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Abdallah Musobya Kiganda, 
Chief Administrative Officer,

Gulu District Local Government,

P.O.Box 2, Gulu.

Forward

Gulu is an old District that existed since the colonial times but unfortunately went through all the stages of the twenty (20) years of insurgency, which brought more than 80% of its population to live in Internally Displaced People’s camps (IDPs). The camp situation was characterized by general social breakdown, drunkardness, rape, defilement, abductions, idleness and poverty in general, was the major driver of the HIV/AIDS epidemic. At the moment, these populations have finally returned to their original homes and villages although there are still some pockets of EVIs languishing in camps and it is believe that the risk to infection would now drop down but yet the biggest challenge could be retention of our client who is already on ARV drug. Gulu, a district in northern Uganda, has an HIV/AIDS prevalence rate of 12.9%
 which is still very high thus a call for concerted efforts to fully reduce it.

The indelible mark left by the HIV/AIDS scourge in Gulu during this insurgency time is well known and cannot be over emphasized. 

HIV/AIDS is still extremely high among the district agenda priorities and through the multi sect oral approach, it is believed that all the sectors within the local government will have to mainstream and scale-up HIV/AIDS progammes in their respective sectors. Gulu district local government through the office of the District Chairperson is committed to provide the overall leadership and strengthen coordination and management of the district response, monitor and track the utilization of all resources to ensure effective HIV/AIDS district response.

This therefore calls for a comprehensive approach to HIV/AIDS care and support, which should be across the continuum. Different stages of the infection have been tackled from the various settings and by various stakeholders depending on their capacity and focus.

Basing on the situation above, Gulu  District has developed a three year HIV/AIDS Strategic plan for the period 2009/10 – 2011/12 to provide guidance to all implementers at all levels, to design and implement effective interventions using a concerted multi sectoral approach. 

The strategic plan shall actually be reference points for all the stakeholders in the field of HIV/AIDS and as such provide for a coordinated approach for the delivery of HIV/AIDS care and support services in the district. It is my appeal that all stakeholders will be aboard by this plan.

It is therefore my sincere hope that with rejuvenated commitment we can effectively control further spread of new cases of HIV infection by redirecting our efforts to suit the return process.              

Norbert Mao,

District Chairperson,

Gulu District Local Government

Preface

Gulu district strategic plan for HIV/AIDS is a tool for coordinating the district response on the basis of efforts and experiences of the District HIV/AIDS Committee (DAC), District HIV/AIDS Task force (DAT), Civil Society Organization (CSOs) members, and all sector working groups. Gulu District strategic plan considers priorities under four thematic areas namely: prevention, care and treatment, support services and system strengthening. It will also help in strengthening the mechanisms for effective services delivery through support supervision, increasing access to HIV/AIDS services and improved livelihood for people living with HIV/ AIDS. Above all efforts should be geared towards reducing the new rate of infection in the community. 

The district strategic plan aims to achieve its goal and objectives by 2012 by opertaionalizing the annual district work plan with transparency and accountability.

This Plan was made through a wider consultation with various stakeholders for the purpose of harmonization and full inclusion of all the implementing Partners of HIV/AIDs in the District.

Luwa John Charles
HIV/AIDS Focal Person,
Gulu District Local Government
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EXECUTIVE SUMMARY 

HIV/AIDS and its adverse effects continue to give serious threats to development in Gulu. The HIV prevalence rate in Gulu is estimated at 12.9% against national coverage of 6.4% .Due to the high prevalence rates in the District, Uganda AIDS commission is very timely in emphasizing the 3 ones principle where all stakeholders operating in one region should rely on one:- comprehensive plan, coordinating framework, and monitoring and evaluation framework for improved service delivery as a whole. As a result the district then complementarily developed strategic plan through participatory Planning methodologies as a response mechanism to curve down this rate. 
Currently, Gulu District has a total number of over 80 CSOs that are fully involved in HIV/AIDS activities implementation. The HIV/AIDs Strategic Plan for the period 2009/10-2012/13 has been developed to provide guidance to all HIV/AIDS interventions in the District and to further facilitate assignment of responsibilities, encouragement appropriate HIV/AIDS responses and promotion of ownership and sustainability of HIV/AIDS interventions as a whole. It will provide a mechanism for general coordination and harmonization of planning for, monitoring and evaluation of HIV/AIDS activities. It will also provide strategic direction to all the stakeholders and act as a useful tool for mobilization of resources for HIV/AIDS interventions.

The vision of Gulu District Strategic Plan 
is mainly to provide a comprehensive HIV/AIDS response resulting into sustainable reduction of HIV prevalence and improved access to quality service delivery with a focus on prevention, care and support leading to improved social economic welfare of the people of Gulu.

The mission statement is to provide universal access through Human Rights observation to HIV/AIDS prevention, care, treatment and social support by 2013. 

The overall goals are to ensure a comprehensive approach in HIV/AIDS response in Gulu district through:

· Improved access to quality HIV/AIDS prevention, care and treatment services

· Improved competence and quality of HIV/AIDS prevention, care and treatment service provision

· Increased awareness and commitment to HIV/AIDS response

The anticipated outcome of the plan for the next 3 years is to reduce new infections, prevent mother to child transmissions, and facilitate universal access to essential services. The critical emphasis is to integrate the continuum of HIV prevention, care and treatment, and social support services, and reverse the trend in the number of people living with HIV/ AIDs. In addition the plan aims to consolidate and scale up access to ART, adolescent and pediatric HIV/AIDS care, while providing the much improved social support to reduce the socio-economic impacts of the epidemic and reduce vulnerability to HIV infection. The estimated cost of the plan is about 5 billion Uganda shillings only for the period of 3 years.

The overall estimated cost of this 3 year strategic is .........UGX out of this prevention activities is projected to cost ..........UGX, Care, treatment and social support is estimated at .......... while systems strengthening is projected at ...........UGX. 
INTRODUCTION
1. Background

Uganda was among the first countries to identify HIV/AIDS disease as early as 1982 in Rakai District but until 1986 there was no structured response to the AIDS epidemic, partly due to lack of knowledge about the new epidemic, and possibly as a result of the unstable socio-political situation in the country at that time.

 Gulu District has as well suffered a lot from HIV/AIDS epidemic since then, and is now in her third decade leaving with the disease which was even more nuanced due to the insurgency that lasted over 20 years. It is estimated that over 46,105 people are infected with HIV district wide. The prevalence of HIV is at 16% among the antenatal attendees and 12.9% in the general population of the District as of December 2009. The Uganda HIV/AIDS Behavioral Sero-Survey, 2007-08 data disaggregated by the gender and age shows a high prevalence among the adults of 25-49 of years and the lowest in the 15-19 years age group (3.8% for female and 1.9% for males.), nonetheless, few male actually go for testing and for those who undergo such test, collecting their results is still a big problem in our society. In all age groups (with exception of 50- 59) women are more vulnerable and most prone to HIV infection. 

The epidemic has created far reaching impact on Uganda’s developments efforts and putting a strain on available resources that would be used in meeting the millennium development goals.

Uganda, one of the 189 United Nations member states, pledged to halt and reverse the spread of HIV/AIDS by 2015 as one of the millennium development goals. The country has made substantial progress towards achieving the MDGs on HIV/ AIDS. 
It is still worth noting that Gulu district has one of the highest HIV prevalence in Uganda standing at 12.9% according to the HMIS data 2009 and Uganda HIV/AIDS Behavioral Sero-Survey 2008-09.This was magnified by the long term insurgency for over 20 years resulting into general breakdown of the normal social fabric as a consequence of mass population displacement. Internally displaced populations (IDPs) were forced to live in IDP camps with lack of basic services with more that 70% leaving below the poverty line by UN standard of at least spending 2 $ a day.  The living condition consequently led to IDPs greater exposure to sexual harassment and gender based violence (SGBV), at the household levels. But with the return of the population, we hope to build back the social fabric that shall help to reduce new HIV infection among our most vulnerable population. 

2.  Purpose/ Justification for the District HIV/AIDS Strategic Plan 

This strategic plan has been developed in line with the Gulu District Development Plan FY 2009/10-2011/12, the National Strategic Plan 2007/8-2011/12 (NSP), National Priority Action Plan 2008/09-2009/10 and the National Development Plan. The purpose of the strategic plan is as follows:   

· Mobilize the participation and commitment of key stakeholders for a coordinated response of priority intervention in line with the National Strategic Plan on HIV/AIDS (07/08-2011/12), National Priority Action Plan (08/09-09/10) and Performance Measurement and Management Plan (07/08-2011/12.
· To promote ownership and enhance capacity of the district to plan, implement and monitor and evaluate interventions 

· Serve as a mechanism for mobilization of resources to support the plan and other development programs for efficient and effective utilization of existing capacity as available resources

1.2.1 Vision

A comprehensive district HIV/AIDS response resulting into sustained reduction of HIV infection and improved access to quality services, prevention, care, support leading to improved social economic welfare of the people of Gulu 

1.2.2 Mission statement

To provide universal access with due respect to Human rights to HIV/AIDS prevention, care, treatment and social support by 2012. 

1.2.3 Overall Goals

To ensure a comprehensive approach in HIV/AIDS response in Gulu district through:

· Improved access to quality HIV/AIDS prevention, care and treatment services

· Improved competence and quality of HIV/AIDS prevention, care and treatment services provision

· Increased awareness and commitment to HIV/AIDS response by leaders 

2 Development of the district strategic HIV/AIDS plan 

The Gulu district strategic HIV/AIDS plan was developed through a consultative process involving key stakeholders including civil society organizations including PHAs, members of the private sector and civil servants from sub-county and district level.  The process of development met the guidelines provided by Uganda AIDS Commission (UAC) and was facilitated by a member of the Regional Facilitator from Uganda AIDS Commission (UAC) with technical and financial support from NUMAT.

A pre-planning consultative workshop was conducted at district level with participants drawn from all sectors of the local government. We want to recognize the contribution of the National facilitators in the dissemination process that kicked started the preparation of the Strategic Plan. Key issues were highlighted here namely:-basic concepts in any strategic plan formulation, indebt of a situational analysis and response analysis including reports, log-frame development, monitoring an evaluation plans.  A detailed strengths, weakness; opportunity and threats (SWOT) analysis of core activities were conducted, in order to compile baseline information for designing effective programme interventions in the strategic plan. 

A draft of the Strategic Plan is to be presented to stakeholders for review, at which time final adjustments could come up.  The financial support in the process of development of the Strategic Plan is to be facilitated by Northern Uganda Malaria AIDS Tuberculosis Programme (NUMAT).
3. Map of Gulu District showing Sub county Boundaries
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Administrative Units and Population Data

Administratively, the District is divided into two counties of Aswa and Omoro and one Municipal council.  The District is further divided into eleven Sub-counties, four Divisions with a total of 69 Parishes. By 2009 the projected population of Gulu is now 357,400 with 175,500 male and 181,900 female respectively. 

Currently the District is undergoing return process and over 80% (285,920) of the formally displaced population is now resettling in their original homes. Revalidation exercises showed that there were more people (473,000) people residing in the District but this is explained by the fact that people from our neighboring District as well immigrated to the District. Gulu has an annual population growth rate of 2.9% compared to the national population growth rate of 3.3%. Just like at the national level, the high population growth rate also constrains the District’s capacity to effectively deliver services. It exerts a lot of pressure on the available social services and natural resources too, negatively affecting the productivity of the population leading to remarkable Poverty situation at all levels.

Life expectancy in Gulu district is 38.5 and 43.5 years at birth, for men and women respectively, compared to national average of 42 years.  Infant mortality rate is 123/1000; child mortality is 88/1000, compared to national averages of 76/1000 and 67/1000 respectively (UDHS: 2006).
3 Table 1.1: Population distribution by counties and sub-counties/divisions by sex

	
	
	Population as of 2002
	Population projection as of June 2009

	County
	Sub-County
	Male
	Female
	Total
	Male
	Female
	Total

	ASWA
	Awach
	5,367
	5,793
	11,160
	     6,400
	6,900
	13,300 

	
	Bungatira
	11,188
	11,725
	22,913
	  13,300
	14,200 
	   27,500 

	
	Paicho
	12,255
	12,621
	24,876
	   14,700 
	   15,100 
	   29,800 

	
	Palaro
	3,387
	3,222
	6,609
	     4,100 
	     3,900 
	     8,000

	
	Patiko
	3,915
	4,434
	8,349
	     4,700 
	    5,300 
	     10,000

	
	Sub-Total
	36,112
	37,795
	73,907
	   43,200
	   45,400
	   88,600

	MUNICIPALITY
	Bar-dege
	18,702
	17,955
	36,657
	   22,400
	  21,500 
	   43,900 

	
	Laroo
	10,380
	10,834
	21,214
	   12,400 
	   13,000 
	   25,400 

	
	Layibi
	12,516
	12,910
	25,426
	   15,000 
	   15,500 
	   30,500

	
	Pece
	17,425
	18,708
	36,133
	   20,800 
	   22,400 
	   43,200 

	
	Sub-Total
	59,023
	60,407
	119,430
	   70,600 
	   72,400 
	 143,000 

	OMORO
	Bobi
	8,375
	8,345
	16,720
	     10,000 
	     10,000 
	   20,000 

	
	Koro
	8,886
	9,265
	18,151
	   10,600
	   11,100 
	   21,700 

	
	Lakwana
	6,431
	6,957
	13,388
	     7,700 
	     8,300 
	   16,000 

	
	Lalogi
	8,849
	9,467
	18,316
	   10,600
	   11300 
	   21,900

	
	Odek
	11,908
	12,347
	24,255
	   14,200 
	   14,800 
	   29,000

	
	Ongako
	7,166
	7,194
	14,360
	     8,600 
	     8,600
	   17,200

	
	Sub-Total
	51,615
	53,575
	105,190
	   61,700
	   64,100 
	 125,8000 

	Gulu District Total
	146,750
	151,777
	298,527
	175,500
	181,900
	357,400


Source: Gulu District Planning Unit & UBOS
6.   Education

 Gulu has an overall literacy rate of 66.7% with 58.7% men against 41% of women who are literate.  With the introduction of UPE the total enrolment is 65,545 (rural primary schools and 36,629 for Gulu Municipality: Source: EMIS 2009. The government’s effort to introduce UPE and USE is geared towards improving the literacy levels. With improved literacy rates people will be able to read and write meaningfully thus increasing their access to information on; hygiene, sanitation, reproductive health and modern agricultural practices, among others. This will improve the livelihood of the people who were used to camp life and depending purely on hand outs. Realizing that Illiteracy does not only affect the Youth, the District is very much committed in encouraging adult literacy program that was introduced by the Government. There is still very high dropout rate in the district and this is actually affecting the quality of Education and as well leading to low income and low standard of living. Most of our children fall out of school after primary seven where the completion rate is 49% (Boys) and 28% (Girls).

A few youths from the District access skills training institutions, however, many are being encouraged to go to Labora Youth Training Center where they can acquire skills of different calibers that shall act as a special gear to transform our communities. In order to sustain development, however, the District needs to invest heavily in Education to build its Human resource base.

7.1 Health indicators

The health situation in Gulu District still falls below National Standard, largely due to the hard living conditions in the re-settlement areas (original villages) and the biting poverty due to prolonged conflicts. Most of the diseases are preventable and are associated with poor environmental sanitation and hygiene in the communities and at household level as indicated in the tables below:
Table: Mortality rate in Children and Adults in 2007/8 and 2008/9 
	2007/2008
	2008/2009

	S/No
	Under 5 yrs
	%
	Above 5 yrs
	%
	Under 5 yrs
	%
	Above 5 yrs
	%

	1
	Pneumonia
	16.2
	HIV/AIDS
	32.7
	Malaria
	25.0
	AIDS
	28.4

	2
	Malnutrition
	14.7
	TB
	9.7
	Anaemia
	19.6
	TB
	16.5

	3
	Malaria
	14.3
	Pneumonia
	5.7
	Pneumonia
	15.4
	Pneumonia
	9.8

	4
	Aneamia
	10.1
	Malaria
	4.1
	Malnutrition
	11.3
	Anaemia
	5.9

	5
	HIV/AIDS
	7.2
	Septiceamia
	3.2
	Diarrhoea
	6.3
	Cardiovascular
	5.2

	6
	Diarrhoea
	6.1
	Aneamia
	3.1
	AIDS
	5.6
	Malaria
	4.7

	7
	Septiceamia
	5.6
	Truama
	3.0
	RTI
	3.0
	Injury
	4.5

	8
	RTI not Pneumonia
	2.3
	Meningitis
	2.6
	Septicaemia
	2.6
	Diarrhoea
	2.7

	9
	TB
	2.0
	Cardiovascular disease
	2.4
	TB
	1.7
	Hypertension
	2.6

	10
	Meningitis
	1.9
	Diarrhoea
	1.8
	Cardiovascular
	1.1
	Septicaemia
	0.7

	11
	Others
	19.6
	Others
	30.4
	Others
	7.7
	Others
	16.9


Source: HMIS DATA 2009

Table: Trends of Service Provision Indicators in Gulu District

	Indicator
	2007/2008
	2008/9
	2009/10

	OPD/capita
	2.1
	2.25
	2.3

	DPT cover %
	104
	98.8
	102

	% Delivery in HU
	63
	69
	70

	HIV prevalence (ANC-Programme)
	12
	14.4
	13.1

	% Staff filled
	25
	60
	60

	Health units functional
	48
	52
	54


Source: HMIS DATA-2009/10
The current staffing level in the sector stands at 60% compared to 25% in 2007/8                              This is attributed to the massive recruitment of about 150 health staffs though not all assumed their duties especially midwives and Lab technicians. With the exception of Clinical Officers, all other cadres are still understaffed. This still has an adverse effect on quality of care provided to reduce maternal and child mortality, and also combat HIV/AIDs, Malaria, and other diseases.
7.2   LEADING ACTORS IN THE DISTRICT DEVELOPMENT PROCESS

The under listed are our development partners: UNFPA, UNICEF, WHO, WFP, Comboni Samaritans of Gulu, ACORD, ARC, Save the Children in Uganda, TASO, Health Alert-Uganda, Gulu Youth Centre, NACWOLA,  Norwegian Refugee Council, War Child Holland, World Vision, Marie Stopes Uganda, CARE, CRS, Gulu NGO Forum, Uganda Red Cross Society, JCRC, MAP International, Association Voluntary Per Servizio International (AVSI), CARITAS International, SPEAR, World Vision, Gulu Disable Union, Reproductive Health Uganda (RHU), Dyere Tek Organization, Waloko Kwo Support Organization, AMREF, 
8.0 DISTRICT HIV/AIDS SITUATION ANALYSIS
8.0      Background:

More than two decades of insurgency due to LRA rebel activities caused massive displacement of more than 80% of the population into IDP camps between 1986 and 2006. The squalid conditions of living in concentrated camps have increased vulnerability and risk to HIV spread. The HIV prevalence & incidence rates have been stagnating and on the verge of increasing as indicated in the trends outlined in the tables below.
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According to PMTCT programme in 2009, HIV prevalence rate among pregnant mothers were as indicated in the graph below.

[image: image3.emf]Table: HIV Prevalence (ANC) by HSD (HMIS-2009)

6.1

8.1

16

22.1

0

5

10

15

20

25

ASWA OMORO GMC GULU

HSD

Percentage


Factors Leading to New HIV Infections

A general complacency or ‘AIDS-fatigue’; ARV drugs have changed the perception of AIDS from a death sentence to a treatable and manageable disease. This may have reduced the fear surrounding HIV, and in turn have led to an increase in risky sexual behavior; Moral decay and breakage in cultural norms due long period of insurgency; Sexually active part of the population consider HIV/AIDS as no longer an immediate threats of death or illness; Mother to Child transmission; Inconsistent or no condom use; Alcohol/drug abuse before sex; Concurrent STIs makes one susceptible to HIV infection; HIV discordance and non-disclosure in a sexual relationships; Poverty is the leading economic driver of HIV/AIDS; Lack of focus on programs for married and cohabiting couples; Inadequate programs for the protection of rape and domestic violence victims; Inadequate legislative and policy framework to ensure reduction of HIV vulnerability; Inadequate focus on programs that emphasize prevention for positives and Failure to operationalise HIV workplace policy among others. 
Effects/Impacts in Gulu
HIV has hit the traditional labor intensive agricultural systems, contributing to HH poverty; Crisis of rising HIV/AIDS orphans; Basic services are not continuously accessible in the return sites due to increasing needs; Increasing AIDS death toll; Rising medical expenditures and care for the PHA due to new infections; Poor income status of our population and limited productive activities have had a direct bearing on the high HIV/AIDS infection rate in the district and Reduced life expectancy of the people of Gulu. 

8.1    AIDS in the context of policy development

The HIV/AIDS issues cut across all sectors, each and every sections of society and therefore require to be addressed carefully within the various relevant policy frameworks and context. 

Heads of the United Nations (UN) member states committed to the implementation of the resolutions entailed in the UNGASS/AIDS Declaration of June 2001. The Declaration highlights issues of leadership, programme management, resource mobilization, protection of human rights and access to services in responding to the epidemic at national, regional and global levels. This policy framework is build on the:

· Millennium Development Goals

All 189 UN Member States pledged to halt and reverse the spread of HIV by 2015, as one of the eight Millennium Development Goals (MDG).
· AIDS and Human Rights

The UN International Guidelines on AIDS and Human Rights outline and principles that underlie positive responses to the epidemic and provide guidance on action oriented measures for protecting the rights of people the policy is objectively formulated to encourage right-based response to the epidemic at all levels.

· The constitution (1995)

The constitution of the Republic of Uganda (1995) provides for many issues that guide and influence the management of national response to AIDS, particularly in areas of roles and mandates of government structures at various levels, protection of rights of citizens and provision of social and economic services. 

· Vision 2025 and the National Development Plan
Vision 2025 is a long-term development projection for the country. The National Development Plan (NDP) is a medium term national development framework that draws its inspiration and objectives from vision 2025. Since Uganda declared AIDS a threat to national development, efforts have been made to mainstream AIDS in the NDP and other related development strategies to highlights the multi-sectoral nature of the epidemic and its relationship to poverty as important aspects of the national development policy.

8.2   Prevention

HIV/AIDs continue to pose serious threat to socio economic development in Gulu. The epidemic in Gulu continues to affect the sexually active and unfortunately economically productive categories of the population with a marked peak reported among those aged 15-54 years. The general prevalence from HCT sites indicates an estimate of 12.9% which is likely to increase up to 14% by June 2010. The vast majority of new HIV infections in our community are attributed to heterosexual contact with an infected person, mothers to child transmission and smaller percentage through other means (Blood contact, sharp instruments to mention but a few). 

Varying circumstances, including proximate factors such as: early initiation of sexual activities, universal sexual activities, sexual abuse and violence, sexual exploitation, multiple sexual partnering, practice of unprotected sex, extramarital sex, HIV discordance, inadequate focus on programme that emphasize prevention for positives, inadequate focus on gender while designing program are among the various reasons for the high rate of HIV/AIDs in Gulu District. There is therefore great need to develop an integrated approach to this effect.

8.3     HIV/AIDS Risk Perception and Misconceptions

LQAS by GDLG in 2006 indicated that 41.7% of the men, 32.9% of the women and 18.6% of the youth are at a total risk to infection. This low level of risk perception implies that the knowledge has not been transformed into practice. Secondly low risk perception does not promote behavioral change in the desired direction. According to the LQAS survey carried out by GDLG in the financial year 2005/06, about 60 of men (15-54 years), 30 of women (14-49 years) and 45% of young people were able to reject all misconceptions about HIV/ AIDS. This still impacts a lot on the change of attitudes towards HIV/AIDS prevention strategy and targeting men.
8.4    Prevention of Mother To Child Transmission of HIV (PMTCT)

PMTCT is a major strategy of the District to reduce Mother to Child HIV Transmission (MTCT) in children. The service implementation is fully established in all the 4 hospitals, 2 Health Centre IVs, 13 Health Centre IIIs and 4 Health Centre IIs in the district. The district has plans to scale it to the remaining Health Centre IIIs and some few Health Centre IIs by 2012. The table below indicates the level of PMTCT coverage in the district as of December 31st 2009.
Table: Functional PMTCT Static Sites as of December 2009

	No 
	PMTCT sites
	Category
	Ownership 
	Location

	1. 
	Gulu Regional Referral Hospital
	Hospital
	Government 
	Laroo

	2. 
	St. Mary’s  Lacor 
	Hospital
	NGO (Not for Profit)
	Bardege

	3. 
	Gulu Independent 
	Hospital
	NGO
	Bardege

	4. 
	UPDF 4th DIV 
	Hospital
	Government
	Bardege

	5. 
	Awach Health Centre 
	HC IV
	Government 
	Awach

	6. 
	Lalogi Health Centre 
	HC IV
	Government 
	Lalogi

	7. 
	Ongako
	HC III
	Government 
	Ongako

	8. 
	Bobi
	HC III
	Government 
	Bobi

	9. 
	Lapainat
	HC III
	Government 
	Koro

	10. 
	Opit
	HC III
	NGO (Not for Profit)
	Lakwana

	11. 
	Pabwo
	HC III
	Government
	Bungatira

	12. 
	Patiko
	HC III
	Government
	Patiko

	13. 
	Labworomor
	HC III
	Government
	Palaro

	14. 
	Cwero
	HC III
	Government
	Paicho

	15. 
	Layibi
	HC III
	Government
	Layibi

	16. 
	Bar-Dege
	HC III
	Government
	Bar-Dege

	17. 
	Aywee
	HC III
	Government
	Pece

	18. 
	Kal-Ali
	HC II
	Government
	Paicho

	19. 
	Awor
	HC II
	Government
	Lakwana

	20. 
	Lugore
	HC II
	Government
	Palaro

	21. 
	Coo-Pe
	HC II
	Government
	Bungatira

	
	


Since 2005, 152,102 pregnant women attending ANC’s received improved services in Gulu district. A total of 91190 women got tested, which is 60% and 39.2% of the pregnant mothers who were HIV+ received ARVs for prophylaxis. The overall HIV prevalence indicated an increased from 8.6% in 2005 to 16.1% in 2006, then went down to 7.9% in 2007 before again went up to 14.6% and 13.1% in 2008 and 2009 respectively. The overall picture of the phenomenon is as indicated in the table below. 
Table: PMTCT Indicator for Gulu District from July 2005 – 2009 
	 
	2005/06
	2006/07
	2007/08
	2008/09
	2009/10

	New ANC
	31695
	32754
	31799
	27545
	28309

	Pregnant Women Tested
	4887
	12441
	25800
	24680
	23382

	Pregnant Women Positive
	418
	2009
	2033
	3608
	3063

	% of Pregnant Mothers who are HIV+
	8.6
	16.1
	7.9
	14.6
	13.1

	Mothers Given ARVs for Prophylaxis
	178
	667
	897
	1547
	1076

	Babies Born to HIV + Mothers
	151
	321
	578
	764
	815


(Source: HMIS)
Table: PMTCT Utilization in 2009/10 (Source: HMIS)
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There is a steady increase in PMTCT service utilization. The bar chart below illustrates the service output for the whole district in 2009. PMTCT ANC attendees coverage rate was 82.6%, HIV prevalence in pregnant women was 13.1%, and ARV coverage rate in HIV+ mothers was 55.3%. However male participation is still very poor and it affects the Child’s survival when it comes to feeding options and support to the mother.
· Prevention of Mother to Child Transmission of HIV (PMTCT)

Knowledge and risks of perception on MTCT

Women aged 15-49 years
	Indicators
	District Coverage
	National Coverage

	During pregnancy

	73%
	60%

	During delivery
	80%
	70%

	During breast feeding 

	32%
	50%


Source: LQAS survey carried out by GDLG in 2006
During pregnancies 73% of our mothers are actually safe compared to 60% at the National level and the gap of 27% indicates that not all our mothers go for ANC. However, for all deliveries that take place in the facilities there is not a lot of risk comparatively. It’s thus an eye opener that all deliveries should take place in the facilities so as to avoid risk to the new born. However there is limited period of breast feeding to the new born babies especially to the affected mothers and in most cases these children are not even breast fed at all.

8.5  Behavioral Change Indicators (Testing Knowledge, Attitude and Practice, HIV Counseling and Testing (HCT) , Sexually Transmitted Diseases, PMTCT and Condom Utilization)

The HCT is one of the core strategy adopted by GDLG to reduce HIV transmission in the community. Individuals who know where to get an HIV test is only 81% while, the number of people who actually access the service and has taken the HIV services is still about 54%. Pregnant women who attended ANC at least 4 times are only about 48%. Deliveries attended by qualified staff stood at 64%. Pregnant women attending PMTCT 76% (data source: analysis of LQAS survey 2005/06).
The consistent condom usage among women is at 30%, young people 27% and men 45%. Moreover, the age at first sexual debut in Gulu is as low as 14 years (data source: analysis of LQAS survey 2005/06).

8.6 HIV/AIDS and Young people

The UPHOLD LQAS 2005/06 study conducted in GDLG that interviewed young people 15-24 years shows these results: Ever used condom 50%, use of condom first time had sex 45%, consistent use of condom 25%, last time in sex used condom 25%, knowledge of correct use of condom 35% and sex with non-regular partner within the last 12 months 60%.

8.6  Positive Living with HIV/ AIDS

According to LQAS findings (2005/06), 55% of PHAs knew at least two ways to prevent the sexual transmission of HIV, 54% of the PHAs were found to be living positively with HIV and 46% had adopted at least two positive living practices.

9.0 Mitigation of the Health and Social Economic Impact of HIV/AIDS 

9.1 HIV/AIDS and the health sector impact
The Health sector has all along played a leading role in the district in the fight against HIV/AIDS. Nearly over 80% of HIV/AIDS interventions are implemented by the Health sector. It is particularly responsible for provision of quality treatment, care and support for infected individuals. Therefore HIV/AIDS is regarded as a major component of the minimum Health Care Package. 

Table: Health units in the district involved in HIV/AIDS implementation

	Category 
	Government Owned
	NGO/FBO
	Total

	Hospitals
	2
	2
	4

	Health Centre IV
	2
	0
	2

	Health Centre III
	13
	1
	14

	Health Centre II
	33
	0
	33

	Totals
	31
	3
	45


Table: Service Demand under Health Sector Component 

	No
	Service demand 
	Target population

	1
	Cotrimoxazole prophylaxis
	48,300

	2
	Treatment of opportunistic infections 
	48,300

	3
	Anti –Retro-Viral Therapy (ART)
	4,800

	4
	Community Home Based Care (medical)
	4,800

	5
	Palliative Care
	4,800

	6
	TB-CB- DOTs
	1,014 

	7
	TB-HIV Collaboration
	24,100 

	8
	Paediatric HIV/AIDS care
	12,000 


Mitigating the Health effects of HIV/AIDS is a very important component of care and support to the infected individuals. It contributes towards improving the quality of lives of PHAs. In Gulu District it is one of the major interventions being implemented by the Health sector. The major elements include; provision of septrine prophylaxis, Treatment and management of opportunistic infections, provision of ARV, paediatric HIV/AIDS care, TB-HIV collaboration, and medical home based care and palliative care. The levels of care are determined by the capacity of the various health facilities in the district and highly dependent on the human resource for health. It is however important to note that, the biggest challenges affecting the quality of service delivery to the infected individuals in the district is relating to human resource. 

TB CASES in Gulu
The management of TB cases is not only an integral of the minimum health care package but also a major component of HIV treatment and management in the district. The district has adopted the national treatment strategy of TB-CB DOTs in which TB cases are managed in health facilities as well as in the communities. It has 29 functional diagnostic and treatment centres, and 14 treatment centres only.
Table: New TB Cases for Gulu in 2008/2009 (Source: HMIS 2008/09) 
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According to Health Management Information System (HMIS-2009), Gulu district is doing some tremendous work in TB-CB DOTs and has gone beyond the required standards. For example, the case detection rate is at 92% compared to the National level of 70%, the cure rate stands at 81% compared to the National level of 85 %, defaulter rate is reducing at 5% from about 10 %. Treatment success is at 81% compared to the National level of 85%.
TB-HIV/AIDS Collaboration Strategy was introduced in 2007/08 FY to improve the management and the lives of the TB/HIV co-infected clients. Currently it is being implemented in all the 43 treatment centres. The data compiled from these sites for the 2008/09 FY shows that about 50 - 65% of those with TB, also have HIV infection. The district intends to extend TB-CBDOTS services, especially diagnostic centres to all the 14 treatment centres. 
The main challenges include; the inadequate number of laboratory technicians, Inadequate capacity of health workers, lack of transport for HSD focal persons, Irregular supply of drugs by the centre, and at times giving drugs that are about to expire.
HIV/AIDS Impact on children.

This is a category of target population that has not been fully catered for, for a long time. This was partly due to lack of effective policy in place. However with policy in place, the district of late has responded to the needs of children infected with HIV/AIDS. 
According to the Health Management Information System, children found to be HIV positive are enrolled with health facilities for OIs and other comprehensive services including ART. The quality of the service is at its’ rudimentary stage based on the fact that there are very few health workers trained on child counseling and management.

Health Sector Staffing and HIV/AIDS.

4 Professional population ratio as of 2008/09 is very challenging. The figure below has the details
· Doctor to population ratio is


           1:15,983
· Midwife to population ratio is


1:2,677

· Clinical officer to population ratio is 

1:16,443

· Nurse to population ratio is


           1:3,121

· Laboratory Technician to population ratio is         ????? 

The Staffing level in Gulu District has remained only at 60% since 2008/2009 and yet the scope of service delivery due to HIV/AIDS has more than doubled. That is to say, HIV/AIDS Service provision in the Health centre is increasingly facing a number of challenges because of the ever-increasing demands due to HIV/AIDS complexity. HIV/AIDS has created an over whelming additional workload for health workers because the number of health workers have remained thin over the years and it becomes very difficult to march the scope of work. Consequently the quality of work is seriously being affected. For example, a Health Worker now counsels 20 or more clients in a day instead of the recommended 6 and because they are few, most Clients end up not being attended to. Like wise, on-going counselling for registered PHAs is rarely done and it is already affecting adherence to Anti Retro Viral Therapy (ART). The policy on HIV Counselling and Testing (HCT) cannot fully be implemented because of shortage of manpower and therefore expansion of ART is seriously threatened.
9.2 AIDS cases and demand for treatment, care and support 
There is estimated 10,287 PHAs in need of HIV/AIDS care, treatment and support services, about on average 28,501 women are in need of ANC services annually and 22,976 pregnant women in need of PMTCT services annually, 11,400 OVC need support and protection and an estimated 80,000 adolescent’s needing/BCC service including condoms. 

9.3 HIV/AIDS and production sector/agricultural sector

There is actually need for the district to conduct food security survey targeting the PHAs households to establish the effects at this level. In its overview, though, it is thought that the households affected with HIV/AIDS are seriously disturbed by hunger and poverty in general because of inadequate labour supplies. The biggest problem at the moment is that the groups of PHAs originally provided with food supplement by WFP have shown an indication of gross food shortage among their families since these support is no longer there. The district appreciates the support extended to PHAs by organizations like: Lacor, TASO, Comboni Samaritans of Gulu, World vision and so on, to mention but a few, the return process has increased distance from the original homes to the centers where they can get treatment.

9.4  HIV/ AIDS, Gender, Disability and OVC  

Women in Gulu are disproportionately at higher risk of HIV infection than men due to biological, socio-cultural and economic factors. Overall data obtained at ANC (PMTCT) and HCT centers in Gulu indicate that women are more infected than males. Infected women are likely to suffer more anxiety about their own health and the future of their children and family.

The indicators of HIV/AIDS support to orphans

	Orphan support
	District coverage (DC)

	School fees
	 10%

	School uniform
	10%

	Scholastic materials
	10%

	Food



                  
	10%

	Beddings



            
	10%

	Clothing



                  
	10%

	Agricultural implements

         
	10%

	Psychosocial support
	40%


Data source: Community Department GDLG

9.5  HIV/AIDS and Culture 

Cultural practice such as widow inheritance and polygamy is still common among the community in Gulu and Acholi Region as a whole. These are really negative cultural practices that provide a conducive atmosphere for the spread of HIV like false teeth extraction.  Other cultural factors that perpetuate HIV infection include lack of family life education, life skills training and  free parent to child communication because parents and other adults often avoid talking to young people about sex and the risk they can be involved in when they do not follow advice. 

9.6 HIV/AIDS and Work place policy

There is still stigma and discrimination in Gulu as far as workplace policy is concern, for example, during employment, promotion, assignment of duties, acquisition of passport and visas at work place in Uganda majorly due to non operationalisation of the workplace policy (programmes). Generally very few civil servants have undergone test and willing to declare their HIV sero status. The District needs to come up with HIV/AIDs specific workplace policy to help this situation and to take everyone irrespective of status equally.

9.7 HIV/AIDS and Education Sector

 HIV/AIDs is a crosscutting issue that has hampered development in all sectors with multi dimensional effects (social, economic and physical support) greatly compromising the quality of education both directly and indirectly. Data from baseline survey conducted in secondary schools shows that over 60% of the total proportions of students in secondary schools in Gulu and Uganda as a whole are sexually active. Of those who were sexually active, only 36% use condom all the time they go for sexual intercourse. School dropout rate is also high especially among girls due to sickness, pregnancy or withdrawal from care of the sick relatives. Although there is no data documented, there are many teachers who have died as a result of HIV/AIDS most of whom will have also had sex with couples of Students. 
The school interventions are one-time events that are implemented by people outside the school and PIASY programme in primary schools is very good but it needs strengthening for us to realise quality of the pupils that we have in Schools.

10.0 Institutional Capacity Building to Manage the HIV/AIDS Response

10.1 Structures for HIV/AIDs response and their functionality

Institutional capacity building to manage HIV/AIDS is one of the key objectives of the Gulu district to ensure proper coordination and harmonization for effective and efficient implementation of district HIV/AIDS activities. The district has established a coordination structure at this level:-

The District HIV/AIDS Task Force (DAT) and District HIV/AIDs Committee (DAC).

Membership 

· DAT comprises of 23 in numbers, starting with the entire District Council Executives, Religious leaders, Cultural Leader, the Media, a representative of business community, the resident District commissioner, Police and Prison commanders, chaired by the District Chairperson and CAO is secretary to the committee.

Tasks: 

The main roles of DAT are: 

· Policy formulation, 

· Advocacy, 

· Resource mobilization and 

· To oversee the entire district response on HIV/AIDs.

On the other hand, DAC is a technical committee chaired by the Chief Administrative Officer while the District HIV/AIDS Focal Person is the secretary. 

Members

The members are also 23 and it is made up of all heads of departments, CSOs and a representative of PHA. DAC is a technical arm of DAT and is responsible for the coordination and management of the entire district HIV/AIDS activities.

Task 

DAC is responsible for:-

· The development of Integrated HIV/AIDS Strategic and Annual work plans 

· Promotion of quality Assurance and financial accountability

· Regular support supervision, monitoring and evaluation. 

· Coordination

·  The day-to-day activities of DAC are performed by the district HIV/AIDS Focal person.

However similar structures have been established at the Sub-county level where sub-county AIDS taskforces and Committees have been formed.  

10.2  Community empowerment and capacity building

Community empowerment in HIV/AIDS management has been one of the key focuses of DAC. They have been seriously mobilizing and appraising community groups for Civil Society Funding, however it was agreed that any CSO that has not signed MOU with the District might not now go through the process very easily. Two (2) Civil Society Organizations (CSOs) in the District benefited from the funding from CSOs funding in 2008. Majority of the CSOs did not benefit because of lack of capacity which should be addressed. There is actually no district-based support or funding for CSOs.
11.0 Programme Interventions for HIV/AIDS in the District – Response Analysis 

11.1  Intervention Programme (Prevention, Mitigation and Capacity Building)

Existing Responses in Prevention 
11.2 HIV Counselling and Testing (HCT)
There are 52 static HCT sites in Gulu district out of which 49 (92.3%) are owned by the Government and only 4 (7.7%) are owned by other private practitioners in the District. The HCT sites have the capacity to offer both static and out reaches services. All the sites offer on average, 150 HCT static services in a month and an average of 4 outreaches in a month when there is funding support by the Organization working in the District. Service utilization varies from one site to the other and from one quarter to another, the average coverage is about 2000 per quarter. 

The district is facing a number of gaps in HCT services and the most pressing of which is inadequate human resource. The health workers are just too few and over stretched with very few trained counselors and in most HCT sites on average there are only 3 counselors. It has therefore affected the quality of counseling, for example; a counselor has to provide service to more than 10 clients instead of the recommended 6.

The second major gap is inadequate funding to support HCT services especially for the outreach services, this is worsen by the low involvement of CSOs our esteem partners who should actually be down to earth in their respective Areas. The worst mentality is when they operate without sharing their work plans with the District.

11.3  Prevention of Mother to Child Transmission (PMTCT)

There 21 static sites for PMTCT in the District as of September 2009. PMTCT programme like all the other services has the challenge of inadequate human resources. Although a good number of midwives have been trained, the staffing levels of midwives cannot cope up with the service demand.  This has affected the follow up of mothers and babies who have enrolled with the programme. Another key challenge is the low male/partner involvement into PMTCT programme the question that remains unanswered is how to bring them on board. Their responses are too poor and when they test very few actually go for the results. Many of them are the sources of domestic violence due to stealing of ARVs from their spouses claiming they have a uniform type. Other challenges are negative criticism from the community, stigma, discrimination and discloser and the already low utilization of health facilities for deliveries. The low male involvement and lack of community support has cumulated into failure of some mothers to adopt positive feeding practices for their babies.

11.4 Sexually Transmitted Infections (STI)

The service uptake is picking up though there are generally high dropout rates for treatment among those that are diagnosed with STI. 

Though the service coverage is more than 50%, the quality of service delivery is poor in the lower level health facilities. This is because most of the service providers are not qualified health workers and not trained in STI management. Another challenge is the stock outs of some of the STI drugs from the units. The Traditional healers are a big threat because they claim they are also able to cure STIs and this makes the patience take too long before going to get treatment from the Health facilities. 
11.5  Infection Control in health facilities

It is a major intervention of the health sector aiming at reducing cross infections at the work places within the health centre environment. More emphasis is put in the control of HIV and TB. The district has strengthened disposal of hospital wastes but other Health centers do not have incinerators. The main infection control methods used are burning and disposing wastes in deep pits. However there are a number of challenges. First and foremost, there is limited number of trained staff in infection control. Enforcing quality is lacking in lower health units because of non availability of infection control committees (ICC) at Health centers; leave alone the in effective functionality of the health facility committees. This has led to inadequate adherence to infection control guideline according to universal precautions by health workers. Another challenge is inadequate budget allocation for infection control.

11.6 Infection Control in the communities

The era of HIV/AIDS has given rise to infection control within the communities during the provision of community home based care for sick clients being nursed in homes. In Gulu district the health workers during home visits advise and train home care givers. The district with support from NUMAT trained 4 trainers of trainers and a number of PHAs on Home based Care and these volunteers are usually supervised by the health workers. It has been realized that the PHAs themselves can do better in Home based Care. The only challenge here is inadequate support in carrying out the activities. Never the less infection control in communities is still very poor and not understood by many people.

11.7 Blood transfusion safety

The district hosts the regional blood bank for Northern region. The bank works in collaboration with the Uganda Red cross Society and the hospitals to ensure blood safety. So far, some few personnel have been trained in handling blood and blood products.

The main challenge is inadequacy of staff trained in blood safety. Others are maintenance of existing equipment for HIV epidemic and other diseases. 

Intervention Programme for Mitigation Effects and Capacity Building 
11.8 Septrin Prophylaxis

About 70% of the PHAs get septrin for the treatment of opportunistic infections from all the 52 Health facilities. The policy guideline has been given out to the facilities to enable them provide the right service. According to 2007/08 HMIS report, only 50% clients are benefiting. The other main challenge is the increasing number of clients on Septrin against inadequate budget line that cannot cater for everybody.

11.9  Management of other opportunistic Infections

The activities are being offered in all functional health units in the Gulu District. The hospitals and the Health Centre IVs are providing a better package than the lower levels comparatively because of better staffing. The major challenge is question of quality service provision at the lower level because most of the staffs are not trained and there is a problem of insincere diagnosis and poor referral to the next level. The Health units are regularly faced with shortage of the recommended drugs, HCT not being functional in some few health centre IIs, stigmatization and poor records on opportunistic infections (OIs) is still a big issue.

11.10 Anti Retro Viral Therapy (ART)/ TB/HIV/AIDS Collaboration

There are 9 sites were chronic care (ART/ARVs services) can be obtained in the district. The ARV adherence is well over 80%.  There are very few health workers who have been trained in ART management and are already affecting service delivery in the ART clinics. The next challenge is inadequate support service like food supplement, ongoing counseling to enhance PHAs adherence to ARV. Other challenge is inadequate service coverage and therefore, not easily accessible to many clients.

11.11 Paediatric HIV/AIDS Comprehensive Care
This specialized service is being offered in Gulu RR, Lacor, Independent and UPDF hospitals, and also in Awach and Lalogi HC IVs. The main challenge here is the lack of follow up of the infected children due to lack of transport facilities. There is also inadequate number of qualified staff for paediatric services and inadequate diagnostic tools.
11.12 TB-CB DOTS
In the era of HIV/AIDS, the management of TB clients has become more comprehensive and complex than before. The district has 29 TB diagnostic and treatment centres, while 14 centres carry out TB treatment only. According to the annual TB report for 2008/2009, 1146 TB cases have been offered HCT and 664 (57.9%) of them found to be HIV positive. The quality of services delivery has improved because of orientation of health workers and provision of logistical support and improved infrastructure.

Performance is gradually improving; detection rate has increased from 75% to 92%, and cure rate is at 81% and defaulter rate is at 4.5% (source: HMIS 2008/09).

The challenges in the provision of TB CBDOTS include gross shortage of laboratory Technicians, service coverage, lack of transport at HSD and occasional stock out of anti TB drugs. The challenges are further compounded due to the fact that few partners recognize that HIV and TB are brothers and sisters, so they engage in HIV/AIDS activities disregarding TB.
11.13 Community Home Based Care

 Palliative care is being done in hospitals, HC IVs and HC IIIs. The Home based Care (HBC) is being done by the PHAs trained in this respect. The district trained community volunteers or Village Health Teams (VHTs) who also offer the community home base services such as counseling, follow up and referral of the clients on routine basis to their communities. 

The most outstanding challenges are the increasing number of clients, poor coverage and sustainability of the community volunteers. This situation is even made worse by the high level of poverty and negative attitudes of the relatives of the clients. Care givers who get fed up very quickly and in most cases lack resources to help the clients. The PHA forum network structures are in all the 11 sub counties and 4 divisions but not adequate for delivering effective service yet.

11.14 Orphans and Vulnerable Children (OVC)

OVC support and care are being majorly done by selected Civil Society Organizations (CSOs), but there are still very many challenges the district is facing in this direction. The first in priority is inadequate funding for OVC against the increasing number of OVC more especially due to HIV/AIDs. All interventions in OVC are donor driven and this pose a lot of threat on the sustainability. There is also poor service coverage and Gulu District is only able to reach out to less that 60% of the OVC and the rest are really leaving very sorrowful life style. The activities of Gulu District are focusing on very few areas neglecting the component of psychosocial support that is actually the main gear towards improvement.

11.15  Funding partners

Gulu district relies very heavily on donor support (95%) for funding her HIV/AIDs activities.  Of recent, the major funding partners included among others: UNICEF, NUMAT and Pathfinder International.

The district does not have information on the total funding injected for HIV/AIDS responses by some donors indicating that there is not enough sharing of the work plan of the Partners that are carrying out HIV/AIDs intervention in the District. This is because apart from funding from few open donors the rest of the funds are managed directly by the partners and most often the district is not informed of the actual budget releases, the fear in this very direction is that it leads to duplication of services in some localities. 

Over the last one year, DAC and DAT have tried to harmonize and coordinate HIV/AIDs resources through joint meetings and integrating HIV/AIDs plan into local government plan. This strategy is still weak and we need a lot of improvement in this coherent approach because it will go a long way to eliminate all the myth of brief case NGOs. The district has a big task of committing local revenue towards HIV/AIDs to subsidize the funds of the other partners.

 The district is also to streamline funding for HIV/AIDS by scrutinizing work plans for all partners implementing HIV/AIDS activities, harmonization and ensuring value for money and mainstream HIV/AIDS in all sectors. 
12.0 Future plans and Programmes

12.1 Essential services that need to be expanded
	Strategy
	Activities

	Prevention: To prevent further transmission of HIV in Gulu District by reducing the prevalence of HIV infecetion  rate from 14.4% to 7.2% by 2012 

	Promotion of IEC/BCC programme to prevent sexual transmission of HIV
	Promotion of primary and secondary Abstinence among unmarried young people,

 both in and out of school

	
	Promotion of Faithfulness and long-term mutual relations among married couples

	
	Sensitization activities to hard to reach communities

	
	Promotion of correct and consistent Condom use among special risk groups 

(PHAs, commercial sex workers, long truck drivers, boda boda , and slum dwellers

	Sexually Transmitted Infection (STI) Prevention and Management
	Promotion of knowledge based on STI among the sexually active population

	
	Promotion of behavior change for STI prevention among the sexually active populations

	
	Promotion for improved Health seeking behavior for STI among the sexually 

active population

	
	Improving quality of STI services and management

	Prevention of Mother to Child Transmission (PMTCT) of HIV/AIDS
	Increased knowledge on PMTCT among women aged 15 -49 years and 

men 15-54 years

	
	Promotion of male involvement in PMTCT programme (PMTCT Plus)

	
	

	
	Scale up PMTCT services to all HC IIIs and some selected HC IIs

	
	Improve quality of PMTCT service/delivery

	Promotion of HIV/AIDS Counseling and Testing (HCT)
	Establish routine HCT in all the hospitals and Health centre IVs

	
	Expansion of HCT services to all HC IIIs and IIs

	
	Increased accessibility of HCT services 

	
	Improved quality of HCT services

	Adolescent Health and Reproductive Health Programme 

 
	Improve capacity for provision of adolescent health and reproductive programme 

	
	Mobilization of young people for the adolescent health programme

	
	Expansion of the adolescent health programme

	
	Adolescent friendly services to cover all primary and secondary schools in the District

	Provision of Youth Friendly Services
	Capacity building of youths to provide youth friendly services

	
	Expansion of youth friendly services up to parish level

	Blood Safety and Infection Control in the Health Care Setting
	Capacity building of service providers in the blood bank 

	
	Ensure availability of supplies for blood recruitment and storage and testing packs

	
	Strengthen recruitment of blood donors

	
	Ensure quality assurance during bleeding, testing, storage and transfusion

	
	Capacity building of health workers

	
	Improved measures for proper disposals of health facility wastes

	
	Established infection control committee in all referral Health facilities

	
	Expansion of post exposure prophylactics to all the hospitals

	
	Ensure availability of infection control supplies and materials

	
	Strengthen the functionality of infection control committees

	
	Scale up comprehensive laboratory services to all HC IIIs in the district

	Ensuring Safety of Cultural Practices
	Increase awareness among the Moslem communities on circumcision and

 burial practices

	
	Sensitization on false teeth belief and practice

	
	Increase awareness on dangers of widow inheritance

	
	Improve on the safety and awareness in the use of traditional herbs

	Care and Support: To provide quality Care and Treatment to the Infected individuals 

	Mitigating/lessening Health Effects
	Strengthen and expand septrine prophylaxis to all registered PHAs

	
	Strengthen and expand management of Opportunistic Infections to registered PHAs

	
	Strengthen the existing ART sites and expand to HC IIIs

	
	Strengthen and expand pediatric care for HIV/AIDS

	
	Build capacity of health workers in HIV/AIDS clinical management

	
	Strengthen and Expand Community Home based Care

	
	Strengthen and Expand Palliative care by qualified health workers to all HC IVs

	
	Strengthen and expand TB-HIV integration/management

	
	ART and comprehensive HIV/AIDs care services need to be scaled up to all HC IIIs so that there are more accessibility to the communities

	Support Services: To Provide Quality Social Support to the Infected and Affected 

	Mitigating Social Effects of HIV/AIDS
	Empowering PHAs and OVC on their legal and human rights 



	
	We need more psychosocial support services to OVC and other vulnerable groups such as women, PHAs and PWDs.

	
	Create awareness to the local leaders, elders and community on the legal and

 human rights of PHAs and OVC

	
	Strengthen the implementation of legal and human rights of PHAs and OVC

	
	Provide services on Basic needs and legal protection of orphans and vulnerable Children through a hired Lawyer.

	
	Vocational skills development among PHA

	
	Provide social support services to the infected and affected

	
	Support HIV/AIDS Policy at work place

	
	Support Community Initiative to manage the Impact of HIV/AIDS

	
	Promote protection of vulnerable populations (OVC, Women, PHAs, Youths and PHA) from social, cultural and economic risks

	
	Microfinance services to widows and other vulnerable groups

	Mitigating psychosocial Effects of HIV in schools
	Build capacity of schools in child counseling (teachers and children)

	
	Establish counseling services in all the schools

	
	Establish a referral system for HIV/AIDS infected pupils, students and teachers

 for control and management of HIV/AIDS

	Mitigating Economic Effects of HIV/AIDS
	Build the capacity of PHAs and OVC in intensive food production and use of 

energy saving fuel

	
	Promotion of food security in the households of infected and affected families

	
	Build capacity of PHAs in entrepreneurships skills

	
	Target PHAs and OVC for Income Generating Activities

	
	Promote independency among orphans through provision of apprenticeship 

skills and vocational skills

	Institutional Capacity: To Build and Strengthen the capacity of Institutions to Manage HIV/AIDS 

	
	Operationalise coordination structures at various levels (District and Sub-County/Division)

	
	Strengthen the capacity of DAC on strategic planning, coordination,

 supervision, monitoring and evaluation of District HIV/AIDS Programs

	
	Strengthen the capacity of DAT to; mobilize resources for HIV/AIDS implementation, 

enact by-laws and ordinances to fight HIV/AIDS then monitor and evaluate 

HIV/AIDS programs in the district

	
	Strengthen coordination of HIV/AIDS

	
	Monitoring and evaluation of HIV/AIDS activities carried out by all stakeholders. This would help stakeholders further synchronize their efforts since we have one M & E tool

	
	Strengthen and expand the management and use of HIV/AIDS data

	
	Coordination and dissemination of research

	
	Data/information coordination and management by the District as the coordinating organ for HIV/AIDS activities in the district


12.2 Essential services that need to start

· Establishment of a resource center for HIV/AIDs information.

· Development of HIV/AIDs workplace policies

· Operational research by the District in the area of HIV/AIDs.
· Preventive measures for most at risk population.
· Establishment of condom corners (HIV corners).
12.3 Groups that have to be emphasized

· Family support groups.

· Post test clubs

· Drama groups 
· Abstinence clubs

· PHA groups and network (expert clients) 

12.4 Areas (communities) that have to be emphasized

Hard to reach communities e.g. Sex workers, Drivers/Bodaboda, Office workers, Businessmen and Community Based Organizations (CBOs) working for HIV/AIDs

12.5 Components not covered by expansion plans of service providers

Procurement of equipments e.g. Vehicles, Motorcycles, blood bank facilities,
Construction of HIV/AIDS resource centre, youth social centre.

13.0 Programme Interventions for HIV/AIDS in the District – Response Analysis 

13.1  Intervention Programme (Prevention, Mitigation and Capacity Building)

Existing Responses in Prevention 
13.2 HIV Counselling and Testing (HCT)
There are 52 static HCT sites in Gulu district out of which 49 (92.3%) are owned by the Government and only 4 (7.7%) are owned by other private practitioners in the District. The HCT sites have the capacity to offer both static and out reaches services. All the sites offer on average, 150 HCT static services in a month and an average of 4 outreaches in a month when there is funding support by the Organization working in the District. Service utilization varies from one site to the other and from one quarter to another, the average coverage is about 2000 per quarter. 

The district is facing a number of gaps in HCT services and the most pressing of which is inadequate human resource. The health workers are just too few and over stretched with very few trained counselors and in most HCT sites on average there are only 3 counselors. It has therefore affected the quality of counseling, for example; a counselor has to provide service to more than 10 clients instead of the recommended 6.

The second major gap is inadequate funding to support HCT services especially for the outreach services, this is worsen by the low involvement of CSOs our esteem partners who should actually be down to earth in their respective Areas. The worst mentality is when they operate without sharing their work plans with the District.

13.3  Prevention of Mother to Child Transmission (PMTCT)

There 21 static sites for PMTCT in the District as of September 2009. PMTCT programme like all the other services has the challenge of inadequate human resources. Although a good number of midwives have been trained, the staffing levels of midwives cannot cope up with the service demand.  This has affected the follow up of mothers and babies who have enrolled with the programme. Another key challenge is the low male/partner involvement into PMTCT programme the question that remains unanswered is how to bring them on board. Their responses are too poor and when they test very few actually go for the results. Many of them are the sources of domestic violence due to stealing of ARVs from their spouses claiming they have a uniform type. Other challenges are negative criticism from the community, stigma, discrimination and discloser and the already low utilization of health facilities for deliveries. The low male involvement and lack of community support has cumulated into failure of some mothers to adopt positive feeding practices for their babies.

13.4 Sexually Transmitted Infections (STI)

The service uptake is picking up though there are generally high dropout rates for treatment among those that are diagnosed with STI. 

Though the service coverage is more than 50%, the quality of service delivery is poor in the lower level health facilities. This is because most of the service providers are not qualified health workers and not trained in STI management. Another challenge is the stock outs of some of the STI drugs from the units. The Traditional healers are a big threat because they claim they are also able to cure STIs and this makes the patience take too long before going to get treatment from the Health facilities. 
13.5  Infection Control in health facilities

It is a major intervention of the health sector aiming at reducing cross infections at the work places within the health centre environment. More emphasis is put in the control of HIV and TB. The district has strengthened disposal of hospital wastes but other Health centers do not have incinerators. The main infection control methods used are burning and disposing wastes in deep pits. However there are a number of challenges. First and foremost, there is limited number of trained staff in infection control. Enforcing quality is lacking in lower health units because of non availability of infection control committees (ICC) at Health centers; leave alone the in effective functionality of the health facility committees. This has led to inadequate adherence to infection control guideline according to universal precautions by health workers. Another challenge is inadequate budget allocation for infection control.

13.6 Infection Control in the communities

The era of HIV/AIDS has given rise to infection control within the communities during the provision of community home based care for sick clients being nursed in homes. In Gulu district the health workers during home visits advise and train home care givers. The district with support from NUMAT trained 4 trainers of trainers and a number of PHAs on Home based Care and these volunteers are usually supervised by the health workers. It has been realized that the PHAs themselves can do better in Home based Care. The only challenge here is inadequate support in carrying out the activities. Never the less infection control in communities is still very poor and not understood by many people.

13.7 Blood transfusion safety

The district hosts the regional blood bank for Northern region. The bank works in collaboration with the Uganda Red cross Society and the hospitals to ensure blood safety. So far, some few personnel have been trained in handling blood and blood products.

The main challenge is inadequacy of staff trained in blood safety. Others are maintenance of existing equipment for HIV epidemic and other diseases. 

Intervention Programme for Mitigation Effects and Capacity Building 
13.8 Septrin Prophylaxis

About 70% of the PHAs get septrin for the treatment of opportunistic infections from all the 52 Health facilities. The policy guideline has been given out to the facilities to enable them provide the right service. According to 2007/08 HMIS report, only 50% clients are benefiting. The other main challenge is the increasing number of clients on Septrin against inadequate budget line that cannot cater for everybody.

13.9  Management of other opportunistic Infections

The activities are being offered in all functional health units in the Gulu District. The hospitals and the Health Centre IVs are providing a better package than the lower levels comparatively because of better staffing. The major challenge is question of quality service provision at the lower level because most of the staffs are not trained and there is a problem of insincere diagnosis and poor referral to the next level. The Health units are regularly faced with shortage of the recommended drugs, HCT not being functional in some few health centre IIs, stigmatization and poor records on opportunistic infections (OIs) is still a big issue.

13.10 Anti Retro Viral Therapy (ART)/ TB/HIV/AIDS Collaboration

There are 9 sites were chronic care (ART/ARVs services) can be obtained in the district. The ARV adherence is well over 80%.  There are very few health workers who have been trained in ART management and are already affecting service delivery in the ART clinics. The next challenge is inadequate support service like food supplement, ongoing counseling to enhance PHAs adherence to ARV. Other challenge is inadequate service coverage and therefore, not easily accessible to many clients.

13.11 Paediatric HIV/AIDS Comprehensive Care
This specialized service is being offered in Gulu RR, Lacor, Independent and UPDF hospitals, and also in Awach and Lalogi HC IVs. The main challenge here is the lack of follow up of the infected children due to lack of transport facilities. There is also inadequate number of qualified staff for paediatric services and inadequate diagnostic tools.
13.12 TB-CB DOTS
In the era of HIV/AIDS, the management of TB clients has become more comprehensive and complex than before. The district has 29 TB diagnostic and treatment centres, while 14 centres carry out TB treatment only. According to the annual TB report for 2008/2009, 1146 TB cases have been offered HCT and 664 (57.9%) of them found to be HIV positive. The quality of services delivery has improved because of orientation of health workers and provision of logistical support and improved infrastructure.

Performance is gradually improving; detection rate has increased from 75% to 92%, and cure rate is at 81% and defaulter rate is at 4.5% (source: HMIS 2008/09).

The challenges in the provision of TB CBDOTS include gross shortage of laboratory Technicians, service coverage, lack of transport at HSD and occasional stock out of anti TB drugs. The challenges are further compounded due to the fact that few partners recognize that HIV and TB are brothers and sisters, so they engage in HIV/AIDS activities disregarding TB.
13.13 Community Home Based Care

 Palliative care is being done in hospitals, HC IVs and HC IIIs. The Home based Care (HBC) is being done by the PHAs trained in this respect. The district trained community volunteers or Village Health Teams (VHTs) who also offer the community home base services such as counseling, follow up and referral of the clients on routine basis to their communities. 

The most outstanding challenges are the increasing number of clients, poor coverage and sustainability of the community volunteers. This situation is even made worse by the high level of poverty and negative attitudes of the relatives of the clients. Care givers who get fed up very quickly and in most cases lack resources to help the clients. The PHA forum network structures are in all the 11 sub counties and 4 divisions but not adequate for delivering effective service yet.

13.14 Orphans and Vulnerable Children (OVC)

OVC support and care are being majorly done by selected Civil Society Organizations (CSOs), but there are still very many challenges the district is facing in this direction. The first in priority is inadequate funding for OVC against the increasing number of OVC more especially due to HIV/AIDs. All interventions in OVC are donor driven and this pose a lot of threat on the sustainability. There is also poor service coverage and Gulu District is only able to reach out to less that 60% of the OVC and the rest are really leaving very sorrowful life style. The activities of Gulu District are focusing on very few areas neglecting the component of psychosocial support that is actually the main gear towards improvement.

13.15  Funding partners

Gulu district relies very heavily on donor support (95%) for funding her HIV/AIDs activities.  Of recent, the major funding partners included among others: UNICEF, NUMAT and Pathfinder International.

The district does not have information on the total funding injected for HIV/AIDS responses by some donors indicating that there is not enough sharing of the work plan of the Partners that are carrying out HIV/AIDs intervention in the District. This is because apart from funding from few open donors the rest of the funds are managed directly by the partners and most often the district is not informed of the actual budget releases, the fear in this very direction is that it leads to duplication of services in some localities. 

Over the last one year, DAC and DAT have tried to harmonize and coordinate HIV/AIDs resources through joint meetings and integrating HIV/AIDs plan into local government plan. This strategy is still weak and we need a lot of improvement in this coherent approach because it will go a long way to eliminate all the myth of brief case NGOs. The district has a big task of committing local revenue towards HIV/AIDs to subsidize the funds of the other partners.

 The district is also to streamline funding for HIV/AIDS by scrutinizing work plans for all partners implementing HIV/AIDS activities, harmonization and ensuring value for money and mainstream HIV/AIDS in all sectors. 
14.0 Future plans and Programmes

14.1 Essential services that need to be expanded
	Strategy
	Activities

	Prevention: To prevent further transmission of HIV in Gulu District by reducing the prevalence of HIV infecetion  rate from 14.4% to 7.2% by 2012 

	Promotion of IEC/BCC programme to prevent sexual transmission of HIV
	Promotion of primary and secondary Abstinence among unmarried young people,

 both in and out of school

	
	Promotion of Faithfulness and long-term mutual relations among married couples

	
	Sensitization activities to hard to reach communities

	
	Promotion of correct and consistent Condom use among special risk groups 

(PHAs, commercial sex workers, long truck drivers, boda boda , and slum dwellers

	Sexually Transmitted Infection (STI) Prevention and Management
	Promotion of knowledge based on STI among the sexually active population

	
	Promotion of behavior change for STI prevention among the sexually active populations

	
	Promotion for improved Health seeking behavior for STI among the sexually 

active population

	
	Improving quality of STI services and management

	Prevention of Mother to Child Transmission (PMTCT) of HIV/AIDS
	Increased knowledge on PMTCT among women aged 15 -49 years and 

men 15-54 years

	
	Promotion of male involvement in PMTCT programme (PMTCT Plus)

	
	

	
	Scale up PMTCT services to all HC IIIs and some selected HC IIs

	
	Improve quality of PMTCT service/delivery

	Promotion of HIV/AIDS Counseling and Testing (HCT)
	Establish routine HCT in all the hospitals and Health centre IVs

	
	Expansion of HCT services to all HC IIIs and IIs

	
	Increased accessibility of HCT services 

	
	Improved quality of HCT services

	Adolescent Health and Reproductive Health Programme 

 
	Improve capacity for provision of adolescent health and reproductive programme 

	
	Mobilization of young people for the adolescent health programme

	
	Expansion of the adolescent health programme

	
	Adolescent friendly services to cover all primary and secondary schools in the District

	Provision of Youth Friendly Services
	Capacity building of youths to provide youth friendly services

	
	Expansion of youth friendly services up to parish level

	Blood Safety and Infection Control in the Health Care Setting
	Capacity building of service providers in the blood bank 

	
	Ensure availability of supplies for blood recruitment and storage and testing packs

	
	Strengthen recruitment of blood donors

	
	Ensure quality assurance during bleeding, testing, storage and transfusion

	
	Capacity building of health workers

	
	Improved measures for proper disposals of health facility wastes

	
	Established infection control committee in all referral Health facilities

	
	Expansion of post exposure prophylactics to all the hospitals

	
	Ensure availability of infection control supplies and materials

	
	Strengthen the functionality of infection control committees

	
	Scale up comprehensive laboratory services to all HC IIIs in the district

	Ensuring Safety of Cultural Practices
	Increase awareness among the Moslem communities on circumcision and

 burial practices

	
	Sensitization on false teeth belief and practice

	
	Increase awareness on dangers of widow inheritance

	
	Improve on the safety and awareness in the use of traditional herbs

	Care and Support: To provide quality Care and Treatment to the Infected individuals 

	Mitigating/lessening Health Effects
	Strengthen and expand septrine prophylaxis to all registered PHAs

	
	Strengthen and expand management of Opportunistic Infections to registered PHAs

	
	Strengthen the existing ART sites and expand to HC IIIs

	
	Strengthen and expand pediatric care for HIV/AIDS

	
	Build capacity of health workers in HIV/AIDS clinical management

	
	Strengthen and Expand Community Home based Care

	
	Strengthen and Expand Palliative care by qualified health workers to all HC IVs

	
	Strengthen and expand TB-HIV integration/management

	
	ART and comprehensive HIV/AIDs care services need to be scaled up to all HC IIIs so that there are more accessibility to the communities

	Support Services: To Provide Quality Social Support to the Infected and Affected 

	Mitigating Social Effects of HIV/AIDS
	Empowering PHAs and OVC on their legal and human rights 



	
	We need more psychosocial support services to OVC and other vulnerable groups such as women, PHAs and PWDs.

	
	Create awareness to the local leaders, elders and community on the legal and

 human rights of PHAs and OVC

	
	Strengthen the implementation of legal and human rights of PHAs and OVC

	
	Provide services on Basic needs and legal protection of orphans and vulnerable Children through a hired Lawyer.

	
	Vocational skills development among PHA

	
	Provide social support services to the infected and affected

	
	Support HIV/AIDS Policy at work place

	
	Support Community Initiative to manage the Impact of HIV/AIDS

	
	Promote protection of vulnerable populations (OVC, Women, PHAs, Youths and PHA) from social, cultural and economic risks

	
	Microfinance services to widows and other vulnerable groups

	Mitigating psychosocial Effects of HIV in schools
	Build capacity of schools in child counseling (teachers and children)

	
	Establish counseling services in all the schools

	
	Establish a referral system for HIV/AIDS infected pupils, students and teachers

 for control and management of HIV/AIDS

	Mitigating Economic Effects of HIV/AIDS
	Build the capacity of PHAs and OVC in intensive food production and use of 

energy saving fuel

	
	Promotion of food security in the households of infected and affected families

	
	Build capacity of PHAs in entrepreneurships skills

	
	Target PHAs and OVC for Income Generating Activities

	
	Promote independency among orphans through provision of apprenticeship 

skills and vocational skills

	Institutional Capacity: To Build and Strengthen the capacity of Institutions to Manage HIV/AIDS 

	
	Operationalise coordination structures at various levels (District and Sub-County/Division)

	
	Strengthen the capacity of DAC on strategic planning, coordination,

 supervision, monitoring and evaluation of District HIV/AIDS Programs

	
	Strengthen the capacity of DAT to; mobilize resources for HIV/AIDS implementation, 

enact by-laws and ordinances to fight HIV/AIDS then monitor and evaluate 

HIV/AIDS programs in the district

	
	Strengthen coordination of HIV/AIDS

	
	Monitoring and evaluation of HIV/AIDS activities carried out by all stakeholders. This would help stakeholders further synchronize their efforts since we have one M & E tool

	
	Strengthen and expand the management and use of HIV/AIDS data

	
	Coordination and dissemination of research

	
	Data/information coordination and management by the District as the coordinating organ for HIV/AIDS activities in the district


14.2 Essential services that need to start

· Establishment of a resource center for HIV/AIDs information.

· Development of HIV/AIDs workplace policies

· Operational research by the District in the area of HIV/AIDs.
· Preventive measures for most at risk population.
· Establishment of condom corners (HIV corners).
14.3 Groups that have to be emphasized

· Family support groups.

· Post test clubs

· Drama groups 
· Abstinence clubs

· PHA groups and network (expert clients) 

14.4 Areas (communities) that have to be emphasized

Hard to reach communities e.g. Sex workers, Drivers/Bodaboda, Office workers, Businessmen and Community Based Organizations (CBOs) working for HIV/AIDs

14.5 Components not covered by expansion plans of service providers

Procurement of equipments e.g. Vehicles, Motorcycles, blood bank facilities,
Construction of HIV/AIDS resource centre, youth social centre.

	15. SWOT analysis
	
	
	

	Behavioral Change Communication (BCC)/Information Education and 

Communication (IEC), Condom promotion and HIV Counseling and Testing (HCT)

	Strength

Weakness

Opportunity

Threat

15.0 Willingness to attend sessions

16.0 Saves time

and cost

· Wider coverage

· Willingness to access and use condoms

· Availability of condoms free of charge

· Easy access to HCT services

· Increase demand for HCT services

· provision of referral services
· high illiteracy rate

· inconsistent messages

· inconsistent condom use

· stock out of condoms

· gender and cultural conflict in condom use

· inadequate HCT centers

· Inadequate supply of test kits

· Insufficient resource person like the lab persons

· Inadequate infrastructure for counseling services

· Many partners

· Many  agencies willing to offer the services

· Mobile clinic carrying out VCT services

· PMTCT services available 

· Access to ARVs

· BCC guidelines available

· Trained HCT service providers
· Free condoms in health facilities
· Use of various print media
· inadequate pep services

· Long distance to service centers.

· Lack of disclosure among couple

· Few men going for testing services

· Domestic violence

· Discordant exist due to lack of disclosure.

· Double counting of clients either from same center or different centers.

· follow up of mother who have been tested (PMTCT)

· Not all clients tested do come to receive their results


	
	
	

	Recommendations

17.0 Promotion of adult education to increase the level of literacy

18.0 Increase access to family planning to prevent unwanted pregnancy

19.0 General community awareness creation of existent of HIV/ AIDS

20.0 Promote strategic communication using the BCC approach

21.0 Promote community dialogue

22.0 Stigma and discrimination campaign using the PHAs

23.0 Promote couple disclosures

24.0 Increase condom outlets

25.0 Active involvement of FBOs in HIV/AIDS preventions interventions

CARE AND TREATMENT
Strength

Weakness

Opportunity

Threat

· Presence of Partners

· Availability of resources

· . Availability of HAART.

· Presence of guidelines

· Establishment of HCT services 

· Poor facilitation of staff e.g. home visits

· Poor feed back mechanism btn stakeholders 

· Poor referral systems difficult transport.

· Poor record keeping /data management which affects patients monitoring 

· Erratic supply of ARVs by MOH 

· Poor drugs /stock managements

· HIV and TB 

· Poor screening 

· Poor linkage between the two clinics

Donor support

Political will

National support

District plan to roll out more HIV treatment sites

Many training opportunities by GOU and NGO

Many implementing partners 

Factory of ARVs in Uganda

High turnover of staff 

Distance traveled to access care or reach the target group

Insecurity 

Food insecurity 

Limited resource for scale up

ARVs side effects

Stigma

Drug resistance(TB and HIV)

Sharing of drugs among patients

Polices that are very hard to follow.

No drug analysis/policy review at national



	Recommendations

26.0 Strengthen referral systems

27.0 Capacity building of  strategic partnerships with CBOs

28.0 Advocacy on the use of HIV/AIDS services

29.0 Improve HIV/AIDS sector working groups and thematic groups meetings
HIV/AIDS COORDINATION 
Strength

Weakness

Opportunity

Threat

· The presence of coordinating structure at all level

· Availability of guidelines in coordinating structures

· Commitment of political wings.

· No budget allocation to facilitate coordinating structure

· Coordinating of HIV/AIDS functions not prioritized by the local government

· Lack of coordinating stream lining bodies in different sectors

· Turnover of task forces

· Coordinating structure not trained on their roles and responsibilities

· The concept of coordinating structure not well identified in the post war districts

· Inadequate coordination for the CBOs who are  registered by the local agencies

· Inadequate capacities of the CBOs to operate on their own

· Functionality of PHAs network

· Availability of development  partners in government coordinating structures

· Present of government administrative structure coordination

· Peace being enjoyed

· Existence in IDPs camp.

· Minimum participation to provide sectors coordination structure



	Recommendations

· Budget for coordination at local government

· Establish or strengthen coordination systems

· Disseminate the coordination guidelines widely to stakeholders

· Advocate for coordination at local government

 PHYSCOSCAIL SUPPORT

Strength

Weakness

Opportunity

Threat

· Many partners offering HIV and AIDs related services

· There are Qualified personnel 
· Availability of safety nets.
· Existence of over 53 counseling centers

· Community network

· Long distance to get services due to return process
· Inadequate logistical supports.
· Inadequate funding.
· Poor capacity building

· Lack of commitment on the government.

· Inadequate logistical support to enforcers
· Poor follow up by counselors

· Ill trained counselors

· Trained Personnel within the district

· Health units in all sub counties

· Access to medication

· Food security support

· Positive attitudes of the community

· Transport services.

· encouraging post test clubs

· Negative attitude towards the PHAs

· Financial constrains

· Stigma and discrimination 

· Lack of confidentiality 

· Lack of trust from the donors.

· when WFP pulls out their operation there will be big gap on nutrition



	Production sector

Strength

Weakness

Opportunity

Threat

· High production: improved seeds, recommended agronomic practices.

· Increased income through sales, processing, good market

· Increasing knowledge and skills

· Food nutrition for the population.

· No clear data about HIV/AIDS victims as per location, no of sex age.

· Lack of proper identification, not properly sensitized, and no solution to their problems sought.

· There is low production, schools drop out, poor nutrition, low income, poor coordination between departments, low staffing, poor facilitation transport etc.

· Low staffing about at about 22%

· Poor facilitation

· Poultry (meat, eggs

· Animal (dairy –milk meat, drought piggery .very portfolio, fast, growth rate.

· Increased income, less labour intensive

· Feed account of 70% of production cost.

· Sensitization so that they have hope

· Crop production :grow high value crops, short maturity production, pest/diseases/drought resistance

· Acquisition of processing planted/machines for price addition.

· Proper storage in citrus

· Government funding

· Other stakeholders in the production sectors.

· Employment opportunities




DEPARTMENT OF CONSTRUCTION ROADS

Guidelines of HIV intervention within the roads sector

Why mainstream HIV in road works 

Dominance 

· Effects of HIV/AIDS prevalence on road construction

· Migration of workers for roads construction 

· Effects of roads workers on normal family life separation of family members

· Limited accessibility of roads workers to HIV/AIDS awareness  campaigns

Weakness

· Opportunity

· Low level of staffing

· No funding 

· Lack of institutional support

· Lack of mobility 

Recommendations

· Improve staffing 

· Requires support  in terms of funding and technical expertise

· Available guideline

Recommendations

· Reactions: TPC should always include HIV/AIDS on their agenda

· Road Works deals with movement in and out therefore prevention HIV  is crucial 

· There is need to allocate funds for sensitization of roads works. ( during situation analysis  it was realize that road construction workers sensitization is not included in the plan of the department.

· During the award of construction, money should be allocated for HIV/AIDS sensitization for road construction workers)

· Road works will still analyze deeper and come up with gaps to be included in the SP

EDUCATION SECTOR

Situation analysis focusing on HIV/AIDS and education

Gulu has a total of 113 government headed primary schools, 5 private primary schools giving us a total of 118 primary schools in the rural district of Gulu. While there are 38 primary schools in Gulu Municipality, 33 are government owned and 5 are private. Primary schools have a total enrollment of 100,852 of which 51,088 are boys and 49,764 are girls. There are 2,857 primary teachers. There are 24 secondary schools out which 10 are government headed and 14 private schools. The total enrollment in secondary schools is 7,814.
The situation analysis findings:- 

There are over 2,000 orphans, limited access to HCT, HIV/AIDS is intergraded in the curriculum, many pupils/students/teachers are discriminated and stigmatized.
On intervention there are PIASY programmes in all the schools. Many teachers are trained in the implementation of PIASY, there are youth clubs like youth alive, HIV free clubs, straight talk clubs, music, dance and drama. There are also talking compound and walls.

There are  a lot of opportunity that support the implementation such as well established school structures , the present of centre coordinating tutors, HIV is intergraded in the curriculum and monitoring and supervision intergraded  in the routine supervision of schools.  

There are challenges in the implementation HIV/AIDS in school they include:- poor documentation of best practices, weak coordination, Poor linkage of the programmes to the service points, There are still stigma and discrimination, threatening  talking compound messages; no straight budget line to fight HIV, emotion of children to withstand HIV test results; Difficulty in adhering to medicine, making the clubs active most of the time     

The following were the recommendations:

· The talking compound messages need to be redesign to include some benefits. 

· Teaches need training on how to develop good messages   

· There is need to document all the good practices in our schools

· The civic society need to come to implement HCT in schools 

COMMUNITY BASED SERVICES (GENDER SECTION)

Gender is usually interpreted as being a man or women in the community Because of this relationship between men and women make it easier for the women to get infected with HIV which is slightly more than 50% of prevalence is in women. That make the numbers of people living with HIV is high. Women face heavier risk of HIV infection and burden of caring for those members of their families infected and affected their members of the families. As the result they suffer the consequences of HIV/ AIDS. This has impact on the economy since women are key players in the economy of the household and the country.

Culture make the women more at risk on acquiring HIV since they are unable to negotiate safer sex with their partners Women  have no control over their sexual partner. The expectation of that they need to be inherited when they loose their husbands. Some women are taken as a proof where a family is fertile In most cases women are deny health knowledge and practices that prevent them from controlling their bodies. During the camp life it was estimated that 75% begin drinking from morning up to sunset this is not good because alcohol and other substances are associated with risky behaviour such as unprotected sex and promote the spread of HIV

The sector has try implement the followings in order to reduce the chances of women getting infected: - monthly meetings SGBV concern parties, mainstreaming HIV in all the gender interventions Sensitive all the community structure like the VHT. Making sure PEP kits are readily accessible, offer door to door psychosocial support and trying to support all the community in the fight against SGBV 

The major challenges in the fight against SGBV includes:- inadequate PEP kits, sales of police  form 3, demand of the police on the survivors, inadequate train human resource to treat and fill the forms and follow up of the survivors for adherence to PEP, Access to PEP since it is located in some health centers only. There are still rampant defilement and rape cases in the population

On reaction it was observe that most sectors have not understood and taken up the concepts of mainstreaming of HIV/ AIDS. It was explained that it the adaptation of the core business of an organization to reality of HIV/ AIDS. It should not be an independent intervention alone. It differs from integration which means separate components without interfering with the core business. Mainstreaming is more vigorous process of analyzing HIV/AIDS affecting or affected mandate and programmes of the organization and how it can be prevented and mitigated.  

The rationale for mainstreaming were high lighted a developmental problem affecting the entire sector. Therefore several policies can provide opportunities for mainstreaming HIV/ AIDS. There are a lot of social facilities in the community that calls for mainstreaming of HIV/ AIDS. It was explain that there are several vision/missions/goals can not be achieved unless HIV/AIDS is mainstreamed. The principles of mainstreaming as establishing a clear entry point/theme for mainstreaming HIV/ AIDS. The effort should be guided by the existing policies/frame works and use of existing structures.  Advocacy for understanding and support building capacity for HIV/ AIDS. There is need to observe the distinction between internal and external domain of mainstreaming. Establish parternership base on comparative advantage .Some of the example given Education can empower teachers with knowledge on basic facts on HIV/ AIDs, Production taking HIV/AIDS services nearer to the market vendors or farmers. 

1. Monitoring and evaluation ; rationale for M&E and proposed monitoring  e.g . Support supervision;On-spot checks;Periodic review; meetings involving all stakeholdes;Annual planning conventions; Annual audit; Terminal evaluation that focuses at performance audit. Etc…g 

2. Implementation arrangements

17.1 Role of the District Political leadership

· Advocate for the full implementation by all stakeholders so that the objectives are achieved in the given time frame.

· Lobby for resources from donors and central government to implement the strategic plan.

· Put in place by-laws and policies that will create an enabling environment for the implementation of the strategic plan.

· Monitor the implementation of the strategic plan.

17.2 Role of the District Department and lower level structures

· They are expected to streamline or integrate HIV/AIDS activities in all their work plans.

· Supervise the implementation of HIV/AIDS related activities. 

17.3 Role of the CSOs

· Mobilize resources to implement the activities in the strategic plan.

· Implement the activities in the strategic plan

· Collaborate with district authorities to ensure equitable distribution of resources to avoid duplication and share up-dates on HIV/AIDS interventions.

17.4 Role of the community

· Participate in planning and implementation of activities of the strategic plan by all stakeholders.

· Contribute local resources in the implementation and sustainability of the HIV/AIDS interventions. 

17.5 Role of the private sector

· Mobilize resources to implement the activities in the strategic plan.

· Implement the activities in the strategic plan.

· Collaborate with district authorities to ensure equitable distribution of resources to avoid duplication and share up-dates on HIV/AIDS interventions.

17.6 Role of the central level ministries and CSOs

· Provide overall National standards and guidelines to guide implementation of the strategic plan.

· Monitor the development and implementation of the District HIV/AIDS strategic plan to ensure they are in line with the National goals.
BUDGET SUMMARY  2009-2012

1.0: PREVENTION OF NEW INFECTIONS 

	ACTIVITY NO
	INTERVENTION STRATEGY 
	BUDGET 
	%

	1. 
	Mobilisation of young people for behaviour change 
	111,210,000
	7.07%

	2. 
	Promotion of faithfulness among married people 
	7,000,000
	0.44%

	3. 
	Promotion of behaviour change among sexually active people 
	174,280,000
	11.08%

	4. 
	Promotion of life skills for behaviour change (primary & secondary abstainence) in primary schools 
	296,000,000
	18.82%

	5. 
	Promotion of behaviour change in secondary schools 
	234,750,000
	14.92%

	6. 
	Prevention and mangement of sexually transmitted infections among 
	457,000,000
	29.06%

	7. 
	HIV Counselling and Testing (HCT)
	169,200,000
	10.76%

	8. 
	Prevention of Mother to Child Transmission
	40,500,0000
	2.57%

	9. 
	Adolescent Health and RH programme
	
	

	10. 
	YFS
	
	

	11. 
	Blood Safety
	
	

	12. 
	Infection control
	82,500,000
	5.24%

	13. 
	Ensuring safety of Cultural Practices
	
	

	
	Sub Total 
	1,572,440,000
	100 %


	2.0: Mitigation of HIV/AIDS impact 

	1. 
	Provsion of psychsocial support to affected and inffected childrens, teachers, ovcs in schools 
	65,000,000
	2.93%

	2. 
	Provision of comprehensive HIV/AIDS care including ARV
	600,000,000
	29.11%

	3. 
	Quality TB management & TB-HIV collaboration services
	70,800,000
	3.20%

	4. 
	Provision of quality home based care
	148,000,000
	6.68%

	5. 
	Provison of quality diagonostic services for PHAs
	22,000,000
	0.99%

	6. 
	Ensuring protection and legal rigthts of PHAs & OVCs
	94,500,000
	4.27%

	7. 
	Orphans and Vulunrable Children (OVC)
	614,800,000
	27.78%

	8. 
	Improving economic lively hood of PHAs
	278,810,000
	12.60%

	9. 
	Improving nutritional status and food security at PHA  HHs
	306,752,000
	13.86%

	10. 
	Proption of energy saving for PHAs
	11,820,000
	0.53%

	
	Sub total 
	2,212,482,000
	100 %


	3.0 : Capacity building for mangement of HIV/AIDS interventions by the district 

	
	Coordination and Mangement 
	419,000,000
	73,38%

	
	Monitoring and Evalution
	89,000,000
	15.58%

	
	Promotion of community invlovemnt 
	63,000,000
	11.03%

	
	Total 
	571,000,000
	100 %

	
	Grand Total
	4,355,922,000
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