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Executive Summary
In 2005 Timor-Leste adopted a national strategy to combat HIV/AIDS and STIs. In the period since the country has experienced major civil unrest and political change (the first democratic transition of government in the country). Despite this, the strategy has been successfully implemented and major progress has been made. The achievements that have been made include:

· significant prevention program coverage of Most At Risk Populations reflected in continuing low levels of HIV transmission

· access to Anti retroviral coverage for all people diagnosed with HIV and eligible for treatment

· extensive coverage of syndromic STI management

· implementation of an effective sentinel surveillance system

· a significant program infrastructure has been put in place 
· There is strong endorsement at the political level for addressing HIV as a significant issue
· Strong leadership is developing within the NGO sector
· effective partnership between government and community sectors in program implementation

Overall there is broad consensus on basic principles of partnership, evidence based responses and a human rights approach across sectors in relation to strategy and programming. There are few nations in the world that could have been expected to have maintained as strong a focus on program implementation as has occurred given the social and political upheaval that has occurred.
In 2010 Timor-Leste faces new challenges in confronting the threat of HIV and STIs. The country is experiencing rapid economic growth which combined with the social dislocation of recent years has created new patterns of risk and vulnerability to HIV/STI infection. Although Timor-Leste remains a low prevalence country, it is experiencing higher rates of HIV transmission then projected through epidemiological modelling undertaken in 2005.

The strategic priorities outlined in this strategy are:

· establishing an enabling environment through a coalition for gender equality, sexual and reproductive health 

· access to a basic service package including HIV and STI knowledge, clinical services and availability of condoms for the general population

· targeted prevention programs targeted for individuals with multiple partners outside of MARPs

· strengthening intensive prevention programs targeted at MARPs (sex workers, clients of sex workers, MSM, Uniformed Services)

· scaling up services in border districts 

· ensuring universal coverage of life skills based sex education for young people

· achieving universal access to treatment for those who are infected by increasing coverage of testing and counselling

· strengthening the capacity of the health system to respond to increased need for HIV treatment services

· strengthening community sector systems to enhance quality of service delivery
Section two of the strategy includes a more detailed discussion of the evidence supporting the strategic approach outlined. It includes information gathered through review of documentation and stakeholder input and discusses the application of the Asian Epidemic Model to the strategy. 

Section three outlines the results based framework used in developing the strategy. 

Section four outlines proposed service delivery in two component areas: prevention and treatment/care/support.

Section five describes institutional arrangements to support service delivery including arrangements for health system strengthening, community system strengthening, strategic information and governance.

The strategy is also framed by key principles that guide development programming in Timor-Leste and have been instrumental in successful HIV programming here to date and internationally. They include evidence driven programming, human rights, partnership between sectors, gender equity and support for the Greater Involvement of positive people.
The National HIV and STI Strategy 2011-1016 provides clear direction for programming over this period. As such it will be used for ensuring alignment and harmonisation of funding from different sources to maximise effectiveness and efficiency. With commitment from all partners Timor-Leste is well placed to strengthen the existing response to HIV, meet new challenges and achieve the goals of minimising HIV transmission in Timor-Leste and ensuring high quality treatment and care for people living with HIV.  
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1.  Principles
The complexity of HIV medicine, the sensitivity of the personal and social issues involved and the rapidly changing medical and social dimensions of the disease create the potential for HIV programs to be riven by conflict, chaos and organisational gridlock. The principles underlying the program are intended to provide a framework through which conflict can be mediated by focusing on common goals, a shared commitment to evidence based programming and role delineation based on strategic planning. They also facilitate increased program reach and enable changes in environments and policies across sectors and organisations. The principles are:

.

· A strategy based on respect for human rights

· A strategy that is participatory and multi-sectoral

· A strategy built on partnership that draws upon the strengths of government, non government, private sector and faith based organisations and includes the greater involvement of HIV positive people

· A strategy that is evidence driven but encourages creativity
· A strategy that supports gender equity
· A strategy consistent with the principles underlying the development of Timor Leste

· A strategy that is multifaceted drawing on the underlying tenants of health promotion (i.e. development of personal skills, supportive environments, healthy public policy, strengthening community action and reorientation of health services)

This Plan takes into consideration the human rights conventions that RDTL ratified in 2003. This includes the General Recommendation N 15 of the Convention on the Elimination of All Forms of Discrimination Against Women (CEDAW) on the “Avoidance of Discrimination of Women in National Strategies for the Prevention and Control of AIDS” (1990) as well as General Comment N 3 of the Convention on the Rights of the Child on HIV/AIDS and the Rights of the Child (2003). 

2. Background
The 2006-2010 National HIV/AIDS and STI National Strategy was adopted in the context of a country with low levels of HIV infection and a relatively steady pattern of economic growth and social development. The Asian Epidemic model which prioritises containment of infection among most at risk populations (particularly Female Sex Workers (FSWs), Clients of FSWs, Injecting drug Users (IDUs) and MSM, provided a key reference point for strategic priorities. Likely epidemic scenarios for Timor-Leste described in the “HIV Epidemiological Model and Impact (HEMI) Study” supported the strategic approach adopted.

In the period since the adoption of the current strategy, Timor-Leste has experienced political, economic and social change that was not predicted. The country has experienced political and social upheaval with high levels of social conflict and population movement. Traditional sources of social authority (e.g. church, family) have weakened and people are more exposed to a range of competing social influences. At the same Timor-Leste has one of the fastest economic growth rates in the world resulting in the emergence of a growing population group with significant disposable income.  The mix of all these factors creates a more risky environment for the transmission of HIV then existed at the commencement of the current strategy.

There is evidence now emerging that actual HIV infection is spreading much more quickly then projected through the HEMI 2005 study. While the basic logic of the Asian Epidemic Model is still valid, sentinel surveillance shows heterosexual transmission to be much higher then what was predicted. 
Asian Epidemic Model
The current Timor-Leste National HIV/AIDS/STI Strategic Plan was developed in the context of the Asian HIV Epidemic Model. The Asian epidemic model assumes:

· Never married women in Asia are much less likely to have sexual intercourse then elsewhere in the world. Consequently HIV first becomes established among groups at greater risk (IDUs, sex workers, MSM) before spreading to the sexual partners of these groups (see diagram below).
· Sex workers and MSM have high rates of partner change and therefore are a catalyst for broader transmission

· Infectivity through anal sex is higher then vaginal sex therefore contributing to higher rates of transmission among MSM

· Injecting drug use through the sharing of injecting equipment results in rapid HIV transmission between Injecting Drug Users (IDUs)

· There is significant interaction between Sex workers, MSM and IDUs

· Sex workers, MSM and IDUs have sexual partners outside their own group

· If a critical level of HIV infection becomes established among sex workers, clients of sex workers are the main bridge of HIV infection to women outside risk populations

Each of the above assumptions was applicable in Timor-Leste when the current strategy was developed. However it was believed that injecting drug use was uncommon in Timor-Leste.

Diagram: Sexual behaviour of women
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The current strategy also prioritises the additional impact of STIs on the risk of HIV transmission.  
In June 2006, an independent commission was appointed to undertake a comprehensive review of HIV/AIDS in Asia. The commission presented its report – Redefining AIDS in Asia - to the UN Secretary General in March 2008
. 

The report noted:

Although the epidemics vary considerably from country to country, they share important characteristics, namely that they are centred mainly around: unprotected paid sex, the sharing of contaminated needles and syringes by injecting drug users, and unprotected sex between men
.
HIV Epidemiological Model and Impact (HEMI) Study
In late 2005 a report was released modelling likely epidemic scenarios in Timor-Leste (as well as Papua New Guinea and Indonesia) based on the Asian epidemic model. The report “HIV Epidemiological Model and Impact (HEMI) Study”
 provided estimates of HIV transmission on the basis of the following scenarios:

· no scale up of interventions

· moderate scale up 

· and high level scale up

The table below provides an estimate of actual infection rates with no scale up of interventions.

[image: image2.emf]
The figure below models the impact of different levels of scale up.

[image: image3.emf]
The Hemi model predicts prevalence by population group in 2010 in the absence of any scale up of interventions. The following table includes the HEMI estimates and actual estimates in 2010 based on best available evidence.

TABLE: HEMI projections and reported prevalence and numbers

	Population Group
	HEMI Projected Prevalence %
	HEMI Projected Number
	Estimated Prevalence %
	Estimated Number

	Injecting Drug Users
	0
	0
	0
	0

	Female Sex Workers 675
	6.21
	41
	5
	34

	Male Clients of Sex Workers

(28% of adult males) pop est. 74062 
	0.11
	81
	
	

	Men who have sex with Men

Number of MSM is estimated as follows:

5% of urban adult males (29% of pop); 2.5% of non urban (71% of pop) Pop est. 11197
	1.36
	152
	0.7
	78

	Not high risk adult
	
	17
	
	

	Paediatric (under the age of 15)
	0.01
	39
	
	

	Adults 15-49 (415,790)
	0.07
	291
	
	

	Total population (918,458)
	0.04
	367
	0.2%
	1836


Based on sentinel surveillance it appears that prevalence of HIV in Timor-Leste remains low. This may be attributable to interventions with most at risk populations being relatively effective. However overall prevalence while low, is most likely higher then predicted through modelling undertaken in 2005. (projected prevalence 0.04%; sentinel surveillance estimate 0.2%)

It is likely that sexual transmission occurring outside the context of sex work and male to male sex is higher then predicted. The cumulative number of women diagnosed with HIV is 71, of whom 27 were diagnosed in 2009. The majority of women (15) diagnosed in 2009 were over the age of 25 compared with a median age among sex workers of 22. Furthermore, the estimated number of female sex workers (675) and reported prevalence from sentinel surveillance (5%) is further evidence that a higher proportion of sexual transmission outside sex work is occurring. It should also be considered that reported diagnoses almost certainly underestimate real prevalence.

Possible factors contributing to higher heterosexual transmission include:

· much higher levels of population movement then earlier predicted

· greater overlap between MSM populations and heterosexual populations

· higher rates of multiple partners among heterosexual men then projected

· different forms of transactional sex then what is narrowly understood as sex work

· limited accessibility and range of condoms available

2.1 Situation Analysis

2.1.1 Patterns of HIV and STI Infection

To effectively monitor patterns of HIV and STI infection requires robust systems for routine reporting (required notification of disease diagnosis) and sentinel surveillance (collection of data through specific systems usually for the purpose of monitoring disease patterns among specific groups). The utility of routine reporting is that it can provide some indication of patterns of infection by factors such as age, location, gender etc as well as an early indication of changes in patterns. 

Systems for routine reporting of HIV and STIs in Timor-Leste are rapidly improving. However the number of people currently being tested for HIV while useful for assessing patterns of disease is too low to provide an accurate indication of overall incidence (rate of new infections) or prevalence (overall number of infections).

Key finding from the 151 diagnoses reported over time in Timor-Leste and the 51 diagnoses reported in 2009 are:

· Majority of diagnoses are aged 25 years and above

· The breakdown by age in 2009 reflect that of earlier year (2009 Aged 25 years and above: 58.8%; 2003-2009 Aged 25 years and above: 60.2%)

· The proportion of new diagnoses among women in 2009, reflect a slight change in the pattern of diagnoses by gender compared with earlier years (2009 reported diagnoses among adult women: 52%; pre 2009: 45.2%)

· The relatively low number of AIDS related deaths as well as the relatively low number of people on ARV, might indicate that most reported HIV diagnoses reflect recent infections (i.e. over the past 3-5 years)

   Table: Reported total numbers of all HIV positives from 2003-2009 and treatment status

	Age
	<05
	05-14
	14-24
	25-44
	>44
	Total
	Grand Total

	Gender
	M
	F
	M
	F
	M
	F
	M
	F
	M
	F
	M
	F
	

	Mortality
	02
	03
	00
	00
	00
	02
	08
	03
	02
	00
	12
	8
	20

	Cases
	06
	08
	00
	01
	19
	26
	47
	32
	08
	04
	80
	71
	151

	ARV
	02
	01
	00
	00
	00
	02
	12
	12
	01
	01
	15
	17
	31


Table: Reported new cases of HIV Positive cases during 2009

	Age 
	Male
	Female
	

	< 05
	01
	03
	04

	05-14
	00
	00
	00

	15-24
	08
	09
	17

	25-44
	13
	14
	27

	> 44
	02
	01
	03

	Total
	24
	27
	51
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Early results from the Integrated Bio-Behavioural Surveillance (IBSS) and sentinel surveillance undertaken in late 2009 indicate the following HIV prevalence rates among specific population groups:

· Sex Workers 5%  

· MSM 0.7%

· General Population 0.2%

There has been a significant increase in the level of STIs reported on an annual basis since 2005. The number reported is based on symptomatic presentations and therefore the actual level of STIs is likely to be much higher. 

STI treatment recorded during 2009

	STI treatment record
	

	 Jan-May 2009
	12,364

	June – Dec 2009
	13,513

	Total 2009
	 25,877


Sentinel surveillance provides a more accurate picture of STI infection. However it only includes syphilis and hepatitis B.  Syphilis rates are high among female sex workers and MSM. 

Sentinel Surveillance (incorporating IBBS) (2010): Reported syphilis
	GROUP
	# TESTED
	# POSITIVE
	PREVALENCE %

	Sex Workers
	80
	11
	13.8

	MSM
	141
	14
	9.9

	Other
	57
	1 
	1.7


Sentinel Surveillance (incorporating IBBS) (2010): Reported Hepatitis B

	GROUP
	# TESTED
	# POSITIVE
	PREVALENCE %

	Sex Workers
	80
	0
	0

	MSM
	141
	18
	12.7

	Other
	61
	1
	1.6


2.1.2 Risk Analysis

There are a range of factors that influence risk, including knowledge and attitudes, access to the means of prevention (e.g. condoms), bio physical factors (e.g. concurrent STIs), health seeking behaviour (e.g. regular testing), personal skills and psycho social factors (e.g. self esteem, negotiation skills). More broadly, various social and cultural contexts influence risk factors.

Strategic information has been gathered through surveillance, behaviour monitoring, and other social research. Some of the key findings are discussed below in regard to:

· Sex workers

· MSM

· Youth

· General population
Specific risk analysis needs to be understood in a broader social and cultural context. As discussed at the beginning of this section (2.0) Timor-Leste is a nation undergoing rapid development and social change. This can result in rapid change in risk contexts. As discussed in more detail below in relation to specific population groups there appear to be a high level of multiple sexual partners among Timor-Leste men along with relatively high levels of identifiable sex work and various forms of transactional sex (sex involving exchange of material benefits but not necessarily identified as sex work).  

Sex Work

Based on research undertaken and input from key informants, sex work in Timor-Leste can be categorised as follows:

· sex work establishment based

· freelance sex work

· informal sex work

There is significant overlap between the above categories and some movement of workers between categories.

Sex Workers include females, males and transgender people. The vast majority of self identified sex workers in Timor-Leste are women. Male sex workers include men who identify as heterosexual, bisexual and homosexual.  
Female sex work establishments include among other sites, brothels, hotels, karaoke and other types of bars and massage parlours. It is reported that most workers in some of these establishments are from outside Timor-Leste. Anecdotally it is reported that most establishments tend to have staff predominantly from one specific country (e.g. China, Indonesia) but clients are predominantly from Timor-Leste. It is also reported that some establishments (particularly those with Chinese staff) require 100 per cent condom use. 

Key informants report that there are many Timor-Leste women who are involved in sex work on an informal and/or occasional basis. Some of these women do not self identify as sex workers. Some have regular paying sexual partners with whom they have a relationship that they do not consider to be sex work based. A similar phenomenon in Cambodia is called sweetheart relationships.
 However many have partners who are not “sweetheart” but more similar to sex work customers. 

The extent of informal sex work is unknown. However of 21 women diagnosed with HIV through VCT referral in 2009, 5 reported to have acquired HIV through sex work. However, only one of the five, identified as a sex worker.

Most of the information reported below relates to women from Timor-Leste who identify as sex workers. More information will soon be available from the recently completed Integrated Bio Behavioural Study of Female sex workers and MSM. It is primarily focused on Dili. Anecdotal reports suggest there may be high risk contexts for sex work outside Dili. This would particularly be the case in regard to the border areas with Indonesia and in relation to specific events such as night markets. 
There is reported to be high population movement across the border of Timor-Leste and West Timor. Many of the men involved in this movement may be more likely to have disposable income and be more likely to be apart from their established sex partners. Both these factors contribute to being clients of sex workers. Anecdotally it is reported that a significant number of sex workers (from Indonesia and Timor-Leste) are operating in the border areas. Higher prevalence of HIV in Indonesia supports higher risk of HIV transmission through sex work in border districts. 

A mapping study undertaken by the National Centre for HIV Social Research in 2007/2008 provides information regarding Female Sex Workers in Timor-Leste
. The mapping study was undertaken in Dili, Baucau, Lautem, Viqueque, Ermera, Suai, and Maliana. The study mapped
 self identified sex workers and did not include women who engage in sex work on a casual basis. Finding of the study regarding female sex workers included:

· at least 400 FSWs working in seven districts

· Majority of FSW are concentrated in Dili, while other centres such as Baucau, Suai and Maliana each have FSW populations in the vicinity of 40 to 90

· Private sphere of sex work – coordinated through mobile phone and private networks

· To non sex workers there is no visible cluster of sex worker venues or locations. Sex work occurs predominantly in private homes. However, in Dili, there are some known commercial venues such as bars and clubs where FSWs are clearly visible.
· Reticence of non-Timorese women to participate – fear of identification and possible putative legal consequences

· Differences between types of sex workers i.e. street based workers c.f. escorts
· Small social networks of sex workers  
Specifically in Dili it was noted:

“Due to the high mobility and ‘hidden’ nature of sex work in Dili, it was difficult to ascertain the exact numbers of female sex workers. There are no clear clusters of sex worker venues or locations, as the majority of sex work is negotiated and carried out in the private sphere, coordinated through mobile phones and private networks. However, there are several known commercial venues such as karaoke bars where sex work is more visible. It should be noted that there is a high degree of movement of FSWs between various establishments. 
In addition, the mapping did not identify transient sex workers, that is, women who engage in casual sex work. Though there were several rumours about students who engage in sex work, this was not seen during the mapping.”

The number of women who engage in ad hoc sex work and related risk may be quite high. Of 21 women tested through VCT services and diagnosed with HIV in 2009, 5 reported sex work as the likely source of their infection. However 4 of these 5 did not identify as sex workers or appear to have any contact with services targeted at sex workers.

A quantitative study of 77 female sex workers in Dili from May – August 2008 suggested the following findings:

· Just over half the sex workers were single (51%) and a further 31% were divorced and 16% married.

· Two‐thirds of the sex workers lived with their parents with the other third in a


variety of living arrangements such as living with friends, spouse or sexual 
partners..

· On average, each sex worker had 5.8 dependents and a median personal


expenditure of USD5 per day

· Most workers perform work from their own home or shared commercial spaces in private residences

· Other places of work include: hotels (36.5%), informal brothels (29.3%) and massage/beauty parlours (26.7%)

· 10.7% had injected in the past 12 months

· 65.3% of workers reported use of a condom with their most recent client, 
· 84% reported some unprotected sex in the last 12 months

· The most frequent reasons cited for not using a condom were partner objected (54.2%); didn’t know where to obtain a condom (45.8%); the client was faithful (25%); I didn’t think of it (20.8%).

· In the past week, sex workers report having an average of 5.1 clients and an average of 2.2 other sexual partners

· 89.3% of the sex workers had at least one non‐paying sexual partner in the last 12 months. Of those who reported vaginal intercourse with a non‐paying partner in the last 12 months, 14.9% had used condoms 100% of the time
· 72.6% of sex workers had heard of sexually transmitted infections (STIs), and 47.3% of those women knew that STIs may be asymptomatic. 
· Half of the sex workers surveyed (51.4%) reported ever having had STI symptoms. Of those women, almost a quarter (23.7%) did not seek any treatment

· 24% of sex workers were unaware of HIV. For the 76% of sex workers who had heard of HIV, NGOs were the main source of information from which the most thorough understanding of HIV was acquired

· Over three quarters (79.5%) of the sex workers knew about the availability of confidential HIV testing services, Just over half the sex workers (52.7%) had ever had an HIV test.

· The vast majority of women tested (76.9%) had obtained their most recent test within the last 6 months

· The proportion of all respondents answering correctly “Do you think a person with HIV can be healthy looking” was 50.9%

MSM

It is difficult to estimate the number of men who have sex with men in Timor-Leste as most are unlikely to be part of a visible MSM community. In Thailand for example, studies show between 15% and 25% of male army conscripts reporting sex with men
. Most of these men do not identify as MSM. In the 2003 FHI study 5% of male university students reported sex with men.

A mapping study undertaken by the National Centre for HIV Social Research in 2007/2008 provides some information about MSM in Timor-Leste
. The mapping study was undertaken in Dili, Baucau, Lautem, Viqueque, Ermera, Suai, and Maliana. Findings of the study regarding MSM included:

· At least 350 men who identify as MSM in the mapped areas. A well-established social network does exist in Dili, in which 267 MSM were mapped, however, the networks are less robust in the districts. This represents men who identify as being gay or MSM as they term themselves, but does not include those of their sexual partners who identify as being heterosexual. 

· The 267 MSM that were identified during the mapping exercise consists predominantly of Timorese men who sexually identify as being gay or MSM as they term themselves. 

· Following discussions with MSM in Dili, it was discovered that sexual interaction with non MSM self identified partners, or clients often involved exchange of money or goods as rewards (either to or from non identified partners).  

· There is no venue that MSM tend to congregate at, and most of the socialising or networking is conducted at salons and private homes and parties. There is an established social network within the MSM community in Dili, with most MSM knowing each other. 
A quantitative study of 253 MSM in Dili from May – August 2008 included the following findings:

	Indicator
	Measure

	Performed insertive anal intercourse in the past 12 months
	89.3%

	Performed receptive anal intercourse in the past 12 months
	30.6%

	Performed insertive and receptive anal intercourse in the past 12 months
	22.9%

	Never used a condom for anal sex in the last 12 months
	21.5%

	Used a condom with lubricant for anal sex 100% of all occasions
	18%

	Always used a condom with regular partner
	14.8%

	Always used a condom with non regular partner
	18%

	Used a condom with regular partner on last occasion
	37.5%

	Used a condom with non regular partner on last occasion
	43%

	Have had sex with a female partner in the past 12 months
	93.8%

	Always used a condom with regular female partner for vaginal sex
	9.1%

	Always used a condom with non regular female partner for vaginal sex
	20.4%

	Have been forced to have sex in the past 12 months
	48.1%

	Have heard of STIs
	78.7%

	Aware that STIs can be asymptomatic
	50.7%

	Have heard of HIV
	90.3%

	Agree people can protect themselves from getting HIV sexually by using a condom correctly every time they have sex
	95.1%

	Aware that confidential HIV testing is available
	74.7%

	Ever had HIV test
	24.6%

	Had HIV test in the past 6 months
	16.6%

	Mean number of male partners among men who perform insertive anal sex in the past 12 months
	4

	Mean number of male partners among men who perform insertive anal sex in the past 12 months
	13


Other findings included:

· The majority of men lived with their parents (73.4%), with a further 16.8% living with siblings and 12.3% with relatives. Very few MSM lived by themselves (3.8%) or with a sexual partner (0.4%). 

· Men who had sex with non‐regular (casual) partners, reported on average three times as many sexual partners as men who had sex with regular partners

· The main reasons cited for not using condoms with regular male partners were that condoms take away pleasure (58.5%); condoms were not available (18.4%); and their partner objected to condom use (17.8%).

· The reasons for not using condoms with non‐regular (casual) partners were varied with the main reasons given being: condoms take away pleasure (50.2%); condoms not being available (20.1%); partner objecting (19.9%), and not knowing how to obtain a condom (17.6%).

Uniformed Services
A survey of uniformed (police and military) personnel was conducted from May to August 2008. The following table outlines key findings.

Table: Uniformed Services HIV Behaviour and knowledge indicators
	Proportion of men with regular partners in the last 12 months
	94.8%

	Proportion of men with non regular partners in the last 12 months
	34.8%

	Proportion of men with commercial partners in the last 12 months
	24.7%

	Proportion of men always using condoms with non regular partners
	25%

	Proportion of men always using condoms with commercial partners
	42.1%

	Proportion of all respondents aware of STIs
	93.1%

	Proportion of all respondents aware of HIV
	95.7%

	Proportion of all respondents aware that condoms provide protection against HIV
	85.6%

	Proportion of all respondents ever tested for HIV 
	13.9%

	Proportion of all respondents answering correctly “Do you think a person with HIV can be healthy looking”
	18.7%

	Proportion of men who have had anal sex with regular female partner 
	14.9%


Youth

A study undertaken as part of the evaluation of the Tempu Atu Koalia Campaign conducted in 2007 provides relevant information regarding young people and HIV/STI transmission risk
. The study was based on interviews with 1000 young people aged 15-24 in 5 districts before and after the campaign.

The study revealed significant differences between the sexual behaviour of young men and young women. 60% of male respondents had experience of sexual intercourse compared to 24% of female respondents. Young men are much more likely then young women to have their first sexual experience before marriage, much more likely to have more then one lifetime sexual partner, and more likely to have had more sexual partners in the last 12 months.

25.2% of all young men surveyed had more then 1 sexual partner in the last 12 months. 30.6% had one sexual partner, while 44.2% had no sexual partner.

TABLE: First sexual intercourse among respondents who had experience of sexual intercourse 
	
	Male
	Female
	Both Sexes

	Boyfriend/Girlfriend
	50%
	21%
	42%

	Wife/Husband
	7%
	76%
	28%

	Pay Someone
	27%
	0
	19%

	Friend (not boyfriend/girlfriend
	16%
	3%
	13%


TABLE: Number of Sexual partners ever among respondents who had experience of sexual intercourse 
	
	Male
	Female
	Both sexes

	One
	27%
	87%
	44%

	Two
	24%
	9%
	20%

	Three to five
	33%
	3%
	25%

	More then five
	16%
	1%
	12%


TABLE: Number of sexual partners in the past 12 months among respondents who had experience of sexual intercourse 
	
	Male 
	Female
	Both Sexes

	None
	8%
	39%
	21%

	One
	51%
	56%
	53%

	Two
	26%
	3%
	16%

	More then two
	16%
	2%
	10%


Among those who are aware of HIV (approximately 62%), the vast majority have a basic understanding of prevention. 85% are aware that condoms prevent transmission. However 45% of those who have had sex do not consider themselves at risk. 

School mates and friends are the people respondents to the survey are most likely to discuss HIV with. However over the course of the campaign there was a significant increase in the percentage of respondents who have talked to teachers about HIV (from 18% to 30%). There was a significant decrease in the number of respondents open to talking with their families about condoms (from 53% to 33%)

General Population

In a 2005 study conducted in 6 districts approximately 7% of male respondents reported more then one sexual partner in the past 12 months. As there is a tendency to underreport sensitive behaviours in interviewer administered surveys, the actual proportion of men in this group may be higher. Furthermore, the changes that have occurred since 2005 may mean this group is now much larger.

In 2007 focus group discussions were conducted in Dili, Ermera, Baucau and Oecusse in developing a Behaviour Change Communication Strategy for Reproductive Health, Family Planning and Safe Motherhood
. Some of the findings from that study included:

· Men cited lack of information on where to get contraceptives, especially condoms, economic barriers such as not being able to afford contraceptives, and religious beliefs as the main reason why people do not use contraceptives

· In the case of younger participants, some said that although aware of condoms, sometimes they feel ashamed of looking for condoms or do not know where to get them

· Participants mentioned community meetings as one of the most effective ways to reach them

· Participants in urban areas across age groups and gender know more about HIV/AIDS and STIs then people in rural areas, where most respondents reported having not heard about these infections

· Those who have heard about STIs did not know how they are transmitted and how they can be prevented

· Respondents in urban areas think that condoms are harmful for women’s health

· Most participants in all groups stated they had never seen a condom

· For women in rural areas “being faithful” was perceived as the best prevention option because they trust their husbands fully; on the contrary, most urban women stated that they can not be sure whether or not their husbands have hidden affairs 

· Many participants believe condoms cause health problems

· Young men perceive that heath providers are judgemental and think poorly of adolescents and youth who seek condoms

In early 2009 a baseline survey
 was conducted for the National Reproductive Health Behaviour Change Communication (RH BCC)Strategy 2008-2012. Interviews were conducted with 1088 respondents in 65 villages (sucos), 13 district and 6 regions.

Significant findings are detailed in the tables below.

Table: Heard of HIV

	Group or Sub-Group
	Percent who have heard 

Of HIV

	All respondents
	51.9

	Females
	45.0

	Males
	59

	Females 15-19
	51.2

	Males 15-19
	58.7

	Females 20-24
	47.5

	Males 20-24
	63.5

	Females 25-34
	50.3

	Males 25-34
	62.4

	Females 35-49
	33.5

	Males 35-49
	53.9


Table: Findings from National Reproductive Health Survey

	Aware that HIV could be transmitted through sexual intercourse
	46.8%

	Aware that a person could avoid HIV by using a condom during sexual intercourse 
	34.3%

	Attendance at a workshop on HIV/AIDS
	17.6%


Injecting Drug Use

Injecting drug use, as high as 10% among female sex workers and 3% among MSM, in the past year, has been reported in behavioural studies. There is uncertainty regarding the interpretation of this finding. Specifically it may refer to injection for medical purposes. Among service providers, there is general agreement that recreational drug use is increasing. However the extent to which injecting drug use is part of this increase is unknown. Given the impact of injecting drug use on HIV transmission it will be a priority to further investigate this issue in the immediate future.
 2.2 National Demographic and Socio-economic profile

Timor-Leste is a small country covering half the island of Timor. It has a land mass of approximately 14,610 square kilometres with a population in 2006 of 1,015,187. The country is divided into 13 districts, each with four to six sub-districts. The two largest urban centres, Dili and Baucau, are home to 29% of the population. Seventy percent of the population is rural with most people living in small, scattered villages often isolated by mountainous terrain and poor roads. Public transport is limited. Buses operate between larger towns. In more remote districts travel is restricted to walking or the use of ponies. During the wet season many communities are isolated by landslide or lack of functional bridges. 

From the 16th century until 1975, Timor-Leste was a Portuguese colony. In December 1975, after a brief period of independence, Indonesia invaded and occupied East Timor. Nearly one quarter of the population is believed to have died during the occupation as a consequence of conflict, forced migration, malnutrition and unattended public health needs. In August 1999, after a referendum that endorsed progress to independence, widespread violence led by the militia resulted in the mass destruction of infrastructure and displacement of a large portion of the population. On 20 May 2002 Timor-Leste became an independent nation. 
In the period 2006-2007 Timor-Leste experienced large scale social conflict resulting in widespread population displacement. During the most intense period of conflict delivery of basic services was significantly disrupted and tensions between different ethnic groups exacerbated.
There are sixteen distinct language groups in Timor-Leste reflecting the diversity of cultural traditions. The economy remains underdeveloped with primary activity in subsistence agriculture. The main commercial crops are rice and coffee. 

Timor-Leste faces enormous development challenges relating to historic, cultural, demographic, economic and social factors. The turmoil prior to independence and the subsequent challenges of building a new nation have resulted in significant social dislocation. 
Many of the development challenges in Timor- Leste create specific vulnerability in the context of HIV. Increasing numbers of people are moving into the age group that is sexually active. This is occurring at a point in Timor Leste’s history where population movement into and out of the country is increasing (e.g. an emerging tourism sector, Timorese seeking employment overseas), while social dislocation is weakening traditional social support structures and affecting established behavioural and social norms. Many young people are not well equipped with the knowledge and life skills to manage HIV risk in an increasingly challenging environment.”
Despite all the adversities and challenges, Timor-Leste is believed to be in the right track for assuming the status of early achiever of Millennium Development Goals (MDG) as well as achieving the national development targets. Recent data synthesis from the national sources shows that Timor-Leste has made significant progress in reducing infant mortality rates and maternal mortality rates; increasing immunization coverage and controlling communicable diseases such as Malaria, TB and HIV/AIDS. 
Timor-Leste’s economy is growing rapidly and it is likely that it will continue to do so into the future. Prospects are good for substantially larger financial resources from oil and gas revenues. However this industry is technology intensive and therefore not likely in itself to contribute significantly to employment opportunities. 
The potentially rapid economic development of Timor-Leste will result in more people with disposable income in population groups ranging from transport workers to traders and businessmen. It is likely that this will contribute to an increase in various forms of transactional sex ranging from organised sex work to more informal exchange of sex for monetary and/or other favours. In addition economic development is also related to increased population movement associated with higher numbers of sex partners and greater opportunity for HIV to be spread across geographic boundaries.

In the three Indonesian border districts, there are a large number of individuals who move in and out of Indonesia for business opportunities, tourism and purchase of cheaper goods in Indonesia. These individuals are employed and are therefore bringing increased disposable income to the border region. There are a number of recognizable categories into which these mobile individuals fall including, drivers, NGO staff, government officials, UN staff, tourists, businessmen/traders, students, and the armed forces. 

The mobility of men with disposable incomes combined with low levels of knowledge of HIV and STIs and an observed weakening in traditional social support structures combine to placing men in a position of vulnerability to HIV and other sexually transmitted infections
.  (annual report 2009)
Timor-Leste is reported to have extremely high levels of gender based violence. Sexual violence and gender based violence undermine women’s ability to negotiate safer sex. 
2.3 Response Analysis

A detailed assessment of the strategic response to HIV and STIs is provided in Appendix 1. This section provides a summary of key points. Significant ongoing gaps and challenges are discussed in service delivery components of this strategy.

2.3.1 Prevention

The 2006-2010 National Strategy identified priorities for:

· Most At Risk Groups (Female Sex Workers (FSWs), Clients of FSWs, MSM and Unformed Services personnel.

· Youth

· General Population

Services for FSWs, MSM and Uniformed Services personnel have generally exceeded coverage targets for Behaviour Change Communication and condom distribution in the seven districts where services are being provided. It is reported by key informants that service quality is generally higher in Dili then in other districts. Furthermore, there are districts in which services are not provided.  

VCT and STI services have been scaled up but are not being utilised by a majority of MARPs. Enhanced syndromic management of STIs which was a priority in the previous strategy has not been implemented. Evidence of behaviour change and ongoing low rates of HIV infection indicate that interventions may be having an effect. 

Outreach and condom distribution coverage targets for clients of sex workers have been achieved. However these targets do not reflect significant reach to this population group. 

Public awareness campaigns targeted youth have been conducted. A number of organisations are engaged in ongoing behaviour change interventions targeted at youth. However, most activities are uncoordinated and of questionable quality.

There has been little expansion of life skills based sex education in schools.

There are few interventions specifically targeting young people who may be at higher risk of HIV/STIs.

STI service provision for the general population has been significantly scaled up. There has been little attention given to behaviour change communication programming targeted at the general population. There are taboos around open discussion of sex which create barriers to BCC interventions.

Strategic Implications

· An enabling environment that facilitates open discussion regarding sexual behaviour and supports program implementation is necessary

· People who are engaging in sex with multiple partners (outside of MARPs) are not being effectively reached

· Most youth are not being covered by sex education in schools

· Youth at higher risk are not being effectively targeted  

· Quality of BCC interventions for all target populations needs to be improved

· Services need to be scaled up in border districts where there is likely to be high risk related to population mobility and higher prevalence due to proximity to Indonesia

· Health seeking behaviour (specifically HIV counselling/testing and STI testing/treatment) needs to be strengthened in BCC for MARPs

· STI enhanced syndromic management needs to be introduced for MARPs
2.3.2 Treatment

Timor-Leste has made available ART to all people eligible. The number of people with HIV is likely to be significantly higher then those who have been diagnosed. Provision of counselling and testing will need to be scaled up to increase access to HIV treatment. 

Enhanced syndromic management of STIs for MARPs has not been implemented. 

Strategic Implications
· Provider initiated HIV counselling and testing needs to be strengthened

· Planning for up scaling the provision of HIV treatment needs to occur 

· Systems for enhanced syndromic management of STIs need to be developed and implemented

2.3.3 Care and Support

A range of organisations have provided preferential employment, nutritional support and other support for PLHIV. There has been significant effort made to involve PLHIV in identifying care/support needs and responding. However, most services are targeted at people in Dili and coordination between service providers is poor. A more programmatic approach (clarity regarding roles/responsibilities and coordination, agreed referral procedures, role of PLHIV) will be needed to meet the needs of a growing number of PLWHIV.

Strategic Implications

· Service delivery arrangements for PLHIV outside Dili need to be determined

· A programmatic approach needs to be developed

· The role of the national positive advocacy group needs to be strengthened

2.3.4 Multi-Sector Response

The National AIDS Commission (NAC) has been allocated resources to undertake coordination of a multi sector response. Both the NAC and CCM membership reflect a commitment to a multi sector response. 

Implementing the GIPA principles was included under multi-sector response in the 2006-2010 NSP. Significant support has been given to supporting the establishment of an independent PLHIV group and involving them at a representational level in all decision making forums. 

2.3.5 Strategic Information

Significant advances have been made in building systematic and sustainable mechanisms for strategic information. Achievements include:

· strengthening of routine surveillance

· establishment of sentinel surveillance systems

· integrated biological and behavioural studies have been undertaken and baselines are now in place for future studies

There are significant gaps in information regarding sexual behaviour across the Timor-Leste population and understanding the cultural and social context. Behavioural studies and more detailed social research are required to address these gaps. 

Strategic Implications

· A quantitative sexual behavioural study of the general population is needed to guide planning and provide benchmarks against which strategic interventions can be assessed

· More focused social research is required to better understand the cultural/social context of sexual behaviour

· Social research capacity needs to be strengthened
2.3.6 Capacity Development

There has been significant health system strengthening in the areas of laboratory services, blood supply, counselling, and STI service delivery. Program management in both Ministry of Health and community sector has improved markedly. However a more systematic approach to health system strengthening and community system strengthening could result in much greater capacity improvement.

Strategic Implications

· A more programmatic approach to health system strengthening needs to be adopted

· A more programmatic approach to community system strengthening needs to be adopted  

2.4 Strategy Development Process

This strategy was developed with multi-stakeholder involvement and based on detailed review of strategic information. Major steps have included:

· Late 2008: Review of existing strategy (documentation review, 2 day stakeholder review meeting, interviews with key informants, production of review document)

· February/March 2009: Consultative process to prepare Request for Continuation of Funding Round 5 Global Fund Grant

· Late 2009/early 2010: Integrated biological/behavioural study of MARPs

· February 2010: Establishment of Technical Working Group to oversee final strategy development (held regular meetings through till strategy finalisation)

· March 2010: Completion and circulation of situation analysis discussion document

· April 2010: Stakeholder Workshop involving over 60 participants to discuss health determinants, risk analysis, response mechanisms and strategy priorities

· April 2010 interviews with key stakeholders and critical informants

· April 2010 workshops with MSM, female sex workers and youth

· May 2010 Stakeholder Workshop to review final draft strategy
3. Strategy Framework
3.1 Results Based Framework

The Timor-Leste HIV/STI National Strategic Plan 2011-2016 is based upon a results based framework. That framework posits a causative relationship between impact, outcomes, outputs and inputs while recognising that factors external to the program modify results at each level. A focus on results has determined prioritisation at each succeeding level. For example achieving the impact of reducing HIV related morbidity and mortality will require the outcome of ensuring people receive high quality ART and OI treatment which will in turn require the outputs that testing (and counselling) services reach those most likely to be infected and that treatment services are appropriately targeted.  To achieve these outputs health system strengthening comprises a range of inputs.

Priorities are based on the situation analysis of the broad social context of Timor-Leste and specific patterns of risk related to HIV and STIs.  They are also based on the applicability of the Asian Epidemic Model to the Timor-Leste context.

3.2 Strategy Framework

	PREVENTION
	TREATMENT/CARE

/SUPPORT

	IMPACT

	HIV infection is minimised

STI infection is minimised
	Morbidity and mortality among PLWHIV is significantly reduced (diagnosis, treatment, monitoring, care/support)

Morbidity and mortality resulting from STIs is significantly reduced (diagnosis, treatment, monitoring, care/support)



	OUTCOMES

	An enabling environment for the implementation of theTimor-Leste National HIV and STI strategy is developed

People adopt safe sex behaviour

Mother to Child Transmission of HIV is minimised

Blood Borne Transmission of HIV is minimised

People with STIs receive treatment to eliminate or effectively manage their infection


	People living with HIV systematically receive OI prophylaxis, treatment and other  non ART clinical care

People living with HIV eligible for ART receive it

People living with HIV receive care and support according to their needs

People with STIs receive treatment to eliminate or effectively manage their infection



	PROGRAM OUTPUTS

That an enabling environment for the implementation of the HIV/STI strategy is developed through the following service delivery areas: 

· Coalition for Gender Equality, Sexual and Reproductive Health

· Reduction of stigma and discrimination

· Multi sector action

That HIV and STI transmission is minimised in the general population through the following service delivery areas:

· Basic service package of HIV and STI prevention and treatment interventions

· Condom distribution

· Targeted interventions for higher risk sub populations

That HIV and STI transmission is minimised among young people through the following service delivery areas:

· access to basic service package

· life skills based sex education through schools
· targeted interventions for higher risk sub populations
That HIV and STI transmission is minimised among Sex Workers through intensive interventions in the following service delivery areas:

· Behaviour Change Communication

· Enhanced syndromic management of STIs

· Community mobilisation

· Condom distribution

· Targeted VCT

· Advocacy

  That HIV and STI transmission is minimised among MSM through intensive interventions in the following service delivery areas:

· Behaviour Change Communication

· Enhanced syndromic Management of STIs

· Community mobilisation

· Condom Distribution

· Targeted VCT

· Advocacy

That HIV and STI transmission is minimised among uniformed services personnel through intensive interventions in the following service delivery areas:

· Behaviour Change Communication

· Targeted VCT

· Condom distribution

That HIV and STI transmission among Injecting drug users is minimised through design and implementation of a harm reduction service package

That HIV and STI transmission among prisoners is minimised through design and implementation of an intensive service delivery package

That clinic based services are implemented to reduce HIV and STI transmission in the following areas:

· Prevention of Mother to Child Transmission

· Post Exposure Prophylaxis

That the level and quality of STI diagnosis and treatment is maximised through service delivery in the following area:

· Management of sexually transmitted infections (STI)


That blood borne transmission of HIV and STIs is minimised through 

effective service delivery in the following areas:

· Blood safety

· Infection control

That the number of people who are infected with HIV that are diagnosed and referred for appropriate treatment is maximised through service provision in the following service area:

· Counselling and testing (VCT and PICT) 

That services for the treatment of people with HIV are provided in the following area:

· Prophylaxis and treatment for opportunistic infections and antiretroviral treatment and monitoring

That Care and Support services are provided in the following areas:

· Care and support: Care and support for the chronically ill

· Care and support: Support for orphans and vulnerable children

That TB/HIV collaborative activities are implemented in the following areas: 

· Intensified case finding among PLWHAs

· Prevention of TB disease in PLWHAs

· Preventing HIV in TB patients

· Prevention of opportunistic infections in PLWHAs with TB  

· HIV care and support for HIV positive TB patients



	PROGRAM INPUTS

That the coverage and quality of HIV and STI services is improved through health system strengthening in the following areas:

· Service Delivery Infrastructure

· Human Resources

· Drug and essential commodity supplies

· Laboratory Services

· Governance and Leadership

· Quality Management and Strategic Information

· Linkages with non HIV/STI services

· Policies/Procedures

That the coverage and quality of HIV and STI services is improved through community system strengthening in the following areas:

· Development of an enabling environment

· Building community networks, linkages, partnerships and coordination

· Resources and capacity building

· Community activities and service delivery

· Leadership and accountability

· Monitoring, evaluation and planning


4. Service Delivery
4.1 Prevention

Strategic Approach

The likelihood of HIV and STI transmission is the result of both behavioural (currently in Timor-Leste primarily sexual behaviour) and biological factors. Behaviours that reduce the likelihood of sexual transmission include:

· abstaining from sexual intercourse

· minimising the number of sexual partners an individual has

· use of condoms

Biological factors that determine likelihood of HIV transmission include:

· presence of ulcerative STIs

· viral load of people with HIV

· circumcision

Prevention of HIV transmission requires both behaviour change interventions and clinical services. This section of the document focuses on behaviour change interventions. Strategic directions for the provision and management of clinical services are discussed in more detail in section 4.2 of this strategy
. However promotion of health seeking behaviour resulting in utilisation of clinical services needs to be integrated into HIV behaviour change interventions and is discussed in this section.

Health behaviours depend on both individual factors (e.g. knowledge, skills, and attitudes) as well as broader social contexts (e.g. cultural practices such as taboos around discussion of sex, access to means of prevention such as condoms, and orientation of health services – e.g. attitude of staff towards specific population groups). The Ottawa Charter for Health Promotion provides a useful framework for assessing the comprehensiveness of health promotion strategies. The Ottawa Charter identifies five key action areas by which individuals, communities and governments act to improve health. They are:

· healthy public policy

· supportive environments

· strengthening community action

· developing personal skills

· reorientation of health services 
 

Based on epidemiological modelling and resource constraints, service provision needs to be prioritised across different population groups. More intensive service provision needs to be targeted at those population groups most likely to have multiple sexual partners (sex workers, MSM, clients of sex workers). There is significant overlap between these groups and they also serve as a bridge to the broader population.

As discussed in section 2 (situation analysis) there is also a significant level of partner change in the broader Timor-Leste population. Sub populations identified as being at higher risk include:

· those who are employed in jobs that are based or require significant time spent away from their home

· populations in border areas with Indonesia

· students who are studying away from home

· people travelling outside Timor-Leste

· women who have been deserted or divorced after either traditional or church marriages

· men with higher disposable incomes

Among young people there is evidence that patterns of sexual behaviour may be rapidly changing. This appears to be related to:

· weakening of traditional cultural influences, particularly family and church

· high levels of boredom associated with unemployment

· geographic mobility

· influence of various media including that with pornographic content

· new methods of social networking (e.g. mobile phones)

4.1.1 Enabling Environment

Implementation of the National HIV and STI Strategy requires partnership between agencies across sectors. This is necessary to address broader cultural/social factors that impact sexual health behaviours such as gender as well as specific interventions such as workplace initiatives.

Priority interventions for building an enabling environment in this strategy are:

· building a coalition for gender, sexual and reproductive health to facilitate open and frank discussion of sexual and reproductive health

· ensuring the right of PLHIV to confidentiality and protection from stigma and discrimination

· strengthening support for multi sector action
Coalition for Gender Equality, Sexual and Reproductive Health

During the development of this strategic plan a range of social/cultural objectives were identified as needing to be achieved to enhance HIV/STI prevention efforts and the implementation of clinical services. They are outlined in the table below
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It was the view of stakeholders that creating an environment in which open and frank discussion of sexual and reproductive health can occur is a necessary prerequisite to both counter negative influences and facilitate implementation of more specifically targeted behaviour change interventions.

Gender equality is at the heart of establishing an enabling environment for sexual and reproductive health. The extent to which masculinity is equated with the exercise of power over women, undermines women’s capacity to control their own health and more generally for open discussion to occur regarding sex.
 Efforts to achieve gender equity require participation of men as well as women.

Partnership across sectors and between agencies is required to establish the broad based movement necessary to achieve the objectives of an enabling environment. A Coalition for Gender Equality, Sexual and Reproductive Health needs to be established to mobilise community support for an enabling environment.

The health sector has a major organisational role to play in the development of a coalition for Gender Equality, Sexual and Reproductive Health. It has a policy leadership role and technical expertise in HIV and STI services as well as reproductive, maternal and child health services. It also has technical expertise in health promotion. Perhaps most importantly it has the infrastructure through the SISCa system to strengthen outreach and involvement at the grass roots level in Timor-Leste.

The coalition for Gender Equality, Sexual and Reproductive Health will include the following features:

· a governing board made up of high profile community leaders who can lead public discussion on related issues

· a technical advisory group of key experts on gender, sexual and reproductive health

· use of social marketing to promote public awareness

· mobilisation of grass root advocates, especially SISCa officers

Stigma and Discrimination

There continue to be high levels of stigma and discrimination in Timor Leste against PLHIV. The fear of this discrimination is one of the key factors making the uptake of VCT (Voluntary Counselling and Testing) difficult and often the reason for losing people from follow up after a diagnosis. In other countries legislation protecting the rights of PLHIV has been a necessary but not in itself sufficient condition for lessening such stigma and discrimination.  The 2003 HAMP Act (HIV/AIDS Management and Prevention) in PNG is a good example of legislation that was enacted to limit the spread of HIV and has as its basic tenet that PLHIV have the same rights as any one else and therefore need protection.

One of the areas where stigma and discrimination is most keenly felt by PLHIV and MARPs in Timor Leste is in the health care setting. Lack of confidentiality is a serious issue and again a disincentive to people seeking treatment, care and support after a positive diagnosis. Best practice in ensuring confidentiality and sensitisation training of all those working with PLHIV and MARPs in health care should reduce this problem.
NAC is the oversight body for the Timor-Leste National HIV/STI strategy. As such it includes representation from across sectors. The NAC should review existing legislation to ensure the rights of PLHIV are the same as all other Timor-Leste citizens and if not propose legislation to make it so.

Clear guidelines should be issued within the Ministry of Health regarding safeguarding of confidentiality. Training provided to health care staff should address confidentiality and sensitivity to the needs of PLHIV and MARPs. Training should include practices to avoid display of discriminatory attitudes and behaviours.

Multi sector action

Creating an enabling environment requires leadership at all levels of society (from national to district level) and across sectors. It also requires the mobilisation and involvement of Timorese in government, NGOs, faith based organisations and special interest groups who can advocate with and educate their fellow citizens.

Many of the interventions outlined in this strategy require participation from a range of sectors. Forms of participation include:

· adoption of sector specific policies (e.g. workplace HIV policies) 

· preparation and implementation of relevant legislation (e.g. protection of PLHIV)

· funding of specific activities (Ministry of Solidarity funding of PLHIV group) 

· lead responsibility for implementation of some interventions (Ministry of education implementation of life skills based sex education) 

· partnership with other agencies in implementation and advocacy (church provision of care/support and advocacy for the rights of PLHIV) 

· memorandums of understanding between different agencies/ministries where more then one is involved in program delivery (e.g. prisoners are potentially an important target group. Ministry of Health and Ministry of Justice will both be involved) 
Key sectors and roles will be identified in implementation planning. The NAC will provide a forum for cross sector advocacy.

Role of faith based organisations

Faith based organisations and in particular the Catholic Church are powerful social forces in Timor-Leste. Faith Based Organizations (FBOs), regardless of religion or denomination have particular attributes that can strengthen the HIV/AIDS response. They include: 
· Strong roots within communities

· Depth of networks and breadth of infrastructure

· Respect and trust of their constituents

· Moral and ethical competence to work for positive social change
Issues of guilt, compassion, salvation, and forgiveness are framed by religious beliefs. These issues and beliefs deeply affect the attitudes of many people towards those living with HIV and the experiences and feelings of many people directly affected by HIV. 
FBOs are in a unique position to provide leadership in challenging stigma and discrimination. They have the moral authority to declare that stigma and discrimination against PLHIV are contrary to the tenets underlying religious teachings. Where they choose to do so they can also facilitate access to the information people need to make informed decisions regarding risk behaviours. This requires facilitating an environment in which open discussion can occur around what may have been taboo topics and in which organizations can work with most at risk groups.

Evidence from Africa, where HIV reached epidemic proportions some years ago, shows that FBOs can play a major role in developing a supportive environment. Uganda is one of the few countries that have experienced a dramatic decline in HIV prevalence and incidence. In the 1990s churches and mosques were part of a broad based coalition with government structures, non government organizations and community networks to mobilize a response to HIV. Religious groups took a leading role in the provision of care and support services which helped de-stigmatize HIV and promote inclusiveness of people living with HIV. In prevention if for religious reasons they could not promote condoms, they focused on abstinence, partner reduction and monogamy. However they also agreed not to undermine provision of information about and delivery of condoms by other organizations.
 

Care and support for people affected by HIV appears to be the most common form of assistance provided by FBOs. While most often characterized by provision of comfort and counselling of individuals, it also includes organizational support for people living with HIV to form peer support groups, addressing stigma targeted at families affected by HIV and material assistance to individuals and families.

This strategy strongly endorses the role of faith based organisations in challenging stigma and discrimination as well as providing care and support services for PLHIV.

The promotion and provision of condoms has been a major point of controversy in the role of FBOs in prevention. However, most FBOs have moved past the point of outright opposition. In Uganda (one of the few countries where HIV transmission rates have declined) FBOs agreed not to undermine government efforts to promote condoms. 

In Africa many church leaders now support condom promotion. Kevin Dowling, Catholic bishop in South Africa, has said about condom use that: “Simplistic attitudes blind us to the realities of life for millions of poor people. In this terrible pandemic, should we focus all our efforts on proclaiming an ethic of sexuality or also on the ethic of preserving and saving life?”

It was the view of stakeholders in developing this strategy, that support should be sought from faith based organisations for a prevention framework in which people are informed that abstinence, being faithful to one partner who is also faithful and use of condoms are each effective methods of preventing disease transmission and that people should be able to access condoms for the purpose of disease prevention.

4.1.2 Safe Sex – Targeted Interventions

4.1.2.1 General Population

The general population will be targeted through:

· interventions outlined in section 4.1.1 to develop an enabling environment

· universal access to a basic service package and promotion of health seeking behaviour

· targeted interventions for higher risk sub populations

Basic service package

All Timorese are entitled to the following basic HIV and STI services:

· accurate knowledge regarding methods of protection from HIV and STI transmission

· access to condoms and lubricants
· access to STI treatment

· referral, where appropriate to specialised STI services

· access to HIV counselling and testing

Promotion of accurate knowledge regarding HIV prevention includes awareness of the following methods:

· Abstinence from sexual activity that can transmit infection

· Being faithful to one partner who is also faithful and uninfected

· Consistent condom use
Promotion of accurate knowledge also needs to be strengthened in the context of the National Sexual and Reproductive Health Strategy. Increasing community awareness will also occur through interventions described under developing an enabling environment.

Efforts to promote accurate knowledge will also include encouragement of health seeking behaviour.

Ensuring people have access to condoms is an essential component of the basic service package. The extent to which men in Timor-Leste have multiple sexual partners is significant. Based on focus group discussions undertaken in developing materials for the national reproductive health communication strategy and stakeholder interviews in developing this strategy, it is unlikely that this behaviour will be acknowledged between couples. However if men use condoms consistently outside their primary relationship, the risk of HIV transmission to their female partner can be significantly reduced.

Syndromic management of STIs needs to be expanded to all levels of health service delivery in Timor-Leste as stated in existing health policy
. Basic risk assessment protocols need to be developed to enable health workers to determine whether patients require additional and/or more specialised counselling, testing and/or treatment services (see section 4.2.1 Counselling and Testing).

Condom Distribution

Expansion of condom availability needs to occur through both the public and private sectors. Free condoms need to be available from health sector outlets as well as entertainment venues. Commercial marketing of condoms also needs to be strengthened through social marketing interventions to expand the range of sites and channels through which condoms are available.

The range of condoms available also needs to be expanded. Different condom sizes and thickness need to be available.

Targeted interventions for higher risk sub populations
Based on the situation analysis and stakeholder consultations the following sub populations were identified as being at higher risk 
· mobile populations

· clients of sex workers

· PLHIV and specifically HIV sero discordant couples

· workers in the hospitality industry

· people living in border areas

· people going or returning from overseas

· workers from overseas in Timor-Leste

· women who are vulnerable because of family breakdown and/or domestic violence

More specifically tailored behaviour change communication (BCC) interventions and prioritised access to VCT services needs to be targeted at these sub populations. This will usually involve working in partnership with other sectors including integrating HIV/STI BCC into other information and training programs.

4.1.2.2 Youth
High coverage HIV testing is not recommended as an intervention to promote safe sex behaviour among youth at this point in time. HIV prevalence among young people in Timor-Leste is almost certainly currently very low. A HIV negative test result may reinforce assumptions of low risk and unsafe behaviour. 

Young people are at particular risk of HIV and STI infection. They are at the start of their sexual lives and consequently lack the experience of older people. As there reliance on family decreases they are more subject to peer pressure. Youth is often a period of confusion influenced by biological changes, increasing life responsibilities and exposure to a wider sphere of influences. Many young people lack the life skills required to deal with these changes and knowledge regarding the biological context of sex.
The rapid social change that is occurring in Timor-Leste creates a more challenging environment for addressing sexual behaviour. The role of established cultural influences, in particular the church and family, is weakening. Established understandings of certain cultural practices are breaking down (e.g. the obligations associated with traditional marriage as a precursor to church marriage).  Mobility associated with education, employment and social dislocation resulting from political conflict has further weakened traditional support structures. Expanded access to popular culture through increased access to established media (television, radio) and new forms of media (internet, mobile phones) exposes young people to a range of confusing and conflicting cultural influences. More generally popular culture promotes a strong association between status/prestige and material wealth. Some of the consequences of social change in Timor-Leste on HIV/STI risk behaviour are summarised in the table below.

	Social Change
	HIV/STI related risk

	Decline in influence of church and family
	Undermining of traditional norms of sexual abstinence  

	Established understandings of traditional marriage as precursor to church marriage maybe breaking down
	Reduced commitment to ongoing responsibility to sexual partners

	Mobility
	Separation from strong support structures

Greater exposure to wider range of individuals, social contexts and cultural influences

	Exposure to popular culture
	Modelling of sexual behaviour in conflict with established norms 

	Increased materialism
	Status associated with material rewards for engaging in sex

Young people susceptible to engaging in sex with older partners for material reward and status


Youth will be targeted through:

· interventions outlined in section 4.1.1  to develop an enabling environment

· school based life skills and sex education

· targeted interventions for out of school youth and other higher risk sub populations

· use of popular culture to promote safe sex

· ensuring youth can access condoms through measures targeted at the general population

School based life skills sex education

It is essential that all young people are equipped with the life skills and knowledge to make informed decisions regarding sex. School is the only point of service delivery where universal access can be largely assured. Therefore this strategy prioritises the provision of school based sex education in a broader life skills framework.

Life skills based sex education needs to include specific skills such as assertiveness and negotiation as well as clear and unambiguous knowledge regarding sexual behaviour and risk. It also needs to take account of young peoples understanding of their relationships with each other (e.g. concepts of love and romance often based on modelling through popular culture).

Targeted interventions for out of school youth and other higher risk sub populations

Recently the World Bank released a report on youth in Timor-Leste
. The report identified a range of factors that have created significant levels of social alienation among Timor-Leste youth reflected in widespread involvement in the recent civil unrest. They included high levels of unemployment (estimated at 43% nationally and 58% in Dili), lack of social cohesion, political marginalisation and dissatisfaction and social/cultural factors. Each of these factors also increases risk taking behaviour including sexual behaviour.  
Youth who are unemployed and/or most lacking in social cohesion (e.g. living away from family and home community, not engaged/connected with traditional support structures such as the church) need to be specifically targeted in HIV prevention. They are highly likely to engage in sexual activity and priority needs to be given to ensuring they have knowledge about condom use and access to condoms. 

Peer based education needs to be strengthened targeting out of school youth and other higher risk sub populations. Higher risk youth sub populations include:

· unemployed youth

· young people living away from home often to undertake study or employment but sometimes as a result of family breakdown

· young people working in the hospitality industry

· young people among MARPs

There are many groups working with youth in Timor-Leste some of which are already engaged in HIV education. However the content and quality of their work needs to be strengthened.
4.1.2.3 Sex Workers
Sex work is a common phenomenon in Timor-Leste. More than 25% of members of uniformed services (army, police), report having a commercial sex partner in the past 12 months. Over 25% of sexually experienced young men report that they paid someone the first time they had sexual intercourse (however this does not necessarily mean a sex worker). 

Mapping studies indicate that the largest number of sex workers is in Dili. However there are significant numbers of sex workers in large towns and working in border districts. 

Most sex workers are Timorese
. Generally sex workers do not work in clearly organised sex work establishments (e.g. brothels). Sex workers make contact with clients on the street, through networking (often coordinated by mobile phone) and at entertainment venues. Condom use has increased significantly from 2004 (59% reported never using a condom in the past month with a local client
) till 2010 (65.3% reported condom use for vaginal or anal sex with their most recent client). However reported condom use is still significantly less then some other countries in East Asia (e.g. Cambodia, Thailand). STI rates are also high. 

There are migrant sex workers working in Timor-Leste. Key informants/stakeholders report that most of these workers are based in more organised sex work establishments. Current programs are not being delivered to this group of sex workers. Interventions need to be established most probably through cooperative arrangements with venue operators.

As discussed in section 2.1.2 (Risk Analysis) there are women engaged in transactional sex but don’t identify as sex workers and/or engage in sex work sporadically. Interventions need to be developed and implemented for these women.
Priority interventions for self identified female sex workers are:

· intensive behaviour change communication delivered through peer education, outreach and drop in centres

· enhanced syndromic management of STIs

· VCT

· Condom distribution

· Community mobilisation and advocacy
Consideration should be given to conducting outreach VCT and STI clinics at drop in centres.

Behaviour Change Communication

Intensive behaviour change communication interventions are required targeted at sex workers. Key behavioural objectives are:

· 100% condom use in all commercial sex involving vaginal and/or anal penetration

· Increased utilisation of clinical STI services

· Regular STI and HIV testing

Behaviour change communication should be peer based and delivered through outreach and drop in centre services. However given the assumed relatively small number of sex workers, consideration should be given to additional models of intervention including more individualised case management approaches. Condom distribution should be integrated into all relevant service delivery.
Enhanced Syndromic Management of STIs

Enhanced Syndromic Management of STIs, including regular testing should be standard of care for sex workers (see section ).  Referral protocols need to be established between outreach/drop in centres and STI services.

Community Mobilisation

Ambiguity regarding legal status and social stigma/discrimination often results in sex work being highly exploitative, competitive and socially isolating. WHO notes:

“Vulnerability is highest where sex workers are isolated from mainstream society and where they lack internal solidarity and their own social support networks. In such circumstances the capacity for community action around health and other issues may be low”
.
To combat isolation and build community action, sex workers should be involved in the planning and delivery of services. This strategy supports the development of an autonomous sex work organisation that can advocate on behalf of sex workers.

Information on the legal status, rights and responsibilities of sex workers should be developed by sex workers and integrated into outreach and drop in centre services.

Advocacy networks are a key part of facilitating positive change for sex workers to address risks and barriers to reducing HIV and STI transmission and to be able to support their community members who have acquired HIV.
4.1.2.4 MSM
It is difficult to estimate the number of men who have sex with men in Timor-Leste. In the 2003 FHI study, 5% of male university students reported male to male sex. As in other countries a distinction needs to be made between those men who adopt an identify based on their practice of male to male sex, and those who are engaged in male to male sex but don’t self identify on that basis. Most men who engage in male to male sex do not self identify on that basis. In Timor-Leste regardless of identity most MSM (over 90%) also have had female partners in the past year.

Priority interventions for MSM are:

· intensive behaviour change communication delivered through peer education, outreach and drop in centres

· enhanced syndromic management of STIs

· VCT

· Condom distribution

· Community mobilisation and advocacy
Behaviour Change Communication

Intensive behaviour change communication interventions are required targeted at MSM. Key behavioural objectives are:

· 100% condom use in all male to male anal penetrative sex

· 100% condom use in any penetrative sex with casual female partners

· Increased utilisation of clinical STI services

· Regular STI and HIV testing

Behaviour change communication should be peer based and delivered through outreach and drop in centre services. Condom distribution should be integrated into all service delivery.
Enhanced Syndromic Management of STIs

Enhanced Syndromic Management of STIs, including regular testing should be standard of care for MSM (see section ).  Referral protocols need to be established between outreach/drop in centres and STI services.

Community Mobilisation

The lack of a visible community and positive role models results in social isolation, denial and poor self esteem for many MSM. Social isolation and denial are obstacles to providing HIV health promotion services. Poor self esteem often equates with perception of low self worth and consequent higher risk taking behaviour.

This strategy supports efforts to develop a viable and visible MSM community. 
4.1.2.5 Uniformed Services
Uniformed services in this strategy, refers to the defence forces (FDTL) and police (PNTL). Compared to the broader population members of the uniformed services are considered at higher risk because of:

· high rates of multiple sexual partners

· more time spent away from home

· high geographic mobility associated with their employment

· relatively high rates of disposable income

· power associated with their positions

Interventions for uniformed services will be:

· BCC (through outreach and peer support)

· targeted VCT

· condom distribution

4.1.2.6 Injecting Drug Users

The scope of service provision for injecting drug users will be determined by the collection of strategic information. Specific information is required regarding:

· size of IDU population

· frequency of injecting

· geographic location

· extent of habitual use and recreational use

· type of drug being used

· drug use network information

There is overwhelming evidence that HIV transmission among IDUs can potentially spread very rapidly but can be contained through a harm reduction approach. The most important component of harm reduction is ensuring IDUs have access to new injecting equipment (especially needles and syringes). Other components however can include substitution therapy for opioid injectors, and access to a range of other services.

Harm reduction should be part of a comprehensive drug use strategy. Such a strategy should also include supply reduction and demand reduction.

4.1.2.7 Prisons
A harm reduction approach to addressing HIV and other blood-borne diseases within 
prisons also involves implementing a number of programs and services designed:
· to minimize the transmission of HIV and other blood-borne diseases among 
groups involved in high-risk activities such as sharing drug injection and tattooing equipment and unprotected sex within prison settings; 
∙      to facilitate counseling and education regarding HIV and other blood-borne 
diseases, and the risks involved in certain activities; 

· to provide adequate access to sexual health services
∙      to facilitate prisoners’ access to voluntary HIV, STI and HCV testing; and 
∙      to respect the human rights of those prisoners living with HIV/AIDS, HCV or 
drug dependence.
The Ministry of Justice has lead responsibility for implementation of health services in prisons. Before commencing HIV program implementation protocols need to be developed regarding the management of prisoners who are PLHIV.

4.2 Clinical Services

The strategy addresses a range of issues regarding clinical services. While ensuring access to Anti retroviral treatment is the highest priority a number of other clinical issues are also related to HIV. They include provision of STI services, infrastructure support in areas such as laboratory and pharmaceutical services, and policies and procedures on issues such as infection control in health care settings and the safety of the blood supply.
4.2.1 Counselling and testing
The benefits of HIV testing are:

· linking PLHIV with treatment, care/support services through initial diagnosis

· providing additional motivation to PLHIV and their sexual partners to practice safe sex

· using reported diagnoses to strengthen surveillance

The purpose of providing counselling when testing is to:

· ensure people provide informed consent when agreeing to be tested

· educate people regarding safe behaviours

Achieving universal access to treatment is dependent on diagnosis of HIV infection. It is likely that current diagnosis of HIV infection in Timor-Leste is significantly less then the actual number of people infected. While MARPs, pregnant women and the sexual partners of PLHIV
 will remain priority target populations for testing, counselling and testing needs to be strengthened in the wider population. Additional priority will be given to those who are diagnosed with an STI, given their likely engagement in sexual risk behaviour as well as those diagnosed with TB.

In the context of limited capacity to provide high quality counselling, distinctions need to be made between pre and post test counselling and different target populations. The following table specifies target populations for the provision of intensive counselling through Voluntary Counselling and Testing (VCT) Centres and Provider Initiated Testing and Counselling. VCT Centres will provide a specialised counselling service as well as more intensive counselling for MARPs and PLHIV. Provider Initiated Testing and Counselling will focus on ensuring people have adequate information to make an informed decision in agreeing to HIV testing.

	Service Delivery Type
	Target Populations
	Counselling Type
	Rationale

	Voluntary Counselling and Testing (VCT)
	PLHIV
	Post Test Counselling
	Post test counselling requires high level capacity to deal with both the emotional dimensions of a positive diagnosis, the immediate practical decisions regarding ongoing health management and possible contact tracing

	
	PLHIV
	Ongoing Counselling
	The psycho/social dimension of HIV infection required additional professional counselling/psychological support for some PLWHA.

	
	PLHIV
	Care coordination
	Some PLWHIV require assistance in coordinating use of a range of services relating to both their health and other needs. VCT Centres should provide a service coordination point for care coordination. This may require employment of additional staff to assist in care coordination. 

	
	MARPs
	Pre test counselling
	MARPS (individually) are much more likely to be tested HIV positive. In addition because of stigma associated with their behaviours often confronted in mainstream services, provision of more specialised services is warranted.

	
	MARPs
	Ongoing Counselling
	Intensive psychological/counselling support is required by some individuals to adhere to safe sex behaviours.

	
	Provider Referred
	Pre test counselling
	Service providers in other settings may refer clients to VCT who they believe require HIV testing and more intensive counselling

	
	Provider Referred
	Counselling
	Service providers in other settings may refer clients who they believe require more intensive counselling regarding risk behaviours.

	
	Self Referred
	Pre test counselling
	Any individual should be able to access VCT. Members of the general population who engage in high risk behaviour should be encouraged to access VCT.

	Provider Initiated Counselling and Testing (PITC)
	Pregnant Women
	Pre test counselling
	Currently less then one in 300 pregnant women are likely to test HIV positive. Overall risk of HIV is of marginal significance in their overall ante natal care. However if women do test positive and receive treatment, the possibility of vertical transmission can be very much diminished. In addition there ongoing need for HIV treatment can be addressed. 

	
	People diagnosed with an STI
	Pre test counselling
	Incidence is lower then among MARPs but higher then the general population. It is probable that the largest number of people in Timor-Leste infected with HIV are among this group, but very likely that their HIV is currently undiagnosed. Many may be unwilling to attend a service specifically for the purpose of HIV counselling and testing (VCT) but willing to be tested in the context of STI service provision.

	
	People attending TB services
	Pre test counselling
	TB is a common HIV co-infection. People with TB will be offered PITC  following National guidelines


Post test counselling should also occur for those who attend VCT services for the first time.

VCT should also be an entry point for enhanced syndromic management of STIs. Enhanced syndromic management should be the standard of care for all members of MARPs. Risk assessment of other clients at VCT should also be occurring and where appropriate laboratory based testing for STIs initiated.

During the development of this strategy several informants reported a perception that confidentiality is sometimes breached in the provision of testing. Confidentiality procedures are included in VCT policy. However capacity development may need to be strengthened. 

4.2.2 Prophylaxis and treatment for opportunistic infections and antiretroviral treatment and monitoring
Given the relatively low number of people believed to be currently infected with HIV and the complexity of treatment, delivery of antiretroviral treatment should be focused at a small number of sites. Where patients are located outside of Dili partnership arrangements should be made with local health services for drug storage and ongoing patient monitoring on the basis of non laboratory diagnostic procedures (e.g. weight loss, symptoms of opportunistic infections) with regular periodic referral to specialist facilities for full assessment.

The National Hospital in Dili in addition to being a site for antiretroviral delivery should also provide HIV inpatient facilities as well as being the HIV prescribing site for patients outside of Dili. If over the next five years the number of patients increases significantly outside of Dili the provision of antiretroviral prescribing should be expanded while more specialised inpatient facilities remain centralised in Dili.
A number of issues were raised by Estrela+ (the current national positive advocacy group) in the development of this strategy regarding treatment. These issues, listed below need to be investigated and action taken on the basis of expert medical advice as required.

· CD4 testing and Viral Load testing need to be available

· Side effects need to be recognised as an issue for PLHIV and addressed

· Stock outs and lack of availability of certain drugs must be addressed – it is not acceptable to change regimes on the basis of stock outs

· When one drug is changed in a regime it should be done in such a way as to minimise the likelihood of resistance occurring in any of the drugs being taken

· Next line drugs are needed in some patients now and in the years to come there will be a need for more treatment options 

· There needs to be a more integrated approach to the health of PLHIV including sexual and reproductive health, surveillance for HIV related cancers and ARV associated consequences such as high cholesterol, blood sugars and general cardiovascular issues

· In particular there is a need for specialised counselling services and the need to address depression and neurological issues 
· Dental health is an important and often neglected need of PLHIV. Care should include special attention to gum disease to which PLHIV are prone and which has a negative general health impact on PLHIV

· An effective referral system should be in place which links different services that PLHIV require and takes into account the specific needs of PLHIV, and which are delivered in an appropriate way free of stigma and discrimination

· The issue of nutrition in PLHIV needs special attention
· The new WHO guidelines issues in November 2009 for initiation of treatment and first line regimes must be adopted. These guidelines call for treatment to start at a CD4 count of less than 350, and the removal of d4T from the regime due to unacceptable side effects.

· There need to be well trained HIV specialists available at all clinics where PLHIV are treated 

· Health care workers need to be trained in how to work with PLHIV clients, the need for confidentiality to be strictly enforced, and should be able to speak in Tetum

4.2.3 Prevention of Mother to Child Transmission (PMTCT)

Timor Leste has one of the highest birth rates of any nation in the world. In countries with high prevalence of HIV children have suffered enormously. However effective strategies exist to prevent mother to child submission. Women of reproductive age are specifically targeted in the VCT/PITC component of this strategy.

HIV testing will be offered to all pregnant women in the context of preventing mother to child transmission. Development of human resource capacity for this to be achieved needs to be integrated with the implementation of the National Reproductive Health Strategy. Standard protocols need to be developed and compliance monitored on a regular basis.
4.2.4 Post Exposure Prophylaxis

The provision of post exposure prophylaxis (PEP) where needlestick injuries occur can reduce the likelihood of HIV infection. The availability of PEP can also increase the comfort of health care workers who are in contact with HIV positive patients thereby enhancing quality of care. Resource constraints limit the capacity to provide PEP to sites where HIV positive patients receive treatment. Protocols and training need to be developed for the provision of PEP. Confidentiality policies and procedures must be in place prior to services rolling out of PICT.
4.2.5 Management of sexually transmitted infections (STI)

STI treatment in Timor Leste occurs within the framework of either syndromic management or enhanced syndromic management.

Syndromic management is diagnosis of infection on the basis of symptoms, provision of counselling, and provision of treatment, according to standard protocols. Timor Leste has adopted a policy framework (Basic Package of Services)
 for the delivery of services. The basic package of services states that STI counselling and treatment should be provided at all levels of health service delivery in Timor Leste
.
Enhanced syndromic management is diagnosis on the basis of laboratory testing, pre and post test counselling (including sexual history taking) and treatment. There are no existing Ministry policy frameworks covering enhanced syndromic management. The National Hospital only has capacity to provide syphilis diagnosis. A small number of private sector sites in Dili provide laboratory based diagnosis of STIs within variable frameworks of enhanced syndromic management. Protocols may be site based, research project based or non existent. 

Enhanced syndromic management should be the standard of STI management for most at risk groups. STIs are often asymptomatic and most at risk groups because of higher rates of sexual partner change are more likely to be both at risk of, and transmit STIs. 
Protocols need to be developed for enhanced syndromic management of STIs for MARGs. In addition capacity needs to be established to provide enhanced syndromic management at a limited number of sites outside Dili where there are significant populations of MARGs. Access to these services needs to be promoted to MARGs.  

4.2.6 Blood Safety

In recent years Timor-Leste has made major advance in ensuring a safe supply of blood. Those advances include:

· refocusing the source of blood supply from families of patients to the broader community (e.g. blood donor day, mobile blood collection) thereby reducing risk of blood infected with HIV not being detected due to the window period of conversion

· effective guidelines adopted and implemented for safe blood transfusion and rational use of blood and blood products

· human resource capacity strengthened to implement guidelines

· procurement and ongoing supply management of necessary equipment, products and consumables

The key strategic challenges for HIV/STIs related to blood safety in Timor-Leste have been addressed. Ensuring ongoing quality management within the policy framework developed is the key strategic priority over the period of the new HIV/STI strategy. 
4.2.7 Infection Control

Accidental needlestick injury in health care settings is a risk for HIV transmission as well as other infectious diseases. The adoption of universal infection control procedures will minimise this risk. Protocols as well as quality assurance mechanisms need to be developed and implemented, and training provided to all staff working in health care settings.

4.2.8 Care and Support
HIV diagnosis for many people is a serious life changing event. Apart from individual health it impacts on personal/family and social relationships. These broader impacts in turn affect people’s capacity to manage their illness. 

PLHIV organisations should be involved in the planning, design, delivery and evaluation of care and support services, in order to optimise outcomes for PLHIV.

There are huge needs for care and support within the PLHIV community. Most PLHIV live in poverty and few have income. This leads to specific needs such as income generation itself, and assistance with financial survival, schooling, clothing, housing and nutritious food.

There are needs for information and skills in living with HIV which include treatment education and literacy, issues of adherence, and positive health in general. There is a need for counselling to address some of the emotional and social issues in living with HIV. This includes issues such as dealing with disclosure and confidentiality issues.  For those who are less well there is a need for home based care and support. 

Improved coordination of care and support also needs to occur. There are several service providers currently, or willing to be involved in the provision of care and support. Information regarding services being offered needs to be documented and communicated to PLHIV. Regular meetings need to be held between service providers and with PLHIV to ensure services are aligned with need. 

Some PLHIV do not have the skills to match their needs to the services available. Capacity needs to be developed for individual case management for these people, whereby a package of care and support services can be provided. In some cases, ongoing care coordination will be required for these individuals.

Under this strategy key elements of a comprehensive approach to care and support will include:

· psychological support

· social support

· peer support

· financial support

· health education

· extended care arrangements for people who are ill

· support for affected children (children of parents who are living with HIV, children orphaned as a result of parental HIV infection and children infected with HIV

· tailored care and support services for children infected with HIV

A care and support needs assessment should be undertaken when people are diagnosed with HIV.  The assessment will be against the service areas listed in the above paragraph. Case managers should be appointed to coordinate care provision from a range of agencies.
5.0 Institutional Arrangements
5.1 Health System Strengthening

A basic principle underlying health system strengthening in this strategy is alignment with the broader strategies of the health system in Timor-Leste. This is fundamental to building sustainability, minimising duplication, and harmonising and maximising the return on investment in the HIV/STI program. 

In Timor-Leste the Ministry of Health is charged under the constitution with the duty to promote and establish a national health system that is universal, general, free of charge and, as possible, managed through a decentralised participatory structure. The Ministry of Health is currently in the process of developing its National Strategic Plan for Health Service Delivery 2011 -2030. A key aspect underlying the strategic approach of the Ministry of Health is primary health care as the basis of effective delivery of services.

At the end of 2007, to strengthen the primary health care approach, the Ministry of Health developed  an integrated community health services approach  (“SISCa). Ensuring access to a basic service package at the community level is fundamental to SISCa. Primary health care services are intended to be the entry point to the health system in Timor-Leste with referral to more specialist treatment and care as required.

Essential primary health care services will be defined as part of the National strategic plan. However services that are particularly relevant to HIV and STIs will be provided that address:

· reproductive health and family planning

· health promotion and education

· communicable diseases
The National Strategic Plan for Health Service Delivery will also outline:

· strategies for developing hospital services

· referral procedures as well as supervision and support arrangements between different levels of service provision and agencies

· quality assurance procedures

· human resource requirements and capacity development arrangements aligned with different service delivery levels

· strategies to strengthen health infrastructure

· procurement procedures

The Ministry of Health is also committed to ensuring a systematic approach across communicable diseases that promotes efficient use of resources and sharing of skills and learning. A standard and uniform framework for all communicable disease strategic planning and operational documents with explicit reference to common factors (surveillance, planning, provision, evaluation) and disease-specific factors, will facilitate this happening. 

The Basic Services Package (BSP) is a common planning tool across health service delivery in Timor-Leste. Activities outlined in this strategy for Health system strengthening need to be aligned with role and functional delineations of the BSP. 

Delivery of effective HIV and STI services requires a strong underlying health system. The following key features will be aligned with the National Strategic Plan for health Service Delivery 2011 to 2030, the overall Communicable Diseases Strategy and the Basic Services Package :

· Human resources

· Drug and essential commodity supplies

· Laboratory Services

· Governance and Leadership: This includes systems for management and coordination as well as policy and procedures

· Health Information systems that provide strategic information for monitoring and quality improvement

· Linkages between related service delivery areas (e.g. reproductive health and HIV/STI)
· Policies/procedures 
5.1.1 Human Resources

The quality of human resource capacity development across the management and delivery of HIV/STI services in Timor-Leste varies significantly. In some areas (e.g. strengthening laboratory capacity, implementation of blood safety, behavioural research) human resource capacity development has been of high quality incorporating some or most of the following features:

· clear definition of competencies (both general and task specific) required to perform functions and provision of training aligned with those competencies

· follow up assessment of individual capacity to apply training

· training content applying generic competencies to specific tasks and context (e.g. limited facilities at health post)

· management including mentoring arrangements to facilitate ongoing learning, including through problem solving

However often training is more generic (not focused on the specific context in which skills will be applied) and not integrated into ongoing support. This generic approach also reflects, at times, a lack of appropriate targeting. Sometimes people are being trained in high level competencies that they are never likely to use while the ongoing capacity development needs of others are not being addressed.

HIV and STI services are delivered by staff with specialist training and generalist staff. Appropriate linkages between them need to be strengthened to maximise both coverage and quality in service provision. Specialist HIV/STI staff should be involved in training and ongoing support of staff delivering services through generalist settings (e.g. STI syndromic management; PICT and referral to VCT; primary health care of PLHIV). 

A human resource capacity development plan should be developed based on a comprehensive assessment of human resource and organizational development needs. This should include:

· functional analysis of service provision requirements and identification of core competencies required by staff to deliver services
· assessment of current capacity
· prioritization of capacity development needs

· identification of roles and responsibilities to deliver capacity development

· agreement regarding methodologies and approaches

· coordination with programs provided through other funding streams in order to minimize confusion and duplication 

· Learning through on the job experience should be incorporated into capacity development plans

· Mechanisms to ensure access to high quality technical support from within and outside the program should be included in the capacity development plan

· Regular liaison between implementing agencies and central program staff assists in identifying capacity weaknesses and providing on the job capacity development. Procedures to incorporate findings from field visits should be incorporated into capacity development plans. Assessment of service delivery against clearly described professional standards should be used for identifying weaknesses.
A range of capacity development methodologies should be utilized. In so far as practical, methodologies should incorporate opportunities to consolidate, strengthen and build upon learning. Mentoring and partnership arrangements should be considered as methodologies to facilitate follow up. An over reliance on one off workshops without follow up should be avoided
Opportunities for collaboration with other policy areas should be actively sought so as to avoid duplication and make optimal use of available resources. By example the Ministry of Health has adopted a National Strategy for Health Promotion which prioritises capacity development both within services provided by the Ministry and in community based organisations. This provides a framework for partnership between the Ministry and non government sectors in health promotion training. 

5.1.2 Drug and essential commodity supplies

The infrastructure for procurement, storage and distribution of essential drugs and other commodities (e.g. condoms, reagents for HIV testing) in Timor-Leste occurs through SAMES. Comprehensive protocols and procedures have been and are being developed, management systems improved and human resource capacity enhanced. However there have been stock outs of essential drugs/commodities at different levels of the supply system despite improvements. 

There is significantly greater risk associated with system failure in supply management related to communicable diseases then in non communicable disease areas. Examples include:

· interruption in Anti Retroviral Therapy is likely to create resistance to ongoing use of the same drugs as well as increase viral load and infectivity

· failure to ensure supply of condoms will result in people engaging in unsafe sex

Forecasting requirements in communicable diseases – particularly HIV – is also more challenging then non communicable diseases
.  Needs can change and increase rapidly. 

Significant technical support has been provided in strengthening the overall systems for drug and essential commodity supply in Timor-Leste. However additional technical support is required to strengthen forecasting systems in the area of communicable diseases and ensuring procurement and supply systems are sufficiently flexible to accommodate the high level of variation that may occur between planning periods.  
Unregulated involvement by the private sector creates significant risk regarding the provision of substandard products and unethical (dishonest/misleading) marketing. A regulatory framework needs to be established to govern private sector involvement in this area. 
5.1.3 Laboratory Services

Laboratory services are a key component of HIV service delivery. The Timor Leste Health Policy Framework identifies the National Laboratory attached to the national Hospital in Dili as being the central referral point for all laboratory services
. Laboratories with limited functions to mainly support diagnosis of malaria and TB are located in each of the districts. A number of unregulated private laboratories also exist.

Overall infrastructure capacity at the national laboratory is being upgraded in regard to space, equipment and human resource skill through assistance donors. However equipment and recurrent resources for CD4 counts is necessary to enhance HIV treatment decision making.
Laboratory capacity for the diagnosis of bacterial STIs and antimicrobial susceptibility is currently highly inadequate. Because of the higher susceptibility to HIV infection caused by bacterial STIs (recognised above in the higher priority proposed for enhanced syndromic STI management among MARGs) it is essential that this be redressed.

Surveillance of HIV and STIs requires laboratory based reporting systems. A regulatory framework is required that proscribes such reporting from private laboratories through licensing arrangements. Reporting private laboratory testing must be integrated into overall HIV and STI surveillance.

5.1.4 Governance and Leadership

The National Strategic Plan for Health Service Delivery 2011 to 2030 will define and delineate management systems for the Timor-Leste health system. Within that framework the Ministry of Health is committed to a partnership approach between  service providers within the Ministry and with those in other sectors (private and NGO), and ensuring community involvement in decision making.

The likely expansion of HIV service provision, as well as improving the quality of STI service provision at all levels (central, district, local) will require clear systems of supervision, support and referral.

There are currently high levels of accountability and transparency in implementation of HIV and STI services by the Ministry of Health through the Country Coordination Mechanism of the Global Fund. As Principal Recipient (PR) for the Round 5 HIV grant, the MOH reports on a quarterly basis against agreed indicators. 

The Monitoring and Evaluation Framework for the National HIV and STI strategy will further strengthen accountability and transparency. It includes indicators of performance and reporting mechanisms.     
5.1.5 Health Information Systems

Clinical service delivery data provides strategic information that can be used for program planning as well as monitoring and evaluation. Standardised measures need to be established to assess activity such as service utilisation, quality of service provision and efficiency. These measures should be integrated into a quality improvement framework that allows services to benchmark their performance against other services and modify delivery arrangements when desirable. The table below outlines some key indicators that should be used in the design of a quality improvement framework.

	Indicator
	Information Sources

	% of people with HIV surviving x years after diagnosis
	Health Management Information System

(HIV observational data base)

	% of people with HIV experiencing opportunistic illness
	Health Management Information System

(HIV observational data base)

	% of people diagnosed with HIV on antiretroviral therapy
	Health Management Information System

(HIV observational data base)

	% of people diagnosed with curable STI cured
	Health Management Information System

	Accuracy of laboratory diagnosis of HIV and STIs
	External Audit

	Frequency of shortages in availability of essential drugs and commodities (number and % of sites reporting no stock out of drugs and supplies)
	Annual report 

	Number of HIV infections occurring through use of blood products in medical procedures
	Surveillance system

	Number of needlestick injuries
	Health Management Information System

	Number of health care workers infected with HIV through occupational exposure
	Surveillance system


5.1.6 Health service linkages
Building linkages with service provision in other clinical streams is also an objective of this strategy. These include not only other infectious diseases such as STIs and TB but also population based streams such as maternal and child health.
Co infections (e.g. TB, STI) should have backward and forward linkages for follow up treatment and holistic care. Holistic care includes linkages with care and support services including psycho-social and home based care services. 

As well as ensuring linkages across service streams, attention needs to be directed towards linkages between central and local levels. Decentralisation is a core approach adopted in Timor-Leste. The role of the CISCa posts also needs to be considered.
5.1.7 Policies/Procedures

There are significant gaps in policies and protocols across a range of issues. In addition quality assurance procedures to monitor compliance with policies and protocols and to rectify deficiencies need to be developed.
5.2 Community System Strengthening

The Timor-Leste National HIV/STI Strategy is based on the principle of partnership between government and community sectors. To enable the community system to undertake its rightful role strengthening is required in the following areas:

· Development of an enabling environment

· Building community networks, linkages, partnerships and coordination

· Resources and capacity building

· Community activities and service delivery

· Leadership and accountability

· Monitoring, evaluation and planning

5.2.1 Development of an enabling environment

Development of an enabling environment as discussed in section 4.1.1 of the strategy will require strengthening the capacity of community organisations to engage in policy development and advocate across sectors. For this to occur, the following activity(s) will be implemented:

· allocation of funds for policy development through the community sector secretariat

· funding support for lead CSOs to participate in relevant forums/processes

· training of community organisation staff in policy and advocacy skills

· funding support for a policy support officer in Estella Plus to enable full involvement in policy making forums

5.2.2 Community networks, linkages, partnerships and coordination

There is little coordination currently between different community agencies implementing activities with similar or overlapping target populations. This potentially results in duplication of efforts and/or conflicting messages being delivered to target populations. (This is particularly the case among organisations working with youth). Furthermore opportunities to share information, resources and knowledge are not being utilised.

To strengthen community system functioning the following activities will be implemented:

· establishment of a community sector secretariat function to coordinate community sector involvement in policy development, participation in decision making structures (e.g. election of community sector CCM members)

· funding will be provided to enable CSOs to meet on a periodic basis to develop policy positions

· a youth coordination position will be established to develop and coordinate a joint work plan for HIV/STI prevention targeting youth

· funding for MARPs and PLHIV groups to meet and to build the capacity of their organisations
5.2.3 Resources and Capacity Building

Community organisations require financial, material and human resources in addition to program funds to deliver services. 

In Timor-Leste most community based organisations lack funding for the basic infrastructure necessary to deliver services. Funds need to be allocated for:

· core management functions (financial management, human resource management, planning and reporting

· resource mobilisation

· representation functions

Many community organisations lack the material infrastructure to effectively deliver services. Examples include office space and communication systems. Opportunities to address these needs will be identified.

There are a set of core competencies that community organisation staff and volunteers need to deliver quality services for HIV/STI prevention, care and support. The following activities should be implemented to strengthen community system capacity to deliver quality services:


A capacity development plan should be developed based on a comprehensive assessment of human resource and organizational development needs. This should include:

· functional analysis of service provision requirements and identification of core competencies required by staff to deliver services

· prioritization of capacity development needs

· identification of roles and responsibilities to deliver capacity development

· agreement regarding methodologies and approaches

· coordination with programs provided through other funding streams in order to minimize confusion and duplication 
· implementation of GIPA and Affected Community principles across programs and policies
Learning through on the job experience should be incorporated into the capacity development plans

Mechanisms to ensure access to high quality technical support from within and outside the program should be included in the capacity development plan

A range of capacity development methodologies should be utilized. In so far as practical, methodologies should incorporate opportunities to consolidate, strengthen and build upon learning. Mentoring and partnership arrangements should be considered as methodologies to facilitate follow up. An over reliance on one off workshops without follow up should be avoided.

5.2.4 Community activities and service delivery

Community organisations have certain advantages in service delivery including access and legitimacy with marginalised populations, organisational flexibility and ability to generate resources that might not be available to government. The extent to which these advantages translate into effective programming depend on strong strategic planning skills and quality management and improvement systems.

The adoption of a results based framework for this strategy provides a framework for effective program planning. The involvement of key stakeholders in strategy development processes needs to continue as an ongoing planning process. In addition to developing high quality plans, these processes need to explicitly include capacity development of the participants. This will include training in the conceptual frameworks being utilised as well as methodologies for planning more focused interventions.

Within each of the service delivery areas outlined in the strategy, joint plans will be developed by implementing agencies. Those plans will include indicators against which results can be measured and variation identified between agencies and over time. This will provide a basis for ongoing quality improvement.

5.2.5 Leadership and accountability

Community based organisations need strong governance and institutional structures to:

· effectively represent their respective constituencies

· sustain their role over time

· attract and manage significant funding from donors. 

Without strong governance structures, including transparency and accountability in decision making and transparency in financial management their credibility with donors and government partners is weakened. Because the populations they work with are already marginalised, maintaining credibility is of critical importance.

Core competencies, capacities and related standards for governance and management in community based organisations need to be defined in order to guide capacity development. Definition of core competencies and capacities in governance and management will also contribute to improved management practice through:

· providing common benchmarks against which performance can be measured and compared (basis of any quality improvement system)

· establishing a common framework against which institutional capacity can be assessed in determining feasibility of agencies to manage funding

· facilitating NGO participation in processes to harmonize aid delivery

Activities to be supported in developing leadership and accountability include:

· Development of common standards and definition of core competencies in governance, institutional and management functions

· Undertake capacity assessment of community based organisations involved in implementing the HIV/STI strategy  against the following functions:

· Decision making

· Financial management

· Organisational structure accountability

· Human resource management

· operational planning

· Develop 3 year capacity development plans for individual community based organisations operating in priority areas incorporating the following components

· initial capacity assessment against core competencies

· scheduling of training events and site visits

· identification of specific mentoring relationships

· integration of generic competencies into human resource development plans

· annual key performance management assessment of integration of competencies into organisational functions 

5.2.6 Monitoring, evaluation and planning

Strengthening community system monitoring, evaluation and planning capacity is necessary to facilitate improvement in service delivery. The development of shared systems/processes, service definitions and indicators across organisations implementing the HIV/STI strategy will reduce duplication in services, and provide a basis to compare performance and share learning.

To strengthen monitoring, evaluation and planning the monitoring/evaluation plan for the national strategy should be used as a framework for developing a common curriculum and tools across implementing agencies. 

Based on the shared curriculum developed, training should be provided to staff.

5.3 Strategic Information

A key principle of the Timor-Leste HIV/AIDS/STI National Strategy is that decision making should be evidence based. Strategic information on which to make decisions is required so that:

· interventions can be targeted geographically

· populations most affected identified

· disease outbreaks identified; 

· changes in risk behaviours identified

· contributing factors identified and monitored (e.g. knowledge, attitudes)

· relevant cultural practices addressed (e.g. use of traditional healers)

· health service usage monitored and

· programs can be evaluated

5.3.1 Existing framework

The following table outlines the framework for strategic information in the current national HIV/STI strategy.

	Component 
	Description

	Routine Surveillance
	Diagnoses of HIV (with basic demographic data) and syndromic STI infections (by detection site) 

	Sentinel Surveillance
	Data collection from sentinel sites (i.e. ANC clinics, STI clinics, TB clinics, CHCs etc) pregnant women and uniformed services

	Integrated Biological and Behavioural Surveillance
	Baseline and two yearly follow up studies for female sex workers, MSM, uniformed services personnel 

	Behavioural Studies 
	Included above

	Social Research
	Not funded through existing strategy

	Service Utilisation Data
	Collected for Global Fund

	Monitoring/Evaluation 
	Periodic national strategy review

Global Fund reporting


Activities under the existing framework will continue.

5.3.1 New Initiatives

Significant gaps in strategic information exist as follows:

· HIV prevalence in the general population

· HIV/STI risk behaviour outside MARPs

· Understanding the social and cultural context of sexual behaviour in Timor-Leste

· Injecting drug use in Timor-Leste

· More qualitative based research among MARPs

HIV prevalence in the general population

Estimates of HIV prevalence have been made on the basis of studies of health centre attendees and pregnant women. Pregnant women are a feasible and reasonable proxy for the general population. For the purpose of preventing Mother to child transmission Provider Initiated Counselling and Testing has been included in this strategy.

HIV/STI risk behaviour outside MARPs
A specific population study needs to occur to assist in targeting HIV behaviour change communication interventions. 

The social and cultural context of sexual behaviour in Timor-Leste

There is a need for social research to better understand the social and cultural understandings of sexual behaviour for the design of behaviour change communications. In particular studies are needed with general population and youth sub populations identified as at higher risk.

Injecting Drug Use in Timor-Leste

Injecting drug use has been reported in behavioural studies of female sex workers, MSM and students. However it is not clear from these studies whether the injecting drug reported is for medical or other purposes. The possibility that injecting drug use may be emerging as an issue of addiction needs to be urgently investigated so an appropriate service response can be implemented.  

5.3.2 Monitoring and Evaluation

A monitoring and evaluation framework is attached to this strategy. For most indicators existing data collection processes can be adapted to provide required information. Additional activities that will need to be established include:

· HIV treatment observational database

· general population sexual behaviour study

· service audit procedures

· PLHIV survey

· quality improvement report

5.4 Governance

The National AIDS Commission has overall responsibility for oversight of the National HIV/STI Strategic Plan. The role of the NAC is advisory as opposed to program coordination and implementation. Inputs to that advice need to be drawn from the range of agencies involved in the response to HIV/AIDS/STIs in Timor Leste. It is neither practical nor desirable (given limited resources) to replicate that expertise within the organisational infrastructure of the NAC. However a small secretariat function is required to meet administrative requirements (office space/equipment, project management, secretarial support)

During stakeholder consultation, the overlap of functions and membership of the NAC and CCM was raised. Although the CCM’s role in providing oversight of the Global Fund grant differs from the wider strategy oversight role of the NAC, much of the implementation of the National Strategy occurs through the Global Fund Grant. This strategy supports a review of options to reduce duplication of function, and more efficient use of resources used to support the two bodies. Options should include structures for combining the two bodies.

Coordination arrangements are framed by:

· Ministry of Health leadership in strategy coordination

· participatory decision making

· partnership in implementation

Timor Leste is a sovereign nation and the Ministry of Health is part of the public administration architecture through which that sovereignty is exercised. The National Development Plan of Timor Leste specifically identifies HIV/AIDS prevention and promoting reproductive health as health priorities. 

The principles outlined in this strategy based on those of the National Development Plan provide a framework in which that leadership is exercised.

While the Ministry of Health has the leadership role in strategy coordination, participatory decision making is a guiding principle of the National Development Plan and a necessity to achieve the objectives of this strategy. Responding effectively to HIV/AIDS/STIs requires a multi-sectoral response. It also requires decision making that draws upon expertise that exists both within and outside government. The involvement of people with HIV and other affected communities in all aspects of strategy including decision making is also a principle of this strategy.

Partnership between different sectors and agencies is also a requirement of coordination. An effective HIV strategy requires people with different expertise and experiences to work together. Government agencies, non government organisations, faith based organisations, international agencies all have different strengths that can be combined to create a more effective strategy. Implementation decisions should be based on evidence of most likely effective outcomes but be balanced by the objective of building capacity/expertise in Timor Leste. To ensure transparency and accountability activity to be funded outside the core functions of government departments should be subject to open tender processes.

Greater Involvement People Living with HIV/AIDS

This strategy supports the GIPA principles. The involvement of PLHIV needs to be at all levels of the response from strategy and policy development through planning and implementation to monitoring and evaluation. The involvement of PLHIV extends beyond just treatment, care and support to include prevention, legal and social justice issues, and any aspect of activity in addressing the HIV epidemic.

Funding will be provided to the national PLHIV advocacy group to become fully independent and have capacity to participate at all levels of decision making. Support will be provided to include the following:

· A Secretariat (a staff office of paid staff that also includes the DIC), with core cost budget items for 

· rent

· salaries

· equipment such as desks chairs, computers, photocopying, telephones etc

· telecommunication costs

· utilities

· local transport costs to meetings

· book keeping

· etc

· Activities in the workplan that might include items such as 

· training and information sharing of PLHIV in general

· training and development of the national PLHIV advocacy group secretariat and DIC staff in specific areas

· consultation with the membership

· needs identification

· monthly meetings with the membership

· etc

· Travel to and from the districts

· Funding for meetings and travel costs associated with them including AGM and SGM as well as other meetings of the membership

Appendixes
MONITORING AND EVALUATION FRAMEWORK

	Service Delivery Area
	Indicator
	Means of Verification
	Frequency

	IMPACT

	HIV INFECTION IS MINIMISED

	
	Prevalence in general population
	Sentinel surveillance (Ante Natal)
	Annual

	
	Prevalence in MARPs
	IBBS
	Every 2 years

	STI INFECTION IS MINIMISED

	
	Prevalence in general population
	Sentinel surveillance (Ante Natal)
	Annual

	
	Prevalence in MARPs
	IBBS
	Every 2 years

	MORBIDITY AND MORTALITY AMONG PLHIV IS SIGNIFICANTLY REDUCED

	
	Annual number of deaths resulting from HIV
	Treatment Observation data base
	

	
	Average life duration after HIV diagnosis
	Treatment Observation data base
	

	
	Rate of OI among PLHIV
	Treatment Observation data base
	

	MORBIDITY AND MORTALITY RESULTING FROM STIs IS SIGNIFICANTLY REDUCED

	
	Reported deaths from STIs
	HIS
	Annual

	
	Hospitalisation rate resulting from STIs
	HIS
	Annual

	
	Rate of undiagnosed STIs
	Sentinel Surveillance (ante natal screening)
	Annual

	OUTCOMES

	AN ENABLING ENVIRONMENT FOR THE IMPLEMENTATION OF THE TIMOR-LESTE NATIONAL HIV AND STI STRATEGY IS DEVELOPED

	
	Support for sex education to be taught in schools
	Demographic and Health Study
	

	
	Willingness to support family members living with HIV
	Demographic and Health Study
	

	
	Willingness to seek treatment at health service for STI
	Demographic and Health Study
	

	
	Number of Ministries with HIV policy
	Demographic and Health Study
	

	
	Increased utilisation of services by targeted populations
	Service utilisation
	

	PEOPLE ADOPT SAFE SEX BEHAVIOUR

	
	Condom used on last occasion of penetrative sex with non regular partner in general population 
	Sexual behaviour study
	5 years

	
	Condom used on last occasion of penetrative sex with non regular partner among targeted groups in general population
	Sexual behaviour study
	5 years

	
	Condom used on last occasion of penetrative sex with non regular partner among youth
	Sexual Behaviour study
	5 years

	
	Condom used on last occasion of penetrative sex with non regular partner among MARPs
	IBBS
	2 years

	MOTHER TO CHILD TRANSMISSION OF HIV AND STIs IS MINIMISED

	
	Number of children born with HIV
	HIV diagnosis database
	Annual

	
	Number of children born with congenital syphilis
	HIS
	Annual

	BLOOD BORNE TRANSMISSION OF HIV AND STIs IS MINIMISED

	
	Number of people infected with HIV through blood transfusions
	HIV diagnosis database
	Annual

	
	Number of people infected with HIV through needle stick injury
	HIV diagnosis database
	Annual

	PEOPLE WITH STIs RECEIVE TREATMENT TO ELIMINATE OR EFFECTIVELY MANAGE THEIR INFECTION

	
	Number of STIs annually notified
	HIS
	Annual

	
	STI audit
	STI audit
	Annual

	PEOPLE LIVING WITH HIV SYSTEMATICALLY RECEIVE OI PROPHYLAXIS,  AND OTHER NON ART CLINICAL CARE

	
	Percentage of PLHIV receiving OI prophylaxis according to need
	HIV observational database
	Annual

	PEOPLE LIVING WITH HIV ELIGBILE FOR ART RECEIVING ART

	
	Percentage of PLHIV eligible for ART receiving ART
	HIV observational database
	Annual

	PEOPLE LIVING WITH HIV RECEIVE CARE AND SUPPORT ACCORDING TO THEIR NEEDS

	
	Percentage of PLHIV reporting satisfaction with care and support
	PLHIV survey
	Two years

	PROGRAM OUTPUTS

	That an enabling environment for the implementation of the HIV/STI strategy is developed through the following service delivery areas: 

· Coalition for Gender Equality, Sexual and Reproductive Health

· Reduction of stigma and discrimination

· Multi sector action



	Coalition for Gender Equality, Sexual and Reproductive Health
	Board established
	Performance Report
	Annual

	
	Action plan developed
	Performance Report
	Annual

	
	Activities implemented in accordance with plan
	Performance Report
	Annual

	
	# of plan targets reached
	Performance Report
	Annual

	Reduction of Stigma and Discrimination
	Review conducted of existing protection of PLHIV against discriminatory practices
	MOH annual HIV report
	Annual

	
	Recommendations of above review implemented
	MOH annual HIV report
	Annual

	
	MOH guidelines developed protecting confidentiality and promoting non discriminatory practices
	MOH annual HIV report
	Annual

	
	Number of staff receiving training on confidentiality and non discrimination practices
	MOH annual HIV report
	Annual

	Multi sector action
	Development of Multi sector action plan by NAC
	NAC Annual report
	

	
	Number of Ministries adopting HIV policies in accordance with NSP action plan
	NAC Annual Report
	Annual

	That HIV and STI transmission is minimised in the general population through the following service delivery areas:

· Basic service package of HIV and STI prevention and treatment interventions

· Condom distribution

· Targeted interventions for higher risk sub populations

	Basic service package of HIV and STI prevention and treatment interventions
	% of respondents who can identify 3 HIV prevention methods
	Demographic and Health Study
	

	
	% of population aware that condoms can prevent HIV and STI transmission
	Demographic and Health Study
	

	
	Number of people presenting for STI diagnosis
	Routine surveillance
	Annual

	
	Number of people tested for HIV through PICT
	MOH annual report
	Annual

	
	Number of outlets providing BSP
	MOH annual report
	Annual

	Condom distribution
	Number of condoms distributed
	
	Annual

	Targeted interventions for higher risk sub populations
	TOR developed for interventions
	MOH Annual report
	Annual

	
	Agencies selected
	MOH annual report
	Annual

	
	% of higher risk sub populations reached
	Agency survey
	Annual

	
	% of target populations achieving knowledge and behaviour targets
	Agency survey
	Annual

	That HIV and STI transmission is minimised among young people through the following service delivery areas:

· access to basic service package

· life skills based sex education through schools
· targeted interventions for higher risk sub populations

	Access to basic service package
	Disaggregated statistics from general population 
	See general population
	See general population

	Life skills based sex education in schools
	Curriculum developed/redesigned
	NAC report
	Annual

	
	Number of teachers trained
	NAC report
	Annual

	
	% of schools implementing curriculum
	NAC report
	Annual

	Targeted intervention for higher risk sub populations
	TOR developed for interventions
	MOH Annual report
	Annual

	
	Agencies selected
	MOH annual report
	Annual

	
	% of higher risk sub populations reached
	Agency survey
	Annual

	
	% of target populations achieving knowledge and behaviour targets
	Agency survey
	Annual

	That HIV and STI transmission is minimised among Sex Workers through intensive interventions in the following service delivery areas:

· Behaviour Change Communication

· Enhanced syndromic Management of STIs

· Community mobilisation

· Condom Distribution

· Targeted VCT

	Behaviour Change Communication
	% of sex workers aware that condoms can prevent HIV and STI transmission
	IBBS
	2 years

	
	% of sex workers intending to use condoms in all commercial sex
	IBBS
	2 years

	
	% of sex workers confident in skill to negotiate use of condoms
	IBBS
	2 years

	Enhanced syndromic management of STIs
	Number of laboratory tests for syphilis 
	Laboratory report
	annual

	
	Number of sex workers undertaking enhanced syndromic management on a six monthly basis
	IBBS
	2 years

	Condom distribution
	Number of condoms distributed to sex workers through funded interventions
	Service report
	Annual

	Community Mobilisation
	Development of autonomous sex worker organisation
	CCM PR report
	Annual

	Targeted VCT
	Number of sex workers using VCT
	IBBS
	2 years

	That HIV and STI transmission is minimised among MSM through intensive interventions in the following service delivery areas:

· Behaviour Change Communication

· Enhanced syndromic Management of STIs

· Community mobilisation

· Condom Distribution

· Targeted VCT

	Behaviour Change Communication
	% of MSM aware that condoms can prevent HIV and STI transmission
	IBBS
	2 years

	
	% of MSM intending to use condoms in all commercial sex
	IBBS
	2 years

	
	% of MSM confident in skill to negotiate use of condoms
	IBBS
	2 years

	Enhanced syndromic management of STIs
	Number of laboratory tests for syphilis 
	Laboratory report
	annual

	
	Number of MSM undertaking enhanced syndromic management on a six monthly basis
	IBBS
	2 years

	Condom distribution
	Number of condoms distributed to MSM through funded interventions
	Service report
	Annual

	Community Mobilisation
	Development of autonomous MSM organisation
	CCM PR report
	Annual

	Targeted VCT
	Number of MSM using VCT
	IBBS
	2 years

	That HIV and STI transmission is minimised among uniformed services personnel through intensive interventions in the following service delivery areas:

· Behaviour Change Communication

· Targeted VCT

· Condom distribution

	Behaviour change communication
	% of Uniformed Services Personnel aware that condoms can prevent HIV and STI transmission
	IBBS
	2 years

	
	% of Uniformed Services Personnel intending to use condoms in all sex with non permanent partner
	IBBS
	2 years

	
	% of Uniformed Services personnel confident in skill to negotiate use of condoms
	IBBS
	2 years

	Targeted VCT
	Number of Uniformed Services Personnel using VCT
	IBBS
	2 years

	Condom Distribution
	Number of condoms distributed to uniformed services personnel through funded interventions
	Service report
	Annual

	That HIV and STI transmission among Injecting drug users is minimised through design and implementation of a harm reduction service package

	
	TOR developed for intervention package
	MOH Annual report
	Annual

	
	Intervention package targets achieved
	Service report
	Annual

	That HIV and STI transmission among prisoners is minimised through design and implementation of an intensive service delivery package

	
	TOR developed for intervention package
	MOH Annual report
	Annual

	
	Intervention package targets achieved
	Service report
	Annual

	That clinic based services are implemented to reduce HIV and STI transmission in the following areas:

· Prevention of Mother to Child Transmission

· Post Exposure Prophylaxis

	Prevention of Mother to Child Transmission
	Policy guidelines developed
	MOH Annual Report
	Annual

	
	Number of staff trained
	MOH Annual 
	

	
	% of pregnant women living with HIV on ART
	
	

	Post Exposure Prophylaxis (PEP)
	Policy guidelines developed
	
	

	
	% of people eligible for PEP receiving PEP
	
	

	That the level and quality of STI diagnosis and treatment is maximised through service delivery in the following area:

· Management of sexually transmitted infections (STI)

	
	Number of health staff trained in STI diagnosis and treatment
	MOH Annual Report
	Annual

	
	% of STIs correctly diagnosed and treated
	MOH audit
	Annual

	T    That blood borne transmission of HIV and STIs is minimised through 

effective service delivery in the following areas:

· Blood safety

· Infection Control

	Blood Safety
	% of blood donation screened for HIV
	Laboratory report
	Annual

	Infection Control
	Number of health service delivery outlets implementing universal precautions
	MOH Audit
	Annual

	That the number of people who are infected with HIV that are diagnosed and referred for appropriate treatment is maximised through service provision in the following service area:

· Counselling and testing (VCT and PICT) 

	VCT
	Number of VCT services
	MOH Annual Report
	Annual

	
	Number of VCT clients
	MOH Annual Report
	Annual

	PICT
	Number of sites providing PICT
	MOH Annual Report
	Annual

	
	Number of people tested for HIV through PICT
	MOH Annual Report
	Annual

	That services for the treatment of people with HIV are provided in the following area:

· Prophylaxis and treatment for opportunistic infections and antiretroviral treatment and monitoring

	
	HIV ART and OI services are available at 5 district hospitals
	MOH Annual Report
	Annual

	That Care and Support services are provided in the following areas:

· Care/support coordination packages based on individual needs assessments

· Care and support for the chronically ill

· Support for orphans and vulnerable children

	Care and support coordination packages
	% of people diagnosed receiving care and support assessment
	Service reports
	Annual

	
	% of people receiving care and support package based on needs assessment
	MOH audit
	Annual

	Care and support for chronically ill
	% of PLHIV chronically ill receiving coordinated care
	Service reports
	Annual

	
	Quality assessment of care and support
	MOH Audit
	Annual

	Support for orphans and vulnerable children
	% of orphans and vulnerable children receiving care and support based on needs assessment
	Service reports
	Annual

	That TB/HIV collaborative activities are implemented in the following areas: 

· Intensified case finding among PLWHAs

· Prevention of TB disease in PLWHAs

· Preventing HIV in TB patients

· Prevention of opportunistic infections in PLWHAs with TB  

· HIV care and support for HIV positive TB patients

	
	% of PLHIV tested for TB
	VCT reporting
	Annual

	
	% of PLHIV with TB receiving appropriate treatment
	HIV observational database
	Annual

	
	% of TB patients receiving VCT
	VCT reporting
	Annual

	
	% of PLHIV receiving care and support based on needs assessment of co-infection status
	Service reports
	Annual

	INPUTS

	That the coverage and quality of HIV and STI services is improved through health system strengthening in the following areas:

· Service Delivery Infrastructure

· Human Resources

· Drug and essential commodity supplies

· Laboratory Services

· Governance and Leadership

· Quality Management and Strategic Information

· Linkages with non HIV/STI services

· Policies/Procedures

	Service delivery infrastructure
	MOH delivery of HIV and STI services is integrated into the National Strategic Plan for Health Service Delivery
	National Strategic Plan for Health Service Delivery
	

	Human Resources
	Human Resource (HR) capacity development plan developed
	HR capacity development plan
	

	
	Number of staff trained in accordance with guidelines and targets in HR capacity development plan
	MOH Annual report
	Annual

	Drug and Essential commodity supplies
	Number of times stock out of drug and essential commodities are reported
	MOH Annual Report
	Annual

	
	Review and recommendations for improvement of forecasting
	Review recommendations
	

	
	Regulatory framework developed for private sector involvement
	Regulatory framework
	

	Laboratory services
	Purchase of CD4 technology
	MOH Annual report
	

	
	Number of PLHIV monitored according to CD4 count
	HIV Observational database
	Annual

	
	Capacity developed for regular STI national laboratory testing for MARPs 
	Laboratory report
	Annual

	
	Regular monthly reporting of all HIV and STI testing
	Laboratory report
	Monthly

	Governance and Leadership
	Reports to CCM
	CCM report
	Quarterly

	
	Annual report against NSP indicators
	MOH Annual Report
	Annual

	
	Participation in NAC
	Attendance
	

	Quality Management and Strategic Information
	Development of Quality Improvement Framework
	Quality Improvement Framework
	

	
	Quality Improvement Framework Implemented
	Quality Improvement Report
	Annual

	Linkages with non HIV/STI services
	MOH delivery of HIV and STI services is integrated into the National Strategic Plan for Health Service Delivery
	National Strategic Plan for Health Service Delivery
	

	Policies and procedures
	Policy and procedures Manual developed
	Policy and Procedures Manual
	

	That the coverage and quality of HIV and STI services is improved through community system strengthening in the following areas:

· Development of an enabling environment

· Building community networks, linkages, partnerships and coordination

· Resources and capacity building

· Community activities and service delivery

· Leadership and accountability

· Monitoring, evaluation and planning

	Development of an enabling environment
	Community sector secretariat funded
	Service Agreement
	Annual

	
	Number of community sector policies developed
	Service reports
	Annual

	
	Number of community sector staff trained in policy and advocacy skills
	Community sector secretariat report
	Annual

	
	Policy support officer employed by Positive support group
	Service Agreement
	Annual

	Building community networks, linkages, partnerships and coordination
	Periodic meetings of CSOs
	Community sector secretariat report
	Annual

	
	Youth coordination position established
	Service Agreement
	

	
	Joint implementation plan implemented targeting youth
	Joint implementation plan report
	Annual

	Resources and capacity building
	Community sector capacity development plan
	Service Agreement
	Annual

	
	Community sector capacity development plan implemented
	Service report
	Annual

	Leadership and accountability
	Common standards and definitions of core competencies in governance, institutional and management functions developed
	Service Report
	Annual

	
	Capacity assessment against common standards and core competencies undertaken and plan developed
	Plan
	Annual

	
	3 year capacity development plan implemented
	Service report
	Annual

	Monitoring, evaluation and Planning
	Number of staff trained
	Service report
	Annual

	
	
	
	

	


Strategy Statement. PLHIV (Estrela Plus)
Coalition for Gender Equality, Sexual and Reproductive Health


Objectives


removing taboos associated with discussion of sex


eliminating shame associated with accessing sexual health services


promote HIV testing


addressing ongoing fear and stigma associated with HIV


minimising stigma and discrimination against MARPs


strengthening the empowerment of women in management of their sexual and reproductive health


facilitating access to knowledge necessary to make informed choices regarding sexual and reproductive health


encouraging men to accept responsibility as partners with women in sexual and reproductive health


adoption of a human rights approach
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� UNAIDS. Redefining AIDS in Asia: Crafting an Effective Response .Report of the Commission on AIDS in Asia Oxford University Press. 2008. p2.


� New South Wales Global International Projects. HIV Epidemiological Modelling and Impact (HEMI) Study. Report 1. Epidemiological model and scenarios. Sydney October 2005


� Many women who work from entertainment venues in Cambodia have “sweetheart” relationships. These relationships often involve some form of emotional connection but usually involve exchange of material benefits. Often a woman will have several concurrent sweethearts. Sometimes sweetheart relationships are of short duration. Use of condoms is much less frequent in sweetheart relationships then in more formal sex work arrangements. There are many reports regarding the phenomena of sweetheart relationships in Cambodia. See for example Population Services International (PSI). HIV/AIDS TRaC Study Evaluating Condom Use among Karaoke Women with Sweethearts in Phnom Penh and Siem Reap. Second Round. (Social Marketing Research Series).Population Services International, Strategic Information Department, Cambodia.2006


� Lee, J. Behavioural Surveillance Survey (BSS): Selecting Populations and Groups. Power point Presentation. University of NSW. Timor-Leste HIV/AIDS/STI National Strategy Review Workshop. Dili September 2008.  


� The mapping study was not a size estimation study. Numbers reported should not be understood as an estimate of the size of the sex worker population.


� This may be attributable to a common understanding of the law in Timor-Leste permitting sex work to occur when a worker works privately and solely alone with no support to operate his/her work as a sex worker


� Jackson, Lady Boys, Tom Boys, Rent Boys, Male and female Homosexualities in Contemporary Thailand,p44
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� Saldhana, E.S; Van Klinken, C.W; Vong, M.F. HIV/AIDS in Timor-Leste. A Baseline survey of young people aged 15-24 years. Centre for Applied Research and Policy Study. Dili. Power point presentation at National Strategy Review Workshop Dili August 2008. 


� Earnest, J; Finger, R. Migration Patterns Survey and HIV Vulnerability Assessment Mapping in Selected Districts of Timor-Leste. Center for International Health. Perth. August 2006.


� Mosquera M, Obregon R. Draft Timor Leste National BCC Strategy for RH/FP/SM 2007-2011. Ministry of Health Timor-Leste. UNFPA August 2007


� Mosquera M, Obregon R, Wood L. Family Planning and General Reproductive Health: Quantitative and Qualitative Analysis. UNFPA July 2009


� The possibility of including circumcision as a prevention strategy was also raised during the consultation phase. Because of time constraints it was not considered for inclusion. However it should be further discussed and considered for inclusion at a later date.


� World Health Organisation. Ottawa Charter. Geneva: World Health Organisation, 1986.


� Patriarchal concepts of masculinity can also contribute to the social marginalisation of MSM and Transgender populations. Social marginalisation is a key barrier to effective service provision.


� Fowler, D. The East Asia and Pacific Regional Interfaith Consultation Meeting on Children and HIV/AIDS. UNICEF East Asia and Pacific Regional Office. Bangkok 2008.


� Parker W, Birdsall K. HIV/AIDS, Stigma and Faith Based Organisations A review. DFID/Futures Group 2005 pp17/18


� World Council of Churches.  Partnerships between churches and people living with HIV/AIDS organisations: Guidelines (working document) 2005





� The United Nations Children’s Fund Regional Office for South Asia. Faith Motivated Actions on HIV/AIDS Prevention and Care for Children and Young People in South Asia: A regional Overview. UNICEF Regional Office for South Asia. Kathmandu, December 2003.p19


� Ministry of Health Timor-Leste. Basic Package of Services Policy. Dili. 2004


� World Bank. Timor-Leste’s Youth in Crisis: Situation Analysis and Policy Options. September 2007


� It is anecdotally reported that there are some sex workers from Indonesia. However it is reported that many of these are from West Timor and to a significant extent are engaged in the same social/commercial networks as Timor-Leste workers.


� Family Health International (FHI). East Timor Final Report. FHI and USAID. 2006


� WHO. Toolkit for targeted HIV/AIDS Prevention and Care in Sex Work Settings. WHO Geneva 2005


� While these groups are the priority target populations, there is also significant HIV testing in Timor-Leste for purposes of employment and overseas travel.


� Ministry of Health, Timor Leste. Basic Package of Services Policy (Draft). Dili, March 2004.


� Ibid. p30


� In most areas of procurement forecasting is based in large part on previous usage patterns.


� East Timor Ministry of Health, East Timor Health Policy Framework ,Ministry of Health June 2002 p45


� The UN and other development partners have recognised the need for harmonisation in aid delivery to maximise efficiency and effectiveness. The non government sector should be active participants in efforts directed at harmonisation.








� Fowler, D; Fernandes, N; Haque, H; Ximenes, A. Draft Review of Timor-Leste National HIV/AIDS/STI Strategy. Dili September 2008.
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