
[Status: Final/12]  

[June 7th 2011]

UN Papua New Guinea

4-Year Strategic Plan for

UN Joint Team on HIV and AIDS

[image: image1.png]22X

@

i

N
g2




United Nations Development Assistance Framework
(2012-2015)

Table of Contents
Executive Summary 









Introduction










Part 1: Situation Analysis 







1.1 Situation analysis





 

1.2 Analysis relevant policy frameworks 



 

National policy frameworks






  

Regional policy frameworks






  


Global policy frameworks

1.3 Current Partnerships and Programming 




1.4 Description of National counterpart institutions 



1.5 Past cooperation and lessons learned 



Part 2:
Comparative Advantage Analysis 






Part 3: UN System Strategy








3.1 Programme Strategy







3.2 Partnership Strategy







3.3 Proposed UN Programme (Results Matrix)


3.4 Narrative for each outcome 





3.5 Financial arrangements and Budgets





3.6 Programme Monitoring and Evaluation




3.7 Management Arrangements








EXECUTIVE SUMMARY







The Government of Papua New Guinea and civil society supported the formulation of the 2008-2012 common programme document of the United Nations in PNG as a pilot programme and has now asked the UN to align its programme to Government development planning architecture timelines through a new Delivering as One Programme for 2012-15.  The UN’s 2008-12 overall programme design relied on the National Millennium Development Goals (MDG) Report, the United Nations ‘base document’ (replacing the common country assessment), and consultation with a wide range of development actors to ensure that the UN’s Programme supports national priorities.

The 2012-15 UN programme aims to build on the experience learned from the UN’s Delivering as One (DaO) programme and management structures as piloted during the last programming cycle (2008-2011).  This includes continuation of the joint Task Teams that are responsible for programme development and implementation, the 5-year strategic plans per thematic outcome (of which HIV is one), and the joint results and M&E frameworks.

The theme of the United Nations Country Programme 2008 - 2012 (UNCP) was ‘Partnership for Nation Building’ and provided the overarching framework for UN action through to the end of 2011.  

The UN 2008-12 DaO programme demonstrated a holistic approach to programming by defining where the United Nations System in its entirety has comparative advantages and in what ways these advantages best contribute to the national development vision and goals.  The 2012-15 UN Country Programme (UNCP) is built on a further refinement of the UN’s perceived comparative advantages and as such aims to create synergies and greater coordination between the different UN Organisations, Funds and Agencies which participate in this country Programme. 

The key pillars on which the Country Programme is founded are capacity development; promotion of human rights and the application of human rights approaches to programming; decentralization and strengthening of civil society; promotion of evidence-based monitoring systems; opportunities for women, gender equality and the mainstreaming of gender; responding to HIV and AIDS; and youth development.

The UN’s HIV Programme is managed by a Joint Team known as the Joint United Nations Team on AIDS (the JUNTA) and each individual UN Organisation, Agency and Fund working to support the PNG National HIV Response is represented on the JUNTA.  The UN’s HIV programme in PNG reflects and supports the PNG National HIV and AIDS Strategy (NHS) 2011-15 which has the overarching goal of reducing ”… the transmission of HIV and other STIs and to minimise their impact on individuals, families and communities.” The NHS has three priority areas:  prevention; counselling, testing, treatment, care and support; and systems strengthening which are clearly reflected, articulated and supported in the UN’s Joint Programme on HIV 2012-15.
INTRODUCTION









The United Nations aims to support and inspire Papua New Guinea in achieving Universal Access to HIV prevention, treatment, care and support as laid out in the National HIV Strategy 2011-15, the Medium and Long Term Development Plans and as guided by other national development architecture.

The UN affirms its intent to support the commitment expressed in the NHS to ‘to build on past achievements and address shortcomings in PNG’s response to the HIV epidemic’
. The extent of the support for, and alignment with, the NHS is evident in the decision to frame the Outcome for the UN’s Strategic Plan as focusing completely on the overarching goal for the NHS which is “…To reduce transmission of HIV and other sexually transmitted infections (STI) and minimise their impact on individuals, families and communities.”
The UN’s programmatic approach is informed by the Global UN Strategy on HIV 2011-15 Getting to Zero which makes explicit the roles and distinct contributions of individual UN organizations, agencies and funds as well as the UNAIDS Country Office through a Division of Labour mechanism.  This is in line with one of the key principles of UN reform which emphasizes that joint action should build on the comparative advantage and expertise of each UN partner to avoid duplication and better coordination of interventions.  This is re-iterated in the Getting to Zero Strategy through its focus on Zero Waste, Zero Incoherence and Zero Duplication in UN HIV programmes.

The strength of the UN’s Joint Programme (made up of UN staff working part or full time on HIV) in supporting the national HIV response is derived from the diverse expertise, experience and mandates of the individual UN organizations programming in Papua New Guinea. They are operating as a component of the UN Delivering as One Programme as outlined in the Government of PNG’s (GoPNG) / UN vision paper, under the management of the Joint United Nations Team on AIDS (the JUNTA). 

In developing the UN’s Strategic Plan and Programme of support on HIV in PNG, the JUNTA celebrated the considerable progress in the country’s response to HIV, particularly considering the difficulties posed by PNG’s diverse geography, cultural heritage, and complex epidemic.  It also noted that many of the challenges in making further progress are not unique to PNG.  However the JUNTA noted the assessment of the NHS that the “…harsh reality is that the HIV epidemic has been outpacing the national response”
. 

The JUNTA further noted that although knowledge of the patterns of the HIV epidemic in PNG has improved
, there is still a lack of quality epidemiological and behavioural data, especially on incidence, to guide the planning of the national response, and particularly in prevention programming.  Improving the availability and quality of epidemiological and behavioural data coming from bio-behavioural studies is crucial to making sure that the response is tailored to the realities of the epidemic, particularly for those most at risk individuals and groups, which are recognized in Priority AREA 3 in the NHS. 
Through this Strategic Plan the JUNTA ensures the UN focuses its comparative advantages, through their core ‘added value’ of neutrality combined with a pragmatic approach to the challenges of limited capacity, on supporting the Government of PNG (GoPNG) in successfully implementing the three major priority areas of the NHS. 

Part 1: 
SITUATION ANALYSIS 






1.1 Situation analysis









a) Epidemic Update

HIV was first reported in Papua New Guinea (PNG) in 1987. By 2004 PNG was classified as having a generalized epidemic with an estimated national prevalence of over 1%.  However, with a greater number of sites reporting data, in 2009 the number of adults (aged 15-49) living with HIV was estimated to be 35,800 – an adjusted national prevalence of 0.9%.  By the end of 2009, a cumulative total of 11,520 people were estimated to have died due to HIV-related illnesses and 5,610 children had become orphans as a result of the epidemic
.

Based on the 2010 Estimates and Projections exercise, the most rapid increase in new HIV infections was noted to be between 1998 and 2005.  Since 2006, the upward trend in national prevalence has been at a less rapid rate with projected national HIV prevalence of 1.0% by 2015.

b) Geographic Distribution

The geographic distribution of HIV case reports varies significantly. It is noted that there are areas with different maturity levels of the epidemic as well as different epidemics in geographic areas. The heterogeneity of the epidemic in PNG has been shown both through HIV case reporting as well as estimation exercise.  

	HIV Reported case distribution across regions
	Estimation of the HIV epidemic course across regions

	Highlands Region 60%
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The Independent Review Group (IRG) on HIV/AIDS 2010 reported that “the surveillance system in PNG is still lacking, not only because it is missing certain data (e.g. size estimates of most-at-risk populations), but also because data that are available are not being used to optimally guide the response”
. There is, however, sufficient evidence to show that the epidemic has extended to rural areas, where 80-85% of the PNG population lives, and is clustered around concentrations of population, transport routes and rural enclave enterprises where there are active markets for the exchange and sale of sex
.

c) Sex Distribution

From 1987 to 2009, females accounted for 56% of all reported cases of HIV infection (excluding cases where sex was not reported), and males for 43%.  The higher number of reports of HIV in females may reflect the fact that the surveillance system is heavily reliant on case reports from ANC centres, or a genuinely higher prevalence among women. 
In 2009, a total of 45,560 HIV tests were performed at Antenatal Clinics. HIV prevalence among pregnant women was 0.7%, which was the same for 2008 and has declined from 1.3% in 2005. The number of HIV tests conducted at ANC sites has almost quadrupled since 2005, possibly changing the demographic data of pregnant women who are tested however it is crucial to note the uncertainty of the data as a result of on-going inconsistencies in collection and reporting.

It is important to note that women bear a disproportionate burden of the impact in affected families.

d) Modes of Transmission

Whilst the primary mode of transmission in PNG is unprotected sexual intercourse the lack of data in more than half the cumulative reported cases makes it impossible to come to definitive conclusions on the mode of transmission and full list of the groups most at risk of HIV infection. The main self-reported risk factors among reported HIV cases in 2009 was heterosexual sex (91.1%), followed by mother-to-child (3.6%), homosexual sex (2.6%), body piercing or tattooing (2.0%), and occupational exposure (0.6%)
. 
There are a new series of studies
 and programme-based data
 suggesting a concentrated HIV epidemic among sex workers and similarly among men who have sex with men that need further consideration.
e) Drivers of the Epidemic

· PNG’s sexually transmitted infections (STI) rate is among the highest in the Pacific. The total number of STI cases reported increased from 21,213 in 2000 to 71,025 in 2009, a growth of 235%. The majority of reported cases were in the Highlands region. Of the total STI cases in 2009, 67% were diagnosed in females, compared to 33% of cases among males although it is noted that female attendances are double those of men.

· The potential for sexual transmission of HIV is heightened by multiple and concurrent sexual partnerships; early sexual debut, often in situations of coercion and abuse; extramarital sexual partnerships and inter-generational sex; the exchange of sex for cash, goods, and services; low and inconsistent condom use for anal and vaginal intercourse; high levels of physical and sexual violence and rape; mobility; the use of penile inserts and modifications; and a very high prevalence of different sexually transmitted infections
. 

· Gender inequalities and gender-based violence are major social drivers of the epidemic. Women generally have unequal rights to property, experience high levels of physical and sexual violence and are underrepresented in decision making increasing their vulnerability to HIV infection and limiting their ability to protect themselves and their partners from HIV infection.

· Misunderstandings about transmission; cultural and religious beliefs around sexuality, illness and death; fear of people infected with HIV; and hostility towards marginalized groups, such as homosexual men, contribute to breaches of human rights, discrimination and violence towards people with HIV and those in the most at risk groups. 

· Enclave extractive developments (mines, gas fields, logging camps, and oil palm plantations) where local populations provide services - including sex - for cash, make them highly vulnerable to HIV. Low youth employment rates and limited employment opportunities for school leavers, particularly girls, means that youth are particularly vulnerable to poverty and poverty of opportunity, - increasing the risk that sex will be traded.

· Until recently injecting drug use has not been identified as an important factor in the transmission of HIV in PNG. Recent bio-behavioural and behavioural surveys, however, report cases of injecting drug use among a number of groups. Further data on the extent of injecting drug use is required to determine its significance to HIV transmission in PNG. 
· The role of psychoactive substances, including alcohol and other stimulants, in contributing to the sexual transmission of HIV has been raised internationally.  The use of alcohol and marijuana is closely associated with unprotected sexual activity and acts of sexual violence
 The use of alcohol (homebrew) by younger adolescents has been reported and the emerging research on injecting drugs use suggests a potential new risk factor for PNG. Therefore more research is needed on the role of alcohol and drugs in the potential for transmission in PNG.
1.2 Analysis of Relevant Policy Frameworks



 

National policy frameworks:
The PNG government has continued to show leadership in seeing the work in HIV as “an investment in the future of our nation as we strive towards the goals of Vision 2050”
. 

This is evident in the recent launch of the new National HIV/AIDS Strategic Plan 2011 – 2015 (NHS) and the on-going support for the National AIDS Council (NAC). The NHS seeks to build on past achievements and address shortcomings in PNG’s response to the HIV epidemic and follows on from the National Strategic Plan for HIV and AIDS 2005 – 2010(NSP).

The NHS is not a stand-alone document. It has a close relationship to a number of PNG laws, policies, and other strategies including:
a) Vision 2050

b) PNG Development Strategic Plan 2010 – 2030

c) Medium Term Development Plan 2011 – 2015

d) Thematic strategies: The National HIV Prevention Strategy 

e) NAC’s Polices & Guidelines: Gender, Decentralisation, GIPA, National Research Agenda, Sector Policies

f) Sector Strategies: Health, Education, Transport

g) Annual Activity Plan

h) Legislation: The HIV/AIDS Management and Prevention Act (HAMP Act), the National AIDS Council Act, 1997 (amended 2009) the Lukautim Pikinini Act, 2009
i) National Surveillance Plan
National HIV and AIDS Strategic Plan (NHS) 2011-2015
The NHS is the overall plan developed by all key partners who are working to build the HIV response in PNG. The UN agencies in PNG have agreed to align their strategic planning alongside and in support of the NHS 2011 - 2015. It incorporates the Papua New Guinea National HIV Prevention Strategy (2010-2015) and the National Gender Policy and Plan on HIV and AIDS 2006-2010.
The overarching goal of the NHS is to: Reduce transmission of HIV and other STIs and minimize their impact on individuals, families and communities. 
The NHS contains three major priority areas. The first two concentrate on scaling up and improving the quality of firstly, Prevention Programs; and secondly, Counselling, Testing, Treatment, Care and Support services. Successful implementation of activities in these two priority areas will have the most impact on achieving the strategy’s overarching goal. The third priority area is Strengthening Systems. 

To effectively achieve the goals of the first two priority areas, the NHS outline shows that the national response will also need to make a concerted effort to address a range of key crosscutting issues. These include:

· Gender inequality

· The meaningful involvement of people living with HIV  

· Reducing HIV-related stigma and discrimination 

· Capacity building and mobilisation of people, communities, and organisations 

· Effective use of research, surveillance, and monitoring and evaluation (M&E) data 

· Sustained and visible leadership at all levels 

· Improved coordination at national and sub-national levels.

The NHS 2011 – 2015 includes a National Implementation Framework and a National Monitoring and Evaluation Framework. 
Regional policy frameworks:
There are significant regional policies, declarations and agreements that the GoPNG has committed to progressing in the fields of HIV, gender equality and human rights. These include:
a. Turning the Tide: An OPEN Strategy for a response to AIDS in the Pacific. Report of the Commission on AIDS in the Pacific (2009) 

b. The Auckland Declaration: Pacific Regional High Level Consultation on HIV and the Law, Ethics and Human Rights 2007: Pacific Island leaders (including PNG Attorney General, Minister of Justice and Health Minister). 

c. The Nadi Declaration: A Statement of the World Council of Churches’ Pacific Member Churches on HIV/AIDS 2005. 

d. The Suva Declaration: The First Conference for Pacific Parliamentarians on the Role of Pacific Parliamentarians in the Fight against HIV/AIDS 2004
e. UNESCAP Declaration 66/10 of May 2010: Regional call for action to fight the human immunodeficiency virus/acquired immunodeficiency syndrome in Asia and the Pacific 2001

f. Cairns Compact on Strengthening Development Coordination in the Pacific 2010


Global policy frameworks:
The UN family in Papua New Guinea remains fully committed to the reduction of poverty and achieving the Millennium Development Goals (MDGs) and fully understands the significance of and interrelationships among HIV, ill health and poverty. The UN is equally committed to the Paris Declaration and the Accra Action agenda.
The Getting to Zero – the UNAIDS 2011 – 2015 Strategy was launched in early 2011 and outlines 10 goals for 2011 to 2015 and three Strategic Directions for the global agenda for all UN agencies. These are described in Part 3: UN Systems Strategy below.  This UN Strategy is set within a transformative agenda for the global HIV response that emphasizes reaping efficiency and generating focus to ensure resources are used in the best manner possible to significantly reduce new infections. It also provides a renewed division of labour for the UN agencies.
PNG is a signatory to several key international conventions and declarations, which are relevant to the national response to HIV:
• 
The Declaration of Commitment on HIV/AIDS, issued by Heads of State at the UN General Assembly Special Session on HIV and AIDS (UNGASS) in 2001. 
• 
The Millennium Declaration, adopted by 189 nations in 2000. The Millennium Development Goals (MDG) are drawn from actions and targets contained in the Declaration. There are eight goals to be achieved by 2015 that respond to the world’s main development challenges. Combating HIV and AIDS is of one of the eight goals. 
• 
The Convention on the Elimination of all Forms of Discrimination Against Women (CEDAW)
• 
Convention on the Rights of the Child (CRC)
PNG also has a bilateral agreement on HIV with Australia (PNG-Australia Partnership for Development, Priority outcome 3 on health (2009) and Priority outcome 7 on HIV (2010).

1.3 Current Partnerships And Programming




Through the JUNTA the UN provides a range of support for HIV partnerships and programming in Papua New Guinea. The nature of the support provided is in three key areas: Coordination and convening opportunities to bring together partners and develop partnerships; technical assistance for all aspects of programme delivery; advocacy, promotion and leadership towards protection of human rights in programmes, and the greater involvement of both People Living with HIV and those most at risks groups in the planning and implementation of programmes at national and regional levels.

Government of PNG
The UN works closely with the GoPNG as a partner on monitoring and evaluation responsibilities with international and regional structures to promote best practice and accountability through national ownership. More detail on GoPNG partners is provided in the section below (1.4 Description of National Counterpart Institutions).

Civil Society

Civil society partnerships are essential for progress on the NHS 2011-2015 and therefore the UN prioritises strategic relationships with a wide range of civil society organizations including networks/groups of people living with HIV (IGAT Hope), faith-based organizations (The PNG Churches Alliance on HIV), sex workers’ support groups (Poro Sapot), church institutions, women’s groups and the private/business sector (BAHA).  Relationships with all these are central to the work of the UN. 
Provincial

The UN has provided technical support through coordination roles to support the Provincial AIDS Committees in some regions in view of the important role they play in coordinating implementation, and monitoring and evaluation of a decentralized response to HIV.

Donors

The UN family will continue to strategically engage with the Global Fund (GF), a major funder of the HIV response in PNG, in order to maximise the impact of the HIV grant. In addition, engagement and partnerships with donors/bilateral organizations such as AusAID, ADB, EU, NZAID and USG will be maintained and strengthened.
Academic and Research Institutions

The UN will continue to engage with academic and research institutions such as the NRI, RAC/RCU and IMR in PNG, with specific recognition of the role of the National Research Agenda for HIV and AIDS in PNG 2008 - 2013.
1.4 Description of National Counterpart Institutions



The UN task team on HIV (JUNTA) has a range of strategic counterpart institutions. The two major partners are:

1) The National AIDS Council Secretariat (NACS) which is the technical and operational arm of the National AIDS Council (NAC). The Secretariat is responsible for supporting the formulation, review, monitoring and coordinating the implementation of the National HIV and AIDS policies, frameworks and Strategies. Specifically, the Secretariat provides oversight, coordination and for the implementation of the current National HIV Strategy (NHS 2011-15).  NACS has offices in twenty provinces across the country to coordinate the response at the sub national level.  

2) The National Department of Health (NDOH) is the government sector arm responsible for the overall policy directions and priorities for the health sector.  Its mandate is achievement of the goal of the National Health Plan 2010-2013, the policy framework within which all health services are planned and implemented, which is to improve the health of all Papua New Guineans through the development of a health system that is responsive, effective, affordable and accessible to the majority of the people. This goal is in line with the National Goals and Directive Principles as enshrined in the constitution. All health services within the country are implemented under this policy framework.  

Other significant national counterpart government institutions include;

· The National Executive Council (NEC) of Parliament.

· The Parliamentary Special Committee on HIV and AIDS 
· National Research Institute

· University of PNG

· National Department of Community Development

· National Department of Education

· Provincial AIDS Committees (PACs) 
1.5 Past Cooperation and Lessons Learned





The UN Joint Team on HIV developed and implemented the Strategic Plan for HIV and AIDS 2008 – 2012 that comprised three key intermediate outcomes (Prevention, Treatment and Care and Management/Systems Strengthening) that aligned with the National Strategic Plan of HIV and AIDS for PNG 2005 - 2010. UNAIDS provided the overall coordination of the Joint UN Team on AIDS. The implementation was done through three jointly developed Annual Work Plans, which were designed to align and feed into the national HIV priorities, and signed by both NACS and NDOH.

For the last 4 years, the cooperation between UN and the GoPNG has resulted in significant achievements and contributions, both at policy and at programme level, such as:

1) At policy level, UN provided technical advice has contributed to the development and implementation of national HIV, Health and Development policy frameworks and guidelines. These tools and frameworks are guiding national efforts and initiatives in scaling up the response at national and sub national level. 

2) The programme areas that have recorded significant improvement as a result of UN’s advocacy, coordination, and expert technical assistance include; the PPTCT coverage; increased access to and uptake of HIV counseling, testing and treatment; training of health care workers; advocacy for enabling legal environments and protection of human rights; increased awareness on HIV and Health related MDGs; leadership capacity development; sub national and community participation in the HIV response.

There are a number of lessons learned that inform the new Strategic Plan.

1) Decentralisation: As stated in the NHS in reference to Decentralisation processes(NHS Cluster 3.2),  there is a clear need to support greater engagement of provincial structures to maximize progress on the NHS
.  An example cited was the implementation of the Likautim Pikinini Act and HIV related services at national and provincial levels.

3) Capacity of infrastructure: Development of capacity continues to be uneven and can pose a threat to programme implementation and systems if the infrastructures are weak.
  For example,  the infrastructure and systems needed in Procurement and Supply to ensure adequate stocks and distribution of ARTs in PNG remain weak.

4) Integration: HIV can be used as an investment opportunity to strengthen current structures and integrating HIV systems with mainstream services, rather than creating new or maintaining weaker stand alone structures. This has become apparent in HIV, TB, STI and S & RH services.

5) An over ambitious Annual Work Plan: The UN HIV and AIDS Strategic Plan 2008 – 2012 and the annual work plans were, on reflection, not achievable as they comprised what needed to happen as opposed to what was within the limited capacity of the JUNTA / UN system. The Comparative Advantage analysis process is essential to focus the capacity of the JUNTA.

6) Delivering As One/ Cross task team coordination: The UN joint Team on HIV can work more closely with other UN task teams maximising opportunities to reduce duplication, strengthen approaches, expand the expertise and overall UN capacity. An example is the poor integration of the different UN agency financial systems in hindering the efficient utilization of the One UN Fund. 

7) Alignment: It has been learned that greater efficiencies for the UN and the GoPNG would be achieved through UN agencies aligning their work planning processes with the national GoPNG led planning cycle. This would increase government ownership and  leadership of the HIV response and reduce some perceptions of their role as supporting the UN in implementing the UN AWPs as opposed to the UN supporting them in delivering on their national plans and the NHS.
8) Unified HIV AWPs: Instead of having the three thematic based HIV AWPs, implementing agencies (NDOH and NACS) preferred signing one consolidated HIV AWP for all UN agencies (NOTE: From 2011, the JUNTA has merged the three AWPs into one that has been signed by both the NACS and NDOH).
9) Risk Management and contingency planning: The failure of the Round 9 Global Fund application spotlighted the need for the UN to encourage and support a government led ‘back up plan’ as noted by the IRG
. It highlighted the broader need for the UN to integrated contingency and risk management planning across the JUNTA’s work programme. 

10) Surveillance Systems: The JUNTA learned from the IRG in their HIV/AIDS 2010 Report that the UN needs to strongly support the government’s surveillance system being “informed by a working knowledge of who the most at risk populations are and where those populations exist in large numbers”
.

Part 2: 
COMPARATIVE ADVANTAGE ANALYSIS




The UN’s added value in the HIV response, vis-à-vis other actors in PNG and in the response landscape regionally and globally is underpinned by the UN’s core value of neutrality and the recognized attributes of: independence; being non-denominational; focusing on evidence based strategies;  and aiming to be a champion of human rights and vulnerable people.

Key to the analysis of comparative advantage has been a pragmatic approach to the limited capacity of the JUNTA in the next programme cycle and a need to use the comparative advantages identified to maximize efficiencies, reduce waste, incoherence and duplication by focusing on priorities highlighted in the lessons learned and expressed in the Results Matrix. 

The UN Joint Task Team on HIV in PNG has a comparative advantage in: 

· Promotion, advocating and influencing:

· Advocating for the protection of human rights and promotion of gender equality through addressing the social drivers of the epidemic, promoting the involvement of people living with and affected by HIV and those populations most at risk in developing, implementing and evaluating HIV responses;

· Utilizing evidence to influence policy and effectively target national responses and reduce waste; 

· Interpreting, transferring understanding, and calling for accountability on international (regional and global) declarations and agreements on HIV; and 
· showcasing national, regional, global and South-South policies and best practice.

· Convening and coordinating:

· Leading coordination and reducing incoherence within the UN system agencies in PNG; and
· Assisting to support multisectoral responses through convening the donor community and partner government bodies, people living with HIV and affected communities, civil society organizations and the private sector in focused, strategic, high-yielding partnerships.

· Facilitating: 

· Facilitation of the government’s capacity to effectively mobilise and manage available HIV resources from all sources; and
· Facilitating access to expert technical assistance, on the specific areas where the JUNTA can add value within the NHS, for an equitable response to HIV.

Part 3: 
UN SYSTEM STRATEGY












3.1 
Programme Strategy








The Joint UN programme on HIV/AIDS (UNAIDS) aims to lead and inspire the world in achieving universal access to HIV prevention, treatment, care and support. As an innovative collaboration, the strength of UNAIDS is derived from the diverse expertise, experience and mandate of its 10 Cosponsors (UNICEF, WHO, UNDP, UNFPA, UNODC, ILO, UNESCO, UNHCR, World Bank and WFP) and other UN partners including UN Women, and the added value of the UNAIDS Secretariat in delivering political leadership and advocacy, coordination and joint accountability. This is exemplified in the WHO Global Health sector Strategy for HIV/AIDS 2011 – 2015 which makes explicit the role and contributions of the WHO in achieving the UNAIDS Strategy.

The new Getting to Zero 2011 – 2015 Strategy: Joint UN Programme on HIV and AIDS (UNAIDS) is supported by all of the UN Agency Cosponsors. It responds to the Second Independent Evaluation of UNAIDS, which emphasized the UNAIDS’ (and thus their Cosponsors’) successful leadership and mobilization of broad-based political and social commitment at the global and country levels while recommending that UNAIDS be more focused, strategic, flexible and responsive, efficient and accountable. 
In aspiring to zero duplication, zero incoherence and zero waste as described in Getting to Zero, value-for-money in the delivery of effective and efficient business practices will be critical to ensure that scarce resources are targeted for results and transaction costs are kept to a minimum.

The essence of Getting to Zero for the UN community comprises three Strategic Directions and three Core Themes.

Three Strategic Directions
1.
Revolutionize HIV prevention
A revolution in prevention politics, policies and practices is critically needed. This can be achieved by fostering political incentives for commitment and catalysing transformative social movements regarding sexuality, drug use and HIV education for all, led by people living with HIV and affected communities, women and young people. It is also critical to target epidemic hot spots, particularly in cities, and to ensure equitable access to high-quality, cost-effective HIV prevention programmes that include rapid adoption of scientific breakthroughs.

Vision: To get to Zero New Infections

	Goals for 2015:


	Sexual transmission of HIV reduced by half, including among young people, men who have sex with men and transmission in the context of sex work
	Vertical transmission of HIV eliminated and AIDS-related maternal mortality reduced by half
	All new HIV infections prevented among people who use drugs




2.
Catalyse the next phase of treatment, care and support

Access to treatment for all who need it can come about through simpler, more affordable and more effective drug regimens and delivery systems. Greater links between antiretroviral therapy services and primary health, maternal and child health, TB and sexual and reproductive health services will further reduce costs and contribute to greater efficiencies. Nutritional support and social protection services must be strengthened for people living with and affected by HIV, including orphans and vulnerable children, through the use of social and cash transfers and the expansion of social insurance schemes.

Vision: To get to Zero AIDS-related Deaths

	Goals for 2015:


	Universal access to antiretroviral therapy for people living with HIV who are eligible for treatment


	TB deaths among people living with HIV reduced by half


	People living with HIV and households affected by HIV are addressed in all national social protection strategies and have access to essential care and support


3. 
Advance human rights and gender equality for the HIV response
Social and legal environments that fail to protect against stigma and discrimination or to facilitate access to HIV programmes continue to block universal access. Countries must make greater efforts: to realize and protect HIV-related human rights, including the rights of women and girls; to implement protective legal environments for people living with HIV and populations at higher risk of HIV infection; and to ensure HIV coverage for the most underserved and vulnerable communities. People living with and at higher risk of HIV should know their HIV-related rights and be supported to mobilize around them. Much greater investment should be made to address the intersections between HIV vulnerability, gender inequality and violence against women and girls.

Vision: To get to Zero Discrimination

	Goals for 2015:


	Countries with punitive laws and practices around HIV transmission, sex work, drug use or homosexuality that block effective responses reduced by half
	HIV-related restrictions on entry, stay and residence eliminated in half of the countries that have such restrictions
	HIV-specific needs of women and girls are addressed in at least half of all national HIV responses
	Zero tolerance for gender-based violence




Three Core Themes:

· People at the centre of the response: Inclusive responses reach the most vulnerable, communities mobilised, human rights protected.

· Inclusive country-owned responses: Nationally owned sustainable responses, financing diversified, systems strengthened.

· Synergies between the HIV response and the broader MDG and human development efforts: Movements united, services integrated, efficiencies across MDGs.

This UN Strategy gives the UN in PNG the mandate to focus support on the programmatic implementation of the NHS.

3.2 
Partnership Strategy








Partnerships in a new world

Effective partnerships remain fundamental to successful and sustainable HIV responses. Partnerships give voice to the people who are infected and affected, act as a catalytic force for change and provide accountability for political commitments.

However, the changing environment and its demands for new and innovative ways of working signal the need for different kinds of partnerships—those that enable nationally owned responses, foster South–South cooperation and those that move beyond the traditional HIV and health sectors to broader development areas. These partnerships must include political alliances that link HIV movements with movements seeking justice through social change.

The UN in PNG will continue to utilize the comparative advantage it has in coordination and convening processes to support a partnership approach that includes government, donors, faith based organizations and civil society (including people living with HIV and those most at risk groups), academic and research institutions, and the private sector. The UN embraces the principles of Greater Involvement of People living with HIV and AIDS (GIPA), which recognises the importance of including people living with HIV and AIDS in the development of effective interventions and programs. Specific focus will be applied by the JUNTA to convene and coordinate opportunities for improved partnerships with community based organisations led by; people living with HIV, men who have sex with men, transgendered individuals, sex workers, women, and young people and will strongly advocate for their organisations’ full and equal participation in the national response in PNG. 

In the Getting to Zero 2011 – 2015 Strategy, the UN Agencies approach to partnerships is outlined in the section on Strategic partnerships to deliver results
 and calls for:
· Support to regional and country networks of people living with HIV, including young people, men who have sex with men, transgendered individuals, sex workers, and people who use drugs, to gather evidence about the social and legal barriers to accessing HIV programmes and to organize themselves to influence regional economic and political agendas;
· Work with civil society networks to conduct research, such as on the People Living with HIV Stigma Index, and dissemination of research findings and messages to affect policy and funding changes;
· Partnership development with women’s rights advocates to create demand for voluntary testing and counselling and to enable women and girls to learn and demand their rights to HIV prevention and treatment and to protection from coercion and violence. It further calls for building bridges with micro-finance and nutrition initiatives for maximum effect; and
· Strengthening faith-based organizations in expanding their pivotal role in the community in integrating HIV prevention, care and support, and in steadily addressing stigma and discrimination.

The JUNTA fully recognizes the benefits of working with other donor/development partners on HIV and will further strengthen existing relationships through the Development Partners’ Forum on AIDS that aims at increasing efficiencies and effectiveness of AIDS programmes in PNG and to create a partnership dialogue space, in the drive to achieve progress on zero duplication, zero incoherence and zero waste. 
The important role played by provincial and district governments in PNG in strengthening HIV responses is fully acknowledged and the JUNTA looks forward to supporting national actors in the strategic objectives to increase engagement and partnership of the provinces.
Part 3.3: Template proposed UN programme (Results Matrix)

	By 2015, the UN will have assisted the government in strengthening national capacity in delivering on the goals and strategic priorities of the National HIV and AIDS Strategy

	National Goal/Overarching Outcome
	Reduce transmission of HIV and other STIs and minimize their impact on individuals, families and communities

	Source of National Goal / Priority 
	PNG National HIV and AIDS Strategy 2011 – 2015
PNG National Health Plan 2011 – 2020, Key Results Areas 5, 6 and 7

	Relevant MDG(s)
	MDG6, as well as MDG 3, MDG 4 and MDG 5

	UNCP Outcome
	The government of PNG, and its partners in the HIV response, are more able to deliver on the rights of people in PNG in access to prevention, care, treatment and support as foreseen in the National HIV and AIDS Strategy

	UN Agency of Task Team Leader
	UNAIDS

	Donor Partners
	AusAID, ADB, EU, NZAID and USG

	Coordination Mechanisms
	Joint UN Team on AIDS (JUNTA)

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Intermediate Outcome 1
	By 2015, the GoPNG and its partners have strengthened capacity in delivering on the goals and strategic priorities of the National HIV and AIDS Strategy.



	Intermediate outcome indicators
	National Indicator
	Source of Data
	Baseline
	Target 2012
	Target 2013
	Target 2014
	Target 2015
	Risk and Assumption 

	Percentage of the Provincial Monitoring, Evaluation and Surveillance Teams

(ProMEST) which are able to effectively collect, analyse, report and disseminate data
	Headline target on strategic information (NHS headline targets) 
	NHS Monitoring Report

	0%
	10%
	20%
	40%
	50%
	Stability and adequate capacity for government, NACS and JUNTA. Serious risk if any are unstable or without capacity

	Percentage of female and male sex workers who report use of a condom with their most recent client 
	Headline target on strategic information (NHS headline targets)
	NHS Monitoring Report
	50%
	60%
	70%
	80%
	90%
	

	Percentage of HIV positive pregnant women who receive antiretroviral medicines to reduce the risk of mother-to-child transmission
	NHS M&E Framework, core indicator #9
	NHS Monitoring Report, UNGASS and UA Reports
	12% (2009)
	30%
	50%
	60%
	80%
	

	Percentage of adults and children with HIV known to be on treatment at 12 months after initiation of ART
	NHS M&E Framework, core indicator #18
	NHS Monitoring Report, UNGASS and UA Reports
	82% (2009)
	83%
	85%
	88%
	90%
	

	Percentage of women and men (15-49) who had made changes in behaviour by using condoms in order to avoid AIDS
	DHS indicator
	DHS survey

(2014)
	9 % (women)

16.8% (men)
	N.A
	N.A
	13% (women21% (men)
	13% (women21% (men)
	

	 

	Human Rights Based approach indicators
	UNCP principle
	Source of Data
	Baseline
	Target 2012
	Target 2013
	Target 2014
	Target 2015
	 Risk and Assumption

	
	
	
	
	
	
	
	
	

	 

	Output 1.1
	By 2015, the Government will have increased capacity to protect human rights in the context of HIV for Most at Risk populations, in alignment with the NHS strategic objective 2.4.3; with a particular focus on men who have sex with men, transgender, sex workers and those who engage in transactional sex and their clients, people living with HIV, prisoners, people who use and/or inject drugs, women at higher risk, children, and HIV affected families with specific emphasis on young populations in those groups by:

a. Progressing initiatives to remove punitive legal measures that impact on same sex attracted people and sex workers, (NHS PA 3: SO 2.4.2)

b. Ensuring the update of the HAMP ACT and improved implementation (NHS PA 3:SO 2.4.1)

c. Progressing the reform of identified legislation (NHS PA 3: SO 2.4.2)

d. Ensuring the implementation of the Lukautim Pikinini Act 2009 in relation to children affected/infected with HIV (NHS PA 2: SO2.3)

e. Through advocacy and technical assistance, ensure the youth voice and participation in the HIV response, particularly the youth most at risk of HIV.  (NHS PA 2: SO 2.2)

	Output indicators
	National Indicator
	Source of Data
	Baseline
	Target 2012
	Target 2013
	Target 2014
	Target 2015
	Risk and Assumption 

	Criminal Code Act 1974 (Sections 120
, 123
, and 212
) Summary Offences Act 1977 (Sections 55, 56, and 57) and the HAMP Act reviewed and updated to create a more supportive and protective environment
	Covered by the NHS M&E Framework, core indicator #25 (National Composite Policy Index)
	
	0
	1
	2
	3
	3
	

	Percentage of national M&E indicators related to most at-risk populations which report an age and sex-disaggregated figure
	
	NHS Monitoring Report, Annual Surveillance Report
	30%
	40%
	60%
	80%
	100%
	

	 

	Output 1.2
	By 2015 health related HIV services are integrated with mainstream services in the following specific areas:

a. PPTCT and EPI programmes with MCH programmes (NHS PA 1: SO1.2.1; NHS PA 2: SO 2.2.3)

b. Testing and treatment services for HIV, TB and STIs (NHS PA 2: Cluster 1.1)

c. HIV and STI services with S & RH, with a particular focus on groups who currently under utilise the services (PLHIV, men, young people, transgender, sex workers), (NHS PA 2: SO 2.1.5: NHS PA 2: SO 1.1.7; NHA PA 1: SO 2.2.3)

d. HIV and STI surveillance and monitoring into the National Disease Surveillance programme (NHS PA 3: SP 1)

e. The provision of HIV commodities is integrated into the procurement and supply systems, incorporating condom programming and condom social marketing as an integral part of commodity management. (NHS PA 1: 1.2.4)

f. Improve quality assurance mechanisms in HIV testing, care and treatment programmes for PLHIV with an emphasis on referral process, ensuring continuity of services, and mechanism to support adherence

	Output indicators
	National Indicator
	Source of Data
	Baseline
	Target 2012
	Target 2013
	Target 2014
	Target 2015
	Risk and Assumption 

	Number of health care facilities providing ANC services that offer both HIV testing and counselling for pregnant women
	NHS M&E Framework, additional indicator #36
	UA Report
	45 (2009)
	120
	250
	400
	664
	

	Percentage of pregnant women attending ANC services testing for Syphilis (STI)
	Universal Access F1
	NHIS
	12% (2009)
	20%
	50%
	60%
	70%
	

	Percentage of TB clients who had an HIV test result recorded in the TB register
	NHS M&E Framework, core indicator #14
	NHIS
	5% (2009)
	12
	14
	17
	23
	

	Percentage of STI clients who received HIV test and know their results 
	NHS M&E Framework, core indicator #15 
	NHIS
	12% (2010)
	30%
	50%
	70%
	80%
	

	Percentage of health facilities that offer paediatric ART (that is, prescribe and/or provide clinical follow-up)
	NHS M&E Framework, core indicator #32
	NHIS
	3% (2009)
	7%
	10%
	15%
	20%
	

	Percentage of ART services that are linked to HBC and other family and community support services
	NHS M&E Framework, core indicator #35
	NHIS
	To be determined
	50%
	60%
	70%
	80%
	

	Number of ART centres implementing HIVQUAL Programmes
	-
	NHIS
	8
	12
	16
	20
	24
	

	Percentage of health care facilities delivering ART services that report stock out of test in the last 12 months
	NHS M&E Framework, additional indicator #37
	NHIS
	2%
	1%
	1%
	0%
	0
	

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Output 1.3
	By 2015 national partners have the capacity to collect, manage, analyse, disseminate and use strategic information (NHS Goal 1) to guide the response with particular focus on:
a. Improving the systems in place to collect, communicate and utilise evidence to target prevention, treatment and protection programmes to the groups most at risk (including emerging groups) and to provinces/centres with high prevalence, (NHS PA 1: SO 2.4.1; NHA PA 3: SO 1.1 – 1.5)

b. Ensuring that the GoPNG HIV national and global reporting is timely and accurate.

	Output indicators
	National Indicator
	Source of Data
	Baseline
	Target 2012
	Target 2013
	Target 2014
	Target 2015
	Risk and Assumption 

	Annual surveillance reports are produced (at national and provincial levels) with a clear section on target groups based on available evidence
	
	Annual Surveillance Reports
	1 National
0 Provincial
	1 National
2 Provincial
	1 National
4 Provincial
	1 National
7 Provincial
	1 National
10 Provincial
	

	Percentage of indicators reported as achieved in the PNG Report on UNGASS and UA monitoring reports (or other reports replacing them) through data collected from routine M&E and surveillance reports
	
	UA and UNGASS Reports
	40%
	50%
	60%
	70%
	80%
	

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Output 1.4
	By 2015, coordination, partnership and leadership mechanisms needed to achieve the NHS are supported and facilitated with specific focus on:

a. Integrating risk management best practice into all capacity building initiatives for leadership and organisations amongst the most–at-risk groups (NHS PA 3: SO 2.1.8, 2.2.1, 2.3.3, 2.5.5)

b. Reducing the duplication of capacity development programmes provided for leaders and organisations in most-at-risk groups (NHS as above),

c. Supporting the principle of increased provincial engagement in the PNG response particularly with those provinces with less local leadership. (NHS PA 3: SO 3.1.2 & 3.2)
d. Convening and facilitation of Rural Community Engagement through CCE-CC partnering DFCD & NACS.

	Output indicators
	National Indicator
	Source of Data
	Baseline
	Target 2012
	Target 2013
	Target 2014
	Target 2015
	Risk and Assumption 

	Percentage of provinces allocating funds for HIV activities out of their provincial development fund budgets 
	
	Provincial Reports
	13%
	26%
	40
	50%
	60%
	

	Percentage of provinces integrating HIV within their sectoral programmes such as education, transport, industry and mining, tourism, agriculture, etc as well their workplaces
	
	Provincial Reports
	10%
	25%
	30%
	40%
	50%
	


3.4  
Narrative for each Outcome




Outcome:

By 2015, the UN will have assisted the government in strengthening national capacity in delivering on the goals and strategic priorities of the National HIV and AIDS Strategy 

Narrative:

The JUNTA noted that the need to prioritise Outcomes to one or two per task team enabled a direct alignment with the NHS. The JUNTA then used the Comparative Advantage process to:

a) Remove any outputs that may have included programme delivery, actual or apparent leadership/ownership of the programme, provision of resources beyond technical assistance, where the activity was better placed with another partner in PNG or was a better ‘fit’ within another Task team’s core focus.

b) Remove any outputs that may have been within the scope of the capacity and skills of the JUNTA but were not achievable in the next 4 years.

c) Focus on the activities that were within the JUNTA’s capacity, skill set and expertise. These were identified as: Promoting, advocating and influencing, convening and coordinating, and facilitating improved access and mobilisation of resources and technical assistance.

d) Identify where the UN’s value of neutrality and the capacity of the JUNTA could offer unique advantage to support progress on the NHS by 2015.

As the one Outcome for the JUNTA’s four year Strategic Plan needed another layer of detail to best frame and focus the Annual Work Plans, four Outputs were developed. These were based on the unique activities and the area of focus that places the UN as having a comparative advantage in the HIV global, regional and national HIV response. The outputs are each aligned with components of the NHS.
Engaging leadership at all levels and putting HIV high at the national development agenda is crucial for ensuring achievement of the NHS targets and will be an integral and important part of all the UN support to the national HIV and AIDS response in PNG.
3.5 
Financial arrangements and Budgets






Core to the financial arrangements and Budgets for the next 4 years will be the Getting to Zero Strategy 2011 – 2015 focus on Zero Waste, Zero Incoherence and Zero Duplication. This will include:

· Reducing, where within the JUNTA’s control, the transaction costs of the Government of Papua New Guinea,

· Improving the integration of the Individual UN organisation’s financial systems with the system of the One Fund for HIV in PNG,
· Producing clear gains on zero waste, zero incoherence and zero duplication for the JUNTA.

The Annual Work Plan for the JUNTAs implementation of the Strategic Plan for HIV and AIDS 2012 – 2015 will include well-considered annual budgets that will be closely monitored through the M&E process in place. Revenue will be provided by the individual UN organisations in the JUNTA. The GFATM (Round 10), ADB and AusAID have been identified as potential partners for specific projects in the Strategic Plan’s five Outputs.


An estimation cost of the delivering the result matrix outputs and outcomes by UN in Papua New Guinea in the life span of the UN Country Programme is as follows.
	
	2012
	2013
	2014
	2015
	Total

	Intermediate Outcome
	$6,995,000
	$6,995,000
	$6,735,000
	$6,735,000
	$27,400,000

	Output 1.1
	$2,400,000
	$2,400,000
	$2,400,000
	2,400,000
	$9,600,000

	Output 1.2
	$1,720,000
	$1,720,000
	$1,610,000
	$1,610,000
	$6,660,000

	Output 1.3
	$1,425,000
	$1,425,000
	$1,275,000
	$1,275,000
	$5,400,000

	Output 1.4
	$1,450,000
	$1,450,000
	$1,450,000
	$1,450,000
	$5,800,000


3.6  
Programme Monitoring and Evaluation





The M&E of the UN programme will fully acknowledge the NHS Monitoring and Evaluation Framework as part of the NHS and will be based on the current M&E Framework when it comes to setting indicators or collecting data through partner and implementing organisations. Following on from the advice of the IRG on HIV/AIDS 2010
 only a handful of the national indictors have been selected as the “high-level” indicators for monitoring the JUNTA programme under the Strategic Plan 2012 – 2015, to make sure focus is maintained on the most essential outputs where UN has a clear comparative advantage over other development partners. 

For monitoring of the UN deliverables and specific UN agencies’ activities, they will be, to the extent possible, in line with the NHS Implementation Framework and other detailed plans to come, to make sure that they use the same M&E frameworks and data collection tools and mechanisms as the NHS and/or sectoral plans.
For the M&E of the national response and the UN strategic plan to be conscious of gender- and age-specific gaps in coverage and response as well as specific needs of gender and age groups, it is crucial for all the population and behaviour related indicators to be disaggregated by sex and age groups.
3.7  
Management Arrangements






The Implementation of the Outcome (1) and the Outputs (5) will be overseen and guided by the Annual Work Plan Steering Committee (AWP SC). The Steering Committee(s) will consist of the Department of Health, the National AIDS Council Secretariat, relevant UN Agencies, civil society representatives and development partners contributing funds for the implementation of the work plan or selected components. However, the AWP SC will ensure that the overall number of representatives is limited to key stakeholders to ensure that the committee is manageable. The SC will meet four (4) times per year for purposes of reviewing progress and approving the next quarter’s activities and funds.
� Papua New Guinea National HIV and AIDS Strategy 2011-2015: Executive Summary page 1


� Papua New Guinea National HIV and AIDS Strategy 2011-2015: Executive Summary page 1


� The 2009 STIm HIV and AIDS Annual Surveillance Report: National Department of Health STI, HIV and AIDS Surveillance Unit: Published October 2010. Page 12.
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� IRG on HIV/AIDS: Report 2010. Page. 10


� NDOH and NACS 2007. The 2007 Estimation Report on the HIV epidemic in Papua New Guinea, Port Moresby, NDOH


� The 2009 STI, HIV and AIDS Annual Surveillance Report. Page 57.


� IMR study among sex workers in NCD 


� National AIDS Council Secretariat, UNGASS 2010, Country Progress Report, Papua New Guinea


�The National HIV/AIDS Strategic Plan 2011 – 2015. Page 19.


� Turningn the Tide; Pacific AIDS Commission 2009.


� NHS p46
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