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Acronym

AIDS

Acquired Immune Deficiency Syndrome

ART

Anti-Retroviral Treatment

CAP

Consolidate Appeals Process


CSF 

Civil Society Fund

DAC

District AIDS Coordination

DDMC 

District Disaster Management Committees 

EMC 

Emergency Obstetrics Care 

FFS

Farmer Field School

FP

Family Planning

GFATM 
Global Fund for AIDS, Tuberculosis and Malaria

HBC

Home Based Care

HC

Health Centre

HIV

Human Immune Deficiency Virus

IDP

Internally Displaced People

IEC

Information Education and Communication

IGA

Income Generating Activity

IOM

International Organization for Migration

LRA

Lord Resistance Army

LTIA

Long Term Institutional Arrangements

MOAAIF
Ministry of Agriculture, Animal Industry and Fisheries

MOGLSD
Ministry of Gender, Labour and Social Development

MOH

Ministry of Health

MOLG

Ministry of Local Government

NAADS
National Agricultural Advisory Service

NACAES 
National Committee on AIDS in Emergency Settings 

NGO

Non-governmental Organization

NUSAF
Northern Uganda Social Adjustment Fund

OI

Opportunistic Infection

OVC

Orphans and Vulnerable Children

PEPFAR
Presidential Emergency Fund for AIDS Relief

PHA

People Living with HIV/AIDS
CORP

Community Resource Person

PMTCT
Prevention of Mother to Child Transmission

PRDP

Peace, Recovery and Development Plan for Northern Uganda

SACCO
Savings and Credit Cooperative

SGBV

Sexual and Gender Based Violence

SRH

Sexual and Reproductive Health

TB

Tuberculosis

UAC 

Uganda AIDS Commission

UDHS

Uganda Demographic and Health Survey

VCT

Voluntary Counseling and Testing

Executive Summary

In 2006, a National Committee on AIDS in Emergency Settings (NACAES) was established in order to coordinate activities on HIV/AIDS across the 18 conflict districts of the North comprising of North West, North Central and North East sub-regions. By 2005, nearly 2 million people had been displaced into impoverished and congested internally displaced peoples (IDP) camps in these areas. Besides, the prevalence of HIV/AIDS varies in the region varies from 2.3% in North West and 3.5% in North East to 8.3% in North Central. It is estimated that there are approximately 130,000 IDPs between the age of 14-49 living with HIV/AIDS; about 30,000 of these are in need of ART but by June 2007 only 10,467 were on treatment at various sites in northern Uganda including Karamoja region. The majority of the youth in the region need accelerated education, secondary school support and livelihood assistance; 23% of children aged 7-18 years in northern Uganda have never attended school and these need to be supported to get basic education. On the other hand, agriculture that is typically the main source of livelihood in the northern region is affected by lack of skills and experiences in addition to lack of access to land, capital, markets and agricultural technologies for crop and livestock production, processing and marketing among the youths and adults. 

In 2007, UAC produced the national Strategic Plan and it was necessary to start the process of annualizing the operations of the plan. Hence, because the northern conflict areas of Uganda have additional challenges compared to the other parts of the county, this consultancy was included among those for developing the NPAP. In particularly, the overall objective of the consultancy was to provide information that would ensure that that the national priority plan that would be developed would be conflict responsive; the other consultants looked at prevention, care and treatment, social support and systems support as well as costing of the NPAP. A lead consultant was provided to guide all the local  consultants on the team. Accordingly data collection was through literature review, key informant interviews, meetings and discussions with task force; the consultants also attended the National AIDS Conference. 

The circumstance as reported in this document tends to distance the conflict area of the north from achieving universal access to treatment thus requiring that the area be prioritized and treated as a special case for (a) a coordinated up-scaling of all activities planned at national level for implementation at district and lower levels (b) longer term human capacity building which should start immediately (c) rehabilitation and development of health and other social/institutional infrastructures.  In view of this, it was recommended that the HIV/AIDS response for the northern areas: 

1. Prioritizes the delivery of the nationally identified HIV/AIDS priority activities in the conflict areas; There should be special emphasis on(i) underserved areas (e.g. new districts and areas of return/resettlement (ii) services that do not exist in the area e.g. palliative and paedriatic care and treatment. 

2. Streamlines coordination of all planned activities for implementation in conflict districts. It was noted that there are very many un-coordinated civil society organizations in the area. And, as the area moves out of emergency situation through rehabilitation  and reconstruction and development, it is imperative that the normally structures of coordination in the districts be normalized like in other parts of the country. Coordination between rural and urban authorities will also need to be looked into, considering that for most part of the conflict period large numbers of IDPs were predominantly in urban areas yet there was a disconnect between HIV/AIDS coordination between urban and rural district authorities Coordination should also include those between HIV/AIDS and non-HIV/AIDS programmes in the post conflict areas.

3. Needs to address  the issue of expediting rehabilitation of the dilapidated and/or dysfunctional infrastructures. In this regard, urgent attention needs to be given to health units (particularly HC III & II), schools, access roads etc; along side this, provision of water and sanitation will be critical. In carrying out this rehabilitation work, the process itself must mainstream HIV interventions otherwise it might further increase the spread of infection.

4. Needs to give  provision of the necessary human resource  adequate consideration as the infrastructures are being rehabilitated and put in plac; there is  urgent need   to recruit and retain staff while at the same time building the capacity and/or retooling those already there. In this regard, the service providers under PRDP and other development/socio-economic programmes need to be sensitized on HIV/AIDS so that they are not only HIV competent but also integrate HIV/AIDS in their activities, because they may be the only service providers and therefore resource persons in context of HIV/ADIS in a given remote rural area.

5. Builds the capacity of local communities for self reliance as early as possible in the process; the communities have for a long time relied on food aid, but now they must begin to engage in their own livelihood interventions. In this regard, linkages with programs such as NAADS, SACCOs, NUSAF etc would be both synergistic and complementary to those provided by HIV/AIDS programmes particularly in the context of PHAs, youths out of school, women/child headed households etc.

6. Builds the capacity of the civil society in the area because it will be impossible for government (local and central) to provide all the service necessary for the national response. In particular, the networks, regional/national/community based organizations operating in the area will need  to be provided the necessary resources for carrying out their programmes and also in planning their oversight roles on government and other service providers so that there is value for money for each money used in the area. In this regard, the community structures that involve/include CORPs, local leaders, cultural and religious institutions need to be included and supported as key partners  in the HIV/AIDS  response in the area.  

7. Intensifies dissemination of HIV/AIDS relevant IEC materials and messages in vernacular through various mechanisms (particularly radio, drama, church/cultural functions etc).

TECHNICAL REPORT ON HIV/AIDS IN

CONFLICT AREAS

1. BACKGROUND INFORMATION

1.1 Introduction 

In 2006, a National Committee on AIDS in Emergency Settings (NACAES) was established in order to coordinate activities on HIV/AIDS across the 18 conflict districts of the North including North West (Adjumani), North Central (Gulu, Amuru, Kitgum, Pader, Apac, Oyam, Lira, Dokolo, Amolatar), North East (Amuria, Kaberamaido, Katakwi, Kotido, Moroto, Nakapiripriti, Abim and Kaabong); these districts are also included in the Peace, Recovery and Development Programme
 disctricts, the others being Arua, Moyo, Nebbi, Yumbe, Koboko, Nyadri districts (North West ), Soroti, Kumi, Pallisa, Busia, Kapchorwa, Mbale, Sironko, Bukwa, Bukedea, Budaka, Tororo, Butaleja districts (North East ). By 2005, nearly 2 million people had been displaced into impoverished and congested internally displaced peoples (IDP) camps
. While about 80% of the IDPs were women and children, the majority of people in the region are youths. To-date, many IDPs have continued to move out of the camps back to their original villages or to transit sites nearer their villages. 

The prevalence of HIV/AIDS varies in the region varies from 2.3% in North West and 3.5% in North East to 8.3% in North Central
. The Uganda Demographic and Health Survey
 indicated that while 31% of women in Uganda had a comprehensive knowledge of HIV/AIDS, only 20% in the north had this knowledge; a similar statistic was 26% in the IDPs and only 7% in Karamoja. Regarding men who normally initiate sexual intercourse in the country, 42% of them had knowledge of HIV/AIDS while in the North it was 39%; again in IDP camps and Karamoja the corresponding statistics were 48% and 13%.  Although the level of infection is high, the declining trend in HIV prevalence in the region over the years have been seen to be consistent with the national one; the initially high prevalence has been attributed to the effects of civil strife that affected the region in 1986 when there was reduced access to health care and prevention services. However, while conflict, displacement, food insecurity and poverty have a big role to play in pre-disposing people  in conflict areas to HIV infection, probably because of reduced mobility and accessibility but increased access to health prevention services as compared to people living outside of protected camps, IDP women had a lower risk of being infected in northern Uganda
,
. Hence, as people move from the camps to rural areas, efforts need to be made in sensitizing the (i) population about the circumstances in and outside the protected camps as well as (ii) refugees/ex-combatants/reporters coming back into Uganda in context of HIV infection. 

It is estimated that there are approximately 130,000 IDPs between the age of 14-49 living with HIV/AIDS; about 30,000 of these are in need of ART but by June 2007 only 10,467 were on treatment at various sites in northern Uganda including Karamoja region
.  Against this background, this region because of insecurity, has lagged behind the rest of the country in terms of the availability, access and utilization of ART and other health services. As a result, (a)  there are few ART sites and extremely limited paeadriatic, palliative care and PEP services and no testing facilities (PCR) in most districts  (b) health facilities are dilapidated and/or dysfunctional with also incessant stock out of drugs  (c) shortages of skilled human resource and over burdened medical personnel are rampant yet the region is unable to attract and retain different cadres of qualified health staff because of insecurity and poor working conditions (d) the road networks are poor and in some districts the recent floods have worsen the situation making many places inaccessible (e) the region which has the highest proportion of people living below the poverty line of $1 per day also has the lowest human development index in the country.   Where some heath services are available, the clients particularly women are usually unable to afford to come or pay for complementary services; sexual and gender based violence and rape together with stigma and discrimination further complicate access to treatment and care by victims of sexual and gender based violence (SGBV). Besides, as the IDPs including the PHAs leave the camps and go to transit sites and/or return to their places of origin which are usually far and scattered, this movement away from the ART sites and health units increases the chances of non-adherence to treatment by PHAs which is likely to result into cases of drug resistance and indeed, in some cases, the spread of resistant strains of the virus. In addition, a successful end of the rebellion through the on-going peace talks will result into many ex-rebels including  combatants and their families to return to Uganda; these will require, in addition to services, monitoring of the types of strains of the virus they may be having. It is also forecast that there will be famine in the northern region next year, this situation will be worse for the IDPs and PHAs that had already returned and planted food crops but their crops were totally destroyed by the recent floods. 

The majority of the youth in the region need accelerated education, secondary school support and livelihood assistance; 23% of children aged 7-18 years in northern Uganda have never attended school and these need to be supported to get basic education
. Among those that go to school, many are unable to continue with their secondary education. In general, women are less educated than men and are more likely to have no education at all; this gap widens between male and females starting from 15 years of age
. Besides, school enrollment is lower among girls than boys; this situation in worst for women because those that return with children  have little opportunity to get back to school to school as child care and feeding pre-occupy them full time. Among these people and in the general population in the north are many who need education; these include  orphans, PHAs, people with disabilities, former abductees etc. Against this background, many of these people suffer from physical and psycho-social trauma and stress; besides, 7% of female youths and 13% of male youths report serious injury or illness particularly TB. Sexual and gender based violence is very common with formerly abducted females reporting higher rates of sexual violence than non-abducted females. The roles of local government officials and traditional leaders are seen as very important in addressing the SGBV; this needs to be strengthened. 

More than half of the male and female youths work fewer than eight days a month with brewing being the most commonly reported economic activity among women. Agriculture that is typically the main source of livelihood in the northern region is affected by lack of skills and experiences in addition to lack of access to land, capital, markets and agricultural technologies for crop and livestock production, processing and marketing among the youths and adults7. NGOs supporting IGAs have tended to support skills provision like education and vocation training which for women has been in context of tailoring mainly! When IDPs leave the camp, there is problem of access to land because of culture in relation to inheritance particularly for women and child headed households and widows. The IDPs, PHAs and child headed households leaving the camps need to be supported until such a time that they are able to have their own grown food. 

Many agencies have been providing support to the people in the northern region. In this regard, NACAES has been coordinating this support for HIV/AIDS while the UN agencies have continued to mobilize resources through the Consolidated Appeals Process (CAP). However, on the ground, there is limited coordination among the implementers because the District AIDS Coordination (DAC) structures are not very active and there is limited linkage between the District Disaster Management Committee and the DAC as well as other planning and implementation structures within the districts
. This tends to lead to duplication of activities and poor coverage. Here in also lies the challenge of coordinating the different services and programmes that are offered by public and non-governmental organizations in relation to treatment and care

The circumstance above tend to distance the conflict area of the north from achieving universal access to treatment thus requiring that the area be prioritized and treated as a special case for (a) a coordinated up-scaling of all activities planned at national level for implementation at district and lower levels (b) longer term human capacity building which should start immediately (c) rehabilitation and development of health and other social/institutional infrastructures.  In view of this, the activities proposed below are additional to those already submitted by the thematic area consults; in some cases, the activities are repeated in context of emphasis, stating key target groups or addressing a particular gap in the conflict area. 

1.2 Methodology

This consultancy was part of the overall effort to develop the national priority action plan (NPAP). In the development of the NPAP there was an international lead consultant and four local consultants, one in each of the areas prevention, care and treatment, social support and systems support
 and costing. Thus, the overall objective of this component on conflict areas was to provide information that would ensure that that the national priority plan that would be developed would be conflict responsive. Thus, the consultant would participate in the development of the NPAP and (a) identify and highlight the context and challenges of HIV/AIDS in the conflict-affected region of North Uganda, (b) Identify appropriate strategies to address the specific HIV/AIDS needs of the region and (c) make recommendations to guide the development of the NPAP from the conflict perspective. 

Early in the assignment, the lead consultant prepared templates against which each consultant was to work. This was included as part of the inception report that was presented to the Task Force that was overseeing the work. The tables shown under there various thematic areas were based on the templates provided by the lead consultant. Indeed, the guidance of the lead consultant was that the NPAP was to (i) guide the implementation of the NSP on operational issues and (ii) to assist people and organizations make decision as to where and when to place their HIV/AIDS resources. It is on this premise that this report was based.

A variety of methods were used for data collection to inform the process of developing this document; various documents were provided by UAC. Secondly, some key informants were also interviewed. The consultant also participated in the National AIDS Conference during the period.  

Many meetings were held by the local consultants on their own and also with the lead consultant; on two occasions, telephone conferences were arranged because the lead consultant   was out of the country.  The consultant also made a presentation to the National Committee on AIDS in Emergency Settings (NACAES ) in order to get their feedback which have been incorporate in this report.

1.3 Report Structure 

This report is arranged according to the thematic areas in the NSP. In so doing, however, only the challenges, issues and activities that specifically address the concerns in the conflict areas are presented. This is because the report did not intend to duplicate the presentation of the findings of the other local consultants whose reports are available at the Uganda AIDS Commission. 

2 THEMATIC AREAS

2.1 Thematic Area: Prevention

Objective 1: To accelerate the prevention of sexual transmission of HIV through established as well as new and innovative strategies.

The conflict area includes all the categories of people at very high risk of HIV infection noted in the general population. But in these areas, women are frequently victims of sexual and gender based violence and rape; 23% of households are headed by females with 18% of the women being between the ages of 30-49 years. Poverty and powerlessness is rampant sometimes leading young girls to be given up for marriage at very tender age; widows and orphans have limited access to resources and assets thus providing grounds for sex for survival. Transactional and transgeneration sex are very common. There is a significant proportion of missing men between the ages of 20-34 which provides room for women to share partners. Many youths and men tend to be idle and engage in drinking alcohol. Movement from camps to transit sites and places of origin tends to separate sexual partners. People cannot afford condoms as most live below poverty line with human development index at only 0.489 compared to 0.5812 for the country. 

The prevalence of HIV/AIDS varies in the region varies from 2.3% in North West and 3.5% in North East to 8.3% in North Central. The Uganda Demographic and Health Survey indicated that while 31% of women in Uganda had a comprehensive knowledge of HIV/AIDS, only 20% in the north had this knowledge; a similar statistic was 26% in the IDPs and only 7% in Karamoja. Regarding men who normally initiate sexual intercourse in the country, 42% of them had knowledge of HIV/AIDS while in the North it was 39%; again in IDP camps and Karamoja the corresponding statistics were 48% and 13%.  Although the level of infection is high, the declining trend in HIV prevalence in the region over the years have been seen to be consistent with the national one; the initially high prevalence has been attributed to the effects of civil strife that affected the region in 1986 when there was reduced access to health care and prevention services. However, while conflict, displacement, food insecurity and poverty have a big role to play in pre-disposing people  in conflict areas to HIV infection, probably because of reduced mobility and accessibility but increased access to health prevention services as compared to people living outside of protected camps, IDP women had a lower risk of being infected in northern Uganda. Hence, as people move from the camps to rural areas, efforts need to be made in sensitizing the (i) population about the circumstances in and outside the protected camps as well as (ii) refugees/ex-combatants/reporters coming back into Uganda in context of HIV infection. Secondly, in the near future, the return of LRA rebels with unclear knowledge, attitude and practice with regard to HIV/AIDS is likely to introduce major range of challenges in prevention; a similar challenge also will be there for the more affluent sons and daughters returning from major towns and cities around the world including Uganda and also those coming to work in the region. The number of hot spots where truck drivers, traders and other travelers sleep overnight as they move through these conflict areas from Uganda, Kenya, DRC and other neighbouring countries is increasing; these hot spots are rampant with commercial sex workers or sex for survival
. Against all these, cultural controls that used to instill morals in the community have been eroded. After the recent floods in the area, it is forecasted that there will be famine sometime in 2008  which will exasperate the situation of food insecurity.  In Karamoja region, drought continues to affect the area leaving women and young girls to look for food in town. Recently, about 250 children, women and men who had run away from Karamoja were rounded up from streets in Kampala are involuntarily returned to resettlement camps in Moroto district similar to IDP camps in northern Uganda yet in these camps there are no HCT, SRH and other services
.  

Behaviour change communication needs to be increased in order to reverse the low risk perception of IDPs, ex-combatants and members of the communities in the conflict areas about HIV/AIDS. As primary and secondary schools re-open or are re-established in places of return/resettlement, teachers have to be equipped with training, skills and materials for themselves as well as their families and scholars in HIV/AIDS prevention activities including Presidential Initiative on AIDS Strategy for Communication to the Youth (PIASCY), life skills, sexuality and SRH; each school will need to be supported to have a matron and a male staff designated for counseling and being patron to the peer groups. Peer educators that have been trained in camps have been scattered; hence new ones have to be trained in each school and parish; peer groups will have to be formed in schools while various community based groups for out of school youths will have to be given skills for peer support.  Mobile VCT services will have to be availed to schools (say at least once a term) in order to ensure that sexually active students may be counseled and tested according. Parents, cultural, religious and civic leaders have to be sensitized on how the community can avoid transactional/intergeneration sex, SGBV, rape, early marriage, removing girls from school and also on how to integrate HIV prevention in all their functions; this aspect will also include addressing key staff and personnel involved in the implementation of PRDP. Capacity for provision of mobile and facility based couple HCT services including referrals will have to be supported; this will also include support to cultural and religious institutions to integrate couple counseling and referrals in their activities. Special counselors will need to be  trained for providing services to people with various disabilities and those stigmatized/discriminated against (e.g. ex-rebels) within the community. Campaign for condom usage will need to be scaled up using local messages; free condoms through locally available service outlets in the communities and hot spots on highways will have to be made available. Available mass communication mechanisms (including Information Technology such as radio, mobile phones, film vans etc) and will need to be used for reaching the scattered population while all PRDP and other socio-economic programmes in the area will need to integrate HIV prevention in them. Indeed, a comprehensive job aid material in context of post-conflict situation in local languages will have to be produced to help counselors, VHT, CORPs, nomadic community health workers in Karamoja, and peer and adolescent educators to give correct information on prevention of HIV infection, VCT, ART, OI/TB, PMTCT, SRH and referrals for health care services in the community. It will be necessary to build the capacity of all involved in testing for HIV infection in order to ensure that the data collected within a district can be consolidated and analysed for guiding planning; an LQAS will also need to be carried out in each of the conflict area districts in order to benchmark the current situation and for more in-depth planning in each sub-county and its lower levels. Lastly, efforts will need to be made to ensure that stock out in testing kits are minimized, particularly after clients have been mobilized for testing.

Major activities
Highlights 


Sectors involved
Output Indicator

Promote targeted  IEC through local music, dance and drama on radio and places where IDPs and returnees are located
· Train local groups in developing relevant messages for various target groups


MOH
· # sub-counties with local performing groups/moving theatre/drama groups with performance in villages 


· Facilitate and motivate the community groups to perform in public places of return/resettlement through competition and awards 
MOH
· # performances carried out


· Enhance the local groups as entry points for other socio-economic development activities
MOGLSD
· # farmer and needs based community groups engaged HIV/AIDS activities


· Ensure the districts have an effective Communication team at different levels
MOH, MOLG, MOGLSD
· # districts with communication teams


· Carryout an annual performance assessment of different types of performing  groups  in HIV prevention
MOGLSD
· Annual competition held among different performing groups

Intensify use of IT for HIV/AIDS prevention activities in conflict areas
· Establish websites in English/local languages for various information including questions, answers and referrals on HIV/IDS
UAC
· # hits at the websites through internet facilities located in conflict areas


· Establish toll-free call centers in English and local languages
UAC
· # calls originating from users in conflict area made to tol-free  call centres 




· Involve all the radio stations in dissemination of HIV/AIDS information
UAC
· # radio stations in conflict area with specific weekly programmes on HIV/AIDS

· 


· Local vernacular newspapers devote monthly space for HIV/AIDS
UAC
· Monthly pull-out on HIV/AIDS as an integral part of local news papers

Intensify the involvement of  local  leaders in prevention activities
· Document the impact of displacement and life in camps, bush and urban  areas on sexual life of people in affected areas
MISR
· Study conducted in the region

· 


· Strengthen the capacity of local leaders and cultural and religious institutions to disseminate the findings in relation to morals, sexuality and sex in and outside marriage
MOGLSD
· # local cultural, religious and civil leaders sensitized 

· 


· Integrate HIV prevention, HCT and PMTCT as an integral part of religious and cultural functions
MOGLSD
· # local cultural, religious and civil institutions integrating prevention in their activities

Integrate prevention activities in all activities involving IDPs and ex-combatants
· Prepare a comprehensive HIV/AIDS for IDPS that are remaining, leaving and left the camps
UAC, Prime Ministers Office
· Comprehensive too for sensitization  of IDPs prepared

· # IDP and ex-combatants return/resettlement activities with prevention as an integral part

Conduct integrated prevention 
· Prepare a comprehensive HIV/AIDS prevention  for ex-combatants that are returning 

· 
UHRC, Amnesty Commission
· Comprehensive tool for sensitization of ex-combatants prepared

· # ex-combatant activities with prevention as an integral part

Develop an integrated social and behavioural change approach for post-conflict areas
· Engage media, peer educators and community in dialogue to identify their special needs, issues and problems
MOH
· #Key issues identified, messages developed and disseminated by various service providers


· Develop appropriate messages and materials for dissemination by different groups
MOH
· # messages developed 


· Engage different stakeholders in dissemination of the messages
MOH
· # messages disseminated

Prevention activities targeted at specific populations
· Sensitize police at newly established posts (80 posts)
MOIA
· All new police posts reached 

· 


· Sensitize members of local council courts at sub-county, village and parish levels on HIV/AIDS
MOLG
· # newly elected councilors LC-I, II and III sensitized


· Sensitize prison staff/families and inmates in central and local prisons and juvenile homes in conflict area on HIV/AIDS (# institutions reached)
MOIA
· # prisons with sensitized staff/families and inmates


· Sensitize auxiliary forces viz Local Defence Units, Amuka Boys, Arrow Brigade before de-mobilization and Anti-Stock Theft Unit after
MOD
· # of auxilliary forces members sensitized on HIV/AIDS

Increase condoms access and availability in rural areas
· Integrate (a) local dispensers, clinics and HC-IIs (b)  farmer, PLWHA and needs based  community groups (c) mobile HW, CORPs, Peer Educators, as outlets for condom distribution and ensure condoms are made available for free to the various outlets
MOH
· # condoms distributed by various outlets

Increase prevention activities for PWDs
· Train counselors for providing prevention services to PWDs due to natural as well as inflicted disabilities
MOH
· # counselors providing services to PWDs in conflict area


· Develop appropriate materials on stigma and discrimination in conflict area in context of HIV/AIDS
MOH
· # material disseminated for reducing stigma and dissemination in prevention of HIV infection

Improve availability of data on prevention
· Conduct a LQAS in each district
DAC
· # LQAS carried out


· Strengthen support supervision and systems in districts in order to collect data on HIV infection accordingly for effective planning, coordination, monitoring and evaluation
MOH
· Unified data collection system on HCT and RCT from health facilities and mobiles services  developed and  operationalized


· Support system for identifying, monitoring, referring and protecting OVCs against HIV infection
MOGLSD, MOLG
· # OVCs accessed by this system and provided services

Objective 2:    To reduce the HIV transmission from mother to child by 50% by 2012 

There is a high fertility rate in the region where prevalence of HIV is between 2.3% and 8.3%. It is estimated that about 7,000 women in the IDP camps need PMTCT plus services but these services are only available in very limited health units. HIV positive mothers quite often cannot afford to give their infants alternative feeding; many female headed households are indeed food insecure which predisposes them to sex for food. Most men are not usually involved in PMTCT services. When women move away from camps to transit site or their (spouses’) places of origin, they are removed from ANC and PMTCT services. Referral systems are underdeveloped. 

Some districts do not have hospital or HC-IV while some sub-counties do not have PMTCT services yet government policy is that PMTCT should be rolled down to all HC-IIIs in the country; this requires urgent scaling-up of comprehensive PMTCT services in the conflict area according to this policy. Similarly, an integrated community based maternal, newborn and child health intervention training in the area is required. Reproductive health services especially Emergency Obstetrics Care (EMoC) coverage remains low in the region; some HC-IV and all HC-IIIs in all districts in the region had no basic EMoC as stipulated by the HSSP-II
. The medial personnel particularly the nurses in the region need capacity building in provision of integrated services. Many families within the area are food insecure especially when IDPs return/resettle because they have decreased access to food supplies, nutrition and health care services, and water and sanitation. The impact of the recent floods that occurred in late 2007 in some districts will continue to be felt in the next 12 months with serious consequence on feeding particularly for HIV positive pregnant women and their babies yet currently, many maternal and child health programme in the region lack nutritional support for infants in any case most mothers are ignorant of the linkage between nutrition and HIV/AIDS.  There is poor early referral of malnourished children for treatment. Finally, stock out of testing kits and nevirapine needs to be addressed.

Major activities
Highlights 


Sectors involved
Output Indicator

Mobilize men, religious and cultural leaders for facilitating PMTCT
· Develop the necessary tools appropriate for each category of leaders in relation to PMTCT


MOH, MOGLSD
· Tool for engaging local religious, cultural and civil leaders in PMTCT developed and disseminated in conflict area


· Facilitate the leaders to use the tools for dissemination to the respective communities
MOH, MOGLSD
· # local religious, cultural and civil institutions engaged in PMTCT

Integrate PMTCT in all programme of IDPs,  Returnees and local communities
· Sensitize leaders of various PRDP programmes on significance of PMTCT and monitor the delivery of PRDP with PMTCT as an integral part
MOH, Prime Ministers Office
· # Pre-departure and post arrival activities with PMTCT as an integral part

· 


· Promote dissemination of information on value of HCT/PMTCT in prevention, care, support and capacity building in conflict area
MOH
· # information materials  disseminated 


· Facilitate mobile HCT/PMTCT services in conflict area
MOH
· # families  and households reached

Prepare women in reproductive age to cater for their infants
· Provide alternative and complementary feeding to PHA mothers and their families through therapeutic and supplementary feeding centers, heath facilities and communities
MOH, MOAAIF
· # PHA mothers provided with alternative  and complementary feeding 




· Provide food for HIV +ve children


MOH, MOAAIF
· # HIV +ve children provided ready-to-use therapeutic foods  


· Carryout operational research on KAP as well as monitoring and evaluation of maternal, infant and young child feeding
MOH, MOAAIF
· Nutrition survey and surveillance  carried out




· Empower women in child bearing age to become economically active
MOGLSD, MOAAIF
· # women in child bearing age engaged in economic activities

Build local capacity in nutrition
· Strengthen community screening , provision of HBC for malnourished children and/or early referral 


MOH
· # VHT, etc trained and supported to provide HBC and screening of malnourished children


· Train field extension workers to support nutrition particularly for HIV +ve pregnant women and their babies
MOH, MOAAIF
· # extension workers trained

Provision of safe drinking water
· Bore holes rehabilitated/constructed in transit and return areas 
MOWE
· #  operation bore holes

 


· Water from wells and swamps need to be purified using appropriate (salts?)
MOWE
· # sackets for  water purification distributed

Intensify campaign against SGBV
· Develop sensitization material on HIV/AIDS, SGBC, law and governance in context of conflict areas
UHRC, MOGLSD, MOLG, MOH
· Material developed linking SGBV and HIV/AIDS, law and governance

· 


· Sensitize all leaders on SGBV concerns and response


MOGLSD, MOH, MOLG
· # local cultural, religious and civil leaders integrating SGBV in their activities


· Sensitize the  IDPs , local communities and returning ex-rebels on SGBV concerns and response


MOGLSD, MOH, MOLG
· # IDPs, ex-combatants, police and military personnel reached on SGBV


· Support formation of women groups on SGBV
MOGLSD, MOH, MOLG
· # women groups established 


· Provide PEP services in all major health facilities
MOGLSD, MOH, MOLG
· # facilities providing PEP services and organizations making referrals to SGBV victims


· Provide PEP services to victims of SGBV, rape, etc
 MOH, MOLG
· # SGBV victims receiving PEP and other services

Objective 3:  To maintain 100% blood transfusion safety, and ensure 100% adherence to universal precautions and promote 100% access to PEP at ART centers by 2012  

There are few blood screening facilities in the region and also limited blood donors. On the other hand, as people move out of the camps or return from the bush, in addition to the need for blood transfusion, the handlers of victims in instances of (a) injuries caused deliberately or accidentally with a knife or weapon (b) detonation of a land mine or grenade and (c) road accidents need to be extra careful since the prevalence of HIV in the population is high. There is a weak blood donation drive particularly among the youths in and out of school. The various service providers, especially the large number of volunteers  engaged in HIV/AIDS activities need to be provided protection against accidental infection from HIV. Regarding safe blood, the Regional Blood  Bank in Gulu12 needs (a) additional machine for blood screening, (b) storage capacity increased  and (c) additional laboratory technicians.

Major activities
Highlights 


Sectors involved
Output Indicator

Intensify campaigns on infection from contact with HIV infected  blood
· Sensitize on infection through contact with  blood of (a) victims with injuries from  land mines, grenades, gun wounds and accidents, (b) people sharing blades in local treatment and/or scarification, (c) people sharing shaving machines and blades, (d)  people sharing drinking pipes  etc
MOH
· IEC Material developed on infection with blood for conflict area 

· # districts involved in dissemination of IEC material 

Facilitate local donor recruitment
· Mobilize blood donors particularly among the younger population (e.g. Schools)
MOH
· # blood donors recruited




· Provide token incentives for blood donation (e. badges, soft drinks, etc)
MOH
· # token incentives procured and given out

Protect the numerous volunteers engaged in HIV/AIDS activities
· Provide each trained and registered volunteer with necessary protection gears
MOH
· # volunteers provided with protective gears

Objective 4:  To control sexually transmitted infections, increasing appropriate uptake from 36-70% by 2012

Most health units are dilapidated and dysfunctional12; those that are functional suffer from incessant drug stock out for treating STIs. Health units are understaffed with the personnel there not very motivated thus resulting in attrition; treatment of STIs are not integrated with HCT and SRH. In most districts, there is a serious lack of age and gender appropriate prevention and treatment of STIs and other HIV/AIDS related conditions. When people leave the camps they are more likely to resort to the mushrooming unlicensed clinics and/or ineffective traditional medicine as there are now very limited medical facilities away from the camps. If the peace talks are successful and LRA rebels and their families return the level of STI among them needs to be established before they mix up with the rest of the population.  Lack of testing kits and drugs for STIs is common. 

Major activities
Highlights 


Sectors involved
Output Indicator

Integrate STI in all IDP and Returnee programmes
· Integrate STI in comprehensive HIV/AIDS package for IDPs, ex-combatants and local communities in conflict area
MOH
· STI integrated in comprehensive HIV/AIDS sensitization and self-help package 


· Train CORPs to sensitize communities on STIs and linkages with HIV/AIDS in IDP and returnee programmes
MOH
· # CORPS, VHT, Peer Educators, PLWHA and  Traditional Practitioners/ Healers trained in STI management

· 


· Avail free condoms to participants of the programmes and at public places (see Objective 1)
MOH
· # Condoms distributed

Provide training to local health workers
· Mobilize and train service providers in unlicensed clinics and pharmacies within the village
MOH
· # clinics and pharmacies whose proprietors have been trained

Objective 5:  To promote use of new HIV prevention technologies and approaches proven to be effective

Many people in the region may not be aware of the benefits of circumcision due to lack of publicity and information about circumcision in the context of HIV/AIDS or due to the conflicting information circulated about it
. Those that are aware tend to perceive it an alien culture from some other tribes in/outside the country or associate it with the Muslim religious practice which makes it difficult to popularize particularly in a population where illiteracy is high and is predominantly Christian in their faith.

Major activities
Highlights 


Sectors involved
Output Indicator

Mobilize the local and religious leaders on male circumcision
· Literature on male circumcision needs to be developed and disseminated  in the local language
MOH
· # IEC materials on circumcision developed in local  languages




· Medial facilities where circumcision can be accessed should be made known to the public and be supported with the necessary logistics and personnel. 
MOH, MOGLSD
· # local religious, cultural and civil institutions engaged in mobilization for male circumcision




· Circumcisions in government facilities to be free
MOH
· # medical units designated for male circumcision in conflict area

2.2 Thematic Area:  Care And Treatment

Objective 6:  To increase equitable access to ART by those in need to reach 240,000 by 2012  

It is estimated that there are about 130,000 HIV infected individuals who were living  in IDP camps out of which approximately 30,000 were in urgent need of comprehensive care which includes ART, acute care, chronic care (palliative), treatment of opportunistic infections, HIV positive counseling and support and PMTCT; by June 2008, only 10,467 clients were receiving ART having increased from 8,394 in 2006.The IDPs are moving out of the camps to different locations; this includes PHAs on ART. It will be necessary to ensure that despite the distant and relatively inaccessible places the clients move to, efforts are made to provide them with drugs. It is imperative that just before the IDPs leave the camps or the LRA rebels are repatriated or upon entry in Uganda, one of the key activities  should be provision of HCT so that people are able to make informed decision regarding access to treatment and the course of life they would like to live after the camp. There are very few, if any, paediatric services for giving treatment to HIV positive children and some districts do not have PCR testing facilities; in general, stock out of drugs undermine adherence while shortage of manpower with the requisite skills affects overall health service provision. The proportion of health facilities filled by appropriate health staff is very low (45-60% in Pader, Kigum and Gulu districts)12 while stock out is very common (e.g. 30% of all health facilities in Lango Subregion were reported to have experienced drug stock-out in the first quarter of 2007)
, 
. Against this background, one of the key challenges in provision of ART and other health services in the region  is the retention of medical staff. Thus, in addition to rehabilitating/constructing the health facilities, it will also be necessary to do the same for staff houses. The current incentive given to new staff for six months many need to be adjusted for all the staff and for a period up to end of 2008. Although efforts are being made to attract professionals to the region, a key activity area will be to start on a  long term capacity building effort using an affirmative action like it was for entry of female students to public universities and for women representation in parliament and in decentralized local government structures.  Support is also required for the Medical school and other training schools for nurses, midwives and comprehensive nurses, laboratorists, clinical officers so that they can actively participate in research and building the capacity of the service providers including NGOs, institutions and key individual in the community such as VHTs, CORPs etc. All these personnel need to be provided with means of transport and communication equipment in addition to ensuring that the necessary medical equipment, drugs and supplies as well as lighting and proper storage are in place. 

Major activities
Highlights 


Sectors involved
Output Indicator

Need  to ensure continuity of ART for PHAs previously in IDP camps
· Facilitate mobile services for reaching clients at transit sites and other designated locations 
MOH
· # mobile services established  for ART in conflict areas


· Motivate the ART clients in rural areas to come for treatment (e.g. giving food)
MOH
· # ART clients provided with food incentives

Link ART to programmes of IDPs and Returnees 
· Develop sensitization materials on ART
MOH
· # ART materials produced in local languages


· Facilitate participation of key stakeholders including humanitarian organizations, NGOs and government in planning and implementation of PRDP and other socio-economic activities in the region 
MOH
· # local cultural, religious and civil institutions involved in dissemination of ART IEC messages

Establish affirmative action for recruitment, retention and training of medical staff with emphasis on local people
· Provide scholarships with bonding for students from the area to study health related courses
MOH, MOES, Office of Prime Minister
· # students supported funded and bonded


· Expedite the advertisement  for various positions
MOH
· # available posts filled


· Provide an attractive package to the medical staff for a period of 3-5 years
MOH
· # staff provided with allowances / incentives

Expand services to conflict areas
· Ensure that ART, paediatric and palliative care services are expanded
MOH
· # of facilities providing these services

Objective 7:  To increase access to prevention and treatment of opportunistic infections including TB

TB is one of the major problems in the conflict area because its prevalence is associated with the relatively high rate of HIV infection in the region; in addition to this, there is both inadequate access to diagnostic facilities and poor compliance  to treatment by the patients. As the IDPs leave the camps, because of long distances they will travel in order to access health units, many might resort to the use of ineffective local drugs or sharing of drugs. This will require sensitization and availability of services through mobile units which can be programmed to visit specific locations periodically; this TB service should be integrated in the other HIV/AIDS related mobile services. Secondly, it will also be necessary to (re)train health workers, VHT, PHA-groups and CORPS on HIV/AIDS and TB
; the, local religious, cultural and civic leaders and the various community groups will also need to be sensitized on how to mobilize people for TB and HIV/AIDS related response. There are numerous organizations involved in the provision of services for comprehensive care and management of OIs but there is general concern that they are not coordinated thus leading to duplication, inefficiency and/or gaps in services available. Palliative care appears to be non-existent or only in National Referral hospitals in the region12. Thus capacity for coordination at the different levels needs to be strengthened while the introduction of palliative care services needs to embarked upon in hospitals and HC-IVs.  

Major activities
Highlights 
Sectors involved
Output Indicator

Increase access to OI and TB prevention and treatment  
· Sensitize communities on common OIs to dispel myths  and mobilize for TB services


MOH
· # CORPs, VHT, Peer Educators, PLWHA and Traditional Healers provided training on HIV/AIDS & TB and support for implementing CB DOTS activities


· Facilitate integrated mobile service delivery of BCP components and other supplies – ITNs etc
MOH
· # clients reached with OI and TB services


· Develop appropriate IEC materials and disseminate through radio, drama groups and local leaders
MOH
· # materials developed and disseminated


· Coordinate and strengthen supply chain
MOH
· # facilities reporting no stock out

Objective 8:  To scale up HIV counseling and testing to facilitate universal access

The policy of MOH is to up-scale HIV counseling and testing to the health 
 as a way of directing clients to the appropriate HIV, AIDS and other services; the services referred to can be seen in  Figure #. 
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Figure: Voluntary Counseling and Testing as an Entry Point to various HIV/AIDS related and other Services. 

There will be many programmes under PRDP in addition to current socio-economic and development programmes already in place within the region. Efforts will have to be made to ensure that all these programmes integrate HCT in the services they provide to their members. In particular, the use of local groups (e.g. NAADS/farmer groups, peer groups, etc) as well as religious, cultural and political leaders should be facilitated for mobilization for HCT. The cost of transport, administrative fees and other “hidden costs” tend to prohibit access to otherwise free HCT services to the poorest amongst the population especially orphans, women and youths; this needs to be addressed. The national “Know Your Status” campaign for increasing the percentage of children accessing testing services should be intensified in post-conflict areas.  On the other hand, couple testing is limited and sharing of results among the couple is poor because of fear particularly among the women who go for HCT. Coordination of support becomes more difficult as IDPs return or resettle elsewhere.

Major activities
Highlight s


Sectors involved
Output Indicator

Increase access to HCT 
· Integrate sensitization and mobilization for HCT in all programs of IDPs/returnees and socioeconomic development in the region 


MOH, 

ALL dev sectors
· # Pre-departure and post arrival activities with HCT/PMTCT as an integral part

· # socio-economic programme (e.g. NAADS, NUSAF) with HCT as an integral part


· Carry out community outreach programs including IEC & HCT on HIV/AIDS
MOH
· # people counselled and tested


· Sensitize local leadership on mobilization for HCT and other services 
MOH
· # local leaders sensitized


· Promote dissemination of information on value of HCT/PMTCT in prevention, care, support and capacity building in conflict area
MOH
· # information materials  disseminated 

· 


· Facilitate mobile house to house HCT/PMTCT services in conflict area
MOH
· # people counselled and tested

Objective 9:  To integrate prevention into all care and treatment services by 2012

When PHA groups and networks are established with vibrant activities for their membership, then involvement of the PHAs in prevention, care and treatment activities becomes relatively easier. Therefore, as IDPs and returnees go in different directions it will be necessary to ensure that new PHA groups are established in the new places of abode. This requires some investment in capacity building and facilitation of these newly established groups particularly in planning, mobilization, advocacy on access to services.  Areas such as child counseling and packing of nutritional information for HIV positive mothers and their infants needs to be addressed. Registration of old and new post-test clubs for purpose of making referrals will need to be strengthened; the clubs will be platforms for both HIV positive and negative clients to meet and discuss issues such as HIV transmission, discordance in couples, ARV adherence, nutrition and PMTICT and psychosocial support. When SRH, FP and HIV/AID Care and treatment services have been integrated, service providers have to be sensitized as soon as possible. PEP services are non-existent in many health facilities in the conflict area.

Major activities
Highlights
Sectors involved
Output Indicator

Establish PHA and peer groups
· Mobilize community to encourage establishment of new PHA and peer groups
MOH, UAC
· # PHA groups established in each district of conflict area


· Facilitate PHA networks to organize their fora
UAC
· # PHA network coordinated functions held


· Train PHA and peer groups in management, advocacy, project planning, resource mobilization, social accountability and M&E
MOH
· # PHA and peer groups trained in each district 



Increase access to HIV prevention within treatment programs 
· Train and facilitate PHAs and their networks to promote GIPA including positive prevention  
MOH
· # PHA groups with skills in GIPA


· Supplies for prevention integrated in care and treatment
MOH
· # facilities with no stock out of supplies for prevention, care and treatment

Objective 10:  To support and expand the provision of home based care, and strengthen referral systems to other health facilities and complementary services

The medical staff that can provide HBC are extremely limited12. Hence, it is necessary to provide training to members of the local community on how to support and expand HBC while at the same time being able to refer patients accordingly to other higher level health facilities. Because HBC should not be provided in isolation, it is imperative that linkages are made between HBC service providers and supervisors and those for other complementary services. The youths are more energetic and capable of walking longer distances hence they need to be mobilized and engaged in provision of HBC in the rural areas. There is a  high prevalence of SGBV, transactional and trans-generation sex in this population with high HIV infection rate hence it is likely that, adolescent and young adults living with HIV/AIDS are also very many; this requires attention in addressing their sexual and reproductive needs through youth friendly facilities and approaches. 

Major activity
Highlights
Sectors involved
Output Indicator

Strengthen capacity of HBC providers  and increase access to HBC
· Provide training to CORPS/VHTs, religious and cultural leaders to supplement HCWs in HBC delivery, palliative care, BCP,  
MOH, MOGLSD
· # CORPS, VHT, PHAs, local religious, cultural and civil leaders trained in HBC




· Training to family members of PHAs


MOGLSD
· # PHA family household trained in HBC and provided necessary kits


· Strengthen mobile HBC units for service delivery and quality assurance


MOH
· minimum package of HBC including  HCT, ART, PEP, psychosocial and nutrition  education in conflict area developed and  disseminated


· Integrate HBC in other programs e.g. NUSAF, PRDP, NAADS etc 
MOH, MOGLSD, Prime Ministers Office, UAC
· # mobile HBC units established




· Develop and disseminate minimum package of HBC for conflict area
MOH, MOGLSD
· # programmes with HBC as a component

Increase mobilization of the youth for services 
· Sensitize religious and cultural leaders, local musicians and role models on how to engage the youth in provision of HBC 
MOH, MOGLSD
· # local religious, cultural and civil leaders etc  trained in mobilization of youths 


· Facilitate access to health related services through youth groups  and their members
MOH, MOGLSD
· # youth groups providing  HBC services and with integrated health activities


· Establish youth friendly corners/centres
MOGLSD
· # Youth friendly corners/centers established

2.3 Thematic Area: Social Support

Objective 11  To provide complementary support, including nutrition to PHAs 

In the camps, over 90% of households face difficulties in accessing food; this burden is more pronounced among PHA households as well as women and child headed households. It is estimated that 130,000 PHAs are in the IDP camps. Against this background, instances of marital relationships breaking-up due to a man learning about the sero-positive status of his spouse or failing to provide for the households aggravates the food and nutrition problem of PHAs and women in such families. The erosion of traditional food storage mechanisms and loss of animals also affect the level of access to food by the PHA-households. Currently, a number of push and pull factors  have made many PHAs to move out of the camps and be scattered in the country side in transit sites and places of origin which are difficult to reach. Ex-combatants and LRA are/will be returned for reintegration into their communities
. Food rations are likely not to be provided after one leaves the camps or is returned/resettled because progressively the humanitarian assistance will be replaced with rehabilitation and development support. In the recent past, the crops of returnees and IDPs that had left the camps were destroyed by floods in late 2007 and worse still, famine is being forecast to occur sometime later  in 2008. Degradation of social relations while people were displaced has reduced dependence and interdependence among IDPs which were strong in provision of social support including food production and provision particularly to the sick and their family members. Although there are many organizations providing support to PHAs, some tend to ‘own’ the PHAs that receive services from them resulting in duplication of activities and poor geographic coverage which requires good coordination. 

Major activities
Highlights 


Sectors involved
Output Indicator

Plan for continued distribution of food rations to PHAs in affected area for at least another cropping season
· Mobilize food rations to be given out to PHAs
Prime Ministers Office
· # PHAs provided food rations


· Produce and disseminate information materials  on nutritional care and support to PHA
MOH, MOAAIF
· # Information materials produced and disseminated


· Provide nutritional education and counseling to PHAs and their households in camps and outside camps
MOH
· # PHAs provided nutritional education and counseling 


· Provide education in hygiene and sanitation for PHAs and their families

· # PHAs provided education in hygiene and sanitation

Provide logistics for crop production in the next planting season
· Sensitize local communities on production, storage and processing of local foods appropriate (including varieties of crops, livestock and fisheries products and honey) to PHAs  
Prime Ministers Office, MOAAIF
· # information materials and sensitization workshops held on local foods for PHAs


· Give necessary tools and inputs, technologies etc for food production (e.g. free, through work for food etc)
Prime Ministers Office, MOAAIF
· # people provided tools for production

Sensitize communities on values of social networking 
· Integrate issues on social networking in HIV/AIDS and other training programmes in conflict area 
MOGLSD
· # training programmes integrating social networking, 

Strengthen coordination among service providers
· NACAES, District AIDS Committees to be strengthened 


Prime Ministers Office, UAC
· # amount of funds allocated for facilitating meetings of coordinating bodies


· Ensure PHAs are on the relevant coordination structures
UAC
· # coordination meeting in which nutrition of PHAs are discussed and acted upon


· Ensure that PHA service providers are coordinated
UAC
· # coordination meetings held by PHA service providers


· Facilitate joint planning and monitoring by service providers
UAC, MOLG, MOH
· # Joint planning meetings held by key service providers in a district

Objective 12:  To increase the provision of quality psychosocial support to PHAs, OVCs and other disadvantaged groups affected by HIV and AIDS by 2012

The majority of the population in the conflict areas is composed of young people and youths and yet the entire population is seriously affected by trauma resulting from displacement from places of origin but made worse by being infected or affected by HIV/AIDS, poverty and powerlessness. It is estimated that about 210,000 OVCs are in need of support including food, education and psycho-social support. The UDHS(2006) indicated that while in Uganda 3% of orphans had both parents dead, 9% had only mothers alive and 15% had one or more parents dead, for the north the same statistics were 6%, 12% and 22% respectively; the same statistics were worse for IDPs i.e. 10%, 12% and 27% respectively. As the IDPs return home, it will be necessary to follow-up clients but the infrastructure for accessing the remote places are dilapidated and there are also few social workers, organizations and other resources for providing this kind of services which usually requires a one-on-one contact.  Because of trauma, mental stress and the difficult life experienced in the camps or bush for many years, there are very many mentally sick people in the north; indeed, many of these sick people may even be HIV positive. Besides, OVCs in the area are exposed to challenges of stigma and discrimination; similarly, when the current peace talks are successfully concluded and former LRA abductees and LRAs return, there is likely to be some form of stigmatization which will have greater impact on PHAs that return. Besides, the returnees are not uniform, instead they consist of people who were born in the camps/bush, abducted when very young kids in their early teens and those abducted as adults. These have different challenges because the level of trauma, psycho-social impact etc on them vary considerably hence requiring different approaches in support. In addition to this, cases of sexual and gender based violence and rape are quiet common as women and girls move out to collect water and firewood; SGBV is also known to be common among spouses and sexual partners. 

Against the above background and apart from Gulu National Referral Hospital, there are few health workers trained in mental health and psycho-social support in the majority of the health facilities in the region
. This requires support for a mobile psychiatrist services to reach the rural health facilities and also appropriate training of cultural and religious leaders to advocate for psycho-social support and against stigma, discrimination of mentally ill/psycho-socially traumatized PHAs, OVC, women etc.; all those trained should be able to make referrals where necessary. Psychosocial IEC materials in the context of conflict area also need to be developed and disseminated using various approaches including print media, radio, music, dance and drama; special attention will have to be given to OVCs, women, PHAs and the disabled (including those due to un-natural causes). Taking cognizance of the fact that psych-social support and counseling is going to be required for a long time and that these services are better provided by local people who know the language, it is important that affirmative action is taken in order to train more  counselors. In any case, there is also burn out from those who provide these services and hence need replacement and indeed psycho-social support for the service providers. In this regard, since there  are very many cases of people that need psycho-social and mental sickness support, it will be necessary to motivate students who come from the region and know the situation better to take courses that address psycho-social issues, trauma and counseling. Care should also be taken in ensuring that when clients come for services, there is no discrimination, revenge or refusal to provide services to ex-combatants who might have committed crimes/atrocities associated with/witnessed by the service provider.

Major activities
Highlights 


Sectors involved
Output Indicator

Provide psyco-social support services in rural areas
· Support psychiatric and psycho-social outreach services
MOH
· # mobile psycho-social units in place

Build capacity of local leaders and peers to provide support 
· Train ex-combatants, IDPs, teachers, cultural and religious leaders to advocate for psycho-social support and against stigma, discrimination of mentally ill/psycho-socially traumatized PHAs, OVC, women etc
MOH, MOGLSD
· # training workshops held




· Establish a referral system for clients with psycho-social trauma
MOH, MOGLSD
· # district or sub-county level health units providing psycho-social support

Develop psyco-social support IEC materials and  mount radio and other multi-media campaigns against stigma and discrimination
· Develop psychosocial IEC materials in context of conflict area
MOH
· # psycho-social IEC materials developed


· Radio programmes aired
MOH
# radio programmes aired


· Print media in local languages disseminated
MOH
#  print media materials disseminated


· Music, dance and drama staged by local population
MOH
# performances on stigma and discrimination

Strengthen campaign against SGBV 
· Advocate for reporting by victims and prompt follow-up of perpetuators
MOH, MOGLSD, MOLG
# victims reporting


· Train local community members, including CORPs and leaders to provide counseling to victims
MOH, MOGLSD, MOLG
# local community leaders trained


· Refer victim to appropriate medical facility for PEP
MOH, MOGLSD, MOLG
# Victims referred to facilities for PEP


· Refer victim to appropriate legal audience
MOH, MOGLSD, MOLG
# Victims referred to appropriate legal audienceP


· Pass byelaws that support the campaign against SGBV
MOH, MOGLSD, MOLG
# districts that have passed bye-laws


· Establish women support and lead groups for advocacy in SGBV
MOH, MOGLSD, MOLG
# Groups established

Objective 13:  To promote and support sustained formal and informal education, vocational and life skills development for OVC, PHAs, IDPs PWDs and other disadvantaged groups affected by HIV and AIDS.

Efforts are being made to provide catch-up education to the many boys and girls in the conflict area particularly those from/in camps who have never been to school (23% of children aged 7-18 years in northern Uganda have never attended school)8 so that they may join the formal UPE classes later or participate more effectively in IGAs in the future; a large proportion of these and particularly girls, orphans, former abductees are adolescents who may be sexually active already. These need to be protected from HIV infection while those already infected need to be given information for accessing treatment. This requires that the community teachers and supervisors providing this education service need to be sensitized so that HIV/AIDS education can be an integral part of this learning effort; visits to these classes by respective service providers need to coordinated and scheduled to avoid disruption by many visitors. Many orphans are unable to go to school because many IDPs live below poverty line with no disposable assets or income and hence lack support for education particularly for orphans. Social exclusion on basis of gender, age, physical ability or marital status, PHA, SGBV etc also preclude access to education, for girl women, children heading households, formerly adducted children, children living with disabilities, orphans, and children living with or affected by HIV/AIDS; children of LRA rebels are also likely to be stigmatized. When the IDPs return to their places of origin, there is also a serious lack of facilities for formal and informal, vocational training particularly for PWDs; the later includes also former combatants and IDPs who have been disabled through amputation, land mine blasts etc. The girls and girl children (especially formerly abducted children and child mothers) will need to be provided sanitary materials. In addition, they will need to be given psychosocial support and life skills. Indeed, livelihood skills training, business training, sensitization in human rights etc will need to be imparted as part of the catch-up education curriculum which will have to be backed up with appropriate training materials in vernacular. The recruitment and retention of female teachers should be encouraged. On the other hand, maximum effort needs to be put on ensuring that children attend UPE and USE as appropriate. The disadvantaged children that are at post-primary and tertiary institutions of learning will need to be supported in order to reduce drop out rates especially among girls in this category. Similarly, as stated earlier, it will be necessary to motivate students who come from the region and know the situation better to take courses that address psycho-social issues, trauma and counseling. In this way, they will do the work better but also help in supporting the community members to settle more easily in their villages as envisaged in the PRDP.

Major activities
Highlights 


Sectors involved
Output Indicator

Provide schooling facilitation
· Register the orphans and provide them with a minimum package for enhancing their stay in school 
MOGLSD
· # OVCs provided with a minimum package for enhancing their stay in primary and secondary schools


· Provide girls with sanitary materials
MOGLSD
· # girls retained in catch-up education


· Sensitize community teachers and supervisors involved in catch-up education programe  on HIV/AIDS issues 
MOES, MOGLSD
· # community teachers and supervisors trained


· Training materials be produced and made available.
MOES, MOGLSD
· # and categories of training materials produced and disseminated


· Provide food to pupils in primary schools at least in the first year of implementation
MOES, MOGLSD Prime Ministers Office
· # schools provided food


· Provide scholarships to the disadvantaged children in post-primary and tertiary institutions of learning
MOES, MOGLSD
· # OVCs provided scholarships for learning at tertiary institutions

Encourage training of out-of school youths and adults
· Provide functional adult literacy  (FAL) education 
MOGLSD
· # sub counties offering FAL




· Provide vocational and life skills training particularly to the youths and women
MOGLSD
· # sub-counties with NGOs offering vocational and life skills for out of school youths


· Establish community centres in each sub-county (with satellite sites in the parishes) as a multi-purpose focal point for use by the communities
MOGLSD
· # sub-counties in which community centers have been established and equipped with facilities including tele & internet services


· Provide child mothers to attend school /FAL classes
MOGLSD
· # Child mothers who attend school/FAL classes

Objective 14:  To enhance economic empowerment and livelihoods of HIV/AIDS affected communities and households

Most IDP families particularly women headed households have very limited income and difficulties in raising money when needed because they do not have skills but, importantly, because they do not have productive, physical and financial capital to engage in IGAs thus rendering them dependent on humanitarian assistance.  Indeed, the mass displacement in the conflict area had a significant negative impact on level of access to land, loss and ownership of livestock and over dependence on external assistance for food and non-food items from government, UN and other humanitarian organizations; many women particularly those in camps depend on sex for survival
. Thus, when IDPs return to their places of origin, they return to nothing having lost everything during the war; this situation is even worse for women headed households who usually may not even have rights to any land – inherited, rented or otherwise! In this circumstance, support needs to be given to these households, particularly the PHA, elderly, child and women headed households; support would include (a) provision of improved agricultural inputs and farming tools including seeds of cereals, pulses, oil and vegetable crops,  planting materials for food reserve crops (e.g. cassava cuttings and sweet potato vines), oxen and on-ploughs for reducing labour bottlenecks (b) provision of low cost labour saving processing machines such as grinding mills for flour, past and oil production (c) training in on and off-farm livelihood interventions e.g. crop and animal husbandry, restocking of small ruminants, micro-gardening, fish pond farming, animal traction, multiplication of planting materials/seeds, business skills as well as storage, processing and marketing of agricultural produce, carpentry etc. In order to expedite this process, it will be necessary to up-scale approaches that have been proven successful in empowering farmers. These approaches include, for instance, Farmer-Field Schools (FFS),  model contact farmers, community owned resources (e.g. fish ponds) etc; hence, farmer groups and other community based organizations established under programmes such as NAADS, NUSAF, PRDP etc. will need to be trained in these approaches and provided the necessary tools and technologies to implement them. Also, in order to cater for sustainability, after the initial settlement package for those moving from the camps, the capacity of individual families should be strengthened by encouraging (i) ‘food for work’ and ‘food for storage’ and (ii) productive asset transfer approaches such as, ‘vouchers for work’ and ‘assets for work’ that have been used successfully in the context of supporting the communities to maintain their environment, community roads and other facilities. The PHA groups, women/youth/farmer groups and other CBOs should be encouraged to access micro-credits by registering their groups as SACCOs while individuals will need to be empowered to come together in their own rights to establish SACCOs in order to benefit from the resources under “Prosperity for All” programme; these same groups including entertainment groups should be encouraged to participate in these activities and upgrade their groups to also include IGAs as an important activity. In order to maintain the momentum, an award for best performers should be planned. Training materials for all different types of training will need to be developed with relevant HIV/AIDS concerns integrated in the process.

Major activities
Highlights 


Sectors involved
Output Indicator

Promote establishment of groups as an entry point for support for IGA and micro-credit
· Mobilize establishment of farmer groups, SACCOs  and other needs based community groups
MOFPED, MOGLSD
· # groups established

· 


· Support the running of SACCOs and IGAs 
MOFPED, MOGLSD
· # SACCOs and IGAs  in operation


· Provide groups with agro-inputs including seeds and  implements for production as resettlement package and thereafter through innovative remuneration mechanism such as FFW, SFF , VFW, AFW, etc 
Prime Ministers Office, MOAAIF
· # money allocated for agricultural inputs and production


· Train various groups in livelihood skills and interventions
MOGLSD, MOAAIF
· # groups trained in livelihood skills and interventions


· Provide low cost/labour saving machines 
MOGLSD, MOAAIF
· # low cost/labour saving machines given to groups


· Establish local markets in strategic locations of return and where possible, convert camps to trading centre/towns
MOGLSD, MOAAIF, MOLG
· # markets established




· Train community based farming resource persons e.g. model farmers, community based para-vets, field extension workers etc about technologies and HIV/AIDS
MOAAIF
· # community based farming resource persons trained



Provide IEC materials and incentives for  farming and support 
· Develop  appropriate training materials for different training needs


MOAAIF
· # and types of training material developed in local languages and distributed


· Establish a mechanism for an annual award for excellence and/or good practice among groups
MOAAIF, MOLG, MOGLSD
· # amount of money allocated for assessment and awards to groups

Advocate for access to land by all people originating from a particular place without discrimination
· Facilitate the cultural and local leaders in ensuring access to land particularly to women,  widows,  women headed households and orphans
 MOLG, MOGLSD
· # information materials in vernacular  on land disseminated to cultural and local leaders 

Objective 15:  Increase access to basic entitlements for PHAs and OVCs

There are several policy documents and guidelines that are relevant in tackling issues of HIV/AIDS and food security but none of them addresses directly the relationship between gender, food insecurity,  HIV/AIDS and conflict areas. In addition to PHAs, OVCs and abducted children, there are many child headed households in the conflict areas for whom the general perception is that the capacity of families and communities to support/protect them has been severely eroded. Thus, sex for food is a common negative coping mechanism for accessing food by OVCs and women. Besides, as the camps are being decongested and IDPs move to transit sites and their places of origin the OVCs will need extra and indeed continuous support because they (a) will not be able to produce food as they will need to attend school (b) will have no income for purchasing food and other basic requirements including drugs for common diseases like malaria. Similarly, the vulnerable people including women, child-headed households, PWDs, elderly and PHAs that might not leave the camps will need to be supported so that they may become as self-reliant as possible because soon or later humanitarian support will end. This will mean keeping a good database on the number of vulnerable individuals that have left/remained in the camps so that it is easy to track and provide them services as necessary.

Major activities
Highlights 


Sectors involved
Output Indicator

Register the child headed households and provide them with support
· Register the orphans, child headed households as well as elders, widows and disabled


MOGLSD, MOLG
· # orphans and child headed households in camps, returned, resettled  with appropriate referral  organization for follow-up


· Provide a minimum package for sustenance of these families


MOGLSD, MOLG
· # child-headed households receiving minimum sustenance package for their families


· Experiment a health insurance scheme to support these orphans and child headed households? 
MOGLSD, MOLG, MOH
· # orphans on experimental health insurance system paid?




· Provide special support for the vulnerable groups to engage in IGAs
MOGLSD, MOLG
· # vulnerable groups engaged in IGAs

Develop policy on conflict area
· Initiate process for developing policy documents and guidelines on HIV/AIDS and food security
Prime Ministers Office
· Draft policy document produced 

Strengthen the capacity of PHA groups to track their members
· Support registration of PHAs within their networks
MOGLSD, UAC
· # registered PHAs


· Monitor the welfare of the PHAs and link them to service providers
MOGLSD, UAC
· # PHAs supported through their networks

Objective 16:  To ensure legal and appropriate social and community safety nets for PHAs, OVCs and other persons made vulnerable by HV and AIDS 

The social authorities of traditional leaders among the IDPs has been diminishing tremendously over the period they have been in the camps resulting in eroded extended family structures, social networks and  social capital. Against this background, it appears that apart from the cultural leaders, no new broader or uncontested social structures have emerged to fill the vacuum. Consequently, (a) morals are low and there is a significant lack of trust among the population; (b) girls’ and women’s rights are violated -- widows particularly are quite often blamed for their husbands deaths leading to de-legitimization of claim on both the husbands land/assets and his family’s protection while girls are given off for marriage at very early ages  (c) low capacity of families and communities to protect the children’s rights. In the conflict area, women and children headed of households are particularly vulnerable because traditionally land ownership and inheritance is passed only to adult men. Because many children and youths have grown up primarily or entirely in camps with no memories or knowledge of rural traditional life and social relations, youths are dismissive of both the LC2 and traditional leaders who therefore cannot enforce norms and order. It will be necessary to reverse this trend and increase more access to justice and adherence to human rights of the PHAs, OVCs, women, child headed households etc. The local court systems and personnel need to be sensitized on these basic rights of these vulnerable groups; para-legals, in addition to elders, women leaders, local religious, cultural and civil leaders, also need to be trained and supported in each sub-county in order to sensitize the population on their human and land rights. Many approaches including translation of relevant laws and messages into local languages and disseminating them through public education using radio talk shows, dramas, mock-trials and outreach methods will need to be supported. A mechanism for systematic reporting on human rights violation and referral systems to care and support to survivors of gender based violence will need to be set up and supported. There are many organizations implementing HIV/AIDS and other socio-economic development activities including PRDP in the region; a bye-law needs to be passed and monitored by the various councils to ensure that their employees are adequately addressed in context of HIV/AIDS in their work places. Finally, among the returnees or ex-combatants or abductees there may many who will be unable to identify their relatives or even homes; a system for tracking and supporting these type of people also needs to be put in place. 

Major activities
Highlights 


Sectors involved
Output Indicator

Sensitize and establish national policy and byelaws for protecting the rights of children and women in the conflict area
· Formulate and disseminate local bye-laws as a measure for protecting the rights of children and women in conflict area
MOGLSG, MOLG, MOLUD
· #  districts with bylaws for protecting the rights of children and women in conflict areas 


· Review the national policies and laws on right to land for communities in the conflict area

· 
MOGLSG, MOJCA, MOLUD
· Amended national policies and laws on land integrating concerns of those in conflict areas (e..g IDPs)

· 

Strengthen the capacity of traditional leaders as custodians of culture 
· Train cultural leaders in advocacy and leadership skills
MOGLSD
· # leaders trained in advocacy and leadership skills


· Facilitate cultural leaders to mobilize their communities
MOGLSD
· # leaders facilitated


· Sensitize the youths on respect of elders
MOGLSD
· # youths trained

Provide legal aid
· Sensitize the local council court officials on legal rights of the PHAs, OVCs, women etc
MOLG, MOJCA
· # local council court officials trained on legal rights




· Train para-legal practionners and facilitate them to support the communities with regard to their rights
MOLG, MOJCA
· # para-legal practionners facilitated to support communities

Ensure that major employers have policies on HIV/AIDS in the work place 
· Pass bylaws for integration of HIV/AIDS in the workplace for major service providers (e.g. construction firms, teaching organizations, NGOs ect) in conflict areas
MOLG, MOGLSD
· # districts with bylaw on HIV/AIDS workplace policies 




· Ensure all organizations implementing PRDP,  HIV/AIDS and other socio-economic activities have work place policies on HIV/AIDS that are adhered to
MOLG, MOGLSD
· # key institutions involved in implementation of PRDP, HIV/AIDS and other socio-economic  activities with  HIV/AIDS  work place policies being operationalized

2.4 Systems For Delivery Of Hiv/Aids Response

Objective 17:  To effectively coordinate and manage the response at various levels

Government has put in place the LTIA for management of Global Fund for HIV/AIDS, TB and Malaria and the Partnership Fund for supporting the innovative Partnership Structures coordination in the country; a Civil Society Fund has been established for supporting non-government organizations involved in implementation of the NSP. In 2006, a National Committee on AIDS in Emergency Settings (NACAES) was established in order to coordinate activities on HIV/AIDS across the 18 conflict districts of the North including North West (Adjumani), North Central (Gulu, Amuru, Kitgum, Pader, Apac, Oyam, Lira, Dokolo, Amolatar), North East (Amuria, Kaberamaido, Katakwi, Kotido, Moroto, Nakapiripriti, Abim and Kaabong). The Government through the Office of the Prime Minister has also come out with the PRDP 2007/2010 for addressing the conflict situation in the greater Northern Uganda that includes the above 18 districts and additional 18 districts including North Wes (Arua, Moyo, Nebbi, Yumbe, Koboko, Nyadri), North East (Soroti, Kumi, Pallisa, Busia, Kapchorwa, Mbale, Sironko, Bukwa, Bukedea, Budaka, Tororo, Butaleja). The institutional framework for PRDP has a PRD-Management Unit which is answerable to the National Committee on Northern Uganda; in each district there will be an operations manager appointed by the CAO.   For coordination of HIV/AIDS activities at the decentralized level, the District AIDS Committees (DACs) and District Task Forces (DATs) and corresponding structures are sub-county (SAC/T), Parish (PAC/T) and Village levels have also been put in place.. 

In the conflict districts, the funding mechanisms still need to be disseminated to the communities, NGO and local governments so that they may effectively participate in accessing, monitoring and demanding for transparency and accountability. The activities of NACAES will need to be supported in order to ensure that the national response to HIV/AIDS in the conflict districts are fast tracked. Efforts will have to be made in order to effectively advocate for mainstreaming HIV/AIDS in the programmes of PRDP and all other socio-economic development programmes such as NUSAF, NURP, NAADS etc in the region.

In most districts of the conflict area, the District AIDS Taskforces (DAT) which function as Standing Committee of the district council do not meet regularly for purpose of providing political leadership and coordination. Similarly, the district AIDS Committees (DAC) which is supposed to provide government led technical leadership for the multi-sectoral response to the epidemic in many districts too do not meet regularly as the CAOs quite often delegate their  Chairperson responsibility for the DACs to other junior technical staff. Although districts are supposed to have functional district partnership forum (for brining together the numerous stakeholders in the district) similar to the one at the national level set by UAC, in many districts, the forums do not operate. All the structures afore mentioned do not cascade downwards to the parish level as envisaged in the NSP. Besides, coordination between the district and urban authorities are weak. Similarly, while many district leaders are often by-passed in planning for and delivering HIV/AIDS services by many non-government partners, functional coordination among these numerous actors  in the districts/region is minimal resulting in significant gaps in some areas of service delivery and duplication in others. 

Figure : District Level Coordination Structures for HIV/AIDS and Implementation of IDP Policy


[image: image2]
Source : Outline of Planning and Coordination of Multi-sectoral HIV/AIDS Response in Conflict Affected Districts of the North Uganda. NACAES(2006)

Against this background, all the districts in the conflict areas have district disaster management committees (DDMC) as an implementation structure for the IDP policy as is shown in the figure above. However, because HIV/AIDS was not considered as one of the emergencies in the IDP policy, planning for HIV/AIDS response in the districts through DDMC have been very difficult; indeed, the position of HIV/AIDS keeps changing -- as a crisis, disaster, emergency, cross-cutting etc although Sector Working Group on HIV/AIDS have been established as sub-committee of the DDMC with monthly meetings but without formal linkages with DAC/DAT and district councils. Districts are faced with numerous guidelines relating to implementation of NSF but without facilitation for implementing them; quite often, the guidelines may also be conflicting. Many districts have weak PHA organizations which are not coordinated enough to provide substantial and substantive input into the planning processes of the NGOs and local governments at different levels. In light of all these, it is necessary that as the region moves from emergency to rehabilitation and development, the DAC/DATs, district partnership forum and PHA groups need to be supported to play the roles that they were meant for.

Major activities
Highlights 


Sectors involved
Output Indicator

Disseminate Information on Funding Mechanisms  
· Disseminate to districts LTIA, Civil Society Basket Fund and Partnership Fund arrangements
UAC
· # districts and organizations sensitized on LTIA and CS-BF


· Sensitize civil society to demand for transparency and social accountability from beneficiaries of GFTAM, Partnership Fund and CS-Basket Fund
UAC
· # civil society organizations involved in anti-corruption  and social accountability activities involving HIV/AIDS resources

Strengthen DACs
· Provide necessary resources & technical support for strengthening the activities of DACs in all districts
UAC
· # functional DACs engaged in planning, monitoring, advocacy etc in the districts


· Sensitize the members of DAC/Ts on HIV/AIDS and development, situation and planning in conflict area
UAC
· # DAC/Ts with members sensitized


· Support the districts to develop district HIV/AIDS Strategic and annual Plans that are integrated in the district strategic and rolling plans
UAC
· # of districts with district HIV/AIDS plans integrated in those of the district


· Support the integration of the urban HIV/AIDS plans in the district plans
UAC
· # of urban HIV/AIDS plans that are integrated into the district plans


· Facilitate LC-V and LC-III meetings have HIV/AIDS as an agenda item at least once a quarter
UAC
· # districts and sub-counties that discuss HIV/AIDS in their meetings at least once a quarte

Strengthen coordination of all key partners in district response to HIV/AIDS
· Support the activities of NACAES and CAP at central and district level
UAC
· #  NACAES activities carried out


· Promote discussion of  HIV/AIDS situation/activities among key partners in  conflict areas
UAC
· # district and regional coordination meetings held by public sector,  non-public sector and development partners


· Support integration of HIV/AIDS in all PRDP and other public sector programmes 
UAC
· # districts with HIV/AIDS activities integrated in all socio-economic activities


· Facilitate linkages and coordination among all HIV/AIDS programmes of development partners, NGOS and CBOS 
UAC
· # of districts with harmonized planning, implementation  and reporting of HIV/AIDS activities

Objective 18:
 To develop infrastructure for equitable and timely access to HIV and AIDS services

The conflict in northern Uganda has lasted over 20 years. During the period, there has been considerable breakdown in structures for delivery of social services resulting in severely limited access, uneven distribution, and poorly linked care, treatment and referral services. For instance, in Gulu, Kitgum and Pader only 70% of the 167 health facilities were functional (SAM); 83% of all the facilities here are owned by government. Although all the HC-IV and hospitals in the sub-region were functional, 12% of the 94 facilities in the camps and 38% of the facilities outside the camps were non-functional; the HC-II units were the most dysfunctional. Indeed, poor coordination, security concerns and logistical challenges have tended to skew the provision of services mainly to within and around district towns and camps.

The laboratories that support the activities of the health personnel have not been spared. For instance, less that 40% of the health centres III in Lira district had laboratory services while the same statistic was 20%, 36% and 33% in Gulu, Kitgum and Pader respectively. At HC-II level, only Gulu (19%) and Kitgum (11%) had laboratory services yet these are key in diagnosis and confirmation of diseases; they are supposed to be available in all HC-II upwards.   It was noted earlier that the  Regional Blood  Bank in Gulu needs (a) additional machine for blood screening, (b) storage capacity increased and  (c) additional laboratory technicians.

There is a glaring lack of human resource in the conflict districts. For instance, in Acholi region, SAM revealed that while the Health Sector Support Plan staffing norms were only achieved by 50%, 9% and 21% of the HC-II in Gulu, Kitgum and Pader districts respectively, none of the HC-IIIs and HC-IVs in the region had met these norms. The ratio of the doctor to the population was one to 11,318 (Gulu), 21,519 (Kitgum) and 53,291 (Pader). In any case, most of the trained staff are usually concentrated  at district headquarters leaving out the rural health centres in the hands of unqualified staff to manage with minimum supervision. Only 7-11% and 9-33% of HC-II and HC-III  units respectively in Acholi sub-region were found to be having a person in charge of health information management. Generally, in the absence of qualified staff, CORPS have been used. Thus, in the camps one CORP was for 312 (Gulu), 2,735 (Kitgum) and 483 (Pader) persons
. Against this background, lack of accommodation and basic amenities in the rural areas make it difficult to attract, motivate and retain qualified high-level cadres of technical and also support staff in all sectors. Because the supply chain for pharmaceutical and medical products continues to experience many difficulties, stock-out of drugs are very common in facilities especially at the lower health units. These challenges are increasing particularly now that the majority of the population in the camp are moving out to transit sites or their places of origin which are usually located far away in the rural areas.

Major activities
Highlights 


Sectors involved
Output Indicator

Rehabilitate/Build health Units
· Rehabilitate or build new health units and laboratories
MOH, MOES,
· # health units rehabilitated/built

Increase the number of staff
· Recruit additional staff to support service delivery at the various health units
MOH, MOPS, MOES, MOLG
· # new staff recruited 


· Build/rehabilitate staff houses
MOH
· # staff houses built/rehabilitated


· Provide the necessary incentives for motivating and retaining technical staff  
MOH, MOPS
· # technical staff provided incentives 



Facilitate community groups and volunteers 
· Provide the necessary facilitation and incentives to key local leaders and non-salaried  volunteers (e.g. VORPS) at the lowest community level
MOGLSD
· # local leaders and service providers provided with facilitation transport, allowances 



Objective 19: To strengthen national capacity to undertake and coordinate priority HIV and AIDS-related research and utilise outcomes

Many research activities take place in the region but they tend to be extractive with the researchers not going back to present their findings to the districts. Operational research whereby related service providers collect data that can be analyzed is rather weak; this applies  to both private for profit organizations and NGOs that provide services. Thus, unlike health facilities were uniform data is collected on clients and some effort is made to feed them into the Health Management Information System (HMIS), services provided(outside government and PNFP health facilities) to OVCs, PHAs etc are not usually documented and analyzed. It will also be necessary to establish a resource center in which documents, reports and findings from various HIV/AIDS research and consultancy activities involving the district are deposited for ease of access by all stakeholders. In this regard, the staff in the department of planning  need to be supported to ensure that HIV/AIDS data is made available to the district technical planning committee and district HIV/AIDS Committees for planning and other purposes.

Major activities
Highlights 


Sectors involved
Output Indicator

Advocate for research activities in conflict area
· Research on SGBV, impact on conflict on sexual life of IDPs, ex-combatants and communities in urban and rural areas affected by conflict; 
UAC, MOH
· At least two studies conducted on HIV/AIDS in  conflict area




· Facilitate forums for disseminating findings from national studies and local researches to the public
UAC, MOH
· # dissemination forums (including mass media) held


· Pass a bye-law requiring the researchers, clients or their principals to deposit a copy of their findings to the district
MOLG
· # districts with bye-laws on depositing research reports to the districts


· Document the impact of displacement and life in camps, bush and urban  areas on sexual life of people in affected areas
MOGLSD
· Study conducted on Sexual life in conflict areas

Build capacity of the district and service providers in operational research
· Train the staff in Planning department and those in other departments & service providers in operational research
UAC
· # of districts with operational research reports from service providers

· # districts identifying critical areas for research 


· Establish a resource centre and inventory of consultancies and research activities carried out in the district
UAC
· # districts with resource center on HIV/AIDS

· # districts with inventory on HIV/AIDS research activities

Objective 20:  To mobilise adequate resources and streamline management for efficient utilisation

There are very many partners providing resources and direct service delivery in the local HIV/AIDS response within the districts affected by conflict. But, there are concerns that these partners with their multiplicity of funding channels quite often are not coordinated thus resulting in (a) significant gaps and duplication in service delivery and coverage by the organizations (b) difficulties in tracking and establishing the resource flow and overall resource enveloped for HIV/AIDS response in the region (c) unclear reporting channels that tend to preclude the district and national authorities  from confidently following the situation in their areas of jurisdiction. 

In addition to the SAM and other surveys that have been carried out, it will be necessary to strengthen the capacity of the districts to register all the partners involved in HIV/AIDS activities not only at the district level but also at the sub-county level. Information on major funding sources like GFATM, CSF, PEPFAR etc should also be made public; this also includes information on funding from other non-HIV/AIDS programmes such as PRDP, NUSAF, NURP, NAADS etc so that linkages between them and HIV/AIDS programmes are enhanced. In this regard, the capacity of the civil society organizations involved in accountability and transparency should be enhanced so that they may help in following the resource flow, utilization and accountability. 

Major activities
Highlights 


Sectors involved
Output Indicator

Register NGOs 
· Advocate for HIV/AIDS organizations and networks to register their organizations and branches in the conflict areas
UAC
· # organizations registered



Mobilize resource for HIV/AIDS
· Advocate for disaggregating of district budget for HIV/AIDS activities from health budget
UAC, MOFPED, MOLG
· # Technical Planning Committee  meetings held for addressing HIV/AIDS concerns in budget


· Advocate for collection of information on resources mobilized by NGOs for HIV/AIDS activities in the conflict areas
UAC, MOFPED
· # amount of funds mobilized for HIV/AIDS by public and non-public sector

Strengthen capacity for monitoring use of resources
· Provide resources and technical support for monitoring the agencies involved in HIV/AIDS activities


UAC
· #  of agencies involved in HIV/AIDS activities monitored by appropriate organs including district committees and task forces


· Provide monitoring information on resources  to district authorities and UAC for appropriate response
UAC
· # districts with information on resources for HIV/AIDS


· Publish performance of Civil Society Fund, GFATM etc and their applicants, awardees and  beneficiaries
UAC

MOFPED
· # Monthly, quarterly and annual information material produced each funding mechanism produced and disseminated at different levels and media 

Objective 21:  To effectively coordinate collection, analysis, use, and provision of information that will enable tracking the progress made in the national response to HIV/AIDS

In the recent past, a of number activities have been carried out in collecting information about the HIV/AIDS situation in the region. This includes the Service Availability Mapping (SAM) and HIV/AIDS Service Provision to IDP Communities in Northern Uganda by IOM. Against this background, there has been the National HIV/AIDS Stakeholders Service Mapping (2005) UDHS (2006), National Behavioural Sero-Survey (2006). A common situation is that quite often the results from these activities are not used in the planning of interventions within the districts and sub-counties. Besides, while there are many systems for data collection lead by different sectors (e.g. Health-HMIS, Education-EMIS, Local Government-LOGIC, Finance-IFMIS, Office of the Prime Minister etc)  often, comprehensive analysis of data from these different sources are not carried out in order to guide planning. At the district level, it will also be necessary to link these databases so that there is efficiency in service provision and referrals as well as analysis and planning. It will also be necessary to disseminate information from the various recent studies to the district local governments, service providers and general public. The capacity of the Planning department and those of the service providers that collect data should be built so that they can analyze data accordingly. Many volunteers, CORPS, leaders etc are involved in advocacy and service delivery; in all cases, where they are facilitated in form of allowances, transport etc, a simple tool should be designed so that they may from time to time provide information on their activities. At the facility level, records management was also found to be weak; this needs to be strengthened through recruitment and training. 

Major activities
Highlights 


Sectors involved
Output Indicator

Build capacity for monitoring and evaluation
· Disseminate the PMMP and its handbook to the districts 
UAC
· # districts with PMMP and its handbook


· Disseminate the tools for data collection on key output indicators to respective service providers
UAC
· # service providers providing data on key output indicators according to agreed format


· Train and facilitate the staff in Planning department and those in other departments & service providers in M&E 
UAC, MOFPED, MOLG
· # of districts with comprehensive analysis of data from service provision

· # districts producing monthly fact sheets with updates on HIV/AIDS activities in the district


· Train all service providers vz VHTs, CORPS, Peer educations, CBOS etc in data collection and reporting
UAC, MOGLSD
· # service providers providing monitoring data are required


· Establish linkages between databases in the district by location and  services (and also by  clients without compromising confidentiality) 
UAC, Prime Ministers Office, MOFPED
· # of databases that are linked for enhancing service delivery

3. CONCLUSIONS AND RECOMMENDATIONS

3.1 Conclusions

The afore-going sections have tried to identify the major areas of concern that relate to the situation obtaining in the conflict areas of Northern Uganda. Against this background, however, it should be noted that the situation described are in addition to the major factors that tend to drive the epidemic in the country or slow down the national response to the pandemic.  It is therefore pertinent to state the circumstance alluded to also tend to distance the conflict area of the north from achieving universal access to treatment thus requiring that the area be prioritized and treated as a special case for (a) a coordinated up-scaling of all activities planned at national level for implementation at district and lower levels (b) longer term human capacity building which should start immediately (c) rehabilitation and development of health and other social/institutional infrastructures.  

3.2 Recommendations

The above not withstanding, it is recommended that the HIV/AIDS response for the northern areas: 

8. Prioritizes the delivery of the nationally identified HIV/AIDS priority activities in the conflict areas; There should be special emphasis on(i) underserved areas (e.g. new districts and areas of return/resettlement (ii) services that do not exist in the area e.g. palliative and paedriatic care and treatment. 

9. Streamlines coordination of all planned activities for implementation in conflict districts. It was noted that there are very many un-coordinated civil society organizations in the area. And, as the area moves out of emergency situation through rehabilitation  and reconstruction and development, it is imperative that the normally structures of coordination in the districts be normalized like in other parts of the country. Coordination between rural and urban authorities will also need to be looked into, considering that for most part of the conflict period large numbers of IDPs were predominantly in urban areas yet there was a disconnect between HIV/AIDS coordination between urban and rural district authorities Coordination should also include those between HIV/AIDS and non-HIV/AIDS programmes in the post conflict areas.

10. Needs to address  the issue of expediting rehabilitation of the dilapidated and/or dysfunctional infrastructures. In this regard, urgent attention needs to be given to health units (particularly HC III & II), schools, access roads etc; along side this, provision of water and sanitation will be critical. In carrying out this rehabilitation work, the process itself must mainstream HIV interventions otherwise it might further increase the spread of infection.

11. Needs to give  provision of the necessary human resource  adequate consideration as the infrastructures are being rehabilitated and put in place; there is  urgent need   to recruit and retain staff while at the same time building the capacity and/or retooling those already there. In this regard, the service providers under PRDP and other development/socio-economic programmes need to be sensitized on HIV/AIDS so that they are not only HIV competent but also integrate HIV/AIDS in their activities, because they may be the only service providers and therefore resource persons in context of HIV/ADIS in a given remote rural area.

12. Builds the capacity of local communities for self reliance as early as possible in the process; the communities have for a long time relied on food aid, but now they must begin to engage in their own livelihood interventions. In this regard, linkages with programs such as NAADS, SACCOs, NUSAF etc would be both synergistic and complementary to those provided by HIV/AIDS programmes particularly in the context of  PHAs, youths out of school, women/child headed households etc.

13. Builds the capacity of the civil society in the area because it will be impossible for government (local and central) to provide all the service necessary for the national response. In particular, the networks, regional/national/community based organizations operating in the area will need  to be provided the necessary resources for carrying out their programmes and also in planning their oversight roles on government and other service providers so that there is value for money for each money used in the area. In this regard, the community structures that involve/include CORPs, local leaders, cultural and religious institutions need to be included and supported as key partners  in the HIV/AIDS  response in the area.

14. Intensifies dissemination of HIV/AIDS relevant IEC materials and messages in vernacular through various mechanisms (particularly radio, drama, church/cultural functions etc). 
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