apd
a telephone hotline. Aidscare started income géinarwith 60 families, nutrition and education
support for 300 children affected by HIV, and naws four children homes for orphans living
with HIV - caters for over 30 children.

Aidscare also helps to define the gaps in treatmedtpolicy issues and report back to the
government. In one province they found that onl§64tf the money allocated for ARVs was
being used and the rest was in the bank so thexddbk National Centre to investigate. They
have managed to increase the supply of 3TC andatteegow pushing for accessibility of
Efavirenz.

The quality of generic ARVs in China is problematidscare noticed that Chinese PLHIV wefe
developing resistance more quickly than expectbdyTound there was good adherence but still
resistance developed within 2 to 4 years. Theyodised that some people were taking capsules
that were empty. They linked resistance to the grogpsules and under dosing - the active
ingredient is not enough but is mixed with othewgers. They are now collecting samples andl
will send them to the labs to do some tests beddaseare confident that there is a problem.

Aidscare has demonstrated efficiency of commuréiitipipation and now government
understands the value and need for PLHIV-drivenices. Some government officials realise
that community participation is important.
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2.6 Capacity building needs for GIPA

PLHIV need a range of support modalities to engimen to manage their networks and develop
effective partnerships with decision-makers. Inheafcthe reviewed countries, PLHIV capacity
building needs are numerous and significant. Inyne@untries, PLHIV have not developed their
internal capacity to manage their organisationstrategically plan their activities. Many
organisations lack organisational capacity. Org#tiuaal capacity needs include negotiation,
leadership, data collection, advocacy, messagdaf@went, analytical skills, monitoring and
evaluation, tool development, program design, egiatplanning. PLHIV need to know how to
develop the arguments and how to present theirefésetively.

Past and current efforts to support individuals arghnisations are not able to keep up with
support needs. Typical capacity building needswevatound:

1. Forindividuals:

a. Advocacy and negotiation skills
Public speaking
Networking skills
Technical knowledge in prevention and treatment
Ability to influence decision making at NAC, CCMce
Ability to write funding proposals

~0oo0C

2. For PLHIV organisations and networks
a. Management systems and capacity
Human resources
Governance
Sustainable funding and fundraising capacity
Networking and collaboration
Communication with gatekeepers and decision makers

~0oo0C

Several respondents mentioned challenges withapaaity building they receive. Many spoke of
the inadequacy of one-off workshops, and of prdjaeting that does not develop the PLHIV
organisation. UNAIDS support is usually one-off; émnferences or small workshops, rather than
ongoing, Long term support is preferable. One+@liiing without ongoing support is insufficient
to instil the skills and confidence PLHIV need &cbme strong leaders. Some respondents said
PLHIV would benefit from an experienced PLHIV wangiwith them for several months —
mentoring them on how to write policy papers, aadalop strategic and operational plans.

Donor funding is often based on quantity - how miaining workshops are provided rather than
seeking out the needs of PLHIV to create leaderddéweloping PLHIV leadership needs long-
term vision and a long-term program developed biIRL People need opportunities to make
mistakes, the chance to work in an office environtnat provincial or national level. Mentoring

is very labour intensive but it helps people towrand understand how to do things for
themselves. PLHIV organisations need mentoringtiegrate what they have learnt into what
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they do. Mentors preferably should be people wleakjhe local language.

Some mentoring is happening but people need thleet@ communicate effectively through e-
mail and Skype, and this creates challenges insteifrthe need for IT skills and equipment. In
some countries, PLHIV do not access their e-meaither because of slow connectivity or
because the language is too difficult and comfex.GIPA to work, PLHIV also need IT
technical assistance.

In terms of capacity building approaches, the rgvastablished several lessons in terms of
effectiveness and sustainability.

Capacity building needs to be a sustained processpff initiatives are not so helpful.
Mentoring is an important methodology. The wayAusAID Consortium is working
through long term, twinning, developing partnerstéymd empowering PLHIV is a model
that could be expanded, enabling more developnfergtaorks at the national,
provincial and local levels.

It is important that Asians and Pacific Islandead, and that Australians provide
technical assistance and guidance. Expatriate tanssican be useful, but only if they
develop long term, mentoring relationships, rathan fly in and out.

Focus on individual leaders is important, as threyadten key change agents. There
needs to be a system of peer counselling for |saatgpss the region.

Quality of capacity building should not be measuretérms of numbers of people
trained and supported. For example, a three-moetitarship program of a country rep
to the APN+ office might have more impact than a-off workshop for 20 people or
more, and may cost far less money.

Women PLHIV (and representatives from specific gg)unust be targeted, as women
are very powerful advocates.

Support for a Treatment Advocacy Officer in APN+ulbbe very helpful to increase in-
country capacity to improve ART adherence.
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3. Mapping — Current support modalities

3.1 Current AusAID support for GIPA

AusAID supports GIPA as a component of severalomajiand country support programs, as
indicated below:

The Asia Pacific Network of People with HAWPN+) is the peak regional PLHIV network with a
mandate to support national networks. APN+ recawettgived core funding from AusAlID via
UNAIDS. This has provided enormous support to APRreviously APN+ had to constantly
chase and rely on project money. They could nokwatside projects, and project funds were
often dictated by donors. Core funding has enaBN+ to better communicate with and
support network members so they have increaseditgpad can negotiate with other agencies -
this has lead to greater sophistication in PLHIVaxhcy. APN+ appears to be a well-respected
network that promotes PLHIV empowerment; it hasdyoontacts in the region, has flexibility in
the way it can respond to PLHIV needs, quicklyedily and proactively, and has the capacity to
train PLHIV in all countries. APN+ is seen by mosspondents as an effective support
mechanism to respond to the needs of national mkénas it has a clear strategy with a particular
focus on strengthening PLHIV capacity in country.

The HIV Consortium for Partnerships in Asia and Bazific (2008-2011)inks a Consortium of
Australian HIV/AIDS organisations with partner onjsations in the regi@and at country level
in order to build capacity. NAPWA is no longer amieer of the Consortium, although they
supported PLHIV groups in PNG and East Timor ingbdier AusAID HIV/AIDS Partnership
Initiative (AHAPI)9. The Consortium’s 2009 progress report discussBa\Gs a key principle
for the Consortium’s work. The Consortium has d&hbd and supported a “GIPA and Affected
Communities Working Group” to review work plans andnake recommendations to the
Consortium Group and Program Coordination Committeéhe first year, 21 of 28 program
components included the direct involvement of pediping with HIV and affected communities
as part of their development or implementation. flahthe remaining seven projects plan to do
S0 in subsequent years. Examples of GIPA achievenieeiude 1) PLHIV participating in
training programs; 2) PLHIV presenting sessionsrdyutraining courses; 3) Partner organisations
collaborating with local PLHIV groups; and 4) PLHBfoups included on project steering
groups. In 2009, the Consortium agreed to suppfntther partnership involving AFAO and
APN+ to undertake capacity building of itself armlintry level networks on a range of projects.

The APN+ component of the AusAID Consortium Capabievelopment Initiative has the

ability to support projects that may not easilyflneded by local government or other donors (e.g.
in Myanmar or Laos). It has also supported projémtgroups that do not have the capacity to
write their own funding proposals. Examples sarfiatude: providing financial support for
strategic planning of the Vietnamese Positive Wombletwork, under VNP+; liaison between

8 Greater Mekong Sub Region, Indonesia, the Paaifit East Timor
® AusAID HIV/AIDS Partnership Initiative (2005-2007)
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Lao PDR and Thai national PLHIV networks (LNP+ amidiP+) about skills exchange over the
next year; commitment to provide English traininghe lead advocate in Solomon Islands. This
has addressed an important gap in the programrirstef partnerships to address capacity
building of PLHIV organisations in the region, pamtarly networks that do not yet have the
skills to apply for capacity building funding froather sources.

The Pacific Islands HIV and STI “Response Fui@d09-2013) is a multi-donor funding
mechanism to finance implementation of national mgional HIV strategic plans. The Response
Fund contributes to the Pacific Regional HIV and Sfrategy (PRSIP) goal, to reduce the spread
and impact of HIV and other sexually transmittef@dations (STIs) while embracing people
infected and affected by HIV in Pacific communiti&he Response Fund finances capacity
building at regional, national and community levdlee support is provided by the Secretariat of
the Pacific Community (SPC), WHO and UNAIDS, UN Teizal Support Facility, as well as the
Consortium. The Fund is managed by the SPC. A 12p08 GIPA review identified that The
Pacific Regional HIV Project (PRHP — the precursiothe Response Fund) supported FIN+, and
other PRHP grants supported involvement of tworgblesitive people in the Pacific (Vanuatu
and Kiribati) as HIV/AIDS Ambassadors; current AUBAunding has continued to support
PLHIV groups and networks. This support for PLHAthe Pacific has been crucial to their
development. PIAF receives AusAID support; receRilikF received a grant for research around
stigma and discrimination of PLHIV in the Pacific.

The HIV/AIDS Asia Regional ProgramriéAARP 2007-2015), is mainly a harm reduction
program, but worked with APN+ on developing regicedvocacy strategies, and supported
national PLHIV networks to apply for innovation fisin Country Flexible Programs.

The International HIV/AIDS Alliancis receiving money that is very flexible to do aejy
building with key populations, and provide techh&apport to regional organisations -
mentoring local people over a long term, so thgaoisations are not constantly having to buy
international support and fly consultants in antdaluthe time. For example, the Alliance
supports the APN+ MSM group - developing stratelicking, and looking at what to do with
recent treatments research findings.

UNAIDSTechnical Support Facilitfor South and South East Asia and the Pa¢ifi8F) has a
fund to provide technical support to civil societganisations that cannot afford it, and build the
capacity and organisational management skills ttonal PLHIV networks.

UNAIDS TSF provided 18-month training and mentorprggram for PLHIV in professional
development. They expected a 40% drop-off but onky person dropped out. Different PLHIV|
communities were represented. They looked at hatet@lop a consultancy, write ToRs, work
plans, reports and CVs. PLHIV worked in pairs osigranents with mentors. Now TSF use thém
in consultancy assignments. Many of the people wéie involved in this training now work ag
consultants. There are efforts being made to brirgademic experts to provide mentoring.
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A rapid mapping on AusAID support for GIPA in 2GB&essed AusAlD’s country level
activities In PNG, AusAID provides direct financial supptwtigat Hope for staffing, operational
costs and activities, including positive speaking a national workshop for positive people to
build a network. AusAID now supports a GIPA Advogaafficer; this position has been
instrumental to the involvement of provincial neti®in the response, although the person in the
position is overstretched, and provincial netwake not receiving any core or project funding.
The Australian National Association of People liyinith AIDS (NAPWA) undertakes capacity
building of the national PLHIV group in PNG, Igabpk. AusAID provides ongoing support to
NAPWA for this work. If NAPWA wants to be involved capacity building beyond PNG,
several respondents said this could best be achlgwstronger engagement with APN+.
NAPWA could provide resources that APN+ could daw

In Indonesia, théllV Cooperation Program for Indones{&lCPI) provides financial,
organisational and technical support to Spiritiarf@ation and JOTHI, through capacity building
and a National PLHIV conference and regional PLK\port. Respondents considered AusAID
support in Indonesia as appropriate, adequate féextiee.

In Myanmar, AusAID provided $1.9 million to tiRurnet Institutg2007-2012) to build capacity
of local NGOs to deliver HIV projects, includingajity HIV prevention, care and support
programs. There is no specific GIPA component.

3.2 Other development partner support for GIPA

Other development partners support in a range gé\V&PA. In Vietham, USAID support has
been crucial in developing the strong national oekwVNP+. Of the multilateral donors,

GFATM and UNAIDS are particularly important. Mostdteral donors have GIPA as a guiding
principle for their support for HIV/AIDS programipwever, the review did not find specific
programs in support of GIPA. Review respondentstioeed that donors need to coordinate their
efforts, instead of each donor following their opniorities. Implementation of GIPA requires
commitment to partnership and collaboration; tlisrmt happen in isolation.

Within the UN division of labour, the UNAIDS Secaeiat is responsible for dialogue on GIPA.
Most UN agencies mainstream GIPA in their HIV/AIR®rk. The UNAIDS Secretariat in
Geneva developed an influential Policy Brief on &iBr donors, governments and NGOs in
2007. UNAIDS country offices support GIPA throughehsuring representation of PLHIV on
CCM and NAC,; 2) organisational/technical supportFoHIV leaders and organisations; 3)
research on barriers to GIPA and policy reviewsl/@n4) policy dialogue on stigma and
discrimination. At a regional level, UNAIDS has leddorated a great deal with APN+, for
example, having very prominent APN+ involvementbia Commission on AIDS in Asia. The
UNDP regional office has developed programs on GhPgeveral countries (including Vietnam
and Indonesia) recruiting PLHIV as UNV volunteersaork with a variety of NGOs and
government institutions, and entrepreneurial trgjrfor PLHIV (Indonesia). In the region,
UNAIDS and UNIFEM have collaborated closely to sopmetworks of women living with
HIV. Currently a great deal of capacity buildingadfil society is ongoing in relation to the
monitoring and evaluating of programs in preparaf@ the next UNGASS.
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GFATM has been instrumental for GIPA through denmagéLHIV representation on CCMs,
and their involvement in proposal development amuksvision of grant implementation. With
support from Policy Project, GNP+ developed (drgftidelines for GIPA in CCMs, and a
handbook for PLHIV on how to get involved in CCKls

ASEAN has developed a GIPA Framework, the Vienti2eelaration. The ASEAN Task Force
will hold a regional meeting in 2010 to assist M@n@@ountries to follow up on the Vientiane
Declaration.

DFID’s updated strategy on HIV/AIDS (2008) mentidddPA as one of the core principles. A
specific objective is “responding to the needs rdecting the rights of those most affected”
and deals with supporting PLHIV networks and supperpublic policies.

USAID undertook a review of GIPA in 2004 and foumtigh level of awareness and
commitment to GIPA in USAID Country Offices, implemting agencies (IAs) and NGO
partners in five Asian countries. Several IAs ariglD$ implement a variety of strategies to
reduce barriers and address challenges to GIPAdimg: 1) recruitment of HIV-positive staff
and providing care for those staff; 2) strengthgrohPLHIV organizations; 3) research on
barriers to involving PLHIV; 4) involving PLHIV imdvocacy; 5) capacity and skills
development; and 6) fostering GIPA in project diecisnaking.

The European Commission 2007-2011 HIV/AIDS strategntions GIPA as an issue for
bilateral policy dialogue with host countries. Haxeethe 2009 progress report did not mention
specific strategies or actions in countries, angt 88% of EC Delegations in Sub-Saharan Africa
took part in CCMs. In Asia-Pacific this percentégerobably lower.

The World Bank supports national HIV/AIDS progratheough governments. Although the
World Bank is committed to GIPA and human rightsdzhapproaches and advocates civil
society responses, the supported programs aretiedlgyerependent on government priorities and
the ability and willingness of National AIDS Progrs to support and operationalise GIPA.
Bank-supported programs include NGO-led targetesigotion interventions, but there is no
evidence of technical or financial support to PLHIkganisations.

The Clinton Foundation has been instrumental ipstpg PLHIV-run support in ART centres
in China via Aidscare (see Section 3.5).

3.3  Aid modalities for GIPA support

AusAID uses several aid modalities to support Gl e region, all of which have their merits
and limitations. Clearly much depends on the cdnsmd what works in one country may be
inappropriate in another, so generalisations shbelthade with caution.

0 GNP+, 2005 “Challenging, Changing, and MobilizidgGuide to PLHIV Involvement in CCMs” (draft) andiy
Project/GNP+, 2004, “Guidelines for Improving CCliisough Greater PLHIV Involvement (draft).
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In the last decade, the Paris declaration on &ttfeness has dominated the debate on aid
modalities, in general and for HIV/AIDS in partianl UNAIDS calls for development partners to
harmonize and align aid for national HIV/AIDS respes. Donors are encouraged to align their
support to the national HIV/AIDS strategy and wdakp and to harmonize financial support and
reporting requirements with other donors in linéhwthe national planning and budgeting
systems. Specific to GIPA, UNAIDS calls for donarsharmonize, simplify and create more
flexibility in donor procedures to facilitate aceds technical and financial resources for

organisations and networks

In several countries, community-based organisafiosit increasingly difficult to get access to
support for their work, if these are not endorsgdhle government and the National Strategy,
such as rights-based interventions with drug usees, who have sex with men, and sex workers,
or activism around GIPA or treatment access (eigtndm, Myanmar, and China).

The Paris Declaration also calls for governmenstrsngthen governance and development
performance. GIPA and supportive policies for catiety, PLHIV and vulnerable groups could
be part of the policy dialogue between governmantsdevelopment partners. Often GIPA is
mentioned as a donor requirement, but during imptaation of the national strategy it is not
prioritised. An alternative strategy to ensure eagion specific issues is to earmark specific
funds for capacity development interventions foHRL No bilateral donor has earmarked
specific funds for PLHIV capacity building.

There is also scope for specific initiatives thdowguntry programs, especially in countries like
China and Vietnam, via aid modalities that areemnity in place such as HAARP, but to date,
little support has been given to GIPA within thiegram. This review indicates that the UN
system, especially UNAIDS country offices, and 81 €ATM are AusAID’s partners in
supporting GIPA. Other than AusAID, most bilatetahors and development partners, such as
World Bank, DFID, USAID. NZAlDzand the EU, support GIPA, but do not provide speaid

to PLHIV organisations.

Many development partners and INGOs support geh&i© capacity building for HIV
programming, and in some cases PLHIV organisatiemefit indirectly from this. In general, it
appears that programs that encourage national igmests to support PLHIV organisations as
part of public-private partnerships are less affitithan INGO programs that directly support
PLHIV organisations. INGOs are better able to camant financial support with technical and
organisational support, and NGO staffs are lesdylito experience personal hesitations to work
with PLHIV, sex workers, drug users and men whoehsax with men.

1 UNAIDS, 2007, Policy Brief: Greater Involvement®éople Living with HIV (GIPA)
12 NZzAID, 2009, “Factsheet: Responding to HIV and AIB&n NZAID priority”

AusAID Health Resource Facility
Managed by HLSP in association with IDSS 19



GIPA Scoping Report 4/12/2009
Services Order 14 Final

4, Gaps

The scoping found several areas where GIPA camnygosted more effectively. PLHIV need a
range of support modalities to enable them to matagir networks and develop effective
partnerships with decision-makers. In each of évewed countries, PLHIV capacity building
needs are numerous and significant. Efforts to sigpLHIV and their organisations are
insufficient. This chapter presents gaps in GIPppsut for each of the main components of
GIPA programming, in order of priority.

4.1 Gaps in capacity of PLHIV organisations

1. More focus on individual leader

Individuals are often key change agents. Theresgele a system of peer counselling for
leaders across the region. Developing PLHIV leddpnseeds long-term vision and a long-term
program developed by PLHIV. People need opporemiid make mistakes, the chance to work
in an office environment, at provincial or natiotatlel.

2. Women'’s leadership

In several countries women have taken on promir@es in their organisations but issues of
particular relevance to women (e.g. forced abontiosterilisation; women'’s access to services),
are rarely raised as issues of concern becauseotien’s networks are struggling — this is
particularly the case in PNG and Indonesia. Womeadrsupport to foster and develop their
leadership capacity.

3. Strategic planning

Networks in big countries with little history ofvili society engagement in decision-making
processes, but with the opportunity of attractemgé amounts of funding (e.g. CAP+, JOTHI)
need to develop their vision and strategically pragir work. They need help to develop as
accountable, sustainable civil society organisatiamd they need to be clear on their purpose,
and be able to develop, carry out and evaluate shaitegic plans.

4. Core funding

Sustainable core funding for PLHIV organisationa imajor challenge. Without it, positive
groups cannot function properly, and PLHIV orgatise remain short-staffed and
unprofessional. Core funding is vital for netwotlkise effective. Many networks struggle to find
core funding and most rely on project funds, whiah sometimes detract from core business or
strategic plans. Some networks receive superigg@tifrom AusAID in-country, e.g. Indonesia;
other groups that are deserving of core funding (a.Vietnam) have not yet managed to secure
it. The future funding of LNP+ and FIN+ is uncenmtai
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Ultimately PLHIV will have to find core money, am@tional and provincial governments should
provide it. However, many government leaders hanteyet been convinced of the value of
including PLHIV in the response to HIV and AIDS dbnors are serious about GIPA they have
to be serious about helping to develop sustainadti@orks. Until government support is
available, PLHIV organisations must rely on inteim@al donors, for the most part. Set-up funds
could help organisations to prove that they are a&bfunction effectively, manage their
organisations and produce good programs.

5. Provincial network strengthening

Some countries such as Vietham and PNG have dexdkipong national bodies and are now at
the point where the provincial networks could pdagrucial role in the response. They need to
strengthen provincial networks so that PLHIV in gievinces can be trained as counsellors,
community educators, treatments’ advocates, arehbaged more directly in the response.

6. Information and support to isolated PLHIV

In countries such as Kiribati, Vanuatu and Solorstends it is important to ensure that PLHIV

who are active in the response have access tofitreniation necessary to ensure they are best
equipped to make the most effective contributiongikample, information about grants, access
to further education — e.g. in English or IT; s&rships.

7. Appropriate and needs-based capacity buildieghomdologies

Several respondents mentioned challenges withahadaity building they receive. Many spoke of
the inadequacy of one-off workshops, and of prdjgatiing that does not develop the PLHIV
organisation. In terms of capacity building apphees; the review established several lessons in
terms of effectiveness and sustainability.

Long-term, sustained capacity buildingapacity building needs to be a sustained
process; one-off initiatives are not so helpfuleTay the AusAID Consortium is
working through long term, twinning, developing fp&rships and empowering PLHIV is
a model that could be expanded, enabling more dprednt of networks at the national,
provincial and local levels. UNAIDS support is ubpiane-off, for conferences or small
workshops, rather than ongoing. Long term suppsaptéferable. One-off training
without ongoing support is insufficient to instile skills and confidence PLHIV need to
become strong leaders.

Mentoring for leadershigvientoring is an important methodology. Some respaoisl
said PLHIV would benefit from an experienced PLHIrking with them for several
months — mentoring them on how to write policy papand develop strategic and
operational plans. Mentoring is very labour intgadbut it helps people to know and
understand how to do things for themselves. PLHiyanisations need mentoring to
integrate what they have learnt into what theyMentors preferably should be people
who speak the local language.
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It is important that Asians and Pacific Islande@d Australians may provide technical
assistance and guidance. Expatriate consultantsecaseful, but only if they develop
long term, mentoring relationships, rather thanrilgand out.

Better M&E of capacity buildingQuality of capacity building should not be mea&slin
terms of numbers of people trained and supportedobfunding is often based on
quantity - how many training workshops are providatther than having a dialogue with
PLHIV organisations and seeking out the needs &flVlto create leadership.

PLHIV also need IT technical assistanEer mentoring to be successful people need to
be able to communicate effectively through e-mad &kype, and this creates challenges
in terms of the need for IT skills and equipmentsbme countries, PLHIV do not access
their e-mails, either because of slow connectipitpecause the language is too difficult
and complex.

4.2  Gaps in involvement in national strategic planimg

1. Confidence to engage in national forums

Most PLHIV who participate in CCMs or NACs lack dimtence to speak out and express views
on issues relevant to their community. PLHIV neezhtaring to help to guide them through the
depth and breadth of material covered in such mg®tiThis is only happening in Indonesia, and
in some Pacific countries. UNAIDS could play an ortant role in helping to mentor PLHIV on
decision-making committees. In Indonesia, AusAIB baen remarkably successful at bringing
together the voices of all PLHIV and affected comitias and ensuring everybody is heard at
the decision-making table.

2. Advocacy needs

Some networks are still weak in terms of theirigbtio advocate on their own behalf. MPG, in
Myanmar, and FIN+ in Fiji could benefit from capgpdiuilding in this way.

3. Support more women representatives

Women PLHIV (and representatives from specific ggunust be targeted, as women are very
powerful advocates.

4.3  Gaps in supportive policies and programs
1. Access to second-line ART and treatment fonfemtions

Poor access to medical treatment and ART, and ttgrwé PLHIV community leaders and
advocates remains a major challenge to GIPA. Adcesgstainable supplies of high quality
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ARVs is essential for GIPA. There has to be greiaterstment made in creating good modelling
to show the long-term economic returns from suataetreatment. Models that show the costs of
treating and not treating PLHIV - impact in relatim healthy PLHIV able to work productively,
contribute to GDP, pay taxes, versus costs ofdasiuctivity, health care, etc. Models need to
show that ART provision is a commercially viabléura on investments - a sound commercial
proposition.

2. Increase in-country capacity to improve ARTeadhce
Research carried out by APN+ in 2008-2009 indicgtgss in treatment literacy throughout the

region. Support for a Treatment Advocacy OfficeARRN+ would be very helpful to assist in-
country treatments’ trainings.

4.4  Gaps in involvement service design and delivery
1. Employ more PLHIV as educators, counsellors

Relatively few PLHIV are actively engaged and engptbin the HIV response in most countries.
Provided they are appropriately trained and resmeLHIV can play invaluable roles as
community educators and as counsellors — partigyteer counselling after HIV diagnosis or
around treatments decisions and pregnancy options.

2. Mentor PLHIV to engage in service delivery pilizug

There is scope for much deeper and more meanieg@idgement of PLHIV in design,
implementation and evaluation of service deliverg, developing mechanisms of feedback to
service providers.

3. Research skills development

There is great scope to engage PLHIV in reseamjegrdesign and implementation in order to
provide PLHIV with the tools and the confidencadspond to community needs most

appropriately. Training PLHIV to document HIV-redatdiscrimination and access to HIV
services can be particularly empowering for thedatlectors.

4.5  Cross cutting gaps

The range of capacity development needs is vastewer capacity development alone will not
fulfil the demand for meaningful involvement. Thaléwing are crosscutting needs that emerge
from the mapping and are conditional to capacitjdmg.

1. Need for systematised monitoring and evaluatfo®IPA at country level

This review indicates a dearth of evaluations d®&Hhctivities in terms of impact, or even
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outcomes and outputs. The Country Progress Regevedoped for UNGASS monitoring in
2008 discuss to some extent the status quo of stingpolicies, access to treatment and care,
and involvement of positive people and organisatidime next and final round of UNGASS
reports is due in 2010. Similarly, the (ongoingr&wl Independent Evaluation of UNAIDS
explored evidence for GIPA, as this is one of titerided outcomes of the UN response to
HIV/AIDS, in Vietnam, Indonesia and the Pacificastls, which were case study counities

In general, quantitative indicators (e.g. the nundfé’LHIV participating in meetings or trained
in public speaking) are less useful to measure GHaA qualitative indicators, and need to be
complemented with narrative information. Indicatofshe National Composite Policy Index,
part of the UNGASS report, are relevant to mea&IRA and include qualitative indicators for
human rights and civil society engagemer@®n the other hand, GIPA reviews need to include
data from monitoring coverage and quality of treztbrand care services, which are already part
of most national monitoring and evaluation framekgoiThe Minimal Standards for Civil Society
Participation in Universal Access Initiativean be used to assess progress in universal docess
ARVs over time.

4.6 Country-specific gaps

China

PLHIV involvement in the response to HIV in Chisdimited but increasing. Capacity of

PLHIV is low and they lack organisational managensills. PLHIV need opportunities for
intensive capacity development. Different groupschdifferent help. Aidscare needs
organisational development; the China Alliance ebffte Living with HIV, CAP+, needs help on
how to involve many PLHIV and how to work with d@ifent groups, develop a common vision
and make joint decisions; the Positive Women's Nekvihas just started so they need all types of
training.

There is no strong PLHIV leadership in China - INGG&hcouraged the formation of CAP+, but it
formed from the top down rather than from the buottgp. Since large amounts of money started
coming in (GFATM, Gates) several groups are vymdé the national voice for PLHIV. Chinese
PLHIV are from very mixed backgrounds so it is idiflt to get consensus.

Civil society is young in China and the concepGdiPA is not always understood in a meaningful
way. It is difficult to get registered as an NGOitsis hard for civil society to organise. The
government wants to work with civil society but m found the modalities with which to
engage. PLHIV are perceived by government to belpasho need care and help, rather than a
valuable resource to contribute to the responsth We help of PLHIV organisations such as

13 Some of the initial findings are reflected in tlewiew, but the evaluation has not (yet) commentedpproaches to
measure outcomes or impact of GIPA

14 See for example the Indonesia report: “2008, K@éyntry report on the Follow up to the Declaratién
Commitment On HIV/AIDS”

15 APN+. 2008. Minimal Standards for Civil SocietyrfRgipation in Universal Access Initiative.
http://www.aidsportal.org/Article_Details.aspx? 058D
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Aidscare, some government officials are recognitiiegneed for PLHIV involvement in order to
improve national HIV programs:
Follow-up after HIV diagnosis is poor.
China has an estimated 220,000 PLHIV but only aboetin four are on ART.
PLHIV need outreach to increase treatment adherence
Treatment for opportunistic infections is not free.
Second-line ARVs are unavailable - only 500 peap&on pilot studies in the
country.
Counselling is very weak.

Indonesia

Neither JOTHI, the newly formed national PLHIV netk, nor IPPI, the national network for
women living with HIV yet have the level of capacits Spiritia which was formed over sixteen
years and has been the main NGO responding to PkHpyort needs. There are many differing
opinions about these newly formed networks. Sorgarisations are unwilling to recognise
JOTHI as the voice for Indonesian PLHIV and haveuaed it of not being participatory or
consultative. JOTHI currently needs to strengthestrategic planning and precisely define its
role in order to take optimum advantage of its fmsias a peak organisation for PLHIV. IPPI
has held two national congresses, and they armgtigi become a legal entity but they are
struggling. IPPI needs institutional strengthening.

It is hard for the community sector to develop withbroader civil society support and high level
advocacy to government is necessary. Civil sodtetynderdeveloped in Indonesia and is still
learning. Needs of various PLHIV are at differentdls. Some need basic health care and basic
incomes; others want to do advocacy. PLHIV canrbp@vered to work at different levels —
already the government works with local AIDS consiuss at district level. PLHIV need to
communicate so everybody is working collaborativelavoid overlap.

According to AusAID, higher-order representatiogénerally working well; problems arise at
the provincial and district level, HIV-positive gae involved in the response are often unpaid
whereas other people involved are employed by uargrganisations, agencies and government
departments. Relatively few PLHIV are employed essfonally in public health promotion or
service delivery. The voluntary nature of PLHIV aiwement creates challenges in positive
people's ability to be most effective.

Laos PDR

PLHIV in Lao PDR do not yet have the necessaryidentce, skills and experience to develop
their own funding proposals, implement projects analuate their work. LNP+ need ongoing
capacity building and could benefit from mentormgPLHIV. GFATM helped LNP+ to submit
their independent proposal to the Global Fundyi@tgovernment.

LNP+ has no guaranteed core funding. Once theybeaoregistered community-based
organisation they will lose funding from the Red&3 so they need to strategically plan how to
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raise funds in the future.

Myanmar

The biggest issue for PLHIV in Myanmar is acces8RT; 12,500 people are on treatment but it
is estimated that around 70,000 people need treatiBetting on ART is difficult. People have

to live in the town where they are registered amdssessed as being adherent. Government
treatment facilities are only available in majdias and there are few services outside Yangon or
Mandalay.

MPG has to build skills of key people so that thay push donors on resource mobilisation.
PLHIV only get funding to meet together. The topty for most PLHIV is not treatment but
work and money, particularly for people who hava kheir partner; it is harder for women to get
jobs than it is for men. Income generation is vergortant. PLHIV need good advocacy about
why income generation is important for people tiste — e.g. to pay for travel to their service
provider every month. Increasing public speakinitissaf PLHIV in the country would be

helpful.

The Burnet Institute program in Myanmar has a camepoto build capacity of a diverse range of
civil society organisations to respond to HIV irithcommunities; it is about to have the mid-
point review of local partners they are currenthgisgthening and this can be an opportunity for
MPG to get support.

Vietnam

PLHIV input on the CCM is requested at the end pfacess to provide a “rubber stamp” but
they are not involved in planning. It is very diffit to be outspoken on the CCM as the PLHIV is
only one of the 25 members at any meeting. Theltdowia strong role for PLHIV in the future.
PLHIV will be essential in sustaining ART; only oimethree people who need it are currently on
ART.

A lot of work is needed with the national positiwvemen’s network, provincial PLHIV networks
and other self-help groups to help them to undedskew to interact with government officials
and how best to represent their voices.

Fiji

The voices of PL HIV are not heard at governmevelland PLHIV in Fiji are not confident to
participate actively in decision making, so theg aot able to be effective players on the national
platform. They need to be able to understand teahimformation as well as the process of
advocacy, so they are comfortable to respond detlet needed; they need to be guided through
the processes, which can be overwhelming.

FJIN+ has few members outside Suva and therelésdittouragement of new leaders. Most
PLHIV who have come out as HIV-positive have pram#s income-earning capacity and HIV

AusAID Health Resource Facility
Managed by HLSP in association with IDSS 26



GIPA Scoping Report 4/12/2009
Services Order 14 Final

has not helped that. They need to look at ART acaed financial needs, not only community
education.

FJIN+ needs sustainability so it can provide betigport services to its members. Currently it is
unknown whether AusAID will continue to fund FIN+.

Kiribati

The PLHIV advocate is trying to connect with otRHIV and encourage more people to come
out but he needs more support. He needs moneytlucbmeetings and travel to the outer
islands to carry out public education on HIV pretn@m He does this work but the program only
focuses on Tarawa because of the cost of goinfato&ven though he is a member of the
Kiribati HIV/AIDS Task Force, he is unsure of wHahds are available and how to apply to the
Response Fund. There are opportunities to getrigndind assistance is available from SPC to
put proposals together but his capacity to findtbig information is limited. The active PLHIV is
unable to go to the next level of strategicallynpliamg his work. After 2009, the Community
Development Organisation in Kiribati it will be tir@amily Health Association so the PLHIV
advocate will have to negotiate ongoing suppodugh them.

Papua New Guinea

Respondents said that most PLHIV involved in Igapkldo not understand their role and
responsibilities in the HIV response and the I@fdnowledge and understanding of issues by
board members is low, so they have little configetacengage in policy and project design and
there is no mentoring of their work.

PLHIV groups in the provinces are unsure of whaytare doing, have received no funding in
the past and have no individuals to guide themrdieea need to articulate how GIPA helps to
support prevention messages. PLHIV are not involmgatevention and public education at the
level they want to and should be. Provincial PLHiMups have an essential role to play in
delivering clinical services, conducting commurotytreach, providing a continuum of care,
delivering treatments’ advocacy and education; tinfately most groups are struggling to
survive.

Most PLHIV groups have not been able to get actefmding to date and volunteers walk long
distances to provide home-based care and do hbgigita out of their own pockets. They are
showing great initiative but have not received flicial or technical support. They are frustrated
not being able to carry out their work. PLHIV in 8Nare ready to move forward but do not
receive adequate support or resources to do 908, Tru Warriors in Western Highlands and
the Marobe Network of People Living with HIV recetvno funding for their activities - their
proposals sat with the NAC’s Small Grants Programmittee and because NAC was not
functioning, the proposals went nowhere. New chamngiéhin NAC (see country overview) give
hope for real engagement of PLHIV in the provinces.

Igat Hope should be able to support groups in tbgipces but they do not have technical
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capacity to do so. Igat Hope needs to become mofegsional and build communication
systems. It needs to strengthen its capacity todimate and network at a national level. At the
moment PLHIV groups are working in isolation fromc other.

There is no formal avenue for women to have thaices heard - within Igat Hope; women'’s
issues are not a priority. The new national womeets/ork, WAHBA, is trying to meet every
week in the National Capital District, but they baw funding. They need to develop their
objectives and a strategic plan.

Solomon Islands

Sometimes people undermine the PLHIV advocate tsecsle is female and does not have
higher education. She would like to go do more jgudiucation, especially in Western District,
and there are funds available to do so, but tieeresistance to allowing her to go out into the
field, so she spends most of her time in the chpita

Vanuatu

IZA is not sustainable and is not able to crea®itn agenda, according to its founder. She says
she does not receive adequate support to devetdpdimical capacity on how to manage an
organisation. She rarely uses e-mail because teenet connection is too slow. By now her
capacity for office management should have inctdse it has not. Some respondents believe
that establishing IZA as an independent organisatiould be a duplication of resources, but
various PLHIV believe there needs to be one orgaiois in each country focused solely on HIV.
“She is the one that everyone wants but no onesaargive her the freedom to be.” Her position
in Save the Children comes to an end at the e20@S.
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Annex 1 — Country summaries

China
Overview

The most active NGO movements in China currengyRItHIV and gay groups. PLHIV do not have
input into government decision making but GFATMeof huge opportunities for PLHIV and civil
society to have their voices heard. In principletiR/ are on the CCM, but that is not where the
decisions are made so their influence is limited tneir presence somewhat tokenistic. GFATM adyisor
and working groups involve PLHIV and they are invaml in developing the proposal for the Round 3
Rolling Continuation Channel. The CCM signs offtba final proposal but shaping the proposal is a
more involved process beyond the CCM.

At provincial level, implementation of HIV policiagenerally is weak. The local policy makers dedhwi
people's daily needs so it depends how willing #ueyto work with NGOs and take their issues orrdhoa
Small NGOs do not know where to start and it is/\difficult to channel funds to grassroots
organisations in China, but this is one area thatrnake a real difference.

Inclusion in national response | NCAIDS: National Centre for AIDS/STD Prevention a@dntrol
SCAWCO: State Council AIDS Working Committee Office

1. GIPA/ non-discrimination The Regulation on AIDS Prevention and Treatment(Be
included in the national HIV No. 457) was issued by the State Council in eadd62 This
policy? provides a legal framework for AIDS initiatives,casets out

the rights and responsibilities of PLH

Stigma and discrimination against PLHIV remain
widespread in some communities, work places, armhgm
health-care workers. Involvement of PLHIV in thesigm
and implementation of IEC messages remains #eak

2. GIPA included in the - China’s Medium and Long Term Plan for AIDS Preventi
National HIV Strategy? and Control (1998-2010).
- Action Plan for Reducing and Preventing the Spafad
AIDS (2006-2010).

3. GIPA activities in the - 2008 Country Progress report mentions increasing
National HIV Operational involvement of civil society organizations and coomity-
Plan? based groups in implementation of HIV interventiahs

various levels. The number of CBOs including PLHIV
support groups, women’s groups and other interganti

162008, UNGASS country progress report China
172008, UNGASS country progress report China
182008, UNGASS country progress report China
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groups increased from 100 to over 400 by 2007
Difficulties in obtaining registration and legahsis limit
the number of CBOs and constrain organizational
development

4. GIPA in sectoral HIV
Strategies/policies?
(education, health, etc)

Ministries of Civil Affairs, Justice, Railways; Geral
Administration of Quality Supervision, Inspection &
Quarantine; General Administration of Traditiondlitzse
Medicine, All China Trade Union, Red Cross Socigty
China and other sectors have AIDS action or stiateg
plans..

National GIPA strategy

5. National GIPA
policy/strategy/action plan?

No

Representation
6. PLHIV representation at A PLHIV represents the affected communities onG@V.
National AIDS No mention of PLHIV on the NCAIDS or SCAWCO

Commission/CCM/other?

7. How is representation dealt
with of different positive
people/women?

Not as yet — National Positive Women’s Network rebeformed.

National PLHIV Networks

8. Main national PLHIV
network(s)/organisation(s)?

CAP+

9. Main strategies/activities

CAP+ is developing its agenda; Aidscare providesierable
HIV service support in south-west China; Positiaks is a
successful public education project supported byid/@topes;
there are considerable numbers of peer supporpgritmoughout
the country.

10.How is the National
Network(s) involved in the
national response?

Sits on CCM

Support for GIPA/Networks

11.Current AusAlID support

The China Australia Health and HIV/AIDS Facility AEIHF
2007-2012, A$25 million) aims to improve China’paaity to
strengthen its health systems, protect its pomragainst
emerging infectious diseases, and prevent andf@aktV
infection. CAHHF provides grants to Chinese orgatiiss
working collaboratively with their Australian paers. Objectives
for HIV are: 1) to support activities that prom&tadership and
coordination of China’s response to HIV and AID$; 2
prevention-based activities (including harm reduttithat
address the needs of populations most likely texposed to
HIV, and 3) strengthen policy related to commuigged VCT
and care, treatment and support. CAHHF providestgra

192008, UNGASS country progress report China
202008, UNGASS country progress report China
21 http://www.theglobalfund.org/programs/ccm/?CouttsCHN&lang=en
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Chinese and/or Australian organisations.
- AusAID co-funded with DFID the China HIV/AIDS Roadm

- AusAID works in two provinces with government (Ywam

- AusAID funded Clinton Foundation Xinjiang HIV/AIDS

Tactical Support Project (CHARTS) which aims testithen
national and provincial level capacity in plannamgd responsg
to HIV/AIDS.

and Guangxi), doing harm reduction interventior®erE is no
direct support to GIPA, however about 30% of injegidrug
users in these provinces are HIV-positive.

Project (2007-2009) works directly to support tneat for
PLHIV

12. Are development
partners/INGOs financially
supporting GIPA and/or
national networks?

UNAIDS supports GIPA and PLHIV participation in niegs
and conferences of local, national and internationa
importance and assisting in the creation of a natinetwork
of organizations of PLHI¥.

Clinton Global Initiative supports ACC with US$4800 to
establish a pilot clinic in Yunnan province thateo$
affordable medical services for people living with//AIDS
in rural areas, to be replicated across China.

GFATM support in 21 provinces includes CSO capacity
building and anti-discrimination activities, besde
comprehensive treatment, care and targeted intéonsn
DFID’s joint HIV and AIDS project with the Chinese
government and the GFATM is China’s largest HIV and
AIDS project (£30.5 million). The project providegpport at
national level and in seven high prevalence prasnd his
project runs till 2011 and also supports the UNhtJoi
Programme on AIDS in China. The project builds om t
successes of two previous projects: the China-U &Hd
AIDS Prevention and Care project and the China bitid
AIDS Roadmap Tactical Support project.

US CDC Global AIDS Program is strengthening sutaede
and laboratory systems and the integration of V&4 a
surveillance (but USG also supports Alliance for®IG
support work).

AusAID/DFID co-funded China HIV/AIDS Roadmap
Tactical Support Project (CHARTS) includes $3.9rasAID
contribution for Phase | (completed) and $2.5mPbase |l.

13. Any technical support for
GIPA/Networks

HAARP works in Yunnan and Guangxi on harm reduction
through engaging ex drug users (some of whom akd\PL
as outreach workers and service providers.

The Alliance works in several sites in Sichuan, amand
Guangxi to help communities affected by HIV (inchgl
people living with HIV) to respond to the epideniath

117

support from USAID and various foundations). Allian

22 UNAIDS/China website accessed 8 July http://wwwidsarg.cn/en/index/page.asp?id=171&class=2&claserd® LHIV+and+Civil+Society
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supported PLHIV groups to find answers to stigma an
discrimination, resulting in the Face and Let Fdoeument
of lessons learft

FHI/China supports NGOs with support from AusAIDKID
and USAID*.

RTI International’s Health Policy Initiative/Greatiélekong
Region and China, a consortium supported by USMA@rks
nationally, and in Yunnan and Guangxi province<{20
2010), including exploring models of mobilizing comnity
advocates that can work within the context of CHina
APN+, via the AusAID Consortium is supporting the
empowerment of local PLHIV leaders involved in Addee in
Yunnan and Guangxi provinces.

14.1s government funding GIPA
and/or national networks?

Strategic information and
research

15.Research findings on the
needs of PLHIV, situational
analysis legal/social context!

%

APN+, 2009, “A long walk — Challenges to women’'sess to
HIV services in Asia. Participatory action resedrch

16. Any evaluations of GIPA

responses?

Zhttp://www.alliancechina.org/Alliance_China_Offiédllance_China_Publications.html
24 http://www.fhi.org/en/CountryProfiles/China/chirems.htm
25 http://www.rti.org/page.cfm?nav=366&objectid=26 3086-2D7F-47EB-A724D65D57E81DE6
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Indonesia

Overview

PLHIV are represented on a range of governmensibgeimaking bodies in Indonesia. Spiritia was the
first organisation established in Indonesia forgednfected and affected by HIV. Spiritia has iget
provincial support groups, has been a catalysti®establishment of local support groups througtou
country, and provides most of the HIV serviceshia provinces. JOTHI, the national PLHIV network,
and IPPI, the national positive women’s networkpfed over the past couple of years. They both have
secretariat offices based in the NAC.

The government, AusAID and UNAIDS are all openlpportive of JOTHI, IPPI and Spiritia. Everybody
was invited to be part of the consultative proaasshe Program Coordinating Committee (PCC) of the
Australia-Indonesia Partnership for HIV. There vagseement that JOTHI will represent PLHIV at
national and provincial level; individual supporbgps supported through Spiritia will be the vaite
local and district level. AusAID has supported rmegt with Spiritia and JOTHI.

AusAID has demonstrated commitment for GIPA by suppg the National Congress for PLHIV, peer
support at provincial level, capacity building ational level, and providing funds to both Spiraiad
JOTHI. AusAID consults with JOTHI before meetingarticularly the PCC meetings, and talks through
issues, making it easier for PLHIV to contributeSAID and AusAID try and coordinate their planning
so they each have a clear picture of what the ashaming.

Both the government and AusAID contribute to caneding to JOTHI. Government contribution is very
appropriate and indicates in principle support. UD& provided core institutional funding from the
Gates Foundation to IPPI for two years; their gteasg now finished.

Inclusion in national response | KPA (NAC): National AIDS Commission - Secretariat

1. GIPA/ non-discrimination - No national AIDS Law; Presidential Regulation N&6/2006
included in the national HIV (about the NAC) specifies the chairperson of thelRL
policy? association is member of the NXCThat is new since 2006

2. GIPA included in the National- 2007-2010 National Strategic Plan recognises stignta
HIV Strategy? discrimination as a challenge and proposes sufimort

PLHIV organisations and anti-discrimination aciieé
“PLHIV have the right to participate at all levafthe
response and prevention effort, from the policy-imglstage
to the evaluation and monitoring stages. To playrttoles
effectively, PLHIV will need to improve their knoedlge and
capabilities. In tandem with their rights, PLHI\salhave the
obligation to not spread HIV to their partners atiter

26 5006, GOI, Presidential Regulation No. 75/2006
272007-2010 National HIV/AIDS Strategy Indonesia
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people®’.

3. GIPA activities in the
National HIV Operational
Plan?

The National Action Plan 2007-2010 mentions no #jgec
activities on GIPA, supporting PLHIV organisatiaors
stigma and discrimination reductfén

4. GIPA in sectoral HIV
Strategies/policies?

No information.

National GIPA strategy

5. National GIPA
policy/strategy/action plan?

No GIPA policy, but GIPA guidelines

Representation
6. PLHIV representation at Chairperson of PLHIV association is member of the0XP.
National AIDS PLHIV are represented in the NAC at national araViprcial

Commission/CCM/other?

levels; JOTHI and IPPI represent PLHIV on the Steger
Committee and the Management Committee of the lesian
Partnership Fund.

PLHIV part of the Indonesia UNGASS forum and pajpiite
in production of the shadow report and the NCPbrep
PLHIV not directly represented on the CCM; Spirhialds
the civil society position on the NAC and CCM. T8epport
Group and Spiritia meet every quarter to sharerinéiori®.
Improvements have been made at the organizatievel, |
where PLHIV are involved in many NGOs, bilateraéagies,
UN agencies, and other international organizatinrssmore
meaningful way".

7. How is representation dealt
with of different positive
people/women?

Spiritia recognizes the challenge of ‘representatio the
2005/6 annual repdft “It is often difficult for activists to
really identify with and understand the real consesf the
silent majority of PLHIV. Indeed, such activisteduently
have their own agenda, and staff in Spiritia ireiy brings
their own views and preconceptions to the tablett@rother
hand, many PLHIV expect or at least hope that fpigind/or
the network will address all of their needs. Itl\i¢
increasingly difficult to satisfy all of these ctinfing strains
as the network becomes increasingly large and skver
IPPI mentions that “participation of women and yowirls,
especially those who are living with HIV, need$t
improved at every level. Often, people living witltv only
take part in AIDS response as testimonial speakease
invited to meetings without knowing what they camtribute
to those meetingd®

National PLHIV Networks

28 2007-2010 National HIV and AIDS Action Plan in breesia

292006, GOI, Presidential Regulation No. 75/2006

302009, Country Summary Report Indonesia — UNAIDS0Be Independent Evaluation

312008 CSO Shadow report Country Progress Report ABES

322005/6 Annual report, Spiritia, http:/spiritiaid/Doc/Report05-06.pdf, accessed 13 July 2009
332008 CSO Shadow report Country Progress Report ABES
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8. Main national PLHIV
network(s)/organisation(s)

Spiritia.

JOTHI, National umbrella of PLHIV, since 2008.

IPPI, National Positive Women Network.

PITA, support group for parents of HIV-positive pém used
to be based at UNAIDS.

As of 2008 there were 115 support groups that 5eq
PLHIV in 71 municipalities, as well as a growingmioer of
community organizations that help reducing stigma a
discrimination against PLHI¥/.

9. Main strategies/activities

(As of 2004° Spiritia is an umbrella for several support
groups. There are an executive director and thiegram
directors. At first, PLHIV or people who had logtlsgs or
partners to AIDS, held each of the program direptmsitions.
They mentored PLHIV so that they can take on these
positions. Spiritia carries out ‘strengthening ta@'s{imembers
visit out-patient departments, STI clinics anditestentres
to make direct contact with positive people) stiatimg new
peer support groups and expanding the network ¢nmut
the country. Spiritia also developed a strong shillilding
component: people were trained as trainers in publi
speaking.

10.How is the National
Network(s) involved in the
national response?

Spiritia noted®that “the vast majority of identified PLHIV
have no desire to become activists. The challehge o
tokenistic involvement can only be addressed i§¢ého
involved are willing to be empowered, and undedtie
intent of such empowerment. ‘Empowerment’ is becaa
‘buzzword’, with limited understanding either of ineaning
or its history.”

Support for GIPA/Networks

11.Current AusAlID support

Mainly support to Gov of Indonesia but large NG @zort
component through Australia-Indonesia PartnerstipiV
and HCPI. HCPI supported JOTHI by establishment of
National Secretariat and support to provincialliati
networks; HCPI funds Spiritia in capacity develompine
strengthen peer support and PLHIV advocacy forcgoli
development and information dissemination.

12. Are development
partners/INGOs financially
supporting GIPA and/or
national networks?

HCPI financial - mainly technical support to Spajtalso
capacity development through Leadership component.
PITA received material support (office space andiggent
from UNAIDS) until 2008.

UNAIDS and HIVOS (Netherlands) supported IPPI istpa
Burnet Institute carried out an HIV project in Actlat
consciously sought genuine partnership with PLHIWe
project came about following the APN+ scoping eisarinto
the impact of the tsunami on PLHIV. Staff came from

342008 Country Progress Report UNGASS
352004, APN+, Position Paper 2 GIPA

36 2005/6 Annual report, Spiritia, http:/spiritiaid/Doc/Report05-06.pdf, accessed 13 July 2009
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Medan+ and recruited local volunteers. PLHIV now tie
program and Burnet provides managerial support and
technical guidance. Aceh is the most conservatiggipce in
Indonesia yet the project helped to develop speEifl
legislation, set up eight VCT sites (where thers wathing
in 2006), get people on ARVs, and develop a bugdiesn.
The project employs openly HIV-positive people &iad
positive advocates who work directly at commundtydll.

13. Any technical support for
GIPA/Networks

UNAIDS has formally and informally supported PLHtY
organise and get involved in policy developriént
AusAID-funded IHPCP project (2002-2007) supported
PLHIV organisations financially and technicaflyCurrent
HCPI provides considerable support.

UNDP supports entrepreneurial training for sevetat|V.

14.1s government funding GIPA -

and/or national networks?

The NAC provides space for the PLHIV networks (attter
community groups) at the NAC Secretariat.

Strategic information and
research

15.Research findings on the
needs of PLHIV, situational

analysis legal/social context?

APN+, 2009, “A long walk — Challenges to women'sess to
HIV services in Asia. Participatory action resedrch

Civil society involvement is challenged because feembers
of civil society are familiar with commitments suah
UNGASS-related the Declaration of Commitment on
HIV/AIDS and are not aware of the requirements and
opportunities to participate in related proce¥ses

The “Cipayung Statemerif"of the Third National Meeting of
Peer Support Groups in September 2006 (81 peepsupp
groups from 47 districts/municipalities) includeda for:

- Peer groups to facilitate needs of other groupkerarea
National/local AIDS Commissions to be more proagtiy
in advocacy, become data centres, facilitate progra
funding support for community
The NAC to involve PLHIV in all working groups, the
secretariat, and all other activities in accordamitk the
capability of the PLHIV/affected people.

PLHIV and civil society leaders to increase public
awareness of the dangers of HIV/AIDS and to reduce
stigma and discrimination.

16. Any evaluations of GIPA
responses?

The UNAIDS evaluation of GIPA found that “PLHIV
perceive that they are engaged in the nationabresgpas
equals, although it is difficult to attribute p@sét changes in
national laws and policies to their participatitn”

372009, Country Summary Report Indonesia — UNAID8dBd Independent Evaluation
38 http://www.indo.ausaid.gov.au/projects/hivaidsmtion.html accessed 13/7/09

392008 Country Progress Report UNGASS

402006 Cipayung Statement, http://spiritia.or.idataart.php?artno=2007 accessed 12 July 2009
412009, Country Summary Report Indonesia — UNAID8dBd Independent Evaluation
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Lao PDR

Overview

Establishing NGOs is new territory for the govermtnand they have naturally been cautious. The
national PLHIV network, LNP+, has been developintjddes of Association so it can form an
organisation. UNAIDS and UNICEF are working togetivith the government to assist LNP+ to develop
its proposal to provide them with legal status@®&O in Lao PDR. LNP+ will be one of the “firstls

off the rank"; they and the Women's Union have pdghe agenda of the government to make this
happen.

The National Committee for the Control of AIDS (NE&Jrecently agreed to add a PLHIV representative
onto the committee.

ARVs and drugs for opportunistic illnesses are ffes free by the government via funding from
GFATM,; funding also covers transport for PLHIV tollect ARVs, attend monthly meetings and to
employ some PLHIV as peer counsellors. NCCA haaterka Task Force on Treatment Care and
Support to facilitate support for PLHIV in Lao PDR.

LNP+ is connected to support groups in the 11 prees. They receive funding via Lao Red Cross
mainly from Danish Red Cross and some from AustreRed Cross. LNP+ provides some financial
support to some of the provincial support groups.

Inclusion in national response NCCA: National Committee for the Control of AIDS
NCCAB: NCCA Bureau

1. GIPA/ non-discrimination The Lao PDR does not have specific HIV legislatioat
included in the national HIV protect PLHIV against discrimination, but it hasational
policy? policy on non-discrimination which specifies prdten for

vulnerable group

2. GIPA included in the National| - GIPA is included in the NSP, but not as a guidiriggple.
HIV Strategy? - Support for PLHIV networks is a strategy under card
treatment.
NSP outcome is “PLHIV are actively participatingddmave
advisory roles in all HIV/AIDS decision making bedi
including NCCA and CCM".
Strategy 1) Strengthen the ability of PLHIV to angae
themselves, and to effectively voice issues thabér
concern to them by: strengthening the National dektvof
PLHIV, carrying out other programs for GIPA and
providing PLHIV with adequate capacity to contribtib
HIV related organisations.
Strategy 2) Ensure full involvement of PLHIV in the
decision-making process at all levels of policy anolgram

42 UNGASS country progress report 2008
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development, implementation and monitoring, by psbtng
establishing enabling environment for their papétion at
all levels.

3. GIPA activities in the National| -

HIV Operational Plan?

GIPA has activity code in operational plan (but no
operational plan is available).

Training activities for PLHIV were conducted to éle
them to work as resource persons in training & adeyg
workshops. PLHIV are members of all coordinatingibs,
both at national and provincial le¢&!

4. GIPA in sectoral HIV
Strategies/policies?

Min. of Public Security, Min. of Labour and Soci&klfare,
Ministry of Defence, Ministry of Education, Min. of
Transport) and have developed sectoral plans, or
implemented activities (UNGASS report 2008).

National GIPA strategy

5. National GIPA
policy/strategy/action plan?

No

Representation

6. PLHIV representation at
National AIDS
Commission/CCM/other?

PLHIV are included on CCM.

How is representation dealt
with of different positive
people/women?

No

policy

National PLHIV Networks

8. Main national PLHIV
network(s)/organisation(s)?

Lao Network of Positive People (LNP+) as well as si
functional PLHIV self help group$

9. Main strategies/activities

Monthly meetings; placement in hospitals that pilevHIV-
services

10.How is the National
Network(s) involved in the
national response?

No

involvement other than as support services pargi

Support for GIPA/Networks

11.Current AusAID support

Through the APN+ Capacity Development Initiativargpof
the Consortium), and with added support from th@Ate,
over the next 12 months Thai PLHIV will go into LB®R
and provide technical support and mentoring; then k
PLHIV from LNP+ will spend time in Thailand learmgjn
from the Thai network. This exchange will be faaiied
because the two groups know each other's cultute an
language.

12. Are development
partners/INGOs financially
supporting GIPA and/or

UNDP program 2005-2008 “Enhancing Capacity for a
Multi-Sectoral Response to HIV/AIDS in the Lao PDR”
included strategy: “GIPA and partnerships bringfdd|V

43 UNGASS country progress report 2008

44 Response Review quoted in the 2006-2010 NSP
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national networks?

organizations and government together for a meéuling
involvement of PLHIV*.

Lao Red Cross Society HIV Programme 2008-2010 dresy
a strategy to help develop PLHIV community support
groups and networks (as means to reducing HIV stignd
discrimination). In the LRC past supported LNP+

USG and GFATM support the national response, but no
GIPA (USAID: prevention and surveillance; GFATM:
treatment).

13. Any technical support for
GIPA/Networks

Red Cross Society; APN+ (also grant support)
AusAID supports Joint UN Workplan on AIDS - Commits
co-sponsors to advocate and provide technicaltapsis’.

14.1s government funding GIPA
and/or national networks?

99% of the national response is financed by devety
partners. Lao PDR government is not generally stijweoof
NGOs, but national government accepts LNP+.

Strategic information and
research

15.Research findings on the needyes

of PLHIV, situational analysis Doussantousse S (August 2005) Experience of HIVAIBS and

legal/social context?

UNICEF care and support interventions in Lao PDRyualitative
study. UNICEF Lao PDR
http://www.unicef.org/eapro/Experience_of HIV_andD& Laos.pdf

16. Any evaluations of GIPA No
responses?

45 http://www.undplao.org/whatwedo/respondhiv.phpessed 6 July 2009

“8 http://www.ifrc.org/docs/appeals/09/LRC-GAHIV-Md&pdf, accessed 6 July 2009

47 Prue Borthwick mentioned this
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Myanmar

Myanmar is an extremely resource-poor country amgart for HIV is not based on epidemiology. The
social safety net provided by donors is much sméiign in other countries, even though the couimtisy
one of the highest epidemics.

The national network of PLHIV, Myanmar Positive Gpo(MPG) cannot get registered so it does not
have a recognised voice and no role in influendigggovernment. PLHIV need to be clear to
government that they are providing support and selling and helping with prevention, not trying to
create a movement to oppose government in any way.

Inclusion in national response - The National Coordinating Body for AIDS,
Tuberculosis and Malaria (like CCM, chair Minister

Health)

NAC: National AIDS Committee (chair Minister Health)

NAP: National AIDS Program, Ministry of Health

TSG: Technical and Strategy Group for HIV and AIDS

(draws on technical expertise of UNAIDS cosponsors,

undertakes planning, monitoring, and coordination).

1. GIPA/ non-discrimination No evidence of HIV policy.
included in the national HIV

policy?

2. GIPA included in the National | No evidence.
HIV Strategy?

3. GIPA activities in the National| - No; no operationalisation of relevant principlesl @sues.
HIV Operational Plan? - One of the key issues of the 2006-2009 OperatiBlaal is
“Community-based activities will be directed to ved
stigma and discrimination towards PLHIV and thosose
behaviours is perceived as being associated with
infection™®,
In operational plan and budget allocation for 2atment
and care for PLHIV (11,000 on ART by 2009), and 2)
establishment of PLHIV self-help groups, reachifgd00
PLHIV by 2009°.

4. GIPA in sectoral HIV - Mention of several sectoral strategies in the N@pbrt —
Strategies/policies? not clear if GIPA addressed

National GIPA strategy

5. National GIPA NoO
policy/strategy/action plan?

Representation

6. PLHIV representation at - No PLHIV on the NAC, NAP or other national body.
National AIDS - PLHIV was on the CCM (in 2006 GF application

8 5006-2009 Operational Plan
%9 2006-2009 Operational Plan
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Commission/CCM/other?

unsuccessful).

No PLHIV representation on board of Three Dise&sew.
PLHIV representative on the TSG for HIV/AIDS “toseme
input based on understanding of living with thausiwithin
communities affected by the epidemic”. During tleeiqd
2006-9 PLHIV networks were developed so that PLHIV
can move from an advisory to a representative sfatu
NAP guidelines about membership in township/ distri
AIDS committees do not include PLHIV.

A PLHIV representative was key note speaker at the
Colombo ICAAP satellite on Myanmar.

7. How is representation dealt
with of different positive
people/women?

The 2006 WHO review found that the PLHIV rep on the
CCM lacked knowledge, support and the appropriate
structures and mechanisms to represent existing\WPLH
support groups in the countty

The NSP mentions that representation needs to be
strengthened by supporting the link between MNPR3 an
self-help groups.

National PLHIV Networks

8. Main national PLHIV
network(s)/organisation(s)?

MPG (Myanmar Positive Group) is a network of PLHIV,
with the objective 1) to reduce stigma and disanition
through advocacy work with faith-based organisatj@) to
have representation at the national, regional and
international levels for PLHIV; and 3) to build thapacity
of people living with HIV??.

A growing number of self-help groups of PLHIV are
emerging across the country. Around 3,000 memlfesslb
help groups in 2006, more than 30 groups, (10 with0
personsj® >

9. Main strategies/activities

MPG has 10 board members (PLHIV) from support gsou
and a secretariat in the Alliance offite

Monthly meetings to promote GIPA involving peoplerh
different support groups.

Positive prevention training for PLHIV.

10.How is the National Network(s
involved in the national
response?

Se

€ representation

Support for GIPA/Networks

11.Current AusAlID support

1.

In 2007 the Three Diseases Fund was launched dyKh

the European Commission, Sweden, Australia, the

505006-2010 National HIV/AIDS Strategy Myanmar

51 2006, WHO, Review of the National HIV Programmeaviynar
52 http://www.ngosupport.net/sw53197.asp, accessehi 2009

32008 UNAIDS Country Situation, Myanmar

54 2006, WHO, Review of the National HIV Programmeavignar
55 2006, WHO, Review of the National HIV Programmeaviynar
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Netherlands and Norway, providing critical fundif39%
of total funding in 2007¥; the second round call targeted
community groups and PLHIV received direct fundiog
the first time.

2. Major AusAID grant provided for harm reduction by
UNODC.
12.Are development The HIV funding situation is precarious: no GloFaind,
partners/INGOs financially no PEPFAR funding, no Asian Development Bank, amd
supporting GIPA and/or World Bank funding’.
national networks? UNAIDS and International AIDS Alliance provide
considerable PLHIV support.
13. Any technical support for Alliance and UNDP supported the GIPA Project Inite
GIPA/Networks Group (in early 2005), resulting in the establishtraf
Myanmar Positive Group (MP&) AFAO also funded this
group in 2005-6 (from private funds, not AHAPI)
MPG members were supported to attend the ICAAP in
2005, and training at APN%
14.1s government funding GIPA |

and/or national networks?

Strategic information and
research

15.Research findings on the need
of PLHIV, situational analysis
legal/social context?

S

The 2006 Programme Review looked at GIPA and foun
that involvement was poor but increasing, maingy sélf-
help groups, convened by NGOs or HIV/SID teams.e&sc
to ART helps PLHIV to get involved, but stigma and
discrimination prevents them from being active merab
(some group members are not out to farffily)

)

16. Any evaluations of GIPA
responses?

In 2005, the GIPA initiative grodpformed an Advisory
Committee to initiate a project to promote GIPAn&li
PLHIV were nominated to form a Committee to develop
and manage the project. Training was provided tdIFLn
understanding GIPA, project design and proposalngi
and team building. Formation of two committees and
developing clear roles for each was important in
establishing a structure to undertake activitiestéring a
sense of community among PLHIV to work jointly taoads

their interests and rights was important.

56 2008 UNAIDS Country Situation, Myanmar
572008 UNAIDS Country Situation, Myanmar

58 http://lwww.ngosupport.net/sw53197.asp, accesseili?009
59 2006, WHO, Review of the National HIV Programmeavignar
60 2006, WHO, Review of the National HIV Programmeaviynar
61 Promoting Greater Involvement Of People Living M#tI\VV/AIDS (GIPA) In Myanmar, International Confaree AIDS. 2006 Aug 13-18; 16

Abstract No. MoPdD0O1
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Viet Nam

Overview

Most funding for the HIV response in Vietnam corfresn the Global Fund but issues are decided by the
Ministry of Health and there is no formal mechantenmave input into the decision-making proces® Th
Vietnam Administration for HIV/AIDS Control is nodeveloping a Memorandum of Understanding on
how to work with civil society. The Government doex yet formally recognise VNP+, the newly
formed national network of PLHIV, because it doeshmave legal status. At provincial level there is
more PLHIV involvement. A GIPA project has been aing for over three years — supported by the
Women'’s Union, UNDP and UNAIDS in four provinces,instil GIPA into the Women'’s Union and the
broader community. Partnerships Now PLHIV are legdhe way and there is close collaboration
between civil society and government. UNDP alsoshpmoject with the Communist Party about
community mobilisation and creating an enablingiemment and increasing involvement of PLHIV; it
was in three provinces and they now want to scalé be joint UN team on HIV has a work plan which
is based on the national strategy and it has agitomponent on supporting civil society involvemen
UNAIDS supports institutional development, incluglitnaining on advocacy for the steering committee
of the networks and helping them to develop theaitegic plan and providing support for four faoe-t
face meetings of VNP+.

In GFATM Round 9 Vietnam agreed to dual track ficiag. PLHIV are involved in the civil society
track and are developing proposals. UNAIDS and PA&Tworkshops on how to write expressions of
interest and provided opportunities for self-helpugps to link up with NGOs and jointly develop
proposals. Several self-help groups are now subpiests. There is good coordination, collaborationl
good working relationships among various organisatiworking in harm reduction - UNAIDS knows
what everybody is up to.

Inclusion in national response VAAC: Viet Nam Administration for HIV/AIDS Control
NAC: National Committee for HIV/AIDS, Drugs and
Prostitution Prevention and Control

1. GIPA/ non-discrimination - Law on HIV/AIDS (June 29, 2006) protects the rights
included in the national HIV PLHIV against stigma and discrimination and stipegathe
policy? responsibilities in the national response to HIV.

Decree 108/2007 ND-CP (June 2007) provides detailed
instructions for the implementation.

Decision 29/2007/QD-TTg on Management, Care and
Support, Treatment and Counselling for PLHIV insdd
settings (including educational, rehabilitationtces,
detentions, prisons and social care centres).

Decision 60/2007/QD-TTg; Decision 96/2007/QD-TTg;
Decision 67/2007/QD-TTg on support for people and
children living with HIV?2,

There is a concern that the following issues ate no

22008 Country Progress Report Vietham
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addressed in the Decfé&e
0 Issues relating to confidentiality of HIV test résu
particularly in closed settings.
o Inthe employment sector allowance for mandatq
testing of recruits in certain occupations.

2. GIPA included in the National
HIV Strategy?

National Strategy on HIV/AIDS Prevention and Cohiro
Viet Nam until 2010 (Developed in 2004) contains as
guiding principle:
Fighting stigma and discrimination against PLHI\
increasing the responsibilities of families and the
society towards PLHIV and the responsibilities of
PLHIV towards their families and the soci®ty

3. GIPA activities in the National| -

HIV Operational Plan?

There are nine Programs of Action on technicatetyias;
none on GIPA.

2007 “Viet Nam Call to Action for GIPA” 2007, joint
initiative between the Party, the Government, PLHdAd
International partne? ® provides all the GIPA principles
and action points. No evidence of follow up othert as an
advocacy tool.

4. GIPA in sectoral HIV
Strategies/policies?

No

information — probably not

National GIPA strategy

5. National GIPA
policy/strategy/action plan?

No

Representation
6. PLHIV representation at Previously self-selected PLHIV on the CCM; now (iosi
National AIDS to be held by VNP+.

Commission/CCM/other?

VNP+ has elected representatives on the Inter-teirdgs
Committee for HIV and on various Ministry of Health
committees.

In most leadership events, PLHIV are invited tatipgrate
and address audienées

Chair of the Southern network of PLHIV was on UNGAS
report meeting

7. How is representation dealt
with of different positive
people/women?

There is a self-selection process by PLHIV for éfera
steering committee for VNP+. However, one third of
PLHIV organisations are not members of VNP+, oftan
reasons of fear of being co-opted by the governnidis
raises questions about the representativeness BftVN

Since 2008 there has been a self-selection préoess

63 2008 Country Progress Report Vietham

64 2004, MoH, National Strategy on HIV/AIDS Preventiand Control in Viet Nam until 2010 with a visitm2020

2008 Country Progress Report Vietham

66 2007, Viet Nam Call to Action for the Greater Ihx@ment of People Living With HIV/AIDS

72008 Country Progress Report Vietham
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PLHIV representative and alternate for the CCMrélace
government appointed PLHI®)

National PLHIV Networks

8. Main national PLHIV
network(s)/organisation(s)?

VNP+ established in 2008.

Over 130 self-help groups.

Self-help groups have organized themselves in nmbr
networks, members are involved in policy developimen
processes; raising awareness of updated legisjation
supporting ART services and referral; and in figbti
against stigma and discriminatfon

9. Main strategies/activities

Strengthening and coordinating provincial netwofksus of
the response is very much on access to ART.

10.How is the National
Network(s) involved in the
national response?

Meaningful PLHIV participation in policy developmntesnd
in planning and review of program implementation is
limited. Yet, PLHIV have been involved in severalipy
and programmatic activities, including the develepirof
the National AIDS Strategy 2004, the drafting af thlV
Law 2006 and subsequent directives and decrees, the
Programs of Action on Monitoring and Evaluation and
Harm Reduction, the development of the country rigfoo
the UN High Level Meeting and attendance at the Kbl
well as participation on the CCM and the sub-CCMhef
Global Fund. PLHIV participation increased sinc€&0due
to high level government support, increased finarend
technical support from donors, and improved H\pmse
in Vietnan®,

Support for GIPA/Networks

11.Current AusAID support

AusAID provides $1 million for harm reduction via
Vietnam Administration for AIDS Control; no GIPA
component.

The Innovations Fund provides up to $250,000 par f@r
greater civil society participation in HAARP, inding at
provincial level; there is $80,000-$100,000 foreical
assistance that could be used to increase cividtsoc
participation and long-term sustainability.

AusAID and UNAIDS jointly fund work with the Natia
Committee (national policy and decision making bogly
HIV) to create a Partnership Forum and ensure &oely
working on HIV is included in regular meetings.

12. Are development
partners/INGOs financially
supporting GIPA and/or

AusAID supported Sunflower group with US$10,60@nd
the UNV GIPA project (US$25,000)
Other donors for HIV response:

68

2009, HLSP/ITAD, Country Summary Report Vietnane&el Independent Evaluation UNAIDS

92008 Country Progress Report Vietham

70 2009, HLSP/ITAD, Country Summary Report Viethane&®l Independent Evaluation UNAIDS

™ AusAID supported HIV/AIDS projects until 2006

72 2006-2010 UNV GIPA Project Document
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national networks?

USAID, CDC/PEPFAR, DFID, NORAD, AusAID,
GTZ/KfW, France; CIDA; SIDA, Denmark, Japan
UNAIDS, UNDP, WHO, UNICEF, UNFPA, UNESCQ
UNODC, ILO, IOM and UNV
WB, ADB, GFATM.
The INGO Technical Working Group for HIV/AIDS, alis
individuals and organizations to share information
conduct joint advocacy work. This TWG has a GIPA-su
group that meets bi-montH#fy
Support for GIPA activities as of 2004
ARC: PLHIV support groups
CARE/COHED/ARC/FHI: Train PLHIV as researcher
CARE/Policy: training journalists, research lediisia
reform; PLHIV self-help groups
CARE: Capacity building of PLHIV; counselling and
support
CDC: Treatment related training; Access to treatmen
and services for PLHIV
FHI: Access to treatment and services for PLHIV
MCNV: Support group for Women living with HIV
Policy: Capacity building of PLHIV; briefing paper
UNDP New Delhi/CARE: Capacity building of PLHIV.

13. Any technical support for
GIPA/Networks

UN (especially UNAIDS secretariat) supported
establishment of VNP+. Ongoing UN support incluftes
legal registration, organisational development glings
and Action Plan 2008-2010, including skills builgifor
leaders and the steering committee. VNP+ and &hellV
organizations require considerable investment paciy
building, particularly communication skiffs

Viet Nam Women’s Union (VWU) supports the
establishment of Empathy Clubs, and implement&iky
GIPA project (2005-8), to enhance involvement and
participation of PLHIV®. Five components: training and
support for PLHIV; help them to get access to trestt and
other services; reducing stigma and discrimination;
promoting understanding and support of GIPA, amviple
opportunities for participation of PLHIV in HIV dutties.
US$667,000 from BMZ (Germany), UNV’s Special
Voluntary Fund, PEPFAR and AusAfD

The Fatherland Front launched a campaign to promote
positive living which is named “cultured family and
community”. Families and communities will be caef if

" 2006-2010 UNV GIPA Project Document
4 2006-2010 UNV GIPA Project Document

& 2009, HLSP/ITAD, Country Summary Report Vietnane@el Independent Evaluation UNAIDS

76 2008 Country Progress Report Vietham

" http://www.un.org.vn/unv/index.php?option=com_a@mi&task=view&id=40&Itemid=241, accessed 9 July 200
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they meet the criteria given by the organisatiome o
criterion is for non-discrimination towards PLHTY

14.1s government funding GIPA
and/or national networks?

VWU and Fatherland Front are para-statal orgamisati
(see above)
Government supports VNP+ to represent PLHIV

Strategic information and
research

15. Research findings on the needs
PLHIV, situational analysis
legal/social context?

Undated, Centre for Community Health and Developimnel
Positive Perspective: a qualitative research omthater
involvement of PLWHA in HIV/AIDS prevention and @ar
in Hanoi, Hai Phong, Khanh Hoa, Ho Chi Minh Citydan
Can Tho.

APN+, 2009, “A long walk — Challenges to women’'sess
to HIV services in Asia. Participatory action rasdg.

16. Any evaluations of GIPA
responses?

Providing services in closed settings remains Hatge.
Closed settings include education centres, re-eiduca
centres, detention centres, prisons or other sspi@isored
centre$’.

More efforts to promote civil society organisati@ssequal
partners in the national response and to encouhaire
involvement in all steps of design and implementatf
HIV activities.

UNAIDS evaluation found as achievements: 1) supfoort
the creation of VNP+ and a self-selection process f
leadership; 2) development of an Action Plan to&8aid
capacity building; 3) institution of a CCM self-setion
procedure; 4) PLHIV involvement in developing the
National Strategy, HIV Law drafting, UNGASS repagi
CCM participation; and 5) Government endorsemethef
Call for Actiorf”.

Vietnam Women’s Union (July 2008). Evaluation of th
‘Promoting the Greater Involvement of People Livimigh
HIV (GIPA) Project in Vietnam'. By Jack Wallace,
Australian Research Centre in Sex, Health and Soared
Tran Minh Gioi, Centre for Community Health Pronooti

82008 Country Progress Report Vietham
92008 Country Progress Report Vietham
80 2008 Country Progress Report Vietham

812009 HLSP/ITAD Country Summary Report Vietnam Setimdependent Evaluation UNAIDS
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Fiji
Overview

The Fiji Network of People living with HIV, FIN+ak the support of the Council of Chiefs, and rezgiv
technical assistance from the Ministry of Healthey also provide premises free. FIN+ has develaped
drop-in centre which needs refurbishment.

FJIN+ is very adept at community education, but thesd organisational strengthening and networking
skills, and they need training on how to advocatgdvernment and contribute to issues that affesnt

Inclusion in national response NACA: National Advisory Committee on AIDS
Secretariat (Public Health Division, Ministry Of &lh)

1. GIPA/ non-discrimination There is no current HIV and AIDS-specific legistatj nor
included in the national HIV a cohesive single national policy. ‘HIV and AIDS
policy? Prevention’ promulgation has been drafted and w@itivg

Cabinet approvi.

2. GIPA included in the National | - National HIV/AIDS Strategic Plan 2007-11.
HIV Strategy?

3. GIPA activities in the National| - No national work plan.
HIV Operational Plan?
4. GIPA in sectoral HIV - No evidence.

Strategies/policies?

National GIPA strategy

5. National GIPA - No
policy/strategy/action plan?

Representation

6. PLHIV representation at - NGOs in the 2008 progress report: “While some MARP
National AIDS have been represented in the NSP, this has beenistik
Commission/CCM/other? at best. In addition, there is minimal gender atd &hd

AIDS coverage in the NSP*

Presently FIN+ is a member of the Fiji CCM, and the
Pacific Islands AIDS Foundation represents PLHI\lo®
regional CCM*. Six NGOs who are significant stakeholde
were excluded from the CCM during the GFATM Round| 7
process in 2007, for challenging governance pregtic
Four NGOs are represented at the NACA; FIN+ hasf g
on NACA. CSO representatives on NACA are currently
government appointees and therefore not true reptaton
of civil society in generdl®

PLHIV did not contribute to the UNGASS progressarp

D
=
(72}

82 2008 UNGASS Country Progress Report
832008 UNGASS Country Progress Report
84 http://www.theglobalfund.org/programs/ccm/?CoultrFJi&lang=en, accessed 15/7/09
85 2008 UNGASS Country Progress Report
8 2008 UNGASS Country Progress Report
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2008 (other NGOs did — see quotes).

FJIN+ sits on Pacific STl and HIV Research Centre
Committee, School of Medicine, University of South
Pacific.

7. How is representation dealt
with of different positive
people/women?

FJIN+ does not represent ethnic diversity and dityeo$
modes of infection.

National PLHIV Networks

8. Main national PLHIV
network(s)/organisation(s)?

Fiji Network of People Living with AIDS (FIN+), established
2004.

9. Main strategies/activities

Peer support; community education; focus on stigma

10.How is the National Network(s
involved in the national
response?

)On NACA, but it has not met under current governinen

Support for GIPA/Networks

11.Current AusAlD support

Core funding and project funding, via Response Fund

12. Are development
partners/INGOs financially
supporting GIPA and/or
national networks?

HIV/AIDS development partners are SPC, UNAIDS, WH
UNFPA, UNICEF, ILO, & AusAID.

UNDP funded a GIPA pilot project with US$110,000rr
2004 onwards, strengthening FIN+ with 1) Orgarosati
development 2) Care and support and 3) Advocacy.
UNAIDS/Fiji provided funding for business and IRitning,
advocacy and income generation activities, ToTlLtor
people on HIV awareness raising, positive leadeedtend
International AIDS Conferenc¥s

UNAIDS/ UNDP supported a Pan-Pacific Gathering for
PLHIV in New Zealand in 2008

13. Any technical support for
GIPA/Networks

Available through Response Fund.

14.1s government funding GIPA
and/or national networks?

FJIN+ was established with financial support froe thoH
under the previous government.

Strategic information and
research

15.Research findings on the neeq
of PLHIV, situational analysis
legal/social context?

IS

Inadequate resources and capacity for the Fiji Lagh
Commission and Fiji Human Rights Commission have
resulted in weak provision of legal services foHPL, and
members of vulnerable and marginalised groups.e€Ttser
no channel of redress for PLHIV regarding HIV isStie
PIAF, 2009, Report on people living with HIV in the
Pacific: A qualitative study of HIV and AIDS-relate
stigma and discrimination.

16. Any evaluations of GIPA

responses?

Questions exist about whether HIV-positive peofleeh

true representation, which makes it hard to gahge t

87 2009, Summary report Pacific for Second IndepenBealuation UNAIDS
88 2009, Summary report Pacific for Second IndepenBealuation UNAIDS

892008 UNGASS Country Progress Report
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effectiveness of their participation, although tfemeral
consensus was that the quality of PLHIV networks is
improving®.

A review of the Pacific Regional Strategy on HIVIX$
(2004-2008) in 2006 noted that there has been some
positive movement in strengthening leadership. For
example, CSOs, in particular those involving PLHIityve
become increasingly engaged in supportive fales

% 2009, Summary report Pacific for Second IndepenBealuation UNAIDS

91 5009-2013 PRSIP draft version
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Kiribati
Overview

One man and one women of the 57 people diagnosdti/agositive to date in Kiribati are open about
their HIV status. The male is a community educatat has been involved in meetings at national level
the National HIV Task Force, Ministry of Health ntiegs, and with NGOs.

He does a lot of public education and offers pappert. Often he goes out in a tag team with somgbo
from the Ministry of Health or with another womarhere is potential for an emerging PLHIV group, but
many PLHIV do not want to access services.

Inclusion in national response KHATBTF: Kiribati HIV & AIDS, TB Task
Force
1. GIPA/ non-discrimination included in the Mentioned as a guiding principle in Natiorjal
national HIV policy? HIV Strategy.
2. GIPA included in the National HIV Strategy? Yes
3. GIPA activities in the National HIV

Operational Plan?

4. GIPA in sectoral HIV Strategies/policies?

National GIPA strategy

5. Specific national GIPA policy/strategy/action

plan?

Representation

6. PLHIV representation at National AIDS PLHIV is a member of the KHATBTF. He has
Commission/CCM/other? represented Kiribati NAC in some regional

forums.

7. How is representation dealt with of different | Only one PLHIV is public.
positive people/women?

National PLHIV Networks

8. Main national PLHIV - None to date

network(s)/organisation(s)? - Kiribati HIV/AIDS and TB Task Force
Pacific Islands AIDS Foundation, PIAF
9. Main strategies/activities Community education; building peer suppprt
network.

10.How is the National Network(s) involved in | One PLHIV who is employed by KANGO hag
national response? input into policy design.

Support for GIPA/Networks

11. Current AusAID support Employment of one PLHIV in KANGO.

12. Are development partners/INGOs financially
supporting GIPA?

—

13. Any technical support for GIPA/Networks | AusAID provided some TA funding for projeq
management to PLHIV prevention and
advocacy program. PIAF provided some TAlin
terms of AIDS Ambassador training.

14.1s government funding GIPA and/or nationall KHATBTF provides small funding to PLHIV

AusAID Health Resource Facility
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networks?

advocacy work and involves PLHIV in HIV
community education programs organized
through the MoH related activities.

Strategic information and research

15.Research findings on the needs of PLHIV, | No
legal/social context, etc.?
16. Any evaluations of GIPA responses? No

AusAID Health Resource Facility
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Papua New Guinea

Overview

The national PLHIV network in PNG, Igat Hope, hagtit into government decision making via the
National Strategic Plan Steering Committee, a subroittee of the NAC that provides strategic inut t
matters of policy and project implementation; Igaipe also has a place on the CCM. PLHIV are not
involved in developing treatment guidelines or giels.

Igat Hope has recently undergone significant chengeo previous board members have been employed
as program officers - one on treatments and ther aih stigma and discrimination. Another PLHIV has
been engaged as an administrative officer and hfag the Network Liaison Officer. This may have a
big impact on PLHIV capacity.

A GIPA Advocacy officer in AusAID started workingqndhe ground with PLHIV groups in the Western
Highlands and in Morobe and this has made a hugegeh by providing them with support, they can
effectively advocate to the government for inclasichange is coming from provincial level because
PLHIV are starting to see the importance of thelie in the HIV response.

Tingem Laip 2 has included a GIPA position as phthe technical resources of the project; thisris
opportunity to develop stronger mechanisms to conwih, train, incorporate, and utilise PLHIV in
community education as well as counselling — pest-and/or pre-ARV — especially where sites are
linked to testing centres.

The NAC has recently taken a strategic shift ineéponse towards a more direct engagement at
provincial level. This requires direct involvematitstakeholders including PLHIV groups, where they
exist, in the planning process and in service éejivPLHIV groups are now able to identify gapshie
response, set priorities and implement activitiesctly.

Inclusion in national response NAC: National AIDS Council
NACS: National AIDS Council Secretariat
NHASP: National HIV/AIDS Support Programme (AusAID)

1. GIPA/ non-discrimination - HIV/AIDS Management and Prevention (HAMP) Act 2003
included in the national HIV deals with discrimination, stigmatisation and maoda
policy? screening. Provisions include:

=+

Prohibition on discrimination and stigmatization ¢
people with or suspected of having HIV, or their

families;
Obligations of confidentiality regarding HIV status
are imposed.
2. GIPA included in the National | - The NSP 2006-20fbImplementation Arrangements
HIV Strategy? section specifically refers to the active partitipa of

92 From 2008 UNGASS country progress report
93 NSP not available on Internet

AusAID Health Resource Facility
Managed by HLSP in association with IDSS 53



GIPA Scoping Report
Services Order 14

4/12/2009
Final

PLHIV only in the treatment, counselling, and canel
support sections (p61).

While the family and community support section irtes
an objective to empower PLHIV as advocates in comtyy
education programs (p76), PLHIV are not mentiomed i
relation to education and prevention, leadershapinership
or coordination.

Oxfam GIPA review noted that PLHIV were represeriad
the project steering committee and on five of severking
committees; still the document’s references to RLHI
engagement are surprisingly few in nunifer

3. GIPA activities in the National| N/A
HIV Operational Plan?

4. GIPA in sectoral HIV N/A
Strategies/policies?

National GIPA strategy

5. National GIPA No

policy/strategy/action plan?

Representation
6. PLHIV representation at lgat Hopé”® has a representative and an alternate on the
National AIDS CCM. However, PLHIV do not feel comfortable to skea

Commission/CCM/other?

out. New PLHIV joining the CCM need support to
participate effectively.

There is a PLHIV on the NAC since 2007 with fulltviy
rights, but he does not represent the national aré&tvA
new council will be set up soon; Igat Hope boarlil wi
nominate a member to represent positive p&aple

There are seven focus areas in the NSP; only @ze ar
Research Advisory Committee has a PLHIV as a memb
The other six areas do not have PLHIV represemtatio
The NSP Steering Committee started off with threel IV
representatives. Since completion no more involvegroé
PLHIV in the NSP steering committee.

GIPA is central to an effective response, yet Hdgifive
people’s involvement at all levels of the natioredponse is
weak. Too often, the representation of positiveppeand
their organization is tokenistic or non existent.

er

7. How is representation dealt
with of different positive
people/women?

WABHA PNG was formed in 2007 as the national netwd
of women living with HIV in PNG. It was a result of
women coming together to express their concerns ove
issues affecting their lives and the lives of othesitive
women in PNG. They have an organizational strucing:
a plan to work around issues of PMTCT, gender vicde

=

stigma and discrimination, OVC and human rights.

o4 2006, Oxfam Australia, the involvement of PLHIVRNG's response

9 From 2008 UNGASS country progress report

% 2006, Oxfam Australia, the involvement of PLHIVRNG's response
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WABHA PNG plans to employ a coordinator and
strengthen their core working group before expamdin
further to other provinces. Work in five provinog#l be a
pilot program to see what can be done in otheripoes”.
To date, WABHA has not received funding or techhica
support other than ToT provided by APN+ in 2007.

National PLHIV Networks

8. Main national PLHIV
network(s)/organisation(s)?

lgat Hope
WABHA PNG (women);
Several provincial PLHIV groups

9. Main strategies/activities

Since 2006 Igat Hope set up its organizationakstine and
annual work plan. It is the national network of RWHin
PNG.

Igat Hope wants to play a proactive role by express
views and getting involved in the activities and th
coordinating committees at all levels of the nadion
response to HIV.

Activities 2008 and beyond: 1) Public Speakers Bure
(facilitated by NAPWA — Australia); 2) treatmentadacy
and printing IEC material 3) expand to other proeis
Support groups are located in several provincestadil
Goroka, Mt Hagen, Madang, and Lae. All still need
mentoring and support. Igat Hope organized a 2@®i8mal
conference to identify areas of support needethfor
planned initiatives.

10.How is the National Network(s)-

involved in the national
response?

PLHIV inputs in policy, guidelines and strategic
development on HIV in PNG is a challenge. Leadgrsfi
positive people in the HIV response is also noy \aative.
Need to build Igat Hopes’ capacity in these afeas

Support for GIPA/Networks

11.Current AusAID support

AusAID is by far the biggest funder for the respons
(US$26/43m for year 2008)

AusAID is a supporter of the NSP and NACDS. AusAID
will support programs and activities under the NACS
National Leadership Strategy.

Papua New Guinea — Australia Law and Justice Progisa
a joint governments’ development initiative, marthbg
Cardno Acil Pty Ltd. Australia is providing arouigd00
million from 2003 to 2009 to increase the respoesess of
the justice system and the national, provincial and
community levels

Oxfam Australia has supported a GIPA review.

AusAID provides lgat Hope with ongoing core fundiagd
funding for annual activities (A$300,000).

12. Are development

Igat Hope received financial and technical supfyorh

o7 From 2008 UNGASS country progress report
%8 From 2008 UNGASS country progress report
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partners/INGOs financially
supporting GIPA and/or
national networks?

UNDP, FHI, NACS and NHASP (Care and Counselling
Unit), GFATM.

13. Any technical support for
GIPA/Networks

NAPWA supports Igat Hope capacity development -
support for secretariat, governance training asgssce in
organisational development.

StopAIDS trains and employs HIV-positive advocatiegse
2000.

WHO employs PLHIV as Expert Patient Trainers tantra
health workers, which is considered successful.

FHI /PNG works with the PLHIV support groups and
focuses on reducing stigma and discrimination tghou
education for PLHIV and families, engagement, capac
building, interaction and involvement of PLHIV irrsice
delivery serving as a member of the HIV clinic case
management team, adherence counsellors and prgvidin
care and support at the community level; and merobtre
Continuum of Prevention to Care and Treatment
Coordination Committ€@

14.1s government funding GIPA
and/or national networks?

Igat Hope “benefits from important support from the
government and the development agentiés”

Strategic information and
research

15.Research findings on the need
of PLHIV, situational analysis
legal/social context?

<Lhallenges faced by Igat Hope M.

1. Treatments, including treatment guidelines aedtinents
rollout, is an area where Igat Hope members areadulted
or involved.

2. Prevention is one of the biggest gaps facedyatyHope
members; not much is done in terms of broadenirsgipe
people’s understanding on prevention methods aatkgies
available.

3. PLHIV work as volunteers in the Home Based Gare¢t VCT
programs. They are expected to work beyond whgtahe
funded to do, and fair compensation needs to beeased.

4. Members of Igat Hope do not participate in aéayomuch
as no training has been provided.

16. Any evaluations of GIPA
responses?

2006 Oxfam Australia assessment of GIPA in PNG.

9 EHI/PNG website -http://www.thi.org/en/CountryPites/PapuaNewGuinea/papprograms.htm

100 From 2008 UNGASS country progress report

101 Erom 2008 UNGASS country progress report
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Solomon Islands

Overview

There is strong support for GIPA both from governtrand NGOs. Training for Stepping Stones is just
happening in the country. HIV is under Reproductialth Services in the provinces, and testindlof a
pregnant women on their first antenatal visit isvrio place at Honiara Public Hospital; two womenéa
been diagnosed via antenatal testing. Seven oé&gle diagnosed with HIV to date are currentlyaliv
WHO estimate that over 350 people living with Hithe country but there is very little reliable alan
2008 less than 500 people came forward for volyrtdaunselling and testing. Lack of privacy is a
significant factor in the low numbers of peopldites There have been cases of ARV drug stock outs.
There is no CD-4 counting machine in the countgto®on Islands has one HIV-positive community
advocate. She gets encouragement to speak out &adyiinvolved in public awareness and education.
She does talks to youth groups, nurses trainingseswia Save the Children, Oxfam and various other
programs, mostly in Honiara.

Inclusion in national response SINAC: Solomon Islands National AIDS Council

1. GIPA/ non-discrimination National HIV Policy and Multi-sectoral StrategicaRl
included in the national HIV 2005-2010 (NHPMSP)
policy?
2. GIPA included in the National | -  National HIV Policy and Multi-sectoral Strategicahl
HIV Strategy? 2005-2010 (NHPMSP) does not mention GIPA, but
reducing stigma and discrimination of PLHIV is an
objective.
3. GIPA activities in the National| - GFATM Round 8 proposal is through SPC (regionathwi
HIV Operational Plan? sub recipients MoH, SCA, Oxfam and national NGOs.

Focus is on prevention and care services (Crogsgust
stigma reductior§>

4. GIPA in sectoral HIV No
Strategies/policies?

National GIPA strategy

5. National GIPA
policy/strategy/action plan?

Representation

6. PLHIV representation at - PLHIV on the SINAC®
National AIDS - PLHIV on the CCM for Round 8; no input as yet.
Commission/CCM/other? - PLHIV on HIV Task Force developing new legislation.

7. How is representation dealt | There are only two women and one man who are dpeuta
with? their status to any degree.

National PLHIV Networks

8. Main national PLHIV - No national network as yet.

102 pound 8 Proposal GFATM
103 Round 8 Proposal GFATM
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network(s)/organisation(s)?

Pacific Islands AIDS Foundation, PIAF

9. Main strategies/activities

N/A

10.How is the National Network(s) -

involved in the national
response?

N/A

Support for GIPA/Networks

11.Current AusAlID support

AusAID provides matched funding to government of
$100,000 per year towards the HIV response; onelPlisd
employed by Ministry of Health.

12. Are development
partners/INGOs financially
supporting GIPA and/or
national networks?

GFATM Round 8 and Round 9 proposal not successful.

13. Any technical support for
GIPA/Networks

Oxfam Australia supported the Pacific Regional HIV
Project® targetting women's and young people's
vulnerability to HIV and legislative and policy
Media training in 2009, and support to MoH for patl
M&E on HIV programmé&®.

SC Australia supports NGOs for HIV prevention and
caré®”. SCA plans to support establishment of PLHIV
organisation through GFATM Round 8 progranffie

05

14.1s government funding GIPA?

No

Strategic information and
research

15.Research findings on the neeg
of PLHIV?

S

See regional needs assessment PIAF

16. Any evaluations of GIPA

responses?

N/A

104 5ee pacific regional AusAID programme
105
106

Round 8 Proposal GFATM
107 Round 8 Proposal GFATM
108 Round 8 Proposal GFATM

http://www.oxfam.org.au/world/pacific/solomonsécassed 16/7/09
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Vanuatu

Overview

Vanuatu has a sound policy environment. There lig @me PLHIV actively involved in the response in
the country. The government and key aid agenciesutbwith her and invite her to all the key megsn
She has been involved in the national strategicrfey process.

As a community educator and advocate she has &imemdous influence. She does a lot of outreach and
public awareness and education, training worksh8pe.helps in developing curricula in secondary
schools. In remote areas she faces some stigmaeapie often ask very personal questions.

Inclusion in national response

1. GIPA/ non-discrimination No evidence of national policy
included in the national HIV
policy?

2. GIPA included in the National | No evidence of national strategy
HIV Strategy?

3. GIPA activities in the National| No evidence
HIV Operational Plan?

4. GIPA in sectoral HIV No sectoral plans

Strategies/policies?

National GIPA strategy

5. National GIPA
policy/strategy/action plan?

No

Representation
6. PLHIV representation at PLHIV is consulted for her views on all relevantipies and
National AIDS programs

Commission/CCM/other?

How is representation dealt
with of different positive
people/women?

The first and only PLHIV who is publicly out is soman.

National PLHIV Networks

8. Main national PLHIV
network(s)/organisation(s)?

IZA Foundation, set up in 2004 by HIV-positive woman,
PIAF-appointed AIDS Ambassador since 2663)
Pacific Islands AIDS Foundation, PIAF.

9. Main strategies/activities

Public education

10.How is the National Network(s
involved in the national
response?

N/A

Support for GIPA/Networks

11.Current AusAID support

Through the PRSIP 2009-2013, see regional.

109p)|AF newsletter March 2004, http://www.pacificamg/grafix/MarApr04.pdf accessed 17/7/09
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12.Are development
partners/INGOs financially
supporting GIPA and/or
national networks?

The SPC HIV and STI Section supports the governmognt
Vanuatu with capacity building (not specific PLHIV
organisationsj°

VSO volunteers work with MoH and NAC members to
implement a nationwide HIV and AIDS strategy and to
increase access to VCT serviceés

Oxfam Australia works on HIV and youth, but not on
GIPA'

13. Any technical support for
GIPA/Networks

Save the Children acted as a buddy managementisatjan to
IZA Foundation to ensure financial systems werplaite and
strengthen organisational management skills.

PIAF supports the “out” PLHIV

14.1s the government funding
GIPA and/or national
networks?

There is a lack of support from government androthe
organisations and a lot of discrimination withie th
community*.

Strategic information and
research

15.Research findings on the neeg
of PLHIV, situational analysis

legal/social context?

dNo

16. Any evaluations of GIPA
responses?

No

lloActivities of the SPC HIV and STI section in Vatwa

111
112

http://www.vsointernational.org/where-we-work/vatu.asp, accessed 17/7/09
http://www.oxfam.org.au/world/pacific/vanuatu/ccassed 17/7/09

113 b1 AF newsletter March 2004, http://www.pacificaitg/grafix/MarApr04.pdf accessed 17/7/09
114 2004, Minutes APN+ / PIAF Pacific Islands Positivetwork Meeting
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Annex 3 — Key Stakeholder Respondents

Regional
1. Shiba Phurailatpam, Director, Asia Pacific NetwoflPeople Living with HIV (APN+),
Thailand

2. Frika Iskander, Women’s Coordinator, APN+, Thailand

3. Jane Wilson, Gender, GIPA and Human Rights Offid®&AIDS, Thailand

4. Elden Chamberlain, International HIV/AIDS AlliancEhailand

5. Galil Steckley, FHI, Thailand

6. Maire Bopp, Chief Executive Officer, Pacific IslandIDS Foundation (PIAF), Cook
Islands

7. Jerry Cole, Coordinator, Pacific Regional Strategglementation Plan, SPC, Fiji

8. Robert Verbesaaga, Program Development Officer,, FHIC

9. Saala Tupou Tamani, Program Development OfficeG,JHji

10. Noel Quintos, APN+ Advisor, Philippines

11. Robert Baldwin, APN+ Advisor, Australia

12. John Rock, APN+ Advisor, Australia

13. John Rule, Deputy Director, NAPWA, Australia

14. Suzanne Lau Gooey, former APN+ alternate country A@istralia

15. Burnet Institute staff X 6, various countries, Amasian Office

China
16. Linna Cai, Senior Policy Officer (Health). AusAlChina

17. Wei Chen, Program Officer. AusAID, China

18. Thomas Cai, APN+ Country rep, Aidscare, China

19. Dr Peter Lunding, Senior HIV Adviser, UNAIDS, China
20. Nana Kuo, UNAIDS Country Officer, China

21. Eve Lee, Country Program Officer, Ford Foundat©hina
22. Lily Lui, Director, Marie Stopes, China

Indonesia
23. Dr Nafsia Mboi, Secretary, National AIDS Commissibrdonesia

24. Lynette Collins, HIV Adviser, AusAID, Indonesia

25. Tim McKay, Australia Indonesia HIV Partnership Praxg, Indonesia
26. Denovan, President, JOTHI, Indonesia

27. Nancy Fee, UNAIDS Country Officer, Indonesia

Lao PDR
28. Dr Chansy Phimphachanh, Director, Centre for HNDS&ISTI, Lao PDR

29. Dulce Carandang-Simmanivong, Senior Program Man@yaal Development),
AusAID, Lao PDR
30. Kinoi, President, Laos National Network of Peojpknlg with HIV, Lao PDR
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Myanmar
31. Bernard Pearce, Humanitarian Assistance Coordinat@AlID, Myanmar

32. Thiha Kyaing, APN+ Country rep, Myanmar

Vietnam
33. Amber Cernovs, Country Officer, AusAID, Vietham

34. Do Dang Dong, Co-chair, Viet Nam National NetwofkkPa.HIV

35. Huynh Nhu Thanh Huyen, Co-chair, Viet Nam NatioNatwork of PLHIV

36. Ludo Bok, Partnership Adviser, UNAIDS, Vietnam

37. David Stephens, Nossal Institute, University of béelrne (ex-Policy Project Vietham
Office)

Fiji
J 38. Dr Josaia Samuela, Deputy Secretary for PublictHehlji

39. Tim Wilcox, Second Secretary (Development CooperitiAustralian High
Commission, plus four AusAlID staff, Fiji

40. Ermosi Vukialau, President, Fiji Network of Peopleing with HIV (FIN+)

41. Tuberi Mudnavosa, Founder, FIN+, Fiji

42. Temo Sasau, Positive Community Program CoordinBiéd-, Fiji

43. Tamara Kwarteng, Country Officer, Burnet InstitUtgi

Kiribati
44, Dr Tebuka Toatu, Director of Laboratory Servicesnistry of Health, Kiribati
45. Meria Russell, Country Officer, AusAlID, Kiribati
46. Buraua, HIV Outreach Worker, Kiribati AssociatiohMGOs

PNG
47. Dame Carol Kidu, Minister for Community DevelopmeRNG

48. Anne Malcolm, Country Officer, AusAID, PNG

49. Maura Mea, GIPA Advocacy Officer, AusAID, PNG

50. Helen Samilo, past-President, now Program Offilgert Hope, PNG

51. Nick Evera, Outreach Worker, Poro Sapot Programe $ae Children, PNG

Solomon Islands
52. Dr Nemia, Head of HIV Unit, Ministry of Health, Swhon Islands

53. Justin Baguley, Senior Health Development Prograecilist, AusAlD, Solomon Is.
54. Joe Gela, Solomon Islands National AIDS CouncilpBwon Islands

55. Alice Buko, Community HIV Support Advocate, Solomistands

56. Julia Fationo, HIV and AIDS Program Officer, OxfaBglomon Islands

Vanuatu
57. Irene Malachi, Project Manager, IZA Foundation, &the Children, Vanuatu

58. Moses Matovu, Ministry of Health, Government of \datu
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Annex 4 — Current and Recent Regional AusAID Progrens

1. Regional Capacity Building Program 2007-2011

The overall Program Goal: Strengthened role of miggdions and individuals in the Asia—Pacific
region to contribute to effective responses to HIV.

Purpose: To foster strategic partnerships and diegdetween Australian and the Asia-Pacific
region to increase the capacity of partners torimnt to effective HIV responses.

Project area: Asia-Pacific

The HIV Consortium for Partnerships in Asia and Baeific comprises:
Albion Street Centre (ASC)
Australasian Society for HIV Medicine (ASHM)
Australian Federation of AIDS Organisations (AFAO)
Australian Injecting and lllicit Drug Users Leag(#dVL)
Australian Research Centre in Sex, Health and 8o(dRCSHS)
National Serology Reference Laboratory (NRL)
National Centre in HIV Epidemiology and Clinical $&arch (NCHECR)
Scarlet Alliance (Australian Sex Workers Associafio
School of Public Health and Community Medicine (8881

2. AusAID HIV/AIDS Partnership Initiative (AHAPI) - COMPLETED

Aim: to strengthen the capacity of HIV/AIDS orgaatisns in the Asia-Pacific region to respond
to HIV/AIDS. The Initiative works through partneiph between these organisations and
Australian organisations that have specialist HIND8 expertise.

Project area: Asia-Pacific

Round | AHAPI Projects (December 2004 — 2007)
National Serology Reference Laboratory, Austral&|)
Albion Street Centre
Australasian Society for HIV Medicine (ASHM)

Round Il AHAPI Projects (March 2005 — 2008)

- NAPWA - Strengthening the People Living With HIVIBS Response — HIV Peer
Support and Capacity Building. Igat Hope Inc (PaNe& Guinea); Timor Aid (East
Timor); APN+: Asia-Pacific Network of People Livingith HIV (Thailand). Objective:
To build the capacity and visibility of PLWHA orgaations to develop and sustain
PLHIV involvement within their country’s HIV/AIDSasponse.

Albion Street Centre (Australia) and Thai Red CraK3S Research Centre, Institute of
Nutrition, Mahidol University - The Australia — Tifend HIV/AIDS Nutrition Care,
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Treatment and Support Partnership Project to prepaavelop, implement and evaluate
nutritional strategies for PLWHA in Thailand.

AFAOQ/ APCASO Leadership and Advocacy Collaboraffnject - To strengthen the
advocacy and leadership capacity and skills ofendble communities through HIV
CBOs in selected countries, in the APCASO and saflemembers.

Scarlet Alliance (Australia) and Save the ChildRMG. To increase the capacity of
Papua New Guinea sex workers to develop and impieareeffective community
response to HIV/AIDS.

Strengthening HIV-related social research capaciBNG: National Centre in HIV
Social Research (Australia) and PNG IMR.

3. HAARP 2007-2015

HIV/AIDS Regional Program goal is to reduce theesior of HIV associated with drug use among
men and women in South East Asia and China. Purpasstrengthen the capacity and will of
governments and communities in South East AsiaCimnda to reduce HIV-related harm
associated with drug use among men and women.

AusAID, total funding is AUD$59m over an eight ygmariod. The Netherlands Government
contributes 4 m Euros extra over 4 years for thendm Country Flexible Prograt

Project area: Asia

4. Pacific Islands HIV and STI “Response Fund” (200—2013) ($30 million)*®

Multi-donor (Australia, NZ, and France) pooled fimgimechanism that supports implementation
of national and regional HIV strategic plans. Thesponse Fund aims to contribute to the Pacific
Regional HIV and STI Strategy (PRSIP) goal, to redthe spread and impact of HIV and other
sexually transmitted infections (STIs) while emlimgpeople infected and affected by HIV in
Pacific communities.

Project area: Pacific

The Response Fund builds on the PRHP, which wakeimgnted by IDSS Ltd and the Burnet
Institute in conjunction with the Secretariat o tRacific Community (SPC). Under PRHP, SPC
developed the PRSIP.

The Response Fund supports capacity building amatj national (both government and civil
society) and community levels, including trainitgghnical support and organisational systems
strengthening as well as financial resources. Ggphaailding is provided by SPC, WHO and
UNAIDS, UN Technical Support Facility, and AusAlDggported Consortium. The Response
Fund will be overseen by a Fund Committee.

15, http://www.haarp-online.org, accessed 7 Augoso

116 2009, SPC, Fact Sheet Response Fund
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SPC will manage the Response Fund and provideratagat to the Fund Committee.

This program complements other AusAID support ftW:Hhe Asia Pacific Leadership Forum,
the Pacific IPPF sexual and reproductive healttaciypbuilding program, the AusAlID regional
HIV/AIDS capacity building program 2007-2011 and/AIDS research program.

5. The Pacific Regional HIV/AIDS Project, PRHP (208-2008) - COMPLETED
(A$12.5 million)

Aimed to strengthen the capacity of PICT governmeNGOs and communities to develop an
effective and sustainable multi-sectoral respoaddlV.

Project area: Pacific

Franco/Australian initiative, managed by the Sexiat of the Pacific Community (SPC):
regional surveillance, behaviour change commurdnadind development of a Pacific Regional
HIV/AIDS Strategy and Regional Strategy ImplemeiotaPlan (PRSIP).

Components two and three focused on improving natibllV responses in 14 independent
Pacific Island countries through building capaéitysituational analysis and review, planning,
management and monitoring of HIV/AIDS strategieg] auilding the community response to
HIV/AIDS through a Grants Scheme, Implemented tgroBurnett Institute and IDSS (5 million
A3).
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AFAO annual report 2005-2006
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