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HIV/AIDS Prevention and Care Project - Feasibility Design Study

Executive Summary

The Feasibility and Design Study (FDS) was commissioned by the Australian Agency for
International Development (AusAID) to establish the feasibility of a second phase of the
HIV/AIDS Prevention and Care Project in Indonesia.

The study was undertaken from October 28 to December 1 2000, and included visits to
six provinces following briefings by Office of the Vice-President, AusAID, and the Phase
1 Project Team. The Design Team consisted of six Australian advisers and three
Indonesian experts. Two of the Indonesians had undertaken a situation analysis of
HIV/AIDS in the country in August 2000 that was used to guide the design studly.

The FDS confirmed the feasibility of the proposed project. An approach was required
which offered flexibility to develop an effective response to HIV/AIDS in a socia and
political environment that is changing quite quickly. The Design Team recommends a
five year project to be implemented in three stages, thereby adopting a rolling approach
to design and implementation. It is proposed that Stage 1 be 24 months and Stages 2 and
3 be 18 months each. More time has been allowed for Stage 1 because it will include the
further development of underlying strategies. The primary objective of the Project will be
facilitate the development of province and district specific responses based on situation
analyses and lessons learned from the implementation of the integrated multi-sectoral
activities and ongoing Phase 1 project activities.

This Project Design Document provides a detailed description of the proposed project.
Thetotal cost of the project is estimated at AUD 30 million.

Project origin and design preparation

The response to the epidemic by the Government of Indonesia, community groups, and
the international community in the last five years, has laid the foundation for preventing
an expanded epidemic. AusAID’s Phase 1 Project and the USAID-funded HAPP project
have made important contributions to strengthening the capacity of national and
provincia institutions and non-government organisations (LSMs) to respond to the
epidemic.

Nevertheless, Indonesia still requires considerable assistance in the future, particularly in
relation to emerging risks, and continued support will be necessary to sustain the benefits
of the Phase 1 Project. The Government of Indonesia requested continuation of
Australian support for the national response to HIV/AIDS.

In preparation for the design of the Phase 2 project, two Indonesian consultants were
engaged to undertake a situation analysis of the HIV/AIDS epidemic in the country. The
AUusAID Post held discussions with the KPA Secretariat and Depkes to decide on the
Indonesian provinces, which would be included in the Phase 2 project. The two
governments agreed that in addition to the Phase 1 Project provinces (Bali, NTT and
South Sulawesi), DKI Jakarta, West Java, Central Java, Central Kalimantan, Irian Jaya
and Riau should be considered for inclusion in Phase 2.

The FDS was conducted by a team of Indonesians and Australians providing experience
and expertise in epidemiology, HIV surveillance, harm reduction, strategic planning and
design, health promotion and social research.
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Section 1 — Project Preparation Steps — provides detailed description of the project origin
and preparation.

Context

Indonesia's 210 million people live on about 13,600 islands, which differ widely in
topography, population distribution, level of economic development and communication
links. In this context, the implementation of any national program or strategy faces
formidable challenges. The socia diversity of Indonesia is even greater than the
geographic variation. While the vast majority of the population speaks Indonesian, there
are some 250 other distinct languages. The majority is Muslim, but there are sizeable
minorities of Christians, Hindus and Buddhists.

Although the extent of religious observance varies widely among Indonesians of all
backgrounds, there is general adherence to a public culture of moral conservatism in most
parts of the country and topics like sexuality, sex outside marriage and illegal drug use
remain difficult to discuss openly. In this environment, the implementation of strategies
to prevent HIV transmission has frequently been challenging. It has been necessary to
proceed very cautiously in the development of programs such as sex education in schools
or the promotion of condoms to people who are not married. Approaches such as harm
reduction to prevent HIV transmission among people who inject drugs will undoubtedly
require equally, if not greater degrees of sensitivity.

Population mobility is another feature of the social environment in Indonesia that has
relevance to the control of HIV/AIDS and sexually transmitted infections (STIs).
Historically, there has been continuous migration of various ethnic and language groups
between different parts of the archipelago. In recent times population mobility has been
influenced by socio-economic and employment factors and communal conflict of various
kinds. Across several parts of the country, there are now hundreds of thousands of people
in temporary accommodation who have fled local violence, and are now awaiting an
uncertain future.

The last three years has brought enormous social and political change to Indonesia. The
financial crisisthat struck a number of Asian countries during the second half of 1997 led
to a series of tumultuous political events that culminated in free elections in 1999 and the
nomination of the first democratically elected President of the country. The government
relinquished its previously tight control over political activity. In an attempt to meet
growing demands for regional autonomy, the government in 1999 passed laws, to be
implemented from January 2001, to reduce the role of the central and provincia
governments, and increase the capacity and autonomy of the district and city level
governments. The central government will retain control over external relations, defence
and security, justice, monetary and fiscal affairs and religion. In all other areas, including
health, its role will be to guide and support, rather than direct asit hasin the past, and the
districts (and municipalities) will be given a high degree of autonomy to run government
services. There remain considerable uncertainties about the precise workings of this new
structure. In particular, the future of provincial government is particularly unclear.
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Problem description and analysis

Indonesia has generally been classified as low prevalence country with respect to
HIV/AIDS. By the end of the 1990s, the number of cases of HIV infection and AIDS
that had been diagnosed in Indonesia remained small (less than 2000), particularly when
considered on a per capita basis, but there had been steady increases in the number of
new cases reported each year. There was also a steady shift toward a higher proportion of
cases being in women and heterosexually acquired, and in Indonesian people rather then
foreigners. In 2000, the HIV prevalence among female sex workers in one part of Irian
Jaya, had risen considerably to over 20%.

Other disturbing signs of changing epidemic patterns have emerged from Jakarta, where
the HIV prevalence in blood donors increased two to three fold over 1998-9, and an
unpublished study of pregnant women in a voluntary counselling and testing (VCT) unit
found a prevalence of over 1%.

Perhaps the most striking recent trend has been the sudden recognition of extensive HIV
transmission among people with a history of injecting drugs. There is clear evidence that
the practice of re-using injecting equipment is widespread in this population group.
Unpublished surveys in several magjor cities have shown that 15-20% of people with a
history of injecting use who were tested had HIV infection.

The combined impression gained from these various forms of surveillance is that
Indonesia remains very vulnerable to the possibility of a substantial increase in HIV
transmission. A growing epidemic in people who inject drugs is starting to reveal itself,
sexua transmission may also be expanding and more people each year are developing
advanced HIV-related illness.

The key issues that the project needs to address differ from one province to another and
even between districts in the same province. However, they can be broadly summarised
asfollows:

Vulnerability to HIV infection through sexual transmission:

The most vulnerable population groups that need to be reached with information and
prevention services are sex workers and their clients, young people, waria
(transvestites) and other MSM.

Vulnerability to HIV infection through injecting drug use:

Estimates of the number of drug users in Indonesia suggest that there are around 1.3
million and that 10% of these drug users are in Jakarta. While the Government of
Indonesia (GOI) has expressed its growing concern about the rising drug problem, its
policies do not reflect clear strategies to deal with demand or supply and there has
been alack of action around coordinating government activities to address this issue.

There is aso a need for legal reform to enable drug users to seek information and
assistance rather than conceal their drug use out of the fear of being treated as a
criminal.
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Vulnerability and risk in the health system

Concerns about the safety of donated blood supply, and lack of consistent application
of universal precautions in the health care system have contributed to risk of infection
in the health care setting. The safety of the donated blood supply has been
compromised by a shortage of test kits for HIV screening. A contributing factor to
this situation has certainly been the economic crisis that began in 1997, but it also
seems that blood safety is not accorded the highest priority among current health
needs.

Surveillance, monitoring and research

Restricted geographical coverage of the surveillance system, together with shortages
in supply of HIV test kits for surveillance have placed severe limitations on the
system. With the current changes in the dynamics of HIV transmission in Indonesia,
regularly updated information on HIV prevalence in various population groups would
appear to be indispensable.

Treatment, care and support for PLWHA

Services for treatment and care of people living with HIV/AIDS (PLWHA) vary
across the country. There are magor issues regarding access to basic drugs for
opportunistic infections and quality of care in and outside of hospital settings.
Discrimination towards PLWHA, lack of knowledge and skills among health care
staff in providing care and treatment is also evident.

Responses to the problem

The Design Team adopted the “staged” strategy proposed in the Terms of Reference
(ToR) for the FDS for a variety of reasons. Firstly, there is an environment of
considerable political and economic uncertainty in Indonesia. While this situation is not
new, the recently introduced decentralised system of administration has heightened the
level of uncertainty. There are concerns about the capacity of the districts to manage their
increased service delivery functions and the need to ensure maximum participation of
stakeholders in the development of project strategies. Therefore the Design Team
considered the need for detailed situation assessments in order to develop effective
responses that can be implemented by affected districts. A second consideration in
adopting the “staged” strategy is the need to address an HIV/AIDS epidemic that isin a
state of evolution. Constant and often rapid change is a feature of HIVV/AIDS epidemics
everywhere, therefore the approach is not only relevant for this design process, but for the
future as well. Reviews of the situation at the end of Stages 1 and 2 will enable AusAID
to tailor responses to emerging priorities.

In adopting the “staged” strategy, the Design Team recommends that an initial stage of
24 months be undertaken following Phase 1 and include the continuation of selected
Phase 1 activities, undertaking rapid situation analyses in project provinces/districts and
developing provincia/district strategies with targeted interventions that will then be
implemented, monitored, reviewed and revised as the Project progresses.
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Selection of geographical locations for Project hinged on two main considerations. First,
the Phase 1 Project represents a substantial investment in institutional strengthening and
human resources, hence it is essential that full consideration be given to the continuity of
the structures and activities that have been established. Secondly, and in contrast, a
number of other provinces have received little support to develop their response to
HIV/AIDS, despite considerable evidence of vulnerability. Although AusAID has
developed a natural allegiance to the Phase 1 provinces, the Phase 2 design must take
account of needs elsewhere, and determine ways to appropriately support the
development of the response beyond the initial provinces. The selection of the provinces
for inclusion in the project was based on the rapid assessments done by the Design Team
and discussion with a variety of stakeholders. The Design Team recommends the Phase
3 Project be implemented in Bali, NTT, South Sulawesi, DKI Jakarta, West Java, to work
collaboratively with USAID ASA project in Irian Jaya and to carry out situation analyses
in Central Java.

Project description

The overall goal of the Project is to reduce transmission and vulnerability to HIV/AIDS
and minimise the impact of the epidemic on individuals and society.

There are three stages to the Project: Stage 1 that will extend over 24 months and Stages
2 and 3 of 18 months each. The purpose of the Project is to facilitate an expanded multi-
sectoral response to HIV/AIDS in selected provinces and districts

The Phase 2 Project will be achieved through five components, four of which are
designed to address priority areas of HIV-related risk and vulnerability. The fifth
component describes the management and coordination aspects of the Project. A detailed
description of the Phase 2 components is found in Section 5 (Project Description) and
summarised in the Logical Framework (Annex 2).

Component 1. Strengthening strategic planning, coordination and policy
development

This component will assist the Indonesian government at all levels to better plan and
manage the response to HIV/AIDS and STls. Key aspects if this component will be the
development of capacity to carry out epidemiological monitoring, the establishment of
processes for planning and evaluation, development of supportive policies and the
creation of collaborative structures that provide for true partnerships between government
and communitiesin responding to HIV/AIDS and STIs.

Component 2 Reducing risk of sexual transmission of HIV

The high prevalence of unsafe sexua practices in Indonesia potentially places large
numbers of people at risk of HIV infection. The risk of infection varies greatly among
different population groups and in different geographical areas. This component aims to
reduce the risk of HIV infection for the most vulnerable population groups. An important
underlying principle for this component is that research about the nature of risk and
vulnerability of identified population groups will guide the development of strategies and
targeted interventions. A second underlying principle is that the participation of affected
groups in the research, program development and implementation is essential for an
effective response.
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Component 3: Reducing risk of HIV infection associated with injecting drug
use

To address the potential epidemic of HIV associated with injecting drug use (IDU),
strategies to reduce blood borne infections among injecting drug users are best developed
within a framework that is focused on reducing the harm associated with injecting
practice. This component aims to enhance those responses that are demonstrating some
effectiveness in reducing transmission of HIV and develop new approaches to promote
and sustain behaviour changes. These strategies include peer education and outreach
services, policy and legal changes, information and referral services, primary health care
services, counselling and treatment initiatives.

Component 4. Improving testing, treatment, care and support

This component aims to facilitate the development of services to provide more effective
treatment and care for PLWHA. It is acknowledged that there will be a growing number
of people seeking treatment and care and services need to become resourced and
coordinated. Key services that need to be planned and resourced are counselling, HIV
testing, hospital and community clinics and PLWHA groups. There is also a focus on
strengthening the capacity of STl and HIV/AIDS treatment and care services.

Component 5: Proj ect management and coor dination

This component describes the administrative, management and coordination system that
will enable the implementation of the other components. The delivery of project
activities at the local level by a range of organisations, including the Project team,
KPADs, the KPA and NGO staff requires a coordinated management system and the
efficient monitoring of Project activities.

I mplementation

The project will be implemented by an Australian Contractor (AMC) on behalf of
AusAID in consultation with the KPA and KPADs. The management strategies,
coordination arrangements and monitoring and evaluation are described in Section 6,
(Monitoring and Management Strategies).

Major stakeholders who will be involved in the Project were well represented in the
process of the FDS. Their priorities and needs are reflected in the design. The KPA and
KPADs will be intimately involved in implementation at the national and district levels
respectively. Lembaga Swadaya Masyarakyat (LSM)* will play a very active role as
Project partners in each province. The project will foster the involvement of
communities most vulnerable to HIV infection and those most affected by the epidemic.

! Indonesia term for Non-Government Organisation. Literally translated Independent Community
Institution, the term has a more specific connotation that Non-Government Organisation, connoting
community support or advocacy groups rather than simply any organisation that is not government. The
non-government organisations involved in this project will be referred to as LSMs.

Y
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Abbreviations and acronyms

AIDS
AMC
ASA

ATL

AUD
AusAID
Bappeda
Bappennas
BINSOS
BKKBN
BSS

CDC
Depagama
Dedagri
Depkes
Depkessos

Depdikbud

Depdiknas
Depnakertrans
Depsos
Dinas Sosid
DIP

DKT

DUP
ELISA

FDS

FFO

FSwW

GOA

GOl

Acquired immune deficiency syndrome
Australian Management Contractor

Aks Stop AIDS

Australian Team Leader

Australian dollar

Australian Agency for International Development
Provincial / District / City Planning Board
National Planning and Development Board
Bureau for Social Guidance

Health, Population and Family Planning Board
Behaviour Surveillance Survey

Center for Disease Control and Prevention
Religious Affairs Department

Department of Home Affairs

Department of Health

Department of Hedth and Socia Welfare ((Existed prior to
August 2001)

Department of Education and Culture (Existed prior to August
2001)

Department of National Education
Department of Manpower and Transmigration

Social Affairs Department

Provincial social welfare office

Project Budgets

Dharmendra Kumar Tyagi

Project Proposals

Enzyme-Linked Immunosorbent Assay

Feasibility and Design Study

Field Finance Office

Female sex worker

Government of Australia

Government of Indonesia

vii



HIV/AIDS Prevention and Care Project - Feasibility Design Study

HAPP project USAID supported HIV/AIDS Prevention Project
HIV Human immunodeficiency virus

IDU Injecting drug use/r

IEC Information — Education — Communication

IT Information technology

Kantor Menko Kesra Coordinating Minister for People’s Welfare

KPA National AIDS Commission

KPAD Provincial AIDS Control Commission
Localisas Brothel complexes

LSM L embaga Swadaya Masyarakat (local NGO)
LTA Long-term advisor

M&E Monitoring and evaluation

MCH Maternal and child health

MSM Men who have sex with men

NGO Non-government organisation

NIHRD National Institute for Health Research and Development
NTT East Nusa Tenggara

PATH Program for Appropriate Technology in Health
PCC Project Coordinating Committee

PDD Project Design Document

PID Project Implementation Document

PKBI Indonesian Family Planning Association
PLWHA People living with HIV/AIDS

PMI Indonesian Red Cross

PO Project Officer (based at District/Province)
PSC Project Steering Committee

QPR Quarterly Project Report

RAR Rapid assessment and response

Rp. Rupia

RSCM Ciptomangunkusumo Hospital

RSKO Rumah Sakit K etergantungan Obat

STA Short term advisor

STI sexually transmitted infection

viii
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TAG

ToR
ToT
UNAIDS
UNDP
UNFPA
us
USAID
VCT
Waria
WB
WHO

Technical Advisory Group

Terms of Reference

Training of Trainers

Joint United Nations Programme for AIDS
United Nations Development Program
United Nation Fund for Population Activities
United States

United Agency for International Devel opment
Voluntary counselling and testing
Transvestite

Western Blot (WB)

World Health Organization
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1 Project preparation steps
1.1 Project origin

Australian Development Cooperation Program in Indonesia

The primary objective of the Austraian Development Cooperation Program with
Indonesiais to assist the government and people to reduce poverty, sustain recovery and
promote democracy. As described in the Country Strategy for 2000 - 2003, the objective
of the development cooperation program will be achieved through an integrated poverty
reduction framework. Six sectors have been identified as the focus of the Country
Strategy: health, water supply and sanitation, natural resource management, education
and training, governance and humanitarian relief. Support for the health sector will be
directed primarily to vulnerable population groups including women and children and
aim to improve the delivery of basic services. At present, Australian support for the
health sector is directed to maternal and child health projects, family planning and
reproductive health services, research on malaria, the national tuberculosis program, and
HIV/AIDS.

The Phase 1 HIV/AIDS Project

In response to the threat of an HIV/AIDS epidemic in the country, the AUD 21 million
Indonesia HIV/AIDS and STD Prevention and Care Project was developed at the request
of the Government of Indonesia (GOI). The Project began in September 1995 and will
continue till end 2001. The project operates at national level and in three provinces —
Bali, South Sulawes and Nusa Tengara Timur (NTT). At the centra level, the Project
has worked to strengthen the capacity of the National AIDS Commission (KPA) and six
central government sectors to respond to HIV/AIDS. In the three provinces, the focus
has been on strengthening the capacity of the provincial AIDS commissions (KPADS)
and non-government organisations to reach diverse population groups with information
and servicesto prevent HIV transmission.

Origin of the request

The response to the epidemic by the GOI, community groups, and the international
community in the last five years, has laid the foundation for preventing an expanded
epidemic. AusAID’s Phase 1 Project and the USAID-funded HAPP project have made
important contributions to strengthening the capacity of national and provincia
institutions and LSM s to respond to the epidemic.

The request

Indonesia still requires considerable assistance in the future particularly in relation to
emerging risks and continued support will be necessary to sustain the benefits of the past
five years of project implementation. The GOI requested continuation of Australian
support for the national response to HIV/AIDS. The proposed project will build on the
successes of the Phase 1 project, consolidating and expanding previous support for policy
and strategy formulation, innovative prevention and care initiatives, and fostering LSM
and government partnerships.
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Assessment and preliminary preparation

The request by GOI for continuation of Australian support for the HIV/AIDS response in
Indonesia was included in the review conducted by the AusAID Health Sector Advisory
Group (TAG) in July 1999. The TAG found that Indonesia remains at considerable risk
of an increasing HIV epidemic, for which further development of interventions by
government and non-government bodies to limit the size of this epidemic are required.
The TAG recommended that the GOI’'s request for an extension of the project be
supported by AusAlID.

In preparation for the design of the next phase of the project, two Indonesian consultants
were engaged to undertake a situation analysis of the HIV/AIDS epidemic in the country.
The report included a review of the social, political, cultural and economic context in
which Indonesia’ s response to the HIV/AIDS epidemic is currently taking place. The
situation analysis report also provided some recommendations about how AusAlID might
complement donor and GOI support for the HIV/AIDS response.

The AusAID Post held discussions with the KPA Secretariat and Depkes to decide on the
Indonesian provinces which would be included in the Phase 2 project. The two
governments agreed that in addition to the Phase 1 Project provinces (Bali, NTT and
South Sulawesi), DKI Jakarta, West Java, Central Java, Central Kalimantan, Irian Jaya
and Riau should be considered for inclusion in Phase 2.

1.2 Study team and method

The Phase 2 FDS was undertaken from October 30 to November 30 2000 by a team of
Indonesians and Australians. The five Australian team members were briefed by
AUusAID in Canberra before departing for Indonesia. In Jakarta, the complete nine
member team was briefed by the Office of the Vice President, the AusAID Post and the
Phase 1 Project Team. The team met with representatives of arange of GOl departments,
LSMs, bi-lateral and multilateral agencies. The Design Team also visited six of the
provinces proposed to be in included in the Phase 2 project — West Java, Central
Kalimantan, South Sulawesi, Central Java, DKI Jakarta and Bali. In the final week of the
FDS, an outline of the proposed project was presented to a meeting of representatives
from key GOI departments, LSMs, bilateral and multilateral agencies. An Aide-Memoire
was presented to AusAID. The Feasibility and Design process is shown
diagrammatically in Figure 1 below.
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Figure 1. The Feasibility and Design Study Process
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The Feasibility and Design Team

The Design Team consisted of nine people, five from Australia and four from Indonesia.
The composition of the team provided continuity with the situation analysis and the
Phase 1 Project. The Indonesian members of the team included a representative of the
KPA Secretariat, Mr Djoko Prayitno and two public health research experts who
conducted the HIV/AIDS situation analysis, Dr Endang Sedyaningsih-Mamahit and Dr
Suriadi Gunawan. The five Australian team members, Dr Tamara Kwarteng, Mr Bernard
Broughton, Ms Anne Malcolm, Prof John Kador, and Mr Jeffrey Sheather, provided
experience and expertise in HIV and STI surveillance and research, strategic planning
and project design, information — education — communication (IEC) and training,
treatment, care and support for PLWA, harm reduction approaches to injection drug use,
HIV testing, blood safety and universal precautions, gendered approaches to HIV/STI
prevention. Mr Brad Otto, who provided short-term epidemiology consultancy services
to the Phase 1 Project, managed the design mission and provided an important link with
the Phase 2 Design. The Team aso benefited from the insight and knowledge of the
AUusAID First Secretary in Jakarta, Mrs Judith Ascroft, the Indonesia Program Officer,
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Ms Anna Clancy and AusAID Contracts Officer, Mr Adam Saddler. The team was
supported by two trandators, Mr Harro Salim and Ms Ginta Amaranti.

Key aspects of method

A situation analysis of the HIV/AIDS epidemic, based primarily on review of documents
and consultations with government, LSMs and donors involved in the AIDS response,
preceded the FDS. The design process was participatory and inclusive. Over a period of
five weeks, sub-groups of the Design Team visited six provinces, West Java, Central
Kalimantan, South Sulawesi, Central Java, DKI Jakarta and Bali.

In each province, the Design Team undertook a rapid assessment of the magor HIV-
related risk behaviours and situation through extensive consultation (individually and
through group discussions and workshops) with KPAD, LSMs, and affected people.
Wherever possible, the teams visited localities with high prevalence of HIV-related risk
such as localisasi (brothel complexes). In some provinces, the team visited drug
rehabilitation centres. In al provinces the team determined the extent of responses to the
epidemic, and worked with government and LSM representatives to identify priorities for
action. The findings from the provincial visits were the basis for determining the
combination of strategiesto include in provincial plans.

The itinerary of the Design Team is show in Annex 14. Full documentation of the
meetings, workshops and consultations is presented in a separate document: Indonesia
Phase 2 HIV/AIDS Prevention and Care Project — Participatory Design Process and
Background Papers.

Situation analysis of the HI V/AIDS epidemic and responses

The situation analysis which preceded the FDS informed the study. The key findings of
the situation analysis report, which are summarised below, formed the basis of
discussions held in workshops to determine priorities for action in Phase 2. Findings of
the situation analysis included:

Status of the epidemic

The HIV epidemic in Indonesia is diverse and the overall prevalence is low.
However there have been sharp increases in the number of reported AIDS cases
recently.

The magjority of individualsinfected with HIV are Indonesian.

Increased proportion of female AIDS cases.

The proportion of reported HIV infections due to injecting drug use is increasing
rapidly.

STI and risk behaviour surveillance

High level of gonorrhoea, chlamydia in sex workers; low levels of STI in antenatal
women, except chlamydia at moderate levels.
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In the provinces where the two main donors (USAID and AusAlID) had been
working, sex workers report a moderate level of condom use. However reported
condom use among clients of sex workersis low.

Sharing of injection equipment by over half injecting drug users (IDUS).

Responses to the epidemic

A multi-sectoral national AIDS Commission (KPA) was established in 1994 to
coordinate the implementation of the national HIV/AIDS strategy (also developed in
1994). The KPA was located in the Coordinating Ministry for People's Welfare
(Menko Kesra). Provinciad and District AIDS Commissions (KPAD) were
established in all provinces, athough in many places they are not non-functional.

In the provinces where the USAID (HAPP) and AusAlD-funded projects are
implemented, there is considerable involvement of LSMs in the response to the
epidemic.

The vast mgjority of responses to the epidemic are funded through donor programs:
USAID, AusAID, KfW, UNAIDS, WHO, UNFPA, UNDP, World Bank.

The authors of the situation analysis identified the key issues to be addressed during the
Phase 2 HIV/AIDS Project as:

Universal precautions

Condom promotion

Access to counselling and testing

Care for people with HIV/AIDS
Accessto STI services

Prevention among people who inject drugs
Strengthening of KPA and KPADs

Blood safety
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2 Context

2.1 The occurrence of HIV/AIDS, STIs & risk behaviour in Indonesia

The first cases of HIV infection in Indonesia were diagnosed in 1987. Asin a number of
countries, most of the early cases were in foreigners or people who had associated with
foreigners. At this stage, no Asian country was known to be experiencing extensive HIV
transmission.

By the end of the 1980s, the unfolding HIV epidemic in Thailand had begun to reveal
itself. A number of analysts noted features in common between Thailand and several
other countries of the Asian region, including Indonesia, and warned that it was only a
matter of time before the epidemic established itself elsewhere. Respected academic
groups predicted that Indonesia could expect several million cases of HIV infection by
the end of the century.

At this stage, there was very little information available either on the extent to which HIV
infection had aready entered the Indonesian population, or on the patterns of risk
behaviour and other factors that might increase vulnerability to transmission.

As the implementation of the Indonesian HIV/AIDS Strategy began in 1994, with support
from several mgjor donor programs, a clearer picture started to emerge. Serological
surveillance programs steadily expanded to cover more than half the Indonesian
provinces, with a primary focus on sex workers. Later, surveys of STI prevalence and
risk behaviour were undertaken in a number of population groups.

By the end of the 1990s, the number of cases of HIV infection and AIDS that had been
diagnosed in Indonesia remained small, particularly when considered on a per capita
basis, but there had been steady increases in the number of new cases reported each year.
There was also a steady shift toward a higher proportion of cases being in women and
heterosexually acquired, and in Indonesian people rather than foreigners.

The sentinel surveillance that has been carried out in over half the Indonesian provinces
has generally found that the HIV prevalence in female sex workers has been below 1%,
with afew sites reporting levels of up to 5% in Irian Jaya and Riau. In 2000, however, it
appears that prevalence may have risen considerably in at least one part of Irian Jaya, to
over 20%.

Other disturbing signs of changing epidemic patterns have emerged from Jakarta, where
the HIV prevalence in blood donors increased two to three fold over 1998-9, and an
unpublished study of pregnant women in a voluntary counselling and testing (VCT) unit
found a prevalence of over 1%.

Perhaps the most striking recent trend has been the sudden recognition of extensive HIV
transmission among people with a history of injecting drugs. The first indication came
from routine HIV and AIDS case reports, which increasingly mentioned drug injecting.
Confirmation has come from unpublished surveys in several major cities, which have
shown that 15-20% of people with a history of injecting use who were tested had HIV
infection.

Apart from reports of diagnoses at district health centres and hospitals, there is little
systematic information on the occurrence of STIs in men. The occurrence of STIs in
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various groups of women has been monitored in a number of recent surveys. Prevalence
of gonorrhoea and chlamydia has been found to be high among female sex workersin a
number of provinces, but syphilis levels are much lower. Among women recruited
through primary health services of various kinds, the prevalence of gonorrhoea was very
low, but the chlamydia rates were in the range 5-10%, and could be considered to be
moderate.

Behavioural surveysin arange of populations have shown that the level of condom usein
commercial sex contacts has not changed much over the three to four years since this
form of monitoring began, although there is considerable variation across geographic
location in the extent of reported use — around 25% in project areas like Jakarta and Bali,
and around 5-10% in other areas. Male clients generally report much lower levels of
condom use than sex workers.

Behavioural surveys of people who inject drugs are at an earlier stage than the sexual
behaviour surveys, but they clearly indicate that the practice of re-using injecting
equipment is widespread in this population group.

The combined impression gained from these various forms of surveillance is that
Indonesia remains very vulnerable to the possibility of a substantial increase in HIV
transmission. A growing epidemic in people who inject drugs is starting to revea itself,
sexua transmission may also be expanding and more people each year are developing
advanced HIV-related illness. As the tenure of the first Indonesian HIV/AIDS Strategy
comes to an end, thereis still much to be done.

2.2 Geographic, social and cultural context

Indonesia's 210 million people live on about 13,600 islands, which differ widely in
topography, population distribution, level of economic development and communication
links. In this context, the implementation of any national program or strategy faces
formidable challenges. Although much of the country is now serviced by good transport
links, travel to district capitals within some provinces can literaly take days, over poor
roads or by water. Undertaking new programs can be very difficult in these
circumstances, particularly if they require technical services such as laboratory facilities.

The social diversity of Indonesia is even greater than the geographic variation. While the
vast majority of the population speaks Indonesian, there are some 250 other distinct
languages that are used at home and in everyday interactions. People generally identify
strongly with their cultural background, whether it is defined by place where they or their
parents came from, their family language, or their religion. The mgority is Muslim, but
there are sizeable minorities of Christians, Hindus and Buddhists.

Although the extent of religious observance varies widely among Indonesians of all
backgrounds, there is general adherence to a public culture of moral conservatism in most
parts of the country, and especially in rural areas where the majority of the population
resides. Even in the new climate of freedom of expression that has developed since the
resignation of President Suharto in 1998, topics like sexuality, sex outside marriage and
illegal drug use remain difficult to discuss openly. In public discourse on such matters,
religious leaders always have a strong voice, and political leaders often prefer to avoid
taking positions that may attract criticism on moral grounds.
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In this environment, the implementation of strategies to prevent HIV transmission has
frequently been challenging. It has been necessary to proceed very cautiously in the
development of programs such as sex education in schools or the promotion of condoms
to people who are not married. Approaches such as harm reduction to prevent HIV
transmission among people who inject drugs will undoubtedly require equally, if not
greater degrees of sensitivity.

Population mobility is another feature of the social environment in Indonesia that has
relevance to the control of HIV/AIDS and STls. Historically, there has been continuous
migration of various ethnic and language groups between different parts of the
archipelago. On top of these long-term patterns, the government in past decades strongly
encouraged transmigration of people from densely populated Java to areas such as
Kaimantan and Irian Jaya. Although there has been a considerable degree of
intermarriage and assimilation among groups over time, distinct communities can be
found living side by side all over the country, and virtually no district can be said to be
culturally homogeneous.

In addition to these long-term population movements, socio-economic factors lead many
people to live away from their homes for extended periods of time. For those involved in
occupations such as fishing or transportation, it is the nature of the work itself that
requires mobility. Other people are attracted to work in industries such as manufacturing,
forestry, mining or tourism, but eventually return to their place of origin. Another large
group of people travels overseas for contract employment

A very recent phenomenon has been the forced movement of people due to communal
conflict of various kinds. Across several parts of the country, there are now hundreds of
thousands of people in temporary accommodation who have fled local violence, and are
now awaiting an uncertain future.

The movement of people presents arange of challenges for the control of HIV/AIDS and
STls. Programs must first of al recognise the cultural diversity that is present in all parts
of the country, and develop their approaches accordingly. People who move frequently
may also be at higher risk of HIV/AIDS and STls, because they are away from their
community and family environments, and particular strategies may be required to engage
them in prevention efforts. Finaly, there may be special problems associated with the
risk of HIV/AIDS and STIsin people who have been internally displaced by conflict.

2.3 HIV situation in selected provinces

The provincial visits highlighted the diversity in the HIV/AIDS situation, in different
parts of the country, as shown in the summaries below. The number of cases reported
from each province (Table 1) is another indication of the diversity in the HIV epidemic.

Central Java

Central Java has reported a cumulative number of 37 HIV infections and 6 AIDS cases
(all deceased) to the Ministry of Health. The most significant means of HIV transmission
is regarded to be sexual, with most attention focusing on the sex industry. Official
estimates of the number of sex workers in the province are between 7,000 and 8,000,
however the real number is believed to be much larger. There is opposition to sex work
in the province and in recent times, Localisasi in Semarang (the provincial capital) have
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been officially closed down although they appear to be still operating on an ‘unofficial’
basis. Many sex workers have |eft the localisasi and are working either from the streets or
from other locations. Thereisonly one LSM currently working with sex workers, PKBI,
assisted by BKKBN. They operate a sexual health clinic that is accessible to sex workers
and distribute condoms. PKBI estimate that they only reach about 20% of the sex worker
population.

There is very little information available on IDU within the province. It appears to be
relatively low but that is difficult to substantiate, as there is no hard data. Counsellors at a
rehabilitation centre reported that most of their IDU clients originate from Jakarta.
Doctors at the Provincial Mental Hospital, where there is a drug dependency unit, report
seeing an increase in injecting drug use recently.

There is a serious shortage of reagents for testing donated blood and undertaking
surveillance.

A potential risk situation for the spread of HIV isthe maor trucking route from Surabaya
to Jakarta that runs through the province. Sex work often becomes established along the
route to meet the needs to the long distance truck drivers.

Central Kalimantan

Central Kalimantan (Kalimantan Tengah or Kalteng) is one of four Indonesian provinces
which shares the island of Borneo with Malaysia and Brunei. Kalteng which shares
borders with West, South and East Kalimantan, and has a coastline on the Sea of Java, is
a large province with aland area of over 153,564 sq km, and a total population of under
1.8 million. The wealth of Central Kalimantan is derived from extensive hard wood
forests, gold deposits and precious and semi-precious stones. The logging and mining
industries are essential parts of the economy, drawing workers (primarily male) from
other parts of the country.

Central Kalimantan has reported 27 HIV infections from the province to Depkes. All the
infections were detected among “Tha” fishermen, who were arrested for operating
illegally in the waters of the Central Kalimantan coast. Although no HIV infections have
been diagnosed among citizens of Central Kalimantan, there is ample evidence of highly
risky sexual behaviour among some population groups, including sex workers, waria,
MSM and young people. It was reported that foreign fishermen who tested HIV positive
were detained in port on their boats for up to three months, during which time local sex
workers reportedly come aboard.

The sex industry is extensive and is mostly organised around localisasi, karaoke bars and
massage parlours. The extensive mining, logging and fishing industries attract young
men who are the major clients of sex workers in the province. From virtualy al
localisasi came the highly disturbing report that teams of “health workers’, often
associated with the police, coerced sex workers into paying Rp 8,000 to 15,000 for
“injections” every two weeks, under the guise of STI prevention. There were even clams
that some Department of Health staff were involved. Most sex workers did not
understand that such injections, whether of penicillin, vitamins or some other substance
were both useless and potentially harmful. There is a network of warias, many of whom
mostly work as sex workers. According to virtually all informants, drug injection was not
arecognised phenomenon in Kalteng.
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The response to HIV/AIDS in the province has been very limited to date. So far, there
has been no donor funding related to HIV/AIDS in Kalteng. All programs and activities
have therefore been undertaken by provincial and district governments using their own
budgets. There was little evidence that any LSMs had become involved in activities
related to HIV/AIDS. PKBI included some aspects of HIV/AIDS in their reproductive
health programs aimed at young people.

DKI Jakarta

DKI Jakarta is a geographically small province that includes the capital city Jakarta. It
services a population of between 9 and 17 million. Jakartais the largest city in Indonesia.

It includes the greatest concentration of wealth and resources in the country and a large
professional middle class.

The socio-economic issues associated with large city environments such as poverty,
unemployment, overcrowding, population migration from other part of the country, are
evident in this city and give rise to an increased number of problems associated with
dense urban environments including drug use, sex work, homelessness and other factors
associated with HIV transmission. There are a large number of services funded through
government and donor organisations working in Jakarta to respond to these social issues.
AusAID and USAID are the largest donor organisations responding to HIV/AIDS.

Jakarta has the highest number of reported cases of HIV/AIDS and the second highest
rate per capita among the provinces. The Ciptomangunkusumo hospital (RSCM) is the
most experienced centre in the care and treatment of people with HIV disease. Several
members of the RSCM team see patients at other hospitals including private hospitals,
and a few other clinicians are becoming involved in HIV care and gaining clinical
experience as the caseload increases and extends to awider range of health care facilities.

Irian Jaya

Irian Jaya is one of the largest Indonesian provinces. Rich in resources, with a relatively
small population for its size, the province is inhabited by indigenous people, as well as a
large number of migrants from other Indonesian islands. The mountainous terrain and
limited infrastructure make transport very difficult. Many communities, both on the coast
and inland, are small and isolated. The overall health status of the population in much of
the province is considered to be poor, with maternal and child health, infectious diseases
and nutrition among the key areas of concern.

Irian Jaya has by far the highest per capita rate of AIDS diagnoses in Indonesia. It is also
likely that cases are underreported, because of the difficulty in carrying out HIV testing
in remote parts of the province. Until recently, HIV prevalence even among sex workers
in Irian Jayawas relatively low, but the latest findings from Merauke district indicate that
there have been substantial increases in prevalence. Merauke has in fact had somewhat
higher levels of HIV infection than other parts of Irian Jayafor some time.

There has been relatively little work on the specific behavioural risk factors for HIV
transmission in Irian Jaya. Other STIs are believed to be present at high levels, and there
is an extensive sex industry in places where mining, fishing or other economic activities
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have been developed on alarge scale. Among indigenous people, there may be traditional
practices of various kinds that represent a potential risk of HIV transmission.

South Sulawesi

Sixteen HIV/AIDS cases (1 AIDS and 15 HIV infections) have been reported from South
Sulawesi. However, as is the case in other parts of country, it is very likely that the HIV
prevalence in the province is higher than indicated by the number of reported cases. Ina
recent study undertaken by the Phase 1 Project, there were 8 HIV infections (4 men and 4
women) among the 141 men and 66 women tested. A local gay/waria LSM reports 18
deaths among waria with signs which may indicate AIDS, athough these cases were
never tested and not reported.

High risk behaviour for HIV transmission is quite wide spread throughout the province.
Sex work is reported in many areas, particularly in Makassar, the provincial capital with
its harbour, five other mgjor ports aong the coasts and along the major trucking routes to
neighbouring provinces. Makassar also has a large industrial estate with several
thousands of young, single workers living in boarding houses. Drug use, including
injecting drug use is reported to be a growing problem, particularly among school
children.

West Java

West Javais a large province with 25% of the population of Indonesia. There have been
93 cases of HIV (31) and AIDS (61) diagnosed up until October 2000. Population
mobility, high unemployment and rural poverty are key issues for this province.
Population groups at high risk of HIV include sex workers, IDUs, MSM, waria and
sexually active young people.

Bandung is the largest city in the province and its close proximity to Jakarta means that
there is regular movement between the two cities. Bandung is also large university city
(there are 11 universities and colleges) so young people comprise much of the population
living in the city. Many of these students come from other provinces in Indonesia
Injecting drug use is rapidly increasing in the province, centred around Bandung and
among student groups. A number of drug services including rehabilitation programs
have been established in response to thisissue.

There are aso an increasing number of people requiring care and a lack of knowledge
and experience among health care workers at hospitals and community clinics in all
aspects of care and treatment of PLWHA. Services to provide care and support in the
community is aso lacking.
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Table1: Cumulative reported HIV/AIDS cases reported in Indonesia (as of
February 2001)
No Province AIDS HIV Total Population
1998 (x1000)

1 Jakarta 209 456 665 9,489.4
2 Irian Jaya 141 243 384 1,998.1
3 Riau 14 103 117 4,198.2
4 East Java 21 94 115 34,842.1
5 Bali 26 89 115 2,978.7
6 West Java 37 57 9 40,896.3
7 South Sumatera 2 49 51 7,610.2
8 West Kalimantan 1 45 46 3,803.0
9 North Sumatera 5 27 32 11,566.0
10 | Central Java 6 24 30 30,385.4
11 | Centra Kalimantan 0 27 27 1,736.8
12 | Maluku 3 16 19 2,192.3
13 | South Sulawesi 1 15 16 7,961.7
14 | East Kalimantan 0 13 13 2,516.1
15 | West Sumatera 1 8 9 4,473.3
16 | North Sulawes 7 1 8 3,018.2
17 | Yogyakarta 3 5 8 2,988.5
18 | Jambi 0 6 6 3,052.5
19 | South Kalimantan 0 4 4 2,537.2
20 | East NusaTenggara 0 4 4 3,725.1
21 | Lampung 0 3 3 6,894.4
22 | West Nusa Tenggara 2 0 2 3,784.5
23 | Aceh 0 1 1 4,074.9

Unknown 0 9 9

Total (Indonesia) 479 1299 1778 204,392.5

2.4 Economic and political environment

In the mid-1990s, as Indonesia was beginning to expand its national response to
HIV/AIDS, the country was in a period of unprecedented economic development. By
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many indicators, its economy was among the more successful in the world, and it was
even starting to inherit the “tiger” mantle that had been bestowed on some of its regional
neighbours over the previous decade. The political and administrative structure had its
critics in relation to a number of issues ranging from government corruption to human
rights, but there was a high level of social stability.

By the end of 1998, much had changed. First, the financia crisis that struck a number of
Asian countries during the second half of 1997 had a particularly pronounced effect in
Indonesia. Many capital works projects were postponed or abandoned, the economy
contracted sharply, and unemployment rose to high levels among people from lower
socio-economic backgrounds. The government was forced to borrow large sums from
overseas to maintain basic services.

Within months of the onset of the financial crisis, a series of tumultuous political events
began that culminated in the resignation in 1998 of President Suharto, and his
replacement by the Vice-President. Free elections in 1999 led to the nomination of
Abdurrachman Wahid as the first democratically elected President of the country.
Following President Suharto’'s resignation, the government relinquished its previously
tight control over political activity, and issues and tensions that had lain dormant for
decades came bubbling to the surface. Consequences included outbreaks of communal
(religious) violence in some provinces, and increased confidence among separatist
movements in others, and a general expression from all parts of the country that people
wanted to have greater freedom to live their lives, and more involvement in they way
they were governed.

Decentralisation

In an attempt to meet growing demands for regional autonomy, the government in 1999
passed laws, implemented January 2001, which promise to create the biggest changes in
the way Indonesia is governed since the country became independent. The basic
principle of the laws is to reduce the role of the central and provincial governments, and
to increase the capacity and autonomy of the district and city level governments. The
central government will retain control over external relations, defence and security,
justice, monetary and fiscal affairs and religion. In all other areas, including health, its
role will be to guide and support, rather than direct as it has in the past, and the districts
(and municipalities) will be given a high degree of autonomy to run government services.

There remain considerable uncertainties about the precise workings of this new structure.
The future of provincial government is particularly unclear. In the past, they have been
to a large extent the implementation arms of the national government, but under the new
structure, thisrole will largely passto the districts at the next level down.

Within Indonesia, there has been extensive debate about the viability of this system.
Questions have been raised about the capacity of districts, in terms of both financial and
human resources, to assume full responsibility for health, education and other key
government functions. Another matter of concern has been the potential for district
governments to adopt local policies that may disadvantage minority groups.

Decentralisation also presents new challenges for donor programs. The provincia
governments, which have been the natural counterparts for project implementation at the
local level, are likely to have a much reduced influence over the districts, and fewer
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resources to contribute towards program activities. On the other hand, many districts
may not yet have the capacity, both in terms of trained staff and infrastructure, to take
over the counterpart role adequately. The provincial governments may well be required
to maintain a greater role than envisaged in the decentralisation legidlation, at least for a
transitional period.

2.5 Institutional context

National Coordination

Since 1994, coordination and monitoring of the HIV/AIDS response in Indonesia has
been the responsibility of the National AIDS Commission (KPA). The multi-sectoral
KPA was established by Presidential Decree in 1994 and replaced a committee
established by Depkesin 1989 to oversee the national AIDS program. Until August 2000,
the Secretariat of the KPA was established in the Office of the Coordinating Minister for
People’s Welfare (Kantor Menko Kesra) and was chaired by the Minister. The Ministers
for Headlth, Population and Family Planning (BKKBN), Religious Affairs (Depagama),
and Socia Affairs (Depsos) were Vice Chairmen of the KPA.

In his change of Cabinet on 23 August 2000, President Abdurraman Wahid removed the
Coordinating Ministry for Social Welfare and its tasks were transferred to the
Coordinating Minister for Political, Social and Security Affairs and the Office of the Vice
President. The KPA became the responsibility of the Office of the Vice President.
However, the Coordinating Ministry for Social Welfare was reinstalled by Megawati
Sukarnoputri on the onset of her presidency and the KPA was relocated within this
Ministry. The existence of KPA in its present form will change. In line with the
development of civil society, the new KPA is hoped to be less controlled by the
government and accommodate more representation from experts and LSMs. The KPA is
expected to keep AIDS on the national agenda, monitor trends, advocacy of new
approaches, dissemination of best practice, and provide technical assistance to KPADs.

Sectoral involvement

Although a large number of government departments make up the membership of the
KPA, six departments -- Depkes, BKKBN, Depsos, Depagama, Depdiknas and
Depnakertrans-- are actively involved in the HIV/AIDS response. The extent of
involvement of these departments in the AIDS response varies greatly and has changed
over time. The Department of Health has a central role in many aspects of the AIDS
response including surveillance, blood safety, management of STls, and treatment and
care of PLWHAS. The roles of the other sectors are primarily to reach the population
groups for which the department has responsibility. For example, Depagama has
responsibility for involving the religious sector (in particular religious leaders) in
HIV/AIDS education.

To obtain funding from the GOI for their HIV/AIDS responses, departments need to
negotiate with Bappennas for identified activities to be included in the national
development priorities. When their departmental plans (DUP) are approved, they are
able to access dedicated funds (DIP) for their HIV/AIDS responses. Some GOI
departments are more successful at accessing government funding for their HIV/AIDS
responses than others. However, this funding is often limited and further curtailed by the
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1997 economic crisis. Funding from donor-funded projects has therefore been an
important resource for many GOI departments. This is particularly true for the
departments which are the nominated counterpart of the donor project. For example, the
Department of Health is the partner for the USAID-funded HAPP (and ASA) and WHO
projects and implements many of the activities in those projects. Likewise BKKBN is a
partner for UNFPA and implements the activities funded by UNFPA. The Department of
Education has formed partnerships with some private sector companies to sponsor health
promotion activities.

Provincial and District Coordination

The 1994 Presidential Decree aso established a Provincial AIDS Control Commission
(+D), headed by the Governor, in each province. The KPAD is responsible for
coordinating the response to HIV/AIDS in the province. Membership of the KPAD
mirrors that of KPA. Similar coordination systems have been established at the district
level, headed by the Bupati.

The provinces are at very different stages in response to the epidemic. Because there has
been limited funding from the central or provincial governments for the operations of the
KPAD, the provinces that have had additional funding from internationally funded
projects have the most active KPAD. For example, in Bali, NTT and South Sulawesi
where the AusAID funded project has focussed on supporting both the provincial
government and LSMs in the provinces, there is a coordinated (multi-sectoral) approach
to the AIDS response. The KPAD in these provinces have a clear role in coordinating the
provincia response. The district level KPADs (KPAD 11) are less functional than the
provincia KPAD (KPAD 1). In many placesthey only exist on paper.

The non-government sector

The participation of the non-government and community sectors in the response to
HIV/AIDS increased when the bilateral projects funded by AusAID and USAID beganin
1995. LSM involvement is strongest in the areas where these two projects are
implemented, namely Bali, NTT and South Sulawesi (AusAlID project) and Jakarta,
Surabaya and Manado (USAID project). The two projects have supported an impressive
array of LSMs. They include AIDS service organisations, religious LSMs, gay and waria
groups, community development organisations, LSMs working exclusively with specific
population groups such sex workers or IDUs, and professional associations.

LSMs have proved to be important partners in the response to AIDS. They are able to
provide services that government agencies are unable to for social, political or economic
reasons. In particular their ability to reach the marginalised population groups, such as
sex workers, IDUs and waria, who are often at increased risk of infection with HIV with
information and servicesis crucia to the national response.

To date, there has been limited involvement of private sector organisations in the AIDS
response.
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2.6 National policy and program context

National AlDS Strategy

The first national AIDS strategy for Indonesia was developed in 1994, following the
Presidential Decree which established the multi-sectoral KPA and KPADs. The Strategy
states that “the AIDS epidemic is a threat to Indonesian development and way of life”
and sets out its objectives as:

Prevent the transmission of HIV;

Minimise personal suffering as well as the social and economic impact of HIV/AIDS
throughout Indonesia;

Mobilise and unify national effortsto control and manage HIV/AIDS.

The guiding principles that underlie the national AIDS strategy are:

AIDS control is mainly implemented by the community and the government should
give directions, supervision, and create a conducive situation;

AIDS control measures should reflect religious and cultural valuesin Indonesia;
Activities should be aimed at defending family welfare and resilience;

AIDS prevention should be aimed at education in order to prevent HIV transmission
and to change high risk behaviours;

Every individual has the right to information on AIDS prevention;

Policies, programs, services, and activities should respect the dignity of AIDS
patients and their families,

Counselling should be provided prior to diagnosis and testing of HIV and
confidentiality should be guaranteed;

Laws and regulations should be in-line with the principles of AIDS control;

Public services must not discriminate HIV/AIDS patients.

These principles are commendable and aim to create a favourable environment for an
effective response. It is not clear how widely known these principles are to individuals
involved in implementing the national AIDS strategy. Intentionally or otherwise, some
policies, laws, and activities contravene the guiding principles. For example, the
principle that states “every individual has the right to information on AIDS prevention” is
not always adhered to. Y oung unmarried people under the age of 18 years have difficulty
accessing information and services needed to protect themselves from HIV and STI.
Likewise the principle about guaranteed confidentiality with HIV testing is often ignored
by hedth care workers. The effect of this lack of confidentiality is that few people
undergo an HIV test voluntarily.

If these guiding principles are to be effective in creating an enabling environment for
responding to HIV/AIDS, then it important that efforts be made to encourage compliance.
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The National AIDS Strategy was reviewed in early 2000 with support from the Phase 1
Project. The review found that the AIDS program was too centralised and had insufficient
resources for implementation. The key recommendations were as follows:

The KPA should be reorganised and function as coordinator, regulator, advocator,
and facilitator, not implementer of programs,

The KPA and KPAD should have afull time secretariat;
L SMs should be given more opportunities to implement programs.

The second national AIDS strategy is being developed and should benefit from
constraints experienced in implementing the first strategy.

2.7 Response to HIV/AIDS in Indonesia

National HI'V/AIDS control program

The National AIDS Strategy has the following programmatic elements: IEC, prevention
activities, care, testing and counselling, training and education, research and
development, monitoring and evaluation, program institutionalisation, legisation and
regulation, and international cooperation.

The Situation Analysis undertaken for the FDS found that from 1994/5 to 1998/9, (Pelita
V1), the central government provided a total of Rp. 57,581,722,000 for the
implementation of the national strategy. Twelve government departments received
funding for their HIV/AIDS prevention activities. However, as shown in Table 2 below,
Depkes received the lion’s share of the funding. Depkes received Rp. 6 — 8 billion ayear
for control of HIV/AIDS, most of it to buy reagents, drugs, and some training and IEC
activities. Depkes also funded the operational cost of KPA. The budgets are used mainly
for IEC and training activities.

In 1999, the GOI budget for the national AIDS program totalled Rp. 36,812,286,780 and
declined to Rp. 17,052,168,000 in fiscal year 2000. The proposed budget for AIDS
control in fiscal year 2001 totalled Rp. 31,807,345,000 or around US $ 4 million.

Table2: Breakdown of GOI Budget for the National AIDS Program (1994/5 —
1998/9)
GOl Department Amount received
Ministry of Health Rp.  40,024,381,000
Ministry of Education & Culture Rp. 4,597,220,000
Ministry of Population/ BKKBN Rp. 4,039,649,000
Ministry of Social Affairs Rp. 3,870,855,000
Ministry of Manpower Rp. 1,668,800,000
Ministry of Religious Affairs Rp. 889,654,000
Ministry of Communication Rp. 671,550,000
Ministry of Defense Rp. 600,000,000
Ministry of Woman’'s Affair Rp. 462,000,000
Ministry of Home Affairs Rp. 312,469,000
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Ministry of Y outh and Sports Rp. 307,144,000
Ministry of Tourism & Telecommunications Rp. 138,000,000
TOTAL Rp. 57,581,722,000

Responses by the community sector — LSMs and Mass Organisations

The non-government sector has been active in the national AIDS response ailmost from
the beginning of the epidemic in Indonesia. The first LSM to deal exclusively with AIDS
(Yayasan Pdlita Ilmu / YPI) was established in 1989 and this was followed by many
others in Jakarta, Surabaya, Bali, Bandung, Y ogyakarta and other cities. Existing LSMs
like PKBI (Indonesian Planned Parenthood Association), the Indonesian Red Cross
(PM1), the Indonesian Medical Association, the Indonesian Public Health Association,
also became active in AIDS prevention.

The participation of the non-government and community sector in the response to
HIV/AIDS increased tremendously when the bilateral projects funded by AusAID and
USAID began in 1995. LSM involvement is strongest in the areas where these two
projects are implemented, namely Bali, NTT and South Sulawes (AusAlD project) and
Jakarta, Surabaya and Manado (USAID project).

Animpressive array of LSMsworking with awide variety of population groups, has been
supported by the two projects. The population groups reached by these activities include
male and female sex workers, women, young people, heath care workers, religious
teachers and leaders, economic migrants, and PLWA.

The ability of LSM programs to reach marginalised populations such as sex workers, and
IDUs with prevention and care programs is very valuable to the nationa response.
However, the LSMs have an amost total dependence on donor funds for all aspects of
their operation. They receive little or no funding from the government or the private
sector. Since most donor programs have a limited time span, LSMs programs are
susceptible to collapse. Clearly, if LSMs are to continue to be partners in the national
AIDS response, they need to diversify their sources of funding. The recognition of the
government of the essential role of LSMs needs to be backed by funding. Secondly,
there needs to be a concerted effort to obtain more support from the community and the
private sector.

Donor programs and collaboration

A number of donor and international agencies have been active in supporting Indonesia’s
response to HIV/AIDS, and they have used a variety of models for doing so.

The large bilateral programs funded by the US and Australia have worked with both the
national government and selected provinces across a range of program and policy areas.
They have employed full-time expatriate advisers in a number of key areas, as well as
hiring consultants from outside Indonesia on aregular basis.

The program funded by Germany has also been large in financia terms, but much more
narrowly focussed, in that it has largely addressed the manufacture and distribution of
condoms. The World Bank provided the Government with a substantial loan facility for
activities related to HIV/AIDS and STls that were to be directed through the Department

18




HIV/AIDS Prevention and Care Project - Feasibility Design Study

of Health. Although some short-term consultants from outside Indonesia provided input,
the project was largely planned and implemented by the Department.

A wide range of approaches has also been apparent among the international agencies.
WHO has worked largely at nationa level through the Department of Health, and
focussed on policy issues. UNDP has assisted in selected provinces with the devel opment
of dtrategic planning and coordination, while UNFPA has directly funded the
development of specific services, such as sexual health clinics for sex workers. UNAIDS
has aimed to provide coordination, aswell as being involved in some program activities.

There have been ongoing attempts to foster collaboration or, at the very least, common
purpose, among the donor programs involved in HIV/AIDS and STls in Indonesia. At
various times, coordinating committees have been established and met. There have also
been striking examples of successful collaboration between donor programs, such as the
recent Rapid Assessment and Response project (RAR) that was implemented in major
Indonesian cities to assess the extent and nature of injecting drug use.

Certainly al of the donor programs readily acknowledge the need for a high level of
cooperation in their activities. In practice, however, each program is constrained by the
expectations and institutional culture of its parent agency, to which it has primary
allegiance. When a donor agency plans a new round of project support, or evaluates a
current program, it does so largely in the context of its own strategic framework. Even if
this framework takes full account of the Indonesian situation, it is likely to pay little
regard to the status of other donor activities.

In a large and complex country such as Indonesia, the benefits of close collaboration
between donors are obvious. Apart from simply avoiding duplication and improving the
sharing of information, a joint approach by donors can support the development and
implementation of standards, and lead to a better use of resources through efficiencies of
scale.

The AusAID Phase 2 Project must take particular account of the current USAID project,
which began in mid-2000. The USAID contractor, FHI, is considering implementation in
the same three provinces as the earlier USAID project (Jakarta DK, East Java and North
Sulawesi), as well as a number of other provinces. Several provinces that are under
consideration by FHI are aso included in the AusAID Phase 2 Project. Negotiation by
the contractor, ultimately chosen by AusAID, with FHI/USAID from a very early stage
will be essential to ensure that resources are used optimally in relation to national
activities, aswell asin provinces where both projects will be working.

Responsesin selected provinces
South Sulawes

The response to HIV in the province is quite advanced. The KPAD has established a
secretariat and meets regularly. They have received significant support from the Phase 1
project over the past 5 years, and have prepared a5 year plan. The provincial government
has formed a Coordinating Team for Narcotics, and has functionally fused this group
with the KPA for issues related to HIV prevention. The Kanwil and Dinas Kesehatan
(Ministry of Health and Health Services) are the most active of the departments. HIV
and ST1 surveillance are as sporadic as in other parts of the country. The Phase 1 project
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has provided assistance to several local hospitals and clinics to strengthen STI services,
including services targeting sex workers and gay/waria groups).

LSMs are represented on the KPAD and participate in planning activities. LSMs are
distributing condoms and conducting awareness raising interventions among commercial
sex workers, industrial estate workers, and gay and waria groups. Religious LSMs are
training religious leaders and youth groups in HIV/AIDS issues, and are using their
networks to spread the information among their adherents. HIV/AIDS education is aso
targeted at school children through a reproductive health program.

Despite 5 years of project interventions with the KPAD and LSMs, strategic planning
capacity in these organisations is still quite limited. Several LSMs supported by the
Phase 1 project would likely not survive if the funding were to end. The LSMs have
divvied up program and geographic areas, each with exclusive rights to work on a
specific target group in agiven area. No LSMs are currently addressing harm reduction
or other IDU issues.

Irian Jaya

In some parts of Irian Jaya, there is area awareness of the emerging threat posed by HIV
infection. In Merauke, severa community leaders have been strong advocates for action
to reduce the vulnerability of people to HIV infection, and to improve access to care and
treatment by various means. In other parts of the province, isolation or political factors
have made it difficult to accord a high priority to HIV/AIDS. Although Irian Jaya may
well be on the way to having awidely disseminated HIV epidemic, the issue is not yet a
matter of widespread public concern.

The main donor activities have been through USAID via PATH, which has supported
LSMs to carry out prevention activities in severa of the larger towns of Irian Jaya. The
project has aso implemented some epidemiological and behavioural surveillance.

The provincial KPA meets in the capital, Jayapura, but has a rather limited capacity to
assess and provide for the needs of the province as a whole. Basic resources, such as HIV
test kits and medicine for fungal complications of HIV infection, are difficult to obtain
even in the capital. Health staff with experience in HIV care are few, and mostly located
in the larger centres.

Central Java

The Department of Health has produced a Five Year HIV/AIDS Strategic Plan 2000 —
2004, based on the National Strategy on HIV/AIDS with an estimated cost of Rp.
13,711,561,000. However it was conditional on World Bank funding which is no longer
available.

HIV/AIDS surveillance is sporadic. In a survey of 5,710 “high risk women”, the Depkes
reported 6% of sex workers with syphilis, and 0.08% HIV positive.

The KPAD have focused its activities in the five districts where HIV has been detected. It
is unknown whether there has been any surveillance in the other districts. Condom
promotion was focused on sex workers but this was seen to be a failure. The Education
Department has trained headmasters, teachers and student leaders in HIV/AIDS, and the
Religious Affairs Department has trained 30 government officials, religious leaders and
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officials from religious LSMs in prevention. KPAD also claims to have undertaken cross
sector coordination and to have regular KPAD meetings (which LSMs do not attend).

There are very few LSMs working in the field of HIV/AIDS, the principle one being
PKBI which works with sex workers, and its Youth Centre, PILAR which works with
young people in the area of sexual health and reproduction, including HIV and other
STls. The groups working with gay men and waria are not official LSMSs.

West Java

Responses to date have been a mixture of government and LSM activities. Government
departments currently involved in providing HIV/AIDS programs are: Depkes, Binsos,
BKKBN, Agama, Depdiknas (Prior to August 2001 known as Depdikbud, the
Department of Education and Culture). These programs are primarily awareness raising
and training. Government programs aso include health care, HIV testing, drug
rehabilitation and sex worker retraining. There are a number of LSMs providing clinic
services for reproductive health, STI treatment, drug rehabilitation, community
development, IEC materials, HIV counselling, peer education and outreach with target
populations.

A key characteristic of LSM work is the amount of activity being undertaken without
financial support. A number of LSMs maintained programs, such as outreach, peer
education work, drug research and telephone counselling and referral through volunteer
commitment. Many of these programs appear to be worthwhile and are reaching
population groups at risk of HIV.

The KPAD is functioning — it meets quarterly and is chaired by the Governor. It includes
one representative from LSMs. The group has not developed a plan for its work but was
intending to do this. It has requested more support for planning, coordinating HIV/AIDS
activities and developing ways for better integration of these across government
departments and with LSMs.

DKI Jakarta

The city has the highest number of drug users with HIV/AIDS. lllicit drug use and
particularly drug injection had become very widespread over the past few years in
Jakarta. Although the city has Indonesia’s largest and only specialist drug treatment
centre, there is limited access to short-term detoxification and treatment and there are few
services offering HIV testing, outreach, information and counselling services for drug
users and their families. There is also little consensus around ways to deal with the drug
epidemic and the role of harm reduction as opposed to supply reduction is a major subject
of debate.

Voluntary testing and counselling for HIV infection is available on avery limited basisin
Jakarta. The LSM Y Pl has maintained a testing and counselling centre with funding from
Ford Foundation and is accessing a number of PLWHA, but few other services of this
kind have been established. Yayasan Spiritia is acting as a focal point for HIV positive
people to communicate with each other across Indonesia. It aso has established a
network with LSMs working with PLWHA providing advocacy, information and training
programs, and facilitating skill development and financial support for PLWHA.
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Unlike other provinces, Jakarta DK has implemented procedures for returning HIV test
results to blood donors. The Jakarta PMI appears to be the only one of the Indonesian
PMI screening laboratories that is routinely participating in the national |aboratory
guality control system organised through the Health Laboratory Centre.

District health centres are not widely used by people seeking care for STIs however the
only information systematically available on STIs in Jakarta came from the routine
reporting by puskesmas. Several LSMs have established primary health services for sex
workers that offer STI testing and treatment. A number of these LSMs are also working
within localisations to strengthen sex worker skills to sustain behaviour changes. Peer
education programs have been attempted and through Kusuma Buana, sex workers have
established their own organisation, Bandungwangi, for advocacy, skill development and
education. Recent closures of large localisations in parts of Jakarta have reduced the
opportunities for regular monitoring and preventive education programs from
government and non-governmental services.

The KPAD meets on a regular basis however has few resources to manage its activities.
Specific concerns raised by KPAD were its coordination and functioning and surveillance
for HIV infection. A working relationship with LSMs has developed through the
employment of a project officer funded by USAID. While this relationship exists, thereis
poor coordination between the two sectors, with government departments seeking more
information and accountability for LSM activities. KPAD are interested in fostering
greater involvement of LSMs in their processes and had drafted a new structure to
facilitate this goal.

22



HIV/AIDS Prevention and Care Project - Feasibility Design Study

3 Problem analysis

3.1 Vulnerability to HIV

Addressing HIV related risk and focusing on responses to reduce this risk is limited
without understanding the factors that contribute to thisrisk at the individual, community
and societal level. It is the interaction of these factors that determine the level of an
individual’s risk to HIV. Understanding how these factors interrelate and differ across
contexts and cultures isimportant to understanding vulnerability.

Globally, HIV has disproportionately affected individuals who are marginalised or
discriminated against because of sex, age, ethnicity, sexuality, economic status, race,
cultural, religious or political affiliation. Two key areas that contribute to this
vulnerability are gender and poverty.

Poverty

Poverty increases the vulnerability in a number of ways. First of al it creates an
environment that limits a person’s ability to access services and programs. In Indonesia,
poverty is akey issue confronting the GOI. In all provinces, poverty alleviation programs
are coordinated and funded and there is an expectation that the government will assist
people with access to basic services. Since the economic crisis, the number of people
experiencing unemployment and reduced income has risen dramatically. This crisis has
increased the mobility of people across Indonesia and resulted in major problems of
overcrowding, sex work, street children and drug use in many cities.

Poverty also increases vulnerability because of the need to earn income in ways that
increases risk to HIV infection. Poverty is understood globally to be a major factor
contributing to HIV transmission. People with less access to information, health services,
education and income generation are most vulnerable to HIV infection. Women and
children are particularly vulnerable because of their low societal status and inability to
earn income in many situations.

People with HIV/AIDS experience poverty through their illness and inability to work.
They are more vulnerable to losing their jobs and experience difficulty in securing other
income. Accessto affordable drugsis also a key issue for this group.

In Indonesia, the characteristics of the HIV/AIDS epidemic suggest that many of the most
vulnerable to infection are likely to be found in major urban areas and be geographically
mobile. These people may not be poor. In general however, sex workers come from poor
families and low income communities and move to urban areas for work. Injecting drug
users and men who have sex with men, appear to come from a broader cross-section of
socio-economic classes, although the majority in injecting drug users in treatment centres
tend to be from more affluent families. Despite the mix of characteristics among targeted
population groups, the socio-economic situation in Indonesia suggests that there are
important factors that could accelerate the spread of HIV across these populations.
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Gender

Gender is asocially defined construct that shapes what it means to be male or female and
affects the opportunities, roles, responsibilities and relationships that exist for men and
women. Globally, gender roles and relations have had a significant influence on the
course and impact of the HIV epidemic. To understand the relationship between gender
and HIV/AIDS we need to examine the way that gender influences individual risk and
vulnerability, people’s experiences of living with HIV/AIDS, the impact of HIV illness
on families and communities, and the responses to the epidemic at all levels.

Women are often disadvantaged in terms of their access to health services. In Indonesia,
women have less access to services for diagnosis and treatment of STIs. The costs,
distance, availability and stigma of accessing these services are some of the barriers for
women as is their knowledge and understanding about sexual and reproductive health
issues. Men are also constrained by societal expectations that they do not have a
responsibility for reproductive health. The acceptability of condom use among men in
Indonesiais very low, around 6%.

There are taboos around discussion of sex and sexual behaviour at all levels of society
and thisis a constraint for both men and women to develop ways to negotiate their sexual
relations and for young people in particular to learn about sex and ways to negotiate
sexual behaviour and practice.

Gender roles contribute to behaviours that foster risk to HIV or inhibit preventive action.
Women traditionally are less assertive in sexual matters and are often subjected to sexual
coercion and violence. Women have limited power to negotiate condom use and in sex
work, male clients have beliefs and expectations about their rights and responsibilitiesin
paying for sex.

Women have been severely affected through the economic crisisin Indonesia. They have
little capacity to earn their own income and when left to care for themselves and their
children have had to find work that increases their vulnerability in many ways.
Increasing numbers of women, including younger women are turning to sex work for
income.

There are also broader societal inequalities that contribute to gender related vulnerability.
These include the legal status of women, government policies that encourage migration
for work, limitations on women to participate in some sectors, and religious mores that
dictate the position of women.

3.2 Vulnerability to HIV infection through sexual transmission

The magjority of reported HIV infections in Indonesia occur through sexual transmission.
Heterosexual contact accounts for 73% and homosexual contact for a further 12.6% of
infections. Recent studies in different parts of the country have confirmed the existence
of high risk sexual behaviours among male and female sex workers and their clients, men
who have sex with men (MSM), and some young people. The patterns of high risk
sexua behaviour vary across different population groups and geographic locations and
are influenced by the social and political contexts.
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Sex industry

The sex industry is active and diverse, consisting of male and female sex workers,
working in a variety of settings such as brothel complexes (localisasi), massage parlours,
karaoke bars and private homes. Female sex workers (FSWs) in the brothel complexes
are very mobile. They often travel from their home areas to other provinces to work,
staying away for various lengths of time but returning home frequently.

The sex industry draws clients from across the socio-economic and age spectrum. A 1998
study by DKT found that 20% of the males surveyed reported having ever had sex with a
FSW. A study conducted in Jakarta, Surabaya and Manado found that 2.6% of male high
school students, 6.4% of factory workers and 36% of sailors, seaport labourers, truck
drivers and truck driver’s assistants had sex with a FSW in the past year. The average
number of reported contacts with a FSW varied according to the male client - male high
school students reported 3.6 contacts per year, male factory workers report 9.5 and
sailors, seaport workers, truck drivers reported 10.8 contacts a year.

Although knowledge about the use of condoms to prevent STI/HIV infection was
relatively high among the groups studied, reported use of condoms was low — 16%
among the high school students, and 10% among male factory workers.” It is important
to note that in the majority of cases where a condom was not used, sex workers reported a
reluctance of clients to use condoms.

HIV seroprevalence studies conducted between 1992 and 1998 suggest that very few
FSWs are infected with HIV. Studies conducted in Surabayain 1992/93 by CDC did not
detect HIV infections in sex workers working in or out of brothels. Similar studies
conducted by the University of Antwerp in Jakarta, Surabaya and Bandung in 1995 also
failed to detect any HIV infections among female sex workers. In 1997/98, a study
conducted by Yayasan Kerti Praja and the University of Michigan found one HIV
infection among 600 female sex workers tested in Bali. Preliminary results from a 1998
USAID-supported study of “high risk” persons in eastern Irian Jaya found two out of
1,222 sex workers tested positive for HIV. Despite the very low prevalence of HIV
among FSWs, they are nevertheless at risk of infection as evidenced by the high level of
other STls.

The sex industry has been under siege in the last two to three years in some provinces.
Activism from conservative elements in some communities has led to the closure (in
some cases burning) of brothel complexes. Sex workers have dispersed from these
locations but have continued to work more clandestinely. They are difficult to reach with
information and services to prevent infection with STIs and HIV. In general, the legal
environment is hostile to sex work and does not afford sex workers any protection.

Transvestites (waria)

The transvestites group (waria), common throughout Indonesia, is a potential high risk
group for HIV transmission because of their involvement in sex work, although the HIV
prevalence among this group is low at the moment. Not all waria are involved in sex
work, however their sexual behaviours put them at risk of HIV where they are working as
sex workers. Most waria begin sexual activity at an early age and some surveys have
shown that up to half those interviewed had anal sex before the age of 15. Behaviour
Surveillance Surveys (BSS) in Bali, Kupang and Makassar reported that only 44% used
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condoms in their last sexual encounter, while in Jakarta 60% reported using condoms
with paying clients and only 24% with non-paying clients. In Bali and Makasar the
figures were 64% and 20% among paying clients and 45% and 28% among non-paying
clients. Some waria also report using condoms always for oral sex but irregularly for anal
sex (Bali). Many waria have a high awareness of HIV/AIDS but have received little
training in how to change their and their client’s behaviour.

The clients of waria range from schoolboys (very common) through to the general
population. They are also in areas of male population away from home e.g. logging
camps, mining sites etc.

Many towns and cities have waria support groups and associations but often these are
only for social and sporting activities, and they are not involved with safe sex and HIV
issues. A number of gay LSMs also work with waria groups or have a close collaboration
with them, although in a number of areas there has been a history of poor relationships
between the two groups. Other LSMs also work with waria although many only to a
limited extent.

STI surveys have shown consistently high syphilis prevalence, up to 60%. A study
conducted by the Indonesian Public Health Association in 1999-2000 showed that the
prevalence of rectal gonorrhoea and Chlamydia among waria was 12.6% and 3.8%, and
pharyngeal gonorrhoea and Chlamydia, 4.1% and 2.4% respectively. Many waria are
reluctant to access ST services because of discrimination and stigma. .

Men who have sex with men

This group includes both gay (homosexua) men and non-identifying men who have sex
with men, athough the latter group is very difficult to reach and little is known on their
behaviours. There are numerous opportunities and locations for men to have sex with
other men and there is no reason to believe that this activity is any lower in Indonesia
than in similar countries. However many of the issues facing gay men here are different
to western countries. It is expected that sons will marry and produce grandchildren and
‘coming out’ to family and friends is very difficult and often not possible. Thus many
identifying gay men will marry. This makes them very difficult to access with
information and education. Many more men, particularly in the rural areas, never identify
as gay, yet have male to male sex.

The prevalence rate of HIV among identifying gay men appears to be low at the moment,
and many gay men and organisations report that they do not know of any HIV positive
friends or members. Yet few gay men have had HIV tests and many appear to be
unconcerned with HIV/AIDS. Sexua practices among men who have sex with men
(MSM) are wide and varied and anal sex appears to be common. Y et the use of condoms
is not widespread and is very variable, except in those areas where there has been
targeted campaigns including outreach that includes the distribution of condoms.
Further, on a countrywide basis, the availability and distribution of condoms for sex is
limited, and many men are reluctant to purchase condoms.

MSM are susceptible to many STIs but are often reluctant to access STI clinics because
of discrimination and confidentiality issues. The staff are often unaware of male-to-male
sexual issues, and many men are unwilling to disclose their sexual practices. Hence self-
treatment is common and widespread.
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3.3 Vulnerability to HIV infection through injecting drug use

Indonesia is currently facing an explosive epidemic of HIV/AIDS as the result of a
rapidly growing number of injecting drug users (IDUs). Over the last two decades, there
has been a steady increase in drug use reported across Indonesia.  Accurate data on the
number of drug usersis lacking however reports from hospitals and other establishments
demonstrate a rapid increase in the number of people receiving treatment for drug use.
Estimates of the number of drug users in Indonesia suggest that there are around 1.3
million and that 10% of these drug users are in Jakarta.?

RSKO hospital, the largest and only specialised drug dependency unit in Indonesia,
reported around 100% increase in the number of people hospitalised for drug treatment
since 1997 and a threefold increase in the number of outpatients seeking treatment
between 1996 and 1999. The proportion of IDU among these patients increased by 60%
in 1999. Hospitals are also reporting rising numbers of drug overdoses and deaths. In
Jakarta, hospitals reported a 400% increase in 1999 from the previous year. Around 80%
of these overdoses were opiate related. There were similar reports from other hospitalsin
Indonesia.

Physical health problems related to drug use are also emerging. The most common
problems reported are heart and liver disease, infected injection sites and nutritional
deficiencies. There are also reports of female IDUs who are pregnant, and that some of
these women have been diagnosed with HIV .2

Data on the number of IDUs with HIV/AIDS shows a rapid increase in the last 3 years.
A recent assessment of the situation in Indonesia stated that the proportion of IDUs
among all AIDS cases per year has increased from around 1% in 1987-1998, to 9% in
1999 and 13% in first six months of 2000. The Ciptomangunkusumo hospital (RSCM),
which has been providing care to most people with HIV/AIDS in Jakarta, is now seeing
about 60% injecting drug users among their AIDS patients.* Surveillance data among
IDUs is patchy however some trends are emerging. During 1999-2000, 154 individuals
were tested for HIV at RSCM, including 44 IDUs. Of this group, 15 (35%) were found to
be HIV positive, while only 2% of the remaining 110 persons with other transmission
risks were found to be HIV positive. ®> These reports also suggest that hepatitis C
infection among this population is around 60%.

BSS among 406 injecting drug users was conducted in Jakarta during 2000. Data from
these studies show that most (90%) of the respondents were males and 75% were
between 20 and 29 years. More than half of al respondents (53%) reported having shared
needles with others and 65% reported injecting 2-3 times per day. More than half (55%)
reported sexual experiences with an average number of two sexual partners and only 24%

2 Report from National Seminar/Workshop on addressing the problems of NAZA, Cipanas, 20-23 Sept.
2000.
% Dr Endang R Sedyaningsih-Mamahit and Dr Suriadi Gunawan. Report on Situational Analysis for the
IndonesiaHIV/AIDS and STD Prevention and Care Project Phase 2. Oct 24, 2000.
4 e
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reported using condoms with their last sexual contact. Among the males who had sex in
the past year, 36% reported that they had sexual contact with FSWs.°

Similar information has come from the Rapid Assessment and Response (RAR) project.
This project investigated drug use patterns was conducted in Jakarta, Y ogjakarta,
Bandung, Surabaya, Denpasar, Manado, Makassar and Medan during the first half of
2000 and provides the most comprehensive picture of drug use in Indonesia to date.
Results of these assessments show that in al cities: there has been arise in IDU, mostly
among males under 24 years of age; high levels of needle sharing and poor disinfection
practices; little knowledge of HIV/AIDS among IDUs; a low perception of risk; and,
where it was examined, a hostile attitude among the general community towards those
using drugs. During the assessment process, serosurveillance carried out among IDUs
presenting to a Jakarta drug rehabilitation hospital, showed that 20% were HIV-positive.”

National Policy

While the GOl has expressed its growing concern about the rising drug problem, its
policies do not reflect clear strategies to deal with demand or supply and there has been a
lack of action around coordinating government activities to address thisissue. Thereisan
urgent need for the government to clarify the law to enable more decisive action around
drug control. Similarly, there is a need for legal reform to enable drug users to seek
information and assistance rather than conceal their drug use out of the fear of being
treated as a criminal. Preventive approaches are lacking and there is still little education
in schools and community and general information for the public is mostly inappropriate
and focused on fear. Government facilities for rehabilitation and treatment are under-
resourced and there are no clear guidelines and standards for treatment practice and
longer-term care.

Drug Treatment and Rehabilitation

Programs for rehabilitation and treatment are available in most provinces and cities
across Indonesia, however these programs vary in terms of the skills, quality of care and
treatment provided. Government psychiatric hospitals set aside a number of beds for drug
treatment. These hospitals provide detoxification programs and attempt to stabilise drug
users before discharging them to the community. Relapse rates among people discharged
from these hospitals are reported to be high.

Some of the concerns about treatment and rehabilitation services are: limited interest and
dedication among staff working in these services and a lack of knowledge of effects of
addiction and drug use; no facilities for screening for HIV and hepatitis; few systems for
recording test results and other information about these programs; no facilities for
providing special care for people with HIV or hepatitis; and, lack of guidelines and
protocols for treatment of people with these infections.

With a growing number of public and private rehabilitation programs and each claiming
to have relatively high success rates, it is important to establish what methods and
approaches are being used to treat drug users, the rates of relapse among those using

6 . .
ibid
" Summary of the Rapid Assessment Response Project. Sept 2000
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these programs, and the cost of the programs to users and their families. This information
would be useful to guide policy makers and to assist in processes for referral of drug
users.

I nformation and outreach services

While some information is available through doctors and psychiatrists, there are no
specifically funded services for drug information or advice for users and their families.
The lack of knowledge and understanding about drugs in the community can only fuel the
myths and misinformation that surround drugs. The most comprehensive information is
available through regular newsletters and bulletins published by Chris Green in Jakarta.

IEC material on drugs and drug use is limited. The little amount that has been produced
focuses on using scare tactics and promoting anti-drug messages. Some material has been
developed through current HIV/AIDS projects and other creative approaches include
production of comics, films, TV programs and anti-drug concerts.

Drug education programs in schools have been developed through Depdiknas, however
their implementation is slow and patchy. It is clear that the age group of people using
drugs is getting much younger and drugs are reportedly commonplace in schools,
including elementary schools. Programs targeting this age group are urgently needed.

Outreach programs such as Yayasan Hati Hati in Bali have been funded through the
Phase 1 Project. This service uses ex-drug users to contact street users to discuss ways to
prevent transmission of HIV and hepatitis C. This approach appears to be successful in
accessing those who do not use other health services and are more likely to experience
health and social problems related to their drug use.

The RAR found that around 80% of street users had not used medical or professional
services. The lack of prevention strategies to assist those who are using drugs results in
fewer people seeking assistance and increases the stigma towards those using drugs. In a
strong mora environment where religious messages condemn and blame drug users,
there has been little room for understanding drug use or the development of approaches
that tolerate and give consideration to the rights of drug users. In this kind of
environment, people are less able to be open to discussing their drug use and affected
families are unable to seek support within their communities.

Harm reduction

There is some support for harm reduction approaches among drug users and professional
groups, however, the concept is not well understood. Most people identify harm
reduction as needle exchange programs rather than a broader public health approach to
reducing harm to the individual and community. Most people however agree with the
need for policy reform in this area and that drug treatment programs need to be better
monitored and evaluated.

Harm reduction programs may include: information services on risks; drug treatment
substitution programs, outreach and peer education; access to injecting equipment
through over the counter sales and needle and syringe distribution, counselling and HIV
testing programs; primary health care services and health education; and, reducing
barriers to safer injecting, including laws and police practices.
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Needle exchange programs have been successful in reducing the transmission of blood
borne viruses in many countries, however, it may be some time before these programs are
acceptable in the Indonesian context. However, harm reduction approaches such as
primary health care services, outreach and peer education and information and
counselling services could be a start in this context to reducing HIV transmission among
people who inject drugs.

Although people can access needles and syringes from pharmacies, the costs are too high
for many people and there is also a level of fear about carrying around needles and
syringes to use. It is clear that ways to discourage needle sharing and strategies to
improve disinfection of needles must be a priority of any harm reduction approach, where
there are widespread reports of needle sharing among IDUS.

Evidence from other countries in eastern Europe and Asia show that HIV epidemics have
quickly taken hold where there are large number of drug users who are injecting drugs.
Lack of access to clean needles, sharing and reusing needles, poor practices of equipment
sterilisation, lack of access to information, counselling and support, low income and
poverty are all factors that contribute to the transmission of HIV among these population
groups.

3.4 Vulnerability and risk in the health system

Blood Safety

The Indonesian Red Cross (PMI) is responsible for the collection and processing of blood
in most of the country. In smaler or remote districts where the PMI has not yet
established itself, blood is generally collected by the local hospital. Universal screening
of blood donations made to PMI sites for HIV infection was established in 1992 and has
been maintained ever since. The PMI has a well-organised structure for standardising
practice, including regular statistical reporting by all sitesto the national level.

Despite its strong administrative structures, the PMI has experienced recent problems
with ensuring the supply and quality of the test kits required for HIV screening. The
problem of supply became so acute in 2000 that the government had to seek assistance
from donor countries, including Australia, to ensure the supply of ELISA test kits for
2001. A contributing factor to this situation has certainly been the economic crisis that
began in 1997, but it also seems that blood safety is not accorded the highest priority
among current health needs.

In order to address the problem of supply, the PMI has looked at various solutions. In
2001, blood units will be tested in pools of two. It has also been proposed that pools of
six be used, but there is a perception that the sensitivity of the screening test would be
compromised by this degree of dilution. Another option being considered is to charge
recipients of the blood for the HIV test, as is currently done for syphilis and hepatitis B
testing. Some arrangement would need to be made for those who could not afford the
additional cost.

The quality of blood screening has also been a matter of some concern. Over half of the
PMI sites use rapid tests for screening rather than ELISA, and over the recent past, most
sites have not participated in systematic quality assurance activities. There have also been
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extensive delays in the confirmatory testing of blood donations that are positive on first
screening.

Although HIV testing of donors is primarily for the purpose of blood safety, it can also
provide a crucia insight into the prevalence of infection in the wider population. At
present, blood is screened without the intention of returning the result to the donor in
most parts of the country. In Jakarta, positive donors are recalled, but few actually come
back for their results. Better information on the characteristics of positive donors would
assist the PMI in modifying its self-referral procedures, and indicate emerging patterns of
transmission in the population represented by donors.

Supply and quality of HIV testing

HIV testing is required for a number of purposes. Primary among them is the diagnosis
of individuals, who may present for testing either on the basis of symptoms or a history
of possible exposure to HIV infection. Other important roles of testing include public
health surveillance and the screening of blood.

In Indonesia, most publicly funded HIV testing has been carried out for the purposes of
surveillance, using the unlinked anonymous approach. These tests have been carried out
in provincial health laboratories, using test kits that have to a large extent been funded
through HIV program budgets. With the supply of kits being dependent on continued
project funding, HIV testing has not been incorporated into the routine activities of these
laboratories. As a consequence, surveillance rounds have been delayed or, in some
instances, cancelled due to the lack of test kits. In 2000, for example, a number of
provinces had collected serological specimens for surveillance but were not yet able to
undertake their testing for HIV infection because of uncertain funding for test kits.

The public sector availability of testing for individual diagnosisis even more limited. In
most provinces, there has so far been little call on the provincia hospitals and
laboratories to provide such services. However in provinces such as Jakarta DKI and
Irian Jaya, there is likely to be an increasing demand for HIV diagnostic facilities, which
at present are largely restricted to private laboratories. Consideration will also need to be
given to making testing more widely available at district level hospitals.

In addition to the issue of test kit supply, there have been ongoing concerns about the
quality of HIV testing in Indonesia. The majority of public laboratories use rapid assays
for initial testing, and refer specimens for confirmation. The provincial laboratories all
participate in a national quality control program, which provides them with a regular
assessment of their ability to diagnose HIV infection. However, the central resources
available to identify and respond to problems identified through this program are very
limited.

Questions have been raised about the performance of some of the specific types of test kit
that are in wide use in Indonesia. The World Health Organization (WHO) has sponsored
the development of national procedures for assessing the quality of kits that are to be
used for HIV testing.

3.5 Diagnosis and treatment of sexually transmitted infections

Indonesia has long recognised the importance of sexually transmitted infections (STIs)
control as an integral part of its response to HIV/AIDS. This status is reflected in its
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inclusion in the Indonesian HIV/AIDS Strategy, and as a key component in the first
phases of both the USAID and AusAID projects.

The implementation of STI control activities has nevertheless faced a number of serious
barriersin Indonesia, just asit has in many other countries. In the biomedical domain, the
central challenge has been the search for diagnostic and therapeutic approaches that can
be redlistically recommended in countries with limited resources. Accurate laboratory
methods for diagnosing STIs are generally expensive, as are some of the more effective
drugs.

In order to find cost-effective and simple ways to treat STIs, WHO has for some years
been promoting a syndromic approach, which involves the use of standard treatment
algorithms based on clinical diagnosis only. The validity of the syndromic approach, as
defined by its ability to lead to appropriate treatment for specific STIs, has been assessed
in studies carried out in a range of settings. The general conclusion of this research has
been that the algorithms have good accuracy for the syndromes of urethral discharge in
males and genital ulcers in both males and females, but there has been ongoing
controversy about their validity for cervical infection in women.

In Indonesia, syndromic management of STIs was formally endorsed as national policy
by the Department of Health in 1996, and guidelines have been developed and published
with the support of the WHO, USAID, and the World Bank. It is planned that the
guidelines will ultimately be implemented nationally through mechanisms such as
maternal and child health programsin district health centres.

Formal assessment of the validity of the syndromic management guidelines in relation to
cervical infection has been recently undertaken on the basis of alarge-scale survey of STl
prevalence that was funded under the first phase of the AusAID project, and other
research in Indonesia. These studies have shown that syndromic management is a cost-
effective STI control strategy for cervical infections in women with a high prevalence of
gonorrhoea and chlamydia.

Among lower risk women in the AusAID study, the syndromic algorithm for vaginal
discharge performed very poorly at detecting cervical infection. Under all versions of the
algorithm, 80-90% of lower risk women treated syndromically for cervical infection
would not actually have gonorrhoea or chlamydia. The consequence would be massive
over-treatment, as well as potentially severe social consequences for women who are told
that they have an STI, when in fact they do not. The over-treatment also translates into a
high cost per infection treated.

These studies raise serious questions about the wisdom of promoting the use of currently
available syndromic algorithms for screening of low risk women in Indonesia. To alarge
extent, the discussion about syndromic management in Indonesia has become polarised
between those who support the current guidelines, and those who are concerned about the
implications of the recent studies. There is general acknowledgement that syndromic
management in men and female sex workers works well, but in lower risk women, a
fuller discussion about future directions may be timely.

Within the framework of syndromic management, there are a number of refinements that
could be considered, in both lower and higher risk populations. The currently
recommended pharmaceutical agents are not all on the essential drugs list, and some
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single dose treatments, which ensure good compliance, remain expensive for many
people to afford. The extent to which gonorrhoea treatment is guided by monitoring of
microbial resistance patternsis very limited.

There isin fact considerable evidence that people at higher risk of STIs in Indonesia are
receiving STI treatment that is far from optimal. Many attend private practitioners who
are not necessarily trained in STI diagnosis and treatment. Men take antibiotics and other
agents before and after contact with sex workers, in the belief that they will be protected
against STIs. Sex workers themselves receive regular injections that are claimed to be for
STI prevention, but are more likely to be hazardous in their own right.

More effective means of providing STI treatment and care for people at higher risk,
including sex workers and their clients, will ultimately lead to a reduction in STI risk for
the women who are the wives and regular partners of the clients. It may even be a more
cost-effective way to reduce the prevalence of STls among lower risk women than a
strategy that is based on refining diagnosis and treatment directly in this population.

3.6 Surveillance, monitoring and research

Surveillance

Surveillance involves the routine collection of information on the occurrence of health-
related events in populations, for the purpose of public health action. Each country has
approached the particular challenges of surveillance for HIV/AIDS, STls and related risk
behaviour in different ways, depending on the cultural, political and administrative
environment and the extent of available resources.

Surveillance of HIV/AIDS

Like most countries, Indonesia has used two broad strategies, namely passive case
reporting and serological prevalence surveys for monitoring the occurrence of
HIV/AIDS.

Reporting by doctors of new AIDS cases has been a lega requirement since 1988 in
Indonesia. Several revisions to the reporting system have taken place since then. As with
all such passive surveillance mechanisms, there has almost certainly been underreporting
of cases, to an extent that has never been assessed. One factor contributing to
underreporting has been the limited access to confirmation of HIV status, which is
required under the Indonesian case definition before a person with specific illnesses can
be classified as having AIDS.

Case reporting has also been used in an unofficial way to monitor numbers and
characteristics of HIV diagnoses. This approach has been criticised in Indonesia and
elsewhere because its output depends so strongly on the patterns of testing, but it has also
been useful as a way of providing a qualitative indication of transmission patterns. For
example, in provinces where AIDS has never been diagnosed, reported cases of HIV
infection have represented a basis for advocacy in support of prevention and care
programs. Nevertheless, it is widely recognised that many diagnosed cases are not
reported through this system.

Serological surveys of various population groups took place under the auspices of the
Department of Health in an increasing number of provinces through the 1990s. The focus
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of these surveys was initialy quite wide, and included female sex workers, pregnant
women, prisoners and other population groups that were either easily accessible for
testing, or perceived to be at risk. During the later part of the 1990s, female sex workers
became the primary group being monitored in most provinces that undertook serological
surveys.

Various other agencies have also undertaken HIV prevalence surveys of waria, military
personnel and, more recently, people who inject drugs.

The serological surveys have provided a general picture of the trends and patterns of HIV
transmission in Indonesia, but they have had several mgjor limitations. Their geographic
coverage has been restricted, in that they have never involved all provinces, and have
been generally based in the cities. Another difficulty has been in the supply of HIV test
kits for surveillance. The World Bank HIV/AIDS project funded test kits and field
implementation of surveillance for three years, but finished at the end of last year. In
2000, specimens collected in a number of provinces remain untested, due to the lack of
test kits. With the current changes in the dynamics of HIV transmission in Indonesia,
regularly updated information on HIV prevalence in various population groups would
appear to be indispensable.

Surveillance of STls

Routine surveillance for STIs other than HIV infection in Indonesia has been based on
reporting of gonorrhoea and syphilis from district health centres and government
hospitals. In addition, syphilis surveillance among sex workers is undertaken combined
with HIV surveillance. It is widely acknowledged that a minority of people with STls
seek treatment at the health centres, and that the accuracy of diagnosis is rather variable.
Furthermore, there is no attempt to record other STIs on a systematic basis in the health
centre reports. For these reasons, the applicability of these data has been limited.

Information of a more detailed nature has come from surveys of STIs carried out
primarily in women and funded by a range of donor programs. The more recent surveys
have used nucleic acid tests/GenProbe, generally carried out in special laboratories in the
National Institute for Health Research and Development (NIHRD) Jakarta and BLK
Surabaya overseas. This approach is expensive, and has been carried out with the
involvement of donor agencies (USAID and AusAID).

Behavioural surveillance

With funding from the maor donor programs, the last 3-4 years has seen the
development and implementation of behavioural surveys in several provinces. These
surveys have mostly been carried out by academic units, with support from international
consultants. They have played a very important advocacy role, in demonstrating the
widespread nature of behavioural risk in Indonesia. For the moment, their role in
monitoring and evaluation has been limited, but they are likely to be called upon
increasingly for this purpose.

If the behavioural surveillance approach is to be expanded geographically, and sustained
over time, it will be necessary to reduce the length of the interview schedules. For the
moment, there is much to be done in increasing the applicability of the behavioural
surveillance methods, so that they can be undertaken more widely.
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Apart from these practical challenges, the value of the available surveillance data has
been diminished by the limited extent to which they have been analysed, interpreted and
appropriately disseminated. ldeally, strategic planning and evaluation should draw
heavily on such analyses.

With decentralisation, the capacity to use the data for these purposes will need to be
present at the regiona level, as well as a the national level. As the dynamics of the
Indonesian HIV/AIDS epidemic continue to evolve in ways that may differ substantially
across geographic and other population groups, this need for regiona ownership of
surveillance data will only grow more acute.

Research

It has been recognised in Indonesia that research, particularly of an operational nature,
has an important role to play in the national response to HIV/AIDS. In particular, there
has been an understanding of the need to investigate social and behavioural factors that
may be related to the risk of transmitting HIV and STls.

A number of academic units in Indonesia have carried out research on the levels of
knowledge about HIV/AIDS in various population groups. To a lesser extent, there have
been analyses of the social and cultural context of HIV risk, for example through
investigations of sex work, maleto-male sex or drug use. Some research has aso
focussed on institutional and political analysis.

Donor-funded projects have established partnerships with Indonesian academic unitsin a
number of these areas. Both the AusAID and USAID projects have funded extensive
guantitative monitoring of social and behavioural factors related to the risk of HIV/AIDS
and STIs in at least eight Provinces. They have also supported smaller, generaly
gualitative studies of specific issues, either through academic units, LSMs or
combinations of the two.

Biomedical research related to HIV/AIDS and STIs has been of a more limited nature.
Donor projects have supported some investigations of the risk factors for STls, with a
particular emphasis on developing appropriate diagnostic and treatment algorithms in
various population groups. Recently, operational research has been implemented to
identify mechanisms for approva of HIV test kits in Indonesia, and on the impact of
pooling blood units for screening purposes.

An area in which research has been so far limited is in relation to people with HIV
infection. With numbers of people diagnosed with HIV infection being low in most parts
of the country, it has been difficult to carry out investigations of either the socia or
biomedical aspects of living with HIV in Indonesia.

Although there are some very strong academic units in Indonesia, they tend to be
concentrated in particular parts of the country. Even the more experienced units have
difficulty in obtaining adequate levels of funding to carry out full-scale field research.
Therefore it can be difficult to identify appropriate sources of expertise to provide
research support to HIV/AIDS programs.

Donor programs have supported much crucial research. However, they have not aways
recognised the need to encourage the longer term development of the capacity of
Indonesian academic units. In addition to providing the fundamental research required to
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underpin the strategic direction of programs, academic units can work with government
agencies on key program steps such as needs assessment, monitoring and eval uation.

Linkages between academic and program activities exist through a number of formal and
informal relationships. Many researchers are active in LSMs, for example, while others
are involved in the assessment of specific government program areas from time to time.
There are nevertheless few researchers who play ongoing roles in high level advisory
bodies such as the KPA or KPADs. As a result, the transfer of information between
researchers and those responsible for programs is not always sufficient to ensure both the
relevance of the research, and the optimal guidance of program directions.

3.7 Voluntary counselling and testing

Voluntary counselling and testing (VCT) is an integral part of HIV/AIDS prevention and
care programs. Counselling is important to relieve the anxiety associated with HIV
testing and to promote better understanding of transmission and of living with the virus.
Counsdlling is aso seen as facilitating behaviour change and controlling the spread of
HIV through strengthening people’ s skills to develop and maintain safer practices.

Counsdlling is a relatively new concept in the Indonesian context. It is considered to be
the responsibility of doctors, however this form of counselling generally involves the
doctor telling the patient what to do. More recently, psychologists have emerged as a
professional group who are undertaking counselling, however there are no clear
professional training or qualifications within the Indonesian system for counsellors.

VCT services in Indonesia are largely confined to pre and post test counselling and
consist of short sessions with a patient to introduce the test and discuss implications of
positive and negative results. Private and confidential facilities are mostly unavailable in
clinics and where staff are busy there is little time to conduct counselling sessions longer
than a few minutes. This is hardly enough time for an individual to make important
decisions or deal with the anxieties around taking atest.

Staff who provide counselling services have received minimal training in counselling
practice. The mgority who are conducting pre and post test counselling are using
checklists developed from VCT guidelines, often adapted from overseas. Y ayasan Mitra
Indonesia has developed a counselling manual and conducted training in basic
counselling skills, telephone counselling, pre and post-test counselling with a number of
LSMs that have then attempted to establish counselling programs. The quality and extent
of these programs is uncertain and there are no guidelines for who and how these services
should be provided.

In addition to VCT there are a number of counselling responses that are being undertaken
through LSM programs. These include: counselling individuals and couples around STI
infections, family planning needs; support groups for PLWHA; telephone counselling
through hotlines; peer support and outreach education. All of these activities require
skills to effectively communicate with people and to devise approaches for maintaining
behaviour change.
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To establish effective VCT services there are a number of key elements’. These are:
Having accessible testing facilities
Ensuring the physical space for counselling servicesis private and confidential
Community awareness of testing sites and motivation to be tested
Minimum standards and procedures for counselling activities
Trained staff in counselling and referral
Development of networks of services to support referrals
Peer support and group programs.

Access to testing services is difficult in most parts of Indonesia. Testing can be
expensive, especially where confirmatory tests are required for positive results (up to Rp.
600,000) and where tests are conducted through private laboratories. Getting results is
also problematic where laboratories have run out of reagents and are unable to perform
the tests. People who may seek HIV testing are discouraged from having an HIV test
because blood is unable to be tested in many provinces. If testing isto be encouraged as
an approach to HIV prevention, then access to services that can provide affordable and
timely results will be crucia. This will include regular supplies of reagents to
laboratories throughout the country, subsidisation of test kits where necessary and the
development of procedures for reporting on results.

The majority of test sites lack facilities for confidential discussion and people are
reluctant to access services where they are fearful of others finding out and where thereis
no protection for disclosure of information about risk behaviour and HIV status. Waysto
improve the physical layout of clinics to enable private discussions and the development
of procedures for the conduct of counselling sessions are needed.

WHO has aso recently funded training of several people to receive counselling training
in Thailand and is planning to develop VCT guidelines with Depkes and a train the
trainer course for people involved in clinical management. Prior to the development of
VCT gquidelines it would be useful to bring together key agencies involved in the
provision of counselling to identify resources that already exist in Indonesia and gapsin
capacity and service delivery. Training programs should then be based on the learning
required to improve the quality of VCT services.

VCT needs to be seen as a part of a broader range of services and that mechanisms need
to be in place to refer people who are being tested to doctors, support groups, treatment
centres etc. This exists to some extent between private doctors and some support groups
and between private and public hospital facilities, however there are no clear processes
for referral of people with HIV for ongoing care.

3.8 Treatment, care and support for PLWHA

Services for treatment and care of PLWHA vary across the country. In larger cities where
the number of people with HIV isincreasing, services have been established although the

8 Draft Working Document: Key Elements in HIV/AIDS Care and Support. WHO/UNAIDS. September
2000.

37



HIV/AIDS Prevention and Care Project - Feasibility Design Study

quality and accessibility of these services is variable. There are major issues regarding
access to basic drugs for opportunistic infections and quality of care in and outside of
hospital settings. Discrimination towards PLWHA, lack of knowledge and skills among
health care staff in providing care and treatment is a so evident.

Treatment

There is a broad range of treatment available to those who can afford to pay, including
antiretroviral therapy and other highly specialised drugs. Cost of combination
antiretroviral therapy can be up to Rp 3 million per month. This is available primarily
through the private medical system with very limited availability through the public
system (only in Jakarta). Currently, attempts are being made to increase this availability.
In the public hospitals, access to common therapeutic agents is limited and hospital staff
report that they frequently run out of drugs to treat basic infections. Staff also report that
they do not regularly practice universal precautions because the supply of gloves is
limited in public hospitals.

In key hospitals such as RSCM in Jakarta, doctors report that they are seeing around 4 to
7 new HIV/AIDS cases a week, many of these are injecting drug users. One doctor
claimed that he had admitted 146 people in the past four months and 80% of these were
drug users. A key chalenge facing medica and hospital staff is managing the
complexity of HIV infection with drug dependency and related health problems. Skills
among staff responsible for diagnosis and care in hospitals is variable and although there
has been some training in key hospitals, these staff require regular monitoring and
supervision. Medical training has only recently included HIV/AIDS in the curricula.

The Indonesian Association of AIDS Physiciansis a network of doctors who are actively
involved in providing care and treatment to PLWHA. This group is aready providing
training and supervision of medical staff in a number of settings and are akey resourcein
Indonesia.

With growing numbers of people with HIV seeking treatment, there is an urgent need to
clarify procedures for clinical management of HIV in hospitals and clinics and to ensure
that basic supplies and drugs are made available. Guidelines and protocols for treatment
have been developed however these need to be made relevant for people working with
limited resources in rural or in resource poor settings. Systems for referral between health
care services in each province are aso needed to ensure that people receive care from
those with expertise in HIV.

Care and Support

In most provinces in Indonesia there is a general unreadiness within the health system to
provide care to people with HIV/AIDS. There are widespread reports of discrimination
towards PLWHA and of hospital staff refusing to provide care. PLWHA are fearful of
presenting at hospitals and when admitted, often discharge themselves quickly often
without receiving treatment. Hospital staff also report lack of skills, knowledge and
confidence in providing treatment and care for people with HIV/AIDS.

This lack of knowledge and awareness is also reflected in many communities. As a
consequence PLWHA remain hidden and isolated from their families and from each
other. Attempts by PLWHA organisations to follow up people who have been referred for
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support is often difficult because people move around out of a fear of others finding out
about their HIV status. Similarly families and carers of PLWHA fear disclosure within
their communities because of the stigma attached to HIV. Many of these families are also
caring for IDUs with HIV and experience the double stigma of HIV and drug use. There
have been some attempts to work within communities through community and opinion
leaders to reduce stigma and fear associated with HIV.

Care within community settings is provided through clinics and a limited number of
support group programs, mainly in high prevalent areas such as Jakarta and Bali. These
programs however are not well linked and care between community and hospital services
lacks coordination. When a community clinic has a patient with HIV there is some
difficulty in identifying what other services are available and how these services can be
accessed. Counselling services and support groups within the community for ongoing
care of PLWHA are mostly non-existent.

For those who are dying, there are some beds available through hospitals for palliative
care, athough the range of treatment for palliation is limited. Hospices are not generally
provided as separate facilities in Indonesia, however there are some pastoral care services
through religious organisations. Families usually are responsible for care of people who
aredying and areinvolved in care of the person dying in hospital and in the home.

| nvolvement of PLWHA

There are asmall number of PLWHA organisations that have emerged within the last few
years. The most notable, Yayasan Spiritia, provides information, advocacy, training,
skills development, financial assistance and a regular newsletter for PLWHA. Severd
support groups have also been established in Jakarta, Bali and Bandung but the low
number of people attending these groups and the lack of resources often results in these
groups discontinuing.

It will be some time before PLWHA can feel confident to be open about their HIV status
and seek to include themselves in decision-making bodies and key forums. There are a
small number of PLWHA who are already active and it would be useful to develop ways
to involve these people in some key activities at local and national level, without
burdening them with too much work and responsibility for broader PLWHA.

3.9 Institutional capacity

Although the KPA is clearly recognised as the national focal point for the coordination of
Indonesia' s response to HIV/AIDS, it has worked under a number of serious constraints.
It has had to carry out its work with very limited resources, and it has seen its level of
influence rise and fall with changes of Ministers and Secretaries at Menko Kesra. At a
forma level, there has been an ongoing commitment to the KPA by the sector
departments that make up its membership, but in practice, some departments have not
given their role on the KPA a consistently high priority.

As with many Indonesian government initiatives over the past 30 years, the national
implementation of the Indonesian HIV/AIDS Strategy was conceived in a rigidly
hierarchical manner. A Presidential decree passed in 1994 enshrined the leading role of
the KPA and established HIV/AIDS Commissions at the provincial and district level
(KPADs) throughout the country. The decree specified which government departments
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would make up the core membership of the KPA and KPADs, and gave the Commissions
responsibility for coordinating the implementation of the HIV/AIDS Strategy through
provincial and district governments. The KPA and KPADs were duly constituted and,
through their members, began the work of implementing the Strategy.

The KPA received extensive support from AusAID’s Indonesia HIV/AIDS and STD
Prevention and Care project. Initially, assistance was provided to train representatives of
KPA member agencies via short courses, study tours and other mechanisms, and to help
several key agencies to develop IEC materials. Subsequently, the Project has continued to
support arange of KPA activities and functions.

The relationship between the Department of Health and the KPA is a crucial one. Asthe
sector with a central role in so many aspects of the response to HIV/AIDS, the
Department of Health would be naturally expected to also play a central role on the KPA.
In fact its level of involvement seems to have been variable, and may even have
diminished over time.

There are several factors that may have contributed to this situation. At the most
mundane level, it may be that the Department of Health is fully occupied with its many
responsibilities related to HIV/AIDS, and is not in a position to commit extensive time
and resources to the KPA. Anocther problem is that in the Department of Health itself,
thereis not a clearly defined high-level point of coordination for its responsibilitiesin the
area of HIV/AIDS, because they fall within at least three Directorates-General. At the
operationa level, there is good collaboration among the various Department of Health
units involved, but they are individually not always in a position to comprehensively
represent the Department of Health’ s perspective on bodies such as the KPA.

A closer linkage between the KPA and the Department of Health could be beneficial in a
number of ways. Most recently, when the KPA commissioned areview of the Indonesian
HIV/AIDS Strategy, the Department of Health could have provided a comprehensive
analysis of the current and projected trendsin HIV infection ratesin Indonesia.

At the regional level, there has been a great deal of variation in the way that the KPADs
have functioned. In some provinces and districts, there have been regular meetings and
joint planning of programs, whereas in others, the level of activity has been lower. The
variation to a large extent has reflected the availability of resources at a province or
district level, the priority given by the regional government to HIV/AIDS, and the extent
to which there have been other competing health and socia priorities. The agencies on
the KPADs have often been represented by individuals with multiple responsibilities,
who with the best intentions have often had difficulty in devoting a substantial amount of
time to HIV/AIDS activities. There have also been frequent personnel changes on some
KPADs, with corresponding loss of institutional memory and momentum.

Recognising these difficulties, donor projects have worked directly with KPADs in
several provinces. Resources have been provided to increase the capacity of KPAD
members through training programs, and to improve their functioning by providing
support for their secretariats. In these provinces, donor projects have also worked to
develop the capacity of LSMs and, as a direct consequence, the links between the
government and LSM sectors involved in the response to HIV/AIDS have been
strengthened. Elsewhere, the relationship between the KPADs and LSMs generally
remains much weaker, or even non-existent.
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In contrast with the national level, the role of the Department of Health has been much
more central in a number of KPADSs at the provincial and district level. Although these
organisations are formally under the office of the provincial governor or district head,
their members in many cases ook to the Department of Health for technical |eadership.

The real problem will be that if provinces and districts do not have enough capacity and
commitment to assess the situation, the extent of risk may go unrecognised. For example
the recent increases in HIV infection among IDUs may be occurring elsewhere, but
without sufficient attention being paid to surveillance for local recognition of the problem
to be devel oped.

3.10 Legal and political constraints

Like many countries, Indonesia faces the paradox of needing to reduce risk and
vulnerability in the context of activitiesthat areillegal and politically difficult to address.
Officia responses to sex work and injecting drug use are influenced by conservative
religious views and little can redlistically be expected in terms of strong leadership on
these issues in the foreseeable future. Thus localisasis have been closed in many cities
and significant numbers of sex workers are picked up and detained in rehabilitation
centres for periods of three to six months. There are regular reports of establishments
believed to be associated with sex work being burned on the grounds that they give moral
offence. There are impediments to providing contraceptives to people who are unmarried.
This has an impact on providing condoms to young people who are not married. Many
officials are nevertheless alive to the issues and are prepared to tolerate, even encourage,
interventions to reduce risk and vulnerability. LSMs are regarded as the appropriate
counterparts for addressing sensitive issues rather than government. Thisrole is generally
respected and a number of LSMs work quite effectively with government. But there are
risks for LSMs and passing responsibilities to them is unsatisfactory in so far as LSMs do
not have the capacity to generate and implement interventions on the scale required to
reduce risk and vulnerability in sex work or injecting drug use.

It islikely that in the Indonesian context, as long as there are relatively low levels of HIV
infection and a range of other urgent priorities, it will be difficult to assure ongoing
commitment to KPADs across all provinces and districts. In fact, with impending
decentralisation, provinces and districts may well be in a position to consider alternative
models for coordinating and guiding their response to HIV/AIDS. The path may even be
open for them to determine that HIVV/AIDS is not of sufficient priority to warrant the
allocation of specific resources.

4 Responses to the problem

4.1 Overall design rationale

This section describes the underlying issues and principles that led to the Phase 2 design
proposed in Section 5.

The development of the design for next phase of the project has taken place in a very
complex environment. First of all, Phase 1 has been active for over five years at the
national level and in three provinces, and has represented a substantial investment in
institutional strengthening and human resources. It is essential that full consideration be
given to the continuity of the structures and activities that have been established.
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Secondly, and in contrast, a number of other provinces have received little support to
develop their response to HIV/AIDS, despite considerable evidence of vulnerability.
Although AusAID has developed a natural alegiance to the Phase 1 provinces, the next
design must take account of needs elsewhere, and determine ways to appropriately
support the development of the response beyond the initial provinces. The need to cater
to both Phase 1 and new provinces creates considerable complexity in the design. In
particular, the structures and activities that have been supported in the Phase 1 provinces
clearly provide a much stronger baseline from which to begin the next project than is
currently available in provinces that have not received donor support. Furthermore, there
are anumber of different sets of criteria by which other provinces might be selected, and
inevitably the choice will not satisfy all of them simultaneously.

A second challenge in the development of the design is the need to address an HIV/AIDS
epidemic that isin a state of evolution, and indeed at different stages of its evolution from
province to province. Whereas the Phase 1 project began when the number of reported
cases was extremely low in most of the country, the design of the next phase has been
confronted by rapidly emerging information on the levels of HIV infection, AIDS cases
and risk behaviour in a number of parts of the country.

Finally, the design process took place in an environment of considerable political and
economic uncertainty in Indonesia. From the beginning of 2001, Indonesia launched into
a decentralised system of administration, under which the districts have a new and far
greater role in many areas, in particular health. It will be some time, and perhaps even
years, before the full ramifications of this new structure become clear, and outcomes are
likely to vary considerably from province to province and district to district.
Complicating this administrative upheaval are continuing economic constraints, largely
stemming from the Asian financial crisis of 1997, and political fragility at both a national
and regional level.

For all of these reasons, the Design Team considered that it was necessary to propose a
design for Phase 2 that ensures maximum flexibility for the full duration of the project.
To dothisit is proposed that Phase 2 covering afive year period, be implemented in three
stages thereby adopting a rolling approach to design and implementation. It is proposed
that Stage 1 be 24 months and Stages 2 and 3 be 18 months each.

More time has been alowed for Stage 1 because during this period the development of
strategies will occur. Implementation Plans will be produced for each stage. In Stages 2
and 3, the Implementation Plans will incorporate revisions to the strategies. In keeping
with the stage strategy all provinces/districts will not implement all outputs. Progressive
engagement with districts will be necessary to phase in activities and maintain a
manageable project. See Annex 4 for indicative geographic focus for outputs during
Stage 1, and Annex 2 for indicative number of national, provincial and district sites
implementing output activities.

This section first presents a number of underlying principles that the Design Team kept in
mind in developing the design. It then describes the various options that were considered
for the design structure, and the arguments that led to the adoption of the current
proposal. The section then moves to a more detailed description of the preferred
approach, and the mechanisms that will be used to ensure support for existing activities
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during Stage 1. Finally, it describes the rationale for designating activity levelsin specific
provinces for the next project.

4.2 Underlying principles

The Phase 2 Project has been developed on the basis of key principles derived from
international best practice; the strengths of current activities in Indonesia and lessons
identified in current AusAID projects and policies relating to HIV/AIDS. The principles
have been used as a guide to determine approaches and strategies for the design and to
guide the AMC in the implementation of Phase 2 Project. The principles are discussed
below.

Reducing vulnerability through targeted approaches

Vulnerability is used as a key underlying principle throughout the design. This concept
takes account of broader environmental and societal factors that influence risk-taking
behaviour. These factors influence people’s knowledge and understanding about their
risk of HIV and their capacity to act to prevent further transmission. Through addressing
underlying factors that increase the vulnerability of certain populations to HIV there can
be greater change to behaviour in the longer term. Strategies in the design are focused on
advocacy, empowerment, community participation and improved access to services.
Specific behaviours that give rise to risk of transmission are also targeted in the design to
address areas of vulnerability to HIV. In doing this, strategies focus on developing a
better understanding of factors that enhance this risk and developing actions that are
contextually based and more relevant to vulnerable populations.

Collaborative, integrated approaches

This principle underlies the strategies for the Project to foster collaborative relationships
with other donor agencies, and the establishment of partnership arrangements between
government, non-governmental and private sector organisations. The synergy that is
created through organisations working together is essential for expanding the response
and in increasing stakeholder capacity. The integration of prevention and care efforts
with other sectors not only results in a stronger response but uses the strengths of all
sectors to influence efforts to reduce the spread of HIV.

Demonstrating effective responses

Identifying best practice and applying this increases the quality and scale of the response.
The application of international best practice and identifying what works in the
Indonesian context will be the basis for review and design of ongoing strategies in the
Project.

Data for decision making

The collection and utilisation of data from research, surveillance and other sources are
essential for planning, monitoring and review of programs. Development of new
strategies and decisions on program development will be based on a thorough assessment
of the contextual situation and analysis of risk-related factors.
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I nfluencing policy

Promoting a supportive environment through legislative change and policy shifts is an
important aspect of an effective response. Strategies that advocate for changes to laws
and policies to reduce discrimination and increase access to and the provision of basic
services are an important focus of the design.

Promoting sustainability of responses

The need for sustainability of project activities underlies the design through an emphasis
on working closely with local counterparts and agencies involved in the implementation
of these activities. An essential aspect of this process is building and strengthening the
capacity of these agencies and people to design, implement and evaluate HIV programs
and to plan and advocate for ongoing funding into the future.

Flexibility

The design needs to be flexible to ensure that there is the capacity to respond to changes
that may arise during the life of the Project. These changes may relate to the course of the
HIV epidemic, political and policy changes, identification of factors affecting behaviour
change or be around difficulties in implementation and gaining acceptance of strategies at
the local level. Approaches to ensure flexibility include the regular review of strategies
and interventions and project wide reviews to be conducted towards the end of Stages 1
and 2.

4.3 Design Structure Options

In developing the design strategy for Phase 2 the Design Team gave careful consideration
to a number of structural options. Each of the options was perceived as having its
strengths and weaknesses in the extent to which they responded to the circumstances
outlined in 4.1, were consistent with the principles listed in 4.2, and facilitated the phased
approach in a manner that fitted with AusAlID contracting requirements.

Option one: Phase 1 project structure

The structure defined for the Phase 1 project was made up of components relating to the
provision of support to the KPA, KPADs and selected LSMs in the three project
provinces. There were also components relating to socia research and the control of
STIs. The support provided by the project for government and non-government
organisations was crucial at a time when there was very little awareness, let alone
capacity, with regard to HIV/AIDS in Indonesia. However, the structure did not provide
strong mechanisms for the integration of activities between the government and non-
government sectors, a need which has been highlighted by recent developments,
including decentralisation, the economic crisis and the changing nature of HIV
transmission in Indonesia.

Another limitation to the Phase | structure was that its major components were not
defined around specific areas of intervention. Although it facilitated activities in a
number of key areas, largely by working with specialised LSMs, it did not designate
specific program areas apart from the control of STIsand provision of IEC.
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Option two: A province based-structure

With impending decentralisation, the Design Team recognised the need to focus the
project structures locally, rather than placing all resources at a national level. One way to
fulfil this need would be to designate separate sub-programs for each province/district.
(The team was well aware that the health sector programs will be largely run from the
district level, but for the moment, the provincial health offices probably have a greater
capacity in terms of human resources to work effectively with a donor project.)

The difficulty in moving immediately to a province (let alone district) based structure is
the wide variation in preparedness across the intended project provinces. In some of the
provinces, particularly West Java, little is known about the extent and pattern of risk
behaviours and environments. Although there is substantia interest in improving the
response to HIV/AIDS, institutions do not yet have sufficient capacity to allow them to
work effectively across arange of areas with a donor project.

In the provinces where the Phase 1 project has been active, the ingtitutional capacity is
likely to be far greater, and a province-based approach could be considered at an earlier
stage. The team was nevertheless concerned that a fully province-based design might
create the expectation of parity of resources across provinces/districts, without regard to
variation in the situation or need.

Option three: Program-based structure

When conducting workshops and meetings with individuals and organisations involved in
the response to HIV/AIDS in Indonesia, a number of themes emerged consistently across
provinces. The issue of sexual transmission, for example, was raised universaly, and
injecting drugs use was of concern in several provinces.

Because of these commonalities of need, the Design Team considered a project that
would develop a package of interventions, which could be adapted and applied
appropriately in different areas. This approach to the design had considerable appeal in
that it deliberately focused the project on content areas, rather than on institutional
structures and processes. It could also provide a cost-effective way to ensure that each
province had access to the full range of interventions.

The weakness of this option lay again in its implications for a rapidly decentralising
administrative structure. At the same time as GOl was attempting to delegate
responsibility to the district level, a program based design would represent a centrally
driven resource. Even it was effectively adapted to suit local needs, it would necessarily
engender high levels of ownership at the regional level.

4.4 Preferred approach

Recognising the differing strengths of the second and third options, and the need to build
on the achievements of the Phase 1 project and other responses to HIV/AIDS and
Indonesia, the Design Team eventually recommended a hybrid approach, which is
described in detail in this section. Under the hybrid, the project would work at the
national and provincia/district level to strengthen processes of strategic assessment,
planning, implementation and evaluation. At the same time, it would support specific
existing activities and the development of new initiatives in designated content areas.
Within each of these areas, the design provides for the integration of training, research,
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development of communication materials and strategies, involvement of affected
communities, and advocacy aimed at decision makers and opinion leaders.

The focus on stages alows for a rolling approach to design and implementation that
would take better account of changes likely to occur in the political, socia and
institutional arenas and the particular issues from an emerging HIV/AIDS epidemic. It is
clear that there is much information that needs to be collected about risk behaviours,
contexts of vulnerability and capacity of government and non-governmental
organisations. There will be an emphasis on data collection in the first stage that will be
used to inform the development of strategies and targeted interventions in selected
districts to be undertaken in the second and third stages. At the end of each stage there
will be a comprehensive review of Project activities undertaken in order to revise the
strategies and activities for the next stage.

The 3-staged approach would enable in-built flexibility to respond to changes in the local
situation especially inclusion or exclusion of new or current provinces. It would also
facilitate iterative and participative processes whereby project successes and local
learning inform project design and implementation over the course of the 5 years. An
appropriate time-frame for the three stages would be 24 months initialy, followed by two
18 month periods.

Situation analysis

Phase 1 project has already provided a substantial amount of information on risk and
vulnerability in Bali, South Sulawesi and NTT provinces. These data will be updated in
those provinces and in an additional three provinces, West Java, Irian Jaya and DKI
Jakarta, more extensive processes for conducting situation analysis will be necessary.
This process is expected to be rapid and based on stakeholder consultations and available
data. Following the collection and analysis of data, strategies will be developed as the
basis for action in the selected districts in the six provinces as shown in Annex 4. In
Central Java a more basic situation analysis will be carried out to determine whether or
not to carry out project interventionsin this province.

| ntegrated multi-sectoral responses

An important aspect of the Phase 2 strategy will be to bring the government, the private
sector and community organisations and groups together to discuss and analyse
vulnerability to HIV/AIDS and plan and implement targeted interventions. It is proposed
that a number of integrated multi-sectoral responses be undertaken in Stage 1 of Phase 2,
where possible in six of the provinces, as shown in Annex 4, focused on reducing
vulnerability in the context of either sex work or injecting drug use. In Bali, NTT and
South Sulawesi, this would serve the purpose of building on existing activities by
involving the KPAD, KPAD Il and an LSM that had already been funded in an integrated
activity that also sought the involvement of the private sectorln new provinces an
integrated approach would be a more suitable starting point than the funding of disparate
activities.

The introduction of integrated multi-sectoral responses would also serve the purpose of
determining the potential benefits of such an approach, the limitations and the extent to
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which integration would be an ongoing feature of Stages 2 and 3 and whether there is
potential for scaling up these responses.

4.5 Geographic focus

As mentioned previously, the Design Team was asked to consider the inclusion of nine
provinces — Bali, NTT, South Sulawesi, DKI Jakarta, West Java, Central Java, Central
Kalimantan, Irian Jaya and Riau — in the next phase of the Project.

Geographical focus options

In deciding the geographical focus of the project, the Design Team considered the
following options:

0] Focus entirely on the Phase 1 Project provinces — Bali, NTT and South Sulawesi;
(i) Exclude the Phase 1 Project provinces,

(iii)  Includeall of the nine provinces,

(iv)  Include some of the nine provinces proposed

A complete focus on the Phase 1 provinces at the exclusion of others was not considered
a good option because it would mean that the project would not be able to respond
effectively to the priority issue of injecting drug use in those provinces (e.g DKI Jakarta
and West Java) where an expansion of the epidemic such ismost likely.

The Design Team considered that the Phase 1 Project had laid a good foundation in
responding to HIV/AIDS in the Bali, NTT and South Sulawesi. However the need to
continue to support the responses in those provinces remained, especially as new
challenges such injecting drug use emerge. Secondly continued involvement in the
provinces would be necessary in order to realise the full potentia of the investment made
in Phase 1.

The third option of including al nine provinces proposed was not considered to be
feasible. The experience from Phase | Project was that implementing all aspects of the
project in three provinces over-extended the capacity of the Project in some ways. The
Design Team considered that nine provinces would pose too great a risk to effective
management and coordination.

The fourth option was to select some of the nine provinces proposed, using selection
criteria informed by situation assessments undertaken during the visits to the provinces
by the Design Team and discussions with key informants from the government, non-
government and donor agencies.

Under this option, expansion into new provinces based on the selection criteria outlined
below will be considered for Stages 2 and 3. Annex 1: the Project Timetable outlines the
process through which new provinces are integrated over the stages of the project.

Criteria for inclusion of provinces
Selection of Phase 2 provinces were based on the following criteria:

Vulnerability to HIV infection through injecting drug use
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The Design Team considered that the provinces and districts or municipalities which
were experiencing rapid increases in IDU were at a heightened risk of escalation on
the HIV epidemic and were thus a priority for inclusion in the Project. Among the
provinces proposed for consideration, Bali, DKl Jakarta and West Java were
emerged as important priorities based on our knowledge of the extent of IDU and
HIV risk in Indonesia.

The number of reported cases of HIV/AIDS and extent of HIV-related sexual
risk behaviours

Due to the extent of underreporting and the limited amount of HIV testing, the
number of reported cases of HIV and AIDS is not sufficient for assessing the extent
of the epidemic in a given province. However, when combined with information
about the extent of HIV-related risk behaviours, they provide a reasonable guide
about current and future risk of the spread of the epidemic in particular provinces.
Jakarta, Irian Jaya and Riau have the highest number of reported cases of HIV/AIDS.
Risky sexual behaviours such aslack of condom use and multiple sex partners exist in
al provinces. However the social, economic and political contexts of some provinces
increases the potential for the spread of HIV through sexual transmission. Irian Jaya,
Central Kalimantan, Riau and South Sulawesi were considered for inclusion on this
basis. Recent instability in Central Kalimantan and ongoing tensions in Irian Jaya
may hinder the development of Project activities in these provinces, however this
situation should be monitored regularly and be considered once the situation
stabilises.

Support of provincial and district leaders

Following decentralisation in January 2001, decisions about whether and how to
respond to the threat of HIV/AIDS are the prerogative of district leaders. The support
of district and provincial leaders (government, religious and non-government) will be
essential for establishing an effective response.

Realising the investment made in the Phase 1 Project

In Bali, NTT and South Sulawesi, effective responses to HIV/AIDS have been
initiated by the Phase 1 Project. Realising the full potential of the efforts of the past
five years and sustaining the benefits into the future will require continued support.
Particularly if the lessons learnt are applied to improve the responses in the future.

Presence of other donor-funded projects

It isimportant that the available resources from GOI and other donors for responding
to HIV in Indonesia are distributed as widely as possible according to need. With
some exceptions, described below, it is important that the Phase 2 Project does not
operate in the same geographic locations as the USAID-funded ASA Project, or if
they do, that there is close collaboration between the two projects. Comparing the
proposed Phase 2 provinces with those of the ASA project, there was potential for
overlap in Central Java, DKI Jakarta, Irian Jaya, Riau and West Java.

Availability of LSMsrespondingto HIV/AIDS
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Availability of LSMs aready responding to or with the potential to develop the
capacity for responding is an important consideration.

Phase 2 Project provinces

Based on the criteria described above, the Design Team selected seven provinces as the
focus of the Phase 2 Project.

Table 3: Criteriafor selection of project provinces
Stage 1
Province Reasonsfor inclusion
Bali » Escalating IDU and HIV infections associated with IDU
= Ranks 6" in the national list of reported HIV/AIDS cases
» BSSindicates presence of high risk sexual behaviours
» Phase 1investment
= Support of provincial leaders
DKI Jakarta = Escalating IDU and HIV infections associated with IDU
= Ranks 1% in the national list of reported HIV/AIDS cases
= BSSindicates presence of high risk sexual behaviours
» There are several LSMs with the capacity for responding to the
epidemic
Irian Jaya* = Ranks 2™ in the national list of reported HIV/AIDS cases. HIV
prevalence among sex workers is reported to be greater in 5% in
some districts
= High risk sexual behaviours, intensified by the extensive
extractive industries of logging and mining and fishing
» Limited response to date
NTT » Phase 1investment
= Support of provincia and district leaders
= Availability of LSMswith capacity to respond
South Sulawesi = Ranks 13" in national list of reported cases, however 8 HIV
cases identified in one year
= Evidence of increasing injecting drug use
» Phase 1 investment
= Highrisk sexual behaviours, intensified by extensive mobility
=  Support of provincial and district leaders
= Availability of LSMswith capacity to respond
West Java = Escalating IDU and HIV Infections assocated with IDU
= Ranks5" inthe national list of reported HIV/AIDS cases
=  Support of provincia and district leaders
= Availability of LSMswith capacity to respond
= No other donor funded activities
Central Java = Ranked 10™ in the national list of reported HIV/AIDS cases
Project to [ = High number of sex workers
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Stage 1

Province Reasons for inclusion

collaborate  with | = Spread of HIV/AIDS viamajor trucking route
USAID, ASA
Project in this
province

* Due to an uncertain security situation, project activitiesin this province areinitially
likely to be limited to collaboration with the USAID ASA Project.

4.6 Australian potential to contribute

As stated in the Guide to HIV/AIDS and Devel opment, the objectives of Australia’'s
development cooperation in the area of HIV/AIDS are to help:

Prevent the spread of HIV
Mitigate the impact of HIV/AIDS on the individual and on society
Address the social and economic impact of HIV/AIDS.

Responses to the problem described in the preceding sections as well as the project
description which follows in Section 5, demonstrate clearly that the strategies selected to
address the problem are in agreement with these objectives.

The project is aso consistent with the objective of the Australian Development
Cooperation Program with Indonesia that aims to assist the government and people to
reduce poverty, sustain recovery and promote democracy. The Country Strategy for 2000
to 2003 specifies that Australian support for the health sector be directed primarily to
vulnerable population groups including women and children. The proposed project is
consistent with the focus of the current Country Strategy.

Sustainable poverty reduction, with a strong emphasis on reaching the most impoverished
populations and geographical areas, has been a consistent feature of Austraias
Development Cooperation program with Indonesia. Over the years, Australia has gained
extensive experience in community-level development in Indonesia, particularly in health
and water supply. There is a well-developed understanding of, and capacity to apply,
participatory community-based approaches to development assistance.

Community-based approaches, respect for human rights and respectful partnership
between government and non-government sector and affected people have formed the
basis of Australia’s response to HIV/AIDS. These basic principles were applied to the
development and implementation of the Phase 1 Project. Much valuable experience has
been gained over the past five years that the Phase 1 Project has been in place.

The proposed project draws from the experience of the Phase 1 project, extensive
understanding about community-level development in Indonesia and the demonstrated
success of the Australian national response to the HIV epidemic. Of particular relevance
for the Phase 2 Project is the demonstrated experience in Australia with reducing the risk
of HIV infection associated with IDU.
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Finally, Australia s potential to contribute to the proposed project is further enhanced by
The Indonesia Australia Specialised Training Project, which has provided training (and
will continue to do so for a number of years) for Indonesians in: harm reduction
strategies, HIV/AIDS counselling, |EC strategies, peer-based outreach strategies etc. The
Specialised Training Project provides an opportunity to strengthen the capacity building
aspects of the proposed project, hence increasing the opportunity for sustainable impact
of the Project.
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5 The project description

The Project has five components, each addressing a different aspect of need identified in
the problem analysis. A narrative description of planned outputs for each component is
provided on the following pages, together with indicative activities for each output.

5.1 Goal, purpose and components

The goal, purpose, components and component objectives are outlined below and cover
the 5-year project.

Goal

To reduce transmission and vulnerability to HIV/AIDS and minimise the impact
of the epidemic on individuals and society

Purpose

To facilitate an expanded multi-sectoral response to HIV/AIDS in selected
provinces and districts.

Component 1. Strategic planning, coordination and policy development

Objective - To strengthen the capacity of the KPA, provincial and district
KPADs, and LSMs for strategic planning, coordination and policy
development.

Component 2: Reducing therisk of sexual transmission of HIV

Objective - To reduce the risk of sexually transmitted HIV among identified
population groups (sex workers and clients, MSM and young people).

Component 3: Reducing risk of HIV infection associated with injecting drug

use

Objective - To reduce risk of HIV transmission through injecting drug use
using a public health approach

Component 4: Testing, treatment, care and support

Objective - To improve the quality and utilisation of testing, treatment,
counselling, care and support services for PLWHA and vulnerable
population groups

Component 5: Project management and coor dination

Objective - To ensure efficient and effective management of the Project to
achieve planned outcomes
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5.2 Project components

A detailed description of each component is presented in this section. A table outlining
responsibility for completing each output is presented for each component. The
component descriptions are supported by:

Logical Framework Matrix (Annex 2)
Implementation Schedule (Annex 3)
Matrix of outputs and provinces (Annex 4)
Resource Schedule (Annex 5)

Cost Schedule (Annex 6)

Risk Management Matrix (Annex 7)

Component 1: Strategic planning, coordination and policy development

This component will assist the GOI at all levels to better plan and manage the response to
HIV/AIDS and STls. It is now clear that levels of HIV transmission are increasing in
parts of the country. While a few years ago, HIV/AIDS could be perceived as a distant
threat, it is now becoming a widespread reality. The rapid move to decentralisation of
government services and the economic crisis of the past three years have placed
considerable pressure on all aspects of the governments at this crucial time. It is therefore
essential that governments at al levels in Indonesia have the ability to carry out
comprehensive situation assessments, and develop strategic responses that fully involve
al affected sectors of the community. Key aspects of this component will be the
development of capacity to carry out epidemiological monitoring, the establishment of
processes for planning and evaluation, and the creation of collaborative structures that
provide for true partnerships between government and communities in responding to
HIV/AIDS and STls.

Objective

To strengthen the capacity of KPA, provincial and district KPADs and LSMsfor strategic
planning, coordination and policy development.

Output 1.1

Strategies developed and updated to assist the KPA to effectively coordinate and monitor
multi-sectoral responsesto HIV/AIDS

The KPA has tried to achieve much with very limited resources. In particular, it has had
difficulty in maintaining the activity of its technical working groups, and ensuring that
the member agencies fulfil their responsibilities in relation to decisions that are made at
the KPA.

These problems are now compounded by uncertainty about how the KPA will be
managed in the near future, but this will ailmost certainly be resolved by the time this
project commences. There should then be an opportunity to assist the KPA, and the
KPADs, to strengthen their capacity. This could commence with areview of functionality
if the GOI sought such assistance.

53




HIV/AIDS Prevention and Care Project - Feasibility Design Study

Indicative activities

1.1.1 Provide technical and other support to assist the KPA to assess @) its functionality
in terms of efficiency, effectiveness, representation and responsiveness and b) its
progress in disseminating the National Strategy and monitoring its
implementation.

1.1.2 Support a workshop to determine whether current structures are appropriate to
ensure full ownership and involvement of the communities for which the KPA is
responsible and if appropriate modify any aspects of the KPA structure,
membership and working procedures.

1.1.3 Develop a longer-term strategy to assist the KPA to implement and review the
national response to HIV/AIDS, including mechanisms for monitoring and
review.

Output 1.2

Strategies developed and updated to assist the KPADs in project provinces and districts to
effectively coordinate and monitor multi-sectoral responsesto HIV/AIDS.

Similar to proposed inputs at the nationa level, KPADs at provincial and district levels
can only perform their coordination and policy-making tasks if they are functional. This
output will advocate for a structure and membership of KPADs that will include
appropriate representation to address priority issues, and allow the KPADs to monitor the
success of the strategies.

Indicative activities

1.2.1 In consultation with provincial and district KPADs, identify the districts which
will be the focus of the project in each province

122 Assist the provincid KPADs to strengthen/develop provincia HIV/AIDS
strategies ensuring involvement of district KPADs and all stakeholders.

1.2.3 Assist the district KPADs to develop district strategies and coordinate the
responses of the district KPADs.

1.2.4 Provide support for workshops to determine whether current structures are
appropriate to ensure full ownership and involvement of the communities for
which the KPAD isresponsible.

1.2.5 Develop alonger-term strategy to assist the provincial KPADs to implement and
review the provincia response to HIV/AIDS, including mechanisms for
monitoring and review, with the involvement of the district KPAD

Output 1.3  Strategies developed and updated to strengthen surveillance, research and
the utilisation of findings at the national level

Although a substantial amount of information is being gathered on the occurrence of
HIV/AIDS, STls and related risk behaviours in Indonesia, there are a number of ways in
which the quality and relevance of the information could be improved. Furthermore, as
the nature of the HIV epidemic evolves in Indonesia, it will be necessary to ensure that
surveillance and other research activities provide the key information that will allow the
most effective responses to be developed and monitored. As an essential component of
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national and provincial-level responses, best practice surveillance and research needs to
be systematically implemented and used to support policy and programs.

Indicative activities

1.3.1 Within the overall review of the KPA structure and working procedures, identify
the roles of the specific sectors and the KPA itself in compiling quantitative
reports that will be the basis for planning and evaluation.

1.3.2 Establish working procedures for data collection, analysis and dissemination
through a designated KPA subgroup and provide appropriate training for KPA
nominees who will coordinate this activity.

Output 1.4

Strategies developed and updated to strengthen surveillance, research and the utilisation
of findingsin project provinces

It is envisaged that the KPADSs in each province and district will continue to coordinate
the collection, analysis and utilisation of HIV/AIDS information. During Stage 1 there
will be an assessment of the surveillance, research and utilisation of data in each
province. The assessment will include identification of organisations that can support the
different aspects of an enhanced surveillance system. The findings of the assessments
will be used to develop strategies for surveillance, research, and information
dissemination and utilisation in each province and district.

Indicative activities

1.4.1 Assess the surveillance, research and utilisation of data related to HIV/AIDS and
STlsin each province.

1.4.2 Identify research needs and partnersin each province.

1.4.3 Facilitate planning workshop/s in all provinces to discuss assessment findings and
identify strategies for surveillance, research, dissemination and utilisation of
HIV/AIDS information.

144 Develop a dtrategy to improve surveillance, research, dissemination and
utilisation of data, including training needs of partners.

1.45 Implement regular review and revision processes.

Output 1.5  Policiesfor HIV/STI testing and treatment strengthened

The provision of key biomedical supplies related to the diagnosis or treatment of
HIV/AIDS and STIs has not been routine within the health budgets of the government.
While the Project will not provide funding for these supplies, one approach would be to
develop and implement an advocacy strategy to place STI medications on the essential
drugs list and to give higher priority to providing reagents for screening donated blood
for HIV. There are also concerns about the ability of the heath care system to provide
adequate supplies of equipment for infection control and drugs for basic treatment for
opportunistic infections for HIV/AIDS. The development of an advocacy network may be
one way to identify what changes are needed and formulate strategies to address these
concerns with GOI, donor and private sector companies. This network could be auspiced
through a group or organisation such as Indonesian Association of AIDS Physicians.
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Indicative activities

1.5.1 Support for workshops involving concerned agencies, to determine strategies for
increasing the awareness about the need for biomedical supplies and standardised
procedures in relation to treatment for STIs and HIV/AIDS.

15.2 In conjunction with key professional groups, GOl and donor organisations,
develop advocacy network to identify strategies to strengthen supplies and
treatments, implementation of infection control procedures in health care settings
and to monitor guidelines for clinical management of HIV infection.

1.5.3 Develop and implement advocacy strategy to place STl medications on the
essential drugs list.

Output 1.6

Strategies developed and updated to strengthen KPA/KPAD capacity for public policy
development and advocacy

A supportive legal and social environment is essential for the development and
implementation of effective, sustainable prevention, care and support responses.
Measures to reduce stigma and discrimination towards PLWHA and their families, and
protect the rights of PLWHA facilitate the improvement of attitudes towards and support
for PLWHA within communities. Public health approaches to reduce transmission also
require political support and direction from key opinion leaders and decision-making
bodies. The Project will work with KPA/KPADSs to identify areas for policy development
and develop strategies that are appropriate to the local contexts.

Indicative activities
1.6.1 Identify areasfor policy development in conjunction with KPA/KPADSs.

1.6.2 Convene meetings with key community groups, including PLWHA groups and
opinion leaders.

1.6.3 In conjunction with KPA/KPAD, identify advocacy frameworks, networks and
agenciesto work with in advocating for change.

1.6.4 Develop strategies for policy development and advocacy.
1.6.5 Review and revise strategies with KPA/KPADs.

Output 1.7

Strategies developed and updated for increasing support by District legislature and
opinion leaders for HIV/AIDS interventions

January 2001 ushered in a decentralised system of administration in Indonesia. Under
this system, an elected district legislative body and Bupati (District Commissioner) have
broad authority to manage the local government in areas such as health, education and
establishment of local legislation. The full ramifications of this new structure may not
become clear for some time. Confusion still exists over the distribution of responsibility
between the various levels of government in regard to many issues. Moreover arevision
of the Regional Government Act No 22, 1999 that is currently being undertaken by the
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Department of Home Affairs (Depdagri) is likely to result in some “clawback” of the
powers of regional governments. Nevertheless thereis no doubt that district governments
will have a pivotal role in determining whether and how to respond to HIV/AIDS will be
made at the district level. Given the low prevalence of HIV/AIDS in most parts of the
country (and hence lack of visibility), it is possible that addressing HIV/AIDS will not be
high on the priorities of most district governments. In addition, some of the strategies
advocated for responding to HIV/AIDS will be controversial in some communities and
some advocacy will be required to obtain community support. It is essential that the
District legidature (DPRD) and opinion leaders become aware about the threat of
HIV/AIDS and support the responses devel oped.

Project Officers based in the provinces, with support from the Social Research and
Gender Adviser and the Policy Development and Advocacy Adviser will work with the
provincia and district KPADs to develop a program to enhance the knowledge and
awareness of District leaders about HIV/AIDS. Issues requiring advocacy will also be
identified and a program to obtain support of decisions makers developed.

Indicative activities

1.7.1 Conduct a needs assessment of the advocacy requirements in the districts
identified for participation (see 1.2.1).

1.7.2 Convene consultations and meetings with stakeholders and community leaders.

1.7.3 Develop strategies for enhancing the level of awareness of stakeholders and
community leaders.

Output 1.8

KPAs assisted to effectively coordinate and monitor multi-sectoral responses to
HIV/AIDS

The KPA will require ongoing support to implement their resources. This support will
include capacity development and provision of technical assistance through the Strategic
Planning Advisor and Policy Development and Advocacy Adviser.

Indicative activities

1.8.1 Identify areasfor capacity development.
1.8.2 Design training program.

1.8.3 Conduct training.

1.84 Develop mechanisms for ongoing funding support of KPA operations and
institutional strengthening.

1.8.5 Develop systems for regular monitoring and review of KPA activities.

Output 1.9

KPADs in project provinces and districts assisted to effectively coordinate and monitor
multi-sectoral responsesto HIV/AIDS
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The Project will work closely with KPADs in Project provinces and districts to ensure
that they have skills and resources to monitor, review and revise their strategies. Ongoing
training, technical support and other capacity development will be provided.

Indicative activities

1.9.1 Provide technical and other support to assist the KPADs to assess its efficiency,
effectiveness, representation, responsiveness and its progress in monitoring
implementation of the provincial strategies.

1.9.2 Provide funding to support the operation of the KPADs.
1.9.3 Assessment of capacity of KPADs undertaken.
1.9.4 Develop and implement training and ongoing capacity development programs.

Output 1.10
Surveillance, research and the utilisation of findings strengthened at the national level

The application of monitoring and surveillance techniques will require some innovation.
In particular, they may need to be further developed for specific situations, or adapted as
appropriate in different administrative areas. Several donor programs contribute
substantially to surveillance and research activities. It is therefore essential that there be
real coordination established in this area between the AusAID project and any other
related initiatives, to ensure that they contribute optimally to supporting Indonesian
responses to HIV/AIDS and STls.

Indicative activities

1.10.1 Provide technical support to this subgroup of the KPA for the regular production
of six-monthly reports.

1.10.2 Assist the KPA to develop procedures to ensure the results of these reports are
employed in its strategic planning and review processes.

1.10.3 Invite the USAID-funded ASA project, other donors and technical agencies to
establish an informal research and monitoring technical advisory group.

1.10.4 Coordinate with ASA and other donors and technical agencies to determine what
technical and logistic support should be provided over the longer term (including
by the Project) in relation to surveillance and research data.

1.10.5 Identify research needs and partners.

1.10.6 Establish regular processes for review for information collection and reporting of
results to the KPA.

Output 1.11
Surveillance, research and the utilisation of findings strengthened in project provinces

Surveillance systems should ideally combine information on HIV prevalence and risk
behaviour, to build up an informative picture of patterns and changes in the epidemic
over time. Such a survellance system must take into account the particular
circumstances of the place in which it is implemented, and in particular, provide
information to support prevention activities that are aimed at people at highest risk of
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becoming infected. Initialy this system, including biologica and behavioural
components, should be developed through conducting a pilot in two project provinces.

Indicative activities

1.11.1 Develop a surveillance plan in two provinces that involves measurement of HIV
prevalence and levels of risk behaviour in selected population groups at higher
risk.

1.11.2 Form collaborative groups as appropriate to oversee these surveillance activities.
1.11.3 Pilot implementation of surveillance activities.

1.11.4 Evaluate pilot activities and determine potential for expanding activities to other
Sites.

1.11.5 Implement and monitor enhanced HIV surveillance system in all project
provinces.

Output 1.12
Dissemination and application of policies for HIV/STI testing and treatment

The project will work closely with GOI and networks that have been established to
monitor and strengthen policies for HIV/STI testing and treatment. Activities will include
regular review of policies and procedures for HIV/STI diagnosis and treatment, updating
these as needed and developing training programs where necessary.

Processes for development and revision of guidelines and protocols for management of
HIV infection at all levels of care, including for resource poor settings, are needed. It is
unclear whether this will remain a national responsibility, however, the Project will assist
relevant bodies to ensure that up to date and relevant guidelines are in place.

Indicative activities

1.12.1 Develop and implement mechanisms for regular review of policies for STl and
HIV testing, diagnosis and treatment.

1.12.2 Identify areas for training and resource development.

1.12.3 Undertake training and establish mechanisms for ongoing capacity development
in health care settings.

Output 1.13
KPA/KPAD capacity for public policy development and advocacy strengthened

The implementation of these strategies will require support from key community groups
and opinion leaders. The Project will assist with facilitating processes for advocacy and
through the provision of technical assistance in drafting specific legidative measures
where necessary.
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Indicative activities

1.13.1 Identify areas for training and capacity development with KPA/KPADs in relation
to policy development and advocacy.

1.13.2 Facilitate workshops to review and revise strategies.
1.13.3 Develop mechanisms for regular review of policies and impact on communities.
1.13.4 Design, conduct and evaluate training and skills building for KPA/KPADs.

Output 1.14
Increased support by District legislature and opinion leaders for HIV/AIDS interventions

The project will support the advocacy process by funding community meetings, and
providing information for media releases. In addition, it may be necessary to organise
study tours for key opinion leaders to visit HIV/AIDS programs in other Indonesian
provinces and districts. Through the Project Officers based at provinces , supported by
key advisers, the Project will work with the provincial and district KPADs to implement
and monitor a program to enhance the knowledge and awareness of district |eaders about
HIV/AIDS. Issues requiring advocacy will also be identified and a program to obtain
support of decisions makers developed.

1.14.1 Provideinformation about HIV/AIDS for media rel eases.

1.14.2 Conduct study tours for key opinion leaders to visit HIV/AIDS programs in other
parts of the country.

1.14.3 Conduct awareness raising workshops and meetings for the district legislature
members, Bupatis and health workers.

1.14.4 Conduct workshops to disseminate information on HIV/AIDS priorities and
financing to health policy makers.

1.14.5 Evaluation of the advocacy and awareness program followed by a discussion of
the results with district leaders and opinion leaders.

Component 1. Output Responsibilities
Output L ocation(s) Contractor Responsibility Partner Communities
Gover nment LSMs
Agencies
11 National level " Strategic Planning Adviser " KPA " National LSM forum
" Surveillance Adviser Secretariat

Team Leader/DTL

12 | All provinces & Strategic Planning Adviser KPAD LSMsinvolved in

districts Surveillance Adviser provincial activities

POs

1.3 National Strategic Planning Adviser KPA LSMsinvolved in
Surveillance Adviser surveillance and
POs research
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Surveillance / Public Health

14 Selected i KPAD
provinces & Adviser
districts Social Research Adviser
15 National Policy/Advocacy Adviser KPA Key HIV Physicians
Public Health Adviser
1.6 National and all POs KPA/KPAD Key opinion |leaders
provinces & Policy/Advocacy Adviser LSMsworkingin
districts Surveillance Adviser advocacy
Public Health Adviser
17 All provinces & POs KPAD LSMsworking in
districts Policy/Advocacy Adviser advocacy
Socia Research & Gender .
Adviser Community leaders
1.8 National level " Strategic Planning Adviser KPA National LSM forum
Surveillance Adviser Secretariat
Team Leader
19 | All provinces& Strategic Planning Adviser KPAD LSMsinvolved in
districts Surveillance Adviser provincial activities
POs
1.10 National Strategic Planning Adviser KPA
Surveillance Adviser
POs
111 | Selected Surveillance / Public Health KPAD LSMsinvolved in
provinces & Adviser surveillance and
districts Social Research Adviser research
Selected LSM working
with vulnerable groups
1.12 National Policy/Advocacy Adviser KPA Key HIV Physicians
Surveillance Adviser PLWHA groups
Public Health Adviser
1.13 National and all POs KPA/KPAD Key opinion leaders
provinces & Policy/Advocacy Adviser LSMsworkingin
districts Surveillance Adviser advocacy
Public Health Adviser
1.14 All provinces & POs KPAD LSMsworking in

districts

Policy/Advocacy Adviser
Social Research & Gender

Adviser

advocacy
Community leaders

Component 2:

Reducing risk of sexual transmission of HIV

The high prevalence of unsafe sexua practices in Indonesia potentially places large
numbers of people at risk of HIV infection. The risk of infection varies greatly among
different population groups and in different geographical areas. This component aims to
reduce the risk of HIV infection for the most vulnerable population groups. An important
underlying principle for this component is that research about the nature of risk and
vulnerability of identified population groups will guide the development of strategies. A
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second underlying principle is that the participation of affected groups in the research,
program development and implementation is essential for an effective response.

Objective

To reduce the risk of sexually transmitted HIV among identified population groups (sex
workers and clients, MSM and young people)

Output 2.1

Stuation analysis of vulnerability to HIV/AIDS through sexual transmission, including
review of current responses, conducted in project provinces

In order to adequately plan for future HIV/AIDS and STI prevention strategies and
activities, an assessment and review needs to be undertaken on vulnerability of the
identified groups. This would include an assessment and evauation of the responses
aready undertaken as well as an assessment of the capability of partner agencies to
undertake implement activities. This process needs to be conducted at regular intervals
through the Project to ensure that strategies undertaken remain relevant and effective.

Indicative Activities

2.1.1 Develop or refine analytical tools for assessing vulnerability and risk including
vulnerability mapping.

2.1.2 ldentify local organisations/individuals/LSMs to conduct the situation analysis in
each province.

2.1.3 Trainthelocal organisation in the use of the analytical tools.

2.1.4 In new provinces (West Java, and Irian Jaya), map high risk sexual behaviours
and sexual health services.

2.1.5 In Phase 1 provinces and Jakarta, assess existing strategies and responses as well
as capability of partner agenciesin project implementation.

2.1.6 Conduct gender analysis of sexual risk and vulnerability and access to servicesin
targeted provinces.

2.1.7 Produce situation analysis reports for each province.

2.1.8 Conduct workshops with stakeholders to disseminate the findings of the situation
anaysis.

Output 2.2

Strategies developed and updated for increasing safer sex practices among sex workers
(female, waria, male) and their clientsand MSM in project provinces and districts.

Sexual transmission remains the most common means by which HIV is spreading in most
Indonesian provinces. The high prevalence of unsafe sexual practices revealed by
behaviour surveys undertaken by the Phase 1 project is a cause of great concern.
Increasing safer sex practices, particularly among sex workers and their clients, is an
important strategy for an effective response to HIV/AIDS. The aim of this output is to use
the information collected from the situation analysis described in Output 2.1 to develop
effective strategies for increasing safer sex practices among sex workers and their clients.
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The strategies will inform the development of interventions targeting risk behaviour and
sexual practices.

The Strategic Planning and Development Adviser will work with the Project Officers
based at the provinces to facilitate a participatory planning process involving
stakeholders (government, LSM, private sector). Technical advice on specific program
strategies will be provided by other Project Advisers. The Social Research and Gender
Adviser will be involved in the planning process and ensure that strategies reflect a
critical understanding of gender considerations that influence vulnerability to HIV
infection. The responses developed for each district should be endorsed by the KPAD
and presented to the Bupati and District Legisature.

Indicative Activities

221 Assist KPADs to facilitate a consultative process with key stakeholders to
develop safer sex strategies for each district using situation analysis from Output
2.1.

2.2.2 Monitor and review implementation of strategies, and review where necessary.

Output 2.3

Strategies developed and updated for reducing HIV-related risk behaviour and improving
sexual health care needs of vulnerable young people

Limited research data on the sexual behaviour of young people suggests that they are
becoming sexually active from an early age. However, there are socia restrictions to
information and services that serve to heighten the vulnerability of young people to HIV
infection. In most societies, adults act as gatekeepers to young people’s access to
information about sex and health. Y et many adults are uninformed about HIV/AIDS, and
many others hold the misconception that young peopl€e' s access to information about sex
will lead to early sexual initiation. Young people who live and/or work on the streets of
urban centres are particularly vulnerable to HIV.

The aim of this output is to develop strategies for reaching the most vulnerable young
people with information, support and health services in order to reduce their vulnerability
to the virus. The most appropriate responses are interventions carried out in the context of
a wider education program on reproductive health and life skills carried out in schools,
outreach programs and youth centres.

Indicative Activities

2.3.1 In consultation with KPA and selected KPADs, identify the urban centre which
will be afocus of this output.

2.3.2 Undertake an assessment of the HIV/AIDS related risk of young people, including
an inventory of agencies working with vulnerable youth.

2.3.3 ldentify partner organisation(s) to participate in response for youth.

2.34 Facilitate a planning process with partner organisation(s) and target population
groups to develop strategies for reaching young people.

2.3.5 Monitor, review and revise strategies.
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Output 2.4

Strategies developed and updated to improve the quality, accessibility and utilisation of
STI treatment services by vulnerable population groups

Many members of the identified target groups are at risk of contracting ST1s through their
sexual practices, but fail to seek appropriate treatment because of the lack of appropriate
services. Those services available are often discriminatory or unwilling to provide the
service that the target group requires. It is essential that adequate and quality treatment is
available and accessible for sex workers and their clients, MSM, and young people at
risk, and that these groups utilise these services. This output will support the
development by each province and district of a strategy to improve the quality,
accessibility and utilisation of ST treatment services.

Indicative Activities

24.1 Develop atool for assessing the quality, accessibility and utilisation of sexual
health services for vulnerable population groups.

2.4.2 Undertake an assessment of quality, accessibility and utilisation of sexual health
services for vulnerable population group.

24.3 In each province/district, facilitate a planning process with key stakeholders
(providers and users of sexual health services), KPAD and LSMs to develop
strategi es to address the issues identified in the assessment.

2.4.4 Monitor, review and revise strategies.

Output 2.5

Strategies developed and updated for improving the capacity of public and private STI
service providersto promote and deliver quality STI treatment

Skills and capacity of public and private health care providers to deliver quality STI
services vary in provinces and districts. This output aims to identify the gapsin skills and
knowledge and barriers to quality service provision, to develop strategies to improve
diagnosis and treatment for STls and the design prevention activities for target
populations.

Indicative activities

25.1 Conduct institutional capacity assessment for service providers (focusing on
private doctors and apoteks) in selected sites.

2.5.2 In each province/district, facilitate a planning process with key service providers
to devel op capacity building strategies.

2.5.3 Implement, monitor, review and revise strategies.

Output 2.6

Strategies developed and updated for fostering a supportive social and legal environment
for responding realistically to HIV-related sexual risk and vulnerability

A supportive legal and social environment is essential for the development and
implementation of effective, sustainable HIV/AIDS responses. There is a need to engage
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opinion leaders in discussion about the HIV epidemic in their communities and the effect
of hostile environment on responses. The advocacy issues will vary from one province to
another, although there will be commonalities.

Indicative Activities

2.6.1 Conduct a needs assessment of the advocacy requirements in project provinces
and districts.

2.6.2 Convene consultations and meetings with stakeholders and community |eaders.

2.6.3 In each province/district, identify appropriate advocacy framework, networks and
agenciesto work with in advocating for change.

2.6.4 Facilitate a planning process with all stakeholders to define advocacy strategies.
2.6.5 Monitor, review and revise strategies.

Output 2.7

Strategies developed and updated to stop the practice of bi-weekly injections of sex
workers with antibiotics and other medications developed and implemented in selected
districts

A common practice that has been reported from severa provinces in Indonesia is the
coercion of sex workers in localisasi to pay for injections every fortnight. Although
Depkes policy prohibits this practice, teams of “health workers’, often associated with
the police or the local health authorities regularly visit localisasi inject sex workers under
the guise of STI prevention. Anecdotal evidence from sex workers indicated that
universal precautions are not observed for these injections and there is frequent re-use of
injecting equipment. Most sex workers did not understand that such injections, whether
of penicillin, vitamins or some other substance were both useless and potentially harmful.
This practice can potentially lead to the spread of HIV and other blood borne viruses
among sex workers. The aim of this output is to trial an approach to put an end to the
practice in two selected provinces. It is proposed that this pilot project be developed and
implemented in NTT.

Indicative activities

2.7.1 Provide technical and financial support to provincial KPAD and Depkes to assess
the extent of the practice in the selected province.

2.7.2 On the basis of the assessment, and in consultation with KPAD and Depkes,
identify the districts which will be the focus of the pilot project.

2.7.3 Facilitate a planning process with all stakeholders (KPAD, Depkes, sex industry
representatives) to develop apilot project to prevent the injections.

2.7.4 Provide funding and technical support to implement the plan over 12 months.

2.7.5 Evauate the pilot project and identify lessons learnt to inform the development of
the Stage 2 Implementation Plan.
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Output 2.8

Strategies developed and updated for increasing the availability, accessibility and
utilisation of voluntary counselling and testing (VCT) facilities for identified population
groups

Throughout the country there is a lack of suitable voluntary testing facilities and pre and
post-test HIV/AIDS counselling, especially for the most vulnerable population groups.
Counsellors need to be adequately trained in pre and post-test counselling and in
confidentiality issues and have procedures for referral. Testing sites need to be “user
friendly”, non-discriminatory and easily accessible.

Indicative Activities

2.8.1 In consultation with the KPADs and LSMs, identify LSMs already working with
vulnerable groups with the interest and capacity to develop and support a VCT
program.

2.8.2 Assessthe need for VCT services among the target popul ation groups.

2.8.3 ldentify locations for development of voluntary testing and counselling programs.
2.8.4 Together with the partner LSMs, develop a plan for establishing VCT services.
2.8.5 Establish linkages between selected VCT sites and laboratory services.

Output 2.9

Increased capacity of public and private service providers to promote and deliver quality
STl services

The development of this response will require working closely with public and private
service providers to identify ways to strengthen their capacity and service provision.

Indicative activities

29.1 In consultation with KPADs and identified public and private sector
organisations/service providers, identify areas for capacity development.

2.9.2 Using information from situation analysis develop interventions in selected sites
to improve delivery of ST services.

2.9.3 ldentify training needs of public and private sector organisations/service
providers.

2.9.4 Providetraining to public and private sector organisations/service providers.
2.9.5 Procure STI drugs (treatment packs) for trial intervention.
2.9.6 Evaluateinterventions and identify areas for further development.

2.9.7 Implement regular processes for monitoring and reviewing service delivery.
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Output 2.10

Continuation of implementation (for a fixed period) and evaluation (on completion) of
pre-selected Phase 1 responses aimed at reducing the risk of sexual transmission of
HIV/STD for vulnerable population groups

A number of Phase 1 Project activities implemented by L SMs are working to address the
risk of vulnerable population groups to sexual transmission of HIV. To ensure that
effective responses continue to be implemented, ongoing support will be provided during
the early period of the Project.

Indicative activities
2.10.1 Select activities to be continued following evaluation during care-taking period.
2.10.2 Provide funding and technical support for the implementation of projects.

2.10.3 Evaluate the funded activities and identify lessons learnt to inform the
development of district responses.

Output 2.11

Integrated multi-sectoral responses developed for sex workers and their clients in
selected districts in all project provinces consisting of peer and community education,
VCT, condom promotion/ distribution and increased accessto ST services

Although there was recognition in the Phase 1 Project that an effective response to the
epidemic required contributions from both government and non-government sectors of
the community, there are relatively few examples of joint planning and implementation
of responses. For the most part, LSM activities were acknowledged by the government,
but planned and implemented without the involvement of the government. An important
underlying principle of this Project is to foster closer collaboration government, LSM and
private sector.

The aim of this (and the following two outputs) is to trial an approach which brings
together government, LSM and private sector to develop and implement a response to
HIV/AIDS in identified geographical areas, selected on basis of vulnerability to HIV. The
first integrated responses to be developed and implemented will be in the Phase 1
provinces (Bali, NTT and South Sulawesi) to follow up on some of the activities, which
have been funded over the past five years. Each partner in the collaborative integrated
response will have a responsibility for an aspect of the response. The partnership as a
whole will undertake the situation analysis, develop the response, and monitor
implementation with appropriate technical support from the Project. Interventions
aiming to increase condom use will build on activities undertaken in Phase 1. Such
interventions may include social marketing of condoms and activities that promote 100%
condom use among target groups. Each integrated response will be implemented over a
period of 15 months, evaluated and lessons learnt incorporated into a revison of
strategies for Stage 2 of the Project.
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Indicative Activities

2.11.1 In consultation with KPAD, LSMs and identified private sector organisations,
identify locations/areas for devel opment of interventions.

2.11.2 Based on information from Phase 1 — including BSS data and evaluation of LSM
activities — undertake a rapid assessment of the HIV/AIDS related risk and
vulnerability in the location, identifying vulnerable groups and existing responses.

2.11.3 Using the situation and response analysis as a springboard, facilitate of a
participatory planning process with collaborative GOI, LSM and private sector
partners to develop an integrated multi-sectoral response.

2.11.4 Identify training needs of partners for implementation of the program.

2.11.5 Provide training to the partners as identified in the training needs analysis (e.g.
identify and train counsellors for the VCT centres).

2.11.6 Provide funding and technical support to the partners, monitoring progress
through quarterly activity reports.

2.11.7 Procure HIV testing equipment and test kits, as necessary.

2.11.8 Evaluate the integrated response, identifying lessons learnt to guide the
development of ongoing strategies.

Output 2.12

Integrated multi-sectoral responses for MSM in selected districts in all project provinces
consisting of peer and community education, VCT, condom promotion/distribution and
increased access to STI services

The development of these responses will require close collaboration with community
based organisations working with MSM, including peer groups, to strengthen their
capacity and trial a range of interventions to access these men and influence behaviour
and risk behaviour. Each integrated response will be implemented over a period of 15
months, evaluated and lessons learnt incorporated into arevision of strategies for Stage 2
of the Project.

Indicative activities

2.12.1 In consultation with KPAD, LSMs and identified private sector organisations,
identify locations/areas for devel opment of interventions.

2.12.2 Based on information from Phase 1 — including BSS data and evaluation of LSM
activities — undertake a rapid assessment of the HIV/AIDS related risk and
vulnerability in the location, identifying vulnerable groups and existing responses.

2.12.3 Using the situation and response analysis as a springboard, facilitate of a
participatory planning process with collaborative GOI, LSM and private sector
partners to develop and integrated multi-sectoral response.

2.12.4 ldentify training needs of partners for implementation of the program.

2.12.5 Provide training to the partners as identified in the training needs analysis (e.g.
identify and train counsellors for the VCT centres).
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2.12.6 Provide funding and technical support to the partners, monitoring progress
through quarterly activity reports.

2.12.7 Procure HIV testing equipment and test kits as necessary.

2.12.8 Evaluate the integrated response, identifying lessons learnt to guide the
development of ongoing strategies.

Output 2.13

Integrated multi-sectoral responses for young people in selected sites focusing on life
skills education, counselling and improved access to sexual health services

The development of this response will require close collaboration with organisations
already working with young people, to strengthen their capacity and trial a range of
interventions to access young people and influence behaviour and risk behaviour. Each
integrated response will be implemented over a period of 15 months, evaluated and
lessons learnt incorporated into arevision of strategies for Stage 2 of the Project.

Indicative activities

2.13.1 In consultation with KPAD, LSMs and identified private sector organisations,
identify locations/areas for devel opment of interventions.

2.13.2 Based on information from Phase 1 — including BSS data and evaluation of LSM
activities — undertake a rapid assessment of the HIV/AIDS related risk and
vulnerability in the location, identifying vulnerable groups and existing responses.

2.13.3 Using the dituation and response analysis as a springboard, facilitate a
participatory planning process with collaborative GOI, LSM and private sector
partners to develop and integrated multi-sectoral response.

2.13.4 Identify training needs of partners for implementation of the program.
2.13.5 Providetraining to the partners as identified in the training needs analysis.

2.13.6 Provide funding and technical support to the partners, monitoring progress
through quarterly activity reports.

2.13.7 Evaluate the integrated response, identifying lessons learnt to guide the
development of ongoing strategies.

Component 2: Output Responsibilities
Output L ocation(s) Contractor Responsibility Partner Communitiesand LSMs
Gover nment
Agencies

All project “  Strategic Planning Adviser | ©  KPAD " KeyLSM
provinces & " Socia Research and Gender " Key individuals and
districts Adviser communities among

" POs target groups

Surveillance Adviser

All Project " Public Health Adviser " KPAD " Sex worker and waria
districts " Headth Promotion/ BCC groups

" Social Research and Gender " LSMsworking with
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Output L ocation(s) Contractor Responsibility Partner Communitiesand LSMs
Gover nment
Agencies
Adviser sex workers and waria
Strategic Planning Adviser
POs
2.3 All Project Public Health Adviser KPAD L SMsworking with
districts Health Promotion/ BCC young people
Social Research and Gender
Adviser
Strategic Planning Adviser
Counselling and
Community Care Adviser
24 All Project Counselling and KPAD LSMsinvolved in
districts Community Care Adviser Depkes provision of ST
Public Health Adviser services
Health Promotion/BCC private sector
POs organisations
Strategic Planning Adviser other donors
25 All project Public Health Adviser Depkes LSMsinvolvedin
districts POs KPAD provision of STI
Health Promotion/BCC services
Private STI services
Apotek
2.6 All project Public Health Adviser KPAD LSMs
districts Health Promotion/BCC Key community
POs leaders
Policy and Advocacy
2.7 Selected districts Public Health Adviser KPAD Health care workers
inNTT Health Promotion/BCC
PO
Socia Research and Gender
Adviser
2.8 Selected project Counselling and KPAD LSMs
districts Community Care Adviser Private clinics
Public Health Adviser PLWHASs
Health Promotion/BCC
POs
29 Bali, South Public Health Adviser KPAD LSMsinvolvedin
Sulawesi, NTT POs provision of STI
services
Private STI services
Apotek
2.10 Bali, South Public Health Adviser KPAD LSM undertaking
Sulawesi, NTT Health Promotion/BCC projects
Strategic Planning Adviser Communities among
POs target groups
Social Research and Gender
Adviser
211 Selected project Public Health Adviser KPAD Sex workers
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Output L ocation(s)

Contractor Responsibility

Partner

Gover nment
Agencies

Communitiesand LSMs

districts

Health Promotion/BCC
Counselling and
Community Care Adviser
POs

Social Research and Gender
Adviser

212 Selected project
districts

Public Health Adviser
Health Promotion/BCC
Counselling and
Community Care Adviser
POs

Social Research and Gender
Adviser

KPAD

MSM groups

213 Selected project
districts

Public Health Adviser
Social Research and Gender
Adviser

Strategic Planning Adviser
POs

Depdiknas
KPAD

Y oung people
organisations

LSMs providing
reproductive health
services

Health Promotion/BCC

Component 3: Reducing risk of HIV infection associated with injecting drug use

To address the potential epidemic of HIV associated with IDU, strategies to reduce blood
borne infections among injecting drug users are best developed within a framework that
is focused on reducing the harm associated with injecting practices. This component aims
to enhance those responses that are demonstrating some effectiveness in reducing
transmission of HIV and develop new approaches to promote and sustain behaviour
changes. These strategies include peer education and outreach services, policy and legal
changes, information and referral services, primary health care services, counselling and
treatment initiatives.

Objective

To reduce risk of HIV transmission through injecting drug use using a public health
approach.

Output 3.1

Stuation analysis of vulnerability to HIV/AIDS through injecting drug use conducted,
including review of current responses

As the epidemic of HIV associated with injecting drug use rapidly increases, there are a
number of initiatives being undertaken, including a number of initiatives undertaken
through Phase 1. Some of these activities include outreach programs through funded
LSMs, basic information programs in prisons, collaborative activities with other donor
agencies, and HIV testing initiatives. An assessment of these initiatives will be needed at
the outset of Stage 1 to establish what activities can be built upon and what new strategies
need to be implemented.
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This should include programs to reduce HIV within prisons among IDUs. There are large
numbers of IDUs in prisons who continue to be at risk of HIV through sharing needles to
inject drugs. Some initiatives have already been undertaken and the Project will build on
these in selected districts.

Indicative activities

3.1.1 Examine the diversity of approaches to address drug use including the potential
for harm reduction initiatives and activities undertaken through Phase 1 project,
RAR coordination group and other donor iniatives.

3.1.2 Develop or refine analytical tools for assessing vulnerability in selected districts.

3.1.3 Identify local organisations/individuals'LSMs to conduct the situation analysisin
selected districts.

3.1.4 Trainthelocal organisation in the use of the analytical tools.
3.1.5 Produce situation analysis reports for each province/district.

3.1.6 Conduct workshops with stakeholders to disseminate the findings of the situation
anaysis.

Output 3.2

Operational research conducted to identify HIV risk behaviours and practices of injecting
drug users

Operational research to understand the complexities of behaviour and practices associated
with IDU in order to develop more targeted responses in working with 1DUs, will be
undertaken throughout the Project. Priorities for this research and institutions or
individuals to undertake the research will initially be identified.

Indicative activities
3.2.1 ldentify specific areas of priority for research.
3.2.2 ldentify institutions and researchers to conduct research.

3.2.3 Conduct research on behaviour and risk practices, perception of risk for HIV
among drug users.

3.2.4 Disseminate findings and use data to develop and revise interventions.

Output 3.3

Strategies developed and updated to reduce the transmission of blood borne viruses in
selected Sites.

Intheinitial stage of this Project strategies to continue to reach IDUs and to promote safe
injection and the reduction of adverse health effects need to be established. Some of these
will be ongoing from Phase 1. This is best undertaken by organisations that have
established contact and trust of people who are injecting drugs. Some of these strategies
will include:

Provision of information on transmission of HIVV and other blood borne infections

Provision of information on drugs and their effects
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Education on other health effects such as hepatitis and overdose

Disinfection of equipment — information on procedures to clean and disinfect drug
using equipment

Provision of swabs, educational materials and the distribution of other materials (such
as bleach) should be investigated

Distribution of condoms.

These strategies should include procedures for disposal of injecting equipment. The
widespread use of needle-syringes highlights the need for adequate disposal of injecting
equipment. Ways to do this within institutions, community agencies and other
environments should be investigated.

Indicative activities

3.3.1 In consultation with KPA and selected KPADs, identify the sites that will be a
focus of this output.

3.3.2 Undertake an assessment of the risk contexts and an inventory of agencies
working with IDUs.

3.3.3 ldentify key LSMs with established contacts and credibility with IDUs.

3.34 Facilitate a planning process with partner organisation(s) and target population
groups to develop strategies for accessing IDUSs.

3.3.,5 Conduct media, workshops and other forums to discuss and promote strategies.
3.3.6 Monitor, review and revise strategies.

Output 34

Continuation of implementation (for a fixed period) and evaluation (on completion) of
pre-selected Phase 1 responses aimed at reducing the risk of HIV infection through IDU

A number of responses developed during Phase 1 will be continued following successful
evaluation at the conclusion of the care-taking period. Activities include outreach
programs through funded LSMs, basic information programs in prisons, collaborative
activities with other donor agencies and HIV testing initiatives.

Indicative activities
34.1 Select activities to be continued following evaluation during care-taking period.
3.4.2 Provide funding and technical support for the implementation of projects.

34.3 Evauate the funded activities and identify lessons learnt to inform the
development of district responses.

Output 3.5

Integrated multi-sectoral responses targeting injecting drug users implemented in
selected sites

A key strategy to minimise adverse health effects of sustained IDU through the provision
of primary health care services that address the medical, social and educational needs of
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IDU. Many of these users are not accessing hospital or community health clinics and
have multiple health and social problems.

An integrated multi-sectoral program consisting of peer and community education,
acceptable harm reduction strategies, VCT, condom promotion and distribution to
address therisk of HIV infection associated with injecting drug use will be developed and
implemented by collaborative groups of LSMs in municipalities in selected districts. An
important part of these programs will be improving knowledge and skills of health care
staff and other community based organisations to design and deliver quality services to
IDUs and PLWHA.

It is proposed that these services first be established as within an existing clinic or
network of services located in an area where there is a high number of injecting drug
users. These services would include HIV and ST testing, counselling, outreach services
and information, HIV treatment, and referral to treatment and rehabilitation services. Itis
proposed that during the Project the usefulness of this primary health care approach be
investigated and sites and organisations for expansion be identified.

Indicative activities
3.5.1 Identify key target areas within selected provinces

3.5.2 Identify key LSMs aready working with IDUs, or where there is potentia to
establish these services.

3.5.3 Facilitate a participatory planning process among key agencies to develop
interventions.

3.5.4 Design and implement training program for staff.
3.5.,5 Implement the interventions over 15 month period.

3.5.6 Provide funding and technical support to the partners, monitoring progress
through quarterly activity reports.

3.5.7 Evaluate the interventions and prepare lessons learnt to inform the development
of responses targeted to IDUs.

3.5.8 Facilitate a planning process with key agencies and target population groups to
identify sites and develop strategies for reaching IDUs.

3.5.9 Expand program to selected districts.

Output 3.6
Expansion of pilot projects on opioid oral substitution in selected sites

There are a number of substitution therapies that are used to manage chronic drug
dependence. Methadone is one of a range of substitution therapies used internationally to
reduce drug injection practice, HIV, crime and improve health of chronic users. Other
drugs include buprenorphine, naltrexone, morphine and opium tincture.

A pilot program of the use of methadone substitution therapy is soon to be undertaken by
RSKO hospital in Jakarta through funding from UNAIDS. This Project could support the
pilot through assisting with the review of protocols, expanded staff training and
monitoring of the pilots' outcomes.
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Indicative activities

3.6.1 Participate in evaluation of pilot programs and review of protocols.

3.6.2 Provide funding and technical support to expansion of the program

3.6.3 Monitor progress through quarterly activity reports.

3.6.4 Evauate and identify lessons and further expand project to selected sites.

Output 3.7

Integrated multi-sectoral projects to improve access and quality of VCT services for
people who have a history of injecting drug use

There has been a lack of access for IDU to HIV testing through voluntary testing
programs and through surveillance sites. Counselling services need to be improved at
testing sites to facilitate increased demand for testing and provide ongoing support to
people who test HIV positive and who are at risk of infection. Procedures to ensure
confidentiality need to be established from the outset with all HIV testing services.
Initially there will be an assessment of counselling services in selected provinces to
determine the capacity for these services to deliver counselling and testing programs for
people who inject drugs and are at risk of HIV.

This output has links to other Outputs (3.4, 2.11-12 & 4.5) where activities for testing and
counselling will aso be undertaken.

Indicative activities

3.7.1 Assessthe need for VCT services among the target population groups and assess
existing counselling facilities for IDUsin key cities and provinces.

3.7.2 Assessthe capacity of these services, including confidentiality procedures.

3.7.3 ldentify locations for development of voluntary testing and counselling programs.
3.7.4 Together with the partner LSMs, develop a plan for establishing VCT services.
3.7.5 Establish linkages between selected VCT sites and |aboratory services.

3.7.6 Procure HIV testing equipment and test kits as necessary.

3.7.7 Design and implement training programs.

3.7.8 Provide funding and technical support to the LSMs, monitoring progress through
quarterly activity reports.

3.7.9 Evaluate program and identify lessons learnt
3.7.10 Expand VCT servicesto other provincesif feasible.

Component 3: Output Responsibilities
Output L ocation(s) Contractor Partner Communities and
Responsibility Government LSMs
Agencies
31 Selected project Harm Reduction KPAD L SMs providing
provinces and Adviser servicesto IDUs
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Output L ocation(s) Contractor Partner Communities and
Responsibility Government LSMs
Agencies
districts Public Health Adviser
Surveillance Adviser
POs
Strategic Planning
Adviser
3.2 Selected project Social Research & KPAD LSMs
districts Gender Adviser Community
Harm Reduction groups
Adviser
33 Selected project Harm Reduction KPAD Range of LSMs
districts Adviser IDU groups
PO Key individuals
Public Health Adviser and community
Strategic Planning groups
Adviser Opinion leaders
Media groups
34 Bali & South Public Health Adviser KPAD LSM
Sulawesi Harm Reduction undertaking
Adviser projects
Strategic Planning Communities
Adviser among target
POs groups
Social Research and
Gender Adviser
35 Selected project Public Health Adviser L SMsworking
districts Harm Reduction with IDUs
Adviser
POs
Health
Promotion/BCC
3.6 Selected project Harm Reduction RSKO Key HIV
districts Adviser Depkes physicians
Public Health Adviser Other donor
POs groups
3.7 Selected project Harm Reduction KPAD L SMs providing
districts Adviser VCT, peer
Counselling Adviser education and
Public Health Adviser clinical services
Health Key individuals
Promotion/BCC and community

groups

Component 4:

Testing, treatment, care and support

This component aims to facilitate the development of services to provide more effective
treatment and care for PLWHA. It is acknowledged that there will be a growing number
of people seeking treatment and care for HIV/AIDS. Services need to be resourced and
coordinated. Key services that need to be planned and resourced are counselling, HIV
testing, hospital and community clinics and PLWHA groups. An important aspect of this
component will be improving the capacity of health care services to provide treatment
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and care, including focusing on the particular needs of injecting drug users.
Objective

To improve quality and utilisation of testing, treatment, counselling, care and support
services for PLWHA and vulnerable population groups.

Output 4.1

Stuation analysis of testing, treatment, care, counselling and support programs for
PLWHA and vulnerable groups conducted

An initial assessment will be undertaken to determine treatment, care and support needs
for PLWHA in selected provinces. In some cities and provinces, hospital and clinic
services are increasingly being requested to provide treatment and care to PLWHA. An
assessment of these services will identify their capacity for diagnosis, treatment and staff
knowledge and skills. Particular focus should be on the capacity for provision of
treatment of opportunistic infections, including TB and services for pain management.

It may also be appropriate to establish reference centres or focal points in selected
provinces to provide specialised diagnosis and treatment, as well as assistance to other
district health services within the province. The feasibility of reference centres will need
to be investigated early in the Project, especially in hospitals that are already operating as
aprovincial referral centres and providing a high number of speciality services for district
clinics.

Counselling services are essential to minimise the impact of HIV/AIDS epidemic and
reduce the transmission of HIV. Services need to be confidential and require
appropriately trained health professionals. There are a number of organisations, primarily
in the non-government sector that are providing counselling to PLWHA and to those at
risk of HIV. An assessment of the extent and type of counselling services is required
along with an assessment of the skill levels of those providing counselling. This process
may occur in conjunction with the assessment of treatment, care and support services.
This information will assist in planning for future training in counselling and identify
areas for further development to improve counselling services or PLWHA. Similarly, an
assessment of the community care and support services should be undertaken to establish
what exists and to identify areas for training and service development.

Indicative activities
4.1.1 Identify provinces and districts for situation analysis.

4.1.2 Assess range and capacity of programs available to provide care, treatment and
support within selected provinces and districts.

4.1.3 ldentify organisations and individuals to provide counselling in selected
provinces.

4.1.4 Undertake assessment of counselling skills and requirements for future programs.

Output 4.2

Operational research conducted on issues facing PLWHA in clinical and community
settings
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A range of operational research including evaluation studies will be required throughout
the life of the Project to inform the ongoing processes for program development. Some of
these studies will assess the relevance of new initiatives (e.g. counselling, community
care programs) including their applicability to the Indonesian context and acceptability to
clients. Other research will explore ongoing issues facing for PLWHA and their carers,
including clinical aspects of treatment and care, access issues, stigma and discrimination.

Indicative activities
4.2.1 |dentify areas of priority for research.
4.2.2 ldentify institutions and researchers to conduct research.

4.2.3 Conduct research on behaviour and risk practices, perception of risk for HIV
among drug users.

4.2.4 Disseminate findings and use data to develop and revise interventions.

Output 4.3

Strategies developed and updated for testing, treatment, care, support and counselling
services in selected provinces

Following an assessment of the extent, type and capacity of treatment, care and
counselling services, mechanisms to discuss this information and develop strategies to
address these will be established. The Project will facilitate a number of workshops in
selected provinces and districts to identify what may be possible, determine priority areas
and how these might be addressed.

These strategies may include the establishment of reference centre (focal points) in each
province to act as resource for training, supervision, support to other provincia and
district services around treatment and care for PLWHA. This will include training of
doctors, nurses, counsellors and educators to act as key resource people to assist health
care services on treatment and care issues and work with community organisations to
develop community based programs.

Indicative activities

4.3.1 Facilitate planning workshops in selected provinces and districts with key
agencies and target populations to discuss assessment findings and identify
strategies to provide treatment, care, counselling and support at provincial and
district levels.

4.3.2 Monitor, review and revise strategies.

Output 4.4

Integrated multi-sectoral projects targeting PLWHA, their families and communities
implemented in selected sites

In many countries, PLWHA are reluctant to become involved in prevention and care
activities because of the stigma and fear associated with HIV/AIDS. Increasing the
visibility of PLWHA within communities and building support networks are key
approaches used to begin to breaking down some of these barriers. The involvement of
PLWHA in the design and delivery of prevention and care activities ensures that these
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programs are relevant to those infected and at risk of infection. It also enables more
effective delivery through peer networks. There are already small organisations targeting
PLWHA and attempting to build peer networks through newsletters, group support and
treatment information. An assessment of the activities and capacity of these organisations
will be undertaken and where feasible, support provided for peer education, support and
advocacy programs.

Strengthening of PLWHA organisations, networks and peer-led activities will be a focus
for this output. It is expected that PLWHA organisations and networks will continue to
strengthen as more PLWHA become visible and involved in these programs. The
development of skills training activities, peer education, peer support and counselling
programs and representation on decision-making bodies are key areas for Project support.

Indicative activities

4.4.1 ldentify LSMs and individuals working with PLWHA in selected provinces and
districts.

4.4.2 Undertake an assessment of the activities and capacity of these organisations and
the processes for involvement of PLWHA.

4.4.3 Provide funding to selected L SMsto provide peer support and advocacy programs
in conjunction with PLWHA.

4.4.4 Develop ongoing training and capacity building programs for selected LSMs and
PLWHA.

Output 4.5

Integrated multi-sectoral projects to increase the capacity of health care workers to
provide quality HIV-related treatment, testing, counselling, care and support
implemented in selected sites.

Assessment of capacity of services and health care workers in selected sites will provide
the basis for the development of interventions to improve the quality of service provision
in testing, treatment, counselling and care.

Counselling programs will be strengthened through ongoing training programs with key
organisations, the development of material for training and use by counsellors,
supervision and monitoring arrangements and the funding of a number of initiatives that
will introduce counselling approaches into arange of settings.

Care and support services for HIV-infected injecting drug users will need to be
established across a range of settings. The coordination of this care across hospital and
non-hospital settings will result in improved care management and follow-up. At the
outset of this Project it is proposed that the range of services and possible linkages
between programs are identified and a model/s are proposed for increased care
coordination. Increasing the capacity of some agencies to provide care will be an
essential part of this component necessary. Ongoing Project activities should include
training of health care providers, community agencies and families, peer support and
education programs, development of |IEC material, advocacy and counselling services.
This will include specific training for health care staff on drug use, injecting issues and
harm reduction.
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Indicative activities

451

45.2

453
454
455
4.5.6

Undertake assessment of capacity of services and health care worker skills,

including capacity to meet needs of HIV-infected drug users.

Identify range of hospital and non-hospital services that can provide care,
counselling and support to PLWHA and their families.

Identify key sitesin provinces and districts to implement specific interventions.

Identify training needs for health care and LSM staff, families, carers.

Develop and conduct training programs for health care workers.

Monitor, review and revise interventions.

Component 4:

Output Responsibilities

Output | Location Contractor Responsibility Partner Communitiesand LSM s
Government
Agencies
41 All provinces & Health Services KPAD Key LSMs
districts Planning/ Community groups
Management Adviser PLWHA groups
Counselling and Care
Adviser
POs
Public Health Adviser
42 Selected project Social Research Adviser KPAD LSMs
districts Counselling Adviser PLWHA groups
Health Services Adviser
4.3 All project Counselling and Care KPAD Key LSMs
districts Adviser Depkes Key individuals and
Strategic Planning community groups
Adviser PLWHA groups
POs
Health Services Adviser
Public Health Adviser
44 Selected project Health Services Adviser KPAD PLWHA groups
districts Counselling and Care Depkes Key LSMs
Adviser
POs
45 Selected project Counselling and Care KPAD LSMs
districts Adviser Key community groups
POs PLWHA groups
Health Promotion /BCC
Health Services Adviser
Component 5: Proj ect management and coor dination

This component describes the administrative, management and coordination system that

will enable the implementation of the other components.

The delivery of project

activities at the local level by a range of organisations, including the Project team,
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KPADs, the KPA and LSM staff requires a coordinated management system and the
efficient monitoring of Project activities.

Objective

To ensure efficient and effective management of the Project to achieve planned
outcomes.

Output 5.1

Inception Report, including updated Mobilisation Plan, Risk Management Matrix,
Purchasing Plan and Security Plan

The Inception Report must be produced by the end of the first month of Project
commencement.

Indicative activities
5.1.1 Develop Inception Report in accordance with the terms of the contract.

Output 5.2
International project personnel mobilised in accordance with Mobilisation Plan

The recruitment of the advisers will be a complex process given the need to build a team,
comprised of members of which meet the sum of skills and experience required. It is
recommended that the Contractor use the short-term advisers to supplement the skills of
the long-term advisers, and make explicit linkages between short-term and long-term
advisers.

All long and short-term advisers will be included in the bid submitted by the Contractor.
It is recommended that at |east two long-term and two short-term advisers be recruited in
Indonesia.

Indicative activities
5.2.1 Recruit and mobilise international advisers.
5.2.2 Oirientation program developed and implemented as per Scope of Services.

Output 5.3
Project office and management systems established in Jakarta

The central office will be in Jakarta, which will be the base for the Team Leader and
some of the advisers during Stage 1. It is expected that office space will be provided by
GOl and the Project Team will be co-located with the main counterpart agency, the KPA
Secretariat. Agreement about the provision and location of office space should be
included in the Subsidiary Agreement (SA) signed between GOI and GOA for the
implementation of the project.

A security plan should then be developed in close consultation with personnel and (where
relevant) their families, including evacuation procedures. The security plan should be
reviewed regularly.

Indicative activities
5.3.1 Establish Jakarta office with furniture, computer equipment and support.
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5.3.2 Establish interoffice communications through phone, fax and email links.
5.3.3 Establish a management system.

5.3.4 Establish travel coordination and administration system (including insurance,
travel requests, quotes and TA reimbursements).

5.3.5 Provide ongoing office administration and logistics support to team members.
5.3.6

Output 5.4
Financial system established in Jakarta

The Jakarta office will serve as the office for project activities in DKI Jakarta and West
Java. Accordingly provision has been made in the cost schedules for three secretaries to
deal with the extra workload as well as two drivers and an office assistant. It is
anticipated that vehicles (two) will only need to be purchased for the Jakarta office and
that vehicles can be hired (with drivers) in the provinces.

Procurement guidelines will be developed according to Commonwealth procurement
guidelines for the procurement of services such as consultant inputs in needs analysis,
research activities and training events.

An activity grant appraisal, approval and monitoring system will be established. The
Team Leader will be responsible for developing appropriate proposal formats, budget
guidelines, appraisal system, standard contracts, reporting formats and establishing a
Contract Management Database for Activity Grants.

Indicative activities

5.4.1 Establish afinancia system.

5.4.2 Establish an assetsregister.

5.4.3 Write and distribute Project procurement guidelines to staff.

5.4.4 Obtain approval from AusAlD for the Procurement Plan.

5.4.5 Procure equipment and materials according to the procurement plan.
5.4.6 Appraiseformatsused in Phase 1 for LSM contracts.

5.4.7 Conduct quarterly Project Steering Committee meetings in each province to
appraise and approve LSM Activity contracts.

5.4.8 Develop and maintain standard unit costs for price comparisons amongst L SMs.

5.4.9 Establish Contract Management Database (recording Contract No, Output/
Activity Reference and related Procurement and Training provided) for use in
collating financial and narrative reporting data.

5.4.10 Provide fundsto LSMsto implement activities.
5.4.11 Aggregate financial reporting and acquittals from LSMs on a quarterly basis.

Output 5.5
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Local project personnel mobilised

The recruitment and selection processes for all long-term local staff will be conducted
after the Contract is awarded and the ATL and other long-term international Advisers
have been mobilised. A staff development plan and annual performance appraisals
should be developed and implemented by the AMC.

Indicative activities

5.5.1 Recruit Project Officersto be based in the provinces and other local advisers.
5.5.2 Recruit administrative staff for Jakarta office.

5.5.3 Recruit administrative staff for provincial/district offices.

5.5.4 Provide training in project management and finance systems to local staff.

555 Complete a staff development plan for senior local staff, including the Project
Officers.

5.5.6 Conduct annual performance appraisalsfor all staff.

5.5.7 Develop, monitor and review processes for team meetings.

Output 5.6
Implementation Plan presented for each stage of the Project

An Implementation Plan will be developed and presented to AusAID by the end of the
first quarter after project commencement. The Contractor will regularly review progress
during each quarter by producing the Quarterly and Biannual Progress Reports and using
the Monitoring Framework.

Data collection in the early part of Stage 1 will inform the development of strategies for
targeted interventions and the selection of districts for activities to be undertaken during
Stage 1 and expanded in Stages 2 and 3.During Stage 1 and Stage 2 the Contractor will
also assess the worth and viability of expanding into additional provinces based on the
criteria identified in Section 4.5 of this PDD. See Annex 1. Project Timetable for an
explanation of how expansion of new provinces fits in the structure of the project. At the
end of each stage a comprehensive review of Project activities will be undertaken (see
outputs 5.17 - 18). The subsequent revision of the strategies and activities for the next
stage will be documented in a change frame, which is submitted to AusAID. This review
process will inform the Implementation Plans which will be developed for Stages 2 and
3.

Indicative activities
5.6.1 Assessthefeasibility of the inception plan produced for the bid.
5.6.2 Consult KPA, KPADs, LSMs and other stakeholders about the inception plan.

5.6.3 Based on findings of the assessment and consultations with key stakeholders,
develop Implementation Plan for Stage 1.

5.6.4 Develop a plan for regular review of progress of implementation of Stage 1
activities.
5.6.5 Develop, monitor and review Gender Strategy.
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5.6.6 Develop and implement monitoring and evaluation plan.
5.6.7 Implementation plan produced for each Stage as per Scope of Services.

5.6.8 In Stage 2 and 3 review the inclusion/exclusion of new provinces for the
subsequent stage.

Output 5.7
Monitoring Framework presented for each stage and revised half way through Stage 1

The Monitoring and Evaluation (M&E) Framework needs to be developed with the
Project counterparts and link in with the National AIDS Strategy, and other GOI planning
instruments. The Monitoring Framework should be based on the Logframe (second and
third columns) and on the Risk Management Matrix. It needs to be regularly revised so
that it can incorporate strategies, mechanisms, and processes for continued involvement
of counterpart organisations and participating communities in the ongoing M&E
activities of the Project.

Duty Statements of staff and advisers will need to assign responsibilities for the
collection and reporting of information and formats that will need to be developed for
complete these tasks. It is important to ensure that advisers provide information in a
timely and consistent manner. There should be close attention to monitoring the risks,
which are identified in the Risk Management Matrix, which also need to be revised at
regular intervals. A Risk Management Workshop will be conducted following the
development of provincial/district strategies, to assess the risks associated with the
implementation of these strategies and to revise the Risk Management Matrix where
necessary.

Indicative activities

5.7.1 Develop Monitoring Framework for the project.

5.7.2 Monitor the implementation of project activities.

5.7.3 Complete quarterly Project reports.

5.7.4 Conduct Risk Management Workshop.

5.7.5 Develop report on workshop and revise Risk Management Matrix.
5.7.6 Revise framework when necessary.

Output 5.8

Project sub-offices and management and financial systems consolidated in Bali, South
Sulawesi and NTT

It is expected that the existing project offices in Bali, South Sulawesi and NTT can be
retained during Phase 2, however larger offices may be required depending on the
number of advisers that are located in each office.. Anticipated capital and equipment
requirements (for all offices) are included in the cost schedules.

Indicative activities
5.8.1 Maintain offices in Bali, NTT, and South Sulawesi with furniture, computer
equipment and support.
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5.8.2 Interoffice communications for all offices established through phone, fax and
email links.

5.8.3 Establish an assetsregister.
5.8.4 Provide ongoing office administration and logistics support to team members.

Output 5.9
International personnel employed and remunerated in accordance with 1P and budget

Notification of AusAID is required on a quarterly basis as to the remuneration of the
personnel for that period.

Indicative activities
5.9.1 International personnel employed.

5.9.2 International personnel remunerated in according to pay scales.

Output 5.10
Local personnel employed and remunerated in accordance with |P and budget

Notification of AusAID is required on a quarterly basis as to the remuneration of the
personnel for that period.

Indicative activities
5.10.1 Local personnel employed.

5.10.2 Local personnel remunerated in according to pay scales.

Output 5.11
Integration achieved between project components

The Lessons Learned from Phase 1 emphasised the need for component integration and
complementarity. Co-ordinated inputs are necessary to develop integrated responses to
HIV/AIDS. To achieve this, different elements of Project must be brought together in
developing responses. Different government agencies and private sector also need to be
brought together in interventions targeting specific groups.

Successful implementation of the PDD will require a sustained coordinated approach by
the whole team. Ongoing team building will be essential to encourage team members to
be inclusive of each other when implementing project activities. The geographical spread
of the project will place considerable demands on the team management and supervision.
For thisreason an additional DTL has been added to the team.

A Strategic Planning approach is appropriate for the team work together on components —
particularly the integrated multi-sectoral responses. This process can be supported by the
Strategic Planning Adviser.

Indicative activities
5.11.1 Conduct team building activities.
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5.11.2 Conduct strategic Planning workshops for team members.

5.11.3 Documentation and dissemination of lessons learned within and across districts
and provinces.

Output 5.12
Quarterly and Biannual Progress Reports presented

Quarterly and Biannual Progress Reports document progress of the Project by component
and output during the reporting period measured against the Implementation Plan.
Regular team meetings are necessary to agree on joint plans of action. Reports must
include all items specified in 19.10 of the Scope of Services.

Indicative activities
5.12.1 Quarterly and Biannual Progress Reports produced.

Output 5.13
Project Coordination Group meetings conducted

The project has been designed and planned in a participatory manner, and this approach
is expected to continue through implementation with effective stakeholder participation
from government, LSMs and communities.

The KPA and the KPADs currently coordinate the implementation of the National
HIV/AIDS Strategy. Thus the main national counterpart for the project (designated
representative of the partner government) will be the KPA (or its successor) and the main
provincial/district counterparts will be the KPADs (or their successors).

Coordination at the national level between the KPA, the contracted Project Team and
AusAID will be through a Project Coordinating Committee (PCC). LSM participation on
the PCC would also be valuable. However, whether or not this occurs will be up to the
KPAThe PCC will meet biannualy.

Indicative activities

5.13.1 Conduct Project inception workshopsin all project provinces.

5.13.2 Consult with GOI, KPA, KPADs throughout project implementation.

5.13.3 Conduct Project Steering Group meetings in each province/district quarterly.
5.13.4 Conduct PCC meetings biannually

5.13.5 Produce annual PCC reports based on Quarterly Progress Reports.

5.13.6 Submit draft of minutes of PCC meetingsto AusAlID.

Output 5.14
Provincial and District Project Steering Committee meetings conducted

Coordination a the provincia and district level between the KPADs, LSM
Representatives and the Contractor’s Project Officers will be through a Project Steering
Committee (PSC). The Provincial and District PSCswill meet on a quarterly basis.
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Indicative activities
5.14.1 Conduct District and Provincial PSC meetings every quarter.
5.14.2 Submit draft minutes of PSC meetings to KPADs and Depkes.

Output 5.15
Coordination Mechanisms established with other AusAID projects and other donors

Formal arrangements will be established to ensure that there is effective coordination
with other AusAID projects and with other donors (particularly the USAID-funded ASA
project). This could be in the form of quarterly meetings, possibly timed to precede PCC
meetings.

Ways to collaborate with the ASA project especially in provinces where both projects are
operating should be identified and facilitated by the Project. To ensure that mechanisms
are established, the Team Leader will develop a plan that outlines ways in which the two
agencies will work together in a coordinated and collaborative manner.

Indicative activities

5.15.1 Team Leader establishes a formal program of coordination meetings with ASA
Project, particularly with regards to Component 1 activities involving the KPA.

5.15.2 Team Leader develops a plan for working with ASA project, that outlines
mechanisms for communication and identifies ways in which the projects may
collaborate in selected provinces.

5.15.3 Team Leader identifies ways to work with other AusAlID projects in targeted
provinces.

5.15.4 Other team members, particularly the Public Health Adviser and Harm Reduction
Adviser establish formal program of coordination meetings with ASA Project
regarding HIV surveillance, STI management and IDU programs.

5.15.5 Team members participate in donor coordination meetings and ongoing
consultation for coordination and shared learning.

Output 5.16
Completion Reports for Stages 1 and 2 presented

Completion Reports are required at the end of each stage of the project to examine actual
achievements against Stage/Project objectives and to confirm that the Project has been
implemented as required by the Scope of Services or provide an explanation otherwise.

Indicative activities

5.16.1 Produce Completion Reports for Stages 1 and 2 produced as per Section 19.14 of
the Scope of Services.

Output 5.17
Independent reviews conducted of Stages 1 and 2

An Independent Review will be managed by AusAID together with GOI representatives.
This review will assess project progress and the success of strategies and interventions.
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The situation in Central Kalimantan will be assessed to inform decision-making on its
potential for future engagement with the project. The outcome of this review process
(revision of strategies and activities) will be documented in a change frame submitted by
the Project to AusAlID.

Indicative activities

5.17.1 Conduct reviews of Stages 1 and 2 conducted.

5.17.2 Produce report and feed the findings into the Implementation Plan (output 5.6).
5.17.3 Discuss review findings with the team.

5.17.4 Prepare Change Frame and submit to AusAID.

Output 5.18
Project Compl etion Report presented

A Project Completion Report should incorporate lessons learned by the whole team and
examine actual achievements against Stage/Project objectives. The Project Completion
Report must be submitted to AusAlID two months before the end of the project.

Indicative activities
5.18.1 Conduct lessons learned workshop.
5.18.2 Produce Project Completion Report.

Output 5.19
Fina Evaluation conducted

Final assessment of Project achievements by AusAlID.
Indicative activities

5.19.1 Perform final evaluation.

5.19.2 Submit report to AusAID and GOI.

Output 5.20 Assess potential for implementing project activitiesin Central Java.

Central Java was not considered to be a priority province for project intervention due to
the inaccessibility/lack of knowledge of key target groups and the fact that the USAID
ASA project was aready operating in the province. However, the Gol view Central Java
as a high-risk province warranting project interventions. Further analysis of this province
isrequired. The Contractor will carry out a situation analysis to determine the feasibility
of working in Central Java in Stage 1 taking into account the criteria identified on page
48-49, the overall capacity of the project and the potential for collaboration with the ASA
project. This situation analysis will be submitted one year after the commencement of the
project (as an appendix to the second six-monthly report). If the analysis deems project
interventions to be feasible in Central Java the Contractor will submit a change frame
indicating project interventions that will be carried out in the province — subject to
approva by AusAlID.
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5.20.1 Carry out a Situation analysis of the feasibility of implementing the project in
Central Java based on the criteria identified in page 48-49 of the PDD, an
assessment of the capacity of the project and possibilities for collaboration
with the ASA project.

5.20.2 Submit the situation anaysis of Central Java with the second six monthly
report with Change Frame if appropriate
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Component 5:

Output Responsibilities

Output

L ocation(s)

Contractor Responsibility

Partner
Government
Agencies

Communitiesand LSMs

51

Whole Project

Team Leader
Project Manager
DTL - Operations

52

Whole Project

Team Leader
Long-term Advisers

53

Jakarta

Team Leader
Project Manager
Operations Manager

54

Jakarta

Team Leader
Project Manager
Operations Manager
Finance Officer

55

Whole project

Operations Manager
Project Officers
Local advisers

DTL - Operations

KPAD

5.6

Whole project

Team Leader

DTL - Operations
Operations Manager
Project staff

5.7

Whole project

Team Leader
M & E Adviser
Project Director

58

Bali, South

Sulawesi & NTT

DTL - Operations
POs

FFOs

Operations Manager

59

Whole project

Team Leader
Project Director
DTL - Operations

5.10

Whole project

Team Leader
Project Director
Operations Manager
FFOs

511

Whole project

Team Leader
Project Director
DTLs

Strategic Planner
Project staff

512

Whole project

Team Leader
DTL - Operations
Project Director
Project staff

KPA
KPADs

513

Whole project

Team Leader
External Relations Officer
Project Director

KPA

514

Whole project

DTL - Operations

KPADs
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Output | Location(s) Contractor Responsibility | Partner Communitiesand L SMs
Gover nment
Agencies
POs
5.15 Whole project Team Leader KPA Other donor agencies
External Relations Officer KPADs
Project Director
5.16 Whole project Team Leader
Project Director
DTL - Operations
POs
5.17 Whole project All project staff KPA
KPADs
5.18 Whole project Team Leader
Project Director
DTL - Operations
5.19 Whole project All project staff KPA
KPADs
5.20 Central Java Team Leader

5.3 Resources and costs

See Annexes 3, 5, and 6

5.4 Suggested timing

The Project will be implemented in six provinces simultaneously (see Annex 4).
However, all the outputs will not be implemented in al provinces. The matrix of outputs
against project provinces (Annex 4) shows which outputs will be implemented in the
different provinces. However phasing of some of Stage 1 activities, including
collaboration with ASA in Central Java, will be necessary to make the process
manageable. Phasing of project activities should be included in the Implementation Plan
developed by the Project Team within three months of the start of project.
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6 Monitoring and management strategies

6.1 Key result areas
The project will contribute to the following AusAID Key Result Areas (KRA):
Key Result Area#1: Build effective partner ships

Develop strategies in consultation with partner countries to ensure Australian
assistance meets their needs and takes account of the priorities set by the Australian
government

Coordinate aid efforts with other donors, private sector and non-governmental
organisations, to ensure our activities are complementary

Key Result Area #2: Deliver Australia’s Aid Program with Excellence

Design, implement and review our programs in accordance with international
standards of best practice

Key Result Area# 3. Increase access and quality of education
Basic and technical and vocational education

Selective assistance in distance education, higher education and institutional
strengthening

Key Result Area# 4. Promote effective gover nance
Private sector development, including support for micro-enterprises

Promoting and protecting human rights, including through strengthening civil society
and promoting accessible and fair electoral and legal systems

Support capacity building and active partnership with KPADs at district level
Key Result Area#5: Improve health
" Primary health care programs
Communicable and vector-borne diseases especially HIV/AIDS, TB and malaria
Women and children’s health
National policy development and health sector reform
Key Result Area #6: Promote Gender Equity
" Incorporate strategies to address gender inequalitiesin all Australian aid activities

Provide assistance to increase women'’s access to education, health care and economic
resources, to encourage women's participation and leadership in decision-making at
al levels, to promote the human rights of women and eliminate discrimination against
women.

6.2 Measurement of performance

Implementation of Phase 2 will be monitored and evaluated on the basis of the
performance indicators specified in the Logframe (Annex 2) and indicators introduced by
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the Contractor at self-assessment and accepted by AusAID for subsequent use (discussed
further below). The means of verification include the use of self-assessments by the
Contractor which are subsequently tested by the TAG.

Performance indicators
The main indicators used in the Logframe follow.

Strategies are evidence based

A key indicator at both the objective and output levelsin components 1 to 4 is whether or
not the strategies developed are based on an analysis of available data i.e. that they are
evidence based. Thisinvolves inter alia testing the research base of the various strategies
developed and the accuracy and appropriateness of the data used.

Strategies and interventions correspond with best practice

Another key indicator at the objective and output levels in components 1 to 4 is whether
or not the strategies developed and subsequently applied as interventions correspond to
best practice. It is presumed that UNAIDS material will provide substantial guidance. In
many cases it will not be possible to demonstrate that a strategy is going to be effective,
or in the short-term if an intervention is effective, and monitoring will have to resort to
determining if the strategy and intervention at least correspond to what other experts
believe islikely to be effective.

Processindicators

Another important indirect indicator in the Logframe is the process by which strategies
were developed and applied, specifically, whether or not strategies were developed and
applied in collaboration with government and non-government partners and with the
involvement of the vulnerable population groups concerned (sex workers and their
clients, MSM, young people, etc). This type of indicator is used on the grounds that
strategies and interventions are far more likely to be successful if all key stakeholders are
closely involved at all stages.

Improved implementation skills

A key indicator at the objective level of components 1 to 4 is whether or not partners
skillsin the delivery of interventions and services were improved.

Application of tools and strategies

A key indicator for intervention outputs is whether or not the planning, policy
development and review tools, and the various strategies developed, were effectively
utilised. Interventions that are not based on the strategies developed are likely to be weak.

Integration achieved

The main interventions are to be ‘integrated multi-sectoral responses and key indicators
to test whether or not this approach has been adopted will be a) the extent to which the
different elements of the project are brought together (e.g. community education, condom
promotion, access to STl services and VCT) and b) the extent to which different

93



HIV/AIDS Prevention and Care Project - Feasibility Design Study

government departments/agencies, as well as the private sector, have been brought
together in the intervention for the target group concerned.

Coverage

Coverage or scale will be critical in achieving impact. Several quantitative indicators
have been used including at the objectives level whether or not increased access to
services was achieved, for example STI services for sex workers and their clients, and
public health interventions for injecting drug users. At the outputs level quantitative
indicators include the number of intervention outputs (e.g. number of VCT service
points), the number of people using the service (e.g. number of young people accessing
an integrated service), and in al such cases achievements against the targets set
(expressed as a percentage). This aso introduces a measure of timeliness (activities
completed on schedule). Targets will be developed by the Contractor in preparing the
Implementation Plan for Stage 1 and critiqued by the TAG.

Reduction in targeted risk behaviours

Changes in risk behaviours, particularly concerning sex and injecting drug use, are
critical and will be measured and reported in behaviour surveillance reports.

Means of verification
The means of verifying performance against these indicators include inter alia:

Documentation of the response of government and non-government actors including
the results of collaborative planning workshops

Self-assessments by the Contractor
TAG assessment of effectiveness of strategies and interventions

The response of government and non-government actors to proposed strategies (including
where relevant the private sector) is critical although it is recognised that the Project
should ‘ push the boundaries of what is acceptable to the more conservative stakeholders
and that consensus may not be absolute and is only one indicator.

Self-assessment has been included as a means of verification primarily to ensure the
Contractor is fully engaged in a dialogue with AusAlID about performance at this level.
Self-assessment should require the Contractor to be frank about the strengths and
weaknesses of the project. This will provide a good starting point for the TAG in its
evauation of the effectiveness of the strategies developed and their application as
interventions.

It is proposed that the Contractor self-assess performance in the achievement of each
component objective using the scale developed by AusAlID’s Quality Assurance Group
(see Box 1 following page).

The Contractor will be expected to explain the score given for the achievement or likely
achievement of each component objective (depending on the time of the assessment) with
reference to measurable performance indicators. These will primarily be those included in
the Logframe, however the Contractor may introduce other indicators to substantiate a
score — it will be up to the TAG to assess their relevance and accept or rgect the
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retrospective and/or future use of the indicators proposed. This is an unconventiona
approach however it isin recognition of the fact that indicators are notoriously difficult to
frame, particularly qualitative indicators, and that some room should be left for
improving on them during the course of implementation. Revised or additional indicators
accepted by AusAID should be incorporated in revised Logframes for subsequent Stages.

Box 1 Quality and Performance Scale
5. Best practice

Fully satisfactory

Satisfactory overall

Marginally satisfactory

Weak

In addition, the Contractor will be expected to demonstrate (rather than assume) the
linkage between the delivery of outputs and the achievement of objectives. It is proposed
that the TAG assess performance biannually.

Functions of the monitoring system

The monitoring system (founded on the indicators and means of verification specified in
the Logframe) has two related purposes - to guide the Contractor in the implementation
of Phase 2 and to provide the basis for reporting to members of the KPA and KPADs, as
well asto AusAID (discussed further below).

Monitoring at the output level will include quantitative monitoring against targets in
Implementation Plans. Quantitative Monitoring Frameworks will be developed for this
purpose. Financial monitoring will include comparison with the budget, based on the
Cost Schedules.

I nvolvement of KPA and KPADs

The KPA and KPADs should be assisted to conduct their own monitoring to complement
and verify the Contractor’s information. To support this the Contractor will be required
to report regularly to the KPA and KPADs in a full and transparent manner and
KPA/KPAD members will be encouraged to engage in open discussion about the
performance of the Project and the Contractor.

6.3 Reporting requirements for the project

The Contractor will report to AusAID as well as to the KPA and relevant KPADs. The
reporting requirements are specified in the Scope of Services and include:

Presentation of an Inception Plan to AusAID by the end of the first month including
an updated Mobilisation Plan, Risk Management Plan, Purchasing Plan and Security
Plan. Once approved, it will be presented to the KPA for endorsement.
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An Implementation Plan will be presented to AusAID by the end of the first quarter.
This will contain a report on the inception phase and a review of progress to date as
well as any changes proposed for Stage 1. Implementation Plans will also be prepared
for Stages 2 and 3.

QPRs to AusAID and to the KPA and relevant KPADs in an edited form. QPRs
should include areport of the progress of the Project by component and output during
the reporting period measured against the Implementation Plan; an assessment of the
likely achievement of component objectives (using the QAG scale described above);
and financial progress against Cost Schedule estimates.

Payment Milestone claims for payment. Payment Milestones are an integral part of
AusAID’s monitoring of the Project. Milestones include report of strategies to assist
the KPA, report of the situation analysis of vulnerability to sexual transmission of
HIV. These data will provide ongoing information about the project progress to
AusAID.

Completion Reports will be presented to AusAID for Stages 1 and 2 one month prior
to the completion of the stage and a Project Completion Report will be presented to
AusAID two months prior to the completion of Stage 3. This should be shared with
the KPA in an edited format.

6.4 Risks and risk management

Key assumptions

A detailed list of assumptions can be found in Annex 2 — Logical Framework Matrix. The
detailed Risk Management Matrix (Annex 7) outlines the range of risks and risk
management strategies for the Project. Within the risk matrix, there are 7 main areas of
high risk for the Project — cultural and political risks, decentralisation risk, financial risks,
technical risks, resources risks, logistic risks, and management risks.

Key assumptions drawn from the Logframe are included in Table 4. They have been
grouped thematically.

Table4: Key assumptions
Selected Major Risks Strategies for risk management
Objectives
/Outputs
A: GOI engaged

Work closely with GOI at all levels —
heavy involvement in al stages of the
project planning process.

1 Lack of GOI recognition of the need for
more effective assessment, analysis and
planning (at national, provincial and
district levels).

11,12
13,14

Insufficient rapport established with the
KPA/KPADs and other key government
stakeholders to jointly develop strategies
to improve coordination and monitoring
of multi-sectoral responses in accordance

Shared objectives’common aims for all
GOl involved in the project. Sufficient
workshops, training and study tours.

GOl involvement in data collection and

Analvinia
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Selected
Objectives
/Outputs

Major Risks

Strategiesfor risk management

with the (revised) National AIDS
Strategy and provincial strategies.

anaysis.

B: Participation of all stakeholders

21

Counterparts unwilling/unable to
participate in the process (situational
analysis of vulnerability to HIV/AIDS
through sexual transmission).

Sound preparation and training to ensure
full participation.

Workshop to disseminate findings.

22

KPAD members are unwilling/unable to
collaborate in development of behaviour
change interventions (for increasing safer
sex practices among sex workers).

KPAD clearly understand the aim of the
interventions through their participation
in the situation analysis and therefore
undertake the consultative process.

2.3

Agencies (government, non-government
and private sector) are unwilling to
participate in areview of the accessibility
and quality of their services (related to
HIV/AIDS and including STI).

Sound preparation and training to ensure
full participation and support of the
review process.

29

Male clients of sex workers (MSM) are
inaccessible and unwilling to participate
in research and STl treatment and
diagnosis trial; private doctors and
pharmacists are unwilling to participate
inthetrial

Treatment providers (of MSM) needs are
clearly identified and that the
intervention design and the training it
provides them with, meets their needs.

Appropriate MSM groups areinvolved in
the design and implementation of the
intervention.

31

Counterparts are unwilling/unable to
share in the process (review and
assessment of situation, programs and
current initiatives) related to IDU and
HIV/AIDS.

Counterparts understand the role of 1DU
in the epidemic and ae active
participants in collecting data on this
population.

4.4

PLWHA are unwilling to become more
active and visible

PLWHA are convinced of the benefits of
the activities and that success of the
responses relies on their  active
involvement.

C: Commitment to act

12

KPADs, sectoral departments, LSMs and
other civil society organisations cannot
make the commitment and the
compromises required to develop more
effective strategies to reduce
vulnerability in sexual behaviour / IDU.

The Project will provide support and
training to hep KPADs, sectora
departments, LSMs and other civil
society organizations develop long-term
strategies to implement and review the
provincial/district response to

LIIN/IA 1IN
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Selected Major Risks Strategies for risk management
Objectives
/Outputs

HIV/AIDS.

114 District legislators and opinion leaders| The POs will work through the KPADs
cannot be convinced to take action|to enhance the knowledge and awareness
(responding to HIV/AIDS). of District legislators and opinion

leaders.

2.6 Opinion leaders and organisations are|A participatory planning process will be

unwilling to engage in discussions (about
fostering a more supportive social and
legal environment for responding
realistically to HIV-related sexual risk
and vulnerahility).

used to develop and define advocacy
strategies.

35

Opinion leaders (including religious
leaders) are unwilling to consider harm
reduction as an approach and discuss it
openly.

A participatory planning process will be
used to develop appropriate
interventions.

3.7

Agreement cannot be secured from
relevant government agencies to expand
pilot ora substitution programs for
opiate dependence.

Active involvement of  relevant
government agencies in the planning and
evaluation of the pilot program.

15,112

GOI cannot accept the expertise and
advice offered (developing strategies to
strengthen policies for HIV/AIDS testing
and treatment) and is unwilling/unable to
act on it.

Process will involve concerned agencies
and working in conjunction with
professional groups, GOl and donor
organizations to identify strategies to
strengthen  supplies and treatments,
implementation of infection control and
monitoring of guidelines.

15

GOl is unwilling to consider modifying
the agorithms (STI testing, diagnosis
and treatment) or the way that they are
promoted and implemented.

Workshops to determine strategies for
increasing the awareness about the need
for standardised procedures in relation to
HIV testing and STI treatment.

2.6

GOl, donors and drug companies cannot
act to improve inequitable access to
therapeutic agents.

Advocacy frameworks, networks and
agencies identified in each province to
work for advocating change.

D: Allocation of financial resources

15

That the GOl is unable to allocate
resources to medications for STl and
HIV test reagents.

Process will involve concerned agencies
and work in conjunction with
professional groups, GOl and donor
organizations to identify strategies to
strengthen supplies and treatments.

15

GOl unable to fund test reagents (to
improve/maintain the quality of HIV

Work with Provinces and District
Legidature to strengthen financial
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Selected Major Risks Strategies for risk management
Objectives
/Outputs
testing). system to support reagent procurement.
4.1,4.3 |Hedth care service providers will not|Facilitation of planning workshops to

accept the need to begin to put resources
into treatment, care, counselling and
support, while HIV prevalence is still
low and there are other demands on
health services.

discuss findings of situation anaysis
(range and capacity of programs
available) to identify strategiesto provide
treatment, care, counselling and support.

E: Adequate human resources and
infrastructure

11,12

Willing individuals with appropriate
analytical skills cannot be identified to
develop the coordination and monitoring
role of the KPA and KPADs.

Technical and other support will be
provided to assist the KPA/KPADs
assess their efficiency, effectiveness,
representation,  responsiveness  and
progress monitoring strategies.

13,14,
110,111

Facilities and reagents will not be
available for testing of blood samples
(H1V surveillance program).

That willing individuals with appropriate
analytical skills can be identified to

Coordinate with ASA and other donors
and technical agencies to determine
technical and logistic support should be
provided over the longer term.

coordinate the pilot  surveillance
program.

2.8 Suitable locations for VCT sites are not|Use of LSMs aready working with
available; staff are not available to be|vulnerable groups with the interest and
trained; laboratory services are not|capacity to develop and support the VCT
available and are unable to collaborate|program.
with private/LSM counselling centres.

3.7 Facilities for testing and counselling do|Assessment of capacity of existing
not exist (for people who have a history|services to provide testing and
of IDU). counselling for people who have a

history of IDU.
3.2,4.2 |Limited capacity  to undertake| ldentify institutions and researchers to
operational research. conduct research.

4.1 Limited treatment and care services|Situational anaysis to identify existing
capable, and with the potential of,|range and capacity of programs available
providing care, treatment, counselling|to provide care, treatment, counselling
and support. and support with in selected provinces

and districts.
F: Transition arrangements
2.2 Phase 1 contractor cannot select ongoing|At the conclusion of the care-taking

activities; that the activities selected are
not congruent with Phase 2 objectives

period a Handover Report will be
produced. The plan for activities during
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Selected Major Risks Strategies for risk management
Objectives
/Outputs
and manageable the care-taking period is congruent with
the objectives of Phase 2.
G: Management and implementation
5.2,5.5, |A team approach can not be engendered|Integrated design of the components and
5.9,5.10, |due to disparate locations of work and|a focus on team building with extra
511 the heavy travel schedule for many|resourcesin project supervision, strategic
members of staff planning and monitoring.

The first three groups of assumptions (GOI is successfully ‘engaged’ by the Project, the
participation of all stakeholders is secured, and commitments are made to act) are a
continuum dealing both with process and political will. The fourth group of assumptions
(allocation of financial resources) is also related to political commitment. The fifth group
(adequacy of human resources and infrastructure) relates primarily to existing capacity.
The sixth (transition arrangements) mainly concerns arrangements made by AusAID with
the current (Phase 1) contractor while the seventh (management and implementation)
concerns the inherent difficulties of operating across several provinces and developing
strategies in a short timeframe.

Risks
An analysis of the risks to the project has been undertaken and a risk management matrix
developed (see Annex 7).

Risk management will primarily be the responsibility of the AMC. Efforts to minimise
risk should be directed to:

Recruiting competent and well-regarded local staff able to ensure good relations with
counterparts

Undertaking regular performance appraisals of al positions, which includes team
management and team participation performance

Establishing a monitoring and evaluation system early in Stage 1 and maintaining up
to date records, particularly of grants provided to LSMs and other implementing
partners.

Providing accurate and up to date information on project achievements and
constraints in atimely manner to AusAID and the GOI for variations to the project to
discussed at PCC meetings

Closely monitoring and reviewing gender and community development approaches
through all aspects of the project proposal development and implementation

Ensuring that political and religious leaders are included in all project information
during Phase 2.
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6.5 Management and coordination strategies

Project Coordination

The Project is a joint undertaking between the GOI and the GOA. The national
representative organisations of each government include AusAID, through the Australian
Embassy in Jakarta, and the appropriate GOI department in Jakarta. Key counterpart
organisations for the GOI are the Coordinating Ministry for People’'s Welfare which is
responsible for the Nationa AIDS Commission (KPA), the Department of Health
(Depkes), and the Offices of the Governor (responsible for the Provincial AIDS
Commission — KPAD) in the seven provinces. AusAID will appoint an AMC to manage
the project.

It is proposed that a PCC consisting of representation from KPA, Coordinating Ministry
for People’'s Welfare, the Department of Health, KPADs, AusAID and the AMC is
established. The PCC is responsible for overall guidance, policy direction (for the
project), monitoring the progress of project implementation and responding to relevant
emerging issues. The PCC will meet every 6 months and will be chaired by the
Coordinating Ministry for People’ s Welfare or their designated nominee.

In each province/district, it is proposed that a Project Steering Committee (PSC) be
convened to guide project implementation. Membership of the PSC will consist of
representation from the KPADs, LSMs and AMC. The PSC will meet quarterly to
appraise project proposals, approve disbursement of funds and monitor progress of
implementation and respond to relevant emerging issues. The PSC will be chaired by a
Chairperson from the KPADSs, and the Project Officer will act as the PSC Secretariat.

Coordination at the provincial/district level between the KPADs and the Contractor’s
Field Officers will be through a Project Steering Committee (PSC). The
Provincial/District PSCs will meet quarterly.

Figure 2 provides an overview of the coordination linkages between relevant
organisations.
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Figure 2: Project Coordination Linkages

In addition to the formal coordination arrangements with the GOI, the project team will
also develop technical coordination arrangements with other multi-sectora HIV/AIDS
projects. Of particular relevance will be the arrangements with the USAID-funded ASA
project. Technical coordination arrangements could be developed for:

Development and implementation of a program in Irian Jaya
Support for the KPA

Support for the KPAD in DKI Jakarta

National HIV surveillance

Condom promotion and distribution

Harm minimisation approaches
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Project Management
In Australia

Australia based personnel will include a Project Director. In addition, the Contractor will
need to provide adequate administrative support to manage the finances and to liase with
AusAID.

In Indonesia

It is proposed that the Project Team will consist of an Australian Team Leader (ATL)
based in Jakarta, with local staff including an Operations Manager, an External Relations
Officer, and Finance Officer. The ATL will have strong management background with
familiarity with HIV/AIDS prevention and care, international donor experience, and
financial expertise. Qualifications required will be a Master of Public Health or
equivalent. The External Relations Officer is a part time position to assist the ATL to
network, to respond to activities occurring at a national level and to forge strong cross-
donor linkages.

An Indonesian Project Officer (PO) will be engaged to coordinate the Project’s district
based activities for each province. The PO will have administrative and financial staff to
support budgeting and financial acquittals of LSMs as well as project accounting. The
POs will be required to have an excellent track record in program development,
understanding of HIV/AIDS issues and experience working with both GOI and LSMs. It
is proposed that the POs and their staff should be located with the KPADs.

Technical support for al project activities will be provided by long term and short term
technical advisers, consisting of Indonesians and expatriates. It will be the responsibility
of the AMC to determine the location of the advisers. In the current climate of
decentralisation, it would be advisable for the advisers to be distributed, and perhaps
rotated between, project offices in Jakarta, Bali and South Sulawesi. The mix of skills
and experience required by the advisersis described below.

It is proposed that the AMC provide six long-term staff in addition to the ATL to fulfil all
the requirements. It is proposed that at least two of the long-term staff should be
Indonesian. The mix of skills and experience required in long-term advisers are:

Public Health / STI / Deputy Team Leader (Technical):

The position requires a person with a multi-disciplinary background combining
gualifications in Public Health, understanding of STI management, HIV and STI
prevention and surveillance, epidemiology and research. The essential skill and
experience required is public health. This position will oversee all technical aspects
related to project implementation. The AMC may supplement any missing skills with
an appropriately qualified short-term adviser.

Project Design Specialist/ Monitoring and Evaluation / Deputy Team Leader
(Operéations):

Responsible for operational management of the project. This person will facilitate the
development of the Implementation Plans for Stages 2 and 3, and oversee the
development and implementation of a monitoring and evaluation system for the
proj ect.
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Strategic Planning/I nstitutional Strengthening:

Skills and experience needed to assist the KPAs and KPAD to improve planning of
national and provincial HIV/AIDS strategies respectively. Organisational
development/management skills are also required for work with LSMSs.

Social Research and Gender:

Responsible for behavioural sentinel surveillance as well as socia research studies
and gender issues.

Health Promotion / BCC / Community Participation:

To oversee the development of heath promotion/BCC strategies and provide
technical support to LSMs developing and implementing HIV/AIDS responses for
vulnerable groups.

Harm Reduction:

Responsible for developing strategy to respond to IDU and HIV and providing
technical support to LSMs implementing harm reduction/IDU interventions.

The long-term advisers will be supported by short term expertise. It is proposed that at
least two of the short-term staff should be Indonesian. The mix of skills and experience
required in short-term advisers are:

Epidemiologist / HIV and STD Surveillance:

To assist the Public Health Adviser in HIV/STD surveillance activities supported by
the Project.

Counsdlling and Community Care:

To provide overall supervision of development and implementation of counselling
and community care activities and design and implement counselling training
programs.

Policy Development and Advocacy:

To assist in multi-sectoral policy development training and development of Advocacy
programes.

Health Services Planning M anagement:

To oversee processes for assessment of HIV/AIDS treatment, care and support
services and develop mechanisms for ongoing supervision, training and monitoring of
hospital and community based programs.

104



HIV/AIDS Prevention and Care Project - Feasibility Design Study

Table5: Summary Table of Personnel Requirementsfor Stage 1

Position

Period of Contract

Long-Term Positions

Team Leader 60 months
Public Health and STI (Deputy Team Leader - | 60 months
Technical)
Project Design /Monitoring and Evaluation 60 months
(Deputy Team Leader — Operations)
Strategic Planning & Institutional 60 months
Strengthening
Socia Research and Gender 60 months
Health Promotion / Behaviour Change 60 months
Communication / Community Participation
Harm Reduction 60 months
Project Officers (6) based in the provinces 60 months
Operations Manager 60 months
IT Adviser 60 months
Administrative and Support Staff (Jakarta): 60 months
" Finance Officer

External Relations Officer (part time)

Procurement Officer

Personnel Officer

Secretary

Driver

Office Assistant
Administrative and Support staff for field 60 months

offices:
Administrative Officers (6)
Field Finance Officers (6)
Secretaries (6)

Short-term Positions

Project Director

12 monthsin Stage 1
10 monthsin Stages2 & 3

Surveillance / Epidemiol ogist

6 monthsin Stage 1
4 monthsin Stages 2 and 3
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Position Period of Contract *

Counsdlling and Community Care 6 monthsin Stage 1 *
4 monthsin Stages 2 and 3

Policy Development and Advocacy 6 monthsin Stage 1 *
4 monthsin Stages 2 and 3

Health Services Planning and Management 6 monthsin Stage 1 *
4 monthsin Stages 2 and 3

* Indicates those positions proposed to be included in tenders from AMCs

Location, duration and phasing

The project has three stages: Stage 1 that will extend over 24 months and Stages 2 and 3
of 18 months each. The project will be implemented in six provinces simultaneously.
However, not al outputs will be implemented in al of these provinces. The matrix of
outputs against project provinces (Annex 4) shows which outputs will be implemented in
the different provinces. Phasing of some of the project activities will be necessary to
make the process manageable. Phasing of project activities should be included in the
Implementation Plan developed by the Project Team within three months of the start of
proj ect.

I ndicative budget

An indicative budget has been developed for the Project and is included in the Cost
Schedule. The project costs are categorised according to Procurement (which is a
reimbursable cost plus a management fee); Grants to LSMs and KPADs for ongoing
Phase 1 activities and integrated multi-sectoral activities; and Project Implementation
costs which includes all personnel, workshops, training and other costs.

Planning and budgeting systems

An important aspect of the Project will be providing funding and other support to support
the implementation of HIV/AIDS responses by the KPA, KPAD and LSMs. The
implementing partner organisations will develop suitable proposals in line with project
outputs and present them to the Project Steering Committee held quarterly in each
province/district for approval of contracts.

There will be a wide range of Partner Agencies implementing activities with grants
provided by the Project — over 24 monthsiit is expected that more than 30 Activity Grants
will be issued to the KPADs and LSMs in six provinces. The sizes of the Grants will
vary, but the average will be approximately $25,000 for a one-year period. Detailed
guidelines for eligibility of grants, criteria for selection and financial management
processes will be adapted from the Phase 1 Project.

Features of the Activity Grants process include:
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Funds will only be released to Partner Agencies on the basis of prior agreement
minuted at the quarterly Project Steering Committee meeting in each project
province/district.

The AMC (the ATL or the DTLs) will be a signatory of cheques when funds are
released to Partner Agencies

Partner Agencies will acquit on a quarterly basis to the PO and PSC, and further
tranches will be released once the previous grant is fully acquitted.

The PO and Field Finance Officer (FFO) based in each project province will monitor
Partner Agency financial reporting on a monthly basis (and assist where necessary).
The FFO will conduct routine spot checks and audits on Partner Agencies as part of
the conditions of accepting the Activity Grants.

Contracting considerations

A draft Contract and draft Scope of Services have been developed as part of the project
design and included separately as Attachment 1.

6.6 Responsibility of GOI

The KPA is responsible for planning and coordinating the national HIV/AIDS strategy
while the KPADs are responsible for implementation and coordination at the
province/district level.

At present the provinces receive some funding (although this limited) funding from the
central government for their HIV/AIDS programs. The decentralisation process which
came into effect from January 1 2001 may lead to a change in this situation. It is quite
possible that District Legislatures may not allocate any funding for HIV/AIDS. Thiswill
become clearer in the coming months. In Phase 2, cash contributions from the provincial
and district governments towards the project costs are not expected — primarily because
of different financia cycles of GOl and GOA. However the provinces and districts will
make in-kind contributions to the Project in the form of office space, counterpart staff
and operational and logistic support.

The Coordinating Ministry for People’'s Welfare, through the KPA, will be responsible
for convening the PCC while the KPAD, together with the Project will be responsible for
convening the quarterly PSC meeting in each province.
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7  Feasibility and sustainability

7.1 Manageability of the Project

Stage 1 of Phase 2 of the project is regarded as manageable over 24 months. Firstly,
thereis strong support from the KPA and KPADs in each province/district for the project,
as shown by their participation in the design process. This support is echoed at a political
level from senior GOI officials who met the Design Team and participated in the
planning process. These positive relationships provide an institutional climate which will
aid implementation of the project. Additionaly, features of the proposed management
and coordination arrangements which promote effective management, including:

In each province, a PO (with accompanying administrative staff) will work closely
with the KPADs, LSMs and other partner organisations, monitoring implementation.

Long term advisers, will undertake much of technical training and oversight of
technical aspects of the project. The long term advisers will be complemented by
STAswho will provide specific inputs.

The emphasis on team approach to development and implementation of activities at
the local (district) level ensure that capacity and expertise is limited to one
organisation or even one type of organisation. Therefore many project activities can
be implemented concurrently.

However the Design Team acknowledged implementation of the Project will be
challenging for the following reasons:

The combination of tasks to be completed, including the continuation of selected
activities from the first phase, the implementation of more integrated approaches to
key areas of vulnerability and with the over-riding concern of developing
programmatic and provincial/district strategies for the revised implementation plan;

The likely uncertainty in Indonesia concerning the role of different levels of
government as decentralisation continues to be implemented or revised, overlaid with
social and political tension.

For this reason the Feasibility Design Team recommends that the Team Leader be an
experienced and accomplished project manager and not be expected to take responsibility
for key technical areas. These technical issues will be managed by the DTL — Technical.
Day to day project management will be the responsibility of the DTL — Operations, who
will aso take primary responsibility for coordination report of project activities. It will
also be critical to ensure that the relations between the AMC and AusAID are handled as
efficiently as possible. To this end reporting requirements should be streamlined to
reduce preparation time and review processes should be ‘short and sharp’ and aimed at
progress in achieving objectives.

7.2 Technical Feasibility

Sexual transmission

In Stage 1, there is a strong focus on activities of assessment, analysis and research to
develop a more substantial understanding of vulnerability associated with sexual
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transmission, before relevant strategies can be designed. The mgjority of these activities
assume that local organisationg/individuals will be involved and active in designing
consultation processes, collecting and analysing information alongside Project staff.
Processes will include workshops with relevant participants to assess current services and
needs, prioritise specific interventions and advocacy frameworks; and, identify networks
and agencies to undertake activities locally.

Experience in planning and analysis appears to be limited in many provinces and districts
and technical advisers will need to work closely with local groups/individuals to devise
relevant tools and processes and provide assistance in analysis of information collected.
This is anticipated to be time consuming however establishing good consultation and
participatory processes will ensure that the strategies developed are feasible and
sustainable for the particular context in which they are to be implemented. Technical
support to local groups will be provided in a regular manner and mechanisms for
monitoring, review and learning will be established to ensure that there is a transfer of
skills and that the capacity of local agenciesis developed.

There are a number of interventions proposed in the areas of voluntary HIV counselling
and testing, peer and community education, condom promotion and distribution and
access to STI services. These responses will only be established after extensive
consultations with all the relevant participants, including members of the target
populations, service providers and government and LSM officials. Suitable locations for
the establishment of services and programs will be carefully selected to ensure the best
chances for a successful intervention. Technical advisers will be primarily involved in
establishing these interventions, however it is expected that local groups/individuals and
KPADs will be involved in monitoring, assessment and review of these activities as they
proceed.

I njecting drug use

Injecting drug use is a new area for community and health care services in Indonesia.
There is little knowledge about drug use and even less experience in diagnosis and
treatment of people with drug related concerns. Much of the response to date has been
punitive and focused on compulsory treatment rather than on understanding and
prevention of drug use. To increase the capacity of Indonesia to manage this growing
problem is way beyond the scope for this project. It is the public health concern about
the transmission of HIV through injecting practices that underlies this project. However
while it is widely recognised that successful responses to reducing HIV transmission
among drug users have come through harm reduction strategies. However, support for
strategies that advocate for new approaches to this growing problem much be gained at a
range of levels through working closely with communities most affected and closely
involving opinion leaders.

While there are a broad range of initiatives that could be undertaken, the design focuses
on identifying what is aready being done and working with partners such as USAID,
ASA Project and other key players to support local endeavours to reduce harm and the
transmission of HIV. It is likely that steps will be taken to introduce harm reduction
initiatives. However, technical advisers need to be sensitive to local concerns and
attitudes towards drug users and work with communities to develop an understanding of
drug use and the risk of blood borne infections, to build support for the introduction of
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new approaches. A key aspect of successful prevention efforts has been the involvement
and participation of communities most affected. This has been shown worldwide to be an
effective way to reduce stigma and change behaviour and attitudes towards people with
HIV/AIDS, to provide care and treatment and deliver prevention programs that can have
a lasting impact. The inclusion of people who use drugs in the development and
implementation of prevention services such as outreach, research and care may be a
difficult but important step to gaining the trust and credibility among vulnerable groups.

HIV/AIDS care and support

Care and treatment, at hospital and community level, are an essential aspect of any
HIV/AIDS program. Services are best provided through a network of providers who are
well trained and have capacity for appropriate diagnosis, treatment and care inside and
outside of hospital settings, and at a range of different levels. The focus of the design is
on establishing the basis for planning and developing initiatives that will strengthen
health and communities ability to provide adequate care. In some provinces this may be
through establishing afocal point or reference centre with the expertise around treatment
and care issues. This particular approach is cost effective for the current situation as it
allows for some concentration of resources and development of skills in areas of high
need and establishes a resource for agencies within a geographical area. However, the
concentration of resources in one area may diminish responsibility across the health
sector for treatment and care of PLWHA and in the longer term, as more districts are
affected by the epidemic, this approach will need to be assessed. Technical advisers will
work with local groups/individuals to assess the local situations, undertake training
programs, establish feasibility for focal points or reference centres, processes for referral
and guidelines for treatment and case management of people within communities.

In the longer term it is anticipated that there will be a greater clinica focus in the
provision of care, however at this stage identifying what services are necessary and what
systems, skills, knowledge and procedures need to be put in place to enable proper
functioning of clinical servicesis paramount.

7.3 Financial and economic feasibility

Economic impact

There is considerable potential for an expanded HIV/AIDS epidemic in Indonesia, which
would impact very negatively on al aspects of the development of the country. Not
enough is being done to avert the expansion of the epidemic and deteriorating economic
circumstances are exacerbating the problem both by increasing the risk and vulnerability
of specific population groups to infection and by putting greater pressure on government
funding for HIV/AIDS interventions.

From a cost benefit perspective HIV/AIDS deserves special attention because failure to
control the epidemic will result in far more damaging and costly consequences in the
future. Thisis certain, even if the magnitude of the relative costs of acting and failing to
act cannot be estimated. AIDS remains much less common in Indonesia than diseases
such as malaria, however its economic impact per case is greater because it affects
economically productive adults and the infections that result from the deterioration of the
immune system lead to heavy demands on an aready burdened health system. Ongoing
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donor investments in the prevention of HIV are indispensable, particularly in relation to
measures such as harm reduction. The growing risk of infection through IDU is
particularly alarming given that it has the potential to drive the expansion of the epidemic
to the general population. The lesson learned in other parts of Asiaisthat controlling HIV
among IDUs s acritical, and cost effective intervention.

The investment is justified in economic terms given the massive negative effect the
spread of HIV/AIDS could have on the national economy and individual families. To the
extent that the project achieves its goal and objectives, it will have a positive economic
impact at the nationa level, and in the provinces and locales targeted. The economic
benefits of prevention are sustainable in the direct sense that each individual who does
not become infected does not become a burden and remains (or lives to become)
economically productive. Sustaining reductions in risk and vulnerability over time is of
course more problematic and will vary across population groups depending on their
behaviours and practices. It is likely however, that safer practices will be sustained over
time if they are generally accepted and it is also likely that improvements in standards in
the health system will be retained. Nevertheless it has become apparent in a number of
countries (including Australia) that ongoing investments will be required for as long as
HIV/AIDS is with us, including in interventions that address people’'s behaviour.
Moreover strategies to address risk and vulnerability need to be reviewed and revised as
people's perceptions about HIV/AIDS change and evolve.

Achieving cost-effectiveness

The Phase 1 project focused on testing models and Stage 1preceding to Stages 2 and 3
will aso introduce new approaches. It will be important for AusAID and the contractor
to ensure that there is adequate attention given to scaling up proven or promising
interventions to ensure the Project has a significant impact on vulnerability and risk.
Amongst other things this should entail testing the strategies put forward in the second
phase against potential scale and impact by the end of the Project (i.e. after five years). It
may aso entail not proceeding with small-scale interventions by LSMs that cannot be
replicated/scaled up, although there may be a case for retaining such interventions on
other grounds (e.g. to provide representation to a marginalised group or to continue to
push the boundaries in devel oping effective interventions).

Overdl, the criteria used to select strategies for inclusion in the Stage 2 and 3
Implementation Plans should include the principa that athough resources have to be
targeted to address relative risk and vulnerability they should also be used so far as
possible to meet the needs of the maximum number of people.

7.4 Impact on poverty

The approach used in the design is to target vulnerable populations and strengthen the
capacity of individuals and communities through participation and improved access to
services. High rates of poverty, geographical mobility, unemployment, urban crowding,
homelessness, conflict and poor health indicators are all factors that have the potential to
increase the spread of HIV/AIDS. Discriminatory attitudes and practices also result in
loss of income and reduced opportunities for people with HIV and marginalised
communities. The government has a strong commitment to reducing poverty however
many of its policies, services and prevailing local attitudes work against change in this
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area. Strategiesin this project to alleviate poverty are primarily focused on reducing the
vulnerability of marginalised communities to HIV/AIDS through strengthening
individual capacity through information, development of peer support networks among
target populations and building supportive local environments. The project also includes
strategies to advocate for access to health related services, drugs to treat HIV infection
and for change in policies that contribute to vulnerability through social inequity and
socia disadvantage. In addition to government led responses, locally developed strategies
are the most appropriate to drive and sustain change and the Project will ensure that
community groups are sufficiently resourced and skilled to develop these activities at the
local level.

7.5 Social and cultural impact and gender implications

The socia and cultural impact of HIV on communities is well documented and has been
discussed earlier. It is clear that there are many factors that affect people’ s behaviour and
how communities respond to those infected with HIV. These factors influence what
people believe, how they behave and the level of risk that they will take. Many of these
factors are contextually based and need to be understood within population groups,
particular environments and local situations. Research to understand these factors is an
important strategy in the Project. This research needs to ensure a high level of local
participation through community groups/LSMs being involved in data collection and in
analysing information collected with the assistance of technical advisers. Local research
institutions will also assist in the conduct of research and the Project will work with these
local researchers to ensure that participatory techniques are developed. The inclusion and
participation of those targeted through research will result in more relevant interventions
being devel oped.

There are broad and specific gender related factors that contribute to risk and
vulnerability to HIV/AIDS. These need to be understood within the Indonesian context
before strategies can be developed. Specific technical assistance will be provided through
the Social Research and Gender Adviser. This position will devise an approach based on
use of gender analysis techniques to identify how roles and expectations of men, women,
boys and girls influence their responses to HIV/AIDS. Additionally research within
communities will take account of gender issues and the social and cultural differences
that may influence specific behaviours and practices. This information will inform the
development of strategies and at the end of 24 months the Project will have a gender
strategy to guide Stage 2 implementation.

7.6 Institutional and governance feasibility

National level: During the period of the AusAID Phase 1 project, there was ongoing
debate about the extent to which HIV infection represented a real or potential public
health threat in Indonesia. As Phase 1 draws to a close, there is rising awareness that
certain population groups and geographic areas of Indonesia are already experiencing
substantial increases in the rate of HIV infection. This increased awareness has been
accompanied by some improvements in capacity and commitment at national level
government. However, problems of lack of funding, staff shortfalls and policy
uncertainties under decentralisation still plague the KPA and hamper the Government’s
ability to take the lead in the fight against HIV.
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Province level: Although there is considerable uncertainty about the role of the provinces
in the new decentralised government structures, it is clear that the districts will need
guidance to plan and monitor their activities in a wide range of technical areas. The
provinces may have less direct control over these activities, but they are likely to be
called upon by the districts to provide various kinds of support. Accordingly, a unifying
theme of this design is the strengthening of provincial capacity to assess and strategically
plan responsesto HIV/AIDS.

Since January 2001 when legidlation for decentralisation came into effect, provinces have
been proceeding with these reforms. Progress towards decentralisation varies from
province to province and there is likely to be uncertainty for some time about the future
role of the provincia level. The weak capacity at district level, in terms of financial and
human resources, can be expected to limit the reform process and good governance at
that level. Close monitoring of these changes will be needed to ensure that project
activities are tailored to the situation in specific project districts.

7.7 Environmental impact

The project is expected to have an environmental impact with respect to the reduction of
risk of blood borne virus transmission associated with the unsafe disposal of injecting
equipment. Strategies developed for Output 3.3 will include procedures for the disposal
of injecting equipment. Different approaches will have to be developed for addressing
needle-syringe disposal within institutions, community agencies and other environments.

Factorsin the design to promote sustainability

An analysis of sustainability and strategies to address these has been undertaken (see
Annex 8).

Government and non-government institutions require ongoing assistance to develop their
capacity to play their appropriate roles in undertaking and sustaining responses to
HIV/AIDS. Stage 1 will provide ongoing support to the KPA and KPADs, as well as
LSMs through selected projects, to maintain and build on Phase 1 investments. The
AMC will have to determine in this period what ongoing support should be incorporated
into the Implementation Plan for Stage 2 to promote sustainability of the institutions and
organisations concerned. It is clear that the KPADs require ongoing support and that it
would not be appropriate for donors to withdraw financial assistance. On the other hand
the government has to be encouraged to take primary responsibility and fill key positions.

The TAG considered support for LSMs to be ‘highly successful’ and recommended that
the second phase provide further support (including possibly block grants for longer
periods) while strengthening their sustainability. Support for LSMs will remain a feature
of Stages 1 and 2 however the AMC is expected to invest more than in Phase 1 in
monitoring LSM performance against agreed objectives, including objectives related to
sustaining activities from local funding sources.

A key feature of the design for Phase 2 is the introduction of more integrated,
collaborative responses to vulnerability. One of the preconditions for developing and
sustaining interventions at the national, provincial and district levels will be the active
involvement of civil society — including LSMs, people directly affected (including
PLWHA) and public and private companies. The potential for fostering these linkages

113



HIV/AIDS Prevention and Care Project - Feasibility Design Study

through the project, and the obstacles to be addressed, should be far clearer by the end of
Stage 1 and this understanding should underpin the revised implementation plan for Stage
2.

Outputs have also been included in the design related to maintaining and strengthening
the linkages between the project and projects funded by other donors (including USAID).
This collaboration is important to assist the major donors to rationalise and sustain their
responses over time.
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Annex 1. Project Timetable

’

Stage/M onth Mlleﬂones/Reports Due Activities
Stage 1 Inception Report (Mth 1) - Program strategies
(1-24) : Stage 1 Implementation : Select districts for Stage 1
Plan (Mth 3) : Pilot integrated activities
Quarterly Reports : Develop and apply M&E
Six Month Progress : Forecast activities, costings and
Reports (Mth 6,12,18) Change Frame for Implementation
including situational Plan 2
analysis of Central Javain : Review inclusion/exclusion of
Mth 12 provinces for Stage 2
Strategies (Mth 9,12) : Sel f-assessments by AMC
18 Stage Two I mplementation Plan
18-24 Stage One Compl etion Report : Negotiate with AusAlID any changes
STOP-GO (Mth 24) to Implementation Plan Stage 2
Period : Continue activities.
25-42 . Quarterly Reports : Select districts
(Stage 2) : Six Monthly Reports : Program strategies
. Other milestones asidentified | - Ascertain need for project officesin
in Stage Two Implementation response to epidemic, IDUs etc
Plan : Implement M& E

Forecast activities, costings and change
frame for Implementation Plan 3
Review inclusion/exclusion of
provinces for Stage 2
Self-assessments by AMC

39 Submit Stage 3 | mplementation
Plan
39-42 Stage Two Completion Report | - Negotiate with AusAID any changesto
STOP-GO (Mth 42) Implementation Plan Stage 2.
: Continue activities.
43-60 . Quarterly Reports : Select districts
Ph2/Stage3 | . Six monthly Reports : Program strategies
. Project Completion Report : Ascertain need for project officesin
(Mth 58) response to epidemic, IDUs etc
Implement M& E

Self-assessments by AMC
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Annex 2:

Logical Framework

Code

Narrative summary

Verifiable Indicators

Means of Verification

Assumptions

Goal: Toreducetransmission and vul

nerability to HIV/AIDS and minimise the impact of the epidemic on individuals and society

Project Purpose

To facilitate an expanded multi-sectoral
response to HIV/AIDS in selected
provinces and districts

Broad participation of GOI and civil
society in response to the epidemic
Strong linkages between GOI, LSM,
donors

Strong leadership at al levels
Increased coverage and scale of
activities

Mobilisation of resources

Effective decentralisation of
responses

Components

Component 1: Strengthening strategic planning, coordination and policy development

Objective:

To strengthen the capacity of KPA,
provincia and district KPADs, and
LSMsfor strategic planning,
coordination and policy development

Capacity building strategies and
interventions correspond to best
practice and are evidence based
Collaboration within and between
government and non-government
agencies and those most affected by
the epidemic in strategic planning
and policy development

On-going application of planning,

policy development and review tools

Operationa effectiveness of KPA,
KPAD, and LSMs

National and district strategic plans
that establish frameworks for action
and provide effective guidance
Political support at national,
provincial and district levels

Comparison with documented best
practice

Records and reports of national,
provincia and district planning
meetings

Record of response of government
and non-government actors to
proposed strategies
Self-assessment of achievements by
AMC

TAG assessment of development
process and effectiveness of
strategies and interventions

That there will be strong GOI
recognition of the need for more
effective assessment, analysis and
planning

That GOI will seek the project's
assistance
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Outputs
1.1 |Strategies developed and updated to Participation of all stakeholdersin Comparison with documented best That sufficient rapport will be
assist the KPA to effectively coordinate development of strategies practice established with the KPA and other
and monitor multi-sectoral responses to Strategies incorporate mechanisms Record of consultations and government stakeholders to enable
HIV/AIDS for ensuring ongoing representation attendance these processes to take place
of al stakeholders Focus groups of stakeholders
Responses to HIV/AIDS reflect Composition of KPA
broad range of programs across
sectors
1.2 |Strategies developed and updated to Participation of all stakeholdersin Comparison with documented best That sufficient rapport will be
assist the KPADs in project provinces development of strategies practice established with the KPAD and
and districts to effectively coordinate Strategies incorporate mechanisms Record of consultations and other government stakeholders to
and monitor multi-sectoral responses to for ensuring ongoing representation attendance enable these processes to take place
HIV/AIDS of al stakeholders Focus groups of stakeholders
Responses to HIV/AIDS reflect Composition of KPADs
broad range of programs across
Sectors
1.3 |Strategies developed and updated to National surveillance and research Comparison with documented best That willing individuals with
strengthen surveillance, research and strategy document practice appropriate analytical skills can be
the utilisation of findings at the national [~ Strategies reflect best practice, are Record of consultations on the identified to develop the surveillance
level evidence based and were devel oped strategy and monitoring role of the KPA
in collaboration with gov. and non- Reports and distribution list
gov. partners Minutes of planning meetings
Better understanding of assessment Action plans
and monitoring needs
1.4 | Strategies developed and updated to Surveillance and research strategy Comparison with documented best That willing individuals with
strengthen surveillance, research and document completed for each practice appropriate analytical skills can be
the utilisation of findingsin project province Record of consultations strategies identified to develop the surveillance
provinces Strategies reflect best practice, are Reports and distribution list and monitoring role of the KPADs
evidence based and were developed Minutes of planning meetings
in collaboration with gov. and non- Action plans
gov. partners
Better understanding of assessment
and monitoring needs
1.5 |Policiesfor HIV/STI testing and Lucid, widely availableregimensfor |~  Comparison with documented best

treatment strengthened

testing and treatment

Policies reflect best practice, are
evidence based and were developed
in collaboration with government
and non-government partners

practice
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1.6 |Strategies developed and updated to Strategies developed in Comparison with documented best That willing individuals with
strengthen KPA/KPAD capacity for collaboration with government and practice appropriate analytical skills can be
public policy development and non-government partners Record of consultations on the identified to develop the surveillance
advocacy Collaborative approach used in the development of the policies and monitoring role of the KPA

development of cogent strategies

1.7 |Strategies developed and updated for Advocacy and awareness program Comparison with documented best That District legislators and opinion
increasing support by District developed practice leaders can be convinced to take
legislature and opinion leaders for District legislature endorse the Record of endorsement action
HIV/AIDS interventions district AIDS strategy District budget

District legislature all ocate resources
to implement district HIV strategy

1.8 |KPA assisted to effectively coordinate Demonstrated role of KPA in KPA plans
and monitor multi-sectoral responses to coordinating and monitoring multi- Minutes of coordination meetings
HIV/AIDS sectoral responsesto HIV/AIDS KPA monitoring reports

1.9 |KPADsin project provinces and Demonstrated role of KPAD’sin KPAD plans
districts assisted to effectively coordinating and monitoring multi- Minutes of coordination meetings
coordinate and monitor multi-sectoral sectoral responsesto HIV/AIDS KPAD monitoring reports
responses to HIV/AIDS

1.10 |Surveillance, research and utilisation of Application of strategies Surveys and surveillance reports
findings strengthened at the national Regular reports prepared and Reliable, regular data
level disseminated on the current situation
with respect to HIV/AIDS, STls and
risk environment
Demonstrated use of surveillance
and research data for decision
making at the national level
1.11 |Surveillance, research and utilisation of Application of strategies Surveys and surveillance reports

findings strengthened in project
provinces

Regular reports prepared and
disseminated on the current situation
with respect to HIV/AIDS, STlsand
risk environment

Demonstrated use of surveillance
and research data for decision
making by provincial and district
leaders

Cross-section surveys of behaviour
in sub-populations undertaken
Surveillance of STls and other
biological markers of risk
undertaken

HIV sero-surveillance in sub-

Reliable, regular data
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populations at risk undertaken

1.12 |Dissemination and application of Testing and treatment practice Reporting of testing and treatment
policiesfor HIV/STI testing and reflects policy practice
treatment TAG review of clinical practice
1.13 |KPA/KPAD capacity for public policy Application of strategies Public policy documents
development and advocacy strengthened [*  Demonstrated influence on public
policy devel opment
1.14 |Increased support by District legislature|”  Application of strategies Minutes of DPRD meetings

and opinion leaders for HIV/AIDS
interventions

Increased participation of District
legislature and opinion leadersin
developing, implementing and
monitoring responsesto HIV/AIDS

Component 2: Reducing risk of sexual transmission of HIV

Objective:

To reduce the risk of sexualy
transmitted HIVV among identified
population groups (sex workers and
clients, MSM and young people).

Strategies and interventions
correspond to best practice, are
evidence based and were devel oped
and implemented in collaboration
with government and non-
government partners and with the
involvement of vulnerable
population groups

Improved skillsin delivery of
effective interventions and services
Increased access for MSM, sex
workers and their clients and young
people to effective health promotion
and STI initiatives

Targets for coverage and quality of
interventions substantially met
Reduction in targeted risk
behaviours

Comparison with documented best
practice

Findings of collaborative workshops
KPAD and peer review of strategies;
Self-assessments by AMC

TAG assessment of development
process and effectiveness of
strategies and interventions

Client satisfaction and quality of
care survey reports

Behaviour surveillance reports

That KPADs, sectora departments,
L SMs and other civil society
organisations will make the
commitment and the compromises
required to develop more effective
strategies to reduce vulnerability in
sexual behaviour

Outputs

21

Stuation analysis of vulnerability to
HIV/AIDS through sexual transmission,
including review of current responses,
conducted in project provinces

Participatory situation assessment

completed including gender, age and |~

poverty analysis
Workshop to disseminate findings of
situation analysis held

Assessment/review report
Record of proceedings of workshop

That there are gaps in information
and understanding

That counterparts are willing and
able to participate in the process
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2.2 |Strategies developed and updated for Strategies correspond to best Comparison with documented best That KPAD members are willing
increasing safer sex practices among practice, are based on data available practice and able to collaboratein
sex workers (female, waria, male) and and participatory research involving Record of development process development of behaviour change
their clients, and MSM in project targeted populations, and were Strategy documents interventions
provinces and districts developed in collaboration with gov.
and non-gov. partners
2.3 | Strategies developed and updated for Strategies correspond to best Comparison with documented best That agencies are already working
reducing HIV-related risk behaviour practice, are based on data available practice with young people including street
and improving sexual health care needs and participatory research involving Record and reports of planning and children
of vulnerable young people young people, and were developed implementation meetings; That programs are in operation in
in collaboration with gov. and non- Focus group discussions with which HIV/AIDS can be integrated
gov. partners participants; That agencies are willing to
No of young people involved, Strategy documents integrate HIV/AIDS into their work
disaggregated by gender
Extent of participation of
government, L SM and private sector
organisations
2.4 | Strategies developed and updated for Strategies correspond to best Comparison with documented best That male clients of sex workers are

improving the quality, accessibility and
utilisation of STI treatment services by
vulnerable population groups

practice, are based on data available
and participatory research involving
identified vulnerable population
groups, and were developed in
collaboration with gov. and non-
gov. partners

Range of STI service providers
including doctors and pharmacists
involved in developing strategies
Strategies provide a basis on which
to build a capacity for
microbiological and molecular
testing for STls

Review of the performance of STI
algorithms conducted and presented
in an appropriate national forum

practice

Record of development process
Strategy documents

Focus group discussions identified
vulnerable groups

Discussions with ST service
providers

accessible and willing to participate
in research and ST treatment and
diagnosistrial

That private doctors and pharmacists
are willing to participate

That the GOI iswilling to consider
modifying the algorithm or the way
they are promoted and implemented
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2.5 |Strategies developed and updated for Strategies correspond to best Comparison with documented best That private doctors and pharmacists
improving the capacity of public and practice, are based on data available practice arewilling to participate in training
private STI service providersto and participatory research involving Record of development process programs
promote and deliver quality STI STI service providers and affected Focus group discussions with
treatment population groups, and were private and public ST service

developed in collaboration with gov. providers
and non-gov. partners

2.6 |Strategies developed and updated for Strategies correspond to best Comparison with documented best That opinion leaders and
fostering a supportive social and legal practice, are based on data available practice organisations are willing to engage
environment for responding realistically and participatory research involving |*  Record of development process and in discussions
to HIV-related sexual risk and political and religious leaders, and results of trials
vulnerability were developed in collaboration Report of advocacy campaigns

with gov. and non-gov. partners
Number and types of advocacy
conducted with political and
religious leaders

2.7 |Strategies developed and updated to Number of pilot projects established |~ Interviews of police That government agencies can be
stop the practice of bi-weekly injections |~ Cessation of practice in selected " Interviews of sex workersin convinced to stop this practice
of sex workers with antibiotics and sites selected sites That government agencies are able
other medications developed and to stop this practice
implemented in selected sites

2.8 [Strategies developed and updated for Strategies correspond to best Comparison with documented best
increasing the availability, accessibility practice, are based on data available practice
and utilisation of voluntary counselling and participatory research involving |*  Record and reports of planning and
and testing (VCT) facilities for vulnerable groups, and were implementation meetings
identified population groups developed in collaboration with gov. |*  Focus group discussions with

and non-gov. partners participants
2.9 [Increased capacity of public and private | Application of strategies Report of training activities That private sector STI care

service providers to promote and deliver |~

quality STI treatment

Interventions reflect best practice
and were implemented in
collaboration with gov. and non-
gov. partners and public and private
service providers

Number and types of training
activities developed and
implemented

Number of private and public STI

Post treatment follow up testing of
clients

Client satisfaction and quality of
care surveys

providers of male clients of sex
workers can be identified and are
willing to participate in capacity
building activities

That provision of appropriate
treatment for male clients of sex
workersis both affordable and
sustainable
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service providers trained
Quality of STI services provided
(disaggregated by providers)

2.10 |Continuation of implementation (for a Approval of implementation plans Implementation plans That the Phase 1 contractor will be
fixed period) and evaluation (on Continuation of funding Budget asked to select ongoing activities
completion) of pre-selected Phase 1 Review of performance Review report That the activities selected are
responses aimed at reducing the risk of congruent with Phase 2 objectives
sexual transmission of HIV/STI for and manageable
vulnerable population groups

211 |Integrated multi-sectoral responses for Application of strategies Comparison with targets set in That government, LSM and private
sex workers and their clientsin selected |*  Responses reflect best practice and Implementation Plan sector agencies are willing to work
districtsin al project provinces were implemented in collaboration Report which includes no of clients together to provide integrated
consisting of peer and community with gov. and non-gov. partners and using services services
education, VCT, condom promotion/ sex workers and their clients Record and reports of planning and
distribution and increased access to STI Integration of project responses for implementation meetings
Services target group(s) Focus group discussions with

Involvement of several government participants
departments/agencies and private Report which includes number of
sector VCT clients and tests
Number of integrated responses Interview Team L eader
established
No of clients using integrated
services, disaggregated by gender
and target group
Number of VCT services established
Number of HIV tests performed by
VCT clinics, disaggregated by
gender
Number of people receiving
counselling, disaggregated by
gender, target group
Extent of participation of
government, LSM and private sector
organisations including those
involved in the sex industry
2.12 |Integrated multi-sectoral responses for Application of strategies Comparison with targets set in That government, LSM and private

MSM in selected districts consisting of
peer and community education, VCT,
condom promotion/ distribution and
increased accessto STI services

Responses reflect best practice and
were implemented in collaboration
with gov. and non-gov. partners and
MSM

Integration of project responses for

Implementation Plan

Report which includes no of clients
using services

Record and reports of planning and
implementation meetings

sector agencies are willing to work
together to provide integrated
services

That MSM are accessible and
willing to participatein
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target group(s)

Involvement of several government
departments/agencies and private
sector

Number of integrated responses
established

Number of MSM using integrated
services

Extent of participation of
government, L SM and private sector
organisations including those
involved in the sex industry

Focus group discussions with
participants

interventions

213

Integrated multi-sectoral responses for
young peoplein selected sites focusing
on life skills education, counselling and
improved access to sexua health
services

Application of strategies
Responses reflect best practice and
were implemented in collaboration
with gov. and non-gov. partners and
young people

Integration of project responses for
target group(s)

Involvement of several government
departments/agencies and private
sector

Number of integrated responses
established

No of young people accessing
services (disaggregated by gender,
and service)

Extent and coverage of responses
(disaggregated by gender, type of
response)

Extent of participation of
government, L SM, youth and
private sector organisations

Comparison with targets set in
Implementation Plan

Report which includes no of young
people accessing services

Record and reports of planning and
implementation meetings

Focus group discussions with
participants

Acceptance of broader scopes of
‘life skills education” by community
leaders

Understanding and right perspective
of parents and teachers about “life
skills education”
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Component 3 — Reducing risk of HIV infection associated with injecting drug use

Objective:

To reduce therisk of HIV transmission
through injecting drug use using a
public health approach

Strategies and interventions
correspond to best practice, are

evidence based, and were developed |~

and implemented in collaboration
with government and non-
government partners and with the
involvement of injecting drug users
and their families

Increased access of IDUs to
effective public health interventions
Targets for coverage and quality of
interventions substantially met
Improved skillsin delivery of
effective interventions and services
Reduction in targeted risk

Comparison with documented best
practice

Resullts of collaborate planning
workshops

KPAD and peer review of strategies
Self-assessments by AMC

TAG assessment of development
process and likely effectiveness of
strategies

Client satisfaction and quality of
care survey reports

Behaviour surveillance reports

That KPADs, sectora departments,
L SMs and other civil society
organisations will make the
commitment and the compromises
required to develop effective
complementary strategies to reduce
the vulnerability of IDUsto HIV

behaviours
Outputs
3.1 |Stuation analysis of vulnerability to Participatory situation assessment Situation analysis report That there are gaps in information
HIV/AIDS through injecting drug use completed including gender, ageand |~  Record of proceedings of workshop and understanding
conducted, including review of current poverty analysis That counterparts are willing and
approaches Range of organisations and able to participate in the process
individuals participating in situation
analysis
Workshop to disseminate findings of
situation analysis held
3.2 | Operational research conducted to Priority areas for research on IDU Report on priority areasfor research |*  That capacity to undertake research

identify HIV risk behaviours and
practices of IDUs

identified

Relevant ingtitutions selected
Risk behaviours and practices of
IDUs identified

and institutions to conduct this
research
Research reports

exists
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3.3 | Strategies developed and updated to Strategies correspond to best Comparison with documented best That KPAD members are willing
reduce the transmission of blood borne practice, are based on data available practice and able to collaboratein
virusesin selected sites and participatory research involving Record of development process development of harm reduction
targeted populations, and were interventions in relation to injecting
developed in collaboration with gov. drug use
and non-gov. partners That LSMs are available and willing
No of meetings held with LSMs to try harm reduction approaches
That LSMs have previous contact
with IDU populations and credibility
with these groups
3.4 | Continuation of implementation (for a Approval of implementation plans Implementation plans; That the phase 1 contractor will be
fixed period) and evaluation (on Continuation of funding Budget; asked to select ongoing activities
completion) of pre-selected Phase 1 Review of performance Review report That the activities selected are
responses aimed at reducing the risk of congruent with Phase 2 objectives
HIV transmission through IDU and manageable
3.5 |Integrated multi-sectoral responses Application of strategies Comparison with documented best That there are LSMs in selected
targeting injecting drug usersin Responses reflect best practice and practice municipalities with the interest,
selected sites were implemented in collaboration Comparison with targets set in capacity and credibility with IDUs
with gov. and non-gov. partners and Implementation Plan to develop and implement the
injecting drug users and their Report which includes the number integrated response
families of IDUs accessing the services
Integration of project responses for provided (disaggregated by gender)
target group(s) Client satisfaction and quality of
Involvement of several government care surveys
departments/agencies and private
sector
Number of projects targeting IDUs
established
Number and type of services
provided
Number of target group members
utilising services
Quality of care provided through
multi-sectoral projects
3.6 |Expansion of pilot projects on opioid Pilot projects reflect best practice Evaluation reports of pilot projects That agreement can be secured from

oral substitution in selected sites

and were expanded in collaboration
with gov. and non-gov. partners and
injecting drug users and their
families

Number of additional pilot projects

Comparison with targets set in
Implementation Plan

Client satisfaction and quality of
care surveys

relevant government agencies to
expand pilot oral substitution
programs for opiate dependence
That IDUs would be willing to
participate in opioid substitution
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established

Number of IDUs participating in
opioid substitution (disaggregated
by gender)

Quiality of service provided

program

3.7

Integrated multi-sectoral responses to
improve access and quality of VCT
services for people who have a history
of IDU

Application of strategies

Responses reflect best practice and
were implemented in collaboration
with gov. and non-gov. partners and
people with ahistory of IDU
Integration of project responses for
target group(s)

Involvement of several government
departments/agencies and private
sector

Number of VCT services established
Number of HIV tests performed by
VCT clinics, disaggregated by
gender

Number of counsellors trained
Number of people receiving
counselling, disaggregated by
gender, target group

Quality of counselling services

Comparison with targets set in
Implementation Plan

Report which includes number of
VCT clients and tests

Record and reports of planning and
implementation meetings

Focus group discussions with
participants

Client satisfaction and quality of
care surveys

That laboratory services are
available and willing to collaborate
with private/L SM counselling
centres

That suitable locations for VCT sites
are available

That staff are available and willing
to be trained

Component 4 — Testing, treatment, care and support

Objective:

To improve quality and utilisation of
testing, treatment, counselling, care and
support services for PLWA and
vulnerable population groups

Strategies and interventions
correspond to best practice, are

evidence based, and were developed |~

in collaboration with government
and non-government partners and
with PLWHA and their carers

Increased access and use of services |-

by PLWA and vulnerable groups
Targets for coverage and quality of
interventions substantially met
Improved skills of service providers
in delivery of effective services

Comparison with documented best
practice

Documentation of development
process

Resullts of collaborate planning
workshops

Health service provider and peer
review of strategies
Self-assessments by AMC

TAG review of development process
and likely effectiveness of strategies
Client satisfaction and quality of
care surveys

That health care service providers
will accept the need to begin to put
resources into treatment, care and
support while HIV prevalence is still
low and there are other demands on
health services




